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Preface

As part of the research for our thesis, we spent two months in Cape Town, 
February and March 2014. Walking on campus at UWC, driving around 
Bellville, visiting the Tygerberg Hospital and talking to people, acquainted 
us with the local sensitivities, social environment and situation of urban 
planning and development. Since 2009, the Department of Architecture 
and Urban Planning of Ghent University has engaged in a collaboration 
with the University of the Western Cape (UWC). As the first coloured 
university in apartheid South Africa, the UWC has played an important 
role in the emancipation of the black and coloured communities, that 
were subject of severe racial segregation under the apartheid regime. 
UWC has the ambition to maintain its active role in the social and urban 
development of Cape Town, and in particular in the region of the so-
called ‘Cape Flats’. Prior to our work, research has been conducted on the 
spatial implications of this ambition in collaboration with our department. 
Our thesis is the fourth in a series of dissertations on the potential role 
of UWC as an “urban agent” and the first follow-up of the VLIR-UOS 
project 5 ‘Multilingualism and Cities in Transition’. At this moment, UWC 
is looking at the opportunities of the Tygerberg Hospital site as a satellite 
campus, nearby the main campus and a possible place for expansion and 
development of the university. In the middle of the planning process of 
a new public hospital at the same site, this is an important topic in the 
redevelopment of the Bellville region. Before our stay in Cape Town, we 
examined the historical evolution of this area to serve as a reference point 
at our arrival. We were able to present this preliminary research during 
the University + City Seminar: “Diagnostic Spatialities: deliberating the 
medical architectures of Bellville”, organised by Noëleen Murray, which 
was a great way to introduce ourselves at UWC and meant the kick-
start of our fieldwork. This fieldwork in Cape Town was essential as it 
was difficult to find information and sources for this project. During the 
search for planning material and information of the hospital buildings we 
drove around the entire city of Cape Town and visited several archives 
and libraries. Our wanderings put us in contact with many inspiring 
people who contributed to our work by sharing their insights and guiding 
us in the right directions. We hope that this work can contribute to the 
local debate about the future development of UWC as urban actor at the 
Tygerberg Hospital, by providing a concrete document with tentative 
design scenarios as a conclusion.

Book cover photo by Dr. Thomson
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Introduction

Founded as a coloured university in the 1960’s, the University of the 
Western Cape has since been struggling with its position as an ‘historically 
disadvantaged university’. 

“For this was the ‘bush college’, site not just of unequal education, 
but of inferior education, in a university specially created to pro-
duce compliance and mediocrity.”1 

However, UWC has always played an important role in breaking out 
of the apartheid’s context that was imposed by the government. Their 
disadvantaged situation was gradually turned into a position as an 
‘engaged university’. 

“The University of the Western Cape has a history of creative strug-
gle against oppression, discrimination and disadvantage. Among 
academic institutions it has been in the vanguard of South Africa’s 
historic change, playing a distinctive academic role in helping to 
build an equitable and dynamic nation. UWC’s key concerns with 
access, equity and quality in higher education arise from extensive 
practical engagement in helping the historically marginalised par-
ticipate fully in the life of the nation.”2

At first, UWC focussed on developing its own campus3. Later, to break 
out of its historical boundaries that affirmed the campus as an island in 
the Cape Flats, the university looked for ways to integrate itself in the 
urban fabric. The ambition of the UWC is to play an active role in the 
urban renewal of Cape Town as well as the social uplifting of its direct 
environment, the Cape Flats. 

“The University of the Western Cape is a national university, alert 
to its African and international context as it strives to be a place of 
quality, a place to grow. It is committed to excellence in teaching, 
learning and research, to nurturing the cultural diversity of South 
Africa, and to responding in critical and creative ways to the needs 
of a society in transition.”4

The satellite campus in Mitchell’s Plain5 in which the UWC Oral Health 
Centre is located, was the first outreach project in this ambition. The 
purchase of the Jan S. Marais hospital6 in the Bellville CBD as a future 
nursing school, faculty of Psychology and Occupational therapy is the next 
step in this process.7 These developments have already been extensively 
documented in the previous dissertations of this series. 
The topic of this thesis is the Tygerberg Hospital site. Located at the 
boundary of the Bellville municipality, nearby the Transnet site and the 
UWC main campus, this place forms the scene of an actual redevelopment 
project. The Department of Health is planning a new hospital building on 
the same site and will redevelop the existing building. UWC wants to 
influence the planning of this new project as it can have an important 
impact on the development of the Bellville region, in which the university 
operates. As one of the stakeholders on the site, UWC wants to strengthen 
its position as the site has certain locational advantages, namely a link 
with the main campus and one with Bellville. A possible expansion of 
their activities at Tygerberg is therefore one of the opportunities. As the 
Tygerberg Hospital is a public hospital, investments at Tygerberg can 
have a real social impact, confirming the aforementioned ambitions of 
the university. Therefore, the main subjects of our research are the urban 
planning history and current urban strategies for the Bellville area, as 
well as the topic of public health care in South Africa. The first part was 
started before the two-month fieldwork in Cape Town. These intermediary 
results served as a framework to start exploring the spatial and social 
environment of UWC and the hospital. 

Figure 1: Bellville situated in the Cape Town Metropolitan area

1 LALU P., MURRAY N., Becoming UWC: 
Reflections, Pathways and Unmaking 
Apartheid’s Legacy, Bellville, South Africa: 
Centre for Humanities Research, Universi-
ty of the Western Cape, 2012, p87

2 http://www.uwc.ac.za/Pages/History.aspx, 
last consulted on 1/08/2014

3 VAN DOORSLAER S., DE VREE D., 
LANCKRIET S., University of the West-
ern Cape: een evenwichtsoefening tussen 
een contrasterend verleden en een onder-
nemende toekomst, Universiteit Gent, 2010

4 http://www.uwc.ac.za/Pages/About-
UWC.aspx, last consulted on 1/08/2014

5 DE BRUYN Eva, Campus and the City in a 

South African Context. Reflections on a UWC 

satellite campus in Mitchells Plain, Cape Town, 

Universiteit Gent, 2012

6 MICHELENA Ana, The University as an ur-

ban agent. A critical design proposal for a UWC 

satellite campus in Bellville, Universiteit Gent, 

2012

7 Interview with Larry Pokpas, institution-
al planner at UWC, and Lois Dippenaar, 
UWC, Bellville, 14/03/2014
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Figure 2: Bellville area as indicated on 
Google Maps, with Tygerberg Hospital 
in the east, nearby Voortrekker Road and 
Bellville CBD.

When we presented our findings and results at the end of our fieldwork 
during the MA/PhD seminar at the Geography department at UWC, we 
were confronted with the fact that Tygerberg Hospital actually is part of 
the Parow municipality. Bruce Ian Vrede, master student at UWC and 
grown in Parow, emphasised that he always saw the hospital as part his 
hometown and found it peculiar that we presented it as a part of Bellville. 
We thought that the Hospital  listed in the Parow municipality because 
the municipal offices of Bellville are also located in Parow. However, the 
fact that Bruce was the first, after 2 months, to tell us otherwise proves 
that the urban fabric of the region has some kind of indistinctness. Similar 
to the UWC Campus, the Tygerberg Hospital is completely disintegrated 
with its surrounding area and functions as an island in the Cape Town 
Metropolitan area, at the border of Parow and nearby the Bellville CBD. It 
would lateron become clear that this urban positioning towards the city is 
generic for the majority of development of the Cape Flats. 
We started our research from an spatial point of view, and as will be 
explained throughout this thesis, Bellville is profiling itself as a second 
urban node. As Tygerberg Hospital functions as a tertiary hospital and 
thus on a provincial and even national scale, we put its (re)development 
in the evolution of the greater Bellville area. It is important to have an 
indication of the scale of the region to understand its magnitude and 
dimensions. Compared to the Antwerp city centre and Cape Town CBD, 
it becomes clear that the size of Bellville, a suburb in Cape Town, is that 
of a city on its own. 

 

Figure 3-4 Scale comparison of the Bell-
ville boundaries with the city centre of 
Antwerp and Cape Town CBD. 

In the first chapter, the Tygerberg Hospital will be situated in the 
institutional context of the South African health care. An overview of the 
history of medical care in Cape Town and by extension the entire country, 
will help to understand the role of the hospital in the South African 
society at this time. The current system of public health care needs to 
be explained to emphasise the existing shortcomings and to explore new 
possibilities for a future Tygerberg Hospital. As we situate the hospital in 
the institutional context, we will do this also in its spatial context in the 
second chapter. As said before, throughout the years Bellville developed 
as a second urban node within the Cape Town Metropolitan area. 
Therefore, we give an analysis of the historical evolution of the region, 
which resulted in several spatial structures. Since the scale of Bellville 
increased dramatically over the years, planning took more and more the 
upper hand. Therefore the urban processes and planning ideologies of the 
region are highlighted, along with the actors of these processes, as they 
define the urban tissue surrounding the hospital. Chapter 3 will focus on 

the Tygerberg Hospital as an architectural remnant from the apartheid 
era during which it was conceived. The building history as well as the 
ideas behind its conception will explain the hospitals origin; An empirical 
analysis resulting from our fieldwork proves that the hospital still struggles 
with its own history. Shortcomings as well as opportunities are indicated 
and result in two design proposals in Chapter 4. These scenarios form the 
conclusion of our research and aim to contribute to the local debate about 
the redevelopment of the existing hospital site together with the ambition 
of UWC to be an engaged university.
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Abbreviations:  
 
ANC   African National Congres
A&N   Andrews and Niegeman
CBD   Central Business District
CID   City Improvement District
CSIR   Council of Scientific and Industrial Research
CMR   Cape Town Metropolitan Region
CPUT   Cape Peninsula University of Technology
CSDF   Cape Town Spatial Development Framework
DHC    District Health Care
GIS    Geographic Information Systems
GTP    Greater Tygerberg Partnership
MSDF    Metropolitan Spatial Development Framework
MURP     Mayoral Urban Regeneration Plan
NGI    National Geo-spatial Information
NGO    Non Governmental Organisation
NHP    National Health Plan
PHC   Primary Health Care 
RDP    Reconstruction and Development Programme
SAPS   South African Police Service
SU   Stellenbosch University
TBH   Tygerberg Hospital
TDP   Tygerberg District Plan
TOD   Transport Oriented Development
UCT   University of Cape Town
UWC   University of the Western Cape
VRCID   Voortrekker Road City Improvement District
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1. Tygerberg Hospital in the South 
African health care system

1.1 Tygerberg Hospital: an apartheid institution in a post-
apartheid era

As the only hospital built on the conceptual basis of segregation, Tygerberg 
Hospital is unique in South Africa.1  The massive building was designed 
during the sixties and is a remnant of the apartheid’s regime at its peak 
and still struggles with this identity today. While during apartheid, most 
hospitals in urban areas were assigned to their respective racial groups, 
this building however, united whites and non-whites under the same roof 
yet divided them in the most extreme way. The symmetrical lay-out of 
the plan together with the duplication of every single unit separated the 
two groups entirely, although they stayed in the same building. In this 
first chapter we will put Tygerberg Hospital in the institutional-political 
context of the time when it was built as well as the health care system for 
which it was designed. During its lifespan this context has been the subject 
of serious change, especially with the fall of racial apartheid in 1994. It is 
important to see how these changes have influenced the working of the 
hospital for over four decades to understand where it is now. We will do 
so by giving an overview of the most important events in the history of 
South Africa related to the health care situation, to conclude with the 
actual conditions under which the hospital operates.

Chapter cover photo by Dr. Thomson

1  Interview with architect Bernard Shapiro, 

Tokai (Cape Town), 21/03/2014
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> Colonial health care 

The Dutch era ended with the British occupation in 1795. During the first 
decades of British rule, the foundations were laid for a formal public health 
care system in South Africa. The 1807 act was the first health legislation 
by the colonists with the purpose to tackle quackery and malpractices, 
taking place all over the country. The Supreme Medical Committee was 
established to control health matters and to give licenses to recognised 
medical practitioners. By Searle4 this was stated as “the most important 
formative event in the history of medicine in South Africa”. 

1.2 Health & Apartheid: a short history of health care in South 
Africa

It is not our aim to give an extensive and detailed survey of the history of 
health care in South Africa.2 In this section we want to give the historical 
framework in which the Tygerberg hospital has been developed. The 
institutional perspective of the hospital’s profile is important to get a better 
understanding of its position in the South African society. Therefore 
we will give a short overview of how health and the current health care 
system evolved since Jan Van Riebeeck set foot ashore in 1652, especially 
in the Cape.
It is worth noting that before 1652, there already were different health care 
‘systems’ working in South Africa, mostly based on traditional religious 
views. This changed when the Western medicine practice, which claimed 
to be more scientific, was introduced by the Dutch. During the colonial 
era, the existing traditional forms of medical health care were ignored by 
the settlers, who categorised only their own form of medicine as civilised. 
Nonetheless, the African traditional health care kept on existing, albeit 
not under the ‘formal’3 health system.
 

Figure1.1: Castle of Good Hope and the 
first ‘hospital’ at the Cape, 1660 (indicated 
in red on the map)

>The Cape Hospital, first in South Africa

When Van Riebeeck arrived at the Cape, his mission was to establish a 
supply station, providing in food and space to recuperate for the sailors 
but also in facilities to take care of sick seamen. From the beginning of the 
Dutch colonial era, there was a permanent structure serving as a military 
hospital, right beside the fort of Cape Town. Within a few years however, 
the refreshment station at the Cape evolved in a real colony which required 
more health facilities for the permanent European inhabitants. Eventually, 
the first real hospital, the Cape hospital, was built in 1699 and could 
accommodate up to 750 patients. The medical personnel existed of ships’ 
surgeons and doctors from Europe as well as unskilled slave wardens. 
Though, this hospital was only accessible for the members of the Dutch 
East Indian Company. The migrant farmers and indigenous people had 
no access to this first form of health care and further developed a self-care 
based on the traditional knowledge of herbs and medicinal plants. This 
inaccessibility resulted already from the beginning in a different health 
care culture between white and non-white people which would later on 
be strengthened by a separated treatment of the two groups within the 
emerging Western system . 
The purely military orientated and curative health care, together with the 
growing colony, resulted in new health issues. Several smallpox epidemics 
had a significant impact on the Cape population and eventually on the 
medical care of that time. In the 1755 epidemic, a quarter of the population 
died. As a reaction, the Company built two separate emergency hospitals, 
one for whites and another for non-whites. By the end of the Dutch rule 
precautionary measures such as quarantine of ships and patients were 
taken by the Company, which can be seen as the first steps towards a 
preventive and public health care. 

2  For this we refer to: VAN RENSBURG 
HCJ.  Health and Health care in South 
Africa, Van Schaik Publishers, Pretoria, 
2004; In writing this  chapter, extensive 
use was made of this source. Especially 
chapters 2, 3, 8, 10  and 12

3  VAN RENSBURG HCJ.  Health and 
Health care in South Africa, Van Schaik 
Publishers, Pretoria, 2004, p52

4  SEARLE C., The history of the development 
of nursing in South Africa. 1652-1960. A socio-
historical survey., Struik, Cape Town, 1965;  
Charlotte Searle was the first Dean of 
the School of Nursing at the University 
of South Africa in Johannesburg and 
published widely on this topic.

Source: h ttp://www.castleofgoodhope.
co.za/images/image4.jpg, visited 
02/08/2014 
After map no. 824 at the Nationaal 
Archief, Den Haag
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The 19th century health care was characterised by a rapid growth of 
hospitals and institutional care. As from the early years of the colonisation, 
health care was centralised around hospitals. The main difference was 
that under British rule, the control and administration of hospital was 
transferred from military to commercial hands. With the erection of the 
first civilian hospital in 1818 - the Somerset Hospital in the Cape - an 
important step was made in South African health care. The hospital was a 
private institution at first, but due to financial problems it was taken over 
by the government to become the first public hospital. By the end of the 
1800’s, all over the country, small and large hospitals were established. Two 
factors played a major role in this boom. Firstly, the missionary societies 
built a large network of small hospitals in mainly rural (black) areas. The 
second factor was the discovery of diamond and gold which implied the 
development of a powerful mining industry that had to provide in health 
care for their mineworkers. 
The government tried to win over the black people to Christianity 
and civilisation. To counter the persisting quackery amongst the black 
population, the first government hospitals for blacks were built during 
the second half of the 19th century. It was already customary to separate 
whites and non-whites in different wards at the time, including a different 
treatment of the people. As from the early 1850s’, there was a clear 
segregatory medical discourse in the Cape. Half a century before the 
development of systematic racial segregation in the society as a whole, 
the Robben Island hospitals were already organised from a segregating 
philosophy.5 Building complete apart hospitals was just another step in the 
direction of a separated health care, established on an institutional level. 
During the British rule, the racial segregation ideology was a growing 
reality, in which the medical discourse played an important role as stated 
by Baines: 

“In the colonial context, the social metaphor of disease became a 
particularly effective means of maintaining political pressure for 
Africans to be kept away from white residential areas.”6 

Health care was largely influenced by this colonial medical discourse, 
which was already racialised since the beginning of the 19th century. There 
was an ideological link between blackness, dirtiness and disease that had 
by then already a major influence on the treatment of patients.7 Because 
this was proclaimed by medical experts, with often high administrational 
functions and power, this ‘scientific’ racist knowledge that was developed 

> Towards a real South African health care system?

With the unification of South Africa, the country became self-governing 
under the dominion of the British empire. In contrary, this unification 
and independency didn’t generate a unified and integrated health care 
system. The existing responsibilities of the four colonies were transferred 
to the newly established provincial administrations which implicated 
that nothing changed at the field. Local authorities were responsible for 
preventive services, especially environmental hygiene and contagious 
diseases. Provincial administrations had to take care of providing curative 
public services by means of general hospitals. Only exception on this 
system was the control over leprosy institutions and hospitals for the 
mentally ill that were controlled by the Union government. Thus, the 
colonial pattern of health care provision persisted during the first years 
of the Union, pursuing the existing indistinctness about responsibilities 
and a lack of control and coordination of health matters on a bigger scale. 
The need for reorganisation was brutally put on the table by the influenza 
epidemic of 1918, killing approximately 142000 people. The Public Health 
Act 36 of 1919 was an almost immediate reaction of the government. 
It aimed to control public health nationally by establishing a separate 
ministry, the Department of Health, which had to take responsibility over 
all public health institutions in South Africa and coordinate the services 

Figuur 1.2: ‘New’ Somerset Hospital, 
Cape Town. First public hospital in South 
Africa, established in 1859. 

on institutional level, largely influenced the segregatory consensus that 
would define the subsequent century. It was generally believed or at 
least proclaimed that the poor, mostly black and coloured people were 
the hotbed of diseases and epidemics. Because of this, racial segregation 
became an integral part of health control. At the end of the 19th century, 
this was realised by urban segregation but was by then already common on 
institutional level, “in part because prisons and hospitals offered controlled 
environments suitable for experimentation”8.
Together with the rise of many speciality hospitals, the private sector 
developed consistently over the years. All these institutions had their own 
management and to be able to control these, the Cape government created 
a special Hospital branch in the Office of the Colonial Secretary. This 
was the first step towards a separate state department of health, that was 
established eventually in 1897 in each colony. This lack of a coherent view 
and management on health care for the entire country was one of the 
main reasons for the large differences between the quality of provided 
care in the different colonies and the Cape, a difference  which can still 
be seen today.

5  DEACON H., “Racial Segregation and 
Medical Discourse in Nineteenth-Century 
Cape Town”, Journal of Southern African 
Studies, Vol. 22, No. 2, Jun. 1996, pp.293-
294

6  BAINES G., “The Origins of Urban 
Segregation: Local Government and the 
Residence of Africans in Port Elizabeth”,
c.1835-1865’, South African Historical 
Journal, No.22, 1990, p.77

7  DEACON H., “Racial Segregation and 
Medical Discourse in Nineteenth-Century 
Cape Town”, Journal of Southern African 
Studies, Vol. 22, No. 2, Jun. 1996, p.290

8  DEACON H., “Racial Segregation and 
Medical Discourse in Nineteenth-Century 
Cape Town” Journal of Southern African 
Studies, Vol. 22, No. 2, pp. 287-308, Jun. 
1996, p.287Source: http://nzetc.victoria.ac.nz/tm/

scholarly/ReeLife-fig-ReeLife241a.html, 
visited 02/08/2014
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provided at local level, in addition to respectively the provincial and local 
authorities. The legislation of 1919 created the 3-tier system that is still 
the basis of the current health system. However, the new system didn’t 
immediately solve the issues it was created for. From the beginning it 
caused new problems.

“Each of the three tiers of authority –national, provincial and local- 
wanted to promote its own interests and autonomy above that of the 
others, and at the expense of a broader and total spectrum of services. 
The original purpose of the 1919 legislation, namely to coordinate the 
supply of health care at the national level, was in principle defeated 
by the unruffled autonomy with which provincial administrations 
provided hospital services, by the polarisation between preventive 
and curative services, and by the impression that the Department 
of Health was chiefly a financing agent for the local authorities.”9 

The legislation affirmed the already existing fragmentation in the public 
health sector and left out an important and steadily growing part of the 
South African health care, the private health sector. It resulted in an 
increasing duality in health care since the beginning of the 20th century. 
While the public sector suffered under the constant changing legislation 
and indistinctness about responsibilities, nothing hindered the private 
sector to expand. The latter resulted in a high quality health care, but only 
for the happy few. The gap between the poor and rich only became bigger 
throughout the years, as both sectors developed at a different pace. 
The Gluckman report of the National Health Services Commission in 
1944 tried to develop a reform plan, proclaiming integration in the health 
care system. The first motives were the industrialisation and urbanisation 
of the 30’s and 40’s, along with the Great Depression which required 
new answers for public health care. Especially the so called ‘poor white’ 
problem10 and the extensive poverty amongst the black population 
causing unhygienic living conditions and malnutrition, were the main 
social issues of that moment. The aim of the report was to establish a 
national health service which would be in a position “to bring these services 
within reach of all sections of the population, according to their need, and 
without regard to race, colour, means or station in life”11 This was very 
remarkable and progressive in a time that racial segregation in health care 
was intensifying more than ever. Training of black doctors as proposed 
by the Loram Committee in 1928 was rejected by the government, racial 
fragmentation in health care was expanding and the urban-based health 

> Health care and apartheid, the birth of Tygerberg 
Hospital

The movement of reform for the health care system of the first part of the 
20th century was stopped by the apartheid’s regime. Instead of health care 
for all, access to health institutions was now more than ever based on skin 
colour. De Beer concludes on this that: 

services resulted in big differences of accessibility to health care between 
urban and, predominantly black, rural areas. 
The findings of the report were a lack of coordination between the 
existing health services; shortage of services, personnel as well as facilities 
especially in rural areas; the inequity in accessibility due to the system of 
private health care; the deficiency of the prevention aspect in the system. 
A unitary health system was proposed to remedy these shortcomings by 
inter alia following measures12:

- A single, central health authority 
- State responsibility for all personal health services, thus the 

state taking over hospitals
- All personal health services to be rendered free of charge and 

to be financed by a national health tax
- A network of regionalised community health centres
- The phasing out of private practice, together with 

appointment of doctors by the state and their deployment 
across the country according to need

- A referral chain of both community health centres and 
hospitals stretching from general medical practice to 
specialised and academic hospitals

- The training of more health personnel

The plan was received enthusiastically by the ANC and the black 
community and labour unions. Though, it was never even considered by 
the government at that time. The idea of a national tax based health system 
did not fit the capitalist and neo-liberal economy and society of South 
Africa and the provinces were very reserved in giving their responsibilities 
and power over the hospitals to the central government. When the National 
Party came to power in 1948, installing an institutionalised apartheid, the 
recommendations of the Gluckman report were not on the agenda. But 
although it was not considered immediately, the plan was the basis for 
the health care reform in the 1970’s and 1980’s and resulted in the South 
African health care system after apartheid.

9  VAN RENSBURG HCJ.  Health and 
Health care in South Africa, Van Schaik 
Publishers, Pretoria, 2004, p73

10  The ‘poor white’ problem was argued 
in the eponymous report of the Carnegie 
Commission in 1932, which was a study of 
the poverty among white South Africans. 
As their economic situation was equal to 
that of the black population, they didn’t 
fit in the idea of intrinsic white superiority 
as proclaimed by the emerging apartheid. 
The recommendations of the report are 
somehow an early form of the apartheid 
legislation about urban and social 
segregation. 
11  Gluckman Commission, Report of the 
National Health Services Commission, UG 
30/1994, Government Printer, Pretoria, 
1944, p8

12  VAN RENSBURG HCJ.  Health and 
Health care in South Africa, Van Schaik 
Publishers, Pretoria, 2004, p76
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Historically, most of the health service for the black population was 
provided by missionary societies from Europe. During the 1800’s 
they built and operated hospitals, clinics and hence “pioneered health 
care among the indigenous people of South Africa”14, with own funding 
and personnel. South African government gained control over these 
organisations by subsidising them, resulting positively in a considerable 
expansion of missionary health care. In 1973 however, the state decided 
to take over more than 100 mission hospitals. The official statement 
was that this was necessary to create a unified  health care system in 
which the mission hospitals had to be neutral institutions. But as soon 
as the transfer was finished, the Department of Health of South Africa 
gave the control to the respective homeland governments. As a result, 

“The choice of repression rather than tentative reform heralded a 
period when little new thinking or action was taken to improve the 
health services available to the majority of the population.”13 

Segregation in health care existed long before 1948. As stated above the 
pre-Union as well as the Union governments provided public hospital 
services segregated by race. Separate health services, hospitals, wards, 
clinics were implemented all over the country, resulting in inequalities in 
accessibility, level of service and facilities. The difference was that from 
1948 on, this unequal treatment of racial groups was legitimised by the 
new South African constitution. 
The political changes after 1948 had obviously also important implications 
for the health care system. With the installation of ten homelands or 
Bantustans for blacks, also ten separate departments of health were created. 
The level of health care in these areas was dramatically in comparison 
with the rest of South Africa, especially because of a high shortage in 
personnel, services and facilities. The homelands were dependent on 
the funding of the South African treasury, which put them in a very 
contradicted position. On the one hand, they had full responsibility in the 
provision of sufficient and qualitative health care, but on the other hand 
they were not able to do the necessary investments. The gap between the 
different racial groups increased constantly. The creation of independent 
health departments in each homeland created the possibility for the South 
African government to ignore their own responsibilities and retaining 
control at the same time. As a result it were the local authorities that were 
blamed for the poor health and health services in the homelands, while 
the national government did not provide sufficient resources. 

