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Foreword
It is my pleasure to introduce the inaugural edition of the National Good Practice Project.
Published for the first time in 2013, this report presents valuable insights into the range
of exciting initiatives currently taking place within the South African public health sector.
The publication represents a rare opportunity to actively facilitate understanding about
good practice identification and the sharing of knowledge towards improved management and delivery of public healthcare services.
The large geographic area of our country coupled with a high burden of disease, limited
resources and the dire need to get services to those in need, keeps our public health
workforce busy with the immense task of providing and managing service delivery.
Consequently, there is little time or opportunity for sharing knowledge about “what
works”. Thus, knowledge on the successes, challenges and valuable lessons exists only in people’s minds and
is inaccessible to others who may benefit from such knowledge.
Health Systems Trust (HST) has taken this problem seriously and has sought to provide guidance on how to use a
systems approach in making such information accessible to all working in the public health sector. Using guidance
from the World Health Organization, our approach intends to uncover “islands of excellence” and promote the culture
of reflective practice in a structured and systematic manner.
The Good Practice Project presents an opportunity for those working in the public health sector to explore the
extent of creativity and innovation in South Africa and to share lessons learned. This compendium includes
good practices in the area of core health services as well as the all-important support services. All Provincial
Departments of Health have contributed to this publication which showcases 16 diverse, creative and constructive initiatives within the public health sector that aim to improve clinical services, quality assurance and
corporate governance.
Through this publication, HST aims to inject excitement and encouragement among those working within the
challenging context of the South African public health sector, with a hope that it will create momentum towards
improved service delivery, fiscal responsibility and corporate governance.
We extend our sincere thanks to all participants for their valuable contributions and commitment to positive change
and to the authors, contributors and reviewers who have dedicated their time and expertise to produce this publication. We are also thankful to the National Department of Health with whom we share a common vision to strengthen
health systems, for their funding and support of this project. Most importantly though, we acknowledge with gratitude, the men and women who designed and implemented these good practice projects across the provinces of
our country. They did not do so to be written about in a publication, but out of caring about, and commitment to,
quality health service delivery.
We hope that this publication will mark the beginning of more systematic documentation of good practices within
the public health sector and at the same time encourage creative and innovative approaches to current challenges
in the public health arena.

Jeanette R. Hunter
Chief Executive Officer (2012)
Health Systems Trust
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Executive Summary
The documenting and sharing of good practices has been shown globally to stimulate and improve programme
design and delivery, based on lessons learned, sustainability, and outreach to a larger pool of beneficiaries, using
the minimal available resources.1,2 In the past decade, there has been an increased demand for the inter-sharing
of good practices in several spheres of health care, including HIV and AIDS programming and prevention, care,
support, treatment and impact mitigation. However, the documentation of good practices and the extensive sharing of
these practices throughout the healthcare community remain limited in the southern African region.2 While a number
of anecdotal accounts exist of successful initiatives within the public health sector, the potential for replication
in other settings is hindered by the lack of rigorous documentation, without which there is little room for sharing
through experience.
The Good Practice Project is an initiative of Health Systems Trust (HST) that seeks to address this need by mobilising Provincial Departments of Health (PDoHs) in South Africa to engage in reflective practice. Through this process,
HST hopes to identify, document and build a repository of public health sector good practices, which will serve as
a primary source of knowledge on what works within the public health sector.
It was with this vision that the Good Practice Project was initiated by HST to identify, document and share good practices throughout the South African public health community. This project marks the beginning of the HST Good Practice Project, which will be undertaken biennially to ensure sustained knowledge sharing throughout this community.
Good practice, in the context of this project, was broadly defined as a method that enabled the health service
provider to reach or surpass national targets in a particular area or for a specific health indicator, or enabled the
health service to improve markedly on previous values for a specific health indicator. The practice did not have to
be a novel one, but had to demonstrate successes in the implementation of standard processes as prescribed by
provincial or national policy.
The specific objectives were to:
»» Develop criteria for the identification of good practices within the public health sector;
»» Identify good practices according to stipulated criteria;
»» Develop a framework for the systematic documentation of good practices;
»» Understand and uncover key successes of the practices;
»» Document past and prevailing challenges;
»» Document solutions towards improvements; and
»» Share lessons learned.
To ensure that all provinces were provided with an equal opportunity to showcase their good practices, all Heads
of Departments (HoD) of the nine PDoHs were invited to submit two good practices. A set of criteria, guided
by these recommendations, was developed and used to assist PDoHs in their selection of good practices. For a
practice to be considered as a good practice it was essential that it fulfilled the following criteria – effectiveness,
efficiency, relevance and sustainability.
One hundred and twenty key informant interviews and six focus group discussions were conducted over a sixmonth period. Transcribed interviews were thematically analysed using the World Health Organization (WHO)
Building Blocks as the framework, which resulted in a diverse set of 16 Good Practice reports with a range of
themes.
It is important to note that this project was not intended to be a rigorous evaluation of each good practice, but
was rather meant to facilitate understanding of the process of identifying, documenting and sharing knowledge.
This was achieved by providing support during the selection process and assisting provinces to identify and select
their successful initiatives.
The project yielded a diverse collection of good practices that described creative and constructive initiatives by
people and organisations working within the public health sector of South Africa. The good practices included
in this publication have been grouped into three broad categories – clinical services, quality improvements and
corporate governance. The majority of contributions focused on efforts to improve service delivery and patient
satisfaction.
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The compendium of 16 good practices is as follows:
A.

Good Practices towards improved clinical services
1. Mpilonhle School Health Programme
2. Community-oriented Primary Health Care Programme
3. A System-wide Response to Reducing Infant and Child Mortality
4. The Batho Pele Health Project
5. Lehurutshe District Educational Campus Project
6. The Reakgona Disabled Club
7. Witbank Hospital Newborn Improvement Care Team
8. Mpumalanga Eye Care Programme

B.

Good Practices towards improved service delivery
9. Patient Complaint Response System
10. Advanced Incident Management System
11. Programme to Reduce Patient Waiting Times
12. Hospital Cleanliness Programme
13. Hospital Quality Assurance System
14. Boitumelo Hospital Food Service Management System

C.

Good Practices towards improved corporate governance
15. The Approved Post List
16. Management of the Human Resource Development Component of the Eastern Cape Department of Health

All good practices are aligned to South Africa’s policies to improve health
All good practices are aligned to
care. The Witbank Hospital Newborn Improvement Care Team sought to proSouth Africa’s policies to improve
mote breastfeeding, aligned with the Tshwane Declaration. The activities
health care.
of the Reakgona Disabled Club improved the mental health of community
members in accordance with the Mental Health Care Act 17 of 2002. Similarly, other good practices address
respective policies on patient health, and others that are categorised within corporate governance speak to the
integrated financial and human resource policy on staff costs.
The Community-oriented Primary Health Care programme aligned itself to the community-oriented primary health
care approach which focuses on the needs of the community. In addition to this good practice, practices such
as the Reakgona Disabled Club, the Batho Pele Health Project and School Health Programme highlighted the
importance of community awareness and the need for community mobilisation through community meetings and
mobile health care respectively.
The good practices used interventions that are responsive to the needs of the
clients and the changing context; they can be adapted to suit the target population. These interventions range from the more traditional community mapping
approach in the Community-oriented Primary Health Care Programme to use of
more innovative technology such as the patient report system in the Complaint
based Advanced Incident Management System.

The good practices used interventions
that are responsive to the needs of the
clients and the changing context
Response System and the web-

The need for interventions that are sustainable became apparent in lessons learned from the good practices. The
Community-oriented Primary Health Care programme included a plan for replication of the model and sustainability of
the intervention and by working with the National Department of Health (NDoH) trained staff to ensure continuity of
service delivery. The value of public-private partnerships was evident in the Lehurutshe District Educational Campus
Project in which partners with a common vision and their respective expertise collaborated to create and subsequently
train a new cadre of healthcare workers.
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The Hospital Quality Assurance System practice uses audit, survey and review processes to improve data quality
through monitoring and evaluation of the services delivered at a District Hospital, whilst Mpilonhle School Health
Programme uses an innovative data collection system in which every contact with a student is recorded in real time
using iPods. The Management of the Human Resource Development Component of the Eastern Cape Department of
Health, and use of the Approved Post List system in the Western Cape, aim to improve the management of human
resource constraints by enhancing the flow and quality of learners and decentralising the prioritisation of vacancies
to the district level respectively.
The findings obtained from the compendium of 16 good practices will provide PDoHs and researchers with valuable
knowledge informed by successes, challenges and lessons learned on how to improve service delivery. The experiences of both project managers and programme implementers will enable healthcare professionals working in the
public health sector to adapt, modify and improve current models of service delivery.
The subsequent round of the Good Practice Project will need to take into consideration the fact that some provinces
may need additional support during the selection process and may benefit from facilitated workshops. The key limitation
of this project is that it was not peer-reviewed. As such, debate about the merits of the documented good practices is
expected and should be encouraged.
The following recommendations are made for subsequent Good Practice Project studies; healthcare personnel and
decision-makers across from all provinces must invest sufficient time to reflect on their initiatives, as investigator-led
facilitation is a valuable approach to evaluating the merits of a proposed good practice. The process for the identification and selection of good practices should include a diverse group of staff including those that work at the
coalface of service delivery.
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Introduction
According to the World Health Organization (WHO), one of the significant barriers to knowledge sharing and
the reapplication of experience is the limited culture of documenting and sharing information and knowledge.
Although relevant knowledge may exist in people’s minds, it is not always possible for others to tap into it, or
the knowledge may exist in a form that is not easily accessible or available to others. Decision-makers, health
professionals and communities need to be able to find, use and share knowledge on experiences of what works
and the lessons learned.1
Documentation and sharing of good practices has, on a global scale, been shown to stimulate and improve
programme design, delivery, sustainability and outreach to a larger pool of beneficiaries on the basis of lessons
learned within settings of limited resources.2 In the past decade, there has been an increased demand for sharing
good practice in HIV and AIDS programming in the southern African region, including prevention, care, support,
treatment and impact mitigation. Despite this, the documentation of these good practices remains limited in the
region.2
Sharing of good practices is particularly limited within the public health sector of South Africa.2 While there is
little doubt that successful programmes and models of practice exist within the sector, these successes exist as
islands of excellence in different parts of the country. Without rigorous documentation of successful practices,
and the myriad challenges faced by their implementers, there is little room for sharing through experience.
In this project, a good practice was broadly defined as a method, activity or approach that enabled the health service provider to reach or surpass national targets, implement policy mandates effectively, or show efficiencies in
addressing the key priority areas outlined by Provincial and National Departments of Health. The practice did not
therefore have to be novel, but had to be successful in implementing standard processes as prescribed by provincial
or national policy.
This inaugural Good Practice Project publication presents the reader with a compendium of 16 good practices within
the South African public health sector, as identified by the respective Provincial Departments of Health. It is hoped
that it will enable people and organisations working in the health sector to engage in active reflection and to avoid
“re-inventing the wheel”, to “learn in order to improve performance” and to “avoid the mistakes of others”.2

What is Good Practice?
According to Aidsnet3, “good practice” is defined by the simple maxim: “Don’t reinvent the wheel, but learn in order
to improve it, and adapt it to your terrain to make it work better”. In the context of health programmes and services, a practical definition of a “good practice” is knowledge about what works in specific situations and contexts,
without using inordinate resources to achieve the desired results, and which can be used to develop and implement
solutions adapted to similar health problems in other situations and contexts.2
In recent years, there has been a debate around whether this form of documentation should be called “best practice”
or “good practice”. The debate emanates from the fact that projects or programmes are implemented in different
countries and contexts, with different objectives and varying challenges in the cultural, political, socio-economic and
resource environments.3 Many organisations have therefore chosen to adopt the term “good” instead of “best”, in
this way acknowledging the fact that a successful practice within one context may not be replicable or successful
in another.3
The WHO suggests that the use of the word “best” should not be considered as the aim is not “perfection” or the
“gold standard”.1 Results can be partial and may be related to only one or more components of the practice being
considered. As the WHO states, documenting lessons learned on what does not work and why it does not work is
also an integral part of best practice so that the same types of mistakes can be avoided by other programmes and
projects.1
For the purpose of this project, the term “good practice” is consciously chosen instead of “best practice”, as the
successes in the public health domain have not been benchmarked against other methods attempting to achieve the
same outputs or outcomes that may exist elsewhere in the world. The first step was to identify and document these
good practices, while benchmarking them would be the purpose of another exercise.
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Objectives
The aim of this project was to identify, document and share good practices within the public health sector in South
Africa. The specific objectives of this project were to:
»» Create a set of criteria for identifying good practices;
»» Identify current good practices within the public health sector using the stipulated criteria;
»» Identify the implementation challenges of the practice;
»» Document collective solutions to the challenges;
»» Clarify steps needed to implement proposed solutions successfully; and
»» Share lessons learned.
This project was not intended as an evaluation of good practices, but rather to sensitise Provincial Departments of
Health (PDoHs) to the process of good practice documentation, and facilitate the process of knowledge sharing through
experience. It was decided at the outset that all contributions from the provinces would be accepted to provide every
province with an equal opportunity to share their work.

Methodology
The documentation of good practices in the public health sector took place over a period of 11 months, beginning in
December 2011 and reaching completion in November 2012. The focus areas were wide-ranging and included innovative Primary Health Care (PHC) initiatives, human resources, and health information innovations or programmes.
Good financial and procurement practices were proposed as a focus area, as these are also an area of interest for the
National Department of Health (NDoH).
This study used a mixed-method approach, which included a review of relevant policies and documents, interviews with
relevant key stakeholders and programme managers, and observations of the selected practice. Both qualitative and
quantitative data analyses were used in generating this report. However, greater emphasis was placed on exploratory
and descriptive information collected from interviews and direct observations of the practice. Quantitative data were
used as supporting evidence of successful outcomes, where appropriate and relevant.

Methodological Framework for Documenting Good Practices
A framework proposed by the Joint United Nations Programme on HIV/AIDS (UNAIDS)2 for documenting best practices was adapted for the methodology of this project. The framework involves a systematic examination of health
care provision and uses a process of critical reflection to draw on collective knowledge on what is known and what
works well.
The following steps were involved in the cycle of documenting and sharing knowledge of good practices:
1. Identification and reflection
2. Data collection
3. Document write-up
4. Peer review
5. Finalisation and dissemination

Identification and Reflection
The selection of good practices was done by each of the nine PDoHs. Provinces were invited to submit two good practices
relating to translating policy into practice. An established set of essential criteria outlined by UNAIDS2 and the WHO1 was
provided to the provinces (see Table 1) to guide their selection process.
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Table 1: Criteria used for selecting good practices for this project
Criteria

Definition

1. Effectiveness*

The practice must work toward and achieve results that are
measurable.

2. Efficiency*

The practice must produce results using a reasonable level of
resources and time.

3. Relevance*

The proposed practice must address one or more priority health
problems as identified by the provincial department of health.

4. Sustainability*

The proposed practice must have been implemented over a long
period of time (two or more years) without the injection of additional
resources.

5. Ethical Soundness

The practice must respect the rules of ethics for dealing with human
populations and data, information and resource management.

6. Possibility of Duplication

The proposed practice must have the potential to be replicated
elsewhere in the country.

7. Involvement of
Partnerships/Multi-sectoral
Collaboration

The practice could involve a satisfactory collaboration between several
stakeholders, different government departments, civil society and
private organisations.

8. Community Involvement

Where relevant, the practice must involve participation of the affected
communities.

9. Political Commitment

The practice must have the support of Provincial Departments of
Health and other relevant regulatory bodies/task teams.

*Essential criteria that must be fulfilled for a practice to be deemed a “good practice”
Source: Adapted from WHO: Guide for Documenting and Sharing Best Practices in Health Programmes, 2008

Support and assistance was provided to provinces as and when requested. HST responded to requests from
the Mpumalanga and Gauteng DoHs to facilitate the good practice selection process. A briefing meeting was
conducted with the Eastern Cape DoH Executives, while the remaining provinces selected their good practices
independently, using only the written guidance from HST. Each province submitted two good practices, with the
exception of the Northern Cape and Eastern Cape who submitted one good practice each, ultimately resulting in
a collection of 16 public health good practices, as outlined in Table 2.

Table 2: List of good practice contributions from Provincial Departments of Health
Good Practice
Programme to Reduce Patient Waiting Times
Patient Complaint Response System
Boitumelo Hospital Food Service Management System
Advanced Incident Management System
The Reakgona Disabled Club
Lehurutshe District Educational Campus Project
Community Oriented Primary Health Care Programme
Mpilonhle School Health Programme
Management of the Human Resource Development Component of the Eastern
Cape Department of Health
The Approved Post List
A System-wide Response to Reducing Infant and Child Mortality
Mpumalanga Eye Care Programme
Witbank Hospital New-born Improvement Care Team
Hospital Cleanliness Programme
Hospital Quality Assurance System
Batho Pele Health Project

Province
Gauteng
Free State
North West
KwaZulu-Natal
Eastern Cape
Western Cape
Mpumalanga
Limpopo
Northern Cape

All good practice contributions were active during the period 1 January 2012 to 31 July 2012
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Data Collection
Prior to fieldwork commencement, supporting documentation was requested from relevant key informants. This
included published peer-reviewed articles, reports, terms of reference agreements, Microsoft powerpoint and poster
presentations, and annual reports.
Fieldwork was conducted over a six-month period, from 1 January 2012 to 31 July 2012. Data collection involved key
informant interviews and focus group discussions, with site visits where necessary. Emphasis was placed on uncovering
successes and failures, and documenting lessons learned. HST endeavoured to collect as much supporting information
as possible in the form of photos, reports and tools.

Analysis of Data
A qualitative, thematic analysis of the data was undertaken. The findings were compiled using the six Building
Blocks of the WHO Health System framework to uncover the structural features of each good practice. In so doing,
each good practice was documented in relation to service delivery, use of routine health information, financial
management, human resources and leadership and governance. In addition, the analysis aimed to highlight the key
successes, challenges and lessons learned.

Ethical Considerations
The project was reviewed by a recognised Ethics Review Committee and permission to conduct the project was obtained
from the NDoH and the PDoHs.

Presentation of Results
The 16 good practice reports were broadly analysed to fit into three major categories, namely clinical services, quality
improvement, and corporate governance. This was done to facilitate ease of analysis and discussion of relevant themes.
This report documents eight good clinical service initiatives, six good quality improvement initiatives and two corporate
governance good practices. Key sources of literature have been used to support emergent themes, and in this way support the discussion of themes across the various good practices.

Table 3: Distribution of good practices by category and province
Province

Clinical Services

Quality Improvements

EC

l

FS

ll

GP
KZN

ll
ll

LP
MP

Corporate Governance

ll
ll

NC

l

NW

ll

WC

l

Total

8

l
6

2

Documenting Good Practices in the Public Health Sector of South Africa | 4

Good Practices towards improved
Clinical Services
›› Mpilonhle School Health Programme
›› Community-oriented Primary Health Care
Programme
›› A System-wide Response to Reducing Infant and
Child Mortality
›› The Batho Pele Health Project
›› Lehurutshe District Educational Campus Project
›› The Reakgona Disabled Club
›› Witbank Hospital New-born Improvement Care
Team
›› Mpumalanga Eye Care Programme
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Mpilonhle School Health Programme
An initiative to improve the health and social development of adolescents and young adults
in the uMkhanyakude District

Background
Mpilonhle, which in isiZulu means “a good life”, is a nongovernmental organisation (NGO) dedicated to helping
some of South Africa’s poorest communities in the
uMkhanyakude District in northern KwaZulu-Natal (KZN).
Mpilonhle was started by Michael Bennish and JP Sevilla
in October 2007, its mission being to improve the health
and social development of adolescents and young adults
in rural KZN, with a focus on HIV prevention. Mpilonhle’s
vision is for the youth in the uMkhanyakude District to
be free of HIV and to lead productive and fulfilling adult
lives. Its offices are based at Mtubatuba and it provides
services across the district via mobile units.

Kwazulu-Natal
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Strategy
As in most rural areas of KZN, people in uMkhanyakude
live in scattered homesteads, with schools often being
the only locations in which youth congregate in numbers. Mpilonhle therefore decided to target schools using
mobile units, as schools lacked space, and having fulltime staff at each school would be cost-prohibitive. By
using mobile units in rural areas, Mpilonhle provides
services to a larger number of students and community
members. Three mobile units take services directly to 30
key schools in the district, where they remain for a week,
returning four to five times a year. The mobile units provide health education and HIV prevention services, HIV
testing, curative services and computer training. During
school holidays, the units run intensive one-week sports/
health camps at other schools in the region. Mpilonhle
offers the following services and core programmes:
»» Health education, screening and treatment and
referral;
»» Social and psychology services;
»» Eyecare services;
»» Partnership for Adolescent Support Programme
(PALS);
»» Teacher training, computer training and career
counselling;
»» Grassroot soccer “Skillz” programme;
»» Home-based care programme;
»» Shoe donation programme;
»» Circumcision programmes;
»» Garden- and food-parcel projects; and
»» Sport fields, water and sanitation.
Mpilonhle works in partnership with schools, government, and other not-for-profit organisations to achieve
its objectives.

Links to policy
Mpilonhle’s work is aligned with the Children’s Act 38
of 20051, which states that those aged above 12 years
should have access to HIV and AIDS testing, contraceptives and reproductive health information. It is also
aligned with the government’s strategy to re-engineer
PHC2, addressing one of the three main streams of
PHC re-engineering, that is – school health services.
This stream aims to address basic health issues among
school-going children, as well as contraceptive health
rights, teenage pregnancy, HIV and AIDS, and drugs and
alcohol in schools.
The National Department of Health (NDoH), in collaboration with the Department of Basic Education, revised
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Objectives
üü Mpilonhle’s main objective is to promote the
development of youth through integrated,
innovative health and education programmes
that prevent HIV, promote general health, and
develop the computer-based skills and knowledge
necessary to succeed economically.
the National School Health Policy in 2011. The new
Integrated School Health Programme3 recognises that
most children spend up to 13 of their formative years
in a classroom environment, providing an ideal opportunity for health education and interventions that aim
to address the many health- and socio-economic factors that affect children. Mpilonhle has capitalised on
this opportunity, as it also calls for establishing effective partnerships between government, trade unions,
the private sector, academic institutions, civil society
and NGOs to assist in formulating, implementing, and
monitoring and evaluating priority areas for school
health. Mpilonhle is aligned directly with two objectives of the Integrated School Health Programme:
»» To provide preventive and promotive services that
address the health needs of school-going children;
and
»» To facilitate referral to health and other services
where required.3
Mpilonhle also offers four of the five components of
the Integrated School Health Programme’s package
of services:
»» Health promotion/education;
»» Individual learner assessment;
»» On-site service provision; and
»» Referral and follow-up.3

Service Delivery
Resource use
Mpilonhle has 60 staff for its core programmes, with
each mobile unit staffed by a professional nurse, a social
worker, four health counsellors, one health educator, one
information technology trainer, 24 home-based carers
and a driver who is also the security guard. A mobile
unit consists of two caravans, which cost approximately
R225 000 each. Each mobile unit carries an Information
Technology educator and is equipped with 24 computers that are used by students during the day, after hours
and on weekends, as well as during school holidays
by those enrolled in the PALS programme. Schools are
required to provide a room for the computer training and
peer counselling if possible.
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Monitoring and evaluation systems
Mpilonhle has developed an innovative data collection
system, in which every contact with a student is recorded
in real time using iPods connected wirelessly to a local
area network in the mobile unit. This allows the staff,
at any time, to know how many people have received
services, and to have a complete and secure electronic
medical record for every student they care for. The data
collection system also allows Mpilonhle to determine
how each mobile unit and counsellor is performing, and
to assess its overall organisational performance. It monitors a number of key indicators, including the number
of health education sessions provided, the number of
learners counselled, the acceptance rate of testing for
learners, and the HIV positivity rate.

Funding and partnerships
Funding
Mpilonhle’s funding comes from both private and public
sources, including the following: PEPFAR and USAID,
Charlize Theron Africa Outreach Project, Oprah’s Angel
Network, IPAS, National Lottery Distribution Trust Fund,
One Sight, South African Sugar Association, and the
Los Angeles Futbol Club – Chelsea Foundation.

Partnerships
Collaboration is very important, and Mpilonhle works
closely with government departments and other notfor-profit organisations. It has strong links with the KZN
Departments of Health, Education, and Social Development; the South African Catholic Bishops Conference;
the Educational Development Center; and Grassroot
Soccer.

