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1 Executive Summary and Introduction 

1 Private hospitals are crucial to the delivery of healthcare in South Africa. The majority of these 

private hospitals are represented by HASA, a key industry body. This economic multiplier 

study was conducted on behalf of HASA and aims to quantify the overall economic 

contribution and value of the South African private hospital sector. At a time when the 

healthcare industry as a whole (and in particular the private sector) is under review, it is important 

to understand how private hospitals fit into the economy and what their contribution is. 

2 The economic contribution of private hospitals extends far beyond the significant initial economic 

impact resulting from their operational and capital expenditures. The final economy-wide 

contribution is the sum of the direct, indirect and income impacts: the first-round effects are the 

impact of spending on and by private hospitals’ direct suppliers (e.g. firms producing 

consumables) on goods and services, remunerating their employees, and paying taxes. Together, 

the initial economic impact and first-round effects are known as the direct effects. Next are the 

indirect effects, which measure the contribution of the suppliers’ suppliers (e.g. the firms providing 

plastic to produce the consumables). These firms again purchase goods and services, 

remunerate their employees and pay taxes. Finally, all of the suppliers and their employees 

spend money in the rest of the economy, e.g. to buy groceries – known as the income effect. 

Together, the indirect effects and income effects are referred to as the multiplier effect. 

3 The economic impact analysis was done using the ‘input-output’ method on a 2015 Social 

Accounting Matrix (SAM) constructed by Econex to represent the South African economy. This 

was combined with data received from the three listed hospital groups (Life Healthcare, Mediclinic 

and Netcare). The multiplier effects were then decomposed using a technique known as 

Structural Path Analysis (SPA). In this analysis the focus was specifically on the private hospital 

services provided by the three hospital groups (referred to as private hospital groups) and 

examining the paths linking the hospitals’ activities to household income. 

4 While this analysis is an under-estimation of the economic impact of private hospitals, it showed 

that in 2016, at a minimum: 

 For every R100 of  private hospital services delivered by private hospital groups, 

South Africa’s GDP grew by R123 

 Private hospital groups contributed R 55.5 bn to the national economy, equivalent to 1.3% 

of GDP: 
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o This comprised of the R19.3bn value added by private hospital groups, plus the R6.7 

bn from the first round impact, plus R9.15 bn from the indirect impact plus R20.35bn 

from the income impact; 

o Disaggregated differently, it consists of R26.4 billion worth of salaries to households 

and R29.1 billion in profits for local companies; 

 In addition, private hospital groups’ activities generated government tax revenue of R16.4 

bn throughout the economy; 

 Private hospital groups’ activities sustained capital stock to the value of R144.1 bn, 

equivalent to 1.8% of all capital stock in South Africa; 

 Their activities stimulated production of intermediate goods and services worth R130.9 bn 

throughout the economy: 

o Notably, 34.5% of production was in the real estate, renting and business services 

sector, 13.4% was by the private hospital groups’ facilities, and 7.5% in the retail, 

wholesale, hotels and catering sector; 

 For every person directly employed by private hospital groups, almost 5 additional 

(formal and informal) jobs are supported in the South African economy; 

 Private hospital groups supported 248,504 jobs throughout the economy, equivalent to 

1.57% of national employment: 

o 53,500 (or 21.5%) of these were directly employed by private hospital groups; 

o Other sectors benefitting were ‘real estate, renting and business services’ (22.2% of 

jobs supported) and the ‘retail, wholesale, hotels and catering’ sector (15%); 

 Their capital-to-labour ratio (2.03) indicate that for every R10 million of capital investment, 

private hospital groups created 20 jobs, while their GDP-to-capital ratio (0.73) indicates that 

a R10 million capital investment stimulated R7.3 million in GDP; 

o A comparison to the national ratios shows private hospital groups are more efficient 

in utilising a unit of investment than the average firm. 

5 The SPA shows that for high-income households the most important returns from private hospital 

groups’ activities in the economy are via highly-skilled labour and factor capital. Middle-income 

households benefit from private hospital groups’ activities through highly skilled labour followed 

by skilled labour. Finally, the economic activities of private hospital groups benefit low-income 

households via all labour types (i.e. highly-skilled, skilled, and semi- and unskilled and informal 

labour). Additionally important benefits identified via the SPA are the links between private 

hospital groups and the government, community services and other services sector (e.g. 

education and training services) which provide an indirect channel of income transmission from 

the hospitals to households. 
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6 A descriptive analysis of the private healthcare facilities sector, and in particular the three listed 

private hospital groups, provide context for the multiplier and SPA results. The database of 

private healthcare sector facilities constructed is likely an underestimation of the market, but is the 

most up-to-date estimate available. It shows that in 2016/17: 

 There were 524 private healthcare facilities, with 40,514 licenced beds; 

o Of these, 225 were acute hospitals (34,021 licenced beds, 84% of the total number 

of licenced beds), 88 were day clinics (1,279 licenced beds, 3%), with the remainder 

made up of drug and alcohol rehabilitation facilities, mental health institutions, 

ophthalmological hospitals (if indicated as such), other private rehabilitation facilities, 

and unattached operating theatres; 

o HASA members made up 30,549 licenced beds1, 26,731 of which were part of the 

three listed hospital groups (Life Healthcare, Netcare and Mediclinic). 

7 Based on the data provided by the three listed hospital groups, a descriptive analysis of their 

employee profile showed that in 2016/17 the hospital groups had a total of 53,500 permanent 

employees. Of these, 82% were female, which compares favourably to the 43% of South Africa’s 

employed population that was female. The hospital groups’ employees had a racial breakdown of 

50% African/black, 27% white, 15% Coloured and 8% Indian/Asian.  

8 In addition to the economic contribution of the private hospitals, they also contribute towards 

social development. With the shortage of healthcare professionals across the healthcare sector, 

the training provided to 2,269 students (predominantly black females) in 2017 is essential, along 

with the groups’ financial contributions towards education and training. In 2016/17, the groups 

spent much more than R118 million on CSI initiatives. The groups have also invested in 

environmental sustainability initiatives to reduce their environmental impact. 

9 This report has shown that in addition to their contribution towards a healthier society and 

potential resulting productivity increases, private hospitals make a substantial contribution to the 

South African economy. Any changes in policies or regulations in the private healthcare sector as 

a whole must be carefully considered as to not diminish the important economic contribution the 

private hospitals make to South Africa. 

10 Figure 1 summarises some of the main results of the report. 

                                                      
1 As per the data received from HASA. 
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Figure 1: Summary of impact of private hospital groups’ activities 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 
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2 Background to the Report 

11 The results presented in this report are based on a detailed economic analysis of the private 

hospital value chain. In particular, the study provides insight into the roles of HASA’s members as 

key industry players and participants in the broader economy. It estimates the private hospital 

industry’s total contribution to the South African economy and maps how the industry interacts 

with other sectors.  

12 This report is an update and expansion of a similar 2011 report2 which quantified HASA 

members’ economic contributions via the use of a Social Accounting Matrix (SAM). This updated 

report provides analogous information, but is extended to include a Structural Path Analysis 

(SPA) and Social Network Analysis (SNA). The updated SAM analysis quantifies the 

contribution and economic importance of the private hospital industry and is much 

needed at this crucial time in the sector, when both public and private health sector 

policies are under review. 

13 The 2011 report concluded that private hospitals form an indispensable source of labour income 

and government tax revenue, and that the health services they provide have high spin-off effects 

on production, employment creation and value added in the South African economy. We highlight 

some of the economy-wide effects (i.e. the direct, indirect and income effects) below.  

14 Including all the multiplier effects, in 2010 HASA member hospitals:  

 Sustained production to the value of R110 bn throughout the economy; 

 Supported 218,000 jobs (1.8% of total employment at that time), yielding in excess of R23 

bn in labour income; 

 Generated more than R17 bn in government income (2.5% of total tax revenue at that 

time); and 

 added R52.2 bn (or 2.2% at that time) to the country’s GDP. 

15 The rest of this report analyses more recent data and builds on these previous results. The SPA 

and SNA analyses are additionally insightful and provide a more comprehensive understanding of 

the private hospitals’ far-reaching impact on the economy.  

                                                      
2 Econex & Quantec Research. 2011. “The Contribution of HASA Member Hospitals to the South African Economy.” A condensed 

version of the report is available at http://econex.co.za/wp-content/uploads/2015/04/econex_researchnote_25.pdf  

http://econex.co.za/wp-content/uploads/2015/04/econex_researchnote_25.pdf
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3 Overview of the Private Sector Healthcare 

Facilities 

16 This section provides a high-level overview of private healthcare facilities in South Africa (details 

are provided in Appendix B (Section 9)) to provide context for the economic impact analysis that 

follows.  

17 Using data collected from the three listed private hospital groups (Life Healthcare, Mediclinic and 

Netcare), Medicross, National Hospital Network (NHN), HASA, personal correspondence with 

various healthcare facilities, and a record of ‘active’ hospitals from Insight Actuaries and 

Consultants, among others, a database of facilities and licenced beds was constructed. (See 

Appendix A (Section 8) for more information regarding the data and methodology used.) While we 

are confident that this is the most complete and up-to-date estimate of private healthcare facilities 

and the number of licenced beds at the time of writing, it is still an underestimation of the market. 

Most of the missing bed numbers, however, are for drug and alcohol rehabilitation facilities and 

mental health facilities which are expected to have relatively few beds each. 

18 Table 1 contains summary statistics of the private healthcare facilities market in South Africa. As 

far as possible, the numbers are for the most recent financial year (2016/17). 

Table 1: Summary statistics of the private healthcare market (2016/17) 

Total number of facilities: 

 

524 

which includes: Acute hospitals 225 

 

Day clinics 88 

 Other3 211 

Total number of licenced beds: 

 

40,514 

which includes: Acute hospitals 34,021 

 

Day clinics 1,279 

 Other4 5,214 

Number of HASA beds (all types): 

  Source: Private hospital groups; HASA; Insight; Econex research and calculations 

                                                      
3 Drug and alcohol rehabilitation facilities, mental health institutions, ophthalmological hospitals (if indicated as such), other private 

rehabilitation facilities, and unattached operating theatres. 
4 Ibid. 
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19 Figure 2 shows the provincial distribution of facility types. In the figure, the size of the pie chart 

represents the number of licenced beds in the particular province compared to the other eight 

provinces. For example, Gauteng has the largest pie chart, indicating that it has more licenced 

beds than any of the other provinces. The proportions (‘slices’) of the pie chart itself show the 

distribution of licenced beds within the province, split according to the type of facility the beds are 

in. Again using Gauteng as an example, the figure indicates that 86% of licenced beds in the 

province are in acute hospitals5, 3% are in day clinics, and 11% comprise beds in other types6 of 

private healthcare facilities.  

Figure 2: Within-province distribution of licenced beds, by type (2016/17) 

 

Source: Private hospital groups; HASA; Insight; Econex research and calculations 

                                                      
5 Both A- and B-status private hospitals. 
6 Drug and alcohol rehabilitation facilities, mental health institutions, ophthalmological hospitals (if indicated as such), other private 

rehabilitation facilities, and unattached operating theatres. 
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20 As mentioned, more detail regarding the composition of the private hospital market in South 

Africa is provided in Appendix A (Section 8). This and the previous section provide the 

background necessary to understand how HASA members impact on the South African economy. 

We now turn to results of the multiplier and SPA analysis.   
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4 The Economic Impact of the Private Hospital 

Sector 

21 This section contains the key findings from our assessment of the economic contribution of the 

private hospital groups (Life Healthcare, Mediclinic and Netcare) in 2016. We begin by describing 

the groups' collective contribution and ripple effects through the South African economy. The 

direct, indirect and income impacts of the private hospital’s business activities on intermediate 

output, capital requirement, employment, labour income, government tax revenue and value 

added (or GDP) are examined. We then illustrate the network of paths that connect the private 

hospital groups to various household income groups across the national economy. 

4.1 Private hospital groups’ economic contribution at a glance 

22 Every time a consumer makes use of the services provided by private hospitals, the group's value 

chain generates revenue for the South African government and income to South African 

households and businesses, while supporting thousands of jobs. The value generated for the 

country is co-created by all collaborating businesses along this chain. 

23 The direct, indirect, income and economy-wide effects (discussed in Section 8.3) of private 

hospital groups’ business activities are summarised in Table 2 and illustrated in Figure 3. More 

detailed discussion of each element follows in subsequent sections. The complete results of the 

multiplier analysis are provided in Appendix C (Section 10). 

24 As Table 2 indicates, during 2016, private hospital groups purchased goods and services 

(including capital equipment) from its direct suppliers to the value of R45.1 billion, stimulating 

economy-wide production (or intermediate output) amounting to more than R130.9 billion. 

Regarding benefits for the national economy, we find that: 

 For every R100 of private hospital groups’ value added, another R123 are supported in the 

South African economy; 

 Private hospital groups contribute R55.5 billion in total to the national economy, 1.3% of the 

country’s GDP; 

 That amount includes salaries, as well as profits related to the groups own activities, 

partners and suppliers across the value chain linked to the private hospital groups’ 
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activities. Of these, R26.4 billion are salaries for households and R29.1 billion are profits 

for local companies; 

 The employment effects are remarkable, with up to 248,504 jobs being sustained 

throughout the economy. Furthermore, for every person employed by a private hospital 

group, another 5 are supported throughout the economy. 