Figuur 1.3: Map of apartheid, showing 
the four provinces, four independent 
homelands and six self-governing 
homelands.

most funding from missionary organisations was stopped, because they 
did not want to cooperate within the racist legislation. Because of the 
local shortages, also the staff consisted mostly of doctors from abroad, 
which was impossible to maintain financially by the government. The 
nationalisation of missionary health care meant once again a degradation 
of health care for the black population and a big financial deficit for the 
homeland health departments. 
During the first decades of apartheid, the Tygerberg Hospital was 
planned. As one of the four provinces, the Cape still had a privileged 
position in South Africa and had resources for new investments. 
Stellenbosch University was searching for a new place to establish their 
own medicine faculty, as the existing one at Karl Bremmer hospital was 
becoming too small. After the example of Groote Schuur (University of 
Cape Town), Baragwanath Hospital (University of the Witwatersrand) 
and many academic hospitals in Europe, Canada and the United States 
of America, Tygerberg Hospital had to become the most advanced and 

13  DE BEER C, The South African disease: 
apartheid, health and health services, South 
African Research Service, Johannesburg, 
1984, p29

14  VAN RENSBURG HCJ.  Health and 
Health care in South Africa, Van Schaik 
Publishers, Pretoria, 2004, p85

VAN RENSBURG HCJ.  Health and Health 
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prominent public hospital in South Africa.15 This was quite contradict to 
the political views of the apartheid government as the hospital would be 
built in the buffer-zone between white and black neighbourhoods, serving 
both population groups. Although atypical for apartheid South Africa 
this decision can be interpreted as characteristic for Cape Town. As the 
oldest and whitest city of South Africa there was always a “tolerance of 
miscegenation” and a certain “permeability of the colour line”.16 The fact 
that the ‘colour line’ ran through the hospital makes Tygerberg a unique 
and peculiar example of apartheid’s architecture. Not in the least because 
during its first ten years, the hospital built a great reputation as it provided 
high standard health care for everyone.

Baragwanath Hospital: a case study of health and apartheid17

Located in Soweto, Johannesburg, the Baragwanath Hospital is the largest 
hospital in South Africa. It was built on the side of one of the biggest 
townships of the country, serving the black Africans. The hospital has 
gained a legendary status over the years and is still omnipresent in the 
South African public health care as a point of reference. The history of 
the institute shows interesting similarities with the largest hospital of the 
Western Cape, Tygerberg Hospital. Although being built 20 years earlier, 
for Baragwanath Hospital too, the most noticeable phase in its history was 
the apartheid period. 
One of the most striking things in the planning of these academic 
hospitals is their location at the boundaries of underdeveloped and poor 
(black) regions. As education of medicine was before and during early 
apartheid almost uniquely reserved for whites, on the surface, this was not 
the most logical decision. The urban condition of these places however, 
presented advantages for clinical research as there were a lot of diseases 
linked to poor nutrition, housing and sanitation. At these places, they had 
immediately a vast body of patients providing enough work for students 
and with an interesting factor for academic research. 

At the same time, the academic institutions engaged in providing services 
for this part of the population that had no access to it before.
During the apartheid era, both hospitals created a mythical image around 
them. Every medicine student at Wits University wanted to do his 
internship at Baragwanath because of “the special and unique medicine 
that was said to be practised there”18. Tygerberg Hospital, in turn, was at its 
opening presented as a “world-class hospital”19. It had to show that it was 
possible to provide high quality health care for all, under the apartheid 

regime. In pursuing this myth, everyone involved had the same ambition: 
making a difference in health care during the apartheid era. 
it was argued by Posel in ‘The making of Apartheid’20 that there was 
no all-encompassing, preconceived ‘grand design’ in the institutional 
implementation of apartheid. We see in both hospitals that the apartheid’s 
policies were constantly contested and reshaped to the specific situations 
that occurred. The influence of individuals on the application of systems 
and rules cannot be underestimated. From interviews with staff of the 
apartheid period of Tygerberg hospital we learned that they mobilised 
against the apartheid regime in subtle ways, just like it happened in 
Baragwanath.21 This does not mean that we can minimize the impact 
of the racist and unequal system at all. It just shows how a state-ran 
institution could be one of the first places to stand up against the regime 
and to fight for equal rights. What first happened under the radar evolved 
into strikes and riots at Baragwanath and helped to change the health 
sector and the society as a whole.

Riots and student demonstration at the most important health institutions 
of the country forced the government to fundamental changes. The 1983 
reforms of the South African constitution gave greater political power 
to the coloured and Indian population groups, by means of a tricameral 
parliament with three separate representative councils for the whites, 
coloureds and Indians. Once again the black population was left out 
and had to develop themselves politically in the homelands. This reform 
created a more complicated institutional framework for South African 
health care. The tricameral parliament made a distinction between ‘own 
affairs’ and ‘general affairs’. Health care consisted of both ‘affairs’ and was 
thus split up between the two. The Department of National Health got 
the responsibility for the ‘general affairs’ of health care, further defined 
as control over academic and multiracial22 hospitals, hospitals for blacks, 
medical training and research. The management of the rest of the 
hospitals, categorised as ‘own affairs’, would remain under responsibility 
of the local authorities. Though, it were not the provincial administrations 
that retained their mandate.  Three additional independent departments 
of health were created,  one for each population group in the parliament. 
Together with the National Department of Health and the ten homeland 
departments of health, the total was now brought to fourteen.  This 
generated an even bigger indistinctiveness in terms of responsibility and 
control than before.  In practice however, the four provincial governments 
retained their role in the health sector. On behalf of the ‘own’ and ‘general 
affairs’ departments of health, they continued their management of the 
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hospitals. As a result the ‘own affairs’ departments of health only played a 
minor role in the health sector, complicating things more than solve the 
persisting problems.
The most significant change by the apartheid regime was the shift towards 
private health care and individual responsibility for health. In the prelude 
to the political transition from the Union to the Republic of South Africa in 
1961, the Snyman Commission was appointed to analyse costs of medical 
services in the country. The outcome of their studies would determine 
the South African health care system up until today, as the emphasis of 
the commission lied on reducing the expenses in the public health sector. 
A private-based health insurance had to cover all white South Africans, 
while the rest of the population would be served by the government. The 
Medical Schemes Act of 1967 following the commission report, enabled 
the expansion of the health insurance industry and thus the creation a 
two-class health system. Van Rensburg concludes: 

“Neither the growing health insurance business, nor increasing 
privatisation rendered any benefits to the majority of the population. 
On the contrary: due to the policies exclusion of the government of 
the time, the health and health care situation of the black majority 
steadily deteriorated during this period.”23

The shift towards privatisation was strengthened by the worldwide 
economic crisis of the ‘70s which forced the government to cut in 
expenses once more. However, this move towards privatisation in South 
African health care was not only the result of a governments’ policy or due 
to economical reasons. During late apartheid, black labour organisations 
were getting stronger, which resulted in a growing health insurance 
industry amongst blacks. The small black working middle-class tried to 
escape the destiny they were forced into by the apartheid government 
during the last decades by providing their own health insurance.24 This 
however did not solve any of the problems for the majority of the black 
population who could not afford this kind of system. 

“Many who are critical of racial inequality, and many suffering 
its effects, have been quick to embrace the apparently egalitarian 
prospects offered by private sector health services.”25

The gap between care-level and equipment in private hospitals compared 
to the public non-white facilities was only becoming larger. Exuberant 

waiting times, bad hygiene and outdated material was the daily reality.  
As a reaction on the growing opposition to the apartheid regime, the 
privatisation of health care in South Africa can also be seen as method to 
‘depoliticise’ health care, “by the transfer of the criteria of differentiation, 
inequality and discrimination from race to class, or from skin colour to 
purchasing power”26. At the same time and closely related to the previous, 
privatisation was a way to ‘desegregate’ or ‘de-apartheidisate’ health care 
“by the encapsulation of the non-white elites into the non-segregated care 
facilities of the private sector”27. 
The early 1990’s was the period of transition towards a post-apartheid 
society. During the previous decade the opposition against the apartheid 
regime grew permanently, with riots, student uprisings and a growing 
power of black liberation movements. The international community 
condemned the discriminatory government and responded with 
economic sanctions and diplomatic isolation of the country. The South 
African government had to react due to the escalating situation at the 
end of the 1980’s. A milestone in this was the uplifting of the democratic 
restrictions in the country, preceding the end of the apartheid rule, on 
February 2 1990. Not only a socio-political transition was introduced, 
also the structural problems in health care sector were fully recognised 
for the first time. Based on all the reports, commissions and plans of the 
‘70s and ‘80s, the government generated the National Policy for Health 
Act and the National Health Service Delivery Plan for South Africa. 
Although these plans largely confirmed the policies of the last decades 
such as privatisation and individual responsibility for own health, there 
was an important shift towards a centralised health policy. This policy 
aimed for a South African health service accessible for all, with equality 
as a basis. For the first time there was a framework in which each of the 
health regions had to answer to newly determined national norms and 
standards. The reforms of these early 1990’s served as the fundaments 
for the following reforms by the ANC government after 1994. With 
the primary health care, preventive care and community-based care as 
cornerstones of the new policy, the fundamental change was finally there. 
This was concretised by the establishment of community health centres, 
community health workers and a regional approach to health care together 
with the necessary investments and financial resources. However, it is 
important to emphasise the absence of the homelands in these reforms as 
only the four provinces were included.  
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1.3 Post-apartheid Tygerberg Hospital: a tertiary academic 
referral hospital

Colonialism and apartheid shaped the health care into a fragmented and 
unequal ‘system’. As mentioned in the previous part, there was already 
a shift towards centralisation –a national health system- and equality in 
health care policy right before the first democratic elections in 1994 and 
the victory of the ANC. Still, this shift was never really concretised and 
needed a radical political change to become reality, as Van Rensburg states: 

“Together with these fundamental socio-political changes, the once 
rigid structures and structural features of South African health 
care also become fluid. The eventual nature, scope and intensity of 
the changes at the wider societal level also determine the nature, 
scope and depth of transformation of the health care system of the 
country”.28 

The earlier reforms of the early 1990’s were largely based on the proposals 
of the Gluckman Commission in 1948. Although not implemented at that 
time, these ideas were adopted by the Congress Alliance to produce the 
Freedom Charter in 1955.  These exact objectives were repeated by the 
ANC in 1994. The Reconstruction and Development Programme (RDP) 
was one of the parties main themes for the first democratic elections in 
South Africa. It propagated a fundamental change in the sector, building 
on the reforms and ideas of the previous government. In extension of the 
RDP, a National Health Plan (NHP) for South Africa was developed to 
assemble these thoughts in a fundamentally new system. It emphasised 
that health was an “integral part of the socio-economic development plan of 
South-Africa”29 and pleated for a “complete transformation of the national 
health care delivery system and all relevant institutions. All legislation, 
organisations and institutions related to health have to be reviewed”.30 
These two together had to provide a framework for the structural reform 
that was needed to bring health care to an acceptable level for all South 
African citizens.
The main principle of this framework was to establish a National Health 
system to fight back the inequalities between the different provinces and 
to create a coherent health policy for the entire country. At the same time, 
the NHP focussed on the shift towards Primary Health Care that would 
be managed from a decentralised district health system. The structure of 
this new health sector had three levels: central level (national), provincial 
level (nine provinces) and a district community level (districts). Each 

level had its own responsibilities and tasks. The central authorities had 
to develop the policy for the decentralised levels and to determine the 
standards and guidelines, while the provincial and district level focussed 
on preventive community-based health care. For the first time in South 
African history the NHP formulated “the right to achieve optimal health” 
and the “right to be treated with dignity and respect for which the state 
should be held responsible”.31 Free health care was introduced in the public 
health sector for specific vulnerable patient groups. The Constitution of 
the Republic of South Africa Act 108 of 1996 secured the fundamental 
right to health care for all. This was followed by several documents and 
policies in the subsequent years. Most important are the White Paper for 
the Transformation of the Health System in South Africa (1997) and the 
Patients’ Rights Charter (1999), both specifying the objectives, principles 
and strategies for the ultimate reform of the health care sector. It was 
not until 2002 that the Health Act of 1977 was replaced by the National 
Health Bill, securing all the aforementioned policies and values. 
As stated earlier, the health legislation and policies reorganised the 
apartheid system into a district-based primary health care system. The shift 
towards primary health care was already proclaimed for half a century as 
the solution for the unequal access to health facilities. The district-based 
system played a major role in the realisation of this objective. 

“The District Health System provides the health sector with a 
management framework that can deliver health care in a cost-
effective and integrated manner”32 and is “more than just a 
structure or form of organisation, but is also the manifestation 
of a set of activities such as community involvement, integrated 
and holistic health care delivery, intersectoral collaboration and a 
strong ‘bottom-up’ approach to planning, policy development and 
management.”33 

The demarcation of the health districts started in 1994, in which the 
nine provinces of the new Republic of South Africa were subdivided into 
smaller administrative and service units. These ‘health regions’ and ‘health 
districts’ were established as interim structures until the districts would 
be fully installed. This process would take up until 2001, after the first 
democratic elections on local government level. It was indeed important 
for the functioning of the new system that the boundaries of the health 
districts were ‘coterminous’ with those of the local government.34 The size 
of these health districts had to be manageable, which is determined by 
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population density and economic activities in the area. This explains the 
difference in size between the rural and urban areas of the country. A 
health district must allow community participation to be able to respond 
to local needs. At the same time it has to be sustainable on its own to be 
able to provide an acceptable service level. In total there are 52 health 
districts in South Africa. The greatest achievement of this development 
is the incorporation of the most rural and remote areas, that were always 
left out in the past. For the first time in history, the local government 
had both legislative and financial capacity and responsibility, providing 
a larger independency and the possibility to anticipate the local needs. 
They were now able to develop a local policy, albeit in accordance with the 
national health care policy. 

Figure 1.4: Municipal/Health Districts of 
South Africa
http://www.diseasecontrol.co.za/pics/
dm_01.JPG

Together with the districts, the referral health system was introduced 
to secure the cost-effective use of resources. In this system the patient 
enters the health care chain at the lowest level to be referred to higher 
complicated and specialised services if needed. Thus, the user is treated 
by appropriate trained staff and with the right facilities. There are three 
levels, namely the primary, secondary and tertiary, increasing in speciality 
and provided service. Important for the well-functioning of the system is 
the streamlining of it for which ‘The White Paper for the Transformation 
of the Health system in South Africa’ of 1997 provides several strategies. 
These strategies mainly focus on the definition of a clear hierarchy of 
hospitals within the referral chain and a distinct definition of the role 
of each type of hospital. Following table gives an overview of the public 
health referral chain by level and type of services provided.

Level Services Referrals from

District Generalists only. Level I Care Clinics and GPs

Regional Generalist specialist services, 
mostly Level II care

District hospitals 
additionally

Provincial Tertiary Super-specialist services, 
mostly Level III care

Regional hospitals 
additionally

National Central Super-specialist services, 
mostly Level III, high cost, 
multi-disciplinary care

Regional hospitals 
and interprovincial 
referrals

Specialised/
Chronic care

Specialised groups such as 
chronic psychiatry and TBC

All levels

Table 1.1: VAN RENSBURG HCJ.  Health 
and Health care in South Africa, Van 
Schaik Publishers, Pretoria, 2004, p475

The referral chain is a pyramid structure ranging from many locally 
based clinics at the basis to a few speciality institutions at the top. The 
district hospitals provide general health care and form the link between 
the prevention-orientated community health and the curative-orientated 
hospitals. Tygerberg Hospital is an academic hospital, providing tertiary 
health care on a provincial level. This means people from all over the 
Western Cape, and by extension South Africa, are referred to Bellville for 
the most specific and specialised treatments. This has its implications on 
a whole set of things outside the general health care system, like transport 
and access. This will be explained later on in chapter 3. Beside Tygerberg 
Hospital there are two other tertiary hospitals in the Western Cape. The 
most well-known is the Groote Schuur hospital, where the University of 
Cape Town has its medical research faculty; the second one is the Red Cross 
War Memorial Children’s Hospital. Following maps show the different 

In accordance to this, the Cape Town Metropolitan district has been 
subdivided at its turn into eight sub-districts. The population density of 
the area is too big to control on the district’s scale and the  contrast  in 
terms of social needs in the different parts of the city makes it impossible 
to organise public health care as one entity.  

Figure 1.5: Sub-districts in the Cape Town 
Metropolitan area health district
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hospitals within the referral chain in the Cape Town Metropolitan area 
and give an indication of the radius in which they operate. This gives 
a good overview of the current public health facilities in Cape Town of 
which Tygerberg Hospital, along with Groote Schuur and Red Cross, 
forms the end piece. As the focus of the post-apartheid health care system 
lies on primary health care, many clinics have been established over the 
Metropolitan area. There has been searched for a complete health service 
coverage of Cape Town by installing district hospitals in every sub-district, 
releasing pressure of both primary as tertiary hospitals. It is important to 
emphasise that this categorisation is merely institutional, resulting in a 
differentiation in size of the hospitals within the same category.  

Figure 1.6: Public Health facilities in the 
Cape Town Metropolitan Area

Figure 1.7: Indication of operational 
radius of district/regional hospitals. 
These will vary between the different 
institutions, depending on the size of 
the building and the area there meant to 
serve. 
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But with the shift towards primary health care, also the pressure shifted 
from the hospitals to the community health centres. As the system implies 
that each patient has to present himself first at the community level, 
whatever the urgency of the injury may be, it is clear that the clinics were 
overloaded in no time. This resulted in long waiting times, bad service, 
poor hygiene and a declining perception of public health. Stories in 
newspapers of people receiving no service at all, people dying because 
they had to wait too long or were not sufficiently referred to higher health 
care35, contributed to the negative perception that we still felt today while 
talking to people in and outside the public health care sector. The facilities 
and especially their funding was not ready for this institutional revolution, 
and is still struggling to overcome this situation. 

Figuur 1.8: Photomapping of the Tygerberg Health district in which Tygerberg Hospital is 
situated. This gives an indication about the typology and size of the buildings in each tier. 
In total there are 18 clinics, 2 district hospitals and 1 tertiary hospital. 

Photos clinics: Google Maps/own photos; Aerial photo Tygerberg Hospital: Dr. Thomson

Surveys amongst the different population groups have revealed however 
that the perception of accessibility and quality of provided health care 
has slightly been improved for the blacks and coloureds since apartheid36. 
In contrast to the perception amongst the whites, who apparently state 
that their situation has relatively been deteriorated.37 The establishment of 
community health services has been the major factor in the improvement 
for the black population. As the utmost of this group still lives in 
disadvantaged neighbourhoods and rural areas, it was necessary to bring 
health care to the places where it was needed the most. The threshold to 
these clinics is much lower than for the hospital-based health system of 
the apartheid regime and hospitals in general. The focus of hospitals lays 
on the development of specialised activities with the risk of becoming 
“’fortresses’ protecting those working inside their walls from responding to 
the needs of the community. They may also become ‘prisoners’ for health 
workers needing to undertake community-based activities.”38 Creating 
fortresses cannot be the goal of an accessible health care policy. We think 
that it is therefore important to find new ways to lower the threshold to 
the specialised institutions too. 

35  GIBSON D., “Negotiating the New Health Care System in Cape Town, South Africa: Five 
Case Studies of the Acutely Chronically Ill”,  Medical Anthropology Quarterly, Vol. 15, No. 4, 
Dec., 2001, pp.517-519
36  KON Z.R., “Ethnic Disparities in Access to Care in Post-Apartheid South Africa”, American 
Journal of Public Health, Vol 98, No. 12, Dec. 2008
37  Ibid, p2276
38  VAN RENSBURG HCJ.  Health and Health care in South Africa, Van Schaik Publishers, 
Pretoria, 2004, p487
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1.4 Future for a Tygerberg public Hospital

Earlier in this chapter we have seen the inequality in access to public health 
care during the largest part of South African history. First, there was the 
access on the basis of race and skin colour during apartheid that was 
turned into a post-apartheid system of class-segregation. Secondly, there 
was the fragmentised health system with at one point 14 independent 
health departments, causing major disparities in health care between the 
different provinces and especially the homelands. Nowadays, health care 
can be divided in two different systems: the public health, which is largely 
funded by the government, and the private health sector. The second 
one serves the people who can afford it, being only a small percentage 
of the population and mainly Whites and Asians. Hence, the apartheid 
legacy that structured the health care system during the past century 
still continues to divide the population of South Africa. The government 
policy after apartheid was to eliminate the disparities between the two 
sectors and provide an acceptable health care level for all South Africans, 
but has largely failed in this ambition.39 Medical personnel often chooses 
for the more profitable private sector to work in, after their internship of 
two years in community clinics.40 This leads to a pertaining shortage of 
staff in the public sector, resulting in bad medical service and a negative 
perception. Although equity is currently the pillar of every government 
policy, the health care access and quality gap between the different ethnic 
groups and especially the situation of the blacks has not much improved 
much since 1994. 

“It is suggested that instead of horizontal equity, in which equity 
is sought for those within the same socioeconomic level, the goal of 
the national government should be to implement vertical equity, in 
which attempts are made to pull up those in the lower socioeconomic 
levels and the disenfranchised.”41  

Especially the difference in expenditure between public and private health 
contributes to this inequality. In 2005, the expenses in the private sector 
was a nine fold of that in the public sector. A specialist doctor served 
only 500 patients in the private sector while the same doctor had to serve 
around 11000 in the public sector.42 During our stay in South Africa we 
were encountered with patients at Tygerberg Hospital that had to spend an 
entire day at the hospital to be served, within a deteriorated environment 
that has nothing else to offer than a waiting room. 

As an academic hospital, Tygerberg Hospital has always been the reference 
point in South Africa. From the early start it had the best facilities to 
provide the best possible health care and education. Nonetheless the level 
of facilities has been deteriorated over the years, the educational level 
however has remained the same. With the University of Stellenbosch for 
medicine and the University of the Western Cape for dentistry at the basis, 
the health care personnel of the institute and research level is still the top 
in South Africa. Yet, they do not succeed in carrying this out. A negative 
perception is omnipresent, especially in the local press.43 Articles focussing 
on safety problems, long waiting times, bad hygiene and the deteriorating 
facilities overshadow the daily efforts of the staff. People who can afford 
private health care, choose to not make use of a public health facility like 
Tygerberg Hospital. Only when they need highly specialised treatment 
that is only available at an academic hospital, this part of the population 
will set foot on the site. In this way, Tygerberg Hospital misses out on 
income that would be very welcome to improve the current state of the 
building. The decision by the Department of Health of the Western Cape 
government to build a new hospital complex on the same site can be seen 
as strategy to get rid of the old building that still breaths apartheid. The 
only question is if this is the only and best way to give the hospital a new 
élan. Maybe it is more important to find ways to integrate the hospital 
more into the public environment.
 
After spending two months in South Africa, we think that the existing 
contradiction between the private health care encouraging government, 
a government that still has to provide a quality public health care service 
for the majority of the population, is the biggest problem and challenge 
of the current policymakers. How can a government discourage people 
to make use of a public system and make new investments in that system 
at the same time? The majority of a mainly black population depended 
and still depends on the services provided by their government. We think 
that both systems can exist alongside each other but there has to be made 
new investments and the perception has to improve in order to upgrade 
the service quality. This can be done on national as well as local level. Big 
institutional and legislative changes are only one aspect of reform. Hospitals 
themselves can operate within the existing health care framework and 
take matters in own hand. The planned investments of UWC to engage in 
the provision of health care at the Tygerberg Hospital site is an example of 
how the local context and the cooperation of local partners can enhance 
the existing situation. However, this can only succeed if the main actors 

39  KON Z.R., “Ethnic Disparities in Access 
to Care in Post-Apartheid South Africa”, 
American Journal of Public Health, Vol 98, 
No. 12, Dec. 2008, p2272
40  High rate of vacancies in public health 
sector, The Star, 18/01/2013

41   KON Z.R., “Ethnic Disparities in 
Access to Care in Post-Apartheid South 
Africa”, American Journal of Public Health, 
Vol 98, No. 12, Dec. 2008, p2272

43  Tygerberg boosts security after baby 
drama, iOl, 28/07/2009 ; Public hospitals, 
a mother’s worst nightmare, Mail and 
Guardian, 06/11/2012; Tygerberg Hospital 
is falling to pieces, Cape Argus, 28/10/2011; 
see reference list for more articles on the 
same topic.

42  HARRIS B. et al., “Inequities in access 
to health care in South Africa”, Journal of 
Public Health Policy, Vol. 32, No. 1, pp.102–
123, 2011
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are willing to contribute to this engagement. In chapter 4, we develop 
two different strategies to concretise this engagement, by which we hope 
to contribute to the current debate on redeveloping Tygerberg Hospital 
in Bellville, and the role of UWC as one of the key stakeholders in this 
process. 
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 2. Bellville, city or periphery?

After the institutional context, this chapter will discuss the spatial context. 
We will situate the  Tygerberg Hospital in its environment, the greater 
Tygerberg region and consider Bellville as focal point of this region 
because the key spatial structures of the region all intersect in its central 
business district (CBD), which makes the CBD the most interesting part 
of the environment. Furthermore, by considering the CBD as centre of our 
maps it becomes easier to comprehend the nature of the various spatial 
structures. The layout of the chapter will be a chronological story, starting 
from the early days of Bellville, as a travel stop on the Cape Flats, going 
towards the current situation, which can be called a turning point, and 
ending with some reflections about the future. The historical analyses are 
predominantly based upon historical mapping material form the national 
geo-spatial information office , or NGI office, whereas the current mapping 
involved a lot of site visits, photomapping and interviews with the various 
stakeholders of the region. Throughout the chapter a number of urban 
analyses and spatial planning concepts are spread, which will contrast 
with the more empirical historical and actual mapping. Those analyses 
will address the key question of the chapter, how the Tygerberg region 
relates itself to the bigger metropolitan environment of Cape Town. Has 
the little travel stop Bellville developed itself to a city of its own or is it 
completely overrun by the metropolitan tissue? 

