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Brief on National Policy on Commuted 
Overtime for Clinical Staff 

• Key policy characteristics guiding implementation
 Grouping based on expected workload
 On-boarding process 

• Shortcomings: 
 Preloaded as part of “normal package”
 Renewable/ amendable only annually 

• The policy has two main mechanisms:
 Introduction of a 1.3 times normal 

hourly tariff and not 1.5 times normal 
hourly tariff

 Capping the hours payable based on a 
grouping system that aligns to specific 
needs at facility level. 



What led to the need to regulate the overtime 
system?

• Combination of rapid increase in workload and low throughput 
of medical officers (i.e. achieve more with less)

• “Normal overtime” grew large and progressively started to show 
signs of being unsustainable (e.g. GT spending significant, 
although perhaps partly due to inflow of workload from other 
provinces etc.)

• Medical officers and facility managers take advantage of the 
system (an attempt to discourage).

• Achieve more with less (policy sought to essentially “purchase” 
additional medical officer hours at cheaper rate).
Did policy achieve objective?



Objective of spending review 

Sub-issues
• Certain aspects of the commuted 

overtime policy are rigid. Not clear 
how abrupt workload changes would 
be accommodated (a). 

• No national guidelines on the 
determination of clinical need for 
overtime capacity at facility level (b). 

• No clear trade-offs between capacity 
obtained through the commuted 
overtime system versus additional 
appointments (c). 

Objectives of review 
• Determine differences in overtime 

spending across provinces by level 
of care. 

• Link overtime to workload for 
comparative purposes.

• Quantify the trade-off between 
capacity obtained through overtime 
and additional appointments. 

Grand problem: cost-effectiveness of the policy not immediately clear when 
looking only at overtime spending before and after implementation of the policy. 



What are the differences in overtime 
spending across provinces by level of care?

Programme name 2015/16 2016/17 2017/18 2018/19

Administration 2.3% 2.4% 2.4% 2.1%
District Health 
Services 27.7% 27.3% 26.3% 27.7%
Emergency Medical 
Services 6.7% 6.4% 5.2% 5.3%
Provincial Hospital 
Services 22.9% 22.9% 23.7% 23.1%
Central Hospital 
Services 36.3% 36.8% 38.2% 37.4%
Health Sciences and 
Training 3.3% 3.3% 3.4% 3.6%
Health Care and 
Support Services 0.8% 0.9% 0.9% 0.8%
Health Facilities 
Management 0.0% 0.0% 0.0% 0.0%

• Majority of spending in clinical programmes
• Central hospital services largest share: 

 Consistent with the skills shortage narrative 
 General complexity of cases  

• Quick win: Although small and not regulated by Commuted Overtime Policy, probably 
worth regulating Administration more closely (Rxx spent in 2018/19)



What are the linkages of overtime to 
workload?

Data used:

• Patient Day Equivalent (PDE); hospital 
workload data as proxy for service demand. 

• Persal data (data may 
underestimate/overestimate in some areas as 
provinces may follow different approaches to 
recording)

Indicators used for budget efficiency:
• Deviation from norm (overtime spending)

 indicates extent to which a respective province’s overtime spending 
deviates from the national average overtime spending.

 Negative result indicates that a province’s spending lies below the 
national average and the opposite applies for a positive result.

• Deviation from norm (overtime per PDE)
 indicates the extent to which a province’s expenditure per PDE deviates 

from the national average overtime spending PDE.
 negative result indicates that a province’s spending lies below the 

national average and the opposite applies for a positive result
 Both indicators used together for colour coding system used. 

Rating code system legend 
Colour code Assignment Implications

High inefficiency
If province is above
national average for
both indicators

If this coding is assigned, the respective province needs to consider
employing additional staff for the given programme. The trade-off
model (which has been developed) will support in this.

Medium inefficiency
If province is above
national average for
one of the indicators

If this coding is assigned, the respective province needs to consider
employing additional staff for the given programme. The trade-off
model (which has been developed) will support in this.

