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Abstract

South Africa currently has a knowledge gap for ssisg the effect of its district health system.
By conducting an assessment of the current stateedistrict health management structures,
this research aims to understand the interactietsden the district and the various levels of
the South African health system. The work presergedstarting point to understanding key
areas of health system management structuresén tr@ddress the current knowledge gap in
South Africa. Semi-structured interviews and themabntent analysis were chosen as the
preferred method for data collection and analyBie key themes that emerged included the
lack of authority provided to the management atridislevel, the communication gap across
all levels and human resources capacity issuesnilie system. The assessment of the
research districts against the research framewbeksinto these three themes. A major
observation from the analysis is the differing idles of districts to address inherent issues due
to the constraints faced within and outside theesys. Furthermore, the need to ensure
standardisation of the district system is requicethitigate this difference. In conclusion, this
research provides a potential starting point fathier research into the district health care
system and determines that changes in the delegattiauthority could have the potential to

streamline processes and information transfer wite district system.
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1. INTRODUCTION

The South African healthcare industry is one tres historically been characterised by the
unequal division of resources under the Aparthea vehere the focus was placed on the
minority population of the country. Since the ti#ioe to a democratic society, the South
African government has sought to reform the stmectdi its health system. Attempts have been
made to undo the injustices of the past. TodayitSafrica has two major sectors in the health
care industry, namely the patient-funded privatet@geand the government-funded public
sector. There are still challenges faced withvides majority (£80 %) of the population being
serviced by the public sector which accounts f6¥%4&] of total health care spending in the
country. The biggest undertaking in post-ApartH&idith Africa was the set-up of the District
Health System (DHS) which is the governments' meisina for providing access to primary

healthcare to the population.

1.1  Background

This research came into being through a partnersgitipa Non-Profit Organisation (NPO) that
was looking into the structure of health servisgesame of the districts in which it operates.
The problem initially posed an investigation intee tsystem inefficiencies and gaps for
management at the district and sub-district lewsld service delivery processes as they
pertained to Human Immunodeficiency Virus (HIV) amtquired Immunodeficiency
Syndrome (AIDs) as the NPO focuses on the carg@eekntion of those living with HIV and
AIDs. However, the researcher has taken a step &adlkadapted the outlook to incorporate
how the structure of the districts is affected bgdlth) system generated constraints that lead
to inefficiencies and management gaps. This reBdaopes to address the various strategies
that have been published by the Department of Heslér the years since 2010 to improve
the health system.

1.2 Motivation

Health systems are “complex institutions” whereivihal and work coordinated activities

within groups simultaneously occur; this has theeptal to create ambiguity in the system



[2]. Within the post-apartheid health system, thestvisible achievements are those that are
delivered through public health programmes targetive quadruple burden of disease —
HIV/AIDs epidemic, the burden of Tuberculosis (TB)gh maternal and child mortality and
levels of violence - which South Africa faces. Hoee these programmes only “focus on
remediable problems and may achieve short-termsgé2y p. 304] which come at a cost to
overall health system improvement initiatives. Post-Apartheid health system immediately
looked to address the issues of the past and praagitable health services to the entire
population. To address these issues, the Natioephidment of Health (NDoH) wanted to
create a “unified but decentralised national hesgjtstem based on the district health system
(DHS) model” [3]. The DHS system has been iderdiféss the primary mechanism for the
NDoH to improve access to healthcare through tiredy Health Care (PHC) approach. This
research focuses on the structure of the DHS andtih®e structure that was advocated for in
the 1990s has affected the management of healtitegin the districts of South Africa. These
concepts are expanded on in Chapter 2. Theref@alistrict management structures currently
in place will be investigated, assessing the preeat the disposal of persons in management
at a district level.

1.3 Problem Statement

South Africa currently has a knowledge gap for ssisg) the current state of health systems
management and improvement. Therefore, by asse#isngurrent state of district health
management structures, one can see how this seuatdes or hinders the management
process for a district office defined by the NasibDepartment of Health. The assessment will
be done using a knowledge framework looking to tifersystem constraints, inefficiencies

and knowledge gaps.

1.4 Research Aim

This research aims to understand the current sfateanagement structures in the district
health system and assess its impacts on the oveallh care system and how the current

structures in the health system affect districts.