Chapter cover photo: http://en.wikipedia.org/wiki/Bellville,_Western_Cape
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Figure 2.1: In the year 1900, the Cape Flats were completely empty apart form a few roads 
leading to the interior of South Africa. These roads had several travel stops on the way and 
Bellville was one of them, lying 15 km land inwards from the port of Cape Town. The green 
hatch is one of the last remaining zones of drift sand.

2.1. Bellville, a travel stop

>19001

The Cape Flats have their origin in the blowing up of sand from the adjacent 
beaches. This makes, even today, the vast area between the mountain 
chains of Cape Town and Stellenbosch one big wetland. Sometimes, with 
high tide and heavy wind, several parts of the Cape Flats still tend to be 
flooded. It is in this not easy accessible landscape that the first settlement 
cores of the Cape Flats arise. When we look at the map of Bellville in 1900, 
we can still see remains of these drift sand areas that are countered today 
by planning a number of flood zones within the urban tissue to resist the 
abnormal high tides. The first roads, lying on the transition from swamp 
area to more relief based areas, were created to connect the city of Cape 
Town with the interior of South Africa. 

“Initially the road was a wagon path from what is known today as 
Salt River to Bellville. At a critical juncture in the path the wagons 
outspanned into an “uitspan” called “Hardekraaltjie” (“hard 
surface”). At this point the regional paths converged, creating a 
logical point for trade, services and the growth of a village. Bellville 
therefore evolved as a junction of the three most important routes 
between Cape Town and the Port with the agricultural hinterland: 
the Paarl route, the Stellenbosch/ Strand route and the Malmesbury 
route which is today the N7.”2

 

1  All maps are based upon the historical mapping material, containing digitalised maps 
and areal pictures of 1900, 1942, 1958, 1979 and 1993 of the NGI ( National Geo-spatial 
Information) office in Mowbray, Cape Town. 
2  In the ‘Voortrekker Road Corridor regeneration framework: Beta Version, 24 Feb. 2013, 
p17’ a brief history of the corridor is presented.
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The most prominent road on our map is Voortrekker Road, starting 
on the edge of Cape Town city and ending in Bellville where it spreads 
out in 3 different roads leading to Durbanville/Malmesbury, Paarl and 
Strand. This point lies at 12 miles from the city centre3 and it is here 
the first building activity of Bellville could be found. In addition to the 
logical trade post, twelve miles from the city was also a good distance for 
a travelling stop where one could sleep over or switch horses, forming the 
basis of the Hardekraaltjie caravan park, described as a “vlei to outspan”4. 

Parallel and with the same connection argument of Voortrekker Road 
runs a railway with a station in Bellville, originally named Durban 
Road Station because of the nearby village of Durbanville but later 
renamed Bellville Station. The original railway line only connected Cape 
Town to Strand but currently the Bellville station is the second biggest 
railway station of the Cape Town metropolitan environment and serves 
railways that connect Cape Town to Johannesburg and Durban. These 
2 infrastructures, Voortrekker Road and the railway line, result in a 
strong north-south orientation of the Bellville CBD5, trapped in between 
the two. Furthermore, the mobility qualities resulted in a ribbon-based 
development along the Voortrekker Road axis, which also led to the 
founding of other settlements as Goodwood and Parow further on the 
road. Today the Greater Tygerberg Partnership (GTP) focuses strongly 
on this historical bound between Bellville and transport and sees much 
potential in using these transport qualities for the further development 
and growth from Bellville.

3  http://www.sahistory.org.za/Bellville, last consulted on 22/04/2014
4  GTP, Presentation: Initial spatial argument for Cape Town’s second Metropolitan node, 10 
Feb 2014, slide 7
A ‘vlei’ is a shallow minor lake, mostly of a seasonal or intermittent nature. To ‘Outspan’ is the 
act of unharnessing or unyoking.
5  For a detailed analysis of the Bellville CBD we refer to: MICHELENA Ana, The University 
as an urban agent. A critical design proposal for a UWC satellite campus in Bellville, Universiteit 
Gent, 2012, p.25
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>1941

Figure 2.3: 1941: Bellville on a bigger scale, located on the juncture of 3 regional paths. 
These first roads lied on the transition from flat land to more relief based areas. Probably 
the cheapest option, as going lower would imply more flooding and going higher, higher 
building costs. 

At this point one can still consider Bellville as a rural environment. We 
chose the year 1941 because it shows us the last phase of development 
before the big influence of apartheid planning. The small settlement core 
from the year 1900 starts to expand in a north-south direction, this is 
mainly because of the localisation of employment. In the north, brick 
mines develop on the flanks of Tygerberg, and in the south we see a first 
industrial attachment on the railway line. Today, these brickfields can still 
be recognized as lakes in the landscape as after abandoning they were 
filled with water from the nearby Elsies River. Because of this north-
south industrial axis through Bellville, a small industrial rail was installed 
to export the mined material. When the mine fever cooled down, this 
railway has been demolished without reusing the vacant space it created. 
This track of grass could possibly have a huge potential in solving the 
current infrastructure problems of Bellville today, as we will explore later 
in this chapter.

Figure 2.2: 1941: Bellville  grows in a north-south direction. In the north you can see clay 
mines appear and in the south, a first industrial attachment to the railway line.
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2.2 Suburbanisation and apartheid

>1958

Figure 2.4: 1958: The biggest changes since the previous period are the growth of the 
Voortrekker Road corridor, and the creation of a buffer zone as separator. The highlighted 
site is the Transnet site, part of the buffer zone.

Figure 2.5: 1958: The peripheral zone of 
the Cape Town metropolis expands and 
Bellville is now located at the edge of it. 

The period after 1940 was marked by the rise of the car and increased 
industrial activities. This benefitted Voortrekker Road a lot, the industry 
thrived on Voortrekker Road because of high car mobility, rail connections 
and relatively low land prices.
At this stage however, the impact of the apartheid regime becomes very 
clear and transformed the urban tissue drastically. This transformation 
was realised with a radical way of urban planning, creating huge urban 
scars. Radical urban strategies were drawn up in other parts of the world 
too. Some examples are: La ville radieuse from Le Corbusier, Brasilia from 
Lucio Costa and Oscar Niemeyer,… Modernistic planning ideals like these 
were adopted by the urban planners in South Africa and enforced their 
belief in a radical approach.6 The biggest difference with these precedents 
is the racist grounds of the urban planning. In Bellville the apartheid’s 
planning meant an assignment of a whites only zone in the north, bounded 
by Voortrekker Road in the south. Below, a buffer zone was created to 
separate the whites from the blacks, who were assigned to live even more 
towards the south (see figure 2.6 and 2.7). This buffer zone was the home 
of coloured people and at the same time the ideal place to localise big 
industrial zones and peripheral program like hospitals, airports, sports 
centres,... because of their separating qualities. The Transnet marshalling 
yard and later the Tygerberg Hospital fit exactly in this idea. Although we 
do not agree with this form of planning, it does say something about the 
decisiveness of the apartheid government, being able to execute their ideas 
in a coherent way. A quality that is lost nowadays, as we will discuss this 
later in this chapter.

6  In ‘WATSON V., Change and Continuity 
in Spatial Planning: metropolitan planning 
in Cape Town under political transition, 
Routledge, London and New York, 2002’, 
the modernistic approach of apartheid’s 
planning is seen as a continuity with the 
spatial planning of South Africa today. 
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Figure 2.6: Opportunity (the grey arms) 
versus dumping ground (black spots on 
the map), the space in between (blank 
space) was used to create a bufferzone. 
Metropolitan development framework, 
technical report 1996

Figure 2.7: Zoomed in on Bellville and 
Parow, the group area’s act(1965) applied 
on Bellville with a whites zone(blue) 
in the north, a buffer zone to house the 
coloureds (yellow) and industrial zones to 
enforce this buffer zone.
Nars Archives, Cape Town

>1979

Figure 2.8: The Tygerberg Hospital has been opened in 1976 and appears for the first time 
on our maps. It is located on the western side of the Transnet Site, centrally on the map.  

Forces of decentralisation continue and this period is characterised by a 
huge population boom. The suburban housing tissue expanded largely 
since the previous map and created for a large part the morphology of 
the environment we know today. This typology of suburban housing was 
a conscious choice of the planning department. Although the department 
would later on believe a more compact city core is the way to go, it was 
stated that higher densities could give rise to “adverse socio-economic 
conditions, especially in the low-income group”.7 On top of that, ideas 
from concepts like ‘The garden City’ and ‘Neighbourhood Unit’ were in 
the back of the planners’ heads and reinforced the fictitious need for low-
density housing.

7 WATSON V., Change and Continuity in Spatial Planning: metropolitan planning in Cape 
Town under political transition, Routledge, London and New York, 2002, p23
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Figure 2.9: The urban sprawl of Cape 
town continued and grew over Bellville, 
which is now a part of the Cape Town 
metropolis. 

If we look at figure 2.9, the metropolitan tissue gradually grew over Bellville 
and laced the individual settlements on Voortrekker Road together. Lots of 
industry, for example around Voortrekker Road in Parow, and peripheral 
activities entered the region as a part of this metropolitan tissue and gave 
Bellville a distinct suburban face. The Tygerberg Hospital was one of those 
activities and appears on our maps for the first time. Because of this urban 
sprawl, coming from Cape Town CBD, the last agrarian land and the 
mines vanished from the region and moved more northwards, resulting in 
the destruction of the north-south railway line. At this point, it is crystal-
clear that Bellville has become an urban zone instead of a rural one.

>The birth of the multi nodal city

At a bigger scale (figure 2.9), we see that the city of Cape Town is constantly 
expanding towards the east and Bellville reaches a point of doubt whether 
it is a settlement on its own or it is to be swallowed within the vast 
peripheral tissue of the larger Cape Town metropolitan environment. The 
peripheral program of the buffer zone, mentioned above, also fits right 
into this concept of the suburban/metropolitan environment. The two 
significances of the program, the peripheral and the separating aspect, 
appear to mutually reinforce one another. Examples of this kind of program 
in these suburbs are Karl Bremer Hospital, Cape Town International 
Airport and Parow industrial. This expansion or suburbanisation, both 
planned and unplanned, is part of the natural process of a city, the process 
of urban decay and redevelopment. Most of the cities know a phase where 
the city core loses attractiveness (unplanned) and people chose to move 
towards the greener suburbs. Additionally, the limited size of the Cape 
Town CBD, constrained by the Table Mountain and the sea, has also led to 
this decentralisation of population. People fled the overcrowded city and 
moved to lower density housing in the suburbs (planned by the city itself 
to answer population growth). “Reasons for such moves are: the availability 
of cheaper and more attractive housing, the search for and improved quality 
of life and the desire to gain access to a better range of services.”8

 Population shifts often go hand in hand with economic shifts, reasons 
for business to move out of the CBD are deteriorating security, traffic 
congestion, parking limits,.. Also, the buildings in the CBD are in most 
cases older then in the decentralised nodes, making them less adjustable 
for modern needs. “In addition, many firms owned by, and employing, 
people living in the suburbs have located there in order to reduce time and 
cost of commuting to the CBD.”9 These urban processes led to the fact 
that small settlement cores as Bellville, Parow and, on the more western 
side of the Cape Flats, Clamermont and Wynberg, developed itself to 
centres in the suburban tissue. These centres will gradually grow to the 
decentralised nodes they are today. The connections between these nodes 
and the primal node Cape Town CBD, Voortrekker Road for Bellville and 
Main Road for Claremont, will develop as arms of opportunity (figure 
2.6). Motive for this development is the presence of predominantly white 
areas under apartheid. These areas were given the most advantages and 
contained a higher income then other areas.  

8 LIEBENBERG C.R., An analysis of Cape 
Town Municipality’s approach to urban 
regeneration in the central business district 
and other business nodes, University of 
Stellenbosch, Nov. 2002, p19 

9 Turok L. & Watson V., Divergent 
development in South African cities: 
strategic challenges facing Cape Town, 
Urban Forum, Volume 12, Issue 2, 2001, p3 



58 Bellville, city or periphery? 59

2.3 Replanning Cape Town

>1993

Figure 2.10: 1993:  Less accessible parts of the landscape were developed, resulting 
in a denser map. The remaining blank spots are the nature reserve of Tygerberg and 
underutilised properties like the Transnet site and the Stikland Hospital (the predominant 
blank area in the top right corner of the map). 

Figure 2.11: The edge of the urban sprawl 
moves from Bellville to Durbanville and 
Paarl. 

During the nineties, the urban sprawl continued and because all the 
easiest parts of land were already in use, several, less accessible, pieces 
were utilised. The Elsies River for example, was adjusted into a concrete 
sewer-like stream once it passed the Tygerberg Hospital, destroying the 
picturesque qualities a river can provide. With this measure more land 
around the river could be used without the risk of flooding. Additionally, 
more houses appeared on the flanks of Tygerberg, with building costs 
higher then normal houses on flat land. 
At this stage the call of Bellville for an individual identity emerges. 
Although the CBD of Bellville was a flourishing place where people 
liked to stay: in its glory days, Bellville had a well-functioning pedestrian 
orientated CBD, this was possible because of the good train connections 
from the nearby station and a well working Voortrekker Road corridor. 
In the previous stages Bellville had however become a place where you 
wouldn’t know whether it belonged to the sprawl of Cape Town or it 
was the expansion of its original settlement core. People need something 
to associate themselves with. And so the first projects to create a new 
Bellville were started. Examples of these pilot projects are the Bellville 
station redevelopment10, the Bellville library11 and the Telkom building12.  
The latter can also be placed under a new development, the one of Durban 
Road. This road will see its activities vastly increased in the near future. 

10 “Bellville station, Cape Town”, Architect 
& Builder, p6-9, September 1990
11 “Bellville library centre”, Architect & 
Builder, p6-9, October 1990
12 “Telkom building, Bellville, Cape”, 
Architect & Builder, p14-19, June 1989
The three articles show a lot of pride and 
identity in the projects of Bellville. These 
projects were an attempt to get rid of the 
grey suburban image of Bellville and start 
to develop the idea of Bellville as a city of 
its own.
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>Replanning and redeveloping Cape Town

Figure 2.12: Three scenarios for the evolution of the Cape Town Metropolitan Region 
(CMR) are presented: a further sprawl, enforcing the geographical class patterns and a 
redistribution of opportunity. The latter has eventually been chosen as preferable scenario 
to replan the metropolis. 
MSDF, technical report 1996

During the shift from apartheid to post-apartheid, an important question 
arose. What should be done with the existing urban planning legacy? Cape 
Town had become a space of opportunity versus the lack of opportunity, 
a space of vast urban sprawl and multiple urban nodes. To address this 
question, the conference ‘A vision for Cape Town’ had been organised, 
which resulted in two series of Metropolitan spatial development 
framework reports, or MSDF reports. The process to develop such 
framework has been a long-term effort since the MSDF only got approved 
in 2012. (There is uncertainty about the first round statutory report in 1999 
whether this was ever approved)13 As figure 2.12 shows, three scenarios of 
metropolitan evolution were considered and the scenario that was chosen 
was the one that proposed a more compact city(the curitiba scenario). 
This more compact city would be accomplished with the embracing of the 
multi nodal city, densifying the current nodes and connection corridors in 
between. The other important theme of the MSDF’s, the redistributing of 
opportunity, was unanimously accepted but the implementation however 
was of more food for discussion. The original idea of how to achieve the 
redistribution is nowadays still intact, however slightly abridged by the 
many consultation rounds. Also starting from the idea of a multi nodal 
city, it is the ambition to create a fourth urban node  in the disadvantaged 
part of the city (after the Cape Town CBD, Bellville and Claremont) and 
connect all nodes with activity corridors, resulting in a square grid of 
development routes14(see figure 2.13). We think this planning concept of 
a multi nodal city is certainly not without foundation, if we look at an 
economic map of Cape Town, it is clear that it has 3 economic centres. 
The origin of those multiple centres, as discussed above, lies at some part 
in the eccentric and constrained position of the historical CBD and also 
within the processes of urban decay and redevelopment. 

Figure 2.13: Cape Town with 4 greater urban nodes and activity corridors in between. The 
result is a square grid of development routes. 
MSDF (1996 draft)

Figure 2.14: The fourth node is still in 
need of public investment, the other 
three can rely on private initiative.  
MSDF (2003 draft)

13   LIEBENBERG C.R., An analysis of 
Cape Town Municipality’s approach to 
urban regeneration in the central business 
district and other business nodes, University 
of Stellenbosch, Nov. 2002, p53

14  WATSON V., Change and Continuity 
in Spatial Planning: metropolitan planning 
in Cape Town under political transition, 
Routledge, London and New York, 2002, 
p114
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We can explain those focal points best by looking into a flagship project 
of urban regeneration, the revival of the Waterfront. During the 90’s Cape 
Town’s harbour, like the whole South Africa economy, was deteriorating 
at a fast rate. Empty space and declined activity dominated the image of 
the harbour. 

“The thread that drew them all together was the realisation that 
Cape Town’s harbour, the very reason for Cape Town’s existence, 
and its valuable cultural, architectural and historic potential, would 
soon be lost to its citizens unless something was done.”16 

The landowner agreed with the redevelopment of the Victoria and Alfred 
Waterfront and a multi-disciplinary team came up with a comprehensive 
approach for the site, which led to a conservation of the docklands that 
remained true to the vision of the place: unlike other harbour projects, 
the waterfront in Cape Town remained to work as a harbour. This aspect 
reinforces the atmosphere of the environment as well as it keeps bringing 
in tax income. The project can bee seen as a success because it brought 
employment and income to an ill place in the city. In the thesis of 
Liebenberg it is however also criticised because it does not create spillover 
effects to poorer areas and focuses to strongly on the wealthier parts. 
Nonetheless, Cape Town CBD is nowadays again a flourishing city centre 
that enjoys the benefits of a touristic and leisure destination, and the 
redevelopment of the node can later in this chapter be seen as a precedent 
for the future redevelopment of Bellville. 

To strengthen this multi-nodal system, first of all, the primary node 
of the city had to be restored in its former glory since in the previous 
decades an outflow of inhabitants to the suburbs led to a decay of the 
city core. In corporation with a number of newly founded partnerships 
(for example, the Cape Town Partnership and the Cape Town City 
Improvement District), copied from the American example, a process of 
urban redevelopment has blown new life into the city with predominantly 
a focus on tourism, leisure and office space. According to The Cape Town 
Central City Development Framework (2002) a number of key focal 
points have been defined in order to support new development:

 Cape Town CBD as: 
-the historic and s ymbolic hearth of Cape Town
-the centre of governance for nation, province and Cape Town
-a touristic destination
-a truly mixed centre
-an accessible area

Given these 3 established nodes, the case could indeed be made to 
redistribute opportunity with a fourth urban node in the disadvantaged 
part of the Cape Flats. Looking at figure 2.14 however, it is obvious that 
there is still a long way to go from here, where the 3 historically grown 
nodes can rely on private investment, the Philippi node ,the fourth, does 
not attract this yet and is still completely dependent on government 
initiative. The future will have to point out whether this planned system 
of nodes will truly affect the metropolitan development.

“It was difficult to argue that nodal and corridor demarcation has 
had any significant effect on patterns of new investment. Similarly, 
there were no measures in place to create incentives or controls to 
achieve a pattern of economic investment that relates more strongly 
to nodal and corridor development. The difficulty in altering 
patterns of investment through public incentives and controls 
(Wetton Lansdowne corridor) was however recognized.”15

The latest version of the MSDF does not have such strong call for the 
fourth node as before but translates the redistribution of opportunity via 
a more integrated multi directional accessibility grid which serves the 
whole Cape Flats.

15  CitySpace: Cape Town Spatial 
Development Framework, p9

16  LIEBENBERG C.R., An analysis of Cape 
Town Municipality’s approach to urban 
regeneration in the central business district 
and other business nodes, University of 
Stellenbosch, Nov. 2002,  p71
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The evolution of Durban Road, a development from the last decades, gave 
a boost to the investments in the north of Bellville. Today we still see big 
building projects thrive on this new development. The new Tygerberg 
Waterfront for example is still to be finished but is already showing big 
potential. This waterfront could be a new public place for the locals and 
could have the qualities of a more relaxed and greener environment than 
the one of Cape Town CBD. This development is of great importance 
to the ambition Bellville started to have, to become the city’s second 
metropolitan node and a centre on its own. In order to achieve these 
goals, organisations as the Greater Tygerberg Partnership(GTP) and the 
Voortrekker Road City Improvement District (VRCID) were brought into 
life. Their working will be explained later in this section. 
Besides the positive evolutions, some more negative facts should also 
be considered. Since the fall of apartheid, the Bellville CBD has become 
occupied by immigrants. The lack of proper housing is resulting in a lot 
of people living on the streets and this causes several problems. People 
not disposing their waste like it should, results in dirty streets, informal 
traders ignoring taxes create an unequal economy and job shortage leads 
the youth straight into crime. The Bellville CBD nowadays has, after Cape 
Town CBD a few decades ago, a period of decay for reasons comparable 
with those of Cape Town CBD. The working class moved higher up the 
flanks of the Tygerberg, and investment followed them to the Tygervalley. 
In the CBD dangerous real estate games are being played, exploiting 
the poor communities of immigrants, who are the biggest inhabitant 
community of the CBD. Another cause is the uncontested role of the car 
in the city. Wide traffic lanes and big parking lots, creating a lot of ‘dead 
space’, dominate the public space in Bellville. 
All of this makes Bellville today a complicated area in the metropolis. 
The small Bellville as a travel stop made place for the Bellville as biggest 
suburb of the Cape Town metropolis.
Evolutions today are driven by real estate, immigration, government 
policy and new forms of governance like the GTP and VRCID. We ask 
ourselves, how can UWC as a third party engage itself to contribute to the 
urban regeneration of the region? 

2.4 Bellville 2013, a turning point

>2013

Figure 2.16: The urban sprawl, anno 2013.
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>Spatial structures anno 2013

The historical growth of Bellville and its surroundings led to the existence 
of a number of spatial structures that guided its evolution. Today these 
structures are still heavily present in the urban tissue and most of them are 
adopted in spatial planning reports because of their enormous structuring 
power. Below we report our own findings of these structures. 

Figure 2.17: A photomapping of Voortrekker Road. Driving from east to west leads you 
past the old settlement cores of the Cape Flats, Bellville, Parow and Goodwood.

The road people (‘voortrekkers’) took to leave the city is the oldest spatial 
structure of the environment. Created to connect Cape Town and the 
interior of the country, Voortrekker road is still an important connector 
of Cape Town. As it was formed and developed long before the highways, 
industries used the locational advantage of the suburbs, good mobility 
and low real estate prices, to attach themselves to Voortrekker Road. 
When one drives on Voortrekker Road from Bellville to Cape Town it 
becomes clear that this is a historical and natural way of entering the city, 
not inspired by scenic driving but by an easy access to the industrial part 
of Cape Town. 
Because of this industrialisation of Voortrekker Road the MSDF considers 
it, in the search for an economic distribution in the post-apartheid city, 
as 1 of the 2 existing arms of opportunity in Cape Town, the other one 
being the M4 from Cape Town to Claremont and Wynberg. They are 
called arms of opportunity because these 2 industrial arms contain the 
biggest part of the economic activity and supply the wealthier suburbs. 
Additionally, asides from the MSDF, we will see later in this section that 
the Voortrekker Road City Improvement District, or VRCID, also will use 
this historical structure as a backbone for its operating zone. This usage 
of Voortrekker Road as backbone for a number of spatial strategies really 
expresses the importance of it. Because it was the first connector of Cape 
Town to the interior of South Africa, all the early suburbs are located 
near it. When one would drive towards Cape Town CBD, one would 
respectively pass Bellville, Parow, Goodwood and Maitland. Bellville is 
however the only core with a true CBD and appears as the biggest core of 
the Voortrekker Road axis.
 

Figure 2.18: Opportunity versus 
lack of opportunity. Voortrekker 
road is located in the upper part 
of the half circle of opportunity. 
Change and cont inuity in spatial planning, 
Watson 2002

- Voortrekker Road
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- Durban Road

Figure 2.19: Durban Road contains a lot of investment and big projects in the north. This 
investment gradually decreases towards the Bellville CBD.

Equally old as Voortrekker Road but developed much later is Durban 
Road. Intended as a direct link between Bellville and Durbanville, 2 small 
towns, this link was originally less important then Voortrekker Road. 
Economically it was of use for the mining industry at the eastern side of 
Tygerberg, but its development really started when the mines made room 
for high-income households. By the year of 1979 the agrarian context 
of Durban Road was completely replaced by suburban housing tissue, 
generating a lot of commuting traffic on Durban Road. This added up, 
resulting today in one of the bigger metropolitan mobility problems. 
The connection to the N1 only enforces these. As we will later see in 
this section 2.5, a solution for these mobility problems is searched by the 
Tygerberg District plan. 
In contrary to these issues, this traffic load also generates certain 
opportunities. Some of the commercial activities of Voortrekker Road 
expanded northwards and cover the southern part of Durban Road. 
Real estate organisations saw these opportunities and created large-scale 
projects like huge shopping malls and the Tygerberg Waterfront. This is 
also due to the fact that most of the investment in Cape Town is located 
near the wealthier parts of the City, and Upper Bellville/Durbanville is 
one of these wealthier parts. If one would make a north-south section 
along Durban Road, one would notice the decline of income along this 
axis. 