Sustainability and possibility of replication
Mpilonhle has been active for five years and its financial
sustainability - being a grant-supported programme makes the future uncertain. While it has diverse sources
of funding and appears to have a loyal core of financial
supporters, it does not raise a significant percentage of its
funding from local sources that could possibly supplement
its income. Service provision is also an important aspect
of sustainability, and it needs to provide efficient services
that meet the needs, priorities and expectations of its
constituents. Sustainability also requires a strong public
presence, and Mpilonhle enjoys good media coverage
and has a solid reputation both locally and internationally.
Its sustainability is also dependent on building strong
relationships with the schools on which it relies for local
support to provide a space for the mobile units, and
to make time to allow students to take part in project
activities. Teacher- and peer-educator training enhances
sustainability, as it builds capacity that benefits the

communities. Mpilonhle has developed a viable model
of providing computer and health services to isolated
rural schools, enabling the programme to be replicated
elsewhere.

Challenges
Mpilonhle has faced a number of challenges. These
include:
»» Deciding on the package of services to offer and which
schools to service. The Executive Director pointed out
that an HIV and AIDS-only programme was likely to
“face a lot of stigma and a lot of rejection”;
»» Coordinating project activities with school schedules;
»» Providing a package of services to learners who range
from 12 to 23 years;
»» Accommodating for the fact that all schools are different and require a different approach;
»» Ensuring consistent funding;
»» Acquiring additional transport needed to provide all
services;
»» Providing services in a large district with scattered
communities;
»» Coping with mobile unit staff shortages if staff are
off sick;
»» Selection of schools to visit to improve the performance of all learners in the district; and
»» Inadequate private rooms for peer educators to
counsel learners.

Successes
Mpilonhle has reported the following successes:
»» A total of 50 852 grade 8 to grade 11 learners and
camp participants have attended health education
sessions.
»» A total of 27 191 grade 8 to grade 11 learners and
camp participants received HIV counselling, as
depicted in Figure 1 below. The acceptance rate of
testing was 75% in 2010. From October to December 2011, Mpilonhle did not test for HIV as per a
request from the Department of Basic Education
which negatively impacted on the acceptance rate of
testing for 2011. From October 2007 to July 2011,
the acceptance rate of testing averaged 82%.
»» From October 2007 to May 2011, 15 854 learners
were seen by the Mpilonhle PHC nurses, mainly for
Sexually Transmitted Infection (STI) treatment, family
planning, HIV second test, and HIV care and support.
»» A total of 3 242 students have received social and
psychology services, including identification, referral
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and support for those eligible for grants; counselling
of HIV-infected leaners; and counselling for sexual or
physical abuse (October 2007 to July 2011).
»» Just under 31 000 learners from grade 8 to grade 11
and camp participants received computer training.
»» Since September 2010, 400 learners have received
individual career counselling and 382 received career
counselling through workshops.
»» Since 2009, approximately 20 000 adolescents have
completed eight or more one-hour sessions of Grassroot Soccer “Skillz” training.
»» Mpilonhle is collaborating with the Home Field
Advantage Project to provide grassed soccer fields
with water supply and ablutions, which is currently
under construction.

»» Food parcel distribution to 40 families started in 2008
and increased to 60 families in February 2011.
»» Approximately 50 teachers have attended one-week
teacher training sessions.
»» Vision screening has been provided to 19 225 people
and corrective lenses and glasses to 9 950 people.
»» From 1 October 2007 to 30 May 2011, 24 829 community members received health education and 3 659
received computer education.
»» Between the period 1 October 2007 to 30 May 2011,
23 632 community members received counselling and
the acceptance rate of testing was 64%.

Figure 1: Number of counselled learners, per annum, and proportion of counselled learners that accept testing,
October 2011
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Note: Between October 2011 and December 2011 Mpilonhle did not test for HIV in schools as requested by the Department of
Education. As of January 2012, Mpilonhle received permission to resume testing for HIV in schools.
Source: Adapted from Mpilonhle: Four Years of Accomplishments, October 23 2011
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✍✍

Lessons learned

Mpilonhle project staff reported that they have
learned the following important lessons:
»» Staff dedication and commitment are essential to
ensure successful project implementation;
»» Perseverance, patience, learning from failures and
improving services are crucial for improvement.

Awards and recognition
Mpilonhle has achieved much media recognition, particularly because of its high profile original philanthropists
Oprah Winfrey and Charlize Theron. No fewer than nine
videos about or mentioning Mpilonhle can be found
on the video-sharing website YouTube, and it has also
been featured in local and international newspapers,
on radio programmes and in magazines.

❝❝ There is always room for improvement; you
can never say that you are perfect. There is
always another step you can take whether
it is the quality of your data, cleaning it or
reporting on it, from the start to the end but
there would always be a room for improving
all that. ❞
(Key informant 1)
»» The use of innovative techniques such as iPods
as data collection tools to solve problems and
improve the system.
»» The value of team work, good planning and
organisational infrastructure.
❝❝ Mpilonhle shows how important a team
approach is, as well as superb planning and
organisation. ❞ (Key informant 2)
»» The need for collaboration between government
departments.
❝❝ We have learnt more about integration,
because when you see Mpilonhle, you
do not think of only one department,
you will meet the Department of Social
Development, the Department of Health,
and the Department of (Basic) Education,
and you will even meet other organisations.
❞ (Key informant 3)
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Community-oriented Primary Health Care Programme
A non-governmental organisation working within the Sisonke District of Southern KwaZuluNatal that uses a community-oriented primary care approach to patient care

Background
Edzimkulu is an originally Canadian-funded charity,
established in May 2003, which provides support to
approximately 4 000 children and adults impacted by
HIV and AIDS in the Underberg region of KZN. While
the Ndawana Clinic remains the focal point of Edzimkulu’s healthcare efforts, its work has expanded to
serve a much larger area. Edzimkulu’s vision for a community:
where the reality of HIV and AIDS is accepted and dealt
with in an open, compassionate and non-stigmatising
way; for healthy children and adults; with an economic
base enhanced by accessibility to government programmes; a strong system of education; and many partners, including government agencies.
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Challenges faced by the community before Edzimkulu
included isolation, poverty and limited access to basic
service delivery, with a mobile clinic that visited occasionally. The nearest clinic is 50 km away and the
nearest hospital is 100 km from the community.
Edzimkulu recognised that access to patient-centred
HIV and Tuberculosis (TB) care in rural communities in
South Africa was problematic because:
»» The health system was not an integral part of the
community;
»» There were poor linkages between clinic and community;
»» There was a lack of transport to hospital for
extremely ill people;
»» Community caregivers (CCGs) were not recruited
from local communities;
»» There was inadequate training and supervision of
CCGs; and
»» Systems to monitor and evaluate the CCGs’ work
were poor.

Strategies to achieve objectives
To achieve its objectives, Edzimkulu has implemented a
number of strategies to build an integrated community/
facility service, including:
»» Mapping the community and conducting a census
to profile its members: involving and consulting
with the community members in the project design
and employing community members as trainees and
employees (e.g. team members, construction labourers
and CCGs);

Objectives
üü Edzimkulu selected the community-oriented
primary care (COPC) framework to deliver PHC,
which aims to address healthcare problems of
the community through community engagement.
Edzimkulu’s objective was to develop and implement a COPC model in Ndawana, its philosophy
dictating a strong relationship with local government agencies, as the organisation aimed to
work itself out of a job by 2013, leaving the
community in a more sustainable situation
than when it arrived.

Links to policy
In 1978, at a conference at Alma-Ata, Kazakhstan, the
WHO and UNICEF (United Nations Children’s Fund)
endorsed the policy of COPC, which was first introduced
and pioneered at the Pholela Community Health Centre
(CHC) by Dr Sidney Kark in the 1940s.1 This approach
highlights the need for community involvement to ensure
that all obtain care in relation to their needs. In 2003,
through strong partnerships with the Sisonke NDoH and
the community, Edzimkulu developed the approach on
direct request for assistance from a community member.
In 2009 the Department of Social Development revised
the Community Caregiver Framework for Home-based
Community Care2 and its strategy to re-engineer PHC.
This revision acknowledged the link between fixed PHC
facilities and home- and community-based health services, and the need to use CCGs as part of the Outreach
Team to improve community health outcomes. Edzimkulu
shared this vision and in 2009 aligned its activities with
those of the NDoH.

»» Constructing a 450m2 four-building clinic and community centre built entirely with Ndawana labour
and materials, with the exception of cement and
hardware;

Service delivery

»» Planting community demonstration gardens in 2006
to provide a enclosed space, with access to water
for people interested in gardens. Seeds and seedlings were distributed to village dwellers who had
fencing and water at their homes;

The staff complement of the Edzimkulu management
team has remained consistent between 2003 and
2011, with six community members (including two
from Underberg since 2009) and the founders of the
organisation. In 2012 Edzimkulu employed 21 people,
including two professional nurses, one staff nurse, one
enrolled nursing assistant and a data capturer. The KZN
Department of Health paid the salaries of 16 staff members and the South African non-profit organisation (NPO)
TB/HIV Care paid for the other five. Ndawana Clinic is
now a government-funded clinic with an operating budget and clinic staff that have been absorbed by KZN DoH.

»» Training of CCGs in voluntary counselling and testing
(VCT), and providing them with remuneration to them
to ensure retention;
»» Introducing Community Integrated Management
of Childhood Illness (CIMCI) in early 2008, and
community growth monitoring in March 2009; and
»» Introducing a number of health initiatives, including
programmes in orphan, gender and CIMCI support;
education; food security; skills development; transport to the closest hospital (a distance of 100 km);
and workshops on healthy lifestyles.

Resource use

Monitoring and evaluation systems
Edzimkulu assigns every client who has chronic health
needs (HIV, TB, chronic illness, disability) to a CCG,
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»» The KZN DoH and TB/HIV care have absorbed the
majority of Edzimkulu’s employees;
»» Ndawana Clinic is now an official government clinic
with an operating budget and clinic staff absorbed by
the KZN DoH;
»» Large-scale gender, justice and HIV education,
counselling and treatment programmes are in place,
enabling positive attitudes and practices to continue
to grow in the community;

Staff of Edzimkulu

who is provided with a monthly pre-printed assignment
register that includes clients’ names and the tasks
required during the month. These include weighing
children, monitoring breastfeeding or screening for
TB, with blank lines allowing for capturing new clients
who are then added to the register for the next month.
The CCGs use various tools to capture data, which is
submitted monthly, entered onto a central database and
validated with a follow-up register that is generated for
their supervisors. Analysing the data locally builds staff
capacity, provides information about the community
needs and is useful for planning.

Funding and partnerships
Funding
The first five years of funding were provided almost
entirely by individual donors and small family foundations
in Canada’s Edmonton area. From being a 100%
Canadian-funded programme, this amount has been
reduced to approximately 30%, with most of that
funding being used for rebuilding. Day-to-day operations
are now funded locally by the KZN Department of Health
(KZN DoH) and by TB/HIV Care.

Partnerships
Edzimkulu’s philosophy was to develop a strong relationship with local government agencies to facilitate its
withdrawal from the community by 2013 and it began
working directly with the KZN DoH in 2004. The main
stakeholders in the partnership are the KZN DoH, Edzimkulu and the Ndawana community, with entry and exit
strategies being agreed upfront, and an emphasis on constant, clear communication and skills sharing.

Sustainability and replication
The project is now in the final stages of making all its
programmes and services sustainable. The intention was
for Edzimkulu to transfer its healthcare programmes and
clinic operations to the KZN Department of Health, and
its training programmes to the NPO, TB/HIV Care, by
2013. It has reached the goal of sustainability in the
following areas:
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»» The South African Government is now funding the
teachers’ salaries of the Edzimkulu’s pre-school. The
KZN DoH has requested Edzimkulu to assist it in replicating the healthcare model in four nearby rural villages.

Successes
Some of the successes reported by Edzimkulu include:
»» Ndawana Clinic was approved by the provincial HIV,
AIDS, STI and TB (HAST) team as the first downreferral site in the Sisonke district (January 2007);
»» Edzimkulu provided funding for a park home at Underberg Clinic to enable accreditation of the site as a
down-referral site (2007);
»» Ndawana was approved as an ARV initiation site using
the roving doctor concept (January 2008);
»» CCGs underwent in-depth training in 2009 on community growth monitoring, nutrition counselling, early
intervention for children with HIV, and administering
polymerase chain reaction (PCR) tests;
»» The weighing coverage increased from 17% to over
80%, many children were identified as HIV positive
and were initiated onto treatment, and immunisation
coverage increased after Edzimkulu, with permission
from the province, adopted the use of the Road to
Health Cards (RTHCs);
»» The gardens at the community centre continue to be
used by approximately 20 families as well as staff
members who garden to provide food for support
groups and meetings at the centre. Uptake of homebased food gardening has increased to more than
60% of all households;
»» Edzimkulu’s CCG model allowed for immediate implementation response to the Government’s introduction
of the new infant feeding/nevirapine guidelines:
Ndawana has a higher Prevention of Mother-toChild Transmission (PMTCT) coverage rate and more
children on antiretroviral therapy (ART) than the rest
of the Sisonke district, even without the benefit of
linkages with antenatal programmes or any effective
down-referral from hospitals;
»» Gender, Integrated Management of Childhood Illness (IMCI) and re-engineering support is provided by
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»» Through what is called “Edzimkulu2”, it now supports approximately 5 000 people across seven villages with provision of HIV-related healthcare. Most
of these people are in the village of Mangeni, 25 km
from Ndawana.

Edzimkulu throughout the entire district (catchment
approximately 500 000);
»» Improved HIV testing coverage – as of September
2011, 73% of the Ndawana catchment population
had been tested for HIV (excluding women tested in
antenatal programmes); and

»» Until December 2011, 310 children were enrolled on
CIMCI – 206 in the Ndawana sub-district and 104
in the Mangeni sub-district (See Figure 3 below).

»» In Ndawana, there were more children per capita on
ART than any other site in the Sisonke district. (See
Figure 2 below.)

Figure 2: Children on ART in the Sisonke District as per percentage of total population, January 2011
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Figure 3: Proportion of children under two years enrolled on the Community Integrated Management of Childhood
Illness (CIMCI) programme, May 2011
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Challenges

Awards and recognition

The Edzimkulu project has experienced the following
challenges:

In 2009, Edzimkulu was recognised for the following
best practice achievements:

»» Ndawana does not provide antenatal care at its clinic
and pregnant women who require care have to travel
to Underberg. For these women, the distance to
Underberg is a socio-economic barrier that prevents
them from accessing care. As a result, records of pregnancies, deliveries and infant health are lacking.

»» Best practice model for community-based HIV work
by Khomanani Caring Together;

»» While TB and HIV case finding and coverage is high,
retaining clients and adherence is problematic due to
seasonal migrant work, lack of transport and many
children on treatment living in less stable environments, as many are orphans.

✍✍

Lessons learned

The Edzimkulu project has provided a number of valuable lessons through the implementation of its COPC
model. These include:
»» The health system must be an integral part of the
community and programmes must be designed by
the people if they are to be embraced by the people;
»» The need exists for a strong relationship and shared
vision between the three stakeholders (community,
KZN DoH and NGO);
»» CCGs and community health facilitators must be
from the community as they have the necessary
rapport with the community.
»» Those employed on the programme need to demonstrate community commitment and CCGs need
to be adequately trained, supervised and remunerated as defined by the programme;
»» The need exists to integrate, not merely link, the
clinic with the community: CCGs should work in
the clinic and facility-based staff should do home
visits in order to gain a deeper understanding of
what CCGs face when out in the community;
»» Clinic infrastructure should, within reason, also be
used for community purposes other than health.
This can, for example, be realised by having multipurpose meeting rooms;
»» The provision of infrastructure such as clinic and
community centre buildings supported by organised, community-located transport for patient tracking and supervision is necessary for communities;
and
»» Developing a well-defined and implemented exit
strategy (prior to foreign NGOs returning to their
countries) to ensure sustainable delivery and management of the services is pivotal and should entail
adequate skills transfer in order to build capacity in
local staff.
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»» Best practice model for Community Mobilisation for
PMTCT of HIV by the University of Western Cape
and the Medical Research Council, in conjunction
with the NDoH;
»» Best practice model for implementation of Community Integrated Management of Childhood Illness
(CIMCI) awarded by UNICEF and the NDoH; and
»» In 2010, Edzimkulu’s stigma DVD on stigma was
selected for presentation at the International AIDS
Conference in Vienna.

A System-wide Response to Reducing Infant
and Child Mortality

A coordinated effort to strengthen and test the effectiveness of the Western Cape
District Health System during the annual diarrhoeal disease season

Background
Diarrhoeal disease (DD) is the second leading cause
of childhood mortality in South Africa, accounting for
almost 21% of deaths in children under five between
2005 and 2009.1 During this period, 18% of deaths
amongst HIV-infected children could be attributed to DD.1
This disease is directly linked to water quality and supply,
hygiene, sanitation and environmental hazards, all of which
are particularly problematic in informal settlements. During
the diarrhoeal disease season (DDS), which runs from
November to May peaking between February and March,
health care facilities, particularly referral centres, admit
many affected patients. The increased caseload results
in bed shortages and a strain on staff and resources, and
affects the quality of care.

WEstern Cape
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In 2005, the Western Cape Department of Health (WC
DoH) designed a DD Plan to address the high mortality
rate in children under five years. A task team was then
mandated to develop a system-wide intervention based
on this DD plan using what was referred to as a wedge
model to integrate efforts across different levels of care.2
There was focused effort on embracing communitybased activities for preventive efforts with environmental
health, water, sanitation, health and hygiene as central
activities.2 Guided by the wedge model, the DD plan was
designed around the sub-district service delivery within
the district health system, and was driven by an integrated team from each sub-district, whose members all
provided input according to their area of expertise. Key
aspects of the intervention included identifying hotspots
for diarrhoeal deaths, introducing oral rehydration therapy (ORT) corners at health facilities, introducing the
Rotavirus vaccine into the immunisation schedule, and
more extensive engagement with and use of the services of environmental health practitioners (EHPs).
Since its implementation, childhood mortality due to DD
has declined by more than 80%.2

Structure and strategy
Service delivery
Ten formal and informal settlements were identified
within the Cape Town Metropole as hotspots for
diarrhoeal deaths using hospital admission data of
the previous year (2004). These were areas where
most cases of fatal DD were reported in the previous
year and included Gugulethu/Nyanga, Khayelitsha,
Phillipi, Delft, Bloekombos/Wallacedene, Langa/Joe
Slovo, ImizamoYethu, Lwandle/Nonzamo, Crossroads/
Brown’s Farm and Du Noon. The intervention was
implemented at the start of the DDS in November using
the wedge model with a generic planning framework
that included the following:
»» Following up of all cases of severe DD or death of a
child, with EHPs conducting home visits to investigate possible environmental factors contributing to
the child’s illness such as waste disposal, hygiene
practices, water access and quality;
»» Developing local plans to address specific health
and hygiene issues;
»» Developing Standard Operating Procedures (SOPs)
for triage, rehydration methods and referral mechanisms;
»» Educating the affected parents and communities on
appropriate home management and prevention of
DD in children; and
»» Cooperating with relevant departments: Water and
Sanitation, Housing, Solid Waste, Social Development, and Transport.

17 | Documenting Good Practices in the Public Health Sector of South Africa

Objectives
The main objectives of the intervention were:
üü To reduce childhood mortality and facility
admissions due to DD;
üü To empower communities to manage cases of
DD at home;
üü To raise awareness among the communities
about the importance of environmental health
and hygiene; and
üü To develop a cost-effective solution to treat
cases.

The framework was implemented through a coordinated intervention and different levels of care. These
included media and communications and communitybased and facility-based strategies.

Media and communications
An extensive communication strategy was undertaken
during the 2010/11 and 2011/12 DDS with advertisements, radio interviews and discussions in the local print
media and on community radio stations forming the core
activities of the health promotion and awareness campaigns. Informative materials (posters, newsletters and
pamphlets) were used to educate and create awareness
within health facilities and communities on hygiene, DD
and other environmental hazards. Local General Practitioners were provided with information pamphlets that
reinforced the appropriate DDS plans, management
and referral pathways in the province.

Community-based interventions
Living conditions and the lack of adequate water
and sanitation infrastructure contribute towards DD
in informal settlements. EHPs did weekly visits to all
278 informal settlements in Cape Town to determine
the availability of taps, toilets and refuse collection.
Compared to the city’s recommended norms, service
deficiencies were reported in water (25%), sanitation
(26%) and refuse collection services (4%) during the
2010/11 DDS, with problems being reported to the
relevant City of Cape Town (CoCT) service delivery
departments.
EHPs provided community training and support in healthand hygiene-related projects, trained formal and informal food handlers on safe and hygienic food handling
methods, and participated in the DD weekly meetings.
Community caregivers (CCGs) conducted home visits
to empower caregivers on mixing and administration of
sugar-salt solution and hand-washing practices. Caregiver support and buy-in was necessary, as the intervention is dependent on adherence to appropriate hygiene
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practices and home management of DD, as well as early
health-seeking behaviour in the event of illness. Home
visits to the families of all deceased DD and severe DD
cases under five years of age were conducted where
possible. Of those traced, information was collected
on knowledge, attitudes and practices of caregivers
regarding health and hygiene; access to, storage and
use of clean water; access to and types of toilets, and
refuse removal.

Facility-based interventions
ORT corners were established in all the WC Primary
Health Care (PHC) facilities to provide immediate
assistance to children presenting with DD. Caregivers
were shown how to make Oral Rehydration Solution
(ORS) and manage DD at home, and received education
on good hygiene practices. A hand-washing campaign
was also introduced within health facilities. Additional
measures introduced at health facilities included fasttracking DD cases for treatment on arrival, increased
after-hours Community Health Clinic (CHC) access,
streamlined paediatric referral and transfer pathways,
and staff training to identify danger signs and implement
appropriate management. System functioning was
assessed by facility and programme managers, and
tools were developed to assist with monitoring and
evaluation of DD at all facilities. Templates were created
to collect the weekly data on the number of children
under five years presenting with DD to PHC facilities
and data were routinely collected. After validation,
these data were transcribed onto a district template and

a report was provided to task team members and other
stakeholders. Extra beds were made available at referral
hospitals, additional staff were employed during DDSs,
and cases were diverted to appropriate alternative levels
of care. The Road to Health Cards (RTHC) of children
deemed to be at risk of dehydration were stamped at
discharge to alert PHC workers, in this way promoting
feedback and a continuum of care.

Resource use
The EHPs played an important role in implementing the
DD intervention, and the Health Information Officers
(HIOs) were responsible for data collection and management. The local and provincial governments created a
collaborative relationship with respect to budget management, and the allocation of funds and resources,
which were used to pay for media coverage, community
health promotion campaigns, additional EHP appointments, staff training, and EHP community and home
visits.

Health information management
A number of tools were developed to facilitate implementation, monitoring and evaluation. These included:
»» An ORT corner checklist to measure its implementation;
»» An infant diarrhoea management checklist for facility
staff;
»» A register to record the number of health promotion
talks at health facilities;
»» A DD list where clinicians recorded DD cases requiring home visits;
»» A DD weekly line-list that summarised cases seen
at each facility per week to determine patient outcomes, track case numbers and identify those
requiring further investigation;
»» A RTHC stamp for identifying children at risk of
dehydration, particularly following discharge from
hospital;
»» An environmental health reporting template to help
EHPs document identified environmental hazards
within the community; and
»» An early DD death notification system established
in hospitals to provide feedback to the sub-district
task team and allow timely investigation and intervention by EHPs.

Oral Rehydration Corner in
Gugulethu Community Health Centre
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Governance and leadership

Successes

There was a strong relationship and acceptance of the
plan by the local government (CoCT) and the WCDoH.
The coordination of programme activities during the
DDS in each of the sub-districts fell under the leadership
of two managers, one from the Metro District Health
System (MDHS) and one from the CoCT. Local governance and management structures and teams in each
of the eight sub-districts were led by family physicians,
and weekly meetings were held to discuss problems
encountered and to identify strategies to address them.

The following successes were reported:

Sustainability and replication
The 24% reduction in DD admissions since 2009 was
associated with a decrease in cost-to-benefit ratio and
cost savings in the long term.2 The key informants
reported that additional EHPs employed during the DDS
were justified by the reduction in facility-associated costs
due to the reduced admission. The DD plan is patientcentred and is in line with a PHC re-engineering approach,
which emphasises a multi-displinary response to disease
management and centres on the role of the CCGs and
other proposed members of the Outreach Team, such as
EHPs. The strategies, such as the ORT corners and rigorous use of monitoring and evaluation tools, can be modified and used elsewhere for DD and other environmental
diseases that require a health promotion component.