15 Research Rationale

Understanding the current state of these structardg identified districts has the potential to
determine how the districts are managed and thergtifgg knowledge gaps that may exist in
the daily operations within the districts. Usingtature and interviews described in Chapters
2 - 4, a knowledge framework will be developed frtira literature to grade the current state
of the system comparing the fieldwork to the idieedi improvement characteristics. This
grading will allow the knowledge gaps to be idaatifand for corrective action to be taken for
the benefit of the whole system. The knowledgen&aork assesses each research district
based on specific criteria if it has been fullypartially achieved. Therefore, an assessment of
the district health management structures and psesewould allow for insight into how
programmes are affecting the management of daigratjons in the districts regarding the

resources at the disposal of managers.

1.6 Objectives

1. To investigate best practice frameworks applicatbe healthcare management

structures and adapt these frameworks for asseswrigHS.

2. To compare selected health districts against thptad frameworks.

3. To develop a proposed system structure to invdstifp@ gap that exists in the current
health system.

4. To provide recommendations that allow the expangbrthis research for future

studies.

1.7 Research Scope

The focus of this research is at the district l@fedhe national health system with a particular
focus on management at this level and the relatipnsetween the district level and other
levels of the health system hierarchy. Each pravimas a different number of districts based
on the defined municipal and provincial borders.tA¢ site level, there are three tiers of
hospitals defined by different characteristicssthare found in Appendix A. This complexity

means narrowing the scope becomes essential forebearch. By focusing on the district



offices in two separate districts, this allows theearcher to compare the current state of the
DHS in the chosen provinces, and therefore compagican be made between the two

districts. These districts also serve as the irfitiandation for further research.

1.8  Assumptions

It will be assumed that improving the overall heaystem from a management perspective
will improve the overall care within the health ®m. This improvement amongst
management will have a positive effect on smalkslth programmes that are implemented
within districts such as the various HIV/AIDS pretien and treatment programmes.

1.9 Ethical clearance

Due to the nature of the research, ethical pradiparamount when collecting, analysing and
storing the data collected from interviews to ergtiat confidentiality of these accounts from
the interviewees will be kept at all times. The @ymity of the personal details of the

interviewees will also be kept when storing theadadllected from the interviews. The data

from these interviews will only be studied by tlesearcher and the supervisors.

It is important to reiterate that there will be mberaction with any patients or any patient
records when conducting observations and interviéMisinterviews will be conducted in
private. Data will be normalised, and no namesdentifying characteristics of participants
will be published. All participants will be codetihe researcher and the supervisors will keep

the list of codes.

The researcher has obtained ethical clearance thenUniversity of the Witwatersrand’s
Human Research Ethics Committee, medical clearaecdficate numbeM160483 The
ethics clearance documentation is found in AppeBdix



1.10 Report Layout

Chapter Two comprises the Literature Review, winabvides context for the South African
healthcare system and approaches used in the lsgatdm to deliver services. Chapter Two
also looks at leadership and governance themesrmisgsin healthcare and leads into insights
from healthcare improvement frameworks. Chapter Taocludes with the development of
the research framework based on the presentedtiiter Chapter Three, Method, is split into
two main sections, methodology and method. The atetlogy section outlines the theory of
research designs and methods. The methods seetiailsdhe choice of research design used
in this research and the process that was folldwednduct the research. Chapter Four focuses
on the results and analysis of the data colleatath the research method and is divided into
six sections. These sections include preliminatgrinew analysis, thematic content analysis,
a depiction of health system complexity, observetirom interviews, the individual district
analysis against the research framework and tiagéaethip between the themes, constraints
and inefficiencies. Chapter Five presents the dsiom of the findings under two unique
banners — Health System Structure and the combmatf Identified Constraints and
Inefficiencies. Chapter Five closes with a disomssof each research district against the
research framework leading into a proposed modein@rovement in the health system.
Chapter Six concludes the research with the cormmia®f the research, limitations of the study

and recommendations for future work.



2 LITERATURE REVIEW

2.1 South African Healthcare contextualisation

2.1.1 Development of the South African Health System

The South African Healthcare system is hindereghdijcies made in the Apartheid era and
characterised by policies made in the time follayiApartheid into the transition to a
democratic society. During the Apartheid perio@ tiealthcare system had been classified by
segregation whereby the state took over missiohaspitals to focus on expanding health
access for the minority population [4]. The healyistem became further fragmented with the
creation of race-based health departments [4].iguApartheid the Bantustans homelands
created by the ruling party had an estimated ddotpopulation ratio of 1:15000 compared to
1:1700 in the rest of South Africa as reported bp¥adia et al. (based on the work of Naylor)
[4]. These numbers highlight the disproportionateywhat each of the healthcare ‘systems’
was implemented during this era. It is an earlyngpia of the lack of resources allocation and

underfunding that was experienced within the heajttem by the majority of South Africans.