Figure 2.20: The total average income per 
inhabitant, from green, high income, to 
red, low income. The wealthier suburbs 
are located towards the north of Bellville. 
Geographic Informaition System, 
University of Cape Town

Remarkable is also that Voortrekker and Durban Road work in a complete 
different way than the roads planned under the apartheids regime. Where 
roads from the apartheid era mainly were founded as bypass, separation 
or single use roads, Voortrekker and Durban Road pleat for the full 
integration case. Although they are not working perfectly mainly due to 
security and safety problems, they do bring together all sorts of urban 
functions and population groups and show us the integration narrative is 
not over yet. 
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- The Green Belt

Figure 2.21: The green belt, river system of the Tygerberg region. In the north, projects 
appeared who truly use this green context. More Southwards, there is a lot of vacant space, 
and after the Tygerberg Hospital, the river disappears almost completely in a sewer-like 
construction. 

The green belt, consisting mainly of the Elsies River and the green valley 
surrounding it, is probably the spatial structure with the most influence. 
It is the environment that shaped the city and not the other way around. 
If we would solely consider this idea of the structure, we could expand 
the Elsies River system with the relief based system of the Tygerberg and 
according valley. The main reason we consider the green belt to be a spatial 
structure is the green valley crossing the Bellville area, which is used as a 
guideline for the development of Durban Road. This green strip contains 
a lot of potential in creating public spaces in Bellville, potential that today 
is still neglected too much. In the northern part, Tygerberg Waterfront is 
the first development using these bodies of water in a positive way. Further 
southwards the green strip is just a narrow river with some grass on the 
sides. Homeless people use it to wash themselves or to spend the night 
camping. Situations like these and a bad environmental awareness of the 
people result to a piling up of the trash in the green areas and nobody can 
hence enjoy the qualities green space can offer. There is an urgent need for 
the government to create an environmental awareness for all people and 
to start exploring the possibilities of green public space in Bellville instead 
of leaving it vacant. The Tygerberg District plan acknowledges this and 
asks for a new approach and development of this potential. 
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Figure 2.24: Panorama of the Cape Flats, taken from the Tygerberg, showing Bellville on 
the left, Tygerberg Hospital towards the centre and smaler suburbs on the right side.

- Multi-directional accessibility grid17 

Figure 2.22: The multi-directional 
accessibility grid weighs heavily on the 
environment. 

Figure 2.23: Peripheral program 
expanded from Cape Town CBD all the 
way to Paarl. Bellville is now hidden in 
this peripheral zone. 

During the apartheid’s regime, mobility on a larger scale was installed 
with a grid of roads that acted as separators. The idea was that people of 
different race could bypass one another without interfering too much. 
These roads were constructed as wide venues and made interaction 
between the two sides of the roads not easy. In many cases, walls have 
been put up on both sides that enhance this separation. Because Cape 
Town is such a car-orientated city, the grid of roads weighs heavy on the 
environment. Today, the Tygerberg District plan puts forward a multi-
directional accessibility grid with a number of different types of corridors. 
It is the intention of the district plan with this grid to connect advantaged 
with disadvantaged areas and redistribute opportunity. We fear that 
embracing this idea of a multi-directional accessibility grid could result 
in an enhancement of the enclave system. Boosted by a thriving security 
economy with gated communities, enclaves are nowadays the standard of 
Cape Town. To counter these enclaves and pleat for more integration, the 
district plan focuses on intersection points of the grid. In reality however, 
Bellville CBD can be seen as one of the larges intersection points, but few 
is done to use the potential. The green belt for example is just built over 
at the point of intersection with Voortrekker Road without embracing its 
potential to bring some green in the CBD area. 

- Peripheral program

The last spatial structure or characteristic is the presence of peripheral 
program. Situated in the zone of the urban sprawl of Cape Town, Bellville 
contains a lot of peripheral functions. Big hospitals, industrial zones, mass 
housing for the working class, airports,… are all examples of program for 
which there is no room in the Cape Town CBD. Program with buildings 
that are too big and not attractive enough to fit in the historical CBD 
but also necessary for the proper working of a city. The home of these 
big scale functions lies within the periphery. In our historical analysis we 
saw this zone of urban sprawl gradually moving over Bellville making 
the peripheral program part of the daily life in Bellville. The historical 
core of Bellville is now hidden within the suburb of Bellville. These two 
characteristics, Bellville versus the metropolis, will keep on contesting 
each other until it becomes clear which is the dominant one. 

17   CitySpace: Tygerberg District Plan: 
Volume 2: Strategies, proposals and 
implementation framework, Mar 2011, p17
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>Redeveloping Bellville

We can say that Bellville today stands before a turning point in its history: 
it can pursue the decay of the last decade and lose more of the remaining 
business activity and investment, or it can decide to take measures and 
start to build on a new, improved Bellville. As Cape Town went through a 
period of urban decay and renewal (section 2.2), Bellville is now coming 
out of its period of decay and starting its redevelopment to rebalance the 
system of a multi nodal city. 

“STEP ONE: Creating the platform (2013-2019): The Metropolitan 
Node and Voortrekker Road Corridor undergo an urban 
turnaround from urban decay, socio economic fragmentation and 
disinvestment to urban revitalisation, socio economic upliftment, re-
investment and renewal, through the creation of an infrastructural, 
institutional and networked platform that sets in place a cycle of 
self-sustaining regeneration.”18

Because of the urban decay of Bellville CBD, partnerships have been 
founded in order to help steering the direction of the suburban economy 
around Voortrekker Road and Bellville, with the ambition to copy the 
success of the Cape Town partnership. The GTP, or Greater Tygerberg 
Partnership, is the most important one of them:

“The GTP aims to catapult the Goodwood-Parow-Bellville corridor 
from potential to prosperity. They aim to emulate the Cape Town 
Partnership’s success in the Cape Town CBD: make it safer, improve 
urban management, attract investment and create jobs.”19

The GTP will focus on managing the urban redevelopment of Bellville and 
the Voortrekker Road corridor within the bigger spatial and economic 
frameworks of the city. 

In 1996 the Metropolitan spatial development framework, MSDF, 
researched a number of options for the further development of the 
metropolis (figure 2.12). The scenario that took the upper hand, was the 
one of redistributing opportunity with a network of public Transport 
Oriented Development corridors, or TOD’s. As we discussed earlier, the 
first intention was to create a fourth urban node around the Philippi and 
connect these 4 nodes with a square of TOD’s.

The latest versions of the MSDF translated this square into a multi-
directional accessibility grid, which interprets the TOD’s as activity 
or development corridors, according to the primary use, mobility or 
commercial activities. Given the strategic locations of the TOD’s, this 
corridor system can also be used to integrate and compact the city.20 The 
idea of compacting of the city has however not yet been translated into 
hard actions and the city even thinks about ignoring this intention and 
building more suburbs outside the current perimeter of the metropolis. 
Below is quoted one of the critiques on the city-plans of alleviating the 
housing backlog with a brand new housing development 25 km away 
from the urban centre. 

“Cape Town has one of the lowest densities in the world hence the 
clear opportunity to harness the multiple possibilities that come with 
increasing urban density such as walkability, accessibility, creating 
places of closeness, safety, healthy communities and better quality 
of life all the while providing much needed housing and places of 
business. Add integrated public transport, abundant green space 
in conjunction with water harvesting and conservation, renewable 
energy and local support for innovation and creative industries and 
you have a true sustainable community. Sadly our city falls short 
of delivering a suite of such integrated benefits focusing rather on 
fragmented solutions within a fragmented system. With no overhaul 
of the status-quo in sight, will WesCape really be able to live up to 
its promises within the current system?”21

The critique teaches us that the MSDF is far from waterproof and the 
solutions in practice are not always in line with the framework. Given the 
good intentions of the MSDF, it should be given more consequences. 
In line with the big scale strategy of the spatial development plan, the GTP 
starts from the basis of the Transit orientated development or TOD. This 
implies the economic strengthening of the Voortrekker Road, with a close 
connection to public transport. The strategy sees Voortrekker Road as the 
‘economic backbone of the city’ connecting the 2 nodes of a bi-nodal city. 

Figure 2.24: The urban core corridor 
connecting a bi-nodal city. According 
to us, the corridor is located too much 
northwards to achieve a solution for the 
entire city. 
MSDF, p31

This idea of a bi-nodal city is perhaps too harsh, although it incorporates a 
lot of the economic activity, important parts of the city are ignored. More 
important, the redistribution of opportunity becomes more difficult: 
the MSDF states that the corridor is centrally located and therefore in a 
good position to connect north and south, looking in a geographic and 
certainly in a demographic way, it is obviously located on the northern 

18  Voortrekker Road Corridor 
regeneration framework: Beta Version, 24 
Feb. 2013, p2

19  NEL R., de WET A., “10 reasons why 
Bellville could boom or bust”, 9 Apr 2013

20  Voortrekker Road Corridor 
regeneration framework: Beta Version, 24 
Feb. 2013, p18

21  NELSON R., Future of Cape Town 
officially compromised: is Wescape a band-
aid solution?, 6 Feb 2014
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part of the city and hence excludes the southern, most inhabited, parts 
of opportunity. More important than whether the system is seen in a 
bi-nodal, multi nodal, urban core or accessibility grid system is the fact 
that all systems need Bellville to be redeveloped. As discussed within the 
historical mapping of Bellville, Bellville has become the biggest suburb of 
the metropolis, but the need for an identity of its own also presented itself. 
This redevelopment and need for identity were bundled in the ambition 
to profile Bellville the second urban node of Cape Town. To achieve this 
goal a number of redevelopment topics are presented by the Voortrekker 
Road regeneration framework:

- Redeveloping major pieces of underutilised public land including the 
Tygerberg Hospital, the Belcon site, the parking across the taxi rank 
in Bellville CBD,… These redevelopments can be seen as acupuncture 
projects where the region will benefit from in short- or mid-term periods.
- Make sure to maintain the good service levels to prevent an outflow of 
human capital.
- Develop the eastern (north-south) corridor and bring opportunity to the 
southern part of the Cape Flats. Creating an additional corridor starting 
or ending in Bellville will only contribute to the economic position of 
Bellville. 
- Create a better connection to the airport and exploit its proximity to 
Bellville.

Urban regeneration however doesn’t only consist of economic aspects. An 
attractive living and investment environment is also obtained by improving 
the image of a region. Using the big potential of green structures like the 
Elsies River system can create an enormous turnover in the appreciation 
of a neighbourhood. Uplifting the infrastructure of the CBD is hence also 
a topic on the agenda as focussing on pedestrians, public transport and 
creating a clean and safe environment (currently the goal of the VRCID) 
is of huge importance for the image of Bellville. 
The question remains whether planning ideals as TOD’s and nodes can 
really be imposed to a city. Can new partnerships like the GTP outweigh 
projects like the Tygerberg Waterfront development, completely driven by 
real estate? Can all people benefit from the application of these planning 
ideals or do they enhance the recreation of apartheids space in a new 
economic way, leaving the poor trapped in disadvantaged areas and is it 
only about getting the urban machine to work as a machine of prosperity?22 
In Watsons ‘Change and continuity in spatial planning’ (2002) she explains 

that the power of planners during a time of rapid transformation led to 
elements of the old discourse being retained and interwoven with the new. 
Additionally, where we would all like to see certain areas cleaner and safer, 
we should also bare in mind the nature and culture of the people living in 
it. Maybe this clean and safe image that planners try to create is too much 
a western image. 

“The particular concept of society which, usually implicitly, shapes 
thinking and action in planning has been strongly shaped by post-
enlightenment and Western traditions.”23

If to many normalizing measures, at least for the western norm, are taken, 
we could lose the exiting African character of neighbourhoods.24 

>Key stakeholders of urban regeneration

In the following section we will discuss the various stakeholders of the 
region, the actors in the process of urban change discussed above. What 
are their roles in the redevelopment of Bellville and what are their spatial 
influences? Where it is easy to talk about the actors who act according to 
planned strategies, it is also important to bear in mind the less planned 
actors like the real estate market, the land property values, migration, …

- The Greater Tygerberg Partnership
Following the success of the Cape Town Partnership, the Greater Tygerberg 
Partnership (GTP) has been set up as a public benefit organisation with 
support from the City of Cape Town’s Mayoral Urban Regeneration 
Program (MURP).25 Their first goal is to consolidate and to reinforce 
the statute of Bellville as Cape Town’s second metropolitan node within 
the contours of the governmental strategies for the region, whom are 
mentioned above. Or with more words: 

“Initiate, mobilise, lead, manage, organise and oversee the identified 
knowledge, innovation and implementation partners in the business, city, 
civil society and the academic sectors into a functioning network in order 
to establish a shared vision and common agenda aligning mandates, 
ideas and resources with the purpose to manage, develop and promote the 
area.”26

22  MURRAY N., SHEPHERD N., 
HALL M., Desire Lines: Space, Memory 
and Identity in the Post-Apartheid City, 
Routledge, London, 2007, p240

23  MURRAY N., SHEPHERD N., HALL 
M., Desire Lines, p69

24  MURRAY N., SHEPHERD N., HALL 
M., Desire Lines, p284

25  GTP, Presentation: Initial spatial 
argument for Cape Town’s second 
Metropolitan node, 10 Feb 2 014, slide 3

26  http://www.gtp.org.za/about/mission-
and-vision/?id=16, last consulted on 
26/05/2014
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The main aspect of the GTP business model is collaboration, the 
acknowledgement that one has to search and find partners to accomplish 
goals. Ralph Hamann, professor at the University of Cape Town, UCT, 
with research on organisational and governance responses to complex 
social and environmental problems, said the following: 

“Cross-sector partnerships involve some form of structured 
collaboration between organisations from business, government 
and civil society on the basis of converging interests, focused on 
achieving joint objectives. Partnerships exist on different scales and 
take different forms, but they have in common the expectation that 
the participants can achieve their objectives more effectively and 
efficiently through strategic alliances with others rather than acting 
independently.”27

According to Hamann the GTP is an innovation and dialogue partnership, 
which means it seeks a guiding or facilitative framework for action. 
They try to bring all the partners of a project together and point out the 
advantages for each other, they try to stimulate investment and project 
development. We see this idea of bringing people together return in 
the composition of the board, containing various regional stakeholders. 
Stellenbosch University, UWC, big companies like Sanlam and other 
partnerships are all represented in the GTP. One of the main goals of 
the GTP is to bring innovation to Bellville and with a combination 
of key economic and knowledge stakeholders in the region, there is a 
lot of potential for development. But if the project partners decide the 
project is not viable, the GTP can’t do much more. They lack some sort of 
decisiveness in actions, they cannot build the building themselves… This 
is why Hamman says dialogue partnerships are mostly combined with 
implementation partnerships, partnerships that predominantly deal with 
financing and managing action to achieve particular, tangible objectives. 
In our case, the GTP forms a couple with the Voortrekker Road City 
Improvement District (VRCID). 

-On the one hand, the VRCID focuses on the ‘here and now’. 
Its strength is its attention to detail, and its ability to provide 
immediate responses to urban management problems and have a 
visible presence on the streets. In other words, implementation. 
-On the other hand, the Partnership concentrates on ‘what happens 
tomorrow’. It focuses on the broader socio-economic context, 

brings diverse partners (and points of view) together, and is 
able to initiate new ideas and longer-term programmes. In other 
words, an innovation and dialogue partnership, focusing on 
strategic initiatives, sometimes beyond the Central City.28

The VRCID, financed by the local economy and not the government, 
hence tries to stabilize the environment with the ‘clean and safe’ method. 
This clean and safe environment can then more easily be ‘sold’ to new 
investors by the GTP. It is obvious the one partnership can’t exist without 
the other. 

- The Voortrekker Road City Improvement District

Figure 2.25:  The clearly marked area 
of the VRCID, consisting out of a large 
portion of the Voortrekker Road corridor 
and a small piece of Durban Road.
http://vrcid.co.za

Figure 2.26: A VRCID stable box observe 
post, mostly put down in the worst areas 
to create a renewed idea of governance. 
VRCID annual report 2013

A City Improvement District or CID is defined as a non-profit 
organisation, which enhances the social and physical environment of 
an area with strict boundaries. The income of CID’s are derived from 
taxing the property owners in the designated area, independently from 
the government. The main goal of the VRCID is hence to give something 
back to their taxpayers, to lift the property values of the environment. It 
is their ambition to improve public space by creating and maintaining a 
clean and safe environment. 

To see how this ambition is achieved we went along on patrol. It became 
clear that that the project is still a work in progress. The ‘clean’ side of the 
story is achieved by employing several people to clean the streets. Problems 
here are: an overlap of this task with the governmental employees leads 
to more work for the CID because some of the public workers rely too 
much on the fact that the CID is there. But the main problem is that this 
cleaning of the environment is just a removal of the symptoms instead 
of addressing the issue with placing more garbage cans or launching a 
sensitisation campaign about the proper disposal of garbage. The CID 
can’t do this because only the government has the mandate to do so. This 
pleads again for a more integrated collaboration between third parties and 
the government. 
The other side, the ‘safe’ side of the story, consist mainly of social work. 
The CID patrol tries to integrate itself in the urban tissue with inside 
contacts to determine social issues. Patrolling also restores the idea of 
governance that was almost non-existing in the worst parts of Bellville. 
For example, in critical neighbourhoods the VRCID puts down a stable 
box (figure 2.27), which is permanently occupied to keep an eye on the 

27  Cross-sector Partnerships and Urban 
Regeneration in the Cape Town Central 
City: Lessons from the Cape Town 
Partnership, Nov. 2012, p1

28  Lessons from the Cape Town 
Partnership, Nov. 2012, p1
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streets. Criminal activity hence gets at least the idea that they are doing 
something criminal, and this indicates the battle is not yet lost. When the 
CID or the police would just turn their backs to criminals, like the police 
does in some parts of Cape Town, criminality almost becomes legitimate 
and the way back will be very difficult. In order to enforce this idea of 
governance, the CID collaborates with the SAPS (South African Police 
Service) and other law enforcement agencies. This results in a certain 
decisiveness of the patrol agents, who are now able to act when something 
goes bad. 

Criticism: 

In restructuring the apartheid state, the government chose for a neoliberal 
program. The goal was to integrate in global economy by relying on the 
liberal market systems. Choosing this, the cities and municipalities are 
encouraged to run their operations like a private business, in order to get 
more revenue, municipal governments focus on the profitable spaces and 
make them more attractive for consumption and investment. This leads 
to the uneven social and spatial developments of the neoliberal city and 
creates spaces of advantage and disadvantage. 

“The distribution of forces is unrelated to need, as the urban 
areas with the highest crime rates receive no remotely comparable 
share of the City’s security enforcement. It’s rationale is economic: 
displacing crime from affluent areas with lucrative consumption to 
less lucrative and so less privileged areas, where property owners 
cannot afford to purchase additional safety.”29

CID’s and economic partnerships are the result of the entrepreneurial 
inspiration of governance. It is the CID’s goal to socially sanitize the 
economically selected public spaces by for example controlling informal 
traders, homeless people, street kids,... The partnerships thus exclude 
the poor from the economic system and simultaneously promote a 
multicultural city for all, a contradictive approach. 

Taking the informal traders as an example, we can explain the separate 
visions about the CID’s. On the one hand there is the first vision that 
emphasises the need for everyone to have the right on their urban 
citizenship and the right to survive in the city. Is it because they trade in 
a different way they should do it in a different place? The main argument 

is that if we relocate the informal traders to less affluent parts of the city, 
this is just a relocation of certain problems. Derek Bock, Chief Operation 
Officer of the VRCID, on the other hand tries to counter this argument 
with the anecdote of people who are promised a job, being transported 
to Bellville CBD for a certain amount of money, and then dropped in 
the CBD without a job or contacts. This common problem forms an 
important part of the homeless and workless issues in the CBD. What the 
CID tries to do in these specific cases is to help the people getting home 
again. Instead of simply relocating the problems of the CBD, they try to 
act as social workers, collaborating with a lot of social NGO’s in doing so. 

- University Of The Western Cape

In the introduction the ideology and mission of UWC were already briefly 
sketched. In this section we will focus more on the practical side, what can 
UWC mean for its environment in the short term and where does it fit in 
the bigger strategy of Bellville’s urban regeneration? Given the various bits 
of city UWC owns, it can be said they opt for an acupuncture approach. 
Setting an example for the many or trying to guide evolutions are the goals 
here. A project still in the design phase is the recently bought Jan S Marais 
hospital in Bellville CBD. The ambition with this building is to provide 
services for the students as well as the people30, UWC tries to tackle two 
problems at once. In our meeting with Larry Pokpas, institutional planner 
at UWC, it also became clear that the story of rich vs. poor has to be 
nuanced. Most of the buildings in the decayed environment of Bellville 
CBD are actually owned by rich people. They use these buildings to 
exploit homeless people with inhumane rental conditions. The owners 
don’t care if the building gradually gets destroyed in the process, this 
will lower the real estate prices of the direct surrounding and potentially 
bring new investment opportunities. UWC chose to play a different part 
in this story. Buying a building and restoring this, if possible giving it a 
better façade to lift the environment up, UWC tries to pull other investors 
along in the process. By stopping the inhumane practices and raising 
the real estate prices, they try to revert the process of urban decay with 
direct actions. This example is the practical translation of the mission 
to be ‘an engaged university’. An engagement that is also in their own 
benefit as: “The improvement of the campus and its environment should 
enable the Bellville region to attract and retain significantly more talent 
and accommodate advances in information technology, to the advantage 
of the educational institutions and the City”.31 What is also remarkable, 
and at the same time logical given the position of the main campus, that 

29  MIRAFTAB F., “Governing Post 
Apartheid Spatiality: Implementing City 
Improvement Districts in Cape Town”, 
Antipode, Vol. 3, No. 4, p 611

30  Interview Larry Pokpas, institutional 
planner at UWC, UWC, Bellville,  
12/03/2014

31  Institutional operating plan 2010-2014, 
UWC, p46
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most of the real estate UWC owns is located around the Transnet site. 
The main campus is located on the southern edge, the Tygerberg Hospital 
dentistry faculty on the western edge, the Jan S Marais hospital in the 
north and in the east some student residencies are available. All these 
parts make sure UWC has an excellent negotiating position when land 
from the gigantic Transnet site is unlocked for new development, it puts 
UWC in the position to help steer the future development.
This strategy of UWC is a reaction to what they state to be one of the risks 
for the university, the competition for strategic land use. 

“UWC is exceptionally well located in the centre of metropolitan 
Cape Town. The main campus is close to Cape Town International 
Airport and two national freeways. It has rail and transportation 
routes on its doorstep. It is also well served by a road system that 
brings traffic from all sectors of the City to the west, and increasing 
numbers from the developing areas to the south and east. However, 
it is cut off from the major urban centre in Bellville and from the 
mainstream life of the city by the Bellrail container depot.”32

Given the trapped position of UWC in the city, constrained by old 
industry to the east and west and by vacant land to the north and south of 
the campus, the vacant land can also be seen as an opportunity to let the 
universities grow in a north south direction. This could, in combination 
with the new north south corridor, lead to an innovation corridor where 
universities and new industries are the key stakeholders. 
Another spatial risk they bring forward is the limitation of land capacity. 
The main campus has only certain possibilities and many future ideas 
like a science park or more student housing in the form of a student city 
are not possible on the main campus itself. It is thus strategically very 
interesting for UWC to work itself in on the boundaries of this big vacant 
site that evidently has to be developed eventually. 

- Tygerberg Hospital: Departments of Health and Public Works
Planned under apartheid regime, the buffer zone we discussed before 
remains the biggest urban planning question. Big lots like the Transnet 
marshalling yard and the Tygerberg Hospital site are hugely underutilised 
parts of city that, in order to further undo the apartheid legacy, need 
consequent redeveloping within a strategy on bigger scale.  In most cases, 
the government is landowner of these parcels but complicated leasing 
agreements make it difficult to take big measures. 

Most of the land on the Tygerberg Hospital site is owned by the government, 
more specific, by the Department of Public Works. They work in close 
collaboration with the Department of Health on a renewal project for the 
hospital site. Analysing the site, the department of public works was aware 
of the current problems in a very early phase as the following text, a part 
of only an incentive for a development plan, makes clear: 

“The Site is located in close proximity to the Bellville CBD and the 
Parow East Industrial area, but is completely separated from these 
important economic nodes by major railway lines. Similarly, the 
Site is in close proximity to the UWC and CPUT but is separated 
from these institutions by the Transnet marshalling yard.

However, despite it being situated ‘at the end of a cul-de-sac’ and 
being spatially disconnected, it still presents a significant opportunity 
for urban infill (new development, densification and intensification 
of land uses) and regeneration. Also, the development of the new 
hospital and the existing and potential linkages with important 
academic institutions on the site provide a significant opportunity 
and impetus for development of the site.”33

We learn from this that the concrete problems for the site are acknowledged 
but the department of public works barely attempts to look for solutions 
or to think about these larger scale questions. It is also remarkable that 
in the whole text of the Tygerberg Hospital development framework 
not a single referral is made to the bigger spatial plan, the MSDF. Given 
the fact that all the spatial barriers for the hospital are pieces of land or 
infrastructure owned by the Department of Public Works, the department 
has the key to a better city in their hands but fails to use it. They rather 
focus on hollow terms as mixed-use development and attractive urban 
spaces, on an efficient and intense development, but although it is from 
crucial importance to build a new and better hospital as fast as possible, 
shouldn’t it be more?  Isn’t this just a gigantic missed opportunity? It is 
also a symptom for the underfinancing of complexes like the Tygerberg 
Hospital. The ambitions to make the site an attractive urban space depends 
on the successful realisation of the idea to attract private investment, 
given the strategy to provoke new investment with the new building. In 
our interview with Eben Mouton, director of business management of 
Stellenbosch University’s medical faculty, he pointed out that the lack of a 

32  Institutional operating plan 2010-2014, 
UWC, p47

33  Terms of Reference for the Preparation 
of a Development Framework for the 
Tygerberg Hospital Site, 19 Aug 2013, p11
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coherent vision for the site is also an obstacle for the ideal development of 
a hospital site. An example of a coherent concept could be: make the site 
a bioscience site, with attention for research, innovation and medical care 
in close relation.  But the ambition to lower the price of the new hospital 
and the according collaboration with private investment leads to the fact 
that future development is too unreliable for partners as the University of 
Stellenbosch to consider opening up their fences and really redevelop the 
hospital site. 