Challenges
The dual authority system of governance, CoCT and
MDHS, at times led to obstacles in implementation as
reported by those involved. These include:
»» Limited access to PHC facilities for children who
reside in areas that have a high DD burden, as local
CHCs and clinics are not operational after hours;2
»» Difficulty in following the correct referral pathways
from local CHCs and clinics to district hospitals; and
»» Problems with tracing DD cases referred to CCGs
from hospitals as the patient contact details were
often invalid.
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»» Reduction in the mortality rate by more than 80%
since 2009;x
»» Hospital admissions of children diagnosed with DD
decreasing from 3 541 in 2009, to 2 699 in 2011,
constituting a cumulative 24% reduction in two
years and in this way decreasing the cost-benefit
ratio and improving long-term savings;
»» Reductions in associated costs, as caregivers access
their local facilities directly for treatment without
the need to travel long distances to the referral hospital;
»» Highest burden areas now able to access health services after hours;
»» Improved awareness and advocacy of DD through
health promotion campaigns and improved community awareness of basic hygiene, with almost 529
health and hygiene projects established in the CoCT;
and
»» Improved access to water and sanitation
infrastructure in informal settlements and linkages
to relevant CoCT departments.
»» Weekly data collection provided relevant and up-todate information, allowing for better monitoring and
response – an improvement on the monthly reporting
process; and
»» Rotavirus vaccine introduced as part of the extended
programme of immunisation schedule, and use of
vitamin A and Zinc within the DD treatment guidelines have contributed to the observed in morbidity
and mortality related to DD.
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Number of Hospital
Admissions (n)

Figure 4: Cape Town Metro District diarrhoea admissions, February 2009 to April 2011
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Source: Adapted from Cape Town Metro Diarrhoeal Disease Season Report 2010/2011, 2011.

✍✍

Lessons learned

The following lessons were learned by those who implemented this intervention:
»» The use of annual DD awareness campaigns serves
to create awareness of DD at a population level;

(with nutrition services representation being essential in each sub-district team);

»» Clear, standardised case management protocols with
appropriate training of all staff working at PHC facilities will improve the quality of patient care;

»» The need to improve coverage of vitamin A and
Zinc supplementation and Rotavirus vaccine;

»» The value of a coordinated intervention, with strategies between different levels of care and health
authorities and timeous feedback, can reduce hospital admissions of children diagnosed with DD

»» Appropriate triaging and use of referral pathways
improves access to care for the sickest children;1
and
»» Interventions to reduce the number of DD deaths
should be led and monitored at sub-district level.1,2
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The Batho Pele Health Project
Improvement in patient access to a package of healthcare services in rural Northern
Cape through a unique private-public sector partnership

Background
The Northern Cape (NC) is the largest of South Africa’s
nine provinces, but is the most sparsely populated,
accounting for only 2.2% of the country’s inhabitants.1 In
2009, an in-depth study was conducted by Sishen Iron
Ore Company (SIOC), a division of Kumba Iron Ore, to
profile the communities of John Taolo Gaetsewe (JTG)
District with respect to economic, health, education and
other social determinants. It has an estimated population
of 200 000 living in 186 towns and settlements, 80%
of which are villages. The study revealed an urgent need
for health services in the rural areas, with high infant and
maternal mortality rates being of particular concern.1

Northern Cape
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With respect to health services, the study2 highlighted
the following:
»» Lack of basic medical care and resources in the community to facilitate access;
»» Limited access to medical services due to poor road
infrastructure and unreliable public transport;
»» Large distances between communities and the nearest
health facility; and

Objectives
The objectives of the project were:
üü To render primary and secondary health care to
identified rural communities;
üü To reduce maternal and infant mortality rates,
and the deaths and disabilities caused by
chronic diseases within the JTG district;

»» Lack of resources available to the Northern Cape
Department of Health (NC DoH) to provide health services, including finances, qualified staff and vehicles.

üü To decrease the tuberculosis incidence rate;

During 2010, SIOC engaged with the Northern Cape
Department of Health (NC DoH) and local government
tribal authorities, communities and other service
providers to find solutions to the problems identified
by the study. Following consultation with all the
stakeholders, the Batho Pele Mobile Health Units were
conceptualised. In June 2010, a team from an HIV
Counselling and Testing (HCT) unit in rural KwaZuluNatal was consulted to facilitate learning from its
experiences on running a rural mobile unit. The project
was launched on 18 July 2011 by the Minister of Health
and was operational by 1 September 2011. There are
nine mobile units that provide services over a week-long
period on a rotating cycle between four sites, namely
Madibeng, Gasese, Maphinickie and Kagung. The
project had initially intended to reach approximately
14 800 people per annum, but provided services to 11
365 people within the first six months of operation.2

üü To increase the general health of the
communities in the targeted areas.

Structure and strategy
Service delivery
The stakeholders involved in the consultation process
were SIOC, NC DoH (district and provincial managers),
local government, tribal authorities (dikgosi in the
various villages), communities, schools, churches and
medical service providers, with Re-Action Consulting
playing the lead role. The NC DoH identified the four
sites where the mobile units would be stationed
according to the following criteria:
»» Accessibility to the nearest health facilities as determined by availability of public or other transport
modalities, including road infrastructure and the
number of functional health facilities; and
»» Population density of the area.
The project team consisting of a representative from
Kumba Iron Ore, NC DoH and Re-Action collectively
made this identification. Before the project launch, the
sites were prepared by ensuring access to electricity
and installing water storage containers. The Batho Pele
Health Project consists of nine mobile health units,

üü To decrease the HIV and AIDS incidence rate;
and

which provide services for one week at a time at each
site. The nine units consist of a:
»» General practitioner (GP) unit: equipped for GPs to
provide medical services;
»» Clinic unit: equipped for the professional nurse to
provide basic PHC clinic services;
»» Dental unit: equipped to render basic dental care;
»» Eye care unit: equipped to render basic eye care;
»» Theatre unit: equipped to render minor operations;
»» HCT unit: equipped to offer HCT services;
»» Accommodation unit: equipped to provide staff with
on-site living space;
»» Kitchen unit for the preparation of food for staff and
patients; and
»» An ablution unit: equipped to provide ablution facilities for staff and patients.
At the end of each week, all the mobile units are moved
to the next site using two Land Rover Defender 4x4 vehicles to enable navigation on poor roads. The units are
cleaned and supplies are replenished at this time. Staff
members are transported to three of the sites daily from
Kuruman. The fourth site, Madibeng, is located almost
200 km away from Kuruman, requiring staff to spend the
entire week at the site.
To ensure that communities are aware and accepting of the services, tribal leaders in all the areas were
involved in the project from the outset. Communities
are informed of the mobile units’ locations, dates and
operating times using flyers, notices and community
contacts. A dedicated vehicle is provided at each site
to transport patients from the surrounding villages to
the mobile units each day at times that are convenient
for the patients, and to transport patients who require
admission or referral for other services to local district
hospitals.
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Resource use
Financial
In 2010, SIOC contributed R9.6 million towards purchasing the mobile units and the two Land Rover
vehicles. It also appointed a medical service provider,
Aerocare, which is responsible for the day-to-day
clinical management of the project. SIOC was
responsible for the full operational costs of the units for
the first two years, estimated at R12 million. The units
will be systematically handed over to the NDoH over a
three-year period. The NC DoH is currently responsible
for providing medication, medical consumables,
stationery, laboratory services, cleaning services, food,
waste removal and staff training as required. In the last
two years of the project, costs relating to staff salaries
and operational costs will be gradually handed over to
the NC DoH.

Human resources
The 13 staff members working in the mobile health
units constitute: one project manager, one operational
manager (OM), one general practitioner, one chief
professional nurse, one registered nurse (RN), one
dentist, one optometrist, one administrative clerk,
two lay counsellors and three drivers. There are five
additional staff members who are employed as cleaners
and cooks from the communities served by the mobiles.
All staff members are remunerated at levels equivalent
to the NC DoH salary scales. The project manager is
not on site on a full-time basis, but visits the sites on a
weekly basis. The mobile units also make use of home-

based caregivers working in each area, who assist by
informing the community about the services, provide
health education and visit local schools along with
the dentist and the RN to identify children who need
dental care.

Health information management
The mobile health facility uses the routine District Health
Information System (DHIS) indicators for reporting. The
statistics are collected daily using a paper-based form,
and are collated into monthly reports by the OM. The
units also use an electronic patient management system. There is a laptop in the registration area and in
each unit where patients are seen. On arrival, patients
are registered using fingerprint technology, triaged and
channelled to the appropriate unit. Using this system,
staff are able to determine the expected number of
patients for the day, and collect real-time information
electronically as they see patients.

Governance and leadership
On-site daily leadership is provided by the OM, who
liaises with the project manager on issues that need to
be addressed. She is also responsible for re-stocking
supplies, and for overall monitoring and evaluation of
the relevant DHIS indicators. The project manager is
responsible for staff management, budget allocation,
providing monthly reports to SIOC and the NC DoH,
and overseeing maintenance of the mobile units and
vehicles.

Potential for replication
Providing healthcare to remote communities is difficult
and expensive. The initial cost of procuring the mobile
units and their subsequent maintenance may be prohibitive, but engagement with the private sector and
other funders has resulted in an invaluable service in
the Northern Cape. Replication of the programme elsewhere would require a commitment from the relevant
DoH to ensure the provision of supplies, maintenance,
and monitoring of the mobile units, and ultimately to
endorse and fund the service entirely.

Sustainability
A number of factors are critical to ensure sustainability:
»» Smooth and gradual handover process from SIOC
to the NC DoH, including appropriate training and
mentorship on unit maintenance and project management;

Patient receiving dental care within a mobile unit
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»» Retention of staff assisted by incentives to motivate
staff to work in harsh conditions; and
»» Financial commitment from the NC DoH to maintain
mobile units and vehicles and to manage staff.
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Successes
The successes that were reported have included:
»» Almost 12 000 people received care in the first six
months;2
»» Providing quality healthcare services to underserved
communities in remote areas not previously receiving
health care services; and
»» Improved patient accessibility to a comprehensive
package of PHC services, including dentistry and
optometry, in remote areas where most clinics do
not offer these services.

Challenges
The main challenges are:
»» Ensuring mobile unit maintenance because of the
poor road conditions and distances travelled each
week is required and is time- and resource-intensive
»» Recruiting and retaining professional staff, particularly the GP and the professional nurse;
»» Inconsistent and inadequate water supplies at the
sites;
»» The GPs and nurses have difficulty referring patients
to local hospital; challenges include:
»» Emergency medical services are slow to respond
and at times do not respond at all;
»» Lack of feedback from referral sites;
»» The quality of care received at the referral site is
often not appropriate, and patients are sent back
to their homes without receiving the correct treatment;
»» The lack of doctors at surrounding facilities results
in more patients being referred to the mobile facility,
which puts a strain on the staff workload; and
»» The handover process to the NC DoH is likely to
be challenging, as the mobile units require continual maintenance and monitoring.

✍✍

Lessons learned

The lessons learned by those involved in the project
include:
»» The importance of strengthening PHC services
by increasing involvement of home-based caregivers in the mobile unit service;
»» The need to establish a good relationship between
health service providers, the KZN DoH and other
stakeholders to ensure commitment between all
stakeholders involved;
»» In-depth knowledge of local health services and
regional infrastructure prior to implementation;
»» Community involvement as a necessary component from the outset to ensure acceptability of
the services provided;
»» Minor alterations to the mobile units in terms of
materials used, construction of units, stabilisation
mechanism of units once parked may improve its
durability;
»» The value of dedicated staff who work long hours
and under difficult environmental conditions as
some staff have to travel for long periods of time
without returning home to their families;
»» The need for increasing the numbers of dedicated
and disciplined drivers responsible for the lengthy
and tedious process of moving the mobile units
from site to site over the weekend, to ensure that
patients gain timely access to the services;
»» The need for electrical stabilisers to counteract the
fluctuating electricity supply that could damage
equipment in the units; and
»» The need for more water storage containers to
counter the unreliable water supply at sites.

Awards and recognition
The project received extensive media coverage and
recognition during its launch by the Minister of Health
on Mandela Day in July 2011. It has won the Dream
Achiever’s Award. Kumba Iron Ore also won the Nedbank Green Mining Award in 2011 in the sustainability
category for the rural-based research that preceded
the project. The project has also been submitted for
the following: Applaud Awards, Laurel Awards and
Nedbank Green Mining Awards for 2012.
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Lehurutshe District Educational Campus Project
Improving healthcare in the North West Province through the appropriate training
of healthcare personnel for a rural setting

Background
In 2004 a National Task Team was established to
develop the scope of practice, training curriculum and
outcomes for a three-year Bachelor in Clinical Medical
Practice (BCMP) degree, with graduates known as
Clinical Associates (Clin A). The BCMP degree was
offered by the Walter Sisulu University (WSU) from
2008 and the University of Witwatersrand (Wits) and
the University of Pretoria (UP) from 2009. Clin As form
a new category of healthcare worker (HCW) and are able
to work in a hospital environment to assist doctors and
other healthcare staff in carrying out procedures and
assessing patients.1

North West Province
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The North West (NW) is largely rural, having some of
the poorest health indicators and the lowest doctorand nurse-to-population ratios of all nine provinces. The
North West Department of Health (NW DoH) realised the
value of introducing the cadre of Clin As, particularly in
rural and disadvantaged communities. Furthermore, the
Department was aware that in order to retain sufficient
healthcare professionals in rural areas, an integrated
comprehensive approach was required. This approach
was guided by appropriate selection criteria for health
sciences students, decentralised health-professional education, and ongoing support for rural healthcare professionals.
To this end, planning for a District Educational Campus
(DEC) at Lehurutshe-Zeerust Hospital in the Ramotshere
Moiloa sub-district of Ngaka Modiri Molema District
started in 2005, as part of the collaboration between
the NW DoH and the Wits Centre for Rural Health.
It was intended that the project would initially
provide on-site training for between 20 and 25 Clin A
students and later serve as a pilot site where students
studying medicine could obtain training. Collaborative
agreements to train Clin As were drawn up between
Wits and the National, NW and Gauteng Departments
of Health, with the Wits Centre for Rural Health being
the academic partner and primary source of funding.
The Clin A students would undergo initial theoretical
and practical training in their first year at the Wits
Johannesburg campus and at local district hospitals,
and subsequent theoretical and practical training at
district hospitals in the NW and Gauteng during the
second and third year of the programme. Funding was
sourced through the NDoH from the European Union
(EU) in 2009 to renovate a former nursing home in
the NW in order to adapt it to student accommodation
with necessary facilities.

Structure and strategy
Service delivery
The BCMP degree programme for training Clin As was
launched in 2009, with a 100% pass rate for the first
cohorts in 2011. In that year, the students completed
their clinical training at South Rand and Kopanong hospitals in Gauteng, and at Mafikeng, Taung, Rustenburg
and Lehurutshe-Zeerust hospitals in the NW. Of the 25
students who enrolled for the BCMP degree at Wits
in 2009, 44% (11) were funded through the NW DoH
and received training at the Lehurutshe-Zeerust Hospital. The entire complement of students, including 44% of
those who received training from the Lehurutshe-Zeerust
Hospital, passed their final year of the three-year degree
course in 2011 and were employed in 2012 at NW hospitals. The NW DoH has begun recruiting suitable students
for the BCMP degree, establishing bursaries and creating
posts for newly qualified Clin As.

Objectives
The aim of the project was to develop a DEC in rural
NW, linked to Lehurutshe-Zeerust Hospital, in order
to provide decentralised education and training of
primary healthcare personnel in rural areas, starting
with Clin As, as a model for further training development in the province. The objectives of the project
were:
üü To create a centre of excellence for continued
education and training for rural HCWs;
üü To develop a self-sustaining decentralised
health-professional education model for Clin
A training that could be rolled out to other
districts, starting with Bojanala District;
üü To improve the standard of care in NW
hospitals;
üü To expand the training programmes to include
physiotherapy, occupational therapy and
medical students, primary healthcare (PHC)
nurses and allied health professionals;
üü To use the DEC to undertake research,
advocacy and policy development; and
üü To provide opportunities to network with other
local and international groups.
❝❝ We’ve got to grow our own timber, we
can’t get logs from elsewhere, and they
are few and far between. ❞
(Key informant 1)
❝❝ It is a fully functional district training centre or
district educational campus, where we cater
for all training in the district. ❞ (Key informant
2)
The NW DoH’s intention was to provide bursaries to local
disadvantaged learners to ensure that they came back to
their communities on completion of their studies. Once
the applications were received from suitable local learners and interviews were held, those accepted onto the
degree were provided with bursaries on condition that
they worked in the province for three years after qualifying. The DEC has since made provision to expand its
training to other health-related fields, accommodating
students for occupational therapy and physiotherapy
training. Final-year medical students from Wits are currently undergoing clinical rotations to gain practical
experience at the site. Consequently, training for other
cadres of health professionals, such as nurses and community health workers, is envisaged in the future. Planning for a training analysis is underway to determine
the need for district health professionals, and the possibility of using online Continuing Professional Development (CPD) courses to support pharmacists and other
allied workers.
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Resource use
Financial assistance from the EU enabled the initial conversion of the nursing home into the Lehurutshe DEC
in 2009, with additional funding for renovations being
provided by the Discovery Foundation soon thereafter. In
November 2009, the Wits Centre for Rural Health was
awarded a three-year R9 million grant by Atlantic Philanthropies for the further development of the DEC, which
now has a computer laboratory with internet access and
12 computers connected to a printer, a large lecture room
with breakaway rooms, and accommodation for students
and guest lecturers. The DEC is staffed by a project manager, family physician/tutor (who provides clinical supervision to the Clin As), an administration clerk, a District
Training Coordinator and guest lecturers. A tutor position
will be filled when additional funds become available.
As a testament to the partnership between Wits and
the NW DoH, costs for employees are shared between
the two organisations, with the project manager, a
Wits employee, also representing the DEC on local
NDoH management structures.

Health information management
The following reporting systems have been put in
place:

than originally anticipated was received, resulting in
the DEC being largely dependent on external funding.
The Discovery Foundation award is managed through
Wits, which has its own financial controls in place.
Difficulties have been experienced in accessing provincial NDoH funds to develop the centre further, with
mechanisms to overcome problems with financial and
supply chain management procedures being provided
for in the next financial year.

Successes
According to key informants the project has achieved a
number of successes:
»» The first cadre of Clin As completing their BCMP in
2011 were successfully employed in the NW DoH
in 2012;
»» 100% of the students enrolled for the degree BCMP
in 2009 graduated in 2012;
»» The BCMP enrolled 32 students in 2010 and 99%
of the students continued into their second year in
20112;
»» The quality of graduating students is meeting the
NDoH’s needs;

»» Ongoing monitoring to obtain feedback from all students on a range of relevant topics;

»» Health professionals support the centre by providing guest lecturers and serving as tutors where
requested; and

»» Feedback on student progress from staff or external
departments;

»» Good collaboration between Wits and the NW DoH.

»» Monitoring and evaluation mechanisms to ensure
that project objectives are met and the contractual
obligations are being adhered to; and

❝❝ Having had experience with many collaborative
projects, it is such a fine balance, because if
you can’t get the relationship right, any funded
project can fail. ❞ (Key informant 3)

»» A researcher appointed to monitor the integration of
Clin As as a new cadre into the hospital environment.

Challenges

Governance and leadership

Those involved in the programme have experienced a
number of challenges, including:

The project manager coordinates the Clin A programme on site, manages the overall running of the
centre, ensures that the project goals are achieved, and
arranges placements for students from other health science disciplines. The DEC falls under the Wits Centre
for Rural Health, which has a management board that
provides strategic guidance on project development and
future plans.

Financial management
Funds received from the NW DoH, such as the HIV/
AIDS Conditional Grant to develop Regional Training
Centres, were used to help with setting up the centre.
Obtaining ongoing funding for the DEC from the NW
DoH proved difficult and substantially less funding
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»» Logistical problems such as a shortage of opportunities for students to rotate across hospitals, with
students requiring exposure to different hospitals
within the district and province;
»» Clin A roles and responsibilities not being clearly
understood by hospital staff, resulting in uncertainty
about their daily tasks; and
»» Funding constraints limiting the number of activities
the DEC can carry out.
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✍✍

Lessons learned

The following lessons have been learned, as reported
by those involved:
»» The value of being a training facility that enables
students to obtain practical experience in a rural
hospital that is convenient for them;
❝❝ The lesson around responding appropriately
and I think that the thought into this
programme around Clinical Associates was
well thought out and addresses the human
resources needs. It was not a hot issue
around three years ago, so be willing to put
yourself on the line to try something new. ❞
(Key informant 4)

Sustainability and potential for
replication
According to NW DoH staff, a model of this nature is
valuable and replicable through strong partnership with
a reputable university. Partnering with a public hospital
will enable students to receive the necessary practical
experience.

Awards and recognition
The project won an award from the Discovery Foundation for innovation in the field of health provision in
early 2011.

»» All project goals and objectives need to be clearly
defined for a successful implementation plan to
be developed;
»» Secure funding and prioritising of how funds will
be spent is required to achieve maximum results;
»» The benefits of partnering with a tertiary institution;
»» The need for a clear definition of the Clin As
role in the hospitals to ensure their maximal and
appropriate involvement in facility activities, and
that adequate supervision and appropriate training are provided; and
»» The need to focus on one health discipline at a
time to ensure that implementation challenges
are dealt with before the introduction of the next
one.
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“ We Can ”
The Reakgona Disabled Club
A project to integrate patients with physical and mental disabilities into the Letsopa
Community in the North West

Background
Changes to the South African healthcare system have
included the de-institutionalisation and integration of
patients suffering from severe and chronic mental disorders into the community to reduce their historic reliance
on long-term institutional care. In many communities,
however, support structures necessary for the successful
re-integration of these patients are either inadequate or
non-existent. In response to this problem, the Mental
Health Care Act No 17 of 20021 proposed that all
patients with mental health disorders have access to a
support group, occupational therapy services and skills
development activities. The Reakgona Disabled Club in
Letsopa, a township outside Ottosdal in the North West
Province, is an initiative that is aligned with this policy
which seeks to address the needs of the community by
improving the wellbeing of patients with physical and
mental disabilities.
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“Reakgona” is a Setswana word meaning “we can”.
The Reakgona Disabled Club was established by the
NW Department of Social Development and driven by
the NW DoH, starting in July 2009. The project aims to
improve the lives of the mentally challenged by providing support to people with severe and chronic mental
disorders. As physically challenged people in the community voiced a need for support and social interaction,
they too were invited to join the club.
The NW DoH was involved in the initial planning and
start-up of the club and has continued to support its
operation and administration. The Department provided
furniture and equipment to launch the club, and
purchased the initial material for handicrafts. Current
club activities focus on developing the budgeting and
marketing skills of its members, who are responsible for
creating their own handicrafts and arranging and paying
for their own skills training in creating handicrafts. These
skills enable them to make a range of products, which
are sold for profit to clinic staff, at health district office
events or from a roving stall at schools and other local
events. With funds from corporate sponsorship, sales and
the continued support from the NW DoH, the club has
bought additional materials, and increased the skills set
of those who attend the club and the range of products
for sale. The club is now able to cover its expenses, and
has its own meeting venue at the Letsopa Clinic.
The club therefore not only serves as a venue where
members are productively engaged in profit-making
activities, but also serves as a meeting place where
members can socialise and interact with one another,
thereby serving as an important support structure
mechanism. It provides members with the opportunity
to enjoy an atmosphere of mutual respect and a sense
of interdependence where everyone feels valued. This
gives members a sense of purpose, boosting their sense
of self-worth, which, in turn, contributes to enhanced
mental health. As a result, medication compliance has
improved, the risk of psychotic episodes has diminished and the rate of re-admissions amongst members
has fallen. The club has the potential to provide an
income for members that could reduce their dependence on the disability grant system.

Structure and strategy
Service delivery
The Reakgona Disabled Club provides support to
approximately 63 people with physical disabilities, and
71 patients who receive monthly psychiatric medication
from Letsopa Clinic. The club has 23 members, of whom
10 attend regularly. It is open five days a week, although
it often closes on disability grant collection days.
Initially, club members worked in the mornings only,
but have recently been encouraged to make their own
decisions regarding hours of operation, giving them a

Objectives
The programme objectives are as follows:
üü To provide an opportunity for skills
development;
üü To develop and practise club members’
budgeting and marketing skills;
üü To become an organisation that enables people
with disabilities to generate an income;
üü To provide a support system for people living
with disabilities in Letsopa;
üü To enable people with disabilities to be
productive, which has a positive influence on
their self-worth and mental health;
üü To allow people with disabilities to exercise
choice, develop personal motivation and
practise social skills; and
üü To decrease the stigma in the community
attached to physical and mental disabilities.

sense of control over decisions that affect their personal
lives. More recently, carers from two home-based care
organisations in Letsopa have supported the club by
identifying potential members and encouraging them to
attend regularly. Members are responsible for arranging
and paying for their own skills training in handicrafts
such as beadwork, crocheting, knitting, tokreen (creative
paint/decorative technique) and needlework.