After the first democratic election, the new govaeamt's plan was built on the principles of
primary healthcare [4]. Primary Healthcare (PHQG) fsonceptual model which refers to both
processes and beliefs about the ways in whichheak is structured” [5]. PHC aims to be the
first point of contact by which people and commiasiinteract with the health system [6]. The
World Health Organization (WHO) believes that tlmate goal of PHC is to ensure better
health for all people [7]. The Department of Hedl#ts adopted the PHC approach as the Alma-
Ata Declaration of 1978 recognised that primaryltheaare is a key enabler to achieve

universal healthcare for any population [8].

To achieve that purpose five key elements of PH leeen identified [7]:
1. Reduce social inequalities in health;
Organise health service delivery around populatieeds and expectations;
Integrate health into all public sectors;
Collaborative models for policy dialogue and

o bk~ 0N

Increase the participation of all stakeholders



These elements of PHC align with the main princgdl®HC, which is to deliver efficient and

effective health care to all.

One of the significant pieces of health systemslagjon adopted in democratic South Africa
is the National Health Act (NHA), adopted in 2004e NHA is a policy document regarding

the national health system, which incorporates bo¢hprivate and public health sectors [9].
This Act legislates for the adoption of a distheialth system to be put in place within South
Africa to promote PHC. The NHA is “a framework fibre structured uniform health system
within the Republic, taking into account the obtigas imposed by the constitution and other
laws on the national, provincial and local governiseconcerning health [9, p. 2]. The Act

further recognises the socio-economic injusticab@fpast and will strive to “unite the various
elements of the national health system in a comguoath to actively promote and improve the
national health system in South Africa” [10, p..11]

The NHA describes the roles and functions thawli@in each level of the health system. The
National Department of Health (NDoH) is responsifde national health planning and any
policies or campaigns that need to be implememtexlighout the whole system. Next, are the
provincial departments who are responsible for Wbgneg provincial policy within the
framework of the national policy and public headtrvice survey. Each of the provincial
departments is responsible for a defined numbatisificts within their boundaries. These
districts are further divided into sub-districtsialinare mostly smaller regions where the last
level of the health system is found — the clinid &ospital sites. The site level is where health
service delivery is performed, but at this leviegre are some different types of hospitals. These
different sites are highlighted with more detaiAippendix A.

The district health system (DHS) for the countrpuglined in Chapter Five of the NHA. With
the establishment of the district health system,hbalth district boundaries are following the
already established district and municipal bouregaaround the country [9]. Figure 1 below
is an overview of the 52 districts in the countrydatheir corresponding socio-economic
quintile. However, it must be noted that althoulgése districts have been demarcated, some

districts share responsibilities with local goveamnhand provincial institutions.
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Figure 1: District Map of South Africa [10]

Chapter Five of the NHA also details the establishivof district health councils for each of

the 52 districts and outlines the criteria and cosiljon of these health councils [9]. The

objective of the health council is to promote caapige governance and to ensure coordination
of activities in the district including planningudigeting and the provision and monitoring of

all health services. What is evident here is thegexity that exists in the health system

structure:

A single national department whose role is to dgvgdolicy and coordinate health
activities on a national level for the whole popiaa.

Nine provincial departments each with a provinbilth council which attempts to
take national policy and tailor these policies floe conditions in their allocated
districts including the conditions specific to theispective provinces.

Fifty-two districts, which are a mixture of distrienunicipalities and metro
municipalities, but each district has their respecthealth council that reports
upstream to provincial council. The councils haveake the provincial policy and
adapt it to meet the needs of the communities ptesehe district.



Each district is comprised of sub-districts or oe, for example, the two districts
where research fieldwork took place, District 1 d@istrict 2!, and have four and
seven regions respectively each with various hdatttties and capabilities.

At a Site Level, there is an estimated 4200 pubbalth facilities, 238 private
facilities and a number of Non-Governmental Orgatiisis (NGO) who have to
ensure all these policies and health services mmemented to care for the
populatiort [8].

An overview of South Africa’s health system is d#ed in the simplified figure in Appendix
C.

2.1.2 Human Resources Overview in Healthcare

When looking at human resources in the health systiee shortage of health professionals
(doctors, nurses, dentists etc.) affects healttesys globally, so this issue is not isolated to
South Africa’s health system. The World Health Giigation stated in 2006 that there is no
country which is not facing a significant challengben it comes to their health workforce
[11]. Table 1 illustrates the supply of health gsdions between 1994 and 2008 versus the
population growth [11, p. 384]:

Table 1: Supply of medical professionals (Mediaald#tioners, Pharmacists and Nurses) from
1994 to 2008 in South Africa [11]

Increase in Change in
Year 1994 2000 2008

numbers |the ratio
Population from

_ 39534 575 43 647 26Q 48 793 021 23%
size 1994-2008
Medical 1: 1496 to
N 26 452 29 788 33534 27%

practitioners 1:1455

! District names have been changed due to natueseérch.