- Transnet freight logistics

Figure 2.27: Metropolitan location of the 
Transnet site. Located south of Bellville 
CBD, and north of the UWC main 
campus, the Transnet site makes a more 
interesting link between the two very 
hard.
Presentation: Belrail/Bellville south: 
a vision for the development of a 
metropolitan centre on the Transnet 
Bellraid site, Bellville south, DHK Urban 
concepts, 2013

Figure 2.28: A development option for 
the Transnet site. This report proposes 
a phased approach, probably the best 
approach for a site of this size.
Feasibility study: Future development 
Transnet site, ordered by GTP, 2014

The Transnet marshalling yard contains approximately 340ha (the site 
is equal in scale to Cape Town City centre) of underutilised land on 
a prominent location within the city. Intentionally planned within the 
apartheid buffer zone it is crucial to think about its development in order 
to undo this negative form of planning. In this light, a number of studies 
have already been made, mostly commissioned by UWC, one of the most 
affected stakeholders in the region. Where a first report wanted to move 
too fast and already proposed a design for the site, the second report, 
completed recently, considers the parts of the land that potentially could 
be unlocked on mid or long range terms. Respecting the future of the 
Transnet company is important because initially, the company wanted to 
expand their interests in the site, including a major shipping container 
depot, and hence needs to rethink their department’s location. Over 

the past decade it has become clear that this site will not be unlocked 
at once, but very slowly instead. It will hence be critical for the regional 
stakeholders to collaborate in function of the future development of the 
site. DHK, who developed the first study for the site, listed a number of 
arguments why the redevelopment of this site is of a huge importance:34

- The metropolitan argument: The site blocks the expansion of 
Bellville CBD and blocks all the southern connections with 
it. To give a concrete example: passengers who stopped at the 
Bellville train station used to walk to the Tygerberg Hospital 
by foot via the northern part of the Transnet site. Today this 
is not possible anymore because the whole western side of 
the site is completely fenced and there is no way to enter the 
hospital anymore. 

- Furthermore, the eastern side of the Transnet site is located 
right next to the intended metropolitan eastern corridor. 
Releasing the land next to Robert Sobukwe road, the eastern 
side of Transnet, would mean a great deal in the development 
of this corridor. 

- The spatial argument: The site has the potential to break 
through the spatial legacy of apartheid, to become a connector 
instead of a separator. The project can be used as an example 
for other development in Cape Town, as a flagship project to 
change social patterns. 

- The economic argument: Because its proximity to the 
universities and the Bellville CBD, there could be a lot of 
potential in the creating of an innovation hub. In addition, 
given the constrained site of the universities, expansion to 
the north will become of great importance for the future 
educational development.

The list of stakeholders is far from complete, we only focussed on the 
actual actors in the urban processes, actors with a certain weight. It 
became clear that the region holds a lot of potential but collaboration 
between big stakeholders will be neccesary to positively pass this turning 
point of Bellville’s development. If a coherent approach will be neglected, 
some problems will slow down the redevelopment of Bellville, problems 
we will discuss in the following and last section of this chapter.

34  Presentation: Belrail/Bellville south: a 
vision for the development of a metropolitan 
centre on the Transnet Bellraid site, Bellville 
south, DHK Urban concepts, 2013
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2.5 Bellville as the second urban node

>Bellville, pros and cons

In the previous section it became clear that Bellville decided to attempt 
turning around the negative evolutions and start to build on the further 
development of Bellville as the second urban node. But is Bellville truly 
the second urban ‘node’ of Cape Town?  What is it that defines an urban 
node? The spatial development framework gives the following definition: 

“Urban nodes are characterised by the intensity, mix and clustering 
of activities/land uses (including commercial/business development 
and associated employment opportunities, higher-order services 
and higher residential densities) at points of maximum exposure, 
convenience and urban opportunity. The generative capacity of an 
urban node is generally a function of the mix of land uses that 
it supports. Urban nodes are identified as areas for further land 
use intensification, clustering and reinforcing economic land uses, 
public services and high-density residential development.”35

Figure 2.29: Bellville Infographic: with 
over 100 000 students, 25% of the cities 
office space and three times more daily 
transport trips then the Wynberg node, 
statistically we can call Bellville the 
second urban node. 
Infographic: The case for Bellville and 
Voortrekker Road, Future Cape Town, 17 
sep 2013

Figure 2.30: Distribution of economic 
activity. We can see that Cape Town CBD 
has the most economic activity, followed 
by the office/retail city called Century City 
and then Bellville as the first secondary 
node. The Claremont/Wynberg node has 
a much lower activity and the planned 
fourth node around the Philipi is almost 
non-existent on this map. 
Draft analysis of the Cape Town Space 
Economy: Implications for spatial 
planning. August 2010. Metropolitan 
Spatial Planning, Spatial Planning and 
Urban Design. City of Cape Town

The Greater Tygerberg Partnership, brings forward the CBD of Bellville 
as the one place we should invest in the coming years.36 They defined a 
number of drivers to make the case: 

- Bellville as the most accessible place in the city. Located on the outer 
part of the multi directional accessibility grid, Bellville is currently the 
easiest accessible node for the interior of South Africa. On top of that,  
traffic from or towards Cape Town CBD also has to pass through Bellville, 
generating extra traffic. This passage flow also brings opportunities for 
an efficient public transport system, the proximity of the airport only 
enhances this aspect. Integrating Bellville in the ‘mycity’ bus system would 
be a great first improvement.
- Because the current railway station is an unsafe and unclean environment, 
the use of the Bellville train station is discouraged. Since it is the aim 
to create a more pedestrian oriented CBD and provide alternatives for 
the car, this station and the railway connection, currently the second 
biggest in the metropolis, is of crucial importance. Uplifting the station 
environment is hence a necessity. The influence of the station can even be 
improved by using the potential of a new railway link with Philippi and 
Khayelitscha. 
- There is a lot of spatial and economical potential in the area. A lot of 
land is still underutilised. In the buffer zone of apartheid planning we can 
find many sites that are strongly underdeveloped, with key examples like 
the Tygerberg Hospital and the Belcon/Transnet site. And with more then 
100000 students enrolled in proximity of the CBD, there is also a lot of 
knowledge potential present for possible innovation projects. 
- As a spearhead for the entire Voortrekker Road corridor , Bellville 
has the ability to become a model project and affect the greater region. 
Supporting innovation hubs in Bellville will spread knowledge to the 
direct environment. 
- Bellville is the second metropolitan node of Cape Town. Apart from the 
Cape Town central CBD, Bellville is the most concentrated node of the 
second tier nodes. The Philippi node is still under construction and the 

35  Cape Town Spatial Development 
Framework, p32

36  Presentation: “Seven drivers to redevelop 
Bellville station as a priority”, 17 Jan. 2014

If an urban node is a relative dens area with a specific economic character 
we can most certainly call Bellville an urban node. The statistics prove 
that Bellville is the second largest player of the metropolis in a number 
of aspects with among them economic activity (figures 2.30, 2.31). Can 
we call Bellville thus the second metropolitan node? Below a number of 
reports are incorporated about the up and downsides of Bellville in the 
metropolitan region. 
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western node is divided over Claremont and Wynberg. The numbers only 
enforce this conclusion (see figures 2.30 and 2.31).

Parallel with the previous case, Future Cape Town also posted an article 
about the chances of Bellville compared to the Cape Town CBD37. They 
came up with 5 pro’s and con’s: 

Pro: 
-Bellville has generally much lower property values then Cape Town, 
making it the ideal place for young entrepreneurs and new companies.
-Given the fact that Bellville has almost no historical heritage, building 
regulations are much more forgiving.
-Located near the N1, the northern railway and Voortrekker Road, 
Bellville has a unique position in the transport network.
-The proximity to UWC, CPUT and the medical campus of Stellenbosch 
University grants Bellville access to a big portion of the human capital in 
the region.
-Redistribution of the economic opportunity after the apartheids era 
would imply a shift of the economy towards Bellville.

Contra: 
-Being neglected for too long, Bellville, and especially the CBD, has 
developed a high crime rate, which led to a flight of capital to Tygervalley 
and Durbanville. 
-Bellville seems to be trapped in another decade. Poor aesthetics of 
buildings and public space do not help attracting new investments. 
-The good position in the transport system needs to be further developed 
because this transport system also has constraints. Capacity limitations of 
the N1, the need for upgrade of the railway infrastructure and the lack of 
a proper north-south connection generates a lot of mobility issues. Luring 
more business to Bellville, generating additional traffic, would increase 
these mobility issues only further. 
-New communities have to be integrated properly in the 
economic and social system in order for them to contribute. 
-A forced shift from investment from other economic nodes to Bellville 
is rather difficult, looking into new markets and investments would be a 
better approach.

It is certain that Bellville has a locational advantage over other suburban 
nodes, a lot of underutilised space and the right stakeholders for 

innovative industries. It would hence be logical to call Bellville the second 
metropolitan node. There is however an economic shift towards the north:

“The Bellville CBD has been affected by the shift of A-grade office 
accommodation and high-end retail activity to Tygervalley. It 
remains the second most important concentration of service sector 
activities and public institutions, such as Home Affairs, although 
parts of it are in need of an upgrade.”38

The economic and resources shift towards the north is predominantly 
due to the decay of Bellville CBD. Another part of the reason why the 
economy is slowly moving towards the north is the upcoming of the N1 
super corridor. Being a high mobility corridor, car oriented and therefore 
neglecting the lowest classes, new economic program like Century City 
and the Tygerberg waterfront rise in the proximity of this freeway. 
Nowadays Voortrekker Road is still a car-orientated corridor like the N1 
but with a lower capacity and hence lower potential income. It would 
be more profitable to distinguish one from another. If Voortrekker Road 
would concentrate more on public transport and pedestrians, this could 
lead to new opportunities that differ from the ones of the N1 corridor. 
This would be better than attempting to bring back the investment from 
the N1 towards Bellville.
Because of this shift of economy to the northern Tygervalley, redeveloping 
Bellville CBD has become a priority in order to keep the centre of the 
node from moving more northwards where it can no longer contribute to 
bringing balance to the spatial distribution of economic activity.

>The postage stamp method

There are however some additional threads regarding the redevelopment 
of Bellville as second urban node. As briefly mentioned before, the public 
space of Bellville is nowadays dominated by wide roads, parking space 
and by a number of disintegrated peripheral sites. These forms of space 
create a separated or disintegrated urban environment, and are the biggest 
problems Bellville has. The Bellville redevelopment strategy will thus be 
crucial because it can enhance or decrease this disintegration. Since that 
redevelopment is nowadays a composite of  different proposals, integration 
is still hard to accomplish. Below, we will examine a number of proposals 
for the Tygerberg region, working from north to south.

38  Cape Town Spatial Development 
Framework, p21

37  NEL R., de WET A., “10 reasons why 
Bellville could boom or bust”, 9 Apr 2013
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- Broader Tygervalley framework Bellville – Citythinkspace June 201239

Figure 2.31: Map of the synthesis of 
the Broader Tygervalley Framework. 
Remarkable is the attempt for integration 
with the use of greater urban structures 
like the green belt, a pedestrianisation of 
Durban Road,…
http://citythinkspace.com/broader-tyger-
valley-framework/, last consulted on 
3/06/2014

Figure 2.32: The goal of Citythinkspace is 
to create a coherent and attractive public 
space.
http://citythinkspace.com/broader-tyger-
valley-framework/, last consulted on 
3/06/2014

The city of Cape Town commissioned the study for the upcoming region of 
the Tygervalley to Citythinkspace. The aim of the project was to strengthen 
the attractiveness of Tygervalley and guide its future development.

“The urban design framework proposes the creation of a high-
density, mixed-use urban node interwoven with high quality 
open spaces along its river system. It is envisaged as a civic centre, 
offering a range of unique spaces, public activities, entertainment 
and urban living in the northern suburbs. Further to this the 
framework proposes a node that is a convenient and safe place to 
live and work for a range of users.”

Citythinkspace hence focuses strongly on the creation of an attractive 
and coherent public space, lifted up by the qualities of green structures. 
A remarkable aspect of the plan is the option to use Carl Cronje drive 
as the main road of mobility where as Durban Road becomes more a 
pedestrian oriented structure, a choice that we strongly support. Also the 
attention for the green belt structure is a distinct choice. Compared to 
the Tygerberg District Plan, more space is kept available for the river 
system. Citythinkspace also emphasizes the need for a coherent plan 
and collaboration between different stakeholders in the region. The 
complexities of government structures still block a good and decisive 
approach for urban planning.

- Tygerberg district plan – CitySpace 201140

Figure 2.33: Tygerberg district plan 
composite. The blue zones are zones 
of intensification and the yellow ones, 
complete new developments (notice the 
Stikland Hospital site). We also see that 
the Transnet site is nothing more than a 
grey zone. 
CitySpace: Tygerberg District Plan: Volume 
2: Strategies, proposals and implementation 
framework, Mar 2011

The Tygerberg District Plan, or TDP, is, along with the Cape Town zoning 
scheme, the local translation of the MSDF. The most noticeable aspects 
of the TDP composite map are the areas of intensification, which can 
be found around the Bellville CBD and the Voortrekker Road corridor, 
completely in line with the MSDF. A more radical area of new urban infill 
is the Stikland psychiatric hospital site. These intensifications have the 
ambition to strengthen the position of Bellville as Cape Town’s second 
node by providing more space for economic development.
Similar to the previous scheme of CityThinkSpace is the use of the green 
belt system although we notice an interruption of the system by another 
zone of intensification in the Tygervalley. Around Bellville CBD the 
green spaces return, planned in the underutilised spaces on the western 
side of the CBD and the parking lot direct to the north of the taxi rank, 
to end with a green zone at the centre of the Transnet site. This site is 
coloured grey on the map because it is not yet sure what relations with the 
environment are envisioned here. 
Furthermore, the mobility issues are addressed with a different approach 
compared to the previous one. A connection between the north and 
south is made on the vacant land of the old industrial railway line. The 
remarkable aspect however is the decision to maintain Durban road 
as the primary north-south mobility structure whereas the proposal of 
Citythinkspace opted for Carl Cronje Drive. At the same time Durban 
Road should be developed as an activity corridor. We feel that combining 
these high mobility and public aspects together results in conflicting 
interests with no good solution for the both. 
The southern part of the north-south corridor, that should eventually 
connect the Bellville and Philippi node, is in the district plan only 
enforced with a small intensification zone on the edge of the Transnet 
site. The question remains whether this will truly have an impact on the 
formation of the corridor.

39  http://citythinkspace.com/broader-
tyger-valley-framework/, last consulted on 
3/06/2014

40  CitySpace: Tygerberg District Plan: 
Volume 2: Strategies, proposals and 
implementation framework, Mar 2011
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- Bellville CBD

Figure 2.34: A redesign proposal for the 
Bellville train station and transport hubs. 
Most noticeable are the link between 
the north and the south of the station, a 
zone of development on the vacant land 
south of the station and a new bus and 
taxi terminal( red zones northeast of the 
station).
GTP, Presentation: Initial spatial argument 
for Cape Town’s second Metropolitan node, 
10 Feb 2014

The place where all spatial structures intersect each other, the Bellville CBD, 
holds the biggest potential of the whole region. The CBD is completely 
intertwined with transport infrastructure, with a taxi and bus rank and 
the second biggest train station of the metropolis. This train station is 
at the same time also one of the biggest barriers for further evolution of 
Bellville CBD, lying trapped between the station and Voortrekker Road. 
These aspects combined make the CBD a critical urban joint that is in 
need of a coherent design proposal. The proposal that is available to us, 
focuses strongly on bringing the green belt in the core of the CBD giving 
it more pedestrian qualities. The idea of pedestrianisation is further 
developed with the optimisation of the taxi and bus ranks and their 
circulation patterns within the CBD. The most critical part is probably the 
connection to the south of the station. The makers of this plan realised 
this, although the connection is not very detailed. The connection should 
enable a link between the CBD and possible future development on the 
vacant land directly south of the station, as well as it should enlarge the 
influence zone of the station. Other opportunities for the area lie within 
the underutilised spaces on the eastern and western edges of the CBD, 
mostly parking space at the moment. 

- Transnet site

Figure 2.35: Figure 23: A redesign 
proposal for Transnet site. 
Presentation: Belrail/Bellville south: a vision 
for the development of a metropolitan 
centre on the Transnet Belrail site, Bellville 
south, DHK Urban concepts, 2013

The Transnet site is already discussed in section 2.4 under the urban 
stakeholder of the Transnet Freight Logistics. The biggest opportunity 
here lies in the realisation of the north south corridor. Not too many 
designs are drawn up for this site, the proposal from DHK is yet the only 
one who makes a spatial statement about it. Mainly from the position of 
UWC, it proposes a student city, residential housing, industrial use,.. It 
also presents an attachment of the green belt and tries to make the site 
a connector site by connecting the critical points of the edges. On the 
displayed image, the dangers of a proposal of this size also come forward. 
The enormous size of the precinct makes it easy to lose a sense of scale in 
the design, almost an entire city can be fitted at this location. We know 
from historical examples that planning a city from scratch is not easy and 
would require a lot more than a few connections. A fazed approach would 
be more recommended. 

- Tygerberg Hospital site

Figure 2.36: Choosing a potential site for 
the new hospital.
ARUP, Tygerberg Hospital redevelopment 
options study, draft January 2014

The Tygerberg Hospital is currently in the initiation phase of redevelopment, 
potential sites for a new hospital are considered. Site C is already rejected 
due to a too big distance with the University of Stellenbosch. Distance, 
the reduction of walking for the expensive doctors, is a topic that returns 
a number of times during development discussions. The sites A and 
B, located on the parking lots east and west of the hospital, are now 
investigated. The site on the western edge of the hospital site seems to 
be the preferred site at the moment, due to the proximity of the Francie 
Van Zijl Avenue and easy access. Considering the other evolutions in the 
environment it seems more logical to us that the eastern edge, the edge 
right next to possible future development on the Transnet site, would be 
further investigated. Developing this eastern edge could possibly kick-
start the redevelopment of Bellville. 

Figure 2.37: Open Space Structure of the 
UWC main campus.
J. Elliot, UWC Preliminary guide plan, 
February 2006

In the same framework of the DHK 

proposal for the Transnet site, a masterplan for the main campus of UWC 
was also drawn up. Considering the limited size of the main campus site, 
intensification is needed for further growth. This proposal mostly focuses 
on the public space and green qualities of the campus. It also intends 
to respond or interact with future development around the campus. It 
provides for example interaction points where future connecting roads 
from the Transnet scheme could attach to, or sets a number of buildings, 
who are recently finished, at the edge of the site to give the campus a face 
to the city. Despite the outward reaching measures, the campus remains 
inward looking and is predominantly further developed as a greenfield 
campus, providing a normalised environment within its boundaries.

- UWC
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- The postage stamp plan Figure 2.38: A collage of the postage 
stamp urban design method. 

Looking at the collage of all the separate proposals, we notice that the 
evolutions are predominantly located on the north-south axis. A second 
spear point seems to be the strengthening of the Bellville node with 
intensification and urban redevelopment projects. All of this lies in line 
with the MSDF who stated the need for an additional north south corridor, 
a connection to the disadvantaged parts of the city. It seems hence that 
the big metropolitan plan affects the planning projects at local scale. If we 
however only consider projects in a more concrete state, projects being 
under construction or about to, only the northern suburbs seem to move 
forward while the Bellville CBD and everything south of it remains on 
the planning table. The Tygerberg Hospital is an exception on this rule. 
Should it decide to place its development in a broader spectrum, a true 
urban statement could be given. 
Another aspect of all discussed proposals is the fact that, apart from 
Citythinkspace, all planners focus strongly on their own piece of the urban 
environment. Some connections to neighbours are proposed but almost 
none are executed so far. This keeps the current landscape of enclaves 
and disintegration mostly in place. Maybe the city could provide a first 
step in the integration process, providing infrastructures as narrower 
roads that enable interaction between its two sides, or public space for 
development to attach to. The Tygerberg District plan however does not 
specifically go into these matters, they do provide corridors for integration 
on the metropolitan scale but these do not help the conversion of Bellville 
towards a less fragmented space. 
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>Case study: Tygerberg Hospital as an island in the 
metropolis

In this section we will connect the story of Bellville with the one of the 
Tygerberg Hospital. The hospital’s position was determined because of 
its peripheral character and the fact that it fitted right in the idea of the 
apartheid’s buffer zone. Aside the separating aspect for the buffer zone, it 
was also a good location for medical research as it served all population 
groups, on each side of the buffer zone. The separating aspect however 
led to the fact that the Tygerberg Hospital has nowadays little interactions 
with the environment. Since this story of disintegration is one of the 
biggest threads for the redeveloping of Bellville as a second node, we will 
use the Tygerberg Hospital as a case study to explain what this means on 
the scale of one site or building. 
As told in the introduction, during our fieldwork presentation an 
important question arose. Why do we consider the Tygerberg Hospital 
to be part of Bellville whereas it is actually located in the municipality 
of Parow? At first we did this because it felt spatially more connected to 
Bellville, but was this assumption well founded? We can say that there is 
a contradiction between spatial and bureaucratic connections. To address 
this contradiction we will discuss below the variety of defined areas in 
which the hospital is situated. 

- The Cadastral zoning plan
According to the Chief General Survey, the governmental branch that 
provides the cadastral surveys, the Tygerberg Hospital is located within 
the municipality of Parow. Each municipality used to have its own zoning 
scheme but today they are replaced by one big zoning scheme for the 
whole region of Cape Town, in close relation to the MSDF. Looking at the 
boundaries of the old zoning schemes, we see that the Tygerberg Hospital 
is indeed a part of the Parow Municipality. But what does it mean to be 
a separate municipality? Does it have some sort of power or is it just an 
administrative centre to serve the people more efficient? In any case, the 
municipal offices of Bellville are located in the same building as those of 
Parow. Can we call this separation hence only a remnant of the previous 
zoning schemes and old settlements?

- Google maps
Our first taste of the notion Bellville was through the Internet, specifically 
via Google Maps. The boundaries of the term one searches for, are 
displayed, and although Bellville’s boundaries are almost the same as those 

of the old municipal zoning scheme, the Tygerberg Hospital is remarkably 
included in the municipality of Bellville. Google uses a variety of sources 
to produce its maps, containing user submitted and third party content41, 
and we know that thereby the results aren’t always reliable concerning the 
details. But this mistake makes us wonder, how did the government of 
Cape Town define these boundaries? In most cases, areas are defined by 
structures as Roads, rivers,.. or a change in morphology, population,… But 
the line between Bellville and Parow seems to be very thin. Considering 
the Tygerberg Hospital’s scale, one would rather say that it has more or 
less the same properties as the Transnet site right next to it, or that it has 
at least more in common with this site than the suburban housing tissue 
on the western side of the hospital. It hence seems to us that the municipal 
boundaries are not drawn at a spatial basis.
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EXISTING CITY OF CAPE TOWN ZONING SCHEMES

Figure 2.39: Previous boundaries of zoning 
schemes, with the Tygerberg Hospital as a 
part of the Parow municipality. 
h t t p : / / w w w. c a p e t o w n . g o v. z a / e n /
Planningportal/Pages/Zoningscheme.aspx, 
last consulted on 31/05/2014

Figure 2.40: The boundaries of Bellville, 
according to Google maps.
https://www.google.be/maps/place/Bellville

- Tygerberg district
The spatial plan, one scale down from the MSDF, is the district plan. 
For the region Bellville-Parow, there exists the Tygerberg district plan. 
This is an extra areal definition in addition to the old zoning schemes or 
municipal boundaries. The area is described as: 

“It comprises a number of well-established, older suburbs such 
as Goodwood, Elsies River, Bonteheuwel, Bishop Lavis, Parow, 
Bellville and Kuilsriver and newer suburbs such as Delft, Belhar, 
Bothasig, Panorama, Ridgewood and Edgemead.”

“Tygerberg District study area boundaries are along Vanguard 
Drive/ N7 in the west, the Urban Edge and the Tygerberg Hills 
in the north-east, the N1 National Road in the north, the R300, 
Bottelary Road, The City of Cape Town municipal boundary in the 
east, Polkadraai Road, the R300 and the N2 National Road in the 
south. The district has common boundaries with Districts A, B, C, 
F, and G. Refer to Map 1 for the location of Tygerberg District.”42

It seems the delineation of this district is more rational than the one 
of municipalities. The district is a more coherent area with a common 
morphology and population and with common urban problems. The 
area is gravely marked with the structures of apartheid’s planning and 
held together by the Voortrekker Road corridor. The Tygerberg Hospital 
is located at the centre of the district and there is hence no discussion 
possible about whether it really belongs there. 

Figure 2.41: The Tygerberg district in the 
composite plan. The area is defined by 
spatial structures as the Tygerberg hills 
and big roads like the N1, N2, …
Tygerberg District Plan, p52

41  We found sources of information 
for the example of the United States: 
ht tp s : / / suppor t . goog l e . com/maps /
answer/7103?hl=en, last consulted on 
20/07/2014
42  CitySpace: Tygerberg District Plan: 
Volume 2: Strategies, proposals and 
implementation framework, Mar 2011, 
p7-8
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- Subcouncil 6

“The City of Cape Town  provides residents with a variety of 
municipal services such as health, water, wastewater and sewerage 
systems, roads and traffic safety services, and housing sites and 
services. To judge whether it is doing this effectively, the City needs 
to listen to what residents have to say. It does this via its subcouncils 
-  specialised decentralised governmental structures that give 
residents a say in local government.”43

Subcouncils, divided in wards, are a more political kind of area than the 
previous ones. The Tygerberg Hospital is located in subcouncil 6 and 
this subcouncil has a totally other kind of boundaries then the spatially 
oriented areas. The boundaries of the subcouncils appear to be based 
on demographics, neighbourhoods,… which is a logical way of dividing 
politically. 