Resource use
At the outset of the project, the NW DoH provided
essential items such as tables, a sewing machine, an
overlocking machine, an iron, ironing board and plastic
chairs, and purchased beads for beadwork to the value
of R500. An agreement was reached that the furniture and equipment could be used for as long as was
needed, on condition that club members looked after
them. The NW DoH’s provincial mental health and special programmes units were involved at the inception
of the project, providing strategic oversight and managerial support.
The club started in an unoccupied house in Letsopa
that belonged to a community member, after which it
moved into a small room at the Letsopa Clinic, which
accom-modated 10 club members at a time. A local
mining company, Wonderstone Mine, was approached to
provide a permanent structure and equipment and has
subsequently played a key role in the club’s development
through funding the purchase of beads, sewing machines
and other items as required by club members. A further
positive outcome was the mine’s generous sponsoring
of a new clinic building that included premises for the
club and a room for the Occupational Therapist (OT) to
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Handicrafts made by the members of the Reakgona Disabled Club

provide services to patients with disabilities. The NW
DoH agreed to pay for the electricity, water and security
services.

Monitoring and evaluation
A community member volunteers daily at the project,
assisting club members with packaging completed
items and record-keeping. The following monitoring and
reporting systems are in place to monitor club operations:
»» Membership list storing each club member’s details;
»» Minutes of weekly meetings held and attended by
the club members; and
»» Monthly reports, which the NW DoH staff supporting
the club submit to their managers.

Governance and leadership
Club members have been encouraged to take over ownership of and responsibility for the club from the NW DoH,
with the OT and Provincial Mental Health Coordinator still
providing support as needed. The club members elected
the first management committee of 10 club members in
February 2012, whose responsibility it is to ensure that
planned activities are executed and that the club is effectively managed. The club is supported by the Provincial
Mental Health Coordinator, Community Health Service
Coordinator, OT and Assistant Manager, who provide
ongoing support, assist with its administration and regularly attend meetings.

Financial management
The club has its own bank account with three signatories, two being club members and the third being the Provincial Mental Health Coordinator. All sales are recorded
by the Deputy Chairperson and money received is witnessed by two other members. In the future, members
will be taught computer skills that will enable them to
keep electronic records.

Successes
The following successes has been reported by those
involved in the project:
»» From January 2012, members of the club were
advised to bring a family member with them when
they presented to collect their treatment at the
meetings. This provided an opportunity to educate
the family members, especially those who reported
being abused;
»» Club attendance provides a support mechanism and
encourages productivity, skills development and social
interaction, as well as easy access to the pharmacy,
occupational therapy and other health services provided by the clinic;
»» Corporate funding from Wonderstone Mine was
secured to build a new clinic in Letsopa and the
project is currently able to cover its operational
expenses;
»» Club members have become more compliant with
their treatment due to education on medication and
adherence. The club is based at the Letsopa Clinic,
which makes it easy for members to collect their
medicine;
»» The club has been a stimulus for members to learn
a wide range of skills through their own efforts; and
»» Attendance at club meetings provides opportunities
for members to share experiences discuss challenges,
receive advice from those who are or have been
in similar situations, educate each other on how
to access grants and available resources, report
instances of abuse, and obtain assistance through
referrals to social services.

Challenges
The club has faced a number of challenges, which
includes:
»» Club members have to pay for their own training,
which needs to be tailored to their cognitive levels;
»» In some instances, members do not receive any remuneration for their work due to insufficient profit, which
may become a demotivating factor in future;
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»» The market may become saturated if a wider variety
of products and a detailed marketing strategy are not
developed;

Sustainability and potential for
replication

»» Some families do not support the project;

The project is currently covering all its expenses,
although this is largely due to corporate sponsorship
from Wonderstone Mine, which has also committed to
additional monthly sponsorship for needs identified by
the club, subject to the availability of funds.

»» Transporting disabled club members to the club
premises in wheelchairs is not possible when the
weather is poor;
»» Representatives from the local municipality do not
attend club meetings when invited; and
»» Members’ job applications at the municipality have
been unsuccessful despite legislation promoting the
employment of disabled people.

✍✍

Lessons learned

The following lessons were learned by the club:
»» Lateral approaches, networking and a proactive attitude are useful to source funds as there
may be companies or individuals who are in a
position to assist but will not offer funds unless
approached;
»» Skills development should remain the focus of
the project, not financial gain;
»» It is important for healthcare professionals to be
proactive in taking steps to uncover the needs of
the community in terms of mental health care;

The NW DoH staff highlighted that members should
be sufficiently motivated and should take responsibility
for making the products, managing their weekly meetings, following up on other members who have not
been attending meetings, and finding additional funding
opportunities. Two satellite projects are currently being
established in the district by the PDoH, again with support from the same OT and Provincial Mental Health
Coordinator. Reakgona Disabled Club members are
assisting by explaining concepts and teaching skills.

Awards and recognition
The project won the North West Member of the Executive Committee’s Community Builder Award under special projects and received a R30 000 prize. It has also
been presented at the Provincial Mental Health Summit
and was presented at the National Mental Health Summit in 2012.

»» It is useful and important to adopt a more holistic
approach to mental health by including families in
the club support meetings;
»» Government commitment and ongoing support
are essential for ensuring long-term success of
the club; and
»» There is a need to empower disadvantaged groups
through introducing support mechanisms that
enable income-generating activities.
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Witbank Hospital Newborn Improvement Care Team
Improving neonatal outcomes through breast milk donation

Background
Breastfeeding is credited by the International Baby Food
Action Network (IBFAN) of Africa as the single biggest
influence on decreasing infant mortality and malnutrition, particularly in the least developed countries on the
continent.1 The World Health Organization (WHO) argues
that in sub-Saharan Africa alone, increasing breastfeeding
could prevent 1.5 million child deaths per year.2 Premature
infants in South Africa are deprived of breast milk due to a
number of factors such as a shortage of rooming-in facilities for mothers, maternal deaths during birth, and mothers
being too ill to produce breast milk or breastfeed. Without
breast milk during their first two weeks of life, premature
infants, particularly those with a low birth weight of less
than 1.8 kg, are deprived of necessary antibodies, thus
increasing their susceptibility to infections and diseases.
This, in turn, leads to many potentially preventable infant
deaths annually.

33 | Documenting Good Practices in the Public Health Sector of South Africa

Mpumalanga

Good Practices Towards Improved Clinical Services

Artificial feeding of premature and low birth-weight infants
is directly associated with the onset of Necrotising
Entercolitis (NEC), an infection of the intestine which
usually results in infant mortality rates exceeding
80% of those affected. NEC costs the South African
public healthcare budget approximately R1 million per
infant.3 The use of donated breast milk, instead of
artificial feeding, would therefore not only save lives
but also alleviate the cost burden on the economy.
Aligned with the Tshwane Declaration of support for
breastfeeding in South Africa4, the paediatric team at
Witbank Hospital in Mpumalanga took a keen interest
in reducing its high-risk infant mortality rate, especially
those resulting from secondary infections, by prioritising
the development of a Neonatal Mortality Reduction Plan.
The hospital, which is the only provincial government
hospital in the Nkangala district, Mpumalanga Province,
mobilised resources to ensure that the hospital was
well positioned to provide integrated and ‘baby-friendly’
interventions. The hospital was awarded a R960 000
grant from the Fuchs Foundation to assist with implementing their Neonatal Mortality Reduction Plan and to
establish a Breast milk Donation Bank (BDM), amongst
other interventions. The programme began in 2008
and was led by a paediatric specialist at the facility,
and supported by a management team which included
clinicians, nursing staff, speech language pathologists
and dieticians. The BDM has been sustained since
2008, and the team has built an excellent reputation
based on their dedication and exemplary team spirit
in their care and treatment of infants in the Neonatal
Intensive Care Unit (NICU) and paediatric wards.

Structure and strategy
Eligible mothers are able to donate their breast milk after
successfully undergoing screening tests. The donated
milk is pasteurised to ensure that it is safe. Babies receive
donor breast milk for a maximum of two weeks, after
which they are either breastfed by their own mothers or
formula-fed. Mothers and babies are monitored daily and,
upon discharge, babies are booked for follow-up at the
high-risk clinic that is staffed by a team of doctors and
allied health professionals.
Eligibility criteria for recipients of donor breast milk:
»» Neonates who are abandoned, born to mothers who
have demised or are immune-compromised; and
»» Mothers who are unable to produce breast milk.
Eligibility criteria for donor mothers of the donor breast
milk programme:
»» Must be currently breastfeeding;
»» Must have not smoked within the past year;
»» Must have a history of no alcohol or recreational
drug use within the past year;

Objectives
The purpose of the BDM was to decrease the mortality rate of newborns due to NEC by donating
breast milk to mothers of babies who weigh less
than 1.8kg and are unable to feed their babies at
birth.
The key objectives are:
üü To decrease the number of cases of
gastroenteritis in neonates;
üü To discourage mothers from using formula
milk;
üü To improve the wellbeing of babies who are
born to immune-compromised mothers;
üü To improve the quality of care to neonates who
are managed at the facility;
üü To decrease the incidence of secondary
infections in those patients who are formulafed, which contributes to 24% of infection
rates; and
üü To implement guidelines regarding the role
and inclusion criteria for both recipients and
donors of the donated breast milk.
The main outcomes of the BDM are:
üü To ensure that babies who receive breast milk
are thriving nutritionally and physically;
üü To differentiate the clinical and developmental
milestones between patients who are breastfed and those who are formula-fed; and
üü To monitor the number of new cases of
gastroenteritis in neonates and to monitor
trends over time.

»» Must have a positive attitude and passion to help
others; and
»» Must agree to voluntary participation in the programme.

Financial management
Due to financial constraints, Witbank Hospital decided
to motivate for funding from the Carl & Emily Fuchs
Foundation’s Healing Kids Project, which makes grants
available within South Africa. The aim of the Foundation is to prioritise newborn care, mainly focusing on
decreasing neonatal mortality rates at tertiary and secondary state institutions in South Africa.
The Witbank Hospital BDM was the first externally
funded project conducted at Witbank Hospital. This hospital was selected as a beneficiary based on submission
of their Neonatal Mortality Reduction Plan to the funder
in 2008. The grant amounted to R960 000 and was
given in tranches according to cost categories. The hosDocumenting Good Practices in the Public Health Sector of South Africa | 34
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assess the effectiveness of the NDAC programme,
enabling problems to be addressed as they are
identified;
»» A KMC unit was established in the new paediatric
ward and has expanded to include 12 beds for mothers and babies;
»» Additional equipment purchased for the programme
consisted of three cardio-tachograph machines, pulse
oximeters and additional neonatal resuscitation equipment, enabling better provision of specialised neonatal
care; and
»» The hospital has become a benchmark for others in
the Mpumalanga Province, and is extensively involved
with the training of lower-level hospitals with a view
to improving the quality of their infant patient care.

Challenges
The following challenges were experienced by the programme:
Pasteurisation unit used at the Witbank Hospital

»» Dwindling human resources and delays in recruiting
new staff, resulting in staff shortages; and

pital was responsible for the administration and financial
management of the grant.

»» Cultural hindrances preventing mothers from donating
breast milk, and preventing those who need it from
making use of it.

The funds were divided into the following seven cost
categories: staff training, equipment, infrastructure
and care-giving facilities, the Kangaroo Mother Care
(KMC) programmes, nutrition facilities, environment
improvement, and management and staff awareness.
The money was used to implement the proposed neonatal mortality reduction plan, in which staff members
from paediatrics, obstetrics, nursing, human nutrition
(dietetics), speech therapy, physiotherapy and occupational therapy were involved. The staff involved in the
project actively participated in deciding on the allocation of funds, and which items needed to be purchased
(boundaries for the neonates, noise-monitoring equipment, freezers for the milk bank). By involving participants from various disciplines, an interdisciplinary team
was formed that ensured the development and implementation of better strategies to care for newborns.

Successes
The programme reported the following successes:
»» There was an average decrease of 34 deaths per
1 000 live births during the course of the project;
»» Between October 2008 and November 2010, there
were 45 donors and 128 recipients, and 380 bottles
were pasteurised;
»» Staff received training in Neuro-developmentally
Appropriate Care (NDAC) to enable them to promote
appropriate newborn care;
»» An NDAC audit form was drawn up and is used to
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✍✍

Lessons learned

Those involved in the programme have learned the
following lessons:
»» Perseverance is key to the successful implementation of a new programme, in order to allow time
for people to accept and buy into new ways of
doing things;
»» Ongoing monitoring and evaluation, identification of problems or issues, and addressing them
through discussion is vital to developing appropriate management plans and strategies; and
»» Teamwork is essential. Working together as
an interdisciplinary team builds unity among
the members, as each member has something
unique to contribute to improve newborn care.

Mpumalanga Eye Care Programme
An outreach programme to improve access to eye care services across
Mpumalanga, affording patients “the right to sight”

Background
The Mpumalanga Community Eye Care Programme, in
line with the Vision 2020 programme, started in Mpumalanga Province in 2000. The Vision 2020 programme is a
global initiative to eliminate avoidable blindness by the year
2020, and was launched in 1999 as a collaborative effort
between the WHO, member countries, and international
NGOs working in blindness prevention.1 The strategies
for implementing Vision 2020 are to control and prevent
major conditions resulting in loss of vision, develop human
resources, strengthen existing eye care infrastructure, and
use appropriate and affordable technology.
The control and prevention aspect of the Vision 2020 strategy relates to service delivery through the Community Eye
Care programme that was launched at the Nelspruit Town
Council Clinic on 27 August 1999, where 457 patients
were screened and 78 pairs of spectacles distributed.2 The
goal of establishing permanent eye care services close to

Mpumalanga
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those in need was achieved in two centres in Mpumalanga - at the Bethal and Ermelo hospitals. The service
in Ermelo resulted in an increase in cataract operations,
from zero to 1 000 per year over the past 10 years.3
Establishing permanent eye care facilities was made possible through signing a written agreement between the
PDoH and Sightsavers, the former agreeing to appoint
a full-time ophthalmologist and nursing personnel and
provide appropriate buildings,3 and the latter agreeing to
provide theatre equipment and the outpatients department. In addition, Sightsavers agreed to fund the provision of drugs and disposables over a five-year period,
reducing the funding by 20% per year, thus gradually
transferring the responsibility to the hospital to provide
a sustainable eye care facility.3

Structure and strategy
The programme publicises its services by handing out
flyers, informing people through the community radio
station and the siSwati radio station called Gwalagwala
FM. The Eye Care Programme’s strategy is to use outreach teams to visit sites and areas where people gather
– including schools, clinics, farms and pension pay-points
in rural areas to reach the elderly (e.g. for mass screening
for glaucoma). The programme formed a partnership with
the pension distribution company, which enabled people
who come to collect their pension money to receive an
eye examination.
The outreach teams consist of ophthalmic nurses who
conduct door-to-door visits in the rural areas to prevent
people from having to sit in queues for several hours
at the hospitals. They visit schools and farms to identify students and farm-workers who require screening
and refer them to the appropriate services. The nurses
conduct outreach programmes and field visits to rural
clinics to identify patients in need of eye healthcare,
and refer them to hospitals for operations, for which
transportation is made available.

Resource use
When the Eye Care programme started in 2000 at Bethal
Hospital, it was staffed by one doctor, an ophthalmologist
and two ophthalmic nurses. Patients were referred to the
Bethal Hospital from the clinics and community health
centres in the Gert Sibande district. The district decided
to send professional nurses to be trained as ophthalmic
nurses to address the human resources shortage of
ophthalmologists. On completion of their training, they
assisted with treating cataract patients, resulting in a
reduction in the number of patients being referred to
Gauteng or Witbank for treatment.
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Objectives
The main objective of the programme was to provide eye care services throughout Mpumalanga,
including blindness prevention, eye care education
and sight rehabilitation, and to eliminate cataract
blindness. This was to be done by establishing outreach teams that identify problems, treat on-site
where possible or refer for specialised care, and
permanent eye care centres that provide specialised testing and treatment services. Other objectives were:
üü Identifying patients with glaucoma for early
treatment;
üü Conducting an outreach programme to
communities, rural areas and clinics to provide
spectacles at low cost; and
üü Establishing a referral system to a hospital with
eye care services for operations.

Monitoring and evaluation systems
A monitoring and evaluation tool was designed specifically to meet the needs of the Eye Care Programme,
capturing information about the services provided and
number of people seen by the programme. The NDoH
developed a monitoring and evaluation tool but the
design was not in line with the Eye Care programme.
For this reason a tool was generated to capture the
services provided by the programme. This tool specifically focused on measuring refraction and cataracts
and is currently in use.

Governance and leadership
The Eye Care programme is strongly driven by a provincial programme manager and deputy manager, who are
equally passionate about the cause and have been instrumental in shaping the strategy and plan for the improved
roll-out of eye care services.
An eye care coordinator has been included in the team
to provide leadership in each of the three districts. The
link between the eye care coordinator and the provincial programme managers is strong and allows for
good communication between service planners and
service implementers.
At facility level the translation of the strategy is spearheaded by passionate ophthalmic specialists and
ophthal-mic nurses who are committed to extending
their reach into the community and improving the lives
of their patients.
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Funding and partnerships

Challenges

The community Eye Care programme was proposed
by the NDoH, with funding and sponsorship from both
private and public sources: the Lions Operation Bright
Sight, the Optometrists Association, the South African Bureau for the Prevention of Blindness, Sightsavers
International2, the Mpumalanga Department of Health,
the International Council for Eye Care Education (ICEE),
the Council for the Blind, Lions Club, Empilweni Payout
Services and Ster Kinekor. Sightsavers International
and the South African Bureau for the Prevention of
Blindness supported the programme over a five-year
period by providing funding and training for ophthalmic
nurses, as well as equipment and spectacles. The ICEE
currently supplies spectacles to the programme at very
low cost, while Ster Kinekor purchases the spectacles
for patients.

Some of the challenges faced by the programme
include:

Sustainability and possibility of
replication
The programme is a good example of a public-private
partnerships. A well-structured agreement between
the partners has provided an ideal platform for the
improvement of services to people with eye diseases
living in resource-constrained contexts. The sustainability of the programme, however, is strongly dependent on public-private partnerships to provide the
resources needed, with government support being
necessary to provide the infrastructure and pathways
required for effective service delivery. The programme
is strongly reliant on the outreach programmes and field
visits at which patients are identified for screening and
treatment in rural communities, at pension pay-points,
and at farms and schools.

Successes
The Mpumalanga Eye Care programme has reported
the following successes:
»» It has met the target for cataract operations each
year;
»» Targets are met through successful outreach programmes, campaigns and mass screening of patients;
»» The public-private partnerships and inter-sectoral collaborations have had a positive impact on the programme;
»» In 2010, 2 971 patients were screened for eye conditions while 1 040 cataract operations were performed; and

»» The lack of a separate budget for the Eye Care programme from NDoH results in limited funds being
allocated;
»» The lack of a transportation service for rural patients
results in some not attending their eye care appointments at the hospitals;
»» A lack of vehicles limits doctor and nurse outreach
programmes in rural areas;
»» A shortage of personnel such as optometrists, medical
officers and social workers often results in patients
being placed on waiting lists for laser treatments; and
»» A shortage of ophthalmologists results in delays in
eye surgery.

✍✍

Lessons learned

The programme has highlighted the following lessons learned:
»» The importance of outreach programmes to meet
the needs of people with eye diseases in rural
provinces such as Mpumalanga, where many
patients cannot afford to pay for specialised testing or treatment or for transport to hospitals.
»» The success of the programme has been due
to the presence of local champions, who have
spearheaded the services since the programme’s
inception, and the high level of team engagement. Limited numbers of ophthalmologists have,
however, resulted in delays in service provision,
and highlight the need to ensure that sufficient
numbers of skilled professionals are trained to
meet the community’s needs.

Awards and recognition
The Mpumalanga Eye Care programme has received
the following awards:
»» The Excellence in Health Care Award from the
HPCSA (Health Professions Council of South Africa)
for their community care in 2004;
»» The Nursing Award – 2007; and
»» The Premier Success Award on the basis of their
Batho Pele principles.

»» In 2010, 9 463 pairs of spectacles were dispensed in
public sector facilities.

Documenting Good Practices in the Public Health Sector of South Africa | 38

Good Practices towards improved
Service Delivery
›› Patient Complaint Response System
›› Advanced Incident Management System
›› Programme to Reduce Patient Waiting Times
›› Hospital Cleanliness Programme
›› Hospital Quality Assurance System
›› Boitumelo Hospital Food Service Management
System
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Patient Complaint Response System
An improved coordinated response to patient complaints within the Gauteng
Department of Health

Background
Prior to June 2009, the Gauteng Department of Health
(GP DoH) did not have a coordinated complaints system;
instead, complaints were managed at various service
points or via head office, including the toll-free hotline at
the Gauteng Shared Services Centre (GSSC). This system
lacked adequate coordination to deal with patient complaints in a systematic and efficient manner. Although
patients registered their complaints regarding health services they received, they were not confident that the system was reliable enough to address their problems.
In June 2009, the former Member of the Executive Council (MEC) for Health, Mr Qedani Mahlangu,
requested that the GP DoH’s Quality Assurance Directorate strengthen the Patient Complaints Call Centre to
ensure a more coordinated and timely response. Within
a week of the MEC’s request, a fully functional 24-hour
toll-free Call Centre was established at the Charlotte
Maxeke Johannesburg Academic Hospital.

Gauteng
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The system for resolving patient complaints is based on
the Batho Pele principles, the Patient’s Rights Charter,
and the GP DoH’s pledge of service delivery that stipulates patients’ rights and responsibilities in healthcare.
Each complaint undergoes a systematic investigation
that is thoroughly documented. Furthermore, a report
on the outcome of the investigation is communicated
to the complainant, and remedial action is instituted
as soon as possible to prevent a recurrence of similar
incidences.

Structure and strategy
Service delivery
The toll-free hotline number is displayed on posters in
health facilities to enable patient access. Once a call
has been received, the call centre agent documents relevant biographical details and generates a manual reference number for the caller. The system is not automated, and uses a simple Microsoft Word template as
the primary recording interface. The agents are trained
to have a humanitarian approach to each caller and to
reassure them that their complaint will be addressed.
The agents inform patients of the steps that will follow
and that they will be contacted with the results of the
investigation and details of the resolution. Termination
of the call signals the beginning of the investigation
phase of the complaint response system. Guided by a
hierarchical framework of follow-up procedures, which is
largely dependent on the nature of the complaint, the call
centre agents begin the process of determining the root
cause of the complaint. Once a satisfactory response to,
or outcome of, the complaint has been identified, the
agent proceeds to the final stage of the system, which
involves direct feedback to the complainant.
In the case of a serious adverse event (SAE), such as
the loss of life, the Call Centre initiates an investigation
via the Quality Assurance (QA) Manager of the relevant
institution. The agents request patient records, files
and any other supporting documentation, such as
sworn written statements of staff and letters from
the Chief Executive Officer (CEO) which can be of use
in resolving a SAE. The case is then referred to the
appropriate Sub-Directorate of the SAE Committee,
which remains in contact with the families and relevant
institutions in order to deal with matters appropriately.
Resolution of the events can take up to three months
because of lengthy processes entailed in ascertaining
the reason for SAEs such as death. The procedure
for reporting and resolving complaints is illustrated in
Figure 5.
The provincial and national complaints policy categorises complaints as follows:
»» Hospitality: includes food, linen, housekeeping,
cleanliness, and toilets;
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Objectives
The overall objective of the complaints system is to
“improve efficiency in the management, response
and provision of information to people who access
health and social development services.”1
The additional objectives of the system include:
üü To create awareness of patient rights and
the need for assistance from professionals to
improve the health of patients;
üü To reduce the number of complaints in health
facilities;
üü To reduce patient waiting times in wards;
üü To reduce overcrowding in facilities by informing
patients about accessing health services using
correct referral channels;
üü To reduce the number of patients being refused
assistance due to being at the incorrect health
facility;
üü To improve the level of care being provided to
patients at health facilities; and
üü To create a relationship between health workers
and community members.
»» Administration/management: includes transportation, billing, missing patient files, seeking general
advice, and waiting times;
»» Clinical care: includes poor professional care, mismanaged clinical interventions, patient neglect, and
lack of essential equipment;
»» Environment/infrastructure: includes user-friendly
environment, ramps for people with disability, running
water, security and safety, and signage within facility;
and
»» Communication with staff: includes staff attitudes,
identification of staff, failure to give accurate information, and informed consent.
The Call Centre aims to provide clients with feedback
on their complaints within 12 days; however, most complaints are resolved within 48 to 72 hours. To improve
service delivery, remedial action is instituted immediately
at an individual or facility level by the Institutional Complaints Committee. A database of all health facilities in
Gauteng is available to call centre agents that enable
them to rapidly investigate complaints about hospitals
and healthcare facilities around the province. Between
April 2011 and March 2012, 3 139 calls were received,
which consisted of 146 hospitality, 1783 administration/
management, 857 clinical, 72 environmental/ infrastructure, and 281 communication complaints, with only 4%
(120 out of 3 139) of the complaints unresolved.
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Figure 5: Gauteng Patient Complaints Procedure, October 2011
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ANALYSIS AND
FEEDBACK
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Source: Adapted from Gauteng Department of Health, October 2010

Resource use

Health information management

The staff complement currently consists of 12 call
centre agents receiving up to 10 calls per day and two
supervisors who manage the call centre agents. The
agents are required to possess knowledge of customercare-related issues and software skills, and Call Centre
experience is advantageous. Currently, three retired
nurses have been employed as call centre agents, as
they have the relevant experience required to ensure that
the complaints are correctly understood and recorded.
The infrastructure requirements for the Call Centre
are five desktop computers, five telephones, essential
stationery items, and a fax machine that is shared with
the hospital administration department.