Moderate
If province below
national average for
both indicators

Although this is seen as positive, the province may want to review
reasons for this and determine whether service delivery is not-
compromised.



What are the linkages of overtime to 
workload? ….continued 



What are the linkages of overtime to 
workload? ….continued 



What are the trade-offs between capacity obtained 
through overtime and additional appointments?

• Model used for trade-off calculation. 
• NB: can be customized by user, particularly given data 

challenges. 

Model mechanics 



What are the trade-offs between capacity 
obtained through overtime and additional 
appointments?

Trade-off: hours of additional capacity purchased at overtime rate versus normal rate 
per hour
i. Based on the overtime spending (R322.5m) for doctors for district hospitals; 1 703 405 hours were bought at 1.3 times the 

normal rate.
ii. Further, the rands spent on overtime could have bought 2 214 426 hours at normal hourly rate.  
iii. If we assume that the hours bought using overtime (1 703 405) are reflective of the real additional capacity, only R248.1m 

would have been spent to obtain the same capacity through additional appointments.  
iv. The difference (R74.4m) between R322.5m and the R248.1m in [i] is what is termed as “waste” in this review. 



Summary

Pocket issue 
Issue 
no.

Finding Recommendation 

Policy is not entirely responsive to workload 
(e.g. participation is annual and renewable 
annually). If headcount happens to be increased 
in a given year, all those benefiting from 
overtime will continue to do so for remainder of 
said year.

a Although savings can be immediately 
realised from allowing termination and re-
entry to participation at any period within a 
given year.  It is important to note that the 
policy, which was hugely contested by 
organised labour, is already a compromise 
by both employer and health professionals.   
For instance, commuted overtime is 
calculated on 1.3 times the normal hourly 
rate as opposed to the legislated 1.5 times 
(based on conditions of services). 

• More work to done on viability of 
amending current policy and 
assess the extent to which 
changes would be implementable 
given the strong-hold unions 
have. 

• Perhaps benchmarking South 
African overtime practices to 
other countries.  This will require 
expanding the efficiency analysis 
beyond the country.

No national guidelines on the determination of 
clinical need for overtime capacity at facility 
level is provided.  This is entirely left to the 
discretion of facility managers, which leaves 
room for abuse and impacts monitoring 
capability as there would be no objective 
benchmark available.

b Since supervisors and clinical heads are 
required to use own discretion in 
determining need for participation in 
overtime, there is no uniformity in the 
approval process. It is likely that 
participation is more than what is required 
as, based on discussions with a clinician, and 
overtime seems to be largely considered 
part of the package.   

• National Department of Health 
will need to consider the 
development of some kind of 
norms to guide facilities.  



Summary ….continued 

There seems to be little consideration to the 
trade-off between capacity obtained through the 
commuted overtime system versus additional 
appointments.  

c The summary table from the cost model, 
shows that in 2018/19, the sector has spent 
R237.2 million more than what could have 
spent if the capacity was obtained through 
appointment of additional staff. R95.9 
million in district hospitals, R64.2 million in 
provincial hospitals and R77 million in 
central hospitals.   

• Provinces, particularly those in the 
red or amber categories in table 
11 and 12, will need to carefully 
assess the trade-off and decide if 
still prudent to continue with the 
overtime route. The cost model 
allows for customisation of the 
unit cost in order to make the 
analysis more sensitive to the 
specific provincial context 

• Basic Conditions of Employment Act/ Labour Relations Act 
 Organised labour bargaining process
 Commuted overtime already a negotiated “stretch”  

• S40 of Constitution (government spheres) 
 Difficult for national government to enforce policy as it pertains 

to detail of provincial budget processes etc.
• Additional appointments must be made very careful and take into 

account facility level information. 
• Sessional appointments probably better option but note abuse of system 

similar to RWOPs.  

a.

b.

c.

Risks 



Topic: Commuted Overtime Health 

Thank you
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