Figure 2.42: Subcouncil 6 in the Bellville 
region.
ht tp s : / / w w w. c ap e tow n . gov. z a / e n /
subcouncils/yoursubcouncil/Pages/default.
aspx?subcouncilcode=6

We learn from all these different delineations of areas that the Tygerberg 
Hospital lies within the centre of the Tygerberg district and subcouncil 
6 but on the edge of the municipalities Parow and Bellville. As the 
municipality borders are not spatially inspired, it doesn’t matter whether 
it’s in the one or the other municipality, certainly since the municipal 
zoning schemes are abolished. We can say that the assignment to the one 
or the other municipality is mainly an administrative measure. But this 
problem with identity, that results in the fact that people do not instantly 
know where the hospital belongs to, is not only because of a variety in areas 
or planning documents, it has also to do with the spatiality of the hospital 
site itself, with the implantation of the hospital in the city. During our 
various site visits we got the impression that the hospital site was a small 
city on its own. The site does not use the various services of the city, is 
car oriented because of the few public transport options and is completely 
surrounded by a 2m high wall. The problem however is that one wall 
was not sufficient. The complexity of stakeholders on the site led to the 
creation of multiple interior boundaries in addition to the exterior ones, 
creating enclaves within enclaves. The result is a completely disintegrated 
hospital site. To discuss the spatial connections, after we just discussed 
the planned and bureaucratic connections above, we will use a number of 
layers. It is this sum of layers that results in a fortress of an enclave. 

- On the level of the building 

The first layer is the one of the building security. The normal procedure 
of entering a large-scale public facility is: you enter the building, go to the 
reception and proceed from there on. Given the crime issues of Cape Town 
it is comprehensible that the reception is not so much about information 
but about security. Yet, the reception of the main hospital is the most 
forgiving of all buildings, without a security point at the entrances. There 
are too many entrances to do so in an efficient way. The real security posts 
are located in certain sections of the hospital building, by fencing off an 
entire wing or department and sometimes just a single ward, security is 
thus handled by patrolling the wards. This fencing of various parts of the 
hospital can be called disintegration at the very smallest level. 

Figure 2.43: Even inside the hospital, one 
does not escape the fences.

- A variety in stakeholders

Because the various stakeholders maintain a different level of or approach 
to security, they fence off their own part of the site to create individual 
conditions and to not be affected by their neighbours. The biggest interior 
separation is executed by the Stellenbosch University, which entirely 
fences of their students from the main hospital site for the sake of the 
students’ safety.44 Personnel and students are able to reach the hospital but 
this does not work the other way around. The medical research council 
operates similar, entirely separated from the rest of the site. Additionally, 
but more understandable, a number of private spaces like the swimming 
pool or gardens of the residential buildings on the site are also fenced. 
Most of the separations are fences, but we can also find exmaples on the 
site of less hard separations, achieved with a difference in height. Lowered 

43  https://www.capetown.gov.za/en/
subcouncils/Pages/Home.aspx, last 
consulted on 31/05/2014

44  Interview Eben Mouton, director of 
business management of the SU Tygerberg 
Campus, SU Teaching Block, Parow, 
24/03/2014
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spaces around the admin building show that this way of separating is a 
more natural and less captive way. 
The main reason for al these fences seems to be that the different 
stakeholders do not thrust each other. The big problem is thus the lack of 
a coherent plan, as already mentioned before. A plan that enables a closer 
collaboration between each other, a plan that generates thrust. Such plan 
will greatly enhance the qualities and innovation level of the site. 

- The hospital site
The traffic passing the boundaries of the hospital site is heavily monitored. 
Ignoring the fact that you could easily pass this control with a number 
of regulations offences, it creates the idea of residing on an urban island. 
The architecture of the site only enhances this. To gain access control, the 
whole site is fenced with only 2 big entrances and a one small pedestrian 
one. Because of the widespread program, this leads inevitably to longer 
circulation patterns for all the people. This level of disintegration is 
the most common one in Cape Town, also know by the name ‘gated 
community’. 

Planned within the buffer zone of the apartheid city, the site serves as a 
separator itself. It separates the former white, northern, areas from the 
former black, southern, ones. This separation is obtained by a combination 
of various infrastructures. In order to get from the north to the south, 
one has to cross Voortrekker Road, the Tienie Meyer bypass, a number 
of railway lines and sites as the Tygerberg Hospital site and the Transnet 
site. Additionally, big roads as the Francie Van Zijl Avenue, are planned 
for an extra separation of neighbourhoods and separate the hospital site 
from the rest of the city. No direct relations with the surroundings are 
made except for the places where one enters or exits the enclave of the 
hospital. Due to a lack of good public transport connections, it is hence 
a big task for someone without a car to visit the hospital, bicycle use is 
discouraged in Cape Town and train stations are located at a half hour 
walk. The disintegration hence leads to huge problems of accessibility, 
further discussed in chapter three. 

As we explained in the previous chapter, the Tygerberg Hospital is a part of 
the public health system. It therefore works together with the other parts 
of the system. In this system, the Tygerberg hospital is predominantly a 
referral hospital and is assigned a referral zone.

“To become a patient at Tygerberg, you have to be referred by 
a primary or secondary health care facility, such as a clinic or 
doctor.”45

This referral zone is the only spatial area that matters for the hospital and 
whether the patient is a direct neighbour or lives at the far edge of the 
referral zone, is not of importance for the hospital. In addition to the lack 
of available spatial opportunities this leads to the absence of any kind of 
stimulant to interact with its direct environment. 

The conclusion of this case study is that planning ideology, security risks 
and a lack of thrust lead to a spatially and functionally disintegrated 
hospital. The hospital site is an enclave, an island in the urban tissue, 
a stamp in the postage stamp design method. In chapter four we will 
address these issues and show two possible reactions. One proposal will 
accept the enclave system and redevelop the hospital enclave from the 
inside. The second proposal will break with the system and reach out to 
Belville. Both proposals will point out the potential of the site within the 
ambition of Bellville to become the second urban node.

45  http://www.westerncape.gov.za/your_
gov/153, last consulted on 2/06/2014
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3. Tygerberg Hospital, a unique example 
of apartheid’s planning.

After two contextual chapters we will now analyse the specifics of the 
hospital site and building. Practical questions, arguments for the current 
situation and public perception are investigated. Finding material to work 
with was not easy, photographing the site was not allowed and exploring 
the hospital wit hout permission was impossible. On top of that, the 
planning material of the department of public works was only obtained 
at the end of our fieldwork period. Most of the schemes used in this 
chapter are therefore produced by ourselves, making it a predominant 
empirical analysis. For this part of our research, we spent al lot of the 
time at hospital site itself. This was essential to grasp the atmosphere and 
to search for the scars the apartheid legacy had left in the rich history of 
the building. During our wanderings through the endless wards we were 
struck by the coldness and distance of health care provided by a public 
health facility. Although it is essential to create a feeling of home in an 
environment of health, this seems impossible in the South African society, 
which is dominated by security measures. The hospital, built in 1976 by 
Andrews & Niegeman, was designed as a unique example of apartheid’s 
planning.  As an apartheid’s building in a post-apart era, the need for 
redevelopment is urgent.

Chapter cover photo by Dr. Thomson
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3.1 Andrews & Niegeman architects: profile of a practice

Douglas Andrews and Henk Niegeman bundled their talents in 1939.1 
Later associates describe them as a duo where the one complemented the 
other. 

“And Niegeman, within the firm, he was the designer, whereas An-
drews was the administrator.”2

Douglas Andrews, born and educated in Cape Town, was a man of 
standards and professional integrity, this was recognised by the SA 
Institute of architects Gold Medal in 1965. 
Niegeman on the other hand, Dutch born and trained, had a different 
profile. He added a lot more European influences to the practice. His 
experiences at Bauhaus, followed by industrial and residential work in 
Russia and California, gave his work a number of similarities with ‘the 
international style’. Being the designer of the duo, these influences will 
come to expression in the early work of the practice.
In the fifties, the practise grew with three additional partners: Dennis Tavill 
from Manchester and Bernard Shapiro and Lionel Edwards from Cape 
Town, who will gradually take over the work as Andrews & Niegeman 
retire in the next decades. Bernard Shapiro started his association with the 
practice in 1951 while he was still studying. After he qualified in 1954 he 

Figure 3.1: Douglas Andrews
http://oharchitecture.blogspot.be/2014/02/
oh16-andrews-and-niegeman.html, last 
consulted on 23/06:2014

Figure 3.2: Henk Niegeman
http://oharchitecture.blogspot.be/2014/02/
oh16-andrews-and-niegeman.html, last 
consulted on 23/06:2014

Figure 3.3: From left to right: Bernard 
Shapiro, Dennis Tavill and Lionel 
Edwards
“Profile of a practice: Andrews & Niegeman 
attain half their century”, Architect & 
Builder, p20-25, September 1990

Figure 3.4: The Rex trueform building 
with the open staircase volume in the 
corner and light surfaces.

Figure 3.5: The Tygerberg Hospital and 
admin building with in front the admin 
building, architecturally more valuable 
then the main building in the back of the 
photo.
“Profile of a practice: Andrews & Niegeman 
attain half their century”, Architect & 
Builder, p20-25, September 1990

Figure 3.6: The Groote Schuur addition 
from Shapiro. This picture really shows 
the functional and straight forward 
façade design.

went overseas to earn a Masters degree in architecture at the university of 
Illinois and later to work for Kahn and Jacobs in New York. At the end of 
the decade, Shapiro received a letter from A&N in which was proposed to 
return and work on the Tygerberg Hospital. This was an important step in 
his professional life as medical facilities would keep Shapiro busy till the 
end of his career. 

During the 40’s and 50’s, the early period of the practice, work consisted 
out of industrial buildings such as the Rex Trueform and the M Bertish 
building in Salt River, Cape Town. The first really materialises the 
influence of the international style in the early work: light and plain 
surfaces, the immense openness of the staircase volume, the use of glass, 
steel and concrete… An interesting fact about this building is that before 
the restoration, the windows showed a functional division of race. A&N 
opted to get rid of this kind of façade and moved the divided dress rooms 
and toilets to the back of the building. 
The result of this interest in and professional focus on industrial buildings 
was the commission of the teaching hospital for the University of 

Stellenbosch in the 60’s. As Niegeman was at the end of his career, he died 
in ’72, his signature is not as distinct as before. Only in the administration 
block and the dental school we can see some similarities. Bernard Shapiro 
was the partner who was most involved in the architectural aspects of the 
later work. The Tygerberg Hospital was his first big assignment in the firm 
and the topic of his theses in order to obtain an additional masters degree 
in urban and regional planning at UCT. Later, Shapiro would continue to 
build hospitals with  the firm, the redevelopment of Groote Schuur, the 
Panorama Medi-clinic as a flagship for the Rembrandt Group, surgical 
clinics in Newlands and Claremont and the addition of the radiology and 
cancer treatment block on the Tygerberg Hospital site. Health care facilities 
became a substantial part of the practice. This interest of Shapiro in health 
facilities led to him joining and counselling the International Hospital 
Federation.3 We can conclude that the Tygerberg Hospital was a turning 
point in the profile of the practice, a shift of generation from founding 
partners to younger partners. We see elements of the two generations 
in this project: the eye for detail and construction of Niegeman in the 
admin and dental building, and the emerging ideas regarding floor plan 
organisation of health care facilities, the stress on functionality over 
architectural qualities and the more brutal facades of Shapiro.  

1  Dates are adopted from an old architecture magazine: “Profile of a practice: Andrews & 
Niegeman attain half their century”, Architect & Builder, p20-25, September 1990

2  Ilse Wolf, Transcripts of interview with Dennis Tavill & Bernard Shapiro, 18 Dec 2012, p1

3  Interview Bernard Shapiro, Tokai, Cape Town, 21/03/2014
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3.2 From apartheid’s state-of-the-art hospital to dilapidated 
colossus

Tygerberg Hospital was planned as the teaching hospital of Stellenbosch 
Unversity (SU) during the 1960’s. The aforegoing decade, the university 
had been establishing its very own faculty of medicine at the Karl Bremer 
Hospital, which was the first provincial hospital on the Cape Flats when it 
opened in 1956. It was designed to serve the local population of Bellville 
and its environs, so it was not a long-term solution for the ambitions of 
Stellenbosch as it is important for an academic hospital to have a bigger 
scope, to be able to educate every aspect in health care. A hospital that has 
a larger amount of potential patients also broadens the medical field as 
there will be more specialist treatments. Already before the opening of the 
hospital, the SU started therefore to investigate the possibilities of a new 
teaching hospital. As early as november 1954, a large vacant plot south of 
the Parow (now Tiervlei) Station was assigned by the Administrator of the 
Cape Province to build a large tertiary hospital that would permanently 
house SU’s Faculty of Medicine.  The site was situated at the boundary 
between white and non-white urban areas so people could easily access 
the future hospital from both sides. In the west there was developing a 
European housing estate, while in the south the area was assigned for 
non-European housing with adjoining heavy industries alongside the 
Transnet site. The plot was vacant except for the Hardekraaltjie Cemetery 
in the north-eastern corner. This could be preserved, as the buildings of 
the hospital would be on the central axis of the site. 

Figure 3.7: Karl Bremer Hospital, first 
teaching hospital SU

After the decision towards the location of the building, Andrews and 
Niegeman were assigned to design the building. The project was of great 
importance for both the Cape government and the university, as it had 
to set an example on academic level and provide first-class health care. 
Therefore, the architects, together with the rest of the planning committee, 
invested in investigating studies and were sent abroad to visit training 
hospitals in Canada, the USA and especially Europe and Scandinavia. In 
the enthusiasm to build a new Europe after World War II there was a 
new approach in hospital architecture based on social values. Health care 
became a driving force of development and had to be a primary right in 
the new society. This was contradictory with the South African political 
and economic situation. As seen earlier in chapter 1, the neo-liberal health 
care policy was the engine of an unequal accessibility and resulted in a big 
gap between private and public hospitals. The new hospital at Tygerberg 
had to formalise apartheid in the building, thus separating people instead 
of socially unite them. 
Still, the foreign projects served as the basis of the later design of the 
hospital.4 The Södersjukhuset in Stockholm in particular, which was visited 
by the committee, shows a lot of similarities with Tygerberg Hospital. 
The design also starts from the idea of centralising all departments and 
functions of the hospital and breaks with the typical pavilion system that 
was dominating the early 20th century hospital architecture in Europe5. 
By bringing together all the different medical disciplines, a strong 
collaboration became possible, which was of great importance from an 
academic as well as medical point of view.  It is important to notice that 
the hospital was designed from this educational point of view. Medical 
training was the first objective of the new institution and was therefore 
determinative for every decision. The aforementioned centralisation of 
facilities was therefore essential for the intended interdisciplinary training. 
Bed numbers in the different departments were determined by educative 
needs instead of the real medical needs of the surrounding areas. 

Figure 3.8: A lawn marks the former 
Hardekraaltjie graveyard today, an aspect 
of the site almost nobody knows of. 

Figure 3.9: Aerial photo of 1960 of the 
Bellville region with the future Tygerberg 
Hospital site indicated in red. On the east 
side, Transet is already present and on the 
west side, a European housing estate is 
developing.
NGI

Figure 3.10 & 3.11: The symmetrical layout 
of the Södersjukhuset in Stockholm, as 
well as the centralised volume with several 
corridors plugged into it, resembles at the 
design of the main building at Tygerberg 
Hospital. 
MENS N., TIJHUIS A., De architectuur 
van het ziekenhuis : transformaties in de 
naoorlogse ziekenhuisbouw in Nederland, 
NAi, Rotterdam, 1999, pp. 93

Figure 3.12: Initial site plan for Tygerberg 
Hospital -with north-south direction 
of the symmetry axis -by Andrews & 
Niegeman
Tygerberg Hospital: Architect’s report, 
quantity surveyor’s estimate, 3 Feb 1960

4  Interview architect Bernard Shapiro, Tokai, Cape Town, 21/03/2014

5  MENS N., TIJHUIS A., De architectuur van het ziekenhuis : transformaties in de naoorlogse 
ziekenhuisbouw in Nederland, NAi, Rotterdam, 1999, pp. 42



Figure 3.13: Original plan of the ground floor of the main hospital building. The plan was 
almost entirely symmetrical, separating white (eastside) from non-whites (westside).
Department of Public Works drawing Archive, Planning material Tygerberg Hospital 1976-1988
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“In a scheme where there must be complete separation between the 
two races and where all services are centralised, a symmetrical plan 
is indicated.”6 

As Tygerberg hospital had to serve both whites and non-whites, the 
demands of apartheid resulted in the building of two hospitals back-to-
back. Tygerberg Hospital is known as the only hospital in South Africa 
that was built under these conditions.7 Most hospitals were dedicated to 
one ethnic group or had a certain degree of interaction between them. 
At Tygerberg, almost every service was duplicated in the building, which 
made the realisation very expensive. The design intentions were purely 
racist as the equipment and facilities for non-whites were mostly less than 
those for whites, notwithstanding they had to serve more people. This 
separatist design and the duplication would become the most challenging 
problem at the hospital after apartheid. It forms the basis of the inefficiency 
we see today and makes a complete redevelopment or even new hospital 
inevitable. 
The central axis is understood as the backbone of the building where 
all the services are located. These services are mostly duplicated, even if 
they are only a few metres away from each other. Some exceptions are 
made, especially on the lower ground and ground floor where delivery, 
workshops and technical facilities for the entire building are located. These 
spaces, indicated in red in the figures, are the only spaces in the building 
that were used by whites and non-whites together. On the general floors 
1 to 9, this is limited to the X-ray chambers, which proved to be too 
expensive to duplicate for both races, and some storing rooms and labs. 
In yellow, the duplicated spaces give an impression of how the rest of 
the building is conceived. Under normal circumstances, white and non-
white patients were never put in contact during their stay in the hospital 

From an organisational point of view, the apartheid legacy largely 
determined the hospital site’s layout. It was determined that the western 
side would become the white area. With the adjoining European housing 
estate and the proximity of access ways and entrances together with the 
view of Table Mountain from the hospital windows, this was the most 
favourable side of the plot. The other side was bordered by the Transnet 
grounds, with its related industry and noise.  To formalise this separation, 
the architects decided to design the entire hospital building symmetrically. 
This was literally pointed out in the design description by the architects: 

building.

Figure 3.14: Central axis of the ground 
floor, with technical functions, store 

rooms and delivery used for the entire 
building.
Figure 3.15: Central axis of floor 1, which 
is typical for the rest of the floors. Only 

the X-ray rooms and some storage rooms and staff circulation is common.

The aim of the architects was to obtain a compact plan. This is concretised 
by centralising the operating theatres in the centre of the building and 
plugging in the wards in four different slabs. In front of the central block, 
the outpatients’ part is placed and separated in- and outpatients completely 
in favour of an efficient working. 
The first foundations of the building were laid in 1963. At the same time 
two residential buildings were built for students and nurses, separated in 
white (west) and non-white (east). In 1967, the top three floors of block 
C were already opened for laboratory services for the university. Further 
on, the building was taken into service gradually. Eventually, the hospital 
opened officially on 1 October 1976, 20 years after the opening of Karl 
Bremer Hospital. The next year, there was a large-scale move from Karl 
Bremer to Tygerberg Hospital and the training of students started as well. 
The hospital buildings – indicated in red on the building evolution map 
– have known two major building phases with the general hospital in the 
centre and its service buildings on the eastern side. In the initial plans for 
the hospital there was also a separate building for the treatment of cancer 
patients. Because of budgetary difficulties, this was postponed at first 
but it would take until 1984 before these plans were concretised and the 
design of the oncology building started. It was architect Bernard Shapiro 
of the firm Andrews and Niegeman who designed the entire building. The 
oncology building, known as the X Block, was eventually completed in 
1986, making it the last large building operation on the hospital site. 
 
The Stellenbosch University has known a more constant evolution at the 
north side of the Tygerberg Hospital site. There have been four major 
building periods over the years and today, future plans for expansion are 
again on the table. Started with the teaching facilities at the centre and 
close to main hospital, the university invested in creating a real student 
campus at the northern side of Tygerberg Hospital. Several student 
housing projects were necessary to catch up with the growing student 
numbers. These are found mostly on the north-eastern side of the site.

 

6  Andrews & Niegeman Architects: Tygerberg Hospital: Architect’s report, quantity 
surveyor’s estimate, 3 Feb 1960, pp.4

7  Interview architect Bernard Shapiro,Tokai, Cape Town, 21/03/2014
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Figure 3.16: Building organisation of the Tygerberg Hospital

Figure 3.17: Aerial photo of 1966, showing 
the unfinished main hospital building
NGI

Figure 3.18: Aerial photo of 1977, showing 
the main hospital building that officially 
opened one year earlier, with the finished 
residencies and the teaching building at 
the Stellenbosch University side.
NGI



116 Tygerberg Hospital, a unique example of apartheid’s planning 117

Figure 3.19: Tygerberg Hospital, building 
evolution

Figure 3.20: Tygerberg Hospital, 
stakeholders
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The fall of apartheid in 1994 was the start of a difficult period for the 
hospital. The new national health policy proclaimed ‘equity in the per 
capita allocation of funds to the different provinces’ and scaled down 
the health budget drastically. As the health budget for the Western Cape 
was the highest in the country, there was a large shift of this budget 
towards other provinces. This forced the provincial government towards 
an advanced rationalisation process in the management of its hospitals. 
The tertiary hospitals needed to scale down in favour of the newly 
implemented district health system in which the secondary and district 
hospitals received more responsibility. Tygerberg Hospital was forced to 
reduce beds and staff members, which resulted in the closure of several 
wards. The hospital, during the ‘80s giving place to not less than 1819 
beds, and at crisis times even more than 2000, reduced its capacity in less 
than ten years to 1292 beds. 
The budgetary restraints also resulted in a loss of at least 25% of doctors 
and even more nurses. The situation reached a critical point in 1999 when 
the staff-bed ratio had dropped to a critical level and the shortage of nurses 
endangered the required ratio of nurses to beds.8 The job insecurity in the 
public health sector, along with a growing globalisation on the labour 
market made many nurses leave to the private sector or overseas. The 
closing of two nursing schools at the Tygerberg Hospital site only added 
to this problem. Up until today, staff shortage is one of the main issues of 
the hospital and can only be solved by a further rationalisation of their 
work and an increase of the budget.
The budgetary restraints meant not only a reduction of staff members. 
The operating cost of the huge hospital was very high from the beginning, 
to maintain their status of high-level academic hospital, investments 
at frequent basis were necessary. This was impossible in times of 
economisation, which made the physical infrastructure deteriorate 
completely and the equipment age very fast as it could not be replaced. 
Since there were less patients treated in total and especially less specialised 
treatments, all these savings had of course a serious impact on the teaching 
level.
 

Figure 3.21, 3.22, 3.23: Closed wards, aged 
equipment, out-of-service lifts and badly 
maintained finishing give the hospital a 
dilapidated look and contribute to its bad 
perception amongst people and in press.

After ten years of struggling, the hospital stabilised and managed to 
stop the downward spiral. The district health system started to function 
eventually, which meant an efficient referral and lower influx of patients 
at Tygerberg Hospital. To counter the reduction of patients on academic 
level, SU sent students to district hospitals where they learn the more 
general disciplines of the medical profession. Specialisation however 
remains at the Tygerberg Hospital. But a lot more needs to be done to 

turn the downward spiral upwards. The neglect of any investment and 
maintenance for more than 10 years has left its scars in the building. The 
physical appearance of the wards does not proclaim hygiene, the aged 
equipment does not cope with the ambition to be a top level institute. The 
difficult access to the site as well as the malfunctioning directions on the 
site are a legacy of the past. After 2003, there were some new adjustments 
and refurbishments of wards, but this is not enough. The perception of 
the hospital in the press has not improved for the last ten years. Stories of 
hours long waiting lines, the terrible state of the equipment9 and wards10 
up to even kidnapped babies11 and murder inside the hospital walls are 
very frequent and add to the already poor image of public health12.
In contrast to the lack of investment in and deterioration of the hospital 
building, SU kept on investing on their site at Tygerberg Hospital. With 
the building of new student housing and the planning of new teaching 
blocks, the university expresses its ambitions and believe in the project of 
Tygerberg Hospital. Only, by closing itself off of the rest of the site, the 
contrast between the SU and the rest keeps on increasing. The building 
of a new hospital, with joint forces of the different universities and the 
provincial Department of Health, can be a step towards equalisation. 
 

Figure 3.24, 3.25, 3.26: Student housing at Stellenbosch University, finished in 2011. 

   

Figure 3.27, 3.28, 3.29: Student housing for UWC, original buildings as realised in 1976.