The following reporting and monitoring systems are in
place:
»» Notebooks that the call centre agents use to record
the complaints manually;
»» Individual complaint forms in Microsoft Word;
»» Databases of complaints;
»» Records of weekly and monthly Call Centre meetings;
»» Weekly and monthly statistics developed by the call
centre supervisor;
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»» Reports submitted to Senior Management on a
monthly, quarterly and annual basis; and
»» Records of Senior Management meetings where
reports are discussed.

Financial management
The GP DoH funds the Call Centre project on an annual
basis through the Quality Assurance budget of the Charlotte Maxeke Johannesburg Academic Hospital.

Sustainability
The Call Centre is sustainable as it is located within the
Charlotte Maxeke Johannesburg Academic Hospital,
which provides its funding and covers most of its overheads. Ongoing patient use indicates faith that complaints will be responded to and has the potential not
only to improve patient satisfaction but to monitor the
quality of services.

Possibility of replication
The complaints response system is easily replicable for
the following reasons:
»» National policies such as the White Paper for the
Transformation of the Health System in South Africa
(Notice 1459 of 1997)3, Code of Conduct for Public
Servants and the National Health Amendment Bill of
20114 are in place and guide the establishment of Call
Centres of this nature throughout the country. There
are many retired nurses with valuable experience who
could serve as call centre agents.
»» There are minimal requirements to establish a
Call Centre. These include availability of desktop
computers linked to a printer, an appropriate data
capturing system, such as a Microsoft Word template
or something as advanced as a System Application
Programme and skilled, trained call centre agents.

Challenges
The following challenges have been experienced by the
Call Centre:
»» The under-reporting of service delivery complaints
because of apathy and a lack of faith in the system
based on the previous complaints response system;2
»» Difficulty in contacting institutions and district services where there are no telephones, or telephones
that are not working or are not being answered;2
»» Shift work and the inability to contact the relevant
personnel at institutions result in delays in agents
responding to patient complaints;
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Posters advertising the Patients Complaints Response
System - presented in different languages

»» The system cannot accommodate people who are
hearing impaired. As a result, there is an increased
reliance on family members or friends to report on
their behalf;
»» When investigating complaints, certain quality assurance managers do not respond to the call centre
agents within the required timeframes which delays
the resolution process;2
»» The rigorous nature of investigations leaves some
healthcare professionals feeling threatened or
undervalued;
»» Frequent email access disruption creates delays in the
turnaround time of complaint resolution; and
»» Outdated office equipment results in a slow and
inefficient reporting process.

Successes
The following successes were reported:
»» From April 2011 to March 2012 the Call Centre
received 3 139 reported incidents and had a resolution rate of over 98.6% (3 097/3 139)2;
»» There has been increased patient awareness of and
access to information about the Call Centre through
radio advertising, and increased visibility of colour
posters in healthcare facilities;
»» The Call Centre team members understand the importance of their role in the system;
❝❝ I feel like I am making a difference when I
receive good feedback from people who call
in…. The Manager also tells us that we are
helping. ❞ (Key informant 1)
»» Complainants receive feedback on resolutions to their
complaint, which reduces frustration and improves
their levels of satisfaction; and
»» Incorporating retired nurses into the system, who
have extensive public health experience, ensures that
queries are resolved quickly and efficiently.
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✍✍

Lessons learned

The following lessons have been learned by those involved in the Call Centre:
»» Call centre agents should have some medical experience or be provided with basic training on medical
terminology to advise callers appropriately;

»» There is a need for more aggressive marketing to
increase patient awareness of the call centre and to
educate them on the features of the system; and

»» Call centre agents must have the required call centre experience and be trained in computer literacy
and various methods of effective communication to
speed up the process;

»» Complainants need to be advised about when they
can expect feedback, which will assist in restoring
patients’ faith in the public health system.
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ADVANCED INCIDENT MANAGEMENT SYSTEM (AIMS)

PATIENT SAFETY INFORMATION SYSTEM (PatSIS)

AIMS CALL CENTRE

PatSIS CALL CENTRE

INCIDENT REPORTING

INCIDENT REPORTING

PHONE 021 531 4226/7

PHONE 021 531 4226/7

Calls answered by
health professionals

Calls answered by
health professionals

Quick and easy
reporting

Quick and easy
reporting

By reporting incidents, you

By reporting incidents, you

can improve patient safety

can improve patient safety

by helping your health

by helping your health

service determine why

service determine why

incidents occur.

incidents occur.

The Call Centre provides

The Call Centre provides

you with the incident

you with the incident
identification number which

allows you to follow up the

allows you to follow up the

incident for feedback.

incident for feedback.

Examples of incidents you can report include:
Accidents | Acts of aggression | Behaviour | Blood and blood products | Clinical Management | Documentation
Nutrition | Organisation management / services | Oxygen, gases, vapours | Pressure ulcers

Examples of incidents you can report include:
Accidents | Acts of aggression | Behaviour | Blood and blood products | Clinical Management | Documentation
Falls | Hazards | Hospital acquired infections | Medical devices, equipment or property | Medication or IV fluids
Nutrition | Organisation management / services | Oxygen, gases, vapours | Pressure ulcers

Further Information: www.cohsasa.co.za

Further Information: www.cohsasa.co.za

Cohsasa2.indd 1

2013/10/01 12:10 PM

Cohsasa2.indd 1

2013/10/01 12:10 PM

Advanced Incident Management System‡
Web-based system to enhance reporting of adverse incidents in the Free State

Background
The Free State Provincial Department of Health (FS DoH)
did not have an established system in place to report
and manage adverse events in its facilities, these being
defined as any event or circumstance, including those
which could have or did lead to permanent disability or
death, to those likely to be near-misses . As such, it was
the responsibility of the facility staff to manage adverse
events using a paper-based system. The Advanced Incident Management System (AIMS) was introduced by
the then Deputy Director-General in charge of Clinical
Health Services, Dr S Kabane, in 2008.
The AIMS programme is a web-based system for monitoring, analysing, reporting and managing problems that
range from near-misses to sentinel events across the entire
spectrum of healthcare. From 2008, this system was
implemented in 24 healthcare facilities, increased to all
31 hospitals in 2010, and finally included nine Community
Health Centres and five Emergency Medical Service (EMS)
stations in 2011.
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Free State

‡ Now replaced by the PatSIS programme (Patient Safety Information
System) which has been developed in South Africa for SA conditions.
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Prior to implementing any system related to patient
safety, the FS DoH commissioned the Council for Health
Service Accreditation of Southern Africa (COHSASA)
to conduct a situation analysis in the province through
consultation with Chief Executive Officers (CEOs),
clinical managers and staff. This provided information
on where to focus attention, where to prioritise healthcare resources, and how to enable systemic changes.
As a result, the FS DoH contracted the AIMS programme,
which is a web-based service delivery incident management reporting system developed in Australia.
The aim of the programme is to encourage an environment where staff members feel comfortable reporting
service delivery errors. All FS DoH personnel (16 000)
can report problems by making a phone call (on speeddial at all health facilities) to the Call Centre. Reporting
is anonymous and the system is coordinated by the
clinical manager working in collaboration with system
administrators in the COHSASA offices.
Principal incidents are categorised into one of the following 16 categories:
»» Accident/occupational health and safety;
»» Aggression-aggressor/aggression-victim;
»» Behaviour/human performance;
»» Blood/blood products;
»» Building/fitting/fixture/surrounding;
»» Clinical management;
»» Documentation;
»» Fall;
»» Healthcare-associated infection/infestation;
»» Medical device/equipment/property;
»» Medication/intravenous fluid;
»» Nutritional;
»» Oxygen/gas/vapour;
»» Pathology/laboratory;
»» Pressure ulcer; and
»» Security.

Structure and strategy
Service delivery
All facility managers have access to this web-based
system and are provided with a 3G card in order to
connect to the internet to access the system. Hospital
management, the quality coordinator and nursing
manager at all health facilities were trained on how to
access the system and record incidents. On receipt of
a telephone call, a data coordinator assures the caller

Objectives
The objective of the AIMS programme is to promote
reporting of adverse events among hospital staff
members in order to provide for proactive correction
thereby reducing the likelihood of adverse events
from occurring in the future and to improve the quality of service delivery.
A presentation on “Adverse Event Monitoring as
a Quality Improvement Driver”, delivered by Dr
Sipho Kabane, the HoD at the time of conducting
the good practices assessment, highlighted the
following additional objectives:
üü To determine the impact of the programme on:
üü the rate of severity of incidents
üü the overall quality of healthcare services
üü To develop processes that will prevent and/
or reduce the impact of incidents and adverse
events on patient safety;
üü To identify information categories to monitor
incidents and adverse events that impact on
patient safety; and
üü To develop and subsequently link the AIMS to
an accreditation programme in public sector
hospitals.1
regarding confidentiality and asks a series of standardised
questions on the adverse event using the online scientific
drop-down list of the AIMS.2 All FS DoH facility staff are
encouraged to make use of the service, with access being
enhanced using the speed-dial number in all facilities,
thereby ensuring that no challenges are experienced in
making external phone calls. The data coordinator at the
AIMS centre then allocates a case number and a report
on the incident is generated, and s/he sends it via email
to the relevant facility manager, whose responsibility it is
to record the incident and ensure that it is resolved.
In addition to the development of quality improvement
plans (QIP) based on the AIMS and calls logged, the FS
DoH has also invested in improving the supply of medical
equipment and ambulances required to improve the
quality of health services and minimise the recurrence of
the adverse events.
Further to strengthening clinical governance, the following structures were established to strengthen the
process of reporting and responding to adverse events:
»» Patient safety included as a key result area for all
hospital CEOs;
»» A Clinical Governance Unit; and
»» Mandatory electronic and telephonic reporting of
adverse events as they occur.
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Health information management
The AIMS allows any health facility and provincial
officers to log onto the system and view the number
and nature of cases being reported per facility, the
principal incident type and the status of the incident.
Monthly meetings are held within the facilities and
Clinical Quality and Compliance divisions to review the
use of the system and the closure of reported cases.
Use of the AIMS and individual cases are discussed at
institutional and provincial adverse events meetings to
monitor events and to institute measures to prevent
any recurrence. In addition, the progress of the AIMS
system is currently being monitored by the FS DoH and
COHSASA for trend analysis and development of QIPs.

Resource use
The unit is staffed by a clinical manager based at the
head office and trained nurses who are employed as
Data Coordinators by COHSASA2, who are connected
to the AIMS centre in Cape Town.

Financial management
The system is currently funded by FS DoH and costs
R2.5 million per year to maintain. COHSASA has provided the department with administrative and technical backup on system usage.

Sustainability
The system is sustainable and funded through selected
funds, if the required amount of funds is budgeted for
annually. The FS DoH has been able to sustain funds
for the system, resulting in an increase in the number
of facilities from 24 to 44 since the introduction of the
system in 2008. The FS DoH is in negotiations to take
over the full service from COHSASA.

Challenges
The following challenges were identified by those invloved:
»» There is intermittent connectivity to the internet at
facilities using 3G cards which affects the ability to
log onto the AIMS and regularly record incidents;
»» Many quality assurance managers are not computer- literate and require considerable assistance in
order to use the system;
»» Anonymous reporting makes it difficult to provide feedback on how and whether the incidents are resolved,
which compromises improved service delivery;
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»» Some staff are not aware of the various reporting
channels within the FS DoH, resulting in some incidents not being appropriately handled;
»» Failure to provide feedback to staff on how incidents
are resolved may discourage them from reporting
again; and
»» Some staff are afraid to report incidents, as they feel
that they will lose their jobs if they were responsible
for the adverse event.

Successes
Since implementation of the system, the following
successes have been noted:
»» The occurrence of severe adverse events has been
reduced due to improvement in the clinical environment and reporting of adverse events;
»» More incidents and adverse events have been
reported through AIMS compared to a paper-based
system;1
»» There is increased awareness about patient safety
amongst staff; and
»» Clinical and administration staff are enabled to participate in quality assurance.
❝❝ Yes, awareness has increased and some of
the facilities where people have embraced the
system; people know that the system is there
for them, it is not there to try and catch them
out.❞ (Key informant 1)
»» The following five noteworthy points were shared
in interviews with the Free State Department of
Health Clinical Quality and Compliance Services:
»» The number of cases reported via the AIMS has
increased by 110% since implementation;
»» Investment in necessary equipment and ambulances has increased;
»» Facilities are reporting fewer avoidable deaths;
»» Maternal and child mortality cases have reduced
by at least 11%; and
»» Closure of reported cases has improved.
»» The key indicators of success that were used in the
AIMS are:
»» The number of cases reported in relation to cases
closed;
»» Incidences per speciality area;
»» Number of maternal cases reported; and
»» Number of child mortality cases reported.
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✍✍

Lessons learned

The following lessons have been learned by those
involved in the AIMS:
»» Electronic reporting of adverse events is more
effective and scientific than a paper-based reporting system.
»» An electronic system improves the reporting of
adverse events and has the potential to improve
patient safety and the quality of health services
delivered;

Awards and recognition
The AIMS programme received the following recognition:
»» A paper on the AIMS programme has been published in the South African Medical Journal.
»» The AIMS programme was second runner-up in the
Centre for Public Service Innovation Awards hosted
by Department of Public Services Administration in
2012.

»» Improvements to internet connectivity at health
care facilities need to be made to ensure that
AIMS is accessible;
»» There is a need to train managers on using the
AIMS, to ensure that they are computer-literate,
and to have on-site support;
»» It is important to provide feedback to staff on
how the incidents have been resolved;
»» The need exists to educate staff on reporting
channels within the department to ensure appropriate management of incidents;
»» Attempts must be made to reduce fear of job loss
and to create an environment in which staff feel
comfortable to report adverse events; and
»» More investment should be made to improve the
practice environment through ensuring faster procurement of medical equipment and better maintenance of the AIMS programme.
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Good Practices towards Improved Clinical Services

Programme to Reduce Patient Waiting Times
Queue marshals assist in enhancing the efficiency of service delivery by reducing
patient waiting times at Zola Community Health Centre in Soweto

Background
Zola Community Health Centre (CHC) is a large, wellknown community health centre based in Soweto,
Gauteng Province, which services a large catchment
area. In busy months, the CHC treats as many as 30 000
patients. In 2006, patients arrived as early as 03h00
to ensure that they were first in line when the centre
opened at 07h00, as the average waiting time was estimated to be between five and six hours. As these long
waiting times were reported at a number of facilities, in
2006, the Health Information Systems Directorate of the
Gauteng Department of Health and Social Development
(GDHSD) was tasked with investigating potential interventions that would alleviate this problem.

Gauteng

49 | Documenting Good Practices in the Public Health Sector of South Africa

Good Practices Towards Improved Service Delivery

A study was conducted that year and the results identified three major bottlenecks: queues on arrival before
patients obtained their files; queues after patients
received their files while waiting to be attended to by a
clinician; and queues at pharmacies.1 The delays were
closely associated with three major problems:
1. Absence of booking offices or clerical personnel;
2. Patients’ reluctance to re-queue to make
bookings; and
3. Duplication in the booking system at various
points in the patient management pathway.
To address the problems, a number of strategies were
recommended including: queue management, proper
signage and a triage system to improve patient flow.
A further analysis revealed the absence of a functional
system to monitor patient waiting times. Many clinics
did not have well-developed quality assurance teams,
and staff members were not well-trained on how to
capture and record data accurately, this being essential
for a sustained and effective response to the problem.
The Quality Assurance Directorate therefore prioritised
the training of quality assurance staff at selected clinics.
An intensive two-day training course was developed and
offered to recently graduated community matriculants
who showed an interest in the health sector and in
becoming queue marshals. Their training included
instruction on the Batho Pele Principles and Patients’
Rights Charter.
Facilities were requested to benchmark their desired
waiting times, and the introduction of queue marshals
substantially improved the average patient waiting
times, with one clinic reducing its waiting times by
more than half from 2010 to 2011.

Objectives
The objectives of the programme were:
üü To identify realistic waiting times for all stages of
the patient pathway;
üü To develop norms that would be used by all
institutions classified under the same category of
service;
üü To attain set waiting time targets;
üü To measure the performance of institutions
against the desired norm; and
üü To monitor and evaluate the progress of
institutions.

Structure and strategy
Service delivery
The methods used to improve patient waiting times at
Zola CHC and other CHCs included using a queue marshal strategy, an efficient triage system and improved
signage, with particular emphasis on queue marshals
to improve patient flow.
1. Queue marshal strategy
The GP DoH queue marshals were used to measure
and monitor waiting times in the clinic. In 2011, 250
queue marshals were trained to assist at CHCs and
Local Government Health Centres in the province,
and 100 were allocated to hospitals. The GDHSD
developed a training manual and a two-day training
programme, which was used to equip queue marshals with the necessary knowledge and skills to
improve patient flow and, in this way, reduce patient
waiting time and dissatisfaction.

Figure 6: Uptake of programme to reduce patient waiting times across hospitals
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Duties of the Queue Marshals
»» Welcome and direct patients to appropriate departments;
»» Work at the help-desk and attend to patients’
complaints;
»» Control and maintain order in the waiting areas;
»» Monitor patient satisfaction;
»» Monitor patient waiting times; and

»» The time the patient was seen by a professional
nurse or doctor;
»» The time the patient was waiting for medication
at the pharmacy; and
»» The time the patient was leaving the clinic.
The average times were calculated for all patients at
each of these points.
2. Effective triage system

»» Correct conflict around waiting times.
Competencies of Queue Marshals
»» Good numeracy and literacy skills (minimum
Grade 12 qualification);
»» Understanding and executing of Batho Pele Principles and Patients Rights Charter;
»» Ability to provide First Aid;
»» Good record-keeping; and
»» The possession of positive characteristics – e.g.
honesty, politeness, and friendliness.
Attributes of Queue Marshals
»» Should be time-conscious;
»» Should be empathetic and sensitive to people’s
needs;
»» Should be approachable (humble, polite and
understanding);
»» Should be diligent and helpful;
»» Should be presentable (neat and well-groomed);
»» Should maintain confidentiality;
»» Should be conversant with layout of clinic and
services provided;
»» Should be firm and assertive rather than arrogant;
and
»» Should know the lines of reporting.
Patient waiting times were measured by the queue
marshals from 07h00 at two-hourly intervals. As
such, waiting time measurements were undertaken
between 07h00 to 09h00, 09h00 to 11h00 and
13h00 to 15h00. Measurements were undertaken
for two patients per interval, which is a total of six
patients a day which gave the best reflection of the
waiting times in the facility. For example, between
07h00 and 09h00, the first patient is considered
at 07h30 and the second patient at 08h45. Patient
waiting times were measured at the following
points:
»» The time the patient entered the clinic;
»» The time the file was issued to the patient;
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Sorting and screening system to reduce patient waiting
times

Patients follow the triage system as depicted below.
Patients who enter the clinic for admission and registration at the help-desk are triaged to the waiting
area where sorting, screening and observation takes
place. Patients requiring efficient treatment are triaged to the fast queue where they are treated or
referred. Children are triaged for Community Integrated Management of Childhood Illness (CIMCI);
thereafter, they are treated or referred. Adults are
separated into the following queues – acute, uncontrolled chronics and doctors’ referrals. Patients with
acute and uncontrolled chronic illnesses are treated
or referred.
3. Improved signage
Signage is displayed on clinic
walls to provide patients that
attend the clinic with information
on the queue marshal strategy,
information on what the average waiting time should be, and
to direct patients on where they
should go to receive the required
healthcare services.

Signage for patients
that attend Zola CHC
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Health information management

Challenges

Quality assurance teams based at health facilities
across Gauteng were given the responsibility to
measure progress in patient waiting times on a daily
basis. These teams identify bottlenecks and report
them to the faci-lity manager who needs to analyse the
situation and recommend strategic changes to improve
conditions given available resources. A steering
committee in the Quality Assurance Directorate was
established to drive the project, and monitor data on a
monthly basis. A uniform standard of provincial waiting
time benchmarks for all CHCs and hospitals, against
which individual institutions were measured, was
generated in the 2010/2011 financial year. Statistical
and graphical representations of waiting times were
displayed quarterly in each facility to make staff aware
of how they performed with respect to meeting their
targets.

Since implementation of the programme the following
challenges have been reported:

Resource use
In 2012, six queue marshals (two senior and four
interns) were present at Zola CHC. The queue marshals
reported to their supervisor on a daily basis and were
on duty from 07h00 to 16h00 on each week day.
The queue marshals were given a monthly stipend of
approximately R1 500 on a year-long contractual basis.
A quality assurance officer who is a nurse by profession
trained the queue marshals in how to undertake their
duties and on the importance of monitoring patient
times. The chairperson of the clinic committee served
as a spokesperson for the community and helped
address their needs. The supervisor ensured that
the queue marshalls understood their responsibility
of adequately providing patients with assistance and
measuring patients’ satisfaction by completing a
patient satisfaction form. The quality assurance team
member was responsible for showing patients where to
go in the facility in order to get the help they required.

Sustainability and potential for
replication

»» Patient waiting times with specialists are long due
to the extended investigations needed;
»» Protracted ward rounds result in patients waiting in
outpatient departments for doctors to arrive;
»» The clinic referral and step-down system remains a
challenge as more patients from surrounding areas
attend Zola CHC because of the reduced patient
waiting times;
❝❝ …down referral to other clinic around but
patients are refusing to go there even though
they come from near that clinic but they will
still come here and we will say why did you
come here because we said go to that clinic
but they prefer to come here. ❞ (Key Informant
1)
»» Staff have had to develop their own signage, but the
poor quality often renders it inaccessible to those
with visual difficulties and those who are illiterate;
»» Poorly functioning help-desks are present in some
facilities that are unable to assist the patients;
»» Too few queue marshals (outpatient departments,
casualty and pharmacy).

Staff of Zola CHC developed their own signage

In 2012 the programme created employment for
four young people between the ages of 16 and 24,
providing them with training and one-year contracts.
All the marshals remained at the clinic for the duration
of their contracts. Given that the training manuals and
job descriptions have been developed, these can be
used elsewhere. Interviews with key informants have
highlighted that the programme to reduce waiting
times has improved patient satisfaction with the
healthcare service and gives them a sense that the
facility they attend is taking note of their concerns.
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Successes
Successes of the programme have been reported by
personnel involved:
»» Waiting times at Zola CHC were reduced from six to
three hours, with a reduction to less than an average of 80 minutes between the clerk who is responsible for administrative duties such as registering
patients at the help-desk, to the pharmacy where
the patient collects his or her medication before
leaving the CHC;
»» Monthly reports were submitted to the Quality
Assurance Directorate which monitors progress
against set targets, tracks improvements across the
province, and assists with ensuring timeous corrective action;
»» Bottlenecks continue to be reported by the QA team
to the facility manager who on an ongoing basis
identifies further gaps in the system and addresses
them;
»» Compliance with the provincial waiting time benchmark is reinforced at all institutions;
»» Regular support is given to facilities to strengthen
their ability to discuss and resolve quality-related
issues;
»» Visible signage was put in place at 64% of regional
and district hospitals;
»» 100% of all institutions that measure and monitor
waiting times have introduced steering committees;
and
»» The triaging system provided an efficient means of
separating patients when they entered the clinic
according to the services they required, and of
ensuring that staff managed the patients within the
stipulated timeframe (less than an average of 80
minutes from the clerk to the pharmacy).
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✍✍

Lessons learned

The following lessons have been learned from those
involved in the programme:
»» The value of an improved functional triage system is important for prioritising clients according
to the seriousness and urgency of their illnesses;
»» An adequate number of queue marshals need to
be employed at each facility to manage the high
patient load; and
»» All institutions need to have help-desks that are
properly staffed and functional and that will
inform patients of the procedures for ensuring
effective patient flow.