Table 2: The impact of private hospital groups’ total interests in the South African 
economy in 2016 

Category 
Private 

hospitals 
(+) 

First round 
(+) 

Rest of 
indirect 

(+) 

Direct & 
indirect 

(=) 
Induced 

(+) 

Economy-
wide 
(=) 

Total output by activity (Rm)  45 120   18 590   21 123   84 833   46 101   130 934  

Agriculture  -   -   187   187   2 032   2 219  

Mining  -   47   1 160   1 207   1 075   2 282  

Manufacturing  -   3 901   5 600   9 501   12 714   22 216  

Utilities, construction  -   3 457   1 427   4 884   2 703   7 587  

Transport, communication  -   506   2 437   2 943   4 724   7 667  

Retail  -   404   3 558   3 963   4 920   8 883  

Hotels, restaurants, catering 
(HO.RE.CA.) 

 -   90   123   214   695   908  

Business services  -   9 319   4 473   13 791   11 367   25 158  

Public services  -   866   2 157   3 023   5 872   8 895  

Private hospitals’ activities  45 120   -   -   45 120   -   45 120  

Output multiplier  1.00   0.41   0.47   1.88   1.02   2.90  

Total capital requirement (Rm)  26 385   8 192   25 243   59 820   84 311   144 132  

Buildings and construction works  22 367   1 283   17 970   41 619   57 554   99 173  

Machinery and other equipment  3 062   5 347   5 535   13 944   19 113   33 057  

Transport equipment  956   1 563   1 738   4 258   7 644   11 902  

% Share of South Africa capital 
stock 

 0.34   0.10   0.32   0.77   1.08   1.84  

Gross domestic product at 
factor costs (Rm) 

 19 299   6 699   9 153   35 151   20 352   55 503  

Gross operating surplus  9 419   2 912   4 993   17 324   11 732   29 055  

Compensation of employees  9 880   3 787   4 160   17 827   8 621   26 448  

Formal  9 880   3 677   3 912   17 469   8 073   25 542  

Highly skilled  1 220   2 491   2 388   6 100   5 016   11 117  

Skilled  4 926   901   1 055   6 881   2 106   8 987  

Semi- and unskilled  3 734   284   469   4 487   951   5 439  

Informal  -   110   248   358   548   906  

GDP as % of South Africa GDP  0.44   0.15   0.21   0.81   0.47   1.28  

GDP Multiplier  0.43   0.15   0.20   0.78   0.45   1.23  

Total employment by industry 
(Number) 

 53 500   53 466   43 130   150 095   98 408   248 504  

Agriculture  -   -   747   747   8 382   9 129  

Mining  -   32   821   854   747   1 601  

Manufacturing  -   3 181   7 771   10 952   21 405   32 357  

Utilities, construction  -   10 002   2 836   12 839   3 854   16 693  

Transport, communication  -   464   3 015   3 479   6 028   9 507  
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Retail  -   1 381   12 253   13 634   16 975   30 609  

Hotels, restaurants, catering 
(HO.RE.CA.) 

 -   669   914   1 583   5 148   6 731  

Business services  -   35 824   8 842   44 667   16 261   60 928  

Public services  -   1 911   5 929   7 841   19 608   27 448  

Private hospitals’ activities  53 500   -   -   53 500   -   53 500  

Employment multiplier (In terms of initial jobs) 

Employment multiplier 
(Excluding informal) 

 1.00   0.83   0.62   2.44   1.47   3.91  

Employment multiplier (Including 
informal) 

 1.00   1.00   0.81   2.81   1.84   4.64  

% Share of South Africa 
employment 

 0.34   0.34   0.27   0.95   0.62   1.57  

Government income  3 505   8 310   1 104   12 918   3 441   16 359  

Indirect taxes  1 007   890   963   2 860   3 022   5 882  

Direct taxes  2 497   7 420   141   10 058   419   10 477  

% share of government income  0.33   0.78   0.10   1.21   0.32   1.53  

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

25 These results show that a substantial amount of the benefit of private hospitals’ activities profits 

the South African economy and people. Figure 3 captures the knock-on effects of private hospital 

groups’ business activities on the South African economy. 

Figure 3: The linkages of the private hospital groups to the South African economy 

 

 
 
 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 
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26 In the following sections, the dominant backward and forward linked industries and their 

dependence on private hospital groups’ activities (i.e. the private hospital value chain) are 

identified, and the results of the multiplier analysis are presented. An in-depth discussion of what 

the private hospitals’ presence means for the South African economy is discussed in the following 

sections. 

4.2 How private hospital groups support local employment 

27 Through the private hospital groups’ activities in South Africa, the group supports direct and 

indirect jobs across the South African economy. 

28 Private hospital groups (Life Healthcare, Mediclinic and Netcare) directly employed 53,500 

workers on a permanent basis (headcount, not full-time equivalent (FTE)7) in 2016. Private 

hospital groups’ operations supported an additional estimated 53,466 jobs at its first-round 

suppliers and, overall, about 248,504 formal and informal jobs were sustained throughout the 

economy as a result of all the activities related to the delivery of hospital services. Of the 

estimated 248,504 jobs, 209,084 (or 84.1%) are classified as formal jobs and the remaining 

39,419 (15.9%) are in the informal sector.  

29 Figure 4 shows in which sectors, and how many, jobs associated with private hospital groups’ 

activities are created, and what proportion the jobs created in a certain sector comprise of the 

53,466 ‘first-round jobs’. With 53,500 permanent employees in the formal employment market, 

private hospital groups’ activities are more labour intensive. Also, with a significant portion of the 

groups first-round suppliers (see Figure 4) in the labour-intensive real estate, renting and 

business services8 (24.6% of first-round employment) and construction (13.8%) sectors, private 

hospital groups’ direct employment impact grows to 44,153 formal jobs and an additional 9,312 

informal jobs (see Figure 4; these figures exclude private hospital groups’ 53,500 employees). 

                                                      
7 Full-time equivalent (FTE) is the ratio of total number of paid hours during a period to the total number of working hours in that 

period. FTE employees are therefore the number of part-time employees, converted to a full time basis, plus the number of full-time 
employees. The number of FTE employees will therefore be less than or equal to the headcount of employees. 
(https://www.bea.gov/faq/index.cfm?faq_id=368) 
8 Business services include computer and related activities (i.e. hardware consultancy, software consultancy and supply, data 

processing, data base activities, maintenance and repair of office, accounting and computing machinery, and other computer related 
activities), research and experimental development (i.e. research and experimental development on natural sciences and 
engineering, and research and experimental development on social sciences and humanities) and other business activities (i.e. 
legal, accounting, bookkeeping and auditing activities; tax consultancy; market research and public opinion research; business and 
management consultancy, architectural, engineering and other technical activities, advertising, business activities not elsewhere 
classified, and veterinary activities). 

https://www.bea.gov/faq/index.cfm?faq_id=368
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Figure 4: First-round impact on employment, by industry (Number and share of ‘first round 
jobs’) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

30 On an economy-wide level (see Figure 5), private hospital groups’ activities sustained an 

estimated 248,504 jobs, with 209,084 (or 84.1%) classified as formal jobs and the remaining 

39,419 (15.9%) in the informal sector. At 22.2% (or 55,124 permanent jobs), real estate, renting 

and business services make up the largest portion of private hospital groups’ employment impact. 

This is followed by retail, wholesale, hotels and catering services (15%), government and 

community services (11%), construction (6%), agriculture, forestry and fisheries (3.7%), transport 

and storage (3%), food, beverages and tobacco (3%), financial services (2.3%) and textiles 

clothing and leather goods (2.1%). 
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Figure 5: Economy-wide impact on employment, by industry (Number and share of 
‘economy-wide jobs’) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

31 Figure 6 shows that the economy-wide employment effects (far-right bar) equate to 248,504 

employed individuals. This is shown (in the columns to the left of this) to derive from private 

hospital groups’ initial effect, first round effects on suppliers, rest of the indirect effects (e.g. via 

supplier’s suppliers) and income effects (overall higher levels of spending and hence economic 

activity). The proportions from each of these effects are as shown. Notably, income generated 

(i.e. the income/ induced effect) from all the jobs supports 98,408 people. 

Figure 6: Impact of private hospital groups’ operations on employment (Number of people) 
(2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 
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32 As explained, private hospital groups’ operations in South Africa support a total of 248,504 jobs. 

This equates to 1.57% of South Africa’s total employment in 2016. Figure 7 shows that private 

hospital groups’ contribution to employment in South Africa significantly exceeds the number of 

their own permanent employees, with a substantial amount of manufacturing jobs sustained by 

the business’s purchase of pharmaceuticals, as well as medical and other equipment. 

Figure 7: Sectoral breakdown of jobs related to private hospital groups (Number of people) 
(2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

33 When considering only the formal sector, private hospital groups’ economy-wide employment 

multiplier amounts to 3.9. In other words, for every person directly employed by the various 

private hospital groups, close to 4 additional formal sector jobs are collectively sustained 
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employment impact, with a total employment multiplier of 4.6. That is, for each person employed 

directly by the various private hospital groups, close to 5 additional jobs are supported by the 

various private hospital groups’ activities in the rest of the economy. 

34 Regarding the skills composition of private hospital groups’ economy-wide employment impact, 

highly skilled positions comprise a relatively small portion (16%) of private hospital groups’ total 

employment stimulus, while skilled labour accounts for 37.1% of private hospitals’ total 

employment impact (see Figure 8). Most of the jobs sustained by these private hospitals’ value 

chain are either in the skilled sector (37.1%) or semi- and unskilled positions (31%), followed by 

informal sector employment (15.9%). 

Figure 8: Jobs by skill (inner), gender (outer), race (middle): economy-wide impact (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 
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sustained by private hospital groups’ operations are filled by male employees, with 81.87% of the 

positions filled by women.9 

4.3 Contribution to labour income 

36 Labour income is wages paid to employees because of the private hospital groups’ activities in 

the economy. This is remuneration of private hospital groups’ employees directly, as well as the 

remuneration of employees of immediate suppliers, and remuneration of workers that results from 

the delivery of private hospital services in the economy as a whole. This value therefore 

represents the impact of private hospital groups’ economic activities on the wages received by 

workers in the South African economy. 

37 During 2016, the labour remuneration of private hospital groups alone equalled R9.9 billion. The 

results from the input-output analysis (see Figure 9) show that the total labour remuneration 

directly and indirectly related to private hospital groups (i.e. private hospital groups and all their 

suppliers) amounted to R13.6 billion, while the economy-wide impact (including the income 

effects) is estimated at R26.4 billion – or 1.3% of South Africa’s total wage bill during 2016. Direct 

employment by the private hospital groups alone accounted for roughly 37% of the total labour 

income generated by the direct, indirect and income effects of the relevant private hospitals in 

2016 (and 0.5% of all salaries and wages paid in the country during 2016). 

38 Figure 9 shows that the economy-wide labour income effects (far-right bar) equate to R26.4 

billion. This is shown (in the columns to the left of this) to derive from the private hospitals’ initial 

effect, first round effects on suppliers, rest of the indirect effects (e.g. via supplier’s suppliers) and 

income effects (overall higher levels of spending and hence economic activity). 

                                                      
9 The employee profile of private hospital groups are described in more detail in Section 5. 
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Figure 9: Impact on household income in 2016 (Rand, million) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

39 Figure 10 shows the distribution of labour income generated by the private hospital groups’ 

activities and how this income is distributed across household income levels/ percentiles. The 

figure shows that over and above the already large share of income flowing to the various 

household income groups directly from the private hospitals (i.e. as salaries and wages paid 

and/or interest earned from the ownership of capital), additional income is also indirectly 

attributed to the activities of private hospital groups, through their direct suppliers, as well as their 

suppliers’ suppliers. The income or induced effect (sustained by private hospital groups’ activities) 

also makes a significant contribution to the income of middle- and high-income households, as 

well as to lower-income groups, but to a lesser extent. 
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Figure 10: Impact on household income by income percentile in 2016 (Rand, million) for 
total labour income generated (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

4.4 Contribution to government tax revenue 

40 Private hospital groups’ economic activities in South Africa generate government revenue to the 

amount of R16.4 billion (see Figure 11). This means that these private hospital groups support 

1.5% of total tax revenues of the South African government, which represents 22.8% of private 

hospital groups’ total contribution to the South African economy (i.e. in terms of contribution to 

GDP). This percentage pertains to the groups’ direct and indirect contribution to tax revenues 

across the value chain. This contribution is the value of the taxes collected because of private 

hospital groups’ activity in the economy. This includes tax contributions such as excise tax, value-

added tax (VAT), corporate income tax and pay-as-you-earn (PAYE) income tax. 
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41 A detailed illustration of the government revenue effects is shown in Figure 11. 