8  BRINK A.J., DREYER W.P., 50 Years 
on the Cape Flats, a History, Stellenbosch 
University, 2006, pp.190

9  Tygerberg Hospital’s slow death, iOl, 
06/02/2005

10  Tygerberg Hospital is falling to pieces, 
Cape Argus, 28/10/2011

11  Tygerberg boosts security after baby 
drama, iOl, 28/07/2009

12  Public hospitals, a mother’s worst 
nightmare, Mail and Guardian, 06/11/2012
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3.3 Visiting the Tygerberg Hospital

Visiting the Tygerberg Hospital can be done by all means of transport. 
However, not all are given the same amount of attention by the government, 
the cheaper ways of transportation seem to be disadvantaged compared to 
the more expensive car, a strange aspect for a public hospital. This makes 
accessibility one of the main issues of the current hospital. As a public 
referral hospital, Tygerberg Hospital welcomes people from all over the 
Western Cape, patients as well as staff members and students, who mostly 
depend on public transport to get there. In a car-orientated city as Cape 
Town and especially the suburbs of Bellville were the hospital is situated, 
this causes major problems. 
The hospital is situated in the middle between Tiervlei station and Bellville 
station, from which it is still a 15 to 20 minutes walk as there are no 
shuttle-buses in between. There was a shortcut from Bellville station to the 
Hospital, along the Transnet site, but this has been cut off by a high fence. 
Nowadays people tend to get off the train at Tiervlei to take the route as 
shown in figure 3.31. This stream of pedestrians was acknowledged with 
the construction of a pedestrian entrance and has become one of the main 
access ways to the hospital, used particularly by staff members. Though 
also patients have to use it, which means they still have to take a long walk 
in sometimes difficult physical conditions.
People who can afford a car, will use it to reach the hospital. With the 
specially built Tienie Meyer by-pass, the accessibility by car is actually 
good, but this has its implications for the hospital grounds. During 
the day, the huge parking spaces are completely covered. Especially the 
parking space at the Stellenbosch University site is becoming too small, 
although it is gradually expanded throughout the past years. At peak hour, 
high traffic on-site causes waiting lines at the gates, resulting in a bad 
execution of the obligated check-ups by the security guards.
Alternatives for the car could be taking the bus or the minibus taxis. These 
minibuses are however slow, unreliable and always packed with people, 
not a comfortable way of travelling if you do not feel well. The buses show 
more potential: the hospital already has a bus stop on the site, right before 
the hospital and as we examined the circulation on the site, we saw buses 
make a loop, coming in at one entrance and going out at the other, very 
efficiently. We also noticed that a larger number of busses pass on peak 
hours but in between these peak hours it is possible you have to wait 
a long time. The biggest problem however is that people do not know 
what bus to take. The golden arrow bus service, operating on the Cape 
Flats, does not inform people well about their routes and timetables. In 

contradiction with the MyCiTy bus service, who operates in Cape Town 
CBD, where people get maps to show bus routes, golden arrow’s records 
only tell us about two routes to get to the Tygerberg Hospital and only 
a couple of times a day. Our experiences learn however that there are 
several more buses to take to or from the hospital, it is a pity that only a 
few people know about them. 

“Public transport is also an option but we know that it is not easy 
to get to the Tygerberg campus by bus or taxi. We are looking at a 
shuttle service between the station and the campus, as well as the 
possibility of a bus between the Stellenbosch and Tygerberg cam-
puses.”13

As this passage indicates, Stellenbosch is currently looking at a shuttle 
service of its own to react to the bad public transport and UWC already 
has one to connect the residence at the Tygerberg campus with the main 
campus. Thus a solution for the students has been provided, but what 
about the patients? Isn’t it problematic that a public hospital, whose target 
population is mainly a population with low income, is so badly connected 
with the public transport system? These people nowadays prefer to get 
dropped of at the hospital by someone with a car. The drivers helping 
them out often have to work during the day, which results in a lot of 
people getting dropped of around 8 am and picked up again at 5pm, 
generating big patient peaks in the hospital.14 

East entrance:

Pedestrian entrance:

South entrance:

Entrance passage: In/OutFigure 3.30: We listed the traffic flows 
trough the entrances in the late afternoon 
just before peak hours. Notable is the 
loop of buses on the site, the profile of 
exit for the eastern entrance and the big 
pedestrian stream for the pedestrian 
entrance.

13   A passage from an SU blog, reporting 
a presentation about the Tygerberg 
mobility plan: http://blogs.sun.ac.za/
news/2012/11/06/mobility-plan-for-
tygerberg-campus-launched, last consulted 
on 3/07/2014

14   Interview with Abraham Harmse, 
19/03/2014
   Mr. Harmse, head of security of the 
Tygerberg Hospital, told us that you 
can read the clock at the position of the 
patients: in the morning there is lot of 
activity at the entrance desks, later at the 
consultation wards, and at the pharmacy 
in the late afternoon. 
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Figure 3.32: A mapping of the fences. Those make it extremely hard to navigate in between 
stakeholders. Going all the way out and in again is most of the time the only solution. 
Unless you have a pass, then you can use gates to pass fences at some points. 
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Figure 3.33: The stakeholders can be divided in Hospital functions(red), Universities(blue) 
and other(yellow).  This variety of stakeholders does not cooperate well and along with a 
lack of thrust, this is a part of the cause for the compartmentalisation in the next figure.

1.  Tygerberg Hospital 4. X-Block 5.-7.  Services 

8. UWC Dentistry 10. SU Clinical Building 10. SU Fisan Building & Teaching Block

10. SU Student Residence9. UWC Student Residence 12. & 13. Social Services & Disa Hall

‘13.’ Swimming Pool 14. Doctors Accomodation 16. Medical Research Council

26. Medical Research Council17. Carel Du Toit Centre 24. Protea Court

27. Primary School
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Reaching the hospital is not the only part of the accessibility problem. 
Bad signalisation and readability of the site organisation result in a lot of 
confusion for the visitors. If you drive on the Francie Van Zijl Avenue, 
the main access road to the hospital today, the biggest entrance sign 
of Tygerberg is the one of Stellenbosch University. People hence often 
mistake themselves and enter on the Stellenbosch side, only to find 
themselves completely trapped.15 They have to go out again and drive all 
the way around the site, to enter the public part of the hospital site. This 
compartmentalisation of the site, along with the variety of the stakeholders, 
results in a space in which it is very hard to read where you have to go. 

Figure 3.34, 3.35, 3.36: The entrance sign 
of Stellenbosch compared to the one 
of the hospital. People tend to mistake 
themselves of entrance because of these. 
The third picture is one of the pedestrian 
entrance, taken from the inside.

When patients enter the proper site, they still have no clue where to drive 
to. The hospital site has two main entrances, one in the east and one 
in the south. Similar to the building organisation, the eastern side was 
an entrance for the non-white population, and the southern (west of the 
other entrance) for the white population.

Figure 3.37: Tygerberg Hospital, 
symmetry

A lot of alterations were made to it, buildings were placed and fences put 
up outside the site’s logics. Today, the symmetrical origin can still be read, 
but a new hospital might bring an end to that.
After getting out of the car, bus or taxi, the next job is to find the right 
entrance. There are four main entrances: two for patients, subdivided in 
in- and outpatients, and two mainly for staff. This division is not well 
signalled and hence a lot of patients come in through the backside of 
the hospital building. Not the biggest problem because a ward connects 
the staff and patient entrances, but it only adds to the distance covered 
walking on the site (coming in trough the staff entrance results in a detour 
of 200 metres). More problematic is that this staff entrance can be read 
from the architecture of the building where the actual patient entrance is 
completely hidden under the ambulance platforms. 

Figure 3.38: A sealed ward. Some of the 
wards aren’t used anymore, others are 
sealed for safety reasons. 

Wards
Outpatient treatment areas
Operating theatre block
Administration block

10m

“We have thus achieved a complete separation of races as from the 
moment the hospital grounds are entered.”16

Depending on which entrance the visitor took, a bunch of different 
direction signs leads the way to the designated parking lots, but these 
signs lack coherence with an abundance of them, different in size, colour 
and layout. Luckily the symmetrical site layout provided two big roads 
to the big parking spaces on the east and west side of the hospital. The 
landscape design hence saves the patient from the signalisation and leads 
them to the parking lots, an example how site organisation can help the 
visitor. However, this landscape design decreased in value over the years.

Figure 3.39: A scheme of the building 
organisation, with in the front the 
outpatient treatment areas, in the centre 
the operating theatre block, in the back 
the administrative offices and the wards 
are located on the sides.

15   Interview with Dr. Irma Kruger, SU 
medical faculty, 19/03/2014 
   Dr Kruger is a researcher at Stellenbosch 
University and worked for many years as a 
doctor in the main hospital building.

16  Andrews & Niegeman Architects: 
Tygerberg Hospital: Architect’s report, 
quantity surveyor’s estimate, 3 Feb 1960, 
pp.5
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Figure 3.40: The hospital building has 4 entrances, the front ones are for patients, and the 
back ones for staff. Most of the layout is completely duplicated as this is an original plan 
from 1977, only in the centre you can find some slight deviations. 
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Once you entered the building, the first thing you should do is go to 
the entrance desk and ask papers to confirm your appointments. You 
must not lose these papers because you will have to show them to the 
guards who survey and lock various wards in the building, without the 
papers you will not reach your appointment. These papers however do 
not provide a map with directions to your appointment and this may be 
the most difficult part of the route. Within the hospital one can only see 
signalizations dating from the 70’s or 80’s, not been updated ever since. 
Since most of the departments are relocated since then, your best shot 
at coming at your destination is to ask people where to go. The search 
for your destination repeats itself when you go from consultation to 
consultation to the pharmacy and eventually the checkout. 

Figure 3.41: Two lifts at the entrance and 
signs to tell they are out of function.  

Figure 3.42: Between the two lifts we see 
a signalisation plate with all departments 
and locations. Very helpful, unless it dates 
from the 1976 and everything changed 
since. 

This relocation of departments is due to the fact that after the shift from 
apartheid to post apartheid all functions were unnecessarily present in 
doubles and the hospital kept some functions in the western part, some in 
the eastern, some wards were sealed and others abandoned. The intended 
bed count was lowered over the years, from almost 1900 to approximately 
1290. All these changes did no good for the efficiency level of the hospital. 
The CSIR, or Council of Scientific and Industrial Research, made a study 
on the hospital and its efficiency and said the following about the design:

Figure 3.43: The CSIR report also contained a ward shape comparison. The elongated ward 
system of Tygerberg Hospital results in highly inefficient space occupation, long walking 
distances and a big external wall surface.
MC DULING & ABBOT, Service life and sustainable design methods: A case study, 11 May 
2008

The CSIR concludes that if the hospital building would keep its function, 
a lot of departments will have to move because the existing relations are 
far from ideal. To express this inefficiency even more, the area per bed is 
twice as big as the accepted norm.
After almost 40 years of medical care at the hospital, it becomes clear 
that the hospitals organization has been drastically compromised, partly 
because of the shift in government resulted in an unusable dual corridor 
system and partly because of the ad hoc manner of trying to retain the 
working of the building. The hospital building has become, just like the 
hospital site, a complicated puzzle with a lot of pieces not fitting together. 
Going to the hospital as an outpatient has hence become a day task and 
one should be prepared to walk considerable big distances in the process 
given the 24km of wards in the building. 

“The design life of hospitals normally varies between 50 to 60 years. 
This paper presents a case study of a major academic hospital that 
reached the end of its service life only 30 years after commissioning 
due to a combination of unsustainable design methods and inap-
propriate maintenance levels. Unsustainable design methods, such 
as long narrow multi-floor structures resulting in excessive walking 
distances and ineffective flow of patients and visitors, and insuffi-
cient structural depth and height, impaired the ability of the ex-
isting structure to accommodate changing demands of a modern 
health care environment, and the maintainability of services, such 
as sanitation, steam, ventilation and air-conditioning.”17

17  MC DULING & ABBOT, Service life 
and sustainable design methods: A case 
study, 11 May 2008
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As we visited several public hospitals in Cape Town, we also visited the new 
hospital in Khayelitsha, which was officially opened in 2012 and referred 
to as the current state of the art hospital of Cape Town. Upon visiting, 
it struck us how we could use this hospital as an example to show how 
architecture and signalisation are an important factor in hospital design, 
a factor which is completely ignored in the Tygerberg Hospital of today. 
When you arrive at the Khayelitsha Hospital, patients park their cars right 
in front of the building and every patient or visitor enters via a pedestrian 
front entrance. This one entrance leads to a good quality of security and 
control as everyone passes the same metal detectors and cameras. When 
you walk past the entrance, you arrive in a green patio, which contains 
a little service tower that is used to present the hospital to the outside, 
an entrance marker to create a readable building. When standing in this 
patio, it is clear right away where you have to go. Above the actual building 
entrance a big entrance sign alights. This good signalisation is maintained 
throughout the entire building. When you enter the lobby next, a plan of 
the building layout (the hospital is build around a number of patio’s to 
create a sort of green and ‘healing’ environment) with all compartments 
is shown. Together with the architecture, it works as one machine to show 
where people have to go. This exemplifies that a good design can enhance 
the working of a hospital. The number of security people can be lowered 
drastically, and people are not endlessly wandering though the wards. The 
contrast with the Tygerberg Hospital could not be bigger. 

Figure 3.44: The entrance patio of the Khayelitsha Hospital with the service tower to mark 
the entrance towards the exterior and a big led sign to accentuate the door.
http://earthworksmagazine.co.za/projects/khayelitsha-hospital/, last consulted on 7/07/2014

3.4 Towards a new Tygerberg Hospital

Today, the redevelopment of the Tygerberg Hospital is an agenda item for 
the departments of health and public works. The government appointed 
the firm of Arup to make a feasibility study of the project, which is expected 
to be completed in Q4 2014. It is the ambition to further develop the 
hospital as a referral hospital, decreasing the amount of beds from 1384 to 
1239 in the process. The loss of beds will be compensated by an increase 
for the surrounding hospitals such as Karl Bremer and the Khayelitsha 
hospital.18 Another focal point is to densify and re-use the site on a more 
efficient manner. It is acknowledged that the current 75 hectares of the 
site are nowadays not used in an efficient way and the majority of space is 
either parking or urban wasteland. 
The decision to redevelop the hospital with a new building was made 
on the basis of the complete CSIR report (we discussed some of the 
conclusions of the CSIR presentation in section 3.3). The report noted 
that retaining the old building was slightly cheaper in total, although the 
operation costs were higher. This complete remodelling of the building 
would imply a long and unworkable disturbance for the existing hospital. 
The more expensive option, but also the more durable option on the long 
term, was at the end to build an entirely new one. In this case, the old 
shell could be reused for other purposes afterwards. We believe building a 
new hospital is a fair option as the current building has a lot of potential 
but it would have to be completely remodelled to answer the hospital 
standards of today. In the next chapter we will however also try to reach 
out to the old building and show how the remodelling could be addressed.  
Something we do not agree with is the way this new hospital is planned. It 
is maybe to early in the process to judge the approach but the information 
we got, led us to think that the approach is predominantly based upon 
building it on the cheapest possible location. 

Three sites are brought forward at the moment, as you can see on figure 
3.45. The southern site, right in front of the old hospital, would imply a 
certain respect for the symmetrical aspects of the hospital site. And to 
quote one of our promoters: 

“It is easier to break down symmetry then to create it.” – Michiel 
Dehaene

Maybe a strengthening of this symmetry can enhance the working and 
readability of the venue. At this manner the old access roads can be 
retained and most of the buildings will still fit in the site organisation. 

18   In a media conference, Theuns Botha, 
Western Cape minister of health, briefs the 
media about the redevelopment project. 
http://www.westerncape.gov.za/news/
launch-tygerberg-hospital-redevelopment-
project, last consulted on 4/07/20114
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Figure 3.45: The 3 considered locations for a new hospital building. The sites are chosen 
because the land is unoccupied at the moment, but whether this is therefore the best 
location for an improved site organisation remains the question.

The southern site was however rejected, mostly due to the big distance 
between the hospital and the Stellenbosch University. As doctors are a 
big cost, it is the ambition to lower their walking distance. The other 
two sites under investigation are the two parking lots at the eastern and 
western side of the hospital. Choosing one of these would imply a radical 
change of site organisation and as the budget is an important factor, we 
fear the organisation will only be restored on a basic manner, resulting 
in even fewer architectural qualities for patients and staff. The puzzle of 
the hospital site hence threads to fall apart completely if one of those 
sites would be chosen. This is why we will use the last chapter to pleat 
for a coherent plan, a plan where site and building organisation enhance 
each other’s working and which will be architecturally straight forward 
and readable for the visitor. We will design two scenarios where we will 
react on the big potential the site has. The one scenario will start from the 
remodelling of the old building, using the symmetrical qualities of the 
site. The other will reorganise the site in a different way, reaching out to 
the environment of Bellville. 
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4. Redeveloping the Tygerberg Hospital

In this last chapter, we will develop two strategies for a future Tygerberg 
Hospital. In the previous chapters we pointed out the existing issues on 
spatial as well as institutional level. It has become clear that the hospital 
is in urgent need of redevelopment. Apart from the actual project of the 
Department of Health to build a new hospital on the site, we want to 
go further and explore the spatial possibilities of the institution within 
its own boundaries as well as in the Bellville region. With two different 
scenario’s we aim to provide possible solutions for the actual issues with 
two separate views.
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In this scenario, we want to explore the qualities and advantages of the 
enclosed environment. The mall is the affirmation of the enclave, in which 
a parallel world is created. In the South African society, where safety 
is one of the key issues, the mall has been an important architectural 
typology. Everywhere across the South African country, malls pop up 
like daisies. This has come to an extent where the mall becomes a city 
on its own, or is at least the catalyst towards a new city. In Bellville, the 
Tyger Valley shopping centre recently opened as the attraction pole of 
the redevelopment of the area above the CBD, together with the Tyger 
Waterfront. The most striking example in Cape Town however, is Century 
City with the Canal Walk shopping centre. 

This reference project shows us the possibilities and advantages of the 
enclave. Without having to take planning policies into account and wait 
for an all-encompassing framework to act in, the owner of a building, or 
piece of land, can act by himself. 
The enclave makes it possible to react immediately to occuring problems 
and a changing or changed environment. In Chapter 2, we have seen that 
urban planning in Cape Town and Bellville is very complicated. There are 
too much partners involved, all with different needs, to act in a decisive 
way.  It is therefore important for the hospital to develop its own planning 
policy and to engage itself, together with possible partners to redevelop its 
position in the Bellville area.

4.1 Scenario 1: The health-mall

>Affirmation of the enclave

The spatial context of Tygerberg Hospital is typical for South Africa. 
Defined by security measures as fences, walls and gates, the site has a poor 
accessibility and the visitor has the sense of not being welcome. In the 
previous chapters we have seen that the Tygerberg Hospital operates as 
an island within the Bellville region. The site is completely, spatially and 
functionally, disintegrated. On the other hand, we have also noticed during 
our time in Cape Town, that the disintegrated enclave system can provide 
certain qualities. Cutting yourself off from the harsh city environment can 
result in a normalised internal situation.

Figure 4.1: Aerial view of Century City, 
proposed as the alternative for Cape Town 
CBD.
Photo:  http://www.rabie.co.za/central-
park/location.htm, last visited on 
30/07/2014

Figure 4.2: Canal Walk shopping centre in 
Century City, main entrance.
Figure : Food court inside Canal Walk 
shopping centre.

The pilot project of this new city was Canal Walk shopping centre. When 
it opened in 2000, it was the biggest mall of the African continent.2 With 
a retail area of 140 000 square meters it had to become an alternative for 
shopping at the Cape Town CBD and to form an attraction pole for new 
investments in the surrounding area of Century City. 

1 http://www.canalwalk.co.za/about-ca-

nal-walk.htm, last visited on 30/07/2014

2 http://www.canalwalk.co.za/about-ca-

nal-walk.htm, last visited on 30/07/2014

Century City is located outside Cape Town, 10km from the CBD, 
alongside the N1 highway. It was conceived as an alternative for the Cape 
Town city centre, offering a mixed-use development area. With a theme 
park, shopping mall, office space and housing, Century City aimed to be 
a city on its own. Today, it is a mixed-use development, in which more 
than 60000 people are living and working. The project developer created 
a framework that attracted new investments and it profiles and promotes 
itself as an enclave in the Cape Flats:

“embracing its people-centred principle of new urbanism 
by creating a live, work and play environment all walking 
distance of each other”1
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>Rethinking the symmetry

Our design for the Tygerberg Health-mall starts from the assumption to 
re-use the main hospital building. We have seen that access is nowadays 
complicated because of the multiple entrances. One would expect from 
a symmetrical building of this scale that the entrance is located in the 
centre. Though, the apartheid’s planning philosophy resulted in the 
building of two hospitals back-to-back, with separate entrances at the side 
of the building. Due to the fragmentation and duplication, there is a lot 
of circulation space, providing nothing more than going from point A to 
point B. By opening up the central axis and relocating the public entrance 
of the building, the symmetry is used to articulate a readable and logical 
circulation. 

In chapter 3, we examined the use of the existing central axis. On the 
lower ground and ground floor, the centre of the building is loaded with 
services and technical rooms. If we break down most of these functions, 
both sides can be connected again. 
The symmetrical axis becomes the focal point of this design proposal, 
as it can be extended over the full length of the site and function as an 
organising structure were new development and additional functions to 
the hospital and health care sector can be plugged into. The structuring and 
connecting abilities of the central axis become similar to the traditional 
pedestrianised shopping street.

Figure 4.5: Existing situation with 
duplicated corridors and decentralised 
entrances.
Figure 4.6: Proposed new organisation 
and entrance location

The High Tech Campus in Eindhoven is the biggest R&D centre in the 
Netherlands, housing more than 125 companies and 10000 researches, 
developers and entrepreneurs. With a surface of 1km², the site is of 
comparable size with Tygerberg Hospital. The campus was originally 
established during the ‘90s by Philips, to centralise all its R&D activities. 
In 2003, the company decided to open up the campus to be able to profit 
from the knowledge and innovations of other companies.
The heart of the campus is conceived as The Strip. Every additional 
function related to the research and development activities is located in 
this 400m-long building in the centre of the campus. Several restaurants, 
bars, a conference centre, shops and even a wellness centre form a meeting 
point for people from the different companies. The philosophy of the 
campus is that innovation is encouraged by cross-fertilization between 
the different partners on-site. This starts in the Strip that forms the social 
attraction pole of the campus.

Figure 4.3: Aerial photo of the High Tech 
Campus in Eindhoven, with the Strip in 
the centre.
Photo: Google maps
Figure 4.4: Conceptual collage of the Strip 
on the Tygerberg Hospital site as scale 
comparison.
Photo: Google Maps

We believe that the hospital, by affirming its position as an enclave and 
develop itself as a new pole of attraction, can enhance its actual perception 
and improve its quality of provided health care. As a reference therefore, 
we introduce the High Tech Campus in Eindhoven, the Netherlands. 

Averse to the institutional context, policies and politics, the hospital can 
cooperate with external partners to integrate different functions. With the 
engagement from the present universities, medical research companies, 
but also the implementation of housing, recreation and commercial space, 
the hospital can benefit and become a place of attraction. Integrated in the 
Bellville society as the Tygerberg Health-mall. 
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adjacent functions on the axis. 
These functions have to be strong enough to trigger people to come to 
the Tygerberg Health-mall, they have to form an attraction pole in the 
Bellville area. Similar to the High Tech Campus in Eindhoven, where 
these functions are related to the research activities on site, the program 
will be related to education and health care. Likewise the addition of 
entertainment and recreation will result in a broader public scope.

In the north, the education hub coincides with the current location of 
Stellenbosch University and UWC. Adjacent to this, the Tygerberg 
Hospital remains at the same place, which allows a fluent traffic between   
the two, as this will be enhanced in the design. A central square in the 
middle of the symmetrical axis will become the public transport node of 
the side. People can be dropped off by taxi or bus, being already on the 
axis. There they can choose either to enter the health care-academic side 
or the shopping-entertainment area south of it. Underneath the square, 
the food court will be established, connecting both sides and forming the 
meeting place of the building. The southern part  of the mall will consist 
of a shopping area, entertainment activities and office space. On top of 
this, housing can be added to allow more people to live on the site. In 
such a way, a ‘city’ consisting of one ‘street’ will be created under one roof.

Fremont Main Road was the first paved road in Las Vegas and for almost a 
century the place of entertainment in the city. However, by the start of the 
1990’s, it had lost most of its gambling activities and nightlife to  The Strip. 
Therefore, the road was transformed into the Fremont Street Experience 
by architect Jon Jerde.
Fremont Street was roofed over, collectivising the individual casinos, and 
making the street into a virtual interior. Norman Klein refers to this as 
‘malling’ the space.3 The stucture, a 400m-long led screen, adds to the 
experience by providing a roof that creates a city/world underneath. 

“Hyperreality can solve the dilemma of ‘new’ cities, where 
the lack of any notable  public spaces or monuments leads 
to two alternatives: either the commissioning of architects to 
provide the city with a landmark, or, the transformation of 
the city’s image by altering the experience of public spaces. ” 4

In this scenario, we do not aim for an ‘hyperreality’ like Fremont Street. 
But we do believe that making the public hospital a real, accessible public 
space, that is more than a hospital alone, can improve the perception 
about the sector and attract new partners to participate in the project. In 
this case it is not the transformation of a city, but that of a public building. 
With think that the transformation of Tygerberg Hospital can herald the 
development of a new city as such.

As in the reference project, the connecting structure -the central axis- 
has to make an architectural and programmatic statement, forming the 
unifying and organisational feature of the building. It has to be more 
than just a corridor were people walk from north to south. The corridor 
will become a public space, where activities can take place related to the 

Figure 4.9: Scheme of organisation and 
location of functions on the central axis.

Figure 4.10: Schematic comparison of the 
connecting structures of Fremont Street 
Experience (left) and the Strip at the High 
Tech Campus (right). The roof in Fremont 
Street functions as catalist for public 
activity. The street itself becomes the 
attraction, as it adds to the ‘Experience’ of 
the already existing program. At the Strip 
the addition and centralisation of new 
activities forms the concept. The roof is 
merely the connector in between. 
In the design of the Tygerberg Health 
Mall, both aspects will be applied. 
New functions will be implemented to 
attract people to the building in which 
the corridor will function as a place for 
reception, events, eating and drinking,... 

A place of activitiy and recreation.