Hospital Cleanliness Programme
Improvements in patients’ quality of care through improved infection control and
hygiene procedures in Donald Fraser Hospital

Background
The Donald Fraser Hospital is a district hospital in the
Vhembe District in northern Limpopo Province, situated
approximately 20km from the city of Thohoyandou. It
serves as a referral centre for the surrounding clinics and
community health centres, and has seven wards with
349 beds, 66 for acute cases and 283 for chronically
ill patients.1 Services rendered include general medical,
nursing, dental and eye care, occupational therapy, physiotherapy, laboratory services, trauma and emergency
services, psychiatric care and general surgery.2

Limpopo
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The Hospital Cleanliness Programme was started after
staff realised that the hospital was providing sub-standard care with respect to cleanliness and hygiene, and
that Batho Pele principles were not adhered to. There
had been numerous complaints from both the general
public and patients regarding general cleanliness, hospital maintenance, catering services, ablution facilities
and bedding. An investigation indicated that staff were
not following proper infection control and waste management policies. Using suggestions from patient satisfaction surveys and suggestion boxes, hospital management
was able to devise an innovative two-staged turnaround
strategy.
In May 2005, the former Chief Executive Officer (CEO)
of the hospital introduced Phase 1 of the programme, the
Hotel Service Project. This was primarily a planning and
budgeting phase, during which infrastructure improvements in the hospital and approaches to patient care
in line with the Batho Pele principles were developed.
Managers within the different hospital departments were
involved in the planning process, and a number of project
managers were hired to supervise duties related to initial
implementation. Phase 2, the Cleanliness Programme,
was introduced in January 2006 and had three arms:
»» Health and safety to improve landscaping, garden and
external hospital maintenance;
»» Infection control to address infection control procedures within the hospital; and
»» Hospital care and hospitality to address aspects of
care inside the hospital.
Since inception of the Cleanliness Programme, infection control policies have been implemented, which have
reduced the likelihood of hospital-acquired infections;
waste disposal procedures have been strengthened; and
improvements in patient and community satisfaction
have been reported.

Structure and strategy
Service delivery
The Cleanliness Programme focused on three key areas.
1. Health and safety
Prior to the implementation of the programme, the
hospital grounds were not maintained and no security personnel were available to monitor and assist
patients who got lost on the grounds. The hospital
buildings were old, poorly maintained and in need of
painting, and the sewage system had been neglected.
In order to improve the state of the hospital grounds,
shrubs and trees around the hospital buildings and
pathways were trimmed and the grounds landscaped,
which improved wheelchair access in particular.
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Objectives
The main objectives of the Cleanliness Programme
were:
üü To use the Batho Pele principles to improve the
quality of patient care;
üü To improve infection control practices and
reduce hospital-acquired infections;
üü To improve healthcare risk waste disposal
practices;
üü To improve food hygiene and catering services;
üü To improve the general external appearance of
the hospital; and
üü To improve ablution and bedding facilities for
patients.

2. Infection control
Infection control measures and practices within the
hospital were reviewed and a number of aspects of
infection control addressed:
»» Staff received training on infection control and
infection control policies and guidelines were
implemented and adherence to these was reinforced;
»» A national healthcare risk waste management
policy was implemented in each department.
Waste Management Teams were put in place
to manage and dispose of waste appropriately,
and dustbins and medical bins were placed in all
hospital wards.
»» Monitoring and evaluation of HCRW statistics
and collection procedures were implemented,
and reviewed monthly;
»» Patient and community education and health promotion campaigns covered areas of hygiene and
relevant communicable diseases;
»» Regular general housekeeping and cleaning services were implemented in wards, offices, vacant
houses, public and staff toilets, as well as in the
mortuary;
»» Waste removal from these areas was also performed in line with general waste and Health
Care Risk Wastage management guidelines.
»» Purchasing of specific colour-coded brooms and
mops for each area enabled staff to distinguish
their cleaning equipment. Cleaning service performance was reviewed on a monthly basis; and
»» Outbreak investigation procedures and reports
of cases of dog-bites, malaria, chicken-pox, food
poisoning and other communicable diseases
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were reviewed. Health education/health promotion campaigns on the aforementioned diseases
were conducted as these were common in the
community.

Human resources

»» Neglected areas of the interior of the hospital
were refurbished and decorated;

With the exception of the project managers hired at
the start of the programme, no additional staff were
employed. The Health and Safety Department, which is
responsible for gardening and general maintenance, has
30 staff members, and the cleaning services employ
80 cleaners, four supervisors and one manager. Youth
from a local non-governmental organisation (NGO), the
Lletsema Project, provide ongoing occasional assistance
with the overall hospital maintenance.

»» Safety and burglar bars were installed on windows
to improve patient safety;

Governance and leadership

3. Hospital care and hospitality
The hospital interior was refurbished and day-to-day
services were improved:

»» New linen, bedding and patient attire were purchased;
»» A service provider was outsourced to train
kitchen staff in food hygiene, catering and food
preparation. The entire menu was reviewed and
healthier foods were introduced;
»» Hospital access was improved, with display units
and user-friendly signs and boards installed around
the hospital; and
»» The doctors’ and nurses’ living quarters on the hospital grounds were renovated.

Health information management
Since inception, hospital management hold monthly
performance review meetings, where departmental
managers report back on all aspects of the Cleanliness
Programme. These monthly reports are used to
determine the impact of the Cleanliness Programme on
the overall functioning of the hospital. Activities that
require additional financial resources are referred to the
CEO for approval. Statistics on HCRW management
and collection that are reported enable management
to monitor the implementation of and adherence to
the HCRW Management Policy. Patient satisfaction
surveys, which were the initial catalyst for change, are
ongoing and provide feedback about all the services
rendered in the hospital, not only the Cleanliness
Programme. Patients can now also lodge complaints
with the Member of the Executive Council’s office
should their concerns not be resolved timeously.

Resource use
Financial
In 2005 approximately R1.2 million was needed for
the Hotel Service Project. Departmental managers
were given a budget and could order the equipment
required for their departments. During the 2006/2007
financial year, R29 million was spent renovating the hospital; the amount spent was increased to R51 million in
the following year due to the success of the programme.

The programme has received ongoing support from the
CEO and departmental managers, who are responsible
for implementing and monitoring the programme.

Sustainability
Ensuring that the programme is sustainable has
required the following:
»» Financial commitment and good financial management to ensure that all changes and renovations are
maintained;
»» Effective ongoing monitoring and evaluation; and
»» Strong leadership to ensure that the programme is
maintained.

Potential for replication
Replication of this programme requires:
»» Adequate funds and appropriate budgeting;
»» Developing plans, policies and guidelines applicable
to each facility and department;
»» Ongoing monitoring and evaluation to assess its
impact and ensure adherence to guidelines; and
»» Staff supervision to ensure improved infection control practices and service delivery within the hospital.

Challenges
The hospital programme faced a number of challenges,
as listed below:
»» The continuous late collection of garbage by the
local municipality, which necessitated partial outsourcing of this service;
»» Lack of an appropriate storage facility for medical
waste;
»» Lack of soap-dispensing units. Some staff members
did not adhere to infection control guidelines in disposing medical waste material because of language
barriers during training;
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»» Inadequate water supply and poor plumbing networks;

✍✍

»» An unreliable and inefficient sewerage system;

A number of important lessons have been learned
by those involved in the programme:

»» Shortage of staff members in the ward housekeeping section; and
»» Difficulty in obtaining consumable goods such as toiletries due to administrative and financial obstacles.
❝❝ At times we cannot buy all equipment from one
financial year so we have (to borrow) the clinic
equipment but it’s not enough, we still manage
though. ❞ (Key informant 1)

Successes
The programme has achieved a number of successes:
»» No reported cases of lost or injured patients have
been made since the programme was implemented,
which can be attributed to the improved landscape
of the hospital grounds, access to and from hospital
buildings and the placement of security personnel;
»» The Donald Fraser Hospital annual healthcare risk
waste collection statistics show an increase in the
total amount of waste collected from 2010 to 2011,
with a noteworthy increase in infectious waste, vials
and pharmaceutical waste by 3 375.86kg, 69.57kg
and 623.15kg respectively;
»» The amount of anatomical waste increased between
January 2010 and October 2012;3
»» The community has commended the high standard
of hygiene, cleanliness and beautifully landscaped
gardens and even uses it for wedding photos;
»» Patients can now be offered up to three changes of
clothes a day;
»» There are fewer cases of hospital-acquired infections;
»» The workers now have five uniforms each, which
enables them to wear a clean one each day; and
»» There was a significant improvement in timeous
waste collection by January 2012, with the outsourced HCRW Collection Company collecting every
Tuesday and Thursday and the municipality collecting on Mondays and Fridays.
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Lessons learned

»» Staff training is required to improve infection control measures and the quality of care provided to
patients;
»» The value of ongoing monitoring and evaluation
using monthly statistics and through monthly
performance review meetings to ensure successful implementation of hospital cleanliness programmes;
»» It is important to strengthen the hospital cleanliness system by repairing maintenance equipment, training staff and adopting a process
when hospital indicators are used in planning and
monthly performance reviews; and
»» It is important to assess the validity of the indicators
to measure the needs of the hospital and enable
accurate assignment of finances to ensure that
the hospital cleanliness programme has sufficient
equipment for one financial year.

Awards and recognition
The programme has won the following awards:
»» District Platinum Cleanliness Award in 2011.
»» Provincial Gold Cleanliness Award in 2011.

Cohsasa Quality
Information System
Hospital Quality Assurance System
System to improve the quality of patient care and clinical outcomes through a health
care audit of the Lebowakgomo District Hospital

Background
The Lebowakgomo District Hospital is in the LepelleNkumpi sub-district of the Capricorn District in the
Limpopo Province, and has 220 beds. It was the first
hospital in Limpopo to implement a system to monitor its
nursing staff’s performance and professionalism, which
it did in September 2002. The implementation of this
system was led by the Limpopo Department of Health
and Social Development (LDHSD) Nursing Directorate as
part of its operational plan.
In 2006, the LDHSD contracted the Council for Health
Service Accreditation of Southern Africa (COHSASA) to
undertake an accreditation process of certain hospitals
in the province, including Lebowakgomo Hospital. The
value of COHSASA quality improvement and accreditation programmes resides in the capacity to empower
hospital staff over time to bring about improvements and
meet standards through their own efforts.

Limpopo
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Using strictly applied quality improvement methods,
staff can improve patient safety and the quality of care
by guiding interventions, monitoring progress, identifying
improvements and impediments, and developing
strategies to overcome identified impediments. Once a
hospital is accredited, the accreditation is valid for two
years, after which the hospital needs to be re-accredited.
If hospitals that have been through the accreditation
process maintain standards over time, three-year and
even four-year accreditation awards are possible.
To encourage hospitals to continue the quality improvement process if they do not achieve accreditation in
their first attempt, COHSASA has pioneered a graded
accreditation approach that rewards step-wise improvements at facilities by awarding them certificates for
achievement of defined levels of standard compliance.
The current Quality Assurance Manager (QA Manager) at
Lebowakgomo Hospital attended a preparatory workshop
held by COHSASA in 2006, which started the accreditation and quality improvement process at the hospital. The
hospital received full accreditation by COHSASA in 2008
for the period 2008 to 2010, and was the only public
hospital in Limpopo Province to receive this accreditation.
Other hospitals achieved progress awards in the
COHSASA graded accreditation programme as follows:

Objectives
A quality assurance system is an essential and
integral part of clinical governance. The main
objectives of the system were:
üü To measure quality of care against set
standards;
üü To deliver safe and high quality care through
sustained improvements;
üü To decrease improper practice and reduce
patient mortality and morbidity; and
üü To develop plans and interventions to improve
the quality of care.

3. Multidisciplinary steering committee appointed
4. Baseline survey carried out, analysed and
reported on to identify deficiencies
5. Hospital-wide training in QI methods, health
and safety, infection control, etc.
6. CQI programmes started in all services
7. External survey by independent survey team

Facility Name

Awarded On

Expires On

Award Status

8. Accreditation decision process

Dilokong
District
Hospital

18 July
2008

17 July
2010

Progress

9. Maintenance programme

Jane Furse
Hospital

18 July
2008

17 July
2010

Entry Level

6 November
2010

Full
Accreditation

Lebowakgomo 7 November
Hospital
2008
Letaba
Hospital

18 July
2008

17 July
2010

Progress

Maphutha
L Malatji
Hospital

18 July
2008

17 July
2010

Progress

Although the LDHSD did not contract COHSASA to
re-evaluate its performance in 2010, the hospital
has maintained its quality improvement system and
improved patient care and outcomes despite many
challenges.

Structure and strategy
Service delivery
Service delivery to ensure quality improvement entails
a 10-step cycle of procedures that lead to a decision
made on the accreditation status of the hospitals:
1. Introduction to the COHSASA programme
2. Standards supplied and staff trained to understand the Standards Assessment Manual
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10. Repeat cycle
As a first step, hospital staff are assisted by trained
quality advisors to evaluate their facilities against
ISQua (International Society for Quality in Health Care)
accredited standards. The data collected are processed
in COHSASA Quality Information System (CoQIS),
which provides detailed reports on the strengths and
weaknesses of the health facilities. In an average
hospital, over 3 000 criteria are assessed as compliant,
partially compliant, non-compliant or non-applicable.
Each hospital receives its own report, with copies
supplied to regional and provincial managers so that
they have a dashboard view of compliance levels in all
healthcare facilities under their care.
The CoQIS reports identify weaknesses and gaps and
include a plan that prioritises action. Deficiencies that
constitute a danger to patients and staff or break the
law are listed as most critical and in need of attention.
The idea is that deficiencies are attended to in order
of the severity of the impact they may have on patient
care.
Reports are also provided that identify and prioritise
deficiencies common to a group of health facilities,
thus enabling health authorities to plan and implement
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regional strategies to improve weaknesses that impact
negatively on patient care and resource utilisation.

»» Medical wards, mortuary, gardens and recreational
grounds;

COHSASA provides two different programmes depending
on client needs: a self-evaluation programme that is
offered to clients who are reasonably well-versed in quality
assurance and quality improvement, and a Facilitated
Accreditation Programme (FAP) is recommended for
healthcare facilities that are unfamiliar with standards or
the accreditation process.

»» Clinical support and OPD;

Lebowakgomo District Hospital quality
assurance (QA) activities
The quality improvement process at the hospital
consists of three areas: QA activities, Nursing audits,
and Clinical audits. The QA Manager is responsible
for ensuring adherence to core standards, that both
nursing and clinical audits are performed, and for
carrying out various QA activities. Each item or activity
is assessed as being compliant, partially compliant or
non-compliant, and is scored 2, 1 and 0 respectively.
A total score is calculated and translated into a
percentage.
The following nine activities form part of the QA activities carried out at the hospital:

Complaints management system
Suggestion boxes that collect patient input have been
placed around the hospital and are emptied every two
weeks by a member of the QA committee. This enables
complaints or compliments to be brought anonymously
to management. Furthermore, complaints or suggestions can be brought directly or telephonically to the
attention of the QA Manager or in writing to the CEO.
A monthly report is given to the hospital board on complaints received.

Satisfaction surveys

»» Pharmacy, and dental and X-ray facilities; and
»» Doctors’ quarters and call house.

Folder review
Ten hospital folders are randomly selected every month
by the QA manager for reviewing information such as
patient waiting times. An example of the success of
this approach was demonstrated in 2012, when the
QA Manager was tasked with determining whether the
OPD required additional staff. Ten out of 100 patient
files were randomly sampled to assess patient waiting
times from the time of arrival until the time of departure
from the OPD. As a result of the lengthy patient waiting
times observed, the OPD was staffed with two additional doctors.

Performance review and improvement plan
Nursing audits are performed monthly by the nursing
managers for each ward and are reviewed at the quarterly QA meetings. Statistics are presented by ward,
and basic nursing care practice (BNCP) and nursing
process implementation are reviewed. The number
of in-service lectures facilitated and the percentage
of employees with signed quarterly reviews are also
reviewed.

Monitoring adverse events
The adverse events registers in every ward record
events such as falls, absconded patients, bed-sores
and medication errors. Data are presented monthly to
the ethics and adverse events committee, where corrective action or improvements are discussed.

Batho Pele Principles Implementation Questionnaire

Structured patient satisfaction surveys are captured
electronically over one week and reported to the hospital board on a quarterly basis. During the assessment
structured questionnaires, one for patients attending
the Outpatients Department (OPD) and another for
inpatients, are administered to the patients by the QA
team. The sample size is 10% of the OPD headcount
for the week.

This questionnaire is administered quarterly by the
QA manager on request of the LDHSD and results are
measured against a core set of standards. The principles
reviewed fall under the categories of: consultation with
internal and external customers, service standards,
access, courtesy, information, redress, and value for
money.

Walkabout

Minister’s Priority Monitoring Tool

A visual inspection is carried out weekly in different parts of the hospital by the QA Manager, Nursing Manager and Clinical Manager. The area evaluated
is reviewed the following week to monitor and track
progress. Areas reviewed include:

The hospital is required to monitor its performance
against the National Core Standards framework that
was introduced by the NDoH in 2010. There are six
priority areas: improving staff values and attitudes;
waiting times; cleanliness; patient safety and security;
infection prevention and control; and availability of
medicines and supplies. A standardised questionnaire

»» Transport, kitchen and stores;

Documenting Good Practices in the Public Health Sector of South Africa | 60

Good Practices Towards Improved Service Delivery

has been developed by the LDHSD and performance
is monitored monthly with reports to hospital
management, and a quarterly report to the district
office. The results are also presented on a monthly
basis to hospital management so that corrective action
can be taken if problem areas are identified.

Individual Performance Review

Nursing audit

Clinical audit

A nursing audit is conducted by the Nursing Manager
and is used to assess the performance of the nurses
by ensuring that all patients have access to good basic
nursing care, and that nurses uphold their professional
standard of practice. The following three monitoring
tools are in place to ensure that the standard of nursing remains high:

The LDHSD has a clinical audit policy in place to help
clinicians provide the best possible care to patients,
with monthly clinical audits of patients’ files or cases.
The clinical audit is the responsibility of the Clinical
Manager. Monthly morbidity and mortality meetings
are held where inpatient deaths are reviewed, cases
are presented and discussed, and missed opportunities
are highlighted to enable staff to learn.

Basic Nursing Care Package Monitoring tool
Each ward is assessed monthly according to 11 items
to assess what is being conducted and to ensure that
policies and equipment are in place to meet the relevant criteria according to the set standard. Nursing
care records are audited monthly for accuracy and
completeness. The 11 items and some examples of
each are:

Each nurse also has their own work and performance
management plan that consists of three phases: developing a performance plan, performance monitoring and
performance evaluation.

Additional components of service delivery
Good work is recognised through “worker of the
month” awards, with staff being given, bonuses, salary increases and letters in recognition of their excellent performance.

Health information management

»» Infection control: hand-washing, segregation and
disposal of waste, refrigerator, dressing room, barrier nursing;

The audit, survey and review processes are all
conducted manually and these data are captured
electronically, with summaries made of all compliments
and complaints. In addition to hospital management and
board meetings, information on hospital performance
and service delivery is provided monthly to all sections
at the extended manage-ment meetings, and feedback is
provided to relevant staff members.

»» Personal hygiene and grooming: bathing, mouth
care, hair, beard and nail care;

Human Resources

»» Management: professionalism and duty roster;
»» Therapeutic environment: bed-making, cleanliness,
lighting, noise control, ventilation, room temperature, privacy, promotion of rest and sleep;

»» Nutrition: oral feeding, gastrostomy, jejunostomy
and tube feeding;
»» Mobility and exercise: position-changing, active/
passive exercise;
»» Eliminations: giving of bed-pan and urinal, colostomy care, catheter care;
»» Emergency preparedness;
»» Patient care;
»» Patient rights; and
»» Occupational health and safety.
Uniform and Distinguishing Devices Monitoring tool
This tool is used to assess the dress code of the staff
and measures eight items: top; skirt/trousers; stockings/pantyhose; male socks; shoes; watch with second hand; jersey, jacket; distinguishing devices; and
identity tags.

61 | Documenting Good Practices in the Public Health Sector of South Africa

The Quality Assurance Department is headed by the
QA Manager who reports to the CEO and is supported
by the Manager and the Clinical Manager

Governance and leadership
The CEO of the hospital provides support to the QA
Manager and reports to the LDHSD.

Successes
The following successes have been reported by those
involved:
»» Staff members have shown commitment, dedication and initiative to ensure the smooth running of
the hospital, which is encouraged by inviting motivational speakers to teach staff about self-control
and raise awareness of the importance of their jobs
or duties;
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»» The sharing of successful practices has assisted in
the day-to-day running of departments and encouraged management to comply with standards;
»» A quarterly performance review Nursing audit indicated that basic nursing care practice implementation had improved for male surgical, male medical,
OPD/casualty, theatre and maternity; in addition,
challenges in BNCP were identified and interventions determined;1
»» For the October 2011 to December 2011 quarter, the
hospital achieved an 88% compliance rate when
scored using the Batho Pele Principles Implementation Questionnaire;2 and
»» In 2011/2012, many positive comments were
received both verbally and in the suggestion boxes,
and most complaints were amicably resolved.

Challenges
The hospital has faced a number of challenges:
»» Possible maladministration and misappropriation
of funds have impacted negatively on the running
of the hospital, with inadequate supplies of basic
items due to a tendering discrepancy. Phone lines
have not been maintained as the contract with the
supplier has not been renewed, all of which impact
negatively on the staff’s ability to deliver quality
care;
»» Staff shortages due to budgetary constraints have
impacted on service delivery and prevented certain
performance standards from being reached;
»» A poor work ethic and negative attitude of some
staff members are identified as major barriers to
successful implementation; and

✍✍

Lessons learned

The following lessons have been learned from the
implementation of the Hospital QA system:
»» Hospital management understands the need to
learn from errors made and to constantly improve
performance to ensure that patients receive quality care.
❝❝ I believe we still need to learn more in terms
of benchmarking this hospital. I do not think
we are there yet though we have greatly
improved and there are many lesson to be
learned. ❞ (Key informant 1)
»» Monitoring of all staff is mandatory to ensure
that they adhere to the hospital’s policies; and
»» Staff members who perform well need to be
praised and incentivised.
❝❝ Lebowakgomo Hospital has institutional
awards that we give to staff members who
do exceptionally well… The managers also
have their award in their departments in the
form of letters of compliment (worker of
the month). Good performing staff are given
monetary incentives at the end of the year.
❞ (Key informant 2)

Awards and recognition
»» The hospital staff receive numerous compliments
daily from the public for their effectiveness in delivering quality care to patients.
»» The hospital staff were awarded accreditation certificates and featured on the COHSASA website for
their ongoing motivation to excel in service provision.

»» A lack of leadership due to an unfilled permanent
CEO post, with the acting CEO in place for two
years, created uncertainty among staff, which hampered the effective running of the hospital.