Figure 11: Impact of private hospital groups’ activities on government revenue (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

42 Figure 12 shows a breakdown of taxes paid/ generated in the private hospital groups’ value chain 

because of their activities in South Africa. Figure 12 indicates that, in terms of direct taxes, the 

bulk of the tax revenue generated is by the activities of the private hospital groups and their direct 

suppliers. Regarding indirect taxes, and as is to be expected, the induced or income effect (i.e. 

people spending their additional income on purchases) generates the largest proportion of 

indirect tax revenue. In total, the largest contribution to tax revenue comes from the private 

hospital groups’ direct suppliers. 
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Figure 12: Breakdown of taxes in the private hospital groups’ value chain (Rand, million) 
(2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

4.5 Capital requirement 

43 The provision of healthcare services requires the use of different capital goods, such as 

technologically advanced medical equipment (in the South African SAM this falls within a 

commodity group called ‘machinery and other equipment’), transport equipment, as well as 

hospital buildings and offices. Whereas the private hospital groups’ own capital stock is valued at 

roughly R26.4 billion (i.e. fixed assets, excluding property10, at replacement cost), the value of 

capital that must be invested by all sectors throughout the economy to sustain the supply of 

goods and services to private hospital groups (i.e. the direct and indirect impacts) amounted to 

R59.8 billion in 2016. Including the income effect (i.e. the direct, indirect and induced impacts), 

private hospital groups sustained capital stock to the value of R144.1 billion in 2016, or 1.8% of 

the total value of all capital stock in South Africa. 

                                                      
10 The capital stock calculations include the estimated replacement costs of hospital buildings and offices, but not the value of the 

properties on which these buildings were erected. 
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44 A detailed illustration of the capital formation effects, as well as the composition of the economy-

wide capital required, is shown in Figure 13. 

Figure 13: Capital stock required by private hospital groups’ value chain, by asset type 
(Rand, million) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

45 Figure 13 illustrates that buildings and construction works account for 68.8% (R99.2 billion) of the 

total economy-wide capital requirement (R144.1 billion), while machinery and other equipment 

and transport equipment constitute 22.9% (R33.1 billion) and 8.3% (R11.9 billion) respectively. 

4.6 Value created by private hospital groups’ activities 

46 Estimated at R55.5 billion during 2016, the total economic contribution of the relevant private 

hospitals in terms of value added11 (i.e. GDP) is considerable. Approximately 1.3% of South 

Africa’s GDP can be traced back to the direct, indirect and income effects of private hospitals , 

with those hospitals alone directly accounting for just over a third (R19.3 billion) of the total 

economy-wide contribution to value added (see Figure 14). The GDP multiplier – based on 

private hospital groups’ sales revenue – is estimated at 1.23, indicating that for every R1.00 in 

sales revenue generated by these hospitals (i.e. turnover at company level) R1.23 is added to the 

                                                      
11 Value added at factor costs is calculated as the sum of labour remuneration and the gross operating surplus (i.e. EBITA) ― it 

refers to the contribution of the factors of production (land, labour, and capital goods) to raising the value of a product. 
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country’s GDP. Figure 14 shows that the direct and indirect impacts comprise approximately 

63.3% of the economy-wide impact, with income effects accounting for the remaining 36.7% of 

the value added. The amount shown excludes tax revenues, but includes labour income, and 

other value added by private hospital groups’ own activities and those of the individual members’ 

suppliers.  

Figure 14: Added value at factor cost of private hospital groups’ activities on GDP (Rand, 
million) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

47 The contribution of private hospital groups to GDP (R55.5 billion) can be disaggregated into 

contributions to households’ income (R26.4 billion) and net contributions to profits and savings 

(R29.1 billion) (see Figure 15). This report measures the contribution of private hospital groups 

(with all direct, indirect and income effects considered) to GDP/ value added, with evaluation at 

both factor prices and producer prices. Value added measures the additional value created by 

private hospital groups’ economic activities and therefore takes account of the fact that 

intermediate outputs of various sectors are inputs in the private hospital sector. This is the 

additional value added to the intermediate outputs. This measure, therefore, avoids double 

counting. 
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Figure 15: Added value at factor cost linked to private hospital groups’ activity in South 
Africa (Rm) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

48 Figure 15 above shows GDP at factor prices.12 GDP at producer prices are shown in Figure 16 

below. The sum of net value added in various economic activities is known as GDP at factor cost. 

GDP at factor cost plus indirect taxes less subsidies on products is GDP at producer prices. In 

other words, GDP at producer prices represents GDP once the cost of indirect taxes and the cost-

reduction of indirect subsidies have been taken into account. 

49 Figure 16 shows that, when including tax income, private hospital groups contribute a total of 

R71.9 billion to South Africa’s GDP. This contribution includes both households’ income and net 

contributions to profits and savings as before (R55.5 billion), but also includes tax income (R16.4 

billion). 

                                                      
12 Value added at factor costs is calculated as the sum of labour remuneration and the gross operating surplus (i.e. EBITA) ― it 

refers to the contribution of the factors of production (land, labour, and capital goods) to raising the value of a product. 
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Figure 16: Added value at producer prices related to private hospital groups’ activity 
(Rand, million) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 
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50 The provision of healthcare services by the private hospital sector is only possible because 

various other industries supply the necessary goods and services, ranging from pharmaceuticals 

and medical supplies, to food and beverages, cleaning products and services, water, electricity, 

security, laundry, telecommunication services, computers, surgical instruments and medical 

equipment. In the SAM framework, these industries are considered intermediate output sectors – 

supplying the goods and services necessary to produce the final product or service. It is 

estimated that private hospital groups purchased goods and services (including capital 

equipment) from their direct suppliers to the value of R18.6 billion during 2016 (i.e. the first-round 

impact of these hospitals on output or production). Figure 17 indicates that the sectors that 

experience the greatest direct benefit from this expenditure are: 
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 Real estate, renting and business services (e.g. renting of machinery and equipment, 

computer software, legal, accounting and auditing services and advertising – an estimated 

48.2% of the first-round impact on output); 

 Construction (e.g. construction and civil engineering services – amounting to 15% of the 

first-round impact on output); 

 Pharmaceuticals, fuel, chemicals, rubber and plastic (e.g. pharmaceuticals, soap, 

detergents, medical chemicals, printing ink and petrol – amounting to 14.5% of the first-

round impact on output); 

 Government, community services and other services (e.g. sewerage, refuse and sanitation 

services, education and training services and healthcare services, which includes 

healthcare services provided by doctors, physiotherapists and other health professionals) 

at about 4.7% of the first-round impact on output. This is referred to as ‘government’ for the 

sake of brevity. 

 Transport equipment; 

 Electricity, gas and water supply; 

 Retail, wholesale, hotels and catering; 

 Communications; 

 Financial services; as well as 

 Computers and office equipment. 
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Figure 17: Share of goods, services and capital purchased from private hospital groups’ 
first-round suppliers, by industry (Rand, million; Share of first-round impact on output) 
(2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

51 To produce the goods and services that hospitals need to care for their patients, these 

intermediate output sectors in turn purchase goods and services from their suppliers (the indirect 

impact). These recurrent purchases set a chain of economic activity into motion where different 

sectors produce output, employ and remunerate workers and pay taxes, generating income that 

is re-spent throughout the economy (the income effect). In all, the economy-wide value of 

production (output) stimulated by private hospital groups amounted to R130.9 billion in 

2016. This means that private hospital groups’ operations create a total value of R130.9 billion in 

the supply of all intermediate goods and services required in the production and sale of private 

hospital services. This is, therefore, the value created across all sectors involved in some way in 

the delivery of private hospital services in South Africa. 

52 Figure 18 shows that real estate, renting and business services; retail, wholesale, hotels and 

catering; government and community services; construction; agriculture, forestry and fisheries; 

transport and storage; and the food and beverages industry are the sectors that gain the most 

from the ripple effects of these private hospitals’ economic activities. 
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Figure 18: Share of goods, services and capital purchased by private hospital groups’ 
economy-wide value chain, by industry (Rand, million; Share of economy-wide value of 
production) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 
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hospitals’ total economy-wide impact of R130.9 billion on production. Private hospital groups’ 
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to output, while the remaining 35.2% of their impact stems from income/induced effects rippling 

through the economy. 
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Figure 19: Impact of private hospital groups’ operations on intermediate output (Rand, 
million) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

54 Figure 20 shows that the sectors that benefit the most include the business services sector, the 
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sector and particularly the public services sector. Given the positive spin-off effects of hospitals 

for healthcare professionals, it is not surprising that the public services sector, which includes 

healthcare services (i.e. services provided by doctors and other health professionals) should 

benefit from the private hospital services provided by the private hospital groups. They support 

R8.9 billion in added value for their direct and indirect partners in the public services sector, which 

represents about 6.8% of the total added value supported by private hospital groups in the entire 

economy. 
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Figure 20: Sectoral breakdown of added value linked to private hospital groups (Rand, 
million) (2016) 

 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

4.8 Private hospital groups’ efficiency 

55 Table 3 considers two indicators of the efficiency with which private hospitals employ scarce 

resources, namely the GDP/capital ratio and the labour/capital ratio. Effectively these two 

measures show how labour or capital intensive a sector is, and how many jobs one might expect 

to be created directly from either an increase in demand for the output of that sector or from an 

investment which increases the capital stock. The labour/capital ratio measures the additional 

employment opportunities that can be created by every R1 million invested in capital. 
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56 Private hospital groups’ labour (including informal employment) to capital ratio is 2.03, compared 

with 2.02 for the national economy. That is, for every R10 million of capital investment, private 

hospital groups create 20 jobs. This is similar to the national average of about 20 jobs. 

Table 3: Private hospital groups’ key multipliers and efficiency ratios 

Impact type Private hospital groups South Africa 

Employment multiplier (Excl. informal) 3.91 - 

Employment multiplier (Incl. informal) 4.64 - 

GDP multiplier 1.23 - 

GDP/capital ratio 0.73 0.56 

Labour (Excl. informal)/capital ratio 1.45 1.41 

Labour (Incl. informal)/capital ratio 2.03 2.02 

Source: Econex calculations based on the South African SAM and private hospital groups’ data 

57 The private hospital groups’ GDP/capital ratio of 0.73 is greater than that of the national economy 

(0.56). Accordingly, for every R10 million worth of capital expenditure, private hospital groups and 

their direct, indirect and income effects stimulate R7.3 million in GDP, compared with the national 

average of around R5.6 million in 2016. 

58 Both the labour/capital ratio and the GDP/capital ratio suggest that the private hospital groups are 

more efficient in utilising a unit of investment compared to most other industries in the South 

African economy. 

59 Together with the tangible economic benefits arising from the private hospital groups’ activities, 

they also make a difference in various local communities across the country through their joint 

socio-economic development initiatives (as discussed in Section 6). These findings serve to 

illustrate the economic importance of the private hospital groups in South Africa and show that the 

value of the private hospitals to their communities extends far beyond healthcare. Private 

hospitals make a substantial contribution to state coffers regarding tax revenue; and the services 

that they provide also have high spin-off effects on production, employment creation and value-

added throughout the South African economy. 

4.9 The network that connects private hospital groups’ activities to 

households 

60 This section presents the ‘mapping’ results (as briefly explained in Section 8.5) by using the SPA 

method and going a step further than the pure multiplier analysis presented in the previous 

sections. The multiplier analysis gives one the macro influences that exist between the private 
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hospital groups and other poles (that is, production activities or other sectors, factor inputs such 

as capital and labour, and institutions, which include firms/ enterprises and households) within the 

economy. 

61 The SPA method has some distinguishing features compared to other available methods. SPA is 

a construct of relationships within the economy and is, therefore, a decomposition technique, 

based on the theory that the ‘connections’ for transmitting a particular desired outcome in the 

economy lie in the different sectors of the economy.13 The SPA method provides for the isolation 

and identification of the distinctive reaction mechanisms within the complex network of structural 

relations among the different economic agents.14 

62 SPA focuses on how individual elements lead to the global influence one gets from conventional 

SAM-based multipliers by tracing the transmission of influence within an economic structure and 

thus connecting the spider web and the relative strength of its connections. For example, given a 

change in the final demand for private hospital services, SAM-multipliers measure the cumulative 

effects of such a change, whereas SPA not only decomposes these multipliers into direct and 

indirect components but also reveals the network of transmission channels from the origin sector 

(that is, the private hospital groups) to the rest of the economy (e.g. other sectors, factors, firms, 

government or households).15 The SPA decomposition is, in this context, useful in coming to grips 

with the nature and strength of linkages that work through the private hospital industry. Also, 

mapping the value chain in this way provides an illustrative representation of the identified chain 

actors and functions. This ‘map’ includes the chain boundaries, major players, activities, 

connections and some initial indication of flow sizes.  

63 By using the SPA, one can now proceed to identify various paths, through which economic 

influence is transmitted from one sector, in this case from the private hospital groups (the sector 

of origin), to other sectors of the economy. The key benefit of this approach is that it can provide 

insights into the possible consequences of individual policies, achieved through the identification 

of the critical interactions or paths within an economic system that are important transmitters of 

economic influence.16  

                                                      
13 Kagawa, S., Kondo, Y., Nansai, K. and Suh, S. 2010. Detecting energy clusters from the automobile supply chain: spectral 

clustering approach. The 18th International Input-Output Conference, 20-25 June 2010, The University of Sydney. 
14 Roberts, E. B. 1991. Entrepreneurs in high technology. New York: Oxford University Press. 
15 Roberts, D, 2005. The role of households in sustaining rural economies: A structural path analysis. European Review of 

Agricultural Economics, 32: 393-420. 
16 Ngandu, S., Garcia, A. H. and Arndt, C. 2010. The economic influence of infrastructural expenditure in South Africa: a multiplier 

and structural path analysis. Development Policy Research Unit, Employment Promotion Programme and Trade & Industrial Policy 
Strategies Conference. 27-29 October 2010. Johannesburg: South Africa. 
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64 The destination sectors in this report have been chosen due to their close relationship with the 

private hospitalsas sources of inputs. The results for the network diagrams (based on the results 

of the SPA) only show up to the ten most important paths in each case. These are not exhaustive 

since, in any given SAM, there are thousands of possible paths. However, here the focus is on 

the most important paths of influence. 