2 Based on 2015 data



(including
specialists)
1:3919to
Pharmacisty - 10 506 11 365 13%
1. 4293
Nurses (all 1: 249 to
_ 158 538 171 645 212 806 34%
categories) 1: 229

Continuing to look at South Africa and the provisdbat were involved in this research, a
comparison between population size versus numbdreafth professionals across select

professions, and how this compares in 2010, iseptes in Table 2 [11, p. 412]:

Table 2: Number of medical practitioners and nuise&auteng, Mpumalanga and South

Africa 3 [11]

Province Gauteng Mpumalanga | South Africa
Population Size 11 192 029 3617 513 49 991 470
% of population 22.3 7.2 100
Medical Total 11 524 1819 31778
practitioners | percentage 36.2 5.7 100

Ratio 1:971 1:1 988 1:1 354
Registered Total 9393 3732 51 966
nurses Percentage 18 7.1 100

Ratio 1:1191 1:969 1:962

These numbers show that every registered nurseaute@g caters to 1191 people of the
population. For Mpumalanga, this number is 969 feeppr registered nurse. These numbers
depict extreme cases, but also serve to highllghpbsition healthcare is in when it comes to

human resources.

3 Table 1 looks at the total numbers across the isygtiile Table 2 is only referring to the public lkasector
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2.1.3 Primary Health Care in South Africa

A significant challenge to the health system arel ithplementation of the District Health
System has been the delay in defining geographmahdaries for the district system. Further
compounding this is confusion over the responsikdiand structures of the districts in the
bigger picture of the national health system [4heTNHA has given each province the
responsibility of managing both the Districts Haahystem (DHS) and PHC, with this power
centralised within the provincial governments. Atadional level, the NDoH is responsible for
any national health policy that has to be followsdhin the country. Each provincial
department is responsible for developing their @etpe provincial policy within the
framework of national policy and public health seevdelivery. The structures in certain
districts that have local government institutiotsoagenerates challenges when it comes to
defining roles and responsibilities [12]. Althougihe NHA defines the roles and
responsibilities of each level of the health systéming involved in healthcare and health
systems is a complex venture and certain conditiotién South Africa add to this complexity

— see Section 2.2 Health System Approach.

Since the adoption of the combined approach of BRCDHS, the system in South Africa has
not been without issues. The DHS can be definettheasehicle for the implementation of
PHC. However, the PHC framework has some critiballenges in implementation (as cited
by Dookie and Singh based on the work of the WHI3]:[
1. PHC needs commitments from many factors and seetgoslitical, financial,
human and material requirements.
2. The ideal use of systems’ current available resesirc
The management techniques that need to be usethwith PHC framework
include how to handle decentralisation, communéstipipation and intersectoral

partnership.

These challenges are not isolated to South Afrigadre key challenges regarding PHC
adoption into any health system.

Closer to home, the South African health systefadsg assault from three dimensions — the

historical imbalances of the past mentioned eartlez changing pattern of disease and the
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complexity of communicable versus non-communicabéease. The quadruple burden of
disease — the HIV/AIDs epidemic, the burden of Tigjh maternal and child mortality and
interpersonal violence — has had a significant chma a system that is characterised as
“inequitable and inefficient” [13].

Barron et al., as cited by Dookie and Singh [13}édescribed the process for implementing
PHC as “slow and inconsistent” which can be atteduo the historical imbalances as some
areas have well-functioning units while others ‘dragmented and poorly coordinated PHC
delivery systems” [13, p. 67]. Because differemtaarin the health system are not equal, some
scholars (Barron, Dookie and Singh) believe theohisal curative health system and

ineffective leadership will continue to hamper Health system moving forward.

Combined with these challenges it is important éternthat there are differences between
Primary Health Careand Primary Care This difference is a significant concern as the
inconsistency “raises unrealistic expectationenvise delivery” [13]. Primary Care is defined
as “services provided by general practitionerssesior other allied health professionals” [13].
It is regarded as the patient’s first contact anpof entry with the health system [13]. Primary
care focuses on disease prevention among the gimpul®rimary Health Care, on the other
hand, is “a public health strategy derived from ¢beial model of health and is based on the
philosophy that health gains are better obtainednaeople’s basic needs are met first” [12,
p. 67]. PHC typically focuses at an operationagélen the social determinants of communities
as the linking strategy between health and heakhcBecause these terms are used
interchangeably, a single model for PHC implemeéniahas suffered consequences.