Sustainability and potential for
replication
All hospitals should be able to implement a quality
improvement system, as guidelines for quality
improvement exist. However, it is recommended that
poorly performing facilities need the guidance of an
experienced organisation to provide advice on techniques
of self-evaluation against quality standards, quality
improvement methodologies and careful monitoring
using a suitable database and computerised analytical
system. The recently promulgated Office of Health
Standards Compliance will also provide further direction
in this regard.
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Good Practices towards Improved Clinical Services

Boitumelo Hospital Food Service Management System
An innovative electronic food-ordering system that enhances the dietary
management of patients in a public health facility

Background
Boitumelo Hospital is a 310–bed hospital located in the
town of Kroonstad, in the Fezile Dabi Health District in
the Free State Province. It functions as both a regional
and district hospital, and has a total of 12 wards.1 In
early 2008, the Dietetics and Food Service Department
(DFSD) experienced an unanticipated increased workload,
which was compounded by severe staff shortages. During
interviews, the hospital food service staff highlighted that
in June 2008 the Free State Department of Health (FS
DoH) was put under administration, which further aggravated the situation. As a result, the FS DoH decided to
outsource the food provision service to an external contractor. However, the hospital’s DFSD opposed this and
proposed developing a system that would enable the
hospital to efficiently manage the food service provision
process internally.
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The management of food services has historically been
entirely manual, with the process of serving food in
the wards being lengthy and cumbersome. The Food
Service Aids (FSAs) compiled a list of meal orders from
the various wards using a meal requisition form, which
was then passed on to the Food Service Supervisor
who consolidated the information and calculated the
amount of food that needed to be ordered, prepared
and issued. Food was prepared in bulk in the kitchen,
and subsequently taken to the wards on heavy trolleys
by the FSAs, where it was reheated and served to the
patients by the nurses. There were a number of problems with this manual system, including errors due
to poor completion of meal requisition forms, illegible
handwriting and calculation errors. In addition, a lack
of variation in meals and incorrect meal allocation to
patients with respect to quantities and diet type were
not uncommon. The Food Management System (FMS)
was developed as a result of these challenges.
The current FMS was developed and subsequently
implemented in three phases:
»» Phase 1: In 2008 a computerised MS Excel Food
Service Management System (MS Excel FSMS),
which captured the human resource (HR), stock
and budget statistics in a spread-sheet format, was
developed.
»» Phase 2: In 2010, the dietician developed the
Dietary Ordering System, a new function that was
added to the existing patient management system
to create the Meditech Dietary Ordering System
(MDOS). This electronic information system allowed
patient dietary needs to be captured and ensured
that all admitted patients received the appropriate
order. This system was linked to a Microsoft Excelbased FSMS developed in Phase 1, and allowed
for dieticians to order dietary supplements and for
specialised foods to be ordered with individualised
food labels listing patient names and dietary requirements. This feature was not available on Meditech
and was included specifically for Boitumelo’s needs.
»» Phase 3: In 2011 the first à la carte menu was
served by ward hostesses as an alternative to serving of food in bulk, thereby introducing a system of
plating food in the kitchen. An eight-day cycle à la
carte menu was created by the hospital dieticians
and Food Service Manager, one for each specific
diet type.
Since the introduction of this system, the hospital’s
annual budget for food has increased only due to inflation. In 2008, R3.4 million was spent in the DFSD
compared to R3.6 million in the 2011/2012 financial
year. This is in contrast to the R6 million spent by
other hospitals within the province, which did not use
the Food Service Management System but outsourced
their food management processes.

Objectives
The aim was to have a streamlined individualised
food distribution process and a fully computerised
paperless FSM system.
The objectives of the new system included:
üü Ensuring effective service delivery through
efficient use of available human and financial
resources, and a reduction in food wastage and
theft;
üü Ensuring the sustainability of the service
within the hospital;
üü Providing healthy meals to inpatients according
to their specific dietary requirements;
üü Adhering to Batho Pele principles;2 and
üü Continuously monitoring and evaluating the
system to highlight any problems, maintain
the standard of care, and stimulate further
improvements in the process.

Structure and strategy
Service delivery
On admission, the nurse, assisted by the doctor if necessary, orders a specific diet type for a patient on a “New
Meal Requisition Form”. The ward clerk then enters
this choice into the MDOS, and kitchen staff receive
the diet option electronically. Additional dietary supplements are ordered by the dietician, who enters these
into the MDOS with the help of the ward clerk. Ward
hostesses, formerly known as FSAs, are tasked with
manually recording patients’ meal orders for the next
day from the predetermined à la carte menu. The meal
choices are captured into the electronic FSMS by the
Food Service Supervisor which allows the kitchen staff
to order stock, and plan and prepare meals accordingly.
The kitchen has also introduced the use of pre-peeled
vegetables, which has helped save time and further
increased efficiency. Ward hostesses are also responsible for timely delivery of labelled prepared meals to
the wards in new trolleys that are lighter, easier to
manoeuvre and ensure that the food stays warm. Estimates are made regarding the potential number of new
admissions daily, and meals are catered for separately
until such time that they can enter the system. Using
these estimates, an extra 10 plates per meal, 30 per
day, are prepared.
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Governance and leadership
The DFSD is managed by the Food Services Manager,
who reports to the head of administration, who in turn
reports to the CEO. The Food Services Manager sees
to the day-to-day management of kitchen staff, and is
essential in ensuring a smooth process, from ordering of
meals by ward hostesses through to taking the meals to
patients in the wards. Institutional leadership and guidance have been key to the successful implementation
and sustainability of the system.

Sustainability and potential for
replication
The Diet Ordering System

Health information management
In addition to the electronic spread-sheets and MDOS,
the following tools are used to capture information and
monitor the system:
»» Weekly patient satisfaction surveys;
»» Monthly department meetings attended by the Food
Services Manager;
»» Quarterly reviews of the DFSD by hospital management; and
»» Random checks and ward rounds to ensure accuracy
of information provided to management.

Resource use
The DSFD at Boitumelo Hospital employs 28 people,
including one storeman, one cleaner, six chefs (three
per shift), 14 ward hostesses, eight food service supervisors, and two therapeutic diet specialists. In addition
to these, one Food Service Manager oversees the overall
functioning of the department. The Food Service Manager, the storeman and the food service supervisors
work an eight-hour shift while the rest work an 11-hour
day, with no kitchen staff available at night to serve any
additional snacks, this function being carried out by the
cleaners.
The hospital Chief Executive Officer (CEO) has ensured
that adequate funds are allocated to this system in the
annual budget. As the system allows for weekly stock
control, monthly and annual budgets can be prepared
easily. Food wastage, over-expenditure and theft have
been reduced substantially due to proper planning and
resource use, resulting in minimal increases in the food
budget.

Sustainability of the project is enhanced by institutional
support, and through using resources and information
management tools that are already in use in numerous
health facilities, and these can easily be adapted to
develop a similar FSM system in other facilities. Menu
options can be adapted for local use, and effective
planning allows for more accurate costing. Ongoing
training to ensure accurate data entry and to keep staff
interested contributes to the project’s sustainability.
The following factors are critical for replication of the
FSM system:
»» A functioning patient information management system within the hospital;
»» Staff training on information management systems
and their use, with continuous training thereafter;
»» Professional input by a dietician to develop an
appropriate diet-coding system;
»» Buy-in from patients, hospital staff and management;
»» Effective management during the transition phase;
and
»» Funds to hire and train the staff necessary to implement the system.

Successes
The following successes have been recorded:
»» Patient satisfaction has increased due to more efficient service delivery and more meal options;
»» Hospital management and other staff members
have shown commitment and support;
»» The FSM system effectively meets the dietary
requirements of patients with minimal errors;
»» Dieticians can identify high-risk patients, give professional input into patients’ nutritional requirements and monitor patient progress on a daily basis;
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»» Meal quantities and stock requirements can be
quickly and accurately calculated, enabling proper
food stock control and advanced planning of up to
eight weeks; and
»» Improved stock control has eliminated food wastage
and resulted in cost savings.

Challenges
The following challenges have been experienced in
implementing the FSM system:
»» The system depends on ward clerks to enter information into the MDOS;
»» Staff shortages are a major challenge:
»» There are too few dieticians to cater for the number of patients, too few chefs per shift, too few
supervisors, and additional staff are needed to
manage the therapeutic diets e.g. snacks for diabetics between meals;
»» The process of employing new staff is lengthy
and further aggravates staff shortages;
»» Patients want to remain at the hospital because
they receive good meals; and
»» Community members, including former patients,
come to the hospital to request a meal.

✍✍

Lessons learned

Lessons learned by those implementing the system
include:
»» Staff training on proper use of the system should
be continuous to ensure that they stay up to date,
and a training manual could assist with this process;
»» Ward hostesses need to meet the following
requirements: attain at least a grade 10 qualification, be trained on how the systems operate in
the wards, and should invest time in getting to
know their patients and understand their dietary
requirements;
»» Effective communication during the transition is
essential, as is a stepwise approach to its implementation, preferably one ward at a time; and
»» The use of the system to create awareness among
staff and patients on the nutritional aspect of
patient care, and highlight the possibility of creating dietary options that are appealing and of high
nutritional quality for patients.

Awards and recognition
»» The Food Service Management System has won
two awards: The Microsoft Excel Food Management
Service System won the National Excellence Award,
and the Meditech Diet Ordering System won the
Provincial Excellence Award.
»» The hospital has been recognised through the media.
On 19 July 2011, the hospital was profiled in the
Daily Sun newspaper for the services it provides.
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Good Practices towards improved
Corporate Governance
›› The Approved Post List
›› Management of the Human Resource
Development Component of the Eastern Cape
Department of Health
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The Approved Post List
The Western Cape Department of Health works to appoint the right people with the
right skills, in the right numbers within budget.

Background
During 2011/12 the Western Cape Department of Health
(WC DoH) emerged as the only health department in
South Africa with an unqualified audit from the Auditor
General. This achievement was made possible due to a
strategic focus on cost containment, specifically with
regard to human resources. Prior to 2009, budgets in
the WC DoH were reportedly not well-controlled, which
led to over-expenditure. In 2009, the WC DoH embarked
on a broad-scale policy review, with recognition of the
potential impact of the introduction of an integrated
Financial and Human Resource policy on staff costs.
In health departments staffing accounts for 66% of
total cost.1 It is therefore of utmost importance that
staff costs be effectively controlled. What typically happens is that due to the massive patient load, staff are
appointed until an instruction is issued from head office
that a moratorium is placed on the filling of posts due

Western Cape
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to departmental financial constraints. In such circumstances, it frequently happens that a critical section of
the organisation is understaffed at the time the moratorium instruction is received, which results in poor- or
non-delivery of service. The over-expenditure on staff
further restricts the department’s ability to pay for
goods and services.
The WC DoH Chief Financial Officer (CFO), Human
Resource Manager (HRM) and programme managers
(PM) sought to create a system to control staff numbers and develop a process for filling vacant posts.
It was clear that an effective system was necessary
to ensure that the department strategically focused
on filling critical posts for which it had funding. The
Approved Post List (APL) emerged as a highly effective
tool for supporting the strategy as it provided a means
for institutional heads to calculate the requisite number
and categories of staff a hospital could afford according
to its budget allocation.
The APL was adopted from a similar tool used in
the Department of Basic Education, and was further
adapted and tailored to suit the needs of the WC DoH.
The APL was designed to decentralise the prioritisation
of vacancies and to delegate cost containment measures to district level. This has proven to be relevant
as a cost containment measure and is sustainable. The
impact has been that the WC DoH has consistently
consolidated its expenditure to within 1% of its budget
line at the end of the past several financial years.

Structure and Strategy
While most other provincial Departments of Health
in South Africa rely solely on the PERSAL system
to inform their staff establishments, the APL in the
WC DoH functions as a parallel system that is used
by the HR and Finance departments to monitor the
staff establishment in relation to a stipulated budget.
To employ additional staff, managers are required to
justify the creation of the post and prove that the post
is funded before the post can be advertised. The APL
results in the effective filling of posts by informing
decisions about the types of staff required within the
available financial resources. Advertising of new posts
is undertaken centrally by HR, as is all the paperwork
around the appointment and PERSAL loading.
The APL is a highly sensitive database that contains the
details of all funded posts within the WC DoH. It allows
for a margin of additional vacant posts that are affordable within the budget for the year allowing the institution to manipulate its number of posts. As the number
changes, the model calculates changes in the total cost.
The challenge for management is thus to determine a
number of posts that matches with the budget. These
posts are prioritised by the line management, but must
be affordable within a stipulated budget. No post can
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Objectives
The main objectives of the APL are:
üü To ensure that staffing funds are used
appropriately;
üü To ensure that allocated funds are used for the
intended purposes;
üü To ensure that staffing budgets are used to
hire the right categories of staff in appropriate
numbers; and
üü To carefully monitor staffing expenditure so
that strategic planning is based on fact rather
than estimations.
be filled in a department unless it is on this list. Should
a manager require a change to the prioritised list, a HR/
Finance form 2 (HF2) must be filled in by the requesting
authority, and must clearly indicate the recommended
change, that costs have been adequately covered and
that the post is within the stipulated budget. Management uses the HF2 form to request changes to the APL,
such as the exchanging of one post for another, or it
allows management to move funds from other budgets,
such as “Goods and Services”, to create posts. The
form allows for adding posts and deleting others. For
example, a hospital manager can trade a nurse post for
two administrator posts as long as the costs add up. On
condition that the institution itself funds the additional
posts, the form is approved at a lower level, but forms
that request additional posts without funding (in this
way effectively resulting in an increase in the budget)
must be approved by the HoD.
The introduction of the APL has allowed effective planning to take place and provides information on when
posts will be filled. Decisions are made on the basis of
which posts are most important. Timelines are given
and projections made to inform these decisions. This
APL process activates the potential post on the APL.
The HRM then begins the process of advertising and
is given 60 days in which to fill the post from the
date of advertising. Shortlisting and interviews are carried out before the candidate is selected. If no suitable candidate is found, the post remains unfilled, and
subsequent decisions can be made by management
regarding the conversion of post to support or other
unfunded posts.
❝❝ The APL is monitored every day and when
a person resigns they are simply replaced
because the money will be there for the whole
year unless one asks for an early retirement.
We need tools that help in all these issues, the
tool that will link the structure to the numbers.
We have been implementing this for three
years and it works…….. We have a monthly
meeting (which) helps us to make projected
cost for the Department for the next year. ❞
(Key informant 1)
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Resource use
The APL forms part of a financial and HR strategy that
is driven by staff with a high aptitude for advanced
database design and statistical analysis. A high level of
computer literacy is essential, as the current assistant
manager works with close to 30 000 individual records,
which require regular monitoring and updating. The
staff that manages the APL consists of a small highly
skilled team of approximately 10 people.
❝❝ The level of skills required to understand the
system and its nuances is well-established
centrally, however staff at lower levels of
the system sometimes lack the ability to
understand the complexity of the system. ❞
(Key informant 2)

Monitoring and evaluation
The APL is monitored centrally on a daily basis, and a
financial control monitoring committee meets regularly
to prioritise and negotiate budgets for the following
year. Careful monitoring and engagement with managers ensure that the budget is spent according to plan,
which reduces the likelihood of vast amounts of unintended expenditure.
Finance also supplies managers with APL-PERSAL reconciliation reports on a monthly basis (within three working
days after the 15th day of the month). Standard operating
procedures are circulated to all managers to ensure that
there is uniform understanding of the reconciliation
process.

Governance and leadership
The APL has struggled in the past to gain the recognition
it deserves; however, the system has proven its worth
within the WC DoH and is now strongly supported
by the WC DoH HoD as well the HR departments and
senior programme managers. It is openly recognised
that the most important members of the team are the
health professionals who provide the services, and high
priority is given to decisions that support a clean audit
and maximum return on each rand spent. The APL is
therefore controlled centrally, with specific delegations
provided to institutions in the form of official circulars
and supporting documents.

Replication and sustainability
The APL is a database designed using the Microsoft
Excel platform with built-in functions to manipulate
data and create various trend graphs and reports. While
the hardware and software are easily accessible to all,
it is the level of skill required by staff controlling the
system that limits replication. The APL requires a small
but highly computer-literate workforce such as those

working in the Finance division with its own information technology capacity, and dedicated team members who are able to use tactical skill in manipulating
the tool to generate a variety of reports that illustrate
high-level financial data. If such skills are available, the
APL is very likely to be replicable and sustainable.

Challenges
The main challenges reported include the following:
»» The APL requires an environment where communication is open and where debate is allowed. Central control of the advertising process and filling of
vacancies seem to have led to the feeling among
institutional and line managers that recruitment has
been centralised and that HR delegations have been
reduced;
»» Keeping the activated posts on the staff establishment (PERSAL system) in line with the APL and HF2
approval is a challenge;
»» Only posts on the APL may be available for filling on
PERSAL; however, the data on PERSAL continually
change, as does the APL. This requires effort from
institutions, which are required to compare monthly
reports of the two systems and investigate and correct differences, either by submitting forms to change
the APL or to adjust PERSAL;
»» The APL has imposed tighter controls on staff costs
and limited the filling of needed posts. Managers
who successfully save costs on goods and services
can motivate for these savings to be put towards
staff salaries, although it was stated that it is not
guaranteed that a department that saves on goods
and services will be granted a staff post. Rather,
the post will be allocated where it is needed most;
»» Frustration exists among line managers at their
inability to fill posts that they consider critical;
»» Tension between HR and Finance occurs because of
opposing priorities. This may be due to the realisation that the establishment of control is an HR function, and the use of the APL system has required a
change in that process; and
»» A perception exists that there is limited political support for the APL system.

Successes
Those involved in the APL reported the following successes:
»» The APL is viewed as a more flexible system than
the PERSAL system, allowing for a more direct link
between vacancies and funds;
»» Clinical programme and other institutional managers know upfront what they will have to work with
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for the next financial year. As such, they welcome
the APL system as a tool that enables them to plan,
with certainty, the number of staff that can be
afforded, and allocate a specific number of posts
to each component of the hospital. This means that
the tool promotes their ability to make decisions on
how best to use funds and allows them to fulfil their
responsibility as managers;
»» The APL allows medical personnel to get on with
the business of working without having to worry
about where funds are going to come from;
»» The WC DoH has had an unqualified audit for the
past two financial audits;

✍✍

Lessons learned

The following lessons were learned from the implementation of the APL:
»» Stable and competent senior leadership is necessary for the successful implementation of the
APL;
»» The successful implementation of the APL and
the resulting positive effect on the budget are
largely due to local political commitment.
»» Proper management and control systems need
to be in place before implementing the APL;

»» The WC DoH is able to make strategic decisions based
on fact rather than on estimated figures. The clarity
that the system brings allows for effective planning;
and

»» The need for an effective monitoring system to
ensure that there is information sharing from
the bottom up and from top to bottom; and

»» The use of the APL system facilitates trust between
Treasury and the WC DoH.

»» Once a decision is taken to implement the APL
according to policy, there is a need to maintain
commitment to the defined process.
❝❝ Planning is more than a word, it’s a
painstaking process! One budget one
department: it’s a slow process ...But if I
hold onto a budget then someone else is
suffering. ❞ (Key informant 6)

Awards and recognition
The Western Cape was the only province to receive
an unqualified audit from the Auditor-General for the
period 2005/06 to 2007/08.
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Management of the Human Resource Development
Component of the Eastern Cape Department of Health
A values-driven system to strengthen the social compact within communities to increase
the numbers and quality of learners in health-related fields in the Eastern Cape

Background
A situational analysis undertaken by the Human Resource
Development Cluster in the EC DoH revealed that at
district level, the number of bursaries awarded did not
appear consistent with the population density and
economic status of local communities.1
To address this problem, the EC DoH introduced a system
to increase the number of bursaries to learners spearheaded
by the Human Resources Development (HRD) cluster.
Funded learning opportunities to qualifying individuals
in all health professions and related fields of study,
including technical and engineering qualifications at
colleges, were offered.1 The EC DoH aimed to have regular
interaction with social actors, and democratic social
dialogues about rights and development of rights through
non-profit organisations (NPOs), thus strengthening the
social compact among stakeholders.1

Eastern Cape
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Structure and strategy
Service delivery
A key component of the programme was to ensure that
adequately trained learners can return to their communities and deliver needed health services as facility staff
members within the communities.2 The programme
included four distinct phases:

Objectives
The aim of this programme was to develop and
strengthen a social compact with communities,
training and education partners, and other relevant
stakeholders to increase the numbers and quality
of learners in health-related fields.2

»» Recruitment;

»» Forming sub-district/social compact committees;

»» Selection;

»» Rolling out career exhibitions; and

»» In-study management; and

»» Selecting candidates for bursaries in line with the
programme objectives.

»» Deployment.1
Recruitment includes the elements of communicating
about bursary opportunities in advance to help learners
prepare and align with the programme.1 This process
includes marketing the bursaries so that learners apply
for them, through a school-based programme to engage
future applicants working in community projects to
inspire them to return to serve their community.1
The selection phase entails interaction with social
actors including local leaders and university partners;
and a multi-phase selection which starts with school
leavers and progresses to those already studying (instudy applicants).1 Learners must be willing and committed to serve in these communities on completion of
medical training for the same number of years that they
are funded by the EC DoH. The socio-economic status
of suitable students is assessed and confirmed through
a report compiled by a social worker, and candidates’
legal guardians should not earn in excess of R6 000
per month.
The in-study management phase includes creating contracts for bursary recipients, with mentoring, support
and ongoing communication of recipients’ expectations
to allow issues to be collectively addressed. In-study
volunteering, entails 15 work days of community volunteering per year for which learners receive a stipend.
The deployment phase includes managing funded
vacan-cies and advocating facility standards for travel
and accommodation. Financially, it also involves
rewarding commitment to deployment by priority
funding of rural health professionals’ applications for
further studies and managing breaches of contract
by controlling the financial recovery process, opening
a professional misconduct case and corrective HR
planning. The EC DoH is one of the participating
provinces in the RSA/Cuba Medical Scholarship, where
students are sent to pursue medical training at Cuban
universities on an annual basis.1 In the 2011/2012
financial year, the following three specific HRD
activities were the main focus:
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At the beginning of each financial year, workshops and
meetings are held with all relevant stakeholders and
partners in all sub-districts to review the previous year’s
progress and discuss the implementation plan for the
following year. Through the programme, a number of
stakeholders have been included to assist with recruiting
deserving candidates who have the necessary qualifications, depending on their secondary and tertiary levels of
education.

Resource use
The programme within each sub-district is managed by
the HRD Manager for bursaries, who is also responsible
for internal, external and foreign study programmes,
with oversight by the HRD Cluster in the EC DoH. Each
manager is required to achieve a quality people valuestream that enables a quality service delivery valuestream.

Partnerships
The programme partners with various stakeholders,
including:
»» Sister departments such as the Department of Basic
Education (DoBE), Department of Social Development (DoSD), and the South African Police Services
(SAPS);
»» Community members;
»» Traditional and religious sectors; and
»» Tertiary institutions in South African and Cuba.
The DoSD assists with candidate socio-economic verification and the DoBE with verifying qualifications. The
Department of Home Affairs issues passports and the
SAPS facilitates the application for police clearance.

Financial management
As the EC DoH is the custodian of the project, the funds
are provided and managed by the Department. During
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the 2011/2012 financial year, an amount of R2.8 million
was allocated to the programme. There is a special budget allocated to the programme from the Health Professional Training and Development (HPTD) Grant Budget,
although all stakeholders are requested to pool their
financial resources to avoid duplication and wastage
of resources.

Health information management
The programme uses attendance registers from subdistrict meetings, and the EC DoH monitors its successes and challenges by reviewing its objectives at
the end of each financial year.

Sustainability
To ensure that the programme is sustainable, the HRD
Service Delivery Platform Guidelines incorporate the
Social Compact Programme, and place emphasis on
forging and maintaining partnerships with relevant
stakeholders within the communities in the Eastern
Cape Province. Sustainability requires ongoing financial
and managerial commitment, and the selection of
appropriate candidates.

Possibility of replication
A programme of this nature can be replicated if it is
incorporated into and guided by the HRD at a provincial
DoH level. Partnerships with existing structures, such
as schools, NGOs and community members, should be
established for the community.

Challenges
The programme has faced a number of challenges
which include:

Successes
The programme has achieved the following successes:
»» All three of the main activities for the 2011/2012
financial year were executed;
»» Various stakeholders are now fully involved in the
nomination and selection of qualifying and deserving candidates;
»» In 2011, 12 candidates from the sub-districts were
selected to pursue medical studies in Cuba after
being identified by community stakeholders;
»» Constant communication with stakeholders has
kept candidates encouraged and motivated; and
»» Existing committees are motivated to participate in
the programme.

✍✍

Lessons learned

The following lessons learned are highlighted:
»» Healthcare in communities cannot be dependent
on government departments and require strategic
partnerships with stakeholders to ensure implementation and effective use of a programme;
❝❝ …the establishment of partnerships and
committees with other stakeholders
becomes very key in the implementation of
the practice. There are potential positive
spin-offs in the inclusion of various partners
in the effective use of the practice. ❞ (Key
informant 1)
»» There needs to be collaboration with the community for replication and sustainability of a programme as community members often bring with
them a wealth of knowledge about the local challenges and strategies to manage these challenges.