4.9.1 A graphical representation of private hospital groups’ links to economic agents 

65 The analysis and results discussion presented in the preceding sections relied only on the 

quantitative results generated by the multiplier analysis, which is not as straightforward to 

visualise. As the SPA identifies a construct of relationships within the economy, a graphical 

representation allows for a potentially more simplistic interpretation of this construct. Accordingly, 

the figures presented next showcase the most important paths based on the SPA results and the 

multiplier results in the previous section. The figures, created in NodeXL, facilitate the 

interpretation of the structural paths. 

66 The lines in each figure discussed below represent the inter-industry linkages between the 

various sectors/ agents in the SAM, while the absence of a line between sectors/ agents 

represents the absence of inter-linkages. The thickness of the lines connecting the poles (i.e. 

sectors/ factors/ institutions in the South African SAM) in the figures represents the strength of the 

connection or the relative volume of flow or strength of the inter-linkages along the path between 

the corresponding agents. The thickest lines represent the greatest flow volume, while the thinner 

lines represent the least relative flow volume along the path. It is important to note that the 

thickness is not related to income magnitudes. Rather, the importance of the path relates to both 

its influence on other sectors and the path multiplier of adjacent circuits or sectors.17 

67 To better understand the distributional effects caused by demand for private hospital services 

provided by the private hospital groups, we generate three sets of figures (showing up to six arcs/ 

levels) with corresponding effects on low-income (Figure 22), middle-income (Figure 23), and 

high-income households (Figure 24). The aggregate network (that is, all of the household income 

groups) flowing from private hospital groups to all households is illustrated in Figure 21. 

68 The key findings from the ‘mapping’ of the private hospital groups’ network of influence to the 

different household-income groups, are: 

                                                      
17 Ngandu, S., Garcia, A. H., and Arndt, C. 2010. The economic influence of infrastructural expenditure in South Africa: a multiplier 

and structural path analysis. Development Policy Research Unit, Employment Promotion Programme and Trade & Industrial Policy 
Strategies Conference. Johannesburg, South Africa: 27-29 October. 
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 The figures show that the returns from highly-skilled labour and factor capital are the most 

important sources of income for high-income households; for middle-income households, it 

is highly skilled labour followed by skilled labour; and for low-income households it is all 

three labour types (i.e. highly-skilled, skilled, semi-and unskilled and informal); 

 Private hospital groups play an important direct role in income transmission (through the 

employment of the above labour types) to various households, with private hospital groups’ 

links to the government, community services and other services sector18 (e.g. sewerage, 

refuse and sanitation services, education and training services and healthcare services, 

which includes healthcare services provided by doctors, physiotherapists and other health 

professionals) also presenting an important indirect channel of income transmission to 

households (i.e. households benefit indirectly via this link); 

 Other important channels for distribution of benefits to households include capital earnings 

through either direct or indirect ownership of factor capital via enterprises (for example, 

through share ownership in firms providing capital goods to private hospital groups). 

69 Figure 21 shows that the private hospital groups are linked, through the provision of private 

hospital services, to 9 key sectors (3 secondary/ manufacturing and 6 tertiary/ services sectors). 

Each of these sectors (including private hospital groups) employs labour and capital, which is 

supplied by households and enterprises. Informal labour is not directly employed by private 

hospital groups, but indirectly though their suppliers and their suppliers’ suppliers. 

                                                      
18 Referred to as the ‘government’ sector. 
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Figure 21: Services by private hospital groups– Structural paths to all institutions19 

 

Note: Figure created using the weighted graph scheme of NodeXL; Econex calculations 

70 The results show that the sources of income for low-income households (Figure 22) are quite 

equally distributed across the different skill types, with these households receiving the larger 

share of their income from formal skilled labour that is both directly and indirectly connected to 

private hospital groups. Moreover, these households also benefit from strong ties with both semi- 

and unskilled workers and receive capital earnings through indirect ownership of factor capital via 

                                                      
19 All figures were created using the weighted graph scheme of NodeXL. [Online]: http://nodexl.codeplex.com 

http://nodexl.codeplex.com/
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enterprises. The semi- and unskilled, skilled and highly skilled in low-income households obtained 

their incremental income primarily through indirect channels from the private hospital groups. 

Figure 22: Private hospital groups’ services – Structural paths to lower-income 
households 

 

Note: Figure created using the weighted graph scheme of NodeXL; Econex calculations 

71 In the case of middle-income households (Figure 23), invested capital in enterprises/ firms, as 

well as the use of highly skilled and skilled workers in the various private hospitals, creates a 

large amount of income activity within this household group. No informal labour income flows to 

middle-income households. Six production activities are present in the top paths, with public 

services/ administration being the strongest connected sector, followed by other business 

services. This household type enjoyed a strong influence from all highly skilled and skilled labour 

and capital, but to a lesser extent from semi- and unskilled and informal labour. 
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Figure 23: Private hospital groups’ services – Structural paths to middle-income 
households 

 

Note: Figure created using the weighted graph scheme of NodeXL, Econex calculations 

72 Figure 24 shows how income travels to the higher-income households. This household group is 

strongly connected to capital goods (more directly than indirectly via enterprises) and highly 

skilled labour (more directly through private hospital groups and indirectly through several other 

sectors linked to private hospital groups’ activity). The structure of this case is different to those 

observed by middle- and low-income households, with a stronger direct connection to private 

hospital services provided by private hospital groups. Enterprises in this case also receive income 

from only four of the 9 activities present, including from private hospital groups. 
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Figure 24: Private hospital groups’ services – Structural paths to high-income households 

 

Note: Figure created using the weighted graph scheme of NodeXL, Econex calculations 

73 The results from the SPA show that demand for private hospital services generates income for 

the private hospital groups, and also generates movement in several production activities, factors, 

and institutions. The public services, real estate and business services sectors appear to be 

important actors in the South African economy, together with the private hospital groups 

themselves. Income received by low- and middle-income households comes from a more diverse 

set of activities, and all household income groups receive capital rents from almost half of the 

activities connected to the private hospital groups, which is thereafter either invested in 

enterprises or paid directly to households. 
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74 Although the private hospital groups are not directly responsible for the additional informal 

employment opportunities created, the results reveal indirect effects with other sectors such as 

public services and other business services, are able to create additional informal employment 

opportunities due to the original stimulus for private hospital services provided in the private 

facilities. This provides welcome additional income for lower-income households. 

75 In summary, the flows in each figure represent the channels through which income moves 

between production activities, production factors, households, and enterprises. The thickness of 

each flow represents the share of global influence (or total income change) passing through that 

particular path. The results revealed that, especially for low-income households, indirect paths 

can also act as important conduits of income flows to households compared to the direct paths 

between two sectors as is the case between the private hospital groupsand the public services 

sector for low-income households. At the same time, a significant flow of income is reported in 

terms of factor usages (capital and labour). Moreover, results revealed that income generated in 

the private hospital groups, either through capital gains or employment (factor payments), 

generates momentum in the economy that reaches all households through other production 

activities that are directly or indirectly related to the private hospital groups. Within the production 

activities, public services, business services and real estate services are some of the most 

important sectors through which income is transmitted to households via factor payments. 
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5 Employee profile 

76 This section aims to provide an overview of the demographic characteristics of the private 

hospital groups’ employees, expanding on Figure 8. Due to the information and data available, 

the analysis and descriptions in this section will focus on the three listed private hospital groups, 

namely Life Healthcare, Mediclinic and Netcare. Where available, information from another HASA 

member, Joint Medical Holdings (JMH), is also included. 

77 There are two important points to keep in mind when analysing the data concerning the hospital 

groups’ permanent employees. The first is that the number of employees refers to the headcount 

rather than the number of FTE employees.20 This is especially important in the context of private 

hospitals, where a large number of agency nurses work on a part-time basis: rather than 

permanently employing the number of nurses needed to cover a hospital’s average occupancy 

rates and having unnecessary staff when occupancy rates are low, additional nurses are 

employed through agencies when occupancy rates rise.21 Since agency nurses are not 

permanent employees of the hospitals, they are not included in the employee profile set out in the 

rest of the section.22 It is likely that many of these agency nurses are females, meaning that the 

breakdown of hospitals groups’ employees is likely skewed towards males. Similarly, the racial 

breakdown of the hospital groups’ employees when agency nurses are included may look slightly 

different. 

78 The second point is that the hospital groups’ employees exclude most doctors. This is due to the 

Health Professions Council of South Africa (HPCSA) ethical rules23 prohibiting the employment of 

most doctors by private hospitals.24 This is particularly relevant when analysing the skill profile of 

the hospital groups’ employees. 

5.1 Total number of permanent employees 

79 Figure 25 shows the total number of employees of the three listed hospital groups. Evident is the 

3% decrease in the number of employees between 2014/15 and 2016/17. This decline seems to 

                                                      
20 While it was attempted to use the FTE numbers in the analysis, the number of permanent employees was more reliable. 
21 Econex Health Reform Note 9: The Human Resource Supply Constraint: The Case of Nurses. 2010. Available:  

https://econex.co.za/publication/health-reform-note-9/ (p.16). 
22 Note that Mediclinic operates its own nursing agency called MHR. 
23 http://www.hpcsa.co.za/downloads/ethical_rules/ethical_rules_of_conduct_2011.pdf 
24 Exceptions include some doctors working in the emergency ward and the High Court Judgement (April 2016) that ruled that 

Netcare may employ radiotherapists and medical physicists at its hospitals that provide oncology health services. (High Court of 
South Africa, Gauteng Division, Pretoria. 28 April 2016. Case Number: A480/2014) 

https://econex.co.za/publication/health-reform-note-9/
http://www.hpcsa.co.za/downloads/ethical_rules/ethical_rules_of_conduct_2011.pdf
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be in line with the general economic environment over this period, both worldwide and in South 

Africa; the local unemployment rate worsened from (the already high) 25.5% in the third quarter of 

2014 to 27.1% in the third quarter of 2016. 

Figure 25: Total number of permanent employees (2014/15 – 2016/17) 

 

Source: Private hospital groups; Econex calculations 

5.2 Gender profile 

80 Figure 26 shows the gender breakdown of the permanent employees of the three listed hospital 

groups over the period 2014/15 to 2016/17. In addition, the gender breakdown of all employed25 

South Africans is shown to provide context.26 Notable is the substantially higher proportion 

females than males in the employees of the hospitals groups compared to the employed 

population. 

                                                      
25 “Employed persons are those aged 15–64 years who, during the reference week, did any work for at least one hour, or had a job 

or business but were not at work (i.e. were temporarily absent).” (StatsSA, Quarterly Labour Force Survey (QLFS) Quarter 4: 2016) 
26 Note that the employee data for the hospital groups refer to the financial years of each group, while the South African employed 

population numbers are estimates for the third quarter of 2014, 2015 and 2016. For example, the hospital groups’ numbers refer to 
the employees for the financial year 2014/15 while the employed population estimates are for the third quarter of 2014. As explained 
before, the financial years of the three groups are also not the same. 
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Figure 26: Gender breakdown, private hospital groups v. employed population (2014/15 – 
2016/17) 

 

Source: Private hospital groups; StatsSA (Quarterly Labour Force Survey for Q3:2014, Q3:2015 
and Q3:2016); Econex calculations 

5.3 Racial profile 

81 The racial breakdown (African/Black; Coloured; Asian/Indian; White) for the three hospital groups’ 

permanent employees is shown in Figure 27. The breakdown for the employed population is 

again shown for comparison.27 A very slight movement towards the employed population’s racial 

distribution can be seen in the hospital groups’ racial split when the number of employees in 

2014/15 and in 2016/17 is compared. It is worth noting that while the total number of employees 

decreased by 1,680 (a decrease of about 3%), the number of black employees increased by 180.  

                                                      
27 Ibid. 
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Figure 27: Race breakdown, hospital groups v. employed population (2014/15 – 2016/17) 

 

Source: Private hospital groups; StatsSA (Quarterly Labour Force Survey for Q3:2014, Q3:2015 
and Q3:2016); Econex calculations 

5.4 Skill profile 

82 The private hospitals’ employees are divided into three skills levels, namely highly skilled, 

skilled, and semi-skilled and unskilled: 

 Highly skilled labour: includes those in professional, semi-professional and technical 

occupations, as well as in managerial, executive and administrative occupations. Examples 

would be accountants, registered nurses and hospital managers. As stated before, private 

hospitals are (generally) not allowed to employ doctors; was this not the case, the number 

of highly skilled employees would have been higher.  

 Skilled labour: in general, this refers to those in clerical, sales, transport, service, and 

delivery and communications occupations as well as foremen and artisans. In the context 

of private hospitals, examples of skilled workers are ambulance drivers. 

 Semi-skilled and unskilled labour: employees in elementary occupations, e.g. cleaners. 
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83 Figure 28 indicates the split of the hospital groups’ permanent employees by skill level.  