Dookie and Singh believe that PHC is an essentiaponent to transform the health system
within South Africa; however, a well-functioning [Hs desirable for PHC success [13]. From
this, it is evident that in order for progress t@uar the health system needs to be strengthened.
This sentiment is further echoed by the World He&@tganisation (WHO) who at the 62
World Health Assembly stated: “the importance torganise disease or health problem
specific (vertical) actions through comprehensharizontal) primary health care” [12, p. 67].
The WHO believes it is necessary to train healtifgasionals to work in a multidisciplinary
context, i.e. to be able to adapt from implementwegtical programmes to improving the

broader system with horizontal initiatives. WitlRRC is it necessary to highlight that certain
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characteristics of health care are coordinateduppart levels in the system. The district,
provincial and national levels of the health syseathus classified as support levels. These
supporting structures are necessary for enabliegldiver levels of the system [15]. The
horizontal versus vertical debate is discussedetaidin section 2.3. Another aspect that
requires explanation for context to the South Adnichealth system is the Millennium
Development Goals (MDG) and Sustainable Developr@emats (SDG).

2.1.4 The MDG and SDG

The MDG was a set of goals for improving the lieépeople, set out by the United Nations
at the Millennium Summit in 2000. The goals ardéadews: [15]

Eradicate extreme hunger and poverty.
Achieve universal primary education.

Promote gender equality and empower women.
Reduce child mortality.

Improve maternal health.

Combat HIV/AIDS, malaria and other diseases.

Ensure environmental sustainability.

© N o 0o B~ W Db PRE

Develop a global partnership for development.

The MDG were used as a ‘lens’ for assessing wtstiesns in a country. Importantly one can
see that of the eight goals, three revolved ardwealth-related issues - numbers Four, Five
and Six. MDG Six needs to be further emphasisddesost prevalent challenge hampering
the system. Due to the combination of the HIV @aBdepidemics affecting many age groups
which according to McCoy et al. (as cited by Choptrdl4, p. 1023]) “imposes a massive
burden on an already weak and underdeveloped phditthcare delivery system struggling
to overcome poor administrative management, lowateptack of funding and brain drain”

[14]. Article Six of the Lancet Series on South i8& suggests that despite increased
expenditure on the expansion of health programmessacial grants, there continues to be
poor health outputs within the system [14]. “Faglaif leadership in tackling the HIV epidemic

is a fundamental reason for poor health outcomb$; p. 1025], in this statement there is the

suggestion that an area of concern in the headitesyis the attention to HIV/AIDS versus the
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strengthening of the whole health system. This fopart of the debate between horizontal or

vertical programme focus, elaborated in section 2.3

However, the MDG had a deadline for the end of 2818 have officially been replaced by
the Sustainable Development Goals, which has andagir completion in 2030 coinciding
with the National Development Plan for South Afri@ecause the MDG had the aim to be
achieved by the end of 2015, it is necessary tesadsow South Africa performed in the goals
with a focus on the health system — goals Foure Bivd Six for this research. Statistics South
Africa produced a report in 2015 to assess thetcgsrachievements as a whole. Minister TJ
Radebe outlined that the MDGs “aligned seamlesdly [Bouth Africa’s] own development

agenda” [17, p. iii].

MDG Four — to Reduce Child Mortality in South Afsie- was addressed by the expansion of
coverage of “key child-survival interventions” [17The Department aimed to focus on vertical
programmes and individual initiatives — for examhemunisations and Prevention of Mother
to Child Transmission (PMTCT). This approach alldvpeogress to be made but did not result
in the two-thirds reductions which was the the ggalout in the MDG [16].

MDG Five was to Improve Maternal Health, which issely tied to Goal Four with the
Prevention of Mother to Child Transmission (PMTCmjtiative. Throughout the MDGs
spanning from 2000 — 2015 the Maternal mortalityorérend firstly increased reaching its
peak in 2009, with 311 deaths per 100 000. This declined to 141 deaths in 2013. Again,
the focus here by the Department was a push toneXp®ITCT services [16].