»» Bursary recipients attempt to renege on their contracts when they find better opportunities. Some
students have not honoured their bursary contractual
obligations and have defaulted on or breached their
contracts by moving to other provinces or emigrating; and
»» There is a lack of knowledge about allied fields in
the health sector such as paramedics, radiography,
audiology, clinical associates and other fields. As
such, there is still a perception in some rural areas of
the province that the health sector consists only of
doctors and nurses. This lack of knowledge compromises some of the programme objectives, as potential
recipients are unaware of the work opportunities that
are available in rural areas.
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Discussion
Documenting good practices provides a forum for primary health care (PHC) initiatives to be acknowledged and
facilitates the process of knowledge sharing. Decision-makers, health professionals and communities need to be
able to find, use and share knowledge on PHC initiatives across South Africa in order to glean lessons learned
and ascertain what works and what can be applied elsewhere.1 Documenting good practices allows for increased
understanding and appreciation of successes of projects and innovations implemented across provinces. It also
highlights challenges faced at the coalface of PHC service delivery, thereby providing decision-makers, health professionals and communities with crucial information that will inform their strategies and interventions to improve
healthcare service delivery in South Africa. As such, it provides managers, implementers and other stakeholders
with the opportunity to stimulate and improve programme design, delivery, sustainability and outreach to a larger
pool of beneficiaries, based on lessons learned within settings characterised by limited resources.2 It is hoped
that this report will encourage all personnel and organisations working in the health sector to engage in active
reflection of their project activities to avoid “re-inventing the wheel” and making the “mistakes of others”. The
report should be used to help them to learn from existing project outcomes and activities in order to improve
performance.2
This chapter reflects on several themes that emerged during this study. The themes and key observations will
initially be discussed in terms of South Africa’s healthcare service delivery, quality improvement measures and
corporate governance structures. The remainder of the chapter will allude to prominent themes that emerged
across the compendium of 16 good practices within the South African public health sector and will reflect on the
insight that these findings provide.
The Good Practice Project involved participation from all nine provincial departments of health. Sixteen good
practices were identified, each possessing successful elements worthy of recognition. The collection included
successful PHC models, improved financial management systems, programmes that improved neonatal and child
health outcomes, support programmes for vulnerable groups and automated systems to improve quality assurance.
The majority of contributions focused on efforts to improve service delivery and patient satisfaction. It was interesting to note that very few contributions fell within the field of corporate services. Of the 16 good practices,
eight focused on efforts to improve clinical services, six were quality assurance initiatives and the remaining two
addressed issues pertaining to corporate governance.
Themes and observations that exist within each category are presented below.

Clinical services
Good practices included in the category of clinical services included an array of projects that deliver promotive,
preven-tative and curative care to patients across South Africa. All good practices within this category highlighted
the value of team-work during service delivery, and staff commitment and dedication to healthcare and service
delivery. The success of each of the good practices was attributed to teams that would work long hours and travel
for extended periods of time to ensure that all patients are provided with the relevant and required healthcare. These
self-motivated staff members were led by strong, dedicated team leaders who had a vision and were driven to
improve patient health.

Quality improvement
These good practices aimed to improve quality of healthcare and service delivery by establishing and implementing systems. These good practices were successful quality improvement projects, as they were receptive to the
patients’ needs. Each possessed an element of ascertaining patient satisfaction with services provided and was
characterised by collaborative attempts to improve the quality of services delivered. Mechanisms of quality control
included in the practices responded to patients’ perceptions of service provision and worked to improve patient
satisfaction thus ensuring an admirable standard of patient care and social responsibility.

Corporate governance
Although the good practices that were included in the corporate governance category were in the minority, these
practices highlighted the need for improved systems to manage financial and human resources. This suggests that
further capacity-building to manage and allocate funds and other resources within the public sector is required
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to ensure that projects are sustainable, and highlights the need for a system to manage the provision and flow of
resources, namely the amount and categories of staff in addition to services and goods provided by facilities.
The discussion will extend to include common themes across the compendium of good practices.
The Good Practice Project has revealed the following themes across the 16 good practices:
»» Relevance to policy;
»» Interventions that are innovative and responsive to context;
»» The use of modern technology and automated systems;
»» The need for improved data monitoring and evaluation;
»» Champions that drive successful practices;
»» A focus on community awareness and mobilisation;
»» The value of partnerships;
»» Managing human resource constraints; and
»» Planning for replication of the model and sustainability of the intervention.

Relevance to policy
Good practices are relevant and tailored to meet the needs of South Africa’s health policies, National Acts and
strategies to improve patient health care and service delivery.
Good practices such as the School Health Project speak to government’s strategy to re-engineer PHC, addressing
one of the three main streams – school health services. This stream aims to address basic health issues among
school-going children, as well as contraceptive health rights, teenage pregnancy, HIV and AIDS, and drugs and
alcohol in schools. The Community-oriented Primary Health Care programme aligns itself to the policy of community-oriented primary health care approach, which was first introduced and pioneered by Dr Sidney Kark in the
1940s.3 This approach highlights the need for community involvement to ensure that all obtain care in relation to
their needs.
The objectives of the Reakgona Disabled Club are aligned to the Mental Health Care Act 17 of 20024, which proposed that all patients with mental health disorders have access to a support group, occupational therapy services
and skills development activities. The Club fulfils its objectives by providing a support structure to people with
physical disabilities, and to patients receiving monthly psychiatric medication from Letsopa Clinic. In addition to
providing occupational therapy services, it creates an enabling environment that promotes the development of skills
in handicraft and needlework amongst others.
Other good practices such as the Approved Post List (APL) were implemented given the potential positive impact of
introducing an integrated financial and human resource policy on staff costs. The APL aimed to appoint the appropriate people with the right skills, in the right numbers within the allocated budget. In addition, the Mpumalanga
Community Eye Care programme is in line with Vision 2020, which is a global initiative to eliminate avoidable blindness by the year 2020. This good practice seeks to prevent blindness by establishing outreach teams that identify
problems and treat patients on site, as well as permanent eye care centres that provide specialised testing and
treatment services.
The Hospital Cleanliness programme encourages effective disposal of health care risk wastage in order to improve
the state of the hospital and maintain patient health. Hospital staff are encouraged to consult with the Health
Care Risk Wastage Management Policy in order to adhere to correct hygiene practices. The reported statistics on
HCRW management and collection are monitored by management to ensure the implementation and adherence
to the HCRW Management Policy.
The Breast Milk Donation Bank (BDM) used in the Witbank Hospital Newborn Improvement Care Team is responsive to the Tshwane Declaration of support for breastfeeding in South Africa.5 The aim of this practice is to reduce
infant mortality and malnutrition by donating breast milk to mothers of babies weighing less than 1.8kg and are
unable to feed their babies at birth. The practice seeks to promote breastfeeding by acknowledging that artificial
feeding of premature and low-birth weight infants is directly associated with NEC, which usually results in infant
mortality rates.
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Interventions that are innovative and responsive to context
In this assessment, a key requirement for a good practice to be considered to be effective and relevant is that it
responds to identified healthcare and community needs. We postulate that meeting this requirement may serve to
facilitate uptake, application and diffusion of the innovation in local contexts as demonstrated in this assessment.
The use of innovative interventions such as the application of mapping techniques as presented in the Communityoriented Primary Health Care good practice, and the supply of breast milk for neonates as in the Witbank Hospital
BDM practice serve as prime examples. It is therefore recommended that where possible, a situational analysis
be undertaken prior to implementing an intervention in order to establish the need for the proposed intervention,
as well as the feasibility and state of readiness of the recipients. Furthermore, ensuring buy-in through early and
wide consultation with all relevant stakeholders including the community is a key component of success. This is
essential as healthcare professionals and managers may be required to assist with and assess the effectiveness
of the intervention, as has been demonstrated in many of the good practices. Furthermore, flexibility to adapt the
intervention to the growing needs of the recipients should be considered when relevant players consider developing interventions, as shown through the Mpilonhle School Health programme where a willingness to adapt the
package of services to address the needs of a wider target group was shown.6

The use of modern technology and automated systems
Good practices such as the Programme to Reduce Patient Waiting Times, Complaint Response System and
Food Service Management System are acknowledged for improving the efficiency of health service delivery. For
example, the Food Service Management System ensures that patients receive their meals timeously and according to their dietary requirements. This system provides a measure to control and manage patient health, and is
an efficient and effective means of communicating the requirements of the patient from the hospital staff to the
kitchen staff to ensure patient satisfaction and wellbeing.
The Complaint Response System allows communication from the patient to the facility provider to improve health
care, and the Programme to Reduce Patient Waiting Times reduces bottlenecks and waiting times, enabling patient
access to treatment and care. In addition to these good practices, the Advanced Incident Management System
(AIMS) adopts a computerised system for monitoring, analysing, reporting and managing adverse events in order
to reduce the likelihood of adverse events from occurring in the future and to improve the quality of service delivery and patient satisfaction. The Mpilonhle School Health programme uses iPods as tools to capture patient data
efficiently, which assists in the process of monitoring and evaluating patient information.

The need for improved data monitoring and evaluation
All practices in this study involve the collection of data in order to monitor activities and track progress towards
achieving set goals. Systems to monitor data have made the audit of hospital activities and processes in the
Hospital Quality Assurance System good practice possible. The audit, survey and review processes for LewbowaKgomo District Hospital are conducted manually. A wide variety of monitoring tools and systems have been
reported, most of which were project-specific. This highlights a challenge faced by many health professionals,
whereby the often cumbersome process of daily data collection is weighed up against the need to produce information that is important for close and rigorous monitoring of progress. Data collection tools presented in this
study range from paper-based options to the use of novel tools to capture patient information such as the iPod and
fingerprint technology, as presented in the Mpilonhle School Health Programme and the Batho Pele Health Project
respectively. When developing systems to monitor project activities and outcomes, it is imperative that indicators
are accurate and valid.7 For example, the indicators to measure neonatal mortality in the Systems Response to
Diarrhoeal Disease good practice had to accurately reflect the project processes to improve outcomes. It is important that staff members have adequate training and receive refresher training on how to complete the necessary
lists, registers, forms, checklists, electronic spreadsheets and other tools for measuring patient information. There
should be quality control measures in place that communicate the importance of capturing patient information
accurately. Institutions should aim to develop quality control procedures as part of their SOPs and quality assurance teams should be in place. Data monitoring should be routinely undertaken and feedback presented to funders
and decision-makers, so that project progress can be measured and adjustments can be made in accordance with
changes in data.
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Champions that drive successful practices
Champions demonstrate drive and commitment to the project from the outset. Their vision and determination to
improve healthcare and service delivery are evident at all stages of the project, from inception to implementation
and project close-out. These individuals are able to translate their vision into action by mobilising resources and
people in order to accomplish project goals. These champions are influential and can be identified by their use of
“reflective practice” as they use a cyclical process through which they encourage learning, motivate action and
facilitate change in order to address the needs of the patient. This cycle helps individuals or groups to reflect on
their current work situation and the problems they face; plan changes to mitigate problems; implement those
changes; reflect on the results (review whether they actually address the problem); adapt or adopt the changes;
document the lessons learned and then begin the cyclical reflection process again.6 The champions’ ability to
facilitate change and motivate empowerment within their teams makes them admirable role-models. Champions
are able to translate their vision and commitment to improve healthcare for patients by demonstrating strong
leadership and encouraging teamwork among staff. The good practices highlighted below have illustrated strong
leadership which drives service delivery.
»» Community-oriented Primary Health Care
»» Mpilonhle School Health Programme
»» A System-wide Response to Reducing Infant and Child Mortality
»» Mpumalanga Eye Care Programme

A focus on community awareness and mobilisation
Good practices such as the Reakgona Disabled Club, Batho Pele Health Project, Community-oriented Primary
Health Care and Mpilonhle School Health Programme were instrumental in raising awareness on healthcare needs
of the local community. Community involvement and support from the outset are essential to ensure acceptability
of the services provided and avoid underutilisation of project resources.
Community-oriented Primary Health Care engaged with the community to identify common problems and improve
their health status by using techniques such as community mapping. Community mapping is a tool used in developing and developed countries to expand the breadth of knowledge and experience within communities in order to
empower and develop capacity to deal with a variety of issues and problems, enabling them to develop solutions
to these problems.9 As such, community mapping was used in the Community-oriented Primary Health Care good
practice to mobilise communities, gather information, lobby governments and decision-makers, and promote the
provision of TB and HIV integrated services. This provided insight into pertinent aspects of health care and service
delivery in the community, such as the social structural barriers that patients face when accessing care; the need
for local, trained and supervised community caregivers and systems to monitor them; and, most noteworthy, the
need to improve clinic-community linkages and synchronise efforts so that the health system becomes an integral part of the community. Community mapping provides government and decision-makers with information on
healthcare service delivery from an emic perspective – by the community members. Through participation in the
process, community members are able to provide viable context-specific and, therefore, more sustainable solutions to their problems. The use of community mapping is not limited to the identification of issues within the
community; it facilitates social change. Community members build the capacity to find ways to meet their needs.9
The Reakgona Disabled Club, in addition to identifying the needs of the community, helped mobilise resources to
empower people through the introduction and training of mentally and physically challenged people to develop
skills in handicraft and needlework. In addition to creating an environment in which community members could
learn and develop themselves, the club encouraged them to sell their products in order to earn money. The club
provides a support mechanism, and encourages productivity, skills development and social interaction, as well
as easy access to the medication, occupational therapy and other health services at Letsopa Clinic. In this way
it helps to alleviate social barriers such as the stigma that people who are mentally and physically challenged are
faced with in their community. By providing a forum to meet, this good practice empowers people who are mentally and physically challenged to take ownership over their situation, to be productive, to develop skill, exercise
choice, develop personal motivation and practise social skills.
The Batho Pele Health Project and School Health programme discovered that patient access to treatment and
healthcare was limited, and addressed this structural barrier by providing a mobile package of care. The mobile
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units provide an efficient means of delivering a package of health care to people who reside in remote areas where
patients do not have access to care, treatment and support. The package of care includes access to a comprehensive package of PHC services, including dentistry and optometry, in remote areas where most clinics do not have
the services due to the lack of human resources.
The use of mobile units to deliver services assists patients who do not have the financial capacity to travel to their
nearest clinic, which is often a long distance away. The units also provide women who lack childcare options with
a means of receiving care, and provides treatment to people at their workplaces. The mobile units create awareness on the importance of healthcare practices in remote communities.

The value of partnerships
Public-private partnerships
A number of the good practices in this collection made use of strategic partnerships to achieve their objectives.
Such partnerships have increased in recent years in response to the diminishing financial resources in health
care and the increased burden of diseases, which has placed strain on South Africa’s healthcare system.2 The
trend toward the development of public-private partnerships in particular is fuelled by growing evidence of the
public sector’s failure to deliver high-quality and necessary healthcare services, and the demand for mechanisms
to improve the efficiency, effectiveness and responsiveness to clients.10 A number of projects within the health
sector of South Africa were established through partnerships with the private sector, and have resulted in major
economic and social benefits and infrastructural investment towards improving the wellbeing of citizens.11
There are clear benefits to partnering with private sector partners who have vested interests in the project goals
and who possess technical expertise on the contextual factors that influence project operations, such as knowledge on health services and the infrastructure of the region. These agencies, in turn, are able to contribute by
combining their different skills and resources in innovative ways to improve the health of clients.12 The Batho Pele
Health Project is an example of a public-private partnership in which an iron ore company collaborated with the
NDoH to provide mobile outreach health care. Contracting the private sector for provision of healthcare services
increases the accountability, and improves the efficiency of service delivery, and has the potential to increase the
volume and variety of service provision and extend access to services, including to remote areas.10
In addition, it is important to gain direction from the relevant department of health, as in the Reakgona Disabled
Club, which involved the North West Department of Health’s provincial Mental Health and Special Programmes
units at the inception of the project to provide strategic oversight and managerial support to the club, apart from
the corporate funding and monthly sponsorship it received from Wonderstone Mine. The Mpumalanga Eye Care
programme is a good practice that involved partnerships with multiple NGOs and the NDoH. The Community Eye
Care programme was proposed by the NDoH with funding and sponsorship from both private and public sources.
This good practice included multiple partnerships, with inter-sectoral collaboration towards a common goal of
ensuring that patients across Mpumlanaga have access to eye care services.
Partnerships with institutions of higher education
Effective partnerships entail clarity of vision and consultation with stakeholders who have the capacity to provide
input toward the development of strategies for implementation and regular and consistent communication. Strategic
partnerships between government departments which possess the political will to drive a project and a tertiary institution which has the required technical expertise as in the Lehurutshe District Educational Campus (DEC) Project,
are useful.
Partnerships with universities or other institutions of higher education therefore represent another viable option for
the NDoH in South Africa. There are benefits to partnering with higher education institutions that have the capacity
and resources to support and lead project operations. The NDoH stands to benefit substantially from such access
to expertise, experience and resources. Universities, in turn, are able to use the opportunity as a means of ensuring that they remain pragmatic in their efforts to build new knowledge and capacity within the public sector. The
Lehurutshe DEC Project describes how a partnership between the North West Department of Health and University
of Witwatersrand Centre for Rural Health resulted in a sustainable solution to the human resource challenges faced
by the province.
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Managing human resource constraints
Strategies to improve management of human resources were apparent across the good practices and focused on
various avenues of managing human resource constraints.
The Western Cape’s APL focused on managing human resource constraints by decentralising the prioritisation of
vacancies to the district level. Institutional managers have the responsibility to select the number and category
of staff that they require using their allocated budget. As such, they can work within financial resources for a
maximum workforce that is required for their specific facility needs and their patient load. This cost containment
measure provides a means of managing the number and category of staff and enables planning for the next
financial year.
The Management of the Human Resource Development Component of the Eastern Cape Department of Health
utilises a values-driven system to improve the flow and quality of learners in health-related fields. Similar to the
Lehurutshe DEC Project, this practice encourages healthcare professionals to continue working in rural underserviced areas. As a result, the good practice incentivises learners by offering funded learning opportunities to
qualifying individuals in all health professions and related fields, including technical and engineering qualifications
at colleges.13
The Lehurutshe DEC Project provides decentralised health-professional education and ongoing support for rural
healthcare professionals. It provides education and training of PHC personnel in rural areas, starting with Clinical
Associates (Clin As), as a model for further training development in the province. This training and capacitybuilding encourages staff to practise within rural areas, in this way increasing the retention of PHC personnel in
facilities within remote rural areas. The creation of a new cadre of healthcare professionals, the ‘Clin A’, ensures
an additional human resource that serves to alleviate the high patient load in healthcare facilities. This cadre of
healthcare professionals should be introduced into the system as an additional resource of value without undermining the value of existing staff. Consequently, there should be clarity with regard to the roles and responsibilities of the Clin As in order to maximise their effectiveness in healthcare facilities.

Planning for replication of the model and sustainability of the intervention
In order for a good practice to be replicated elsewhere or by another organisation, it needs to be built on a model
that can be adapted to other contexts. Most models are built on theoretical frameworks and concepts, many of
which serve to enhance the understanding of healthcare challenges facilitating the development of interventions
in response to the identified challenges. In addition, for these good practices to exist they need to be sustainable within the current healthcare system. The Hospital Quality Assurance System and the Hospital Cleanliness
Programme are good practices assessed to be replicable and serve as models for routine practice, as they seek to
account for all hospital functions and maintain good hygiene practices respectively.
When determining if a good practice is replicable, key roleplayers need to consider the project life of the practice
and the feasibility thereof. Roleplayers need to be realistic when determining how long the practice will be implemented for and if additional resources will be required.14 These important factors need to be considered when
planning the practice and developing the interventions, as certain initial partnerships may be vital for the practice
to be sustained. Early discussions relating to entry and exit strategies are important to ensure sustainability of the
project. Good practices that are sustainable are planned from the outset to include a phase in which the project
is gradually handed over to the local roleplayers. This gradual handover process was apparent in the Communityoriented Primary Health Care Project. In addition to a smooth handover process from the private to the public
sector partner, projects should, for good practice sustainability, include appropriate ongoing plans for training and
mentorship.
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Conclusion
The HST Good Practice Project has highlighted a number of successful initiatives across a variety of settings within
the public health sector in South Africa. This project has imparted knowledge about the process of identifying
good practices through the dissemination and facilitated use of internationally recognised criteria. The systematic
documentation of 16 good practices is a step towards a sustained approach to knowledge sharing within the South
African public health sector, and may prove valuable in creating momentum towards excellence.
This project was not intended as an evaluation of the selected practices, but rather facilitated the process of
documenting and knowledge sharing. This project was not peer-reviewed and some good practices may not necessarily be considered good practice by experts in the field. However, we hope that this work will spur others to
disseminate their own successes and lessons learned.
Several challenges were experienced during the course of the project and are highlighted so that those who intend
to undertake the documentation of good practices are cognisant of them. The project team experienced logistical
challenges such as difficulty in securing dates for fieldwork. In addition, quantitative data to illustrate the magnitude of the success of the good practices were at times not readily available and the project team often invested
much time and effort to retrieve data.
The project uncovered the following key themes that may prove beneficial for future planning:
There needs to be adequate and routine monitoring and evaluation to ensure that reliable and accurate data are
collected. This can be achieved by ensuring that quality control and quality improvement systems are in place.
Roleplayers may use novel or traditional methods of managing data for quality improvement and these methods may vary, but are important to ensure that data are collected and verified so that reports to the funders
and other stakeholders are credible.
Assessing and measuring the performance of a project is essential to ensure progress. Projects require adequate human and financial resources to function optimally. It must be acknowledged that institutional managers who oversee the provision of healthcare services at facilities are able to identify the facilities’ needs. It is
beneficial that staff who undertake human resource and finance responsibilities work with institutional managers to further develop their capacity to manage and allocate funds to human resources, services and goods.
The emergent theme of public partnerships outlined above illustrates the presence of creative and strategic
activities within the public health sector. Such partnerships are on the rise as benefits are increasingly realised
in more contexts across South Africa. Partnerships among public, private, educational institutions and nongovernmental agencies are beneficial as agencies provide a number of strengths that can be pooled to meet
the goals of the project. In light of this increase, there is a growing need to document projects that illustrate
the operational features of such partnerships with a view to sharing lessons learned. In such partnerships,
it is important that the roles and responsibilities of all agencies are established at project inception. During
this phase, the sustainability of the project should be discussed so that all partners are clear and realistic
about their project activities. Furthermore, entry and exit strategies of non-governmental organisations (NGOs)
should be discussed with the relevant governmental authorities at project inception. To promote the sustainability of service delivery, the agencies must prioritise skills transfer to the staff concerned.
Community involvement and support are necessary from the outset to ensure acceptability of the services
provided and avoid underutilisation of resources. As such it is recommended that partnerships include the
participation of communities which is of value to ensure that communities are aware of their health status and
mobilised to utilise the healthcare services that are available. NGOs and governmental authorities are encouraged to develop linkages with community advisory boards and community structures in areas where services
are provided to enhance the receptiveness of the community.
The documentation of good practices in the public health sector of South Africa provides decision-makers, health
professionals and communities with knowledge of a compendium of initiatives across South Africa, facilitating a
process of documenting and sharing of information regarding healthcare and service delivery, which is invaluable
to those healthcare professionals working at the coalface of service delivery. This urges healthcare professionals
to improve their quality of service delivery by providing insight on how healthcare practices function, and the successes, challenges and lessons learned from these practices. As such, healthcare professionals and other personnel
in the health sector do not have to reinvent the wheel; rather, by the lessons learned from existing practices, they
are better positioned to improve their service delivery and maintain a high standard of promotive, preventative and
curative healthcare services.
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Acting CEO: Witbank Hospital
Phone: +27 (0)13 653 2000
Fax: +27 (0)13 656 6976 / 2453
Mpumalanga Eye Care Programme
Dr Abraham Varghese
Ophthalmologist: Mpumalanga Eye Care Programme
Tel: +27 (0)13 766 3437
Email: AbrahamV@social.mpu.gov.za

Programme to Reduce Patient Waiting Times
Nomasomi Bomela
Gauteng Department of Health
Tel: +27 (0)11 298 2447
Email: nomasomib@gpg.gov.za
Hospital Cleanliness Programme
Dr PG Matunba
Clinical Manager: Donald Fraser Hospital
Tel: +27 (0)15 963 1778/79/83/84/91/1773
Fax: +27 (0)15 963 1796
Hospital Quality Assurance System
Sr Grace Tladi
Quality Assurance Manager: Lebowakgomo Hospital
Tel: +27 (0)15 632 6900 / 0 8396 664 46
Email: grace.tladi@dhsd.limpopo.gov.za
Boitumelo Hospital Food Service Management System
Advocate Miliswa Mokoteli
Head: Administration
Tel: +27 (0)56 216 5368
E-mail: sotshonm@fshealth.gov.za
The Approved Post List
Mr Andries van Niekerk
Chief Financial Officer: Western Cape Department of
Health
Tel: +27 (0)214838684
Email: Andries.vanNiekerk@westerncape.gov.za
Mrs Bernadette Arries
Human Resource Manager: Western Cape Department
of Health
Tel: +27 (0)21 483 3373
Email: Bernadette.Arries@pgwc.gov.za
Management of the Human Resource Development
Component of the Eastern Cape Department of Health
Dr Andrew Crichton
Acting Chief Director: Human Resource Development
Tel: +27 (0)43 711 0411
E-mail: Andrew.Crichton@impilo.ecprov.gov.za

since 1992

HEALTH
SYSTEMS
TRUST
34 Essex Terrace
Westville 3630
South Africa
Tel: +27 (0)31 266 9090
Fax: +27 (0)31 266 9199
Email: hst@hst.org.za

http://www.hst.org.za