Figure 28: Skill level breakdown: hospital groups (2014/15 – 2016/17) 

 

Source: Private hospital groups; Econex calculations 

84 There has been a small shift in the distribution from 2014/15 to 2016/17 from semi-skilled and 

unskilled labour to skilled and high skilled labour: in 2014/15 the semi-skilled and unskilled labour 

comprised 61% of employees compared to the 59% in 2016/17. Nonetheless, semi-skilled and 

unskilled employees still far outnumber the skilled and highly skilled employees. 
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6 Social Development 

85 This section will provide a brief overview of some of the initiatives and spending by the hospital 

groups aimed at developing and helping their community. The first aspect is training, which 

relates to the previous section detailing the groups’ employee profile; many of the students being 

trained will also be employed in the private hospital industry. The second aspects is corporate 

social investment (CSI); since much of the investment is in the form of training or funding training, 

this section will only point out a few key CSI initiatives. Finally, a number of environmental 

indicators and initiatives are summarised. 

6.1 Training 

86 The South African health sector as a whole is known to have a shortage of doctors and nurses. 

One of the factors contributing to this shortage is limited training capacity, with the full burden of 

training doctors being placed on the public sector since the HPCSA currently prohibits the private 

sector from training doctors.28 According to section 16 of the HPCSA Act, “Notwithstanding 

anything to the contrary in any other law contained but subject to the provisions of the Nursing 

Act, 1978 (Act No. 50 of 1978), no person or educational institution, excluding a university or a 

technikon [sic], may offer or provide any training having as its object to qualify any person for the 

practising of any profession to which the provisions of this Act apply or for the carrying on of any 

activity directed to the mental or physical examining of any person or to the diagnosis, treatment 

or prevention of any mental of physical defect, illness or deficiency in man, unless such training 

has been approved by the professional board concerned.”29  

87 However, the private sector is in some cases allowed to train nurses and other hospital-related 

occupations (e.g. pharmacist assistants). As such, many hospital groups established training 

programmes in order to help alleviate the shortage of healthcare workers, particularly nurses and 

to relieve some of the burden on the public sector training facilities. As explained in the rest of the 

section, the South African Nursing Council (SANC) is in the process of overhauling nursing 

qualifications. This includes the phasing out of certain qualifications, which the data below 

indicates had a negative effect on the number of students enrolled. Once the new qualification is 

implemented, the number of nurses that private hospitals train is expected to increase. 

                                                      
28 Econex. 2015, Available: https://econex.co.za/wp-content/uploads/2015/08/ECONEX_Doctor-shortages-and-training_FINAL1.pdf  
29 Health Professions Act 56 of 1974, section 16 (1) 

https://econex.co.za/wp-content/uploads/2015/08/ECONEX_Doctor-shortages-and-training_FINAL1.pdf
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88 In addition, the larger pool of trained healthcare workers implies a greater supply of nurses, etc. 

available to work in the public sector. Another benefit to the economy is that the private hospital 

training facilities provide a large number of individuals with a greater chance at being employed, 

important in the context of South Africa’s 27.7% unemployment rate in the second quarter of 

2017.30 

89 This section provides an overview of the training programmes offered by the three listed groups 

and another HASA member, Joint Medical Holdings (JMH), as well as financial contributions 

towards education. The data for the training programmes of the three listed hospital groups 

covers the period 2014 to 2017, and is broadly divided into nursing, pharmacy-related training, 

and other programmes such as operating department assistants and emergency medical care. 

Appendix D (Section 11) provides more detailed information about the different programmes and 

the students enrolled.  

90 An important note regarding the data is that it is problematic to retrieve completely accurate 

historical training information and it is further difficult to determine exactly at what stage of the 

(possibly multi-year) course students who terminated their training left those programmes. The 

numbers presented in this section and Appendix D may therefore be somewhat lower than the 

actual numbers in some instances, but represent the best available estimates.  

6.1.1 All programmes 

91 The total number of students enrolled in the training programmes offered by Life Healthcare, 

Mediclinic and Netcare over the period 2014 to 2017 is shown in Figure 29. While there was an 

increase of 5% in student numbers between 2014 and 2015, there was a decrease of 23% 

between 2015 and 2016, and another decrease of 39% between 2016 and 2017. This trend is 

explained by the phasing out of the Enrolled Nurse and Auxiliary Nurse qualifications by SANC 

after 30 June 2015.31 

                                                      
30 StatsSA. Quarterly Labour Force Survey – QLFS Q2:2017. Available:  

http://www.statssa.gov.za/publications/P0211/P02111stQuarter2017.pdf 
31 South African Nursing Council. Circular 7/2016. Available:  

http://www.sanc.co.za/archive/archive2016/Circular%207%20of%202016%20Phasing%20out%20of%20Legacy%20Qualifications.p
df  

http://www.statssa.gov.za/publications/P0211/P02111stQuarter2017.pdf
http://www.sanc.co.za/archive/archive2016/Circular%207%20of%202016%20Phasing%20out%20of%20Legacy%20Qualifications.pdf
http://www.sanc.co.za/archive/archive2016/Circular%207%20of%202016%20Phasing%20out%20of%20Legacy%20Qualifications.pdf
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Figure 29: All programmes: total number of enrolled students and year-on-year change in 
total number (2014–2017) 

 

Source: Private hospital groups; Econex calculations 

92 Turning the focus to 2017, Figure 30 indicates the split of the 2,269 students by gender and race. 

Noticeable is that most students (89%) are female. Additionally, black students make up two-

thirds (67%) of the total.  
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Figure 30: All programmes: total number of students enrolled (2017, by race and gender) 

 

Source: Private hospital groups; Econex calculations 

6.1.2 Financial contributions towards training 

93 In addition to the direct costs of these training programmes, the listed hospital groups have 

granted bursaries as well as sponsoring other academic institutions. For example, Life Healthcare 

has committed R78 million over the 2013–2019 period to sponsoring doctor sub-specialist 

training, with 20 sub-specialists benefitting so far. Life Healthcare also granted 181 bursaries to 

employees to study further in the scarce skills required, and further contributed R12.6 million to 

the Public Health Enhancement Fund (PHEF)32 in September 201633. Mediclinic spent R9.7 

million on bursaries and sponsorships of academic institutions both for employees and external 

                                                      
32 The Minister of Health launched the Social Compact Forum in 2012 as a way for the public and private healthcare sectors to 

cooperate and engage with one another. The Forum created the PHEF to, among others, maximise the benefits of projects by 
consolidating efforts rather than having a larger number of smaller, fragmented projects. Projects of the PHEF include the funding of 
medical students, contributions to the Academy for Leadership and Management in Healthcare, and scholarships to Masters and 
PhD students who wish to pursue research into clinical, health systems and biomedical sciences in the fields of HIV/AIDS and 
tuberculosis (TB). (http://phef.co.za/) 
33 Life Healthcare Group Integrated Report 2016 (p.95). 
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individuals during 2016/17 and contributed R11 million towards the PHEF.34 Netcare donated R30 

million since 2007 to the Hamilton Naki sponsorship programme in support of 12 students, as well 

as R21.6 million towards a Registrar programme assisting 194 doctors in their studies. 

6.2 Corporate Social Investment (CSI) 

94 In total, the three listed groups spent well over R100 million on CSI initiatives in their last financial 

years; much of this was directed towards training and education initiatives. 

95 Another important area of CSI is the provision of medical care, and in particular surgeries and 

emergency care, for free or at reduced rates. Life Healthcare has various pro bono programmes 

for state indigent patients, such as cataract extractions, joint replacement surgeries, cleft lip and 

palate surgeries, etc. An example of Mediclinic providing free surgery is the hip replacement 

performed at Mediclinic Pietermaritzburg in 2012.35 Netcare has a number of initiatives that 

provide interventional surgery to indigent communities (and in particular those from previous 

disadvantaged backgrounds). Specifically, since 2007 the cleft lip and palate programme has 

benefitted 337 patients; 83 patients received surgery under the Johannesburg Craniofacial 

programme (since 2008); 4 839 patients underwent cataract surgery on the Gift of Sight 

programme (since 2005) and 55 patients had cochlear implant surgery on the Hear for Life 

programme (since 2007). Additionally, Netcare has invested R7.2 million in the South African 

Breast Milk Reserve between 2008 and 2016, and started the Netcare ‘Ncelisa’ human milk 

banks at four of their hospitals.36 

96 Other donations include Life Healthcare’s R855,000 in 2015/16 towards the Move it – Moving 

Matters programme that promotes physical activity in children and the 78 ongoing projects as part 

of the Life Sizanani employee involvement programme at children’s organisations, Mediclinic’s 

provision of free health screenings, discussions and workshops on national health awareness 

days, as well as medical services at sporting and cultural events (e.g. the Cape Town 

Marathon),37 and Netcare’s donation of used furniture/ equipment38 to non-governmental facilities, 

disadvantaged school, hospices and animal shelters. 

                                                      
34 Mediclinic International Sustainable Development Report for the year ended 31 March 2017. Available: 

 http://annualreport2017.mediclinic.com/pdf/Sustainable_Development_Report_2017.pdf  (p.40). 
35 https://www.mediclinicinfohub.co.za/csi-surgery-helps-83-year-old-conservationist-back-onto-his-feet/  
36 Netcare Annual Integrated Report 2016 (p.79). 
37 Mediclinic International Sustainable Development Report for the year ended 31 March 2017. (p.61). 
38 All used beds, patient lockers, overbed trolleys, computers, linen and blankets. 

http://annualreport2017.mediclinic.com/pdf/Sustainable_Development_Report_2017.pdf
https://www.mediclinicinfohub.co.za/csi-surgery-helps-83-year-old-conservationist-back-onto-his-feet/
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6.3 Environmental sustainability 

97 Increasingly important is initiatives by corporate institutions to reduce their environmental impact 

and become more self-reliant for resources such as electricity and water.  All three of the listed 

hospital groups have invested in initiatives whereby they “reduce, reuse and recycle” in order to 

become more environmentally friendly while also realising financial savings. Table 4 shows the 

change in usage to the 2015/16 financial year from the previous financial year39 as well as a few 

of the groups’ environmental initiatives.40 Overall, the hospital groups seem to have decreased 

their environmental footprint. 

Table 4: Environmental sustainability outcomes and initiatives 

  Life Healthcare MCSA41 Netcare 

Electricity 

Change in 

electricity 

usage 

Decrease to 68.08 kWh/ 

patient day sold 

Decrease to 77.1 kWh/ 

patient day sold 

Decrease to 86 kWh/ 

patient day sold (in 

monitored facilities) 

Projects 

 1,711 Photovoltaic (solar) 

panels installed at Life 

Anncron Hospital in 2014, 

saving 131,546 kWh per 

annum 

 The Life Fourways 

photovoltaic project 

commenced in May 2016 

and is expected to 

generate 1 Gigawatt 

annually 

 Installation of heat pumps 

 

 Replacement of chiller 

and heat pumps at 

Mediclinic Panorama 

theatres 

 Hot water reticulation 

upgrade at Mediclinic 

Bloemfontein and 

Mediclinic Welkom 

 Replacement of 

florescent lights at the 

Mediclinic Heart hospital 

 13 Photovoltaic 

installations and more 

scheduled for end of 

2016, which will 

together save 7 million 

kWh per annum 

 Installation of heat 

pumps42 

 Replacement of about 

85,000 luminaires in 

hospitals (135,000 by 

the end of the project), 

saving 43,000 kWh per 

day 

                                                      
39 One exception throughout is MCSA, where comparisons are (mostly) between the 2014/15 financial year and 2016 calendar year 

due to data availability. 
40 This section is based on the information contained in the Life Healthcare Group Integrated Report 2016, Mediclinic International 

Annual Report and Financial Statements for the year ended 31 March 2017, Mediclinic International Sustainable Development 
Report for the year ended 31 March 2017, and Netcare Annual Integrated Report 2016, unless otherwise stated. 
41 In this section, Mediclinic’s data refers to Mediclinic Southern Africa, i.e. it includes data for business activities outside of South 

Africa, and is referred to as “MCSA”. Unless otherwise stated, comparisons are between the last two financial years. One exception 
throughout is MCSA, where comparisons are (mostly) between the 2014/15 financial year and 2016 calendar year due to data 
availability. 
42 Netcare harvests waste heat from chillers to preheat the water before it is heated further with the heat pumps. 
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Water 

Change in 

water 

usage 

Decrease to 0.56kℓ per 

paid bed day 

6% decrease to 0.652kℓ 

per paid bed day 

5.1% decrease per 

registered bed 

Projects 

 Expansion of storage 

capacity at hospitals to 

reduce impact of water 

outages 

 Installation of water 

meters to monitor 

usage, detect leaks 

(above- and 

underground) and 

develop water saving 

policies43 

 Grey water recovery 

from reverse osmosis 

units and autoclaves to 

use for irrigation 

purposes44 

 Installation of water 

meters to monitor 

usage, detect leaks and 

develop water saving 

policies 

 Implementation of water 

contingency plan and 

water contamination 

plan 

 Installation of water 

meters to monitor 

usage, detect leaks 

and develop water 

saving policies 

 At Christiaan Barnard 

Memorial Hospital in 

Cape Town the filter 

flush water from the 

reverse osmosis 

filtration plant utilised 

by the dialysis unit is 

used as grey water 

 Installation of 

boreholes and water 

filtration plants at 3 

hospitals 

Carbon 

emissions45 

Change in 

carbon 

emissions 

Decrease to 158,643 

tonnes for Eskom energy 

used 

 

Increase to 236,192 CO2e 

tonnes46  

 

Increase to 313,552 

CO2e tonnes 

 

 

  

                                                      
43 http://www.lifehealthcare.co.za/Quality/Quality_Environment.aspx#Menu4  
44 Ibid.  
45 Since much of hospital groups’ carbon emissions stem from electricity usage, the initiatives to save electricity will contribute to 

lowering their carbon emissions. 
46 Carbon dioxide equivalent (CO2e). Direct emissions, indirect emission from the consumption of electricity, indirect emissions from 

suppliers and non-Kyoto Protocol greenhouse gas emissions are converted to CO2e to calculate the group’s total carbon footprint. 

http://www.lifehealthcare.co.za/Quality/Quality_Environment.aspx#Menu4
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7 Concluding Remarks 

98 Private hospitals are responsible for a crucial part of healthcare delivery in South Africa and make 

a significant contribution to the health sector, as well as the economy as a whole. The economic 

contribution of private hospitals extends far beyond the immediate impact of the facilities.  