The last goal concerning Health was MDG Six to CatmIV/AIDS, Malaria and Other
Diseases. MDG Six feeds into the other two goalS@sth Africa has a high percentage of
people living with HIV/AIDs making it necessary fdhe Department to expand the
antiretroviral treatment programme. TB prevalenoethe country has meant that the
Department has also had to promote and push TBtinés because TB remains a leading
cause of death amongst South Africans. Howeverhwbeking at Malaria infection rates
South Africa has attained some success as maklated mortality decreased by 80% between

2000 and 2013. The country report provides an ptidanalysis of how South Africa faired at
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the end of the 15 years set aside for the MDG [ILIb¢ report also addresses what South Africa

needs to do in preparation for the Sustainable Dpweent Goals.

Based on the outlined MDG above, the following reozendations have been laid out by
Statistics South Africa and the South African Goweent: [17]

A “multi-sectoral approach with closer collaboratibetween NDoH, Water and
Sanitation and Local Governments” [17, p. 75] viaé# needed to scale up and
intensify the use of targeted interventions.

In conjunction with scaling up interventions, thexa need to strengthen the Human
Resource capacity and capabilities for delivertheke interventions.

To better enable the health system, strengthermiagrtonitoring and evaluation
systems to assess the outcomes of interventiotex bet

Finally, because districts and local communitidshalve their challenges and a
unique set of circumstances, an “equity-focusedaggt” will need to be developed

to suit any districts particular needs for heatthaerns [16].

Together with recommendations for each MDG, State8&emphasised where South Africa
as a whole needs to focus on the transition towdresSDG. The MDG were an enabling
instrument for the country as they focused efféotsthe development, implementation and
measurement of efforts for issues deemed a prioritlye modern world [17, p. 149]. Because
South Africa had unfinished MDG these will needb® integrated in such a way that they
support or enable the SDG moving forward. Thisgraéon must focus on the SDG to provide
“effective planning, development of appropriateigeks and budgets and the construction of
appropriate national monitoring and reporting systé [17, p. 149]. Domestication of the new
SDG indicators is necessary for monitoring and répg planning for South Africa to have

accurate and meaningful data collection and evialndahat enables the development of our

national agenda.

What these recommendations and plans moving foriwigitdight is that NDoH places a big
focus on the use of vertical programmes or inteieas. The horizontal versus vertical debate
is discussed in detail in Section 2.3 Horizontadl arfertical Programme Analysis of this
Literature Review. Based on these recommendatiassiecessary to highlight which of the

seventeen SDG will provide a new ‘lens’ for thee@gh in question. Figure 2 provides an
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overview of all the goals; but the focus areas @oekplored further are Goals Three, Four,
Eight, Nine, Ten and Seventeen. These are the gwalsan be directly (3, 10) and indirectly
(4, 8, 9, 17) related to health systems.

A noticeable change with the SDG is that the ghalee become more system focused when
compared to the MDGs. For these new goals, eachtigowould need to integrate and align
the SDG indicators into a national framework tolioet how the country will collect and
analyse data in the different structures of devalemt. This approach is different from the
programmatic approach of the MDG and focuses orleglaée improvement of systems instead

of individual programmes.

16



"Reduce income inequality within —,.

and among countries.”

"Make cities and human
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resilient and sustainable.”

"Ensure sustainable consumption
and production patterns.”

"Take urgent action to combat
climate change and its impacts by
regulating emissions and promoting
developments in renewable energy.”

"Conserve and sustainably use the
oceans, seas and marine
resources for sustainable
development.”
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=
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manage forests, combat desertification, -

and halt and reverse land degradation and
halt biodiversity loss.”
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"Promote peaceful and inclusive
societies for sustainable
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accountable and inclusive
institutions at all levels.”
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Figure 2: Sustainable Development Goals Mind map [1
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1: No Poverty

"End poverty in all its
forms everywhere.”

"End hunger, achieve food security
and improved nutrition and promote

sustainable agriculture.”
2: Zero Hunger

3: Good Health
and Well-Being

4: Quality Education

5: Gender Equality

"Ensure healthy lives and promote
well-being for all at all ages.”

"Ensure inclusive and equitable
quality education and promaote
lifelong learning opportunities for
all.”

"Achieve gender equality and
empower all women and girls.”

"Ensure availability and
sustainable management of

6: Clean Water water and sanitation for all.”

and Sanitation

"Ensure access to affordable,
reliable, sustainable and

modern energy for all.”

7: Affordable and
Clean Energy
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8: Decent Work and
Economic Growth

9: Industry, Innovation
and Infrastructure

"Promote sustained, inclusive and
sustainable economic growth, full
and productive employment and
decent work for all.”

"Build resilient infrastructure,
promote inclusive and sustainable
industrialization and foster
innovation.”