3 CHAPLIN S., HOLDING E., Addressing 
the post-urban: Los Angeles, Las Vegas, 
New York, p.192 in LEACH N. ed., The 
Hieroglyphics of Space: Reading and 
Experiencing the Modern Metropolis, 
Routledge, New York, 2002

4 Author unknown, Living in the 
hyperreal post modern city, http://www.
designingbuildings.co.uk/wiki/Living_in_
the_hyperreal_post-modern_city

Figure 4.7: Inside the Fremont Street 
Experience, with the led-screen roof.
Figure 4.8: Aerial view of the 400m long 
axis.
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Figure 4.11: Site plan / ground floor 
Tygerberg health-mall
 1. Stellenbosch University teaching blocks
2. UWC Dentistry teaching block
3. Primary School 
4. Secundary School
5. Medical research
6. Pharmacy
7. Consultation rooms
8. Clinic
9. Shops/Bank/ATM/Bus tickets
10. Shops
11. Supermarket
12. Pubs/Casino
13. Theatre/Cinema
14. Office

Figure 4.12: Lower ground floor 
Tygerberg health-mall
 1. Stellenbosch University teaching block
2. UWC Dentistry teaching block
3. Playground
4. School cafeteria
5. Kindergarten
6. Hospital kitchen
7. Technical rooms/workshops
8. Wellness with swimming pool in patio
9. Fitness with outside training track in 
patio

10. Food court 
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> Creating the Tygerberg health-mall

Figure 4.13:  Existing tunnel between 
main hospital building and X Block

The site will be accessed from the existing south entrance from which a 
clockwise loop around the health mall starts. Several parking areas at the 
outside of this loop provide the possibility to leave the car close to the 
desired entrance. The central square on the axis is conceived as the public 
transport hub. A taxi rank and bus stop drop off the visitors directly at the 
main entrance of the mall. On the side of this square, several small shops, 
snack bars, news paper kiosks are located to entertain the people waiting 
for their bus or taxi. The main hospital building is connected with the 
southern part of the mall via an outdoor gallery on the ground floor level 
and a tunnel underneath the central square. Nowadays, there already is a 
tunnel connecting the lower ground floor of the hospital with the X block. 
This tunnel is only used to transfer patients in between the buildings and 
other services. To widen the tunnel allows people to walk from north to 
south without having to leave the ‘safe environment’ of the mall. A food 
court is installed under the public square and at the middle point of the 
axis. This will function as the attraction pole of the mall, bringing people 
together from the different activities taking place in the building. 

Figure 4.15: Schematic section of the central square in front of the main hospital building. The square facilitates a taxi rank and bus stops. 
There are  newspaper kiosks, coffee shops, snack bars, etc; at the ground floor of the building adjacent to the waiting zone. Below the public 

transport hub, the food square of the mall is located.

Figure 4.16: Schematic section of the main hospital building, through the patio’s adjacent to the fitness and wellness areas, from which they 
are accessible.

The ground and lower ground floor of the hospital will be redeveloped 
into the core of the mall. Health–related functions as a fitness centre 
and wellness area take place on the lower ground floor around the 
existing patio’s. These will provide light and green space to strengthen 
the sense of a healthy environment. A swimming pool and sport 
facilities can be shared with the revalidation department of the hospital.  
The ground floor  will function as the reception of the hospital. The 
administration, now located outside the hospital building, will be replaced 
to the centre of it. People referred to the tertiary institution access the 
hospital from here. Consultation rooms receive the patients before being 

Figure 4.17: Schematic section of the lowered playground in between the hospital building and the UWC Dentistry. On the lower ground 
floor, a kindergarten and the cafeteria of the schools are located. At ground floor level, the playground is spanned by the central corridor.

Figure 4.14: Schematic section along 
the central axis. Indicated in red is the 
public corridor connecting the different 
functions north to south. The existing 
patio’s bring daylight into the mall.
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Figure 4.19: Photo of the lowered space 
between the dentistry building of UWC 
and the existing admin building of the 
hospital. 

North of the central hall, the education hub breaks into the former hospital 
building with the establishment of a primary and secondary school, and 
a kindergarten. Classrooms can be organised around the patio’s and on 
the ground level of the hospital wings. The existing lowered space, which 
is barely used nowadays, will function as the playground for the pupils, 
with the school cafeteria adjacent to it. The central corridor crosses the 
playground with a covered bridge at ground floor level, connecting the 
hospital with the UWC dentistry and the SU teaching blocks north of it.

Figure 4.18: Impression of the central corridor in the main hospital building with the adjoining wellness centre, patio’s and fitness area.

The new health mall aims thus to create a new environment of health 
care. With the addition of wellness and fitness, not only the curative 
aspect is emphasised. The academic link remains the same, but is further 
enhanced by the implementation of schools and a kindergarten, which 
makes it easier for parents working at the hospital. The connection and 
integration with a shopping mall, supermarket, entertainment and office 
spaces provide the hospital with new profits, coming from the operation 
of the building and with a wide range of visiting people. This last factor is 
crucial in the process towards a better perception of Tygerberg Hospital 
in the Cape Town health care.

transferred to the specific part of the hospital which will be organised 
from the first floor. In addition the tertiary hospital, a clinic is established 
adjacent to the central corridor. This has to enhance the integration with 
the local neighbourhood and results in the provision of every level of 
health care in one building. 



Figure 4.20: Aerial view of the Tygerberg Health Mall
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4.2 Scenario 2: Bellville Hospital

Where the first scenario redevelops the hospital from the inside out, this 
scenario will do so from the outside. The lack of a coherent urban plan, 
discussed in chapter 2, led to the postage stamp method of designing, a 
method where everybody plans its own stamp. This scenario tries to break 
with this method by reaching out towards neighbouring stamps. Since 
the land in the proximity of the hospital is predominantly vacant land 
owned by the government, we think this rupture with the current system 
has potential. The goal is to unlock a small piece of the urban landscape, 
a piece that nowadays consists mainly out of urban wasteland and lies on 
the edge of a number of key areas in the region. With this unlocked piece 
of land, a space could be provided where third parties can plug themselves 
in to. The Tygerberg Hospital could be one of those third parties. The 
government could use the hospital to set an example and thereby kick-
start the process towards a more integrated Bellville. 
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> Urban synthesis

Figure 4.21: The urban synthesis map, 
containing 3 focal structures: The cross 
of public transport routes(red), a bypass 
grid(black) and a lengthened green 
belt(green). The dashed lines indicate that 
the particular part still has to be built.

In order to create cohesion between our design scenario and the urban 
reality, we will address a number of questions with an incentive for an 
urban plan, a synthesis of chapter 2. This plan will use the defined spatial 
structures of Bellville, as it will use the other planning reports, but focuses 
on different aspects of them. The plan consists of 3 focal systems, a cross 
of urban backbones, a mobility or bypass grid and a lengthened green belt.  

- The urban backbones:
Voortrekker and Durban Road, defined as activity corridors in The 
Tygerberg District Plan and the MSDF, are described as corridors of high 
mobility and commercial purposes. We believe this is a good description 
of the system as it is today, but the needs of today aren’t the needs of 
tomorrow. There is an urgent need for the upgrading of the public 
transport system and according to us, these old corridors, in origin too 
narrow for the high car mobility of today, are a perfect fit for these public 
infrastructures. As they are planned to connect the three, or possible future 
four, most important nodes of Cape Town (see section 2.3), using them 
as backbone for an improved public transport system would influence 
the majority of the population. This public transport character could lean 
itself to more pedestrian friendly routes, comparable to those of Cape 
Town CBD. Since the existent routes are already developed commercially, 
we see them as pedestrian friendly, commercial or office zones with a high 
accessibility of public transport.
Voortrekker and Durban Road nowadays intersect in Bellville CBD 
but the Tygerberg District plan proposes to use Robert Sobukwe Road 
as southern part of the north-south activity corridor. This north-south 
corridor would then be realised with a shortcut over the abandoned 
north-south railway track (see section 2.1). We believe however that 
this intersection of the two routes should be located within its most 
important area, the Bellville CBD. We therefore choose to not use Robert 
Sobukwe Road as urban backbone. As it is very wide, mainly focussed 
on car mobility and therefore not pedestrian friendly, we prefer to use 
a new connection through the CBD instead of next to it. This choice 
will lead the north-south backbone through the Transnet site, UWC and 
Belhar. In doing so, the route will lace the different zones and stakeholders 
together and guarantee a smoother traffic flow from north to south. A 
future development of the eastern edge of the Transnet site could possibly 
contain this new structure, as it is still located next to its eastern edge, 
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which is most probable for future development.
This north-south axis is probably the most critical part of the system as 
the biggest traffic congestions of the region are located on it, around the 
intersection with the N1. We will address this mobility issue with the next 
system. 

- The bypass grid:
The previous system suffers nowadays under the pressure of too many cars 
and since the cross is a system of public transport and pedestrian friendly 
roads, we need to relocate an amount of its traffic towards our second 
system, the bypass grid. This grid is already present in the urban landscape, 
but at the same time it is interwoven with historical roads as Voortrekker 
and Durban Road. We believe that separating the historical roads -the 
first system- from the bypass roads would result in better traffic flows 
and a more comprehensible system. A specific example of this concrete 
delineation of roads is Durban Road. Today, Durban Road is used as the 
number one traffic vein towards the northern suburbs. Together with the 
commercial activity, and the connection to the N1, this leads to daily 
traffic jams during peak hours. We believe Durban Road should become 
more pedestrian and public transport minded and that the car mobility 
should be relocated to Carl Cronje Drive. This road does however end in 
a dead point when it crosses Durban Road. We thereby use the existing 
idea to use the vacant space of the old railway line to connect Carl Cronje 
Drive to Robert Sobukwe Road and strengthen the grid. 
If we would however retain the mobility function of Durban Road, giving 
a bigger capacity to Durban Road would still lead the people over a small 
piece at Voortrekker Road and a number of difficult robots. A direct link 
to Robert Sobukwe Road would improve the traffic congestion drastically. 
This is just one example of the several connections that will need to be 
built in order to complete the bypass grid, which remains an incomplete 
system nowadays. 

- The green belt:
As the previous two systems, this system is already partially present. 
(The state of today was already discussed in section 2.4). The basis of 
this system is the Elsies River but in order to extend its use towards the 
southern areas, we see it lengthened over the swamp areas of the Transnet 
site and the nature reserve of UWC. 
Because of its linear shape, we think there rests al lot of potential in this 
structure. Being so continuous, it could become a bicycle strip, which 

connects north and south. Attached could be a number of green spaces 
with a program like parks, sport zones or schools. Thus, via this system 
there could develop a safe way to go to work or school. Green bicycle zones 
like these are nowadays completely absent in the city and the green belt of 
Bellville could be a first step towards bicycle use without the implication 
of remodelling the current road layouts. 

In the section ‘In de plooien van de havenstad’, Pieter Uyttenhove defines 
the concept of ‘the void’ as an empty undefined urban space. Our reference 
project, Park Spoor Noord, was such a void, an old abandoned railway 
estate lying next to a number of defined districts, not really as the back 
of these zones, nor as the edge of it. It was more an urban fold or rupture 
line in the urban tissue. An urban fold is, according to Uyttenhove, not 
always a negative space. It divides the city but at the same time it holds it 
together. The danger lies in the fold creating a big rupture. When a fold is 
left undeveloped and enclosed, it can lose its binding forces to the favour 
of the dividing ones. 
In the redevelopment of Park Spoor Noord, the void is redeveloped as 
a fold which laces the neighbouring districts together. Unlocking the 
previously vacant land means also the unlocking of the potential urban 
relations on that site. We use the example of Spoor Noord to show how 
a complex vacant site uses the potential to connect the adjacent districts.  
The winning design scenario also focuses on this connecting argument. 
It states that the redevelopment cannot be carried by flats, lofts or 
commercial purposes, and the site must use the park as a green carrier for 
its redevelopment. This will help the site to become a social open space 
and create a new dynamic between the adjacent districts. 

> Locating the urban void

Reference: Park Spoor Noord – Antwerpen1: 

1 DE WEVER H. & LAMBERTS E., Spoor 
Noord, een stedelijk park in zicht, Ludion, 
Antwerpen, 2003
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Park Spoor Noord

Den Dam

Stuivenberg

Seeeoek

Slachthuissite

Figure 4.22: The railway yard lies in between a number of districts, which had no connection 
and had very different characters. The new design will bring those districts together and 
create a new dynamic.  
DE WEVER H. & LAMBERTS E., Spoor Noord, een stedelijk park in zicht, Ludion, Antwerpen, 
2003, p33

Figure 4.23: Aside from the size -Spoor Noord is 10 times smaller then the Transnet site- 
we can see a number of similar conditions. Obviously the program is comparable, but the 
key similarity is the character of an urban void, or urban wasteland. 
DE WEVER H. & LAMBERTS E., Spoor Noord, een stedelijk park in zicht, Ludion, Antwerpen, 
2003, p15

 

Figure 4.24: The development option 
shows a focus on the eastern edge of the 
Transnet site and the development of 
Robert Sobukwe Road as north-south 
corridor. The western edge of the site on 
the other hand is completely ignored.
Feasibility study: Future development 
Transnet site, ordered by GTP, 2014

Just like in the case of Park Spoor Noord, the eastern edge of the Tygerberg 
Hospital, the Transnet site, is mainly an urban void, it contains several 
developed parts but consists mainly out of urban wasteland. The long-
term ambition should be a redevelopment of the entire Transnet site, 
this is however not realistic on the short term. As the feasibility study, 
discussed in chapter 2, indicates, a phased approach will be the designated 
procedure. What strikes us however is that the edge of the Tygerberg 
Hospital is not researched. The study focuses on the development of 
Robert Sobukwe Road as the future north-south activity corridor. We 
believe however that these corridors are not complete solutions, Bellville 
has a lot more potential. 

This disinterest in the triangular zone between the Transnet site, the 
Tygerberg Hospital and Voortrekker Road creates an urban void. Similar 
to our reference of Park Spoor Noord, this void has a huge potential in 
becoming the first link to break through apartheid’s planning in Bellville. 
On top of that, it can connect the Tygerberg Hospital to the Voortrekker 
Road development and make the hospital a visible urban player which 
would enhance the character of Bellville as the second urban node. 
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Figure 4.25: The location of the urban void. In order to create a link between the new 
development of the hospital or the Transnet site and the Voortrekker Road corridor, some 
functions will need to be relocated. We use this picture to present the current state of the 
void, additionally, a number of photos are added in order to visualise the character of the 
area. 
1. Sports cluster: Rugby, Hockey, Swimming, …
2. Hardekraaltjie caravan park
3. Small industrial buildings. 
4. SU sport fields
5. Remnant of the Hardekraaltjie graveyard

1. Looking down from Mike Pienaar Blvd. 
towards the Tygerberg Hospital. 

2. Voortrekker Road on the side of the 
sport clubs.

3. A gas station next to the Tienie Meyer 
Bypass.

4. The bypass is loweren in its central part.

7. Railway lines next to Elsies River. 6. The physical presense of railway lines on the Transnet site.

5. The space in between the Tienie Meyer Bypass and the hospital.



Figure 4.26: Creating the Bellville Hospital by developing the corner of the Transnet site 
with a park an urban attractor. 
Building zones: 
1. & 2. The idea of Long Street: as the extension of the student street to UWC, this could be 
the place to let of some steam with a number of bars, restaurants,…
3. & 4. Urban attractors to lift the relevance of the urban park in Bellville. This could be a 
cinema, a new library, a cultural centre,…
5. The relocated Hardekraaltjie caravan park.
6. Existing sport clubs.
7. Student residences in the form of a student street, connecting UWC to the centre of 
Bellville.
8. & 9. Future extensions for the university and a relocated Medical Research Council. 
10. Office or commercial space, the new station environment.
The small green square with aligned trees is the remnant of the former Hardekraaltjie 
graveyard.
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>Creating the Bellville Hospital

Figure 4.27: A schematic image of the 
future development of the Transnet site. 
The arrow in the middle is the intended 
urban backbone, which laces the different 
areas of Bellville together.

As the studies, discussed in chapter 2, indicated, the Transnet Company 
will probably release the land on the edges of the site first. A focus on 
these edges is therefore designated. We propose thus a coherent approach 
for this development, an approach where all the edges are included 
instead of only the eastern one. When all the edges are considered, a loop 
could be made to solve the accessibility problems of the site. This loop, at 
some places an inward offset from the gigantic loop over Robert Sobukwe 
Road and the Tienie Meyer Bypass, could result in shorter travel times 
between the CBD, the station, the hospital, UWC, and other possible new 
partners of this development. On the long term, this loop could result in 
a tramline, using some of the old railways of the railway yard. Students 
could thus move more easily between the different faculties of UWC, and 
staff and patients of the hospital could use the tramline from the train 
station to the hospital, instead of walking a couple of kilometres. UWC 
currently has a bus shuttle from the main campus to the dentistry faculty 
on the Tygerberg Hospital site, and might expand this shuttle towards the 
Jan S. Marais Hospital in the future. This leads us to believe that a tram 
loop on the edges of the Transnet site as proposed, has a lot of potential. 
Starting from this loop, it is easy to connect several projects on the 
outside of it, where it is possible to use the current city infrastructure 
while waiting for the realisation of an inward loop. When that will be 
completely developed, the projects could then switch their backs for their 
fronts and turn their faces towards the new development. 

Figure 4.28: The area south of the Station consists nowadays of urban wasteland. 

The first developments on this loop need to become the generators of the 
further development. They will need to be able to function independently 
and exemplify the potential of the site. Therefore it will probably be 
the government who needs to take initiative. We believe the station 
environment and the hospital can become these important actors.

The station could enable a further expansion of the Bellville CBD by 
becoming a connector between the north and south. The intended north-
south backbone would run from Durban Road, through Bellville CBD, 
through the station, and towards UWC. The Station could then use this 
redevelopment to create a face towards the Transnet site and become the 
centre of an expanded Bellville CBD. 

The second generator of the Transnet development, the Tygerberg (or 
will this become Bellville?) Hospital development, can accomplish similar 
goals. Its proximity to Voortrekker Road can be exploited to create an 
address on Voortrekker Road and become a visible urban attractor for 
Bellville, an asset to the second urban node. The links to Voortrekker 
Road and the southern development of the train station could be a direct 
answer to the thread of a disintegrated Bellville. 

Figure 4.29: A schematic section of the 
terrain from Voortrekker Road on the left 
to the Tygerberg Hospital on the right.

We think this link with Voortrekker Road is possible because the terrain 
shows a small descent towards the river system. At some places (see figure 
5, photo 1) the hospital is already visible because of this descent but a new 
position and fewer barriers could enhance this quality. 
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Figure 4.30: The locational advantages of 
the new hospital.

As location for the new hospital, we believe the north-western corner of 
the Transnet loop is the best option. Direct links to UWC’s main campus 
and the new station environment, without the need to develop the whole 
Transnet site, are available and the location is also situated on the edge of 
the current hospital site. Additionally the chosen location is also very close 
to Voortrekker Road, which makes a connection to it plausible. The most 
important aspect however, is that this specific location is surrounded by 
the urban void we discussed earlier, which presents a lot of opportunities. 

Stellenbosch University 
Sport Fields

Park

Green Belt

Former Hardekraaltjie 
graveyard

Figure 4.31: We attach the sport fields, the urban park, and the former graveyard to the 
green belt system in order to create a coherent green system. Since this green belt is also a 
bicycle zone, the accessibility of the attached green zones improves.

The green belt system we discussed earlier runs right through this urban 
wasteland.  The green character of the system, along with the neighbouring 
sport fields and the Hardekraaltjie caravan park, led us to the idea to 
create a new urban park. A park that connects the adjacent stakeholders 
and can become the attraction pole for a renewed Bellville. The park will 
be a clearly marked area and since most trees will be located around the 
river system, the Hospital and two other urban attractors on the southern 
side of the park become visible from Voortrekker Road. Since this road is 
a public transport route, the loop of the park can be attached to the public 
transport and make it a very accessible place. The southern edge of the 
park, with the 3 urban attractors, thus becomes the place where the loop 
of the park and the loop of the Transnet site will meet each other. 

Reference project: Central Park Turnhout – Office Kersten Geers David 
Van Severen / Technum

Figure 4.32: To improve the relation between the park and the city of Turnhout, a new 
green space on the inside of the ring is created and connected to the old park. 

The city of Turnhout wanted to improve the relation of its city core to the 
city park just outside of the ring. The scenario proposed to extend this 
park over the ring with a new green zone on the inside of this ring. This 
ring remained however a huge barrier between the two green spaces. The 
architects decided therefore to embrace this barrier and use it to generate 
a number of new opportunities. It was chosen to lower the ringroad 
partially, and create dikes on its sides, keeping the ground balance levelled. 
This measure leads to a more fluent way of moving over the barrier and 
connects the 2 sides of the ring. Since this operation is a very costly one, 
it would have been a shame to do this only for the pedestrian link. The 
architects however used this new landmark to give a centre to the park 
and face most of the new developments towards it. 
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Figure 4.33: The dike above the half-submerged tunnel. This element converts a barrier into 
a point of interest. To indicate where this principle can be used in our case, we copied the 
dikes onto our design scenario map. 
http://www.officekgdvs.com

“The key element is a dike above the half-submerged tunnel. The 
dike formalises a new urban edge and extends the park over the 
ring road towards the city. It is at the same time a barrier to and 
vantage point over the park.”2

We use this reference because in our case, the Tienie Meyer Bypass 
and two railroads run through the park. We should not see them as 
unbridgeable obstructions but as an opportunity to shape the landscape 
design of the park and create two focal points. These two connections will 
be placed in the landscaped part of the park, a rectangular shaped area, 
which occupies almost 50% of it. We use this landscaped strip to articulate 
a visible connection between Voortrekker Road and the opposite side of 
the urban park. The other half of the park will consist out of existing 
sport fields and clubs, and the relocated Hardekraaltjie caravan park, and 
will hence be a less landscaped area with more unplanned green space in 
between the functions.

2 http://www.officekgdvs.com, last 
consulted on 31/07/2014

The Hospital is not only placed on the corner of the urban park, it is 
also the end of the medical axis. This axis is a new road, also attached to 
the Transnet loop, which laces the 2 universities together and creates a 
new organisation for the old hospital site. The axis will contain research 
buildings on both sides and the new Tygerberg Hospital will be a 
conclusion of the axis. In line with this idea of an axis which laces the old 
buildings from the Tygerberg Hospital site together, a square is placed in 
front of the two universities to create a centre of the axis and connect the 
universities even more. The new hospital, located on the articulated side 
of the urban park and the conclusion of the medical research axis, will 
thus be the binding element of the new developments.

Figure 4.34: Building blocks. 
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The program of the building zones can be divided in four specific building 
blocks where the Hospital can be placed under two separate blocks. The 
first block is a student axis from UWC towards Voortrekker Road. This 
block consists mainly of student residences and ends with a mini-Long 
Street3 where the students can let off some steam. The second block is 
the one of the urban attractors and will therefore become the focal point 
of the urban park development. The Hospital will be the first big urban 
player where the other two could be a cinema, a library, a cultural centre, 
program that will raise the relevance of the park. The third block, also 
containing the hospital, is the medical block. Since there are a lot of 
buildings to incorporate here, we opt for a densification of the medical 
axis. The space in between and towards the back of the buildings can 
gradually blend into the green belt system and offer a green working 
environment for staff and students. The same principle can also be used 
for the new Hospital and other buildings of building block 3, where the 

3 For the Belgian readers: Long Street is 

a street with predominanly a commer-

cial and entertainment character, bars, 

shops,… In Belgium we can compare 

this to the combination of the Over-

poortstraat and the Veldstraat in Ghent.
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back can also profit from the qualities of the green belt system. On the 
other side of the axis, the side of the old Tygerberg Hospital, the vacant 
space in the back will be reclaimed by the expansion of the suburban 
housing tissue. Maybe this could be a way to contribute to the financing 
of the new hospital, to sell parts of the old hospital site. 

Reference project: The Meelfabriek in Leiden – Atelier Peter Zumthor 
and partner

Figure 4.35: Stripping the factory buildings results in the visibility of a remarkable 
structure.  
Figure 4.36: A model of the refurbished buildings with new transparant facades to keep the 
structural and idustrial character of the old buildings. 
http://www.demeelfabriek.nl/nl/behoud, last consulted on 31/07/2014

The Meelfabriek is a historical remnant of the 19th century’s industrial 
belt in Leiden. Most of this industrial belt is already demolished in 
order to create green space around the city core but the owner of the 
Meelfabriek however opted for the conservation of this building as it 
has a huge historical value. New program had to be fitted in the shell of 
the old buildings, which had to give meaning and presence to the new 
development of the site. Peter Zumthor and partners decided to tackle 
this conservation by re-using the old skeletons of the buildings. According 
to the architect’s bureau, designed to bear large loads, this structure 
shows beauty and strength. The old facades, which were too light and 
old to be reused in modern buildings, will be completely replaced by 
modern transparent ones, to articulate the building skeletons even more. 
Industrial power as background for a new development is the core of this 
design scenario. 

Figure 4.37: A picture of the Tygerberg 
Hospital under construction. 
Photo by Dr. Thomson

As we chose to build a new hospital in this scenario, what should be 
done with the old one? We have a view on this topic, similar with the 
one of the meelfabriek. The colossus of the old Tygerberg Hospital can 
be seen as the physical presence of a historical period, the apartheid’s 
era. Maybe we should retain this building in order to remember Health 
care under apartheid. In that aspect, we believe it would be best to retain 
the symmetrical layout of the building along with its four entrances and 
double corridor system. Since the building is so dilapidated however, we 
suggest, like in the reference project, to retain the skeleton of it and to 
reassess the inside and the facades. Program for such reassessed building 
can then consist of: additional space for the universities, office space, 
retail space, a hotel, apartments,… We think, since the old hospital will 
be located on the transition from the medical axis to the suburbs, the first 
floors can be used as lecture rooms and office space for the universities, 
as the hospital lies in line with most of the university buildings, and the 
higher floors predominantly as apartments. Additionally, maybe one floor 
of the old hospital building could be conserved, retaining its unchanged 
hospital functions. On this floor, a museum can be located, dedicated to 
health care under apartheid and the old Tygerberg Hospital.

The last building block is one that belongs to the development of the new 
station. This could be commercial or office space. 
Since creating a green environment meant a lot of parking space being 
turned into buildings or green space, new parking opportunities would 
also be located in the buildings zones, on lower ground floors or in 
separate buildings. Like this, we prevent the new green areas to become a 
wasteland of parking space once again. 
Also a distinct choice is that the building zones for new program are 
mostly located next to the development roads. This means most of the 
development will attach itself to these roads and will only spread in a 
further phase towards the interior of the Transnet site. Maybe similar 
processes as the loop we proposed, can be repeated and constrain the 
Transnet site each time a little bit further. 



Figure 4.38: Aerial view of the design proposal.
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