99 The wide-ranging influence of the private hospital groups on the South African society required 

the economic significance to be viewed from different angles. To measure the overall impact of 

the private hospitals on the South African economy, we used a specific accounting method 

relating to monetary flows, which mainly draws on South Africa’s I-O tables and SAMs. This 

method produced macro-level data on economic effects, such as changes in output supply, input 

demand, employment and income generation.  

100 The analysis of the overall impact was supplemented by a value chain analysis, which determined 

the multiplier effects (direct, indirect and income effects). Using SPA, we then extended the 

multiplier analysis to reveal the network of paths through which any change in the private 

hospitals (e.g. an increase in final demand for private hospital services) flows through to the rest 

of the economy. 

101 The study results serve to illustrate the economic importance of private hospital groups in South 

Africa and show that the value of these hospitals to their communities extends far beyond 

healthcare. In addition, private hospitals also make a substantial contribution to state coffers in 

terms of tax revenue and the services that they provide also have high spin-off effects on 

production, employment creation and value-added throughout the South African economy.  
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8 Appendix A: Methodology and Data 

8.1 Data request specific to this study 

102 A data request designed for this study was sent to the majority of HASA members, specifically 

Life Healthcare, Mediclinic, the National Hospital Network (NHN) and Netcare. This was a 

comprehensive and detailed request for hospital and group-specific information, including:  

 All financial statements (i.e. income and expenditure statements, balance sheets, and 

value-added statements) for the three financial years of 2014/15, 2015/16 and 2016/17 

 Quantitative and qualitative information on development initiatives and training 

programmes. Operational information per hospital, e.g. data on the number of registered 

hospital beds at each facility, numbers of admissions, etc. 

8.1.1 Data received from private hospital groups 

103 After signing non-disclosure agreements with each of the hospital groups, Econex received the 

following data from Mediclinic, Life Healthcare and Netcare:47 

 All financial statements for the three most recent (audited) financial years. It should be 

noted here that the three hospital groups’ financial years are not the same. Mediclinic’s 

financial year runs from April to March, while Netcare and Life Healthcare’s run from 

October to September.  

o As such, Econex received Mediclinic data for 1 April 2014 – 31 March 2015 (Year 1), 

1 April 2015 – 31 March 2016 (Year 2), and 1 April 2016 – 31 March 2017 (Year 3). 

o Netcare and Life Healthcare’s data were received for 1 October 2013 – 30 

September 2014 (Year 1), 1 October 2014 – 30 September 2015 (Year 2), and 1 

October 2015 – 30 September 2016 (Year 3). 

 Training data for all programmes offered, student numbers split by race (black/African, 

coloured, white, Indian/Asian) and gender. These were provided in calendar years by all 

three hospital groups. 

                                                      
47 Other HASA members did not complete the data request for this study. As such, the economic impact assessment relates to 

these three listed groups’ data only. This data is referred to as “private hospital groups”. 
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 Employment data for permanent employees (i.e. not including agency nurses or full-time 

equivalent (FTE) numbers). Complete data for all financial years were received from the 

three hospital groups, by gender, race and skills level (highly skilled, skilled, semi-skilled 

and unskilled). 

 Number of hospitals in each group, as well as the number of hospital beds (registered/ 

licenced and operational) by province and type of hospital (i.e. acute, day clinic, mental 

health, other). This excluded all hospitals outside of South Africa, and in the case of Life 

Healthcare, also excluded their Life Esidimeni hospitals. 

 Number of admissions for each hospital split by inpatients (≥ 24 hour) and same day (<24 

hours) admissions, as well as medical and surgical admissions. Admissions data were also 

received for those paid privately (i.e. full account settled by patient out-of-pocket) and those 

at least partially by a medical scheme. 

104 Further data that were requested (and received in some cases), but not used in this study 

included the following: 

 The number of doctors with admission rights at each of the hospitals – excluded due to 

different definitions used by each of the hospital groups. 

 Admissions for medical tourism – excluded because it is often not recorded (or coded) as 

such. 

8.2 Additional industry data 

105 For the description and calculation of the private hospital market size in Section 3, additional data 

sources were utilised. This included information from the following sources: 

 The National Hospital Network (NHN) – list of members as of 25 July 2017. Data were 

received for 209 South African facilities comprising 10,399 beds.48 

 Insight Actuaries and Consultants – all hospitals in Insight’s database that have been 

‘active’ between 2014 and 2017.49 

 Medicross – list of facilities and registered beds.50 

 The previous HASA Multiplier report as described in Section 2. 

                                                      
48 E-mail correspondence from Susan Smit (NHN) dated 17 August 2017. 
49 E-mail correspondence from Sharon Naidoo and Craig Getz (Insight Actuaries and Consultants) dated 8 August 2017. 
50 E-mail correspondence from Mariette van Wyk (Medicross) dated 22 August 2017. 
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 Personal correspondence with various institutions (particularly mental health and drug 

rehabilitation institutions) to confirm the number of registered beds. 

 Websites of select facilities to confirm bed numbers. 

 List of substance abuse facilities from Western Cape government.51 

 All HASA members’ beds numbers as recorded at the annual general meetings each 

year.52 

8.3 Methodology: South African private healthcare facilities market size 

106 A large part of determining the economic footprint of private hospitals, included an accurate 

understanding of the private hospital market in South Africa. The required data are notoriously 

difficult to come by as a central register for all licensed hospitals in South Africa is not publicly 

available. As is evident from the list of data sources above, detailed research based on various 

sources informed the overview of the private hospital sector as described in Section 3 and 

Appendix B (Section 9). A brief explanation of the methodology followed to inform those best 

estimates is set out below for ease of reference. 

107 The descriptive statistics on the market size and composition refer to the number of registered/ 

licensed hospital beds for the (financial) year 2016/17, unless otherwise stated. The first step 

involved the collation and aggregation of the various data sources, removing duplicates, public 

hospitals53 and hospitals for which we had no information on bed numbers. Data were only 

included for South Africa; for instance, hospitals/ facilities in Namibia and Lesotho were excluded. 

Additional desktop research was performed to match practice numbers with hospital names and 

to add data on the provinces where each hospital is located. For step-down or frail care facilities 

only the registered day clinic beds were added. 

108 In total, we had hospital bed data for 454 private hospital facilities that totalled 40,682 beds in 

2016/17. For descriptive purposes, these were classified according to five different categories:  

 Other (i.e. independent hospitals); 

                                                      
51 Available at: https://www.westerncape.gov.za/other/2012/3/substance_abuse_facilties_dec_2010.pdf  
52 E-mail correspondence from Kagiso Mooketsi (HASA) dated 7 August 2017. 
53 The Mediclinic hospital “Wits Donald Gordon Medical Centre” is a public-private partnership where Mediclinic holds 49.9% of the 

shares and manages the hospital. All the 190 registered beds (2017) are included with Mediclinic’s hospital bed numbers and forms 
part of the private hospital market in this analysis. Similarly, the UCT Private Academic Hospital is a cooperation between Netcare, 
the University of Cape Town’s Medical School and the Groote Schuur Hospital. All 112 registered beds were included in the 
analysis. 

https://www.westerncape.gov.za/other/2012/3/substance_abuse_facilties_dec_2010.pdf
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 NHN hospitals; 

 Life Healthcare; 

 Mediclinic; and 

 Netcare.  

109 It is also indicated which of these are HASA members.  

110 Bed numbers were also classified according to the various types of hospitals:  

 acute hospitals (both A- and B-status private hospitals);  

 day clinics; 

 drug and alcohol rehabilitation facilities;  

 mental health institutions; 

 ophthalmology hospitals (if indicated as such);  

 other private rehabilitation facilities;  

 sub-acute hospitals; and  

 unattached operating theatres. 

111 We are confident that this is the best available – and most up to date – data on the private 

hospital sector in South Africa at the time of writing. While some hospitals had to be excluded due 

to insufficient data, those were mostly drug and alcohol rehabilitation facilities and a few mental 

health institutions that are not expected to have large numbers of beds. A few facilities, again 

mostly drug and alcohol rehabilitation centres, are subsidised by the state but are still classified 

as “private”; all registered beds in these facilities are included in the analysis. It is noted though 

that the total number of private hospital beds as presented in this report may be a slight 

underestimation of the total market size. 
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8.4 SAM-based multiplier analysis 

112 This study uses the ‘input-output’ method to model the economic impact of private hospitals 

(specifically the three hospital groups from which we received financial data, which is referred to 

as “private hospital groups” throughout the report). This method traces the flow of money through 

the economy to capture how the output of one sector becomes the input of another. It, therefore, 

shows how industries depend on each other. 

113 The economy is represented statistically by a SAM. The SAM shows the financial flows of all 

economic transactions taking place in the economy. The monetary value of consumption is fed 

through the economy to measure how consumption impacts employment and GDP, among 

others, and to observe the sectors in which these impacts occur. 

114 The SAM analysis begins with an injection of demand into the economy (initial impact) and 

estimates the total (economy-wide) impact in the following sequence54: 

115 The initial economic impact (injection) is the result of operational and capital expenditures by 

private hospital groups and represents the groups’ own collective employment numbers, capital 

expenditure and tax contributions. 

116 The first-round effects consider the impact of ongoing spending on and by direct suppliers to 

private hospital groups (e.g. production, employment and tax revenue stimulated at first-round 

suppliers). 

117 The sum of the initial injection (e.g. the total production/ turnover of private hospital groups, the 

intermediate goods bought, the salaries and wages paid and the profits generated by the group) 

and the impact on its first-round suppliers constitute the direct impact. 

118 The indirect impact (also referred to as the “rest of indirect”) measures the contribution of direct 

suppliers who purchase goods and services from their suppliers, who in turn remunerate their 

employees and pay taxes. 

119 The supplying sectors and their employees and households re-spend in the economy, generating 

further economic activity. This is known as the induced impact. The indirect and the induced 

impacts are referred to as the multiplier effect. 

                                                      
54 Adapted from Quantec Research. 2016. The contribution of British American Tobacco South Africa to the South African economy. 

Report prepared for BAT South Africa. 
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120 The total economy-wide impact is the sum of the direct, indirect and induced impacts. These 

impacts are illustrated in Figure 31 

Figure 31: Measuring private hospital groups’ economic impact in South Africa 

 

Source: Adapted from Rolfe et al. (2011) 

121 To measure the economic impact of private hospital groups’ activities, this study combines the 

information on the interdependence of sectors in the SAM, with information from private hospital 

groups on their collective transactions across different sectors. In other words, private hospitals 

are included as an additional ‘sector’ (referred to as “private hospital groups” in figures and 

tables) to capture the transactions between private hospital groups and the rest of the economy in 

the same way that transactions between sectors are captured. 

122 The flow of funds captured in the SAM is represented graphically in Figure 32. This shows a 

SAM, simplistically describing the financial flows associated with all economic transactions that 
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take place within the South African economy. In this, columns represent buyers (expenditures), 

and rows represent sellers (receipts). The number of columns and rows are equal because all 

sectors or economic actors are both buyers and sellers. As illustrated, final consumption induces 

production, which leads to financial transfers between the various sectors which subsequently 

generate incomes for households, governments (taxes) and profits (dividends and savings). As 

indicated, private hospital groups are collectively included as a sector by itself. This input-output 

model, therefore, allows measurement of the contribution of private hospital groups within the 

context of the economy. 

Figure 32: Graphical representation of a Social Accounting Matrix (SAM)55 

 

Source: Adapted from Coca-Cola Bulgaria56 

                                                      
55 Overall figure design extracted from industry reports.  
56 The Socio-Economic Impact of the Coca Cola System in Bulgaria in 2015.  
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8.5 Mapping private hospital groups’ activities in the economy 

123 The next step is to decompose the multiplier effects ― using a technique known as Structural 

Path Analysis (SPA) ― to evaluate differences in the impact channels through which income flows 

to households in South Africa. In the analysis, we focus on the private hospital services provided 

by private hospital groups, and examine the paths linking private hospital groups’ activities to 

household incomes. 

124 SPA results are typically presented in table format. Instead, we graphically represent the 

channels through which shocks are transmitted. The flows in the various figures represent the 

channels through which income moves between private hospital groups’ activities, production 

factors, households, and enterprises. The thickness of each flow represents the share of global 

influence (or total income change) passing through that particular path. 

8.6 SAM data 

125 This study uses a 2015 SAM compiled by Econex. This SAM is compiled with data provided by 

Statistics South Africa (Stats SA) and the South African Reserve Bank (SARB). It relies on 2015 

information from the National Accounts (SARB, 2017), Stats SA’s Supply and Use Tables (2016), 

balance of payments statistics from the government, and household and labour market survey 

data from Stats SA. 