2.2  Health System Approach

In 2012, The Lancet published a review of healtisauth Africa since the 2009 series [17],
highlighting challenges and recommended changeabkediealth system. The fundamental

changes emphasised by the paper about the heatdnsinclude:

Leadership, which will be a crucial driver: a néednclude the implementation
of vertical programmes with effective and componigmbject managers’ but
more importantly looking at competent managersughout the system who
effect change through their initiatives. [18]

Health system responses — the government, hasiteageority to tackle policy

and system challenges to battle the different epicein our health system. [18]

Along with these changes, two challenges contioukaimper efforts to improve healthcare
and the system. The most prominent problems retatéus research topic are [18]:

Integration and coordination: the vertical prograesnimplemented to combat
HIV and TB need to integrate into the broader lnesyistem as they impact upon
the system of service delivery. Integration als@edseto occur between the
different health interventions moving forward.

Scaling up interventions: there is a need for th&tesn to adopt innovative

interventions to the broader system if these imtietions have the potential to be

scaled to a broader audience.

Since the transition to the new health ministerAaron Motsoaledi in 2009, there have been
actions taken demonstrating that government “waditg future plans and [18, p. 2029].
However, it must be stressed that leadership egtéregond those who are responsible for
national policy and includes the managers and ge@dponsible throughout the system at a
district level who need to lead and tailor polidiestheir communities all the way to site level.
It is at this level where the health workforce matds with the population. All these groups
need to bring about change through their efforthiwithe system. Managers at a district and
site level “should go beyond routine implementatmirules and instructions from their
superiors and instead use local information togard lead change” [18, p. 2030]. This argues
that managers within districts and at the sitellave necessary for significant transformation

and service delivery within the health system. Ehemnagers and leaders are necessary to
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drive change as they see what issues are pertamihgir role and could offer insightful advice

that could benefit the system.

Since the aim of this research is an assessmatistoict health management structures and
service delivery processes to identify system inigfficy and knowledge gaps, to understand
this aim it is necessary to comprehend the custte of management structures in the district
health system and assess its impacts on the owe@thcare system. By understanding the
current state of these structures in the identifisstricts, there is potential to determine how
the districts are being managed and look for kndgéegaps that may exist in the operations

within the districts.

The current state of affairs will be looked at tigb what is defined by the policy to understand
how the system has been set up. To contrast, tlgisratanding, interviews with personnel at

the district level and below will seek to understavhat the actual structure in place is.

David Harrison [19] authored a discussed documémtimooked at the accomplishments and
shortcomings achieved in the South African healhcystem between 1994 and 2010. The
Henry J. Kaiser Foundation commissioned this documidarrison highlights a number of
these accomplishments and shortcomings over thisdoelThe Harrison report provides a
comparison between the areas where South Africdhieamsost and least progress [19], seen

in Table 3 on the next page.

Of the points presented in the table, specifidatjias tie into the health systems management
of healthcare [19]:

Greater parity in district expenditure.

Clinic expansion and improvement.

Hospital revitalisation programme.

Improved immunisation programme.

Improved malaria control.
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Table 3: Accomplishments and shortcomings in thetlséfrican Health system [19]

Ten Effective Strategies

Free Primary Health Care

Essential Drug Programme

The choice on Termination of Pregnancy

Anti-Tobacco Legislation

Community Service for graduating health profesd®na

Greater parity in district expenditure

Clinic expansion and improvement

Hospital revitalisation programme

Improved immunisation programme

Improved malaria control

Ten Challenge Areas

Prevention and treatment of HIV/AIDS

Prevention of new epidemics

Prevention of alcohol abuse

Distribution of financing and spending

Availability of health personnel in the public serct

Quiality of care

Operational Efficiency

Devolution of authority

Health worker morale

Leadership and innovation
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One can see that these accomplishments show a $troms on the mobilisation of PHC in
South Africa as the primary mechanism for the papaihs ‘frontline’ interaction with the
health system. It must be highlighted that the migjof these accomplishments take the form
of vertical programmes as opposed to horizontéibtnes. Vertical programmes are disease-
specific or target initiatives that look to addrassingle area of concern over the short term.
Contrasted to this, a horizontal initiative seekaddress system-wide problems for long-term

improvements. The differences between these acesiisd in more detail in Section 2.3.

However, with these accomplishments, the healtiesyshas been lagging in ‘support

functions’ for the system. These areas include:[19]

Poor quality of care in crucial programmes.
Operational inefficiencies.

An insufficient delegation of authority.
Persistently low health worker morale.

Insufficient leadership and innovation.