126 Figure 33 shows how three information sources are used to arrive at the two main model outputs. 
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Figure 33: Overview of the modelling approach and data used57 

 

Source: Adapted from Coca-Cola Bulgaria58 

  

                                                      
57 Overall figure design extracted from industry reports. 
58 The Socio-Economic Impact of the Coca Cola System in Bulgaria in 2015.  
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9 Appendix B: Detailed Overview of Private Sector 

Healthcare Facilities 

127 This appendix is an expansion of Section 3. It describes the distribution of facilities across 

provinces, and details the number of beds, facilities, and facility types in South Africa. It relies on 

the data and methodology discussed in Sections 8.1 and 8.2.  

128 Sections 9.1 and 9.2 consider the distribution of private hospital beds and facilities in South 

Africa, both at an aggregate level and for the three listed hospital groups. Section 9.3 considers 

the provincial distribution of hospital beds and hospital facilities. Section 9.4 provides an overview 

of admissions for the three listed hospital groups, as well as a breakdown of surgical and medical 

admissions. Also shown is the proportion of patients in each of the listed hospital groups who pay 

entirely out-of-pocket, and who are either partially or fully subsidised by medical schemes. 

Importantly, these proportions are a broad indication since hospital groups’ record and categorise 

patients differently. An exact and precise comparison is therefore not possible. 

9.1 Private sector hospital beds  

9.1.1  National level aggregates 

129 Figure 34 and Figure 35 show the number of licenced beds and facilities by hospital group in 

South Africa (the absolute number and proportion of the total in brackets). According to this 

information, there were a total of 40,514 registered private hospital beds and 524 facilities59 in SA 

in 2016/17. The figures show that the largest hospital group in South Africa is the NHN both in 

terms of beds and facilities. Private hospitals belonging to neither the NHN nor HASA comprise a 

large share of facilities (27%), but a smaller proportion of beds, indicating that these are smaller 

facilities. 

                                                      
59 Note that these 524 facilities include those that we do not have licenced bed numbers data for. 
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Figure 34: Number and share of private hospital beds in South Africa, 2016/17 

 

Source: Private hospital groups; HASA; Insight; Econex research and calculations 

Figure 35: Number and share of private hospital facilities in South Africa, 2016/17 

 

Source: Private hospital groups; HASA; Insight; Econex research and calculations 
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9.1.2 Listed private hospital groups 

130 Figure 36 shows the number of licensed beds for the three listed hospital groups in 2014/2015, 

2015/2016, and 2016/2017. We refer to these respectively as Year 1, Year 2, and Year 3. In all 

years, Netcare has the largest number of beds, followed in turn by Life Healthcare and Mediclinic. 

The number of hospital beds amongst the three listed hospital groups overall increased by 4.24% 

between 2014/2015 and 2016/2017. However, in terms of the combined market share of the three 

listed groups, this decreased from 71.25% in 201160 (based on the best available data at that 

time) to 65.98% in 2016/17.  

Figure 36: Licensed hospital beds for listed groups, 2014/2015 - 2016/2017  

 

Source: Private hospital groups; Econex calculations 

                                                      
60 Erasmus, M. & Theron, N. 2016. Market Concentration Trends in SA’s Private Healthcare Sector. SAJEMS NS, 19(2016), No 

1:1–13. 
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9.2 Private health sector facilities 

131 This section describes the composition of facilities by the type of services they provide for the 

South African private healthcare sector. Again, we present national level descriptive statistics for 

2016/2017, followed by descriptive statistics for the three listed hospital groups for 2014/2015, 

2015/2016, and 2016/2017. 

9.2.1 National level aggregates 

132 Figure 37 shows the distribution of facility types in South Africa, by number and proportion of 

licensed hospital beds. The vast majority (84%) of private healthcare facilities in South Africa are 

acute hospitals, with the mental health institutions comprising the second largest group (5%). 

Sub-acute facilities and day clinics respectively comprise 4% and 3% of licensed beds, while drug 

and alcohol rehabilitation, ophthalmology, and private rehabilitation facilities comprise very small 

proportions (2%, 1%, and 1% of licensed hospital beds, respectively). 

Figure 37: Private healthcare facility type (licensed beds), 2016/17  

 

Source: Private hospital groups; HASA; Insight; Econex research and calculations 
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9.2.2 Listed private hospital groups 

133 Figure 38 shows the distribution of hospital beds amongst the three listed private hospital groups 

combined by the number and proportion of beds, respectively. The figure shows that in all three 

years, acute hospital services comprise the overwhelming majority of facilities (as measured by 

bed numbers).  

Figure 38: Licenced beds by facility type for the three listed hospital groups, 2014/15 - 
2016/17 

 

Source: Private hospital groups; Econex calculations 
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134 Figure 39 shows the number of facilities by province. The figures indicate that Gauteng has the 
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135 Table 5 breaks down this information further by type of facility, both in terms of absolute number 

and the proportion each type comprises of all facilities in the province. 

Figure 39: Provincial distribution of private healthcare facilities, 2016/17 

  

Source: Private hospital groups; HASA; Insight; Econex research and calculations 
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Table 5: Provincial breakdown of facilities by count and percentages (2016/17, or latest 
year available) 

Number of facilities 

 

Acute 
Hosp. 

Day Clinic 
Drug & 
Alcohol 
Rehab 

Mental 
Health 
Instit. 

Ophtha-
mology 

Private 
Rehab 
Hosp. 

(Acute) 

Sub-
Acute 
Facil-
ities 

Unat-
tached 
Oper-
ating 
Thea-
tres 

Grand 
Total of 
Prov. 

Eastern 
Cape 

15 2 8 2 1 2 6  36 

Free State 13 4 1 3 1 2 5 1 30 

Gauteng 82 36 21 10 12 3 22 1 187 

KwaZulu-
Natal 

38 10 8 4 
 

1 15 1 77 

Limpopo 11 1 
    

1 
 

13 

Mpumalanga 12 1 
 

1 1 
 

3 
 

18 

North West 12 1 2 1 1 
 

2 
 

19 

Northern 
Cape 

5 3 2 2 
  

2 
 

14 

Western 
Cape 

37 30 12 21 4 1 24 1 130 

South Africa 225 88 54 44 20 9 80 4 524 

Facilities (%) 

Eastern 
Cape 

42% 6% 22% 6% 3% 6% 17% 0% 100% 

Free State 43% 13% 3% 10% 3% 7% 17% 3% 100% 

Gauteng 44% 19% 11% 5% 6% 2% 12% 1% 100% 

KwaZulu-
Natal 

49% 13% 10% 5% 0% 1% 19% 1% 100% 

Limpopo 85% 8% 0% 0% 0% 0% 8% 0% 100% 

Mpumalanga 67% 6% 0% 6% 6% 0% 17% 0% 100% 

North West 63% 5% 11% 5% 5% 0% 11% 0% 100% 
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Northern 
Cape 

36% 21% 13.3% 13.3% 0% 0% 13.34% 0% 100% 

Western 
Cape 

28% 23% 9% 16% 3% 1% 18% 1% 100% 

South Africa 43% 17% 10% 8% 4% 2% 15% 1% 100% 

Source: Private hospital groups; HASA; Insight; Econex research and calculations 

9.3.2 Licensed beds 

136 Figure 40 shows the number and proportion of private hospital beds by province in South Africa. 

By far the largest proportion of private hospital beds are located in Gauteng (43%), followed by 

the Western Cape and KwaZulu-Natal (17% each). These proportions are largely aligned with the 

provincial distribution of medical scheme membership reported by the Council for Medical 

Schemes (CMS).61 The CMS reports that 38% of medical scheme beneficiaries are in Gauteng, 

15% of beneficiaries are in the Western Cape, and 14% of beneficiaries are in KwaZulu-Natal.  

Figure 40: Provincial distribution of licensed beds, 2016/17 

 

 

Source: Private hospital groups; HASA; Insight; Econex research and calculations 

                                                      
61 CMS Annual Report 2015/2016. p 129.  
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137 The licenced beds per province are broken down further into types of beds in Figure 41.62 Drug 

and alcohol rehabilitation facilities, mental health institutions, ophthalmological hospitals (if 

indicated as such), other private rehabilitation facilities, and unattached operating theatres are 

combined as “Other” for the sake of simplicity.63 (Table 6 provides the full breakdown, both in 

absolute values and each type of bed as a proportion of all beds in the province.) 

Figure 41: Within-province distribution by facility type (licensed bed numbers), 2016/17 

 

Source: Private hospital groups; HASA; Econex research and calculations 

  

                                                      
62 See Figure 2 for the same information expressed as percentages. 
63 The beds in these facilities are likely underestimated, but these facilities generally have far fewer beds each than acute hospitals. 
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Table 6: Provincial breakdown of licenced beds per facility type, by count and percentages 
(2016/17, or latest year available) 

Number of licenced beds 

 

Acute 

Hosp. 

Day 

Clinic 

Drug & 

Alcohol 

Rehab 

Mental 

Health 

Instit-

utions 

Ophtha-

mology 

Private 

Rehab 

Hosp. 

(Acute) 

Sub-

Acute 

Facil-

ities 

Unat-

tached 

Opera-

ting 

Thea-

tres 

Grand 

Total 

Eastern Cape 
1 841 41 34 110 10 53 84 

 

2 173 

Free State 
1 816 74 

 

210 20 59 141 1 2 321 

Gauteng 
14 837 586 353 751 188 158 421 

 

17 294 

KwaZulu-

Natal 

6 223 113 9 265 

 

50 302 

 

6 962 

Limpopo 
819 26 

      

845 

Mpumalanga 
1 385 6 

 

75 18 

 

63 

 

1 547 

North West 
1 389 10 60 50 2 

 

76 

 

1 587 

Northern 

Cape 

624 31 20 68 

  

56 

 

799 

Western 

Cape 

5 087 392 188 631 34 36 618 

 

6 986 

South Africa 34 021 1 279 664 2 160 272 356 1 761 1 40 514 

Licenced beds (%) 

Eastern Cape 
85% 2% 2% 5% 0% 2% 4% 0% 100% 

Free State 
78% 3% 0% 9% 1% 3% 6% 0% 100% 

Gauteng 
86% 3% 2% 4% 1% 1% 2% 0% 100% 

KwaZulu-

Natal 

89% 2% 0% 4% 0% 1% 4% 0% 100% 

Limpopo 
97% 3% 0% 0% 0% 0% 0% 0% 100% 

Mpumalanga 
90% 0% 0% 5% 1% 0% 4% 0% 100% 

North West 
88% 1% 4% 3% 0% 0% 5% 0% 100% 

Northern 

Cape 

78% 4% 3% 9% 0% 0% 7% 0% 100% 

Western 

Cape 

73% 6% 3% 9% 0% 1% 9% 0% 100% 

South Africa 84% 3% 2% 5% 1% 1% 4% 0% 100% 

Source: Private hospital groups; HASA; Insight; Econex research and calculations 
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9.4 Admissions 

138 Figure 42 shows the distribution of total admissions of the three listed hospital group, split 

between surgical and medical admissions. The distribution remains largely similar, with surgical 

admissions comprising 42% to 43% of admissions, and medical admissions comprising the 

remaining 57% to 58% of admissions.  

Figure 42: Admissions for listed private hospital groups, surgical v. medical (2014/2015 - 
2016/2017) 

 

Source: Private hospital groups; Econex calculations 

139 Finally, we consider the proportion of patients admitted at the listed hospital groups who paid 

entirely out-of-pocket, and the proportion who received at least partial payment from medical 

schemes (i.e. medical schemes either paid a part of the bill or the full bill). This is only a rough 

indication, since the way in which this split is recorded by the hospital groups differ. Figure 43 

shows the proportion of admissions paying completely out-of-pocket, and the proportion of 

admission that are at least partially funded by medical schemes. Approximately 8% to 9% of 

patients admitted pay for services out-of-pocket.  
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Figure 43: Admissions by funding source: completely out-of-pocket v. partially or fully 
funded by medical scheme, 2014/2015 - 2016/2017 

 

Source: Private hospital groups; Econex calculations 

 

  

8% 8% 9%

92% 92% 91%

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Year 1 Year 2 Year 3

P
ro

p
o
rt

io
n
 o

f 
a
d
m

is
s
io

n
s
 (

%
)

Out-of-pocket Partially or fully funded by medical scheme



Page | 75  
 

  

10 Appendix C: Further Detailed SAM Multiplier 

Results 

140 The detailed output from the SA SAM multiplier analysis for the private hospital groups’ activities, 

including the impacts on different sectors and labour skills categories, are presented in Table 7. 

Table 7: The impact of private hospital groups’ activities on the economy of South Africa 
(2016) 

 
Impact including gross domestic fixed investment (R Million) 

Description 

Initial 
injection 
(private 
hospital 
groups) 

[+] 

First 
round 
impact 

 
[+] 

Indirect 
impact 

 
[+] 

Direct & 
indirect 
impact 

[=] 

Induced 
impact 

 
[+] 

Economy-
wide 

impact 
[=] 

Output by industry (Intermediate at producer-prices) 

Agriculture, forestry and fisheries  -   -   187   187   2 032   2 219  

Mining and quarrying  -   47   1 160   1 207   1 075   2 282  

Food, beverages and tobacco  -   7   285   292   4 142   4 434  

Textiles, clothing and leather goods  -   15   98   113   740   853  

Wood and wood products  -   4   199   203   310   513  

Paper, printing and publishing  -   46   858   904   986   1 891  

Fuel, chemicals, rubber and plastic  -   2 692   1 912   4 604   3 229   7 834  

Non-metallic mineral products  -   6   393   400   258   657  

Basic metals and metal products  -   8   991   999   820   1 819  

Mechanical engineering  -   62   142   203   205   408  

Computers and office equipment  -   264   57   321   94   415  

Electrical engineering  -   106   184   291   179   470  

Precision and optical instruments  -   8   13   21   31   52  

Transport equipment  -   682   379   1 060   1 193   2 253  

Furniture  -   0   35   35   182   217  

Other manufacturing  -   0   55   55   344   399  

Electricity, gas and water  -   668   722   1 390   1 890   3 280  

Construction  -   2 789   705   3 494   813   4 307  

Retail, wholesale, hotels and catering  -   494   3 682   4 176   5 615   9 791  

Transport and storage  -   132   1 513   1 644   3 180   4 824  

Communications  -   375   925   1 299   1 544   2 844  

Financial services  -   363   2 040   2 403   5 205   7 608  

Real estate, renting and business services  -   8 956   2 433   11 389   6 161   17 550  

Government and community services  -   866   2 157   3 023   5 872   8 895  

Private hospital groups  45 120   -   -   45 120   -   45 120  

Total output by activity (Rm)  45 120   18 590   21 123   84 833   46 101   130 934  

Output multiplier  1.00   0.41   0.47   1.88   1.02   2.90  

Government income 

Indirect taxes  1 007   890   963   2 860   3 022   5 882  

Direct taxes  2 497   7 420   141   10 058   419   10 477  

Household  1 559   -   -   -   -   -  
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Enterprises  938   -   -   -   -   -  

Government income  3 505   8 310   1 104   12 918   3 441   16 359  

% Share of government income  0.33   0.78   0.10   1.21   0.32   1.53  

Household income (earned) by income group 

Low income (Percentile 0-40)  5 390   1 872   2 142   9 404   4 282   13 686  

Middle income (Percentile 40-80)  1 762   675   746   3 182   1 574   4 756  

High income (Percentile 80-100)  1 204   579   444   2 227   1 292   3 518  

Total household income (earned) (Rm)  1 525   661   580   2 766   1 473   4 239  

% Contribution to household income (earned) 

Low income (Percentile 0-40)  36.48   34.74   38.76   36.61   35.70   36.31  

Middle income (Percentile 40-80)  25.15   21.97   25.75   24.60   22.48   23.90  

High income (Percentile 80-100)  16.88   19.08   15.90   17.14   18.54   17.60  

Total household income (earned)  100.00   100.00   100.00   100.00   100.00   100.00  

Value added 

Gross operating surplus  9 419   2 912   4 993   17 324   11 732   29 055  

Compensation of employees  9 880   3 677   3 912   17 469   8 073   25 542  

Gross domestic product at factor costs (Rm)  19 299   6 699   9 153   35 151   20 352   55 503  

GDP multiplier  0.43   0.15   0.20   0.78   0.45   1.23  

% Share of South Africa GDP  0.44   0.15   0.21   0.81   0.47   1.28  

Capital requirement 

Buildings and construction works  22 367   1 283   17 970   41 619   57 554   99 173  

Machinery and other equipment  3 062   5 347   5 535   13 944   19 113   33 057  

Transport equipment  956   1 563   1 738   4 258   7 644   11 902  

Total capital requirement (Rm)  26 385   8 192   25 243   59 820   84 311   144 132  

% Share of South Africa capital stock  0.34   0.10   0.32   0.77   1.08   1.84  

Labour income by skill 

Highly skilled  1 220   2 491   2 388   6 100   5 016   11 117  

Skilled  4 926   901   1 055   6 881   2 106   8 987  

Semi- and unskilled  3 734   284   469   4 487   951   5 439  

Total labour income (Incl. informal)  9 880   3 677   3 912   17 469   8 073   25 542  

Employment by skill (number) 

Highly skilled  5 429   11 687   6 826   23 941   15 847   39 788  

Skilled  16 432   23 957   16 230   56 619   35 591   92 210  

Semi- and unskilled  31 639   8 510   9 923   50 072   27 014   77 086  

Total employment (Incl. informal)  53 500   44 153   32 979   130 632   78 452   209 084  

Employment by gender (number) 

Male  34 400   35 467   27 718   97 585   62 282   159 867  

Female  19 100   17 999   15 411   52 510   36 127   88 637  

Total employment (Incl. informal)  53 500   53 466   43 130   150 095   98 408   248 504  

Employment by industry 

Agriculture, forestry and fisheries  -   -   747   747   8 382   9 129  

Mining and quarrying  -   32   821   854   747   1 601  

Food, beverages and tobacco  -   14   467   481   6 851   7 332  

Textiles, clothing and leather goods  -   83   409   492   4 677   5 170  

Wood and wood products  -   11   576   588   896   1 484  

Paper, printing and publishing  -   136   1 398   1 534   1 501   3 036  

Fuel, chemicals, rubber and plastic  -   1 683   1 178   2 860   2 197   5 057  

Non-metallic mineral products  -   12   762   774   487   1 261  

Basic metals and metal products  -   20   1 901   1 921   1 620   3 541  

Mechanical engineering  -   115   264   379   382   761  
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Computers and office equipment  -   276   60   336   98   434  

Electrical engineering  -   49   85   134   83   217  

Precision and optical instruments  -   40   60   100   150   249  

Transport equipment  -   741   414   1 155   1 304   2 459  

Furniture  -   0   84   84   434   518  

Other manufacturing  -   0   115   116   724   840  

Electricity, gas and water  -   366   399   765   1 046   1 811  

Construction  -   9 636   2 437   12 073   2 808   14 881  

Retail, wholesale, hotels and catering  -   2 050   13 167   15 217   22 123   37 340  

Transport and storage  -   194   2 349   2 543   4 916   7 459  

Communications  -   270   666   936   1 113   2 049  

Financial services  -   323   1 490   1 813   3 990   5 804  

Real estate, renting and business services  -   35 501   7 352   42 853   12 271   55 124  

Government and community services  -   1 911   5 929   7 841   19 608   27 448  

Private hospital groups  53 500   -   -   53 500   -   53 500  

Total employment (Incl. informal)  53 500   53 466   43 130   150 095   98 408   248 504  

Employment multipliers (In terms of initial jobs) 

Employment multiplier (Excluding informal) 1.00 0.83 0.62 2.44 1.47 3.91 

Employment multiplier (Including informal) 1.00 1.00 0.81 2.81 1.84 4.64 

% Share of South Africa employment 0.34 0.34 0.27 0.95 0.62 1.57 

Source: Econex calculations based on the South African SAM 
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11 Appendix D: Detailed Information of Training 

Programmes 

141 This appendix expands on Section 6.1 by considering the various training programmes offered by 

the hospital groups (broadly divided into nursing, pharmacy and other programmes) and 

disaggregating the enrolled students by gender and race. Note again that the numbers may be 

somewhat lower than the actual numbers in some instances due to how it is captured and 

difficulties in retrieving historical data; nevertheless this represents the best available estimates. 

11.1 Nursing 

142 Figure 44 indicates the total number of students enrolled in the basic nursing programmes at the 

three hospital groups. Most of these students are black females.  

143 Noticeable is the decrease in students from a total of 4,030 in 2014 to 1,648 in 2017. As 

mentioned, this decrease can be attributed to the phasing out of select training programmes by 

the SANC in 2015.64 As such, private hospitals/ training centres are no longer allowed to accept 

new students for these legacy nursing qualifications. The remaining students in 2016 and 2017 

reflected in the figure are therefore those that were enrolled by June 2015, but are still completing 

their course. New nursing qualifications, which are aligned to the Higher Education Qualifications 

Sub-Framework, are expected to be phased-in starting in January 2018 for the new Higher 

Certificate qualification (leading to registration as an Auxiliary Nurse with SANC), January 2019 

for the new Diploma qualification (leading to registration as a General Nurse with SANC), and 

January 2020 for the Bachelor of Nursing degree as well as the Post-graduate Diploma 

qualifications.65 

                                                      
64 Health Professions Act 56 of 1974, section 16(1) 
65 South African Nursing Council. Circular 7/2016. Available:  

http://www.sanc.co.za/archive/archive2016/Circular%207%20of%202016%20Phasing%20out%20of%20Legacy%20Qualifications.p
df (section 4.2) 

http://www.sanc.co.za/archive/archive2016/Circular%207%20of%202016%20Phasing%20out%20of%20Legacy%20Qualifications.pdf
http://www.sanc.co.za/archive/archive2016/Circular%207%20of%202016%20Phasing%20out%20of%20Legacy%20Qualifications.pdf
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Figure 44: Basic nursing: total number of students enrolled in the programmes (2014–
2017, by race and gender) 

 

Source: Private hospital groups; Econex calculations 

144 Post-basic courses will also be phased out on 31 December 2019, with no new students to be 

enrolled from 2020 onwards. These courses include: community health nursing, midwifery, 

psychiatric nursing, diploma in clinical nursing science, health assessment, treatment and care, 

and clinical nursing science programmes (child nursing science, community nursing science, 

gerontological nursing science, medical and surgical nursing science, midwifery and neonatal 

nursing science, and psychiatric nursing science). The effect of this change is not captured in the 

data presented in this report. (It is expected that these courses will be replaced by – or at least 

included in – the new qualifications.) 

145 Figure 45 sets out the number of registered students in specialist nursing programmes. Since the 

phasing out of post-basic courses is not yet in effect, the explicit impact of the change is not yet 

seen in the data. The data do show, however, that these students are also predominantly black 

females (they are also the only demographic group to a see a significant increase in students 

over the period). While there were large movements in the number of enrolled students in each of 

the different groups, the net effect resulted in a relatively stable number of specialist nursing 

students over the period; only a slight decrease from a total of 257 students in 2014 to 248 in 

2017 can be observed. 
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Figure 45: Specialist nursing: total number of students enrolled in the programmes (2014–
2017, by race and gender) 

 

Source: Private hospital groups; Econex calculations 

146 Mediclinic offers a nursing speciality short course of six months; the number of students enrolled 

increased from 43 in 2014 to 54 in 2017. Life Healthcare also offers a Bridging Course diploma 

for enrolled nurses, which leads to registration as a general nurse.66 

147 In addition to these nursing programmes, another HASA member, Joint Medical Holdings (JMH), 

operates its Gandhi Mandela Nursing Academy in Durban.67 

11.2 Pharmacy 

148 The demographic spread of students enrolled in pharmacist assistant programmes is shown in 

Figure 46. Black females comprise the largest category, but the overall split between males and 

females is more equal than in the nursing programmes. A sharp decrease in the total number of 

students is seen from 2016 (154 students) to 2017 (54 students). This can be attributed to one of 

the hospital groups having reported not taking in any students in 2017. 

                                                      
66 http://www.lifehealthcare.co.za/Company/Training_and_Development.aspx 
67 http://www.jmh.co.za/gmna/  
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Figure 46: Pharmacist’s assistant: total number of students enrolled in the programmes 
(2014–2017, by race and gender) 

 

Source: Private hospital groups; Econex calculations 

149 Life Healthcare also offers a one-year internship programme for Pharmacist Interns. This 

programme has consistently provided internship opportunities for between 20 and 30 students 

annually during the period 2014–2017. 64 of Life Healthcare’s pharmacists are also registered as 

tutors with the South African Pharmacy Council.68 

11.3 Other training programmes 

150 In addition to the medical training programmes above, Mediclinic also offers training in emergency 

medical care since 2016. This course provided training to 12 students in 2017. Continuous 

Professional Development (CPD) programmes are also offered by some of the hospital groups.69 

151 Turning to non-medical training programmes, two hospital groups offer training as an Operating 

Department Assistant. The total number of students increased from 58 in 2014 to 113 students in 

2017. Other non-medical training offered by Mediclinic is an Advanced Diploma in Health 

Services Management and Leadership (26 students in 2017) and, since 2017, a six months short 

course in service delivery (90 students in 2017).  

                                                      
68 Life Healthcare Group Integrated Report 2016. (p.90). 
69 Life Healthcare Group Integrated Report 2016. (p.89). 
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152 The hospital groups’ offer various development and leadership programmes to their staff. In 2016, 

Life Healthcare enrolled 206 managers in their iLEAP senior hospital management programme,70 

71% of Netcare’s employees received some form of training, with 707 leaders participating in 

development programmes, while Mediclinic also offered in-house leadership development 

programmes.71 Other training offered to employees is as far-ranging as disability awareness and 

inclusion training (about 130 Netcare employees) and sign language training (about 200 Netcare 

employees).72 

153 Life Healthcare is leveraging its international shareholdings (100% shareholding of Scanmed in 

Poland and 45.95% of Max Healthcare in India) to facilitate skills and knowledge transfers, with 

27 nurses from Max Healthcare on an exchange program in South Africa by September 2016. 

130 Indian nurses were also directly recruited and employed in South Africa.73 

                                                      
70 Life Healthcare Group Integrated Report 2016. (p.91). 
71 Netcare Annual Integrated Report 2016. (p.69). 
72 Ibid. (p.53). 
73 Life Healthcare Group Integrated Report 2016. (p.17, 48). 