A major “challenge for policymakers is to demontreapid improvements in the quality of
care and service delivery indicators; while atshene time addressing the intractable health
management issues that bedevil efficiency and dnpveosts. The establishment of a district-
based system was one of the biggest post-1994 atioog making health management more
responsive to local conditions and distributingoteses more equitably. In retrospect, its
success has been hamstrung by the failure to dewalthority fully, and by the erosion of
efficiencies through lack of leadership and lowfstzorale” [19, p. 2].

From this insight by Harrison [19], it is not praeid for policymakers to think solely about
rapid health programme improvements but also teesddmacro health system issues. Here a
major “battle” occurs between the burden of diseask overall health system improvement
that occurs in health systems across the worlds@ health system improvements need to take
the form of analysing how the lower ends of thelthesystem — district and below — could
have more authority while operating within the éoa$ of overall health system improvement.
Combine this with a need to address human resalnaiénges and leadership in the system

and then macro health system issues can beginaddressed.
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Therefore, a more universal approach to improverneneeded because from the practical
strategies it is seen that a number of these focuspecific aspects of the health system.
Improved malaria control and immunisation prograraraee targeted initiatives seeking to
meet objectives pertaining to malaria and immuresaamong the population. These two
initiatives make it seem that the areas where Safrtba has had the most success are isolated
silos instead of going to the root cause of isstiebacco control, pregnancy termination and
revitalising and expanding clinics and hospitasased to address short-term concerns in any
health system. However, have these strategies seeaddress the causes that lead to

inefficiency and an ineffective health system?

The areas where South Africa is facing challenges lee classified as both systemic and
systematic. The systemic challenges revolved ardbadquality of care, human resource
management, system efficiency, authority, finan@ngpending and leadership in the system;
whereas the systematic challenges are the targetdives with the focus on alcohol abuse,
new epidemics and the continual challenge of HI&Ilin the country. The researcher
believes that these challenges are symptoms afrédees where South Africa has had success.
With the success of greater parity of district exgiture, the need addressed here is that certain
provinces had to have an increase in resourceatiboc With a more equitable allocation of
public resources, it becomes necessary to moritokihock-on effect and negate the issues
where historically more resourced locations haveaaly drawn more patients and now have
to deal with being supplied with fewer resourcesréih lies one of the challenges facing the
health system ©Operational EfficiencyHarrison’s view focuses on the way the healthesys

is managed to cite overspending by provinces irseoutive financial periods [19].

From all the health system accomplishments outlbyeldarrison in Table 3 [19], the following
two pertain most to this research; greater parnitydistrict expenditure and the hospital
revitalisation programme. Although these may beeatiVe strategies to have been
implemented, the health system has many challehgéseed to be urgently addressed. These
fall into one of three categories; prevention aodtml of epidemics, allocation of resources
and health systems management. Again, this researcooncerned with health systems
management, but the allocation of resources plgyartin the systems view of healthcare.
Aside from attempting to source resources for thblip health system, it is also vital to

improve the efficiency of health provision for theblic sector. Some inefficiencies are related
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to social issues, however some are directly lirtketthe system — ineffective management is a
significant concern in the public health systeme Wategory of prevention and control of
epidemics will also need to be noted when lookingealth system management because these
consume a number of resources from the system -eynamd people capacity. Thus, when
looking at how to improve the overall system, hliee categories need to be considered to
move the system forward. Harrison [19] believed thanultifaceted strategy as follows is

needed to improve efficiency:

1. “Greater separation of political and managemenpassibilities to enable senior

health managers to focus on service management

2. Devolution of clear management responsibilitiegkdid to accountability for
performance;

3. Proper use of management information in decisiokimga: which in turn requires
simplification and greater accuracy and efficacy tbé health management
information system.

4. Better financial management, tracking expenditunel aelating it to service
performance;

5. Effective planning for and the use of time in meg$;

6. Better use of time of health professionals andrdaeiction in paperwork and data
collection;

7. A commitment to punctuality; and

Systematic processes of improving quality of c4t€; p. 29]

To understand this multifaceted strategy bettes first necessary to discuss the Horizontal
approach versus Vertical programmes debate. Uratelisig this debate is necessary due to

both approaches having a place in any health systemffering differing solutions.
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2.3 Horizontal and Vertical Programme Analysis

2.3.1 The definition of a Health Programme

A health programme is essentially a targeted efbgrthe department of health to address
specific diseases or initiatives that they deenessary to be promoted to the entire population
of South Africa. Antiretroviral drugs and acces#itese are an example of a health programme
the department is pursuing. This programme isspaase to South Africa having a high HIV
and AIDS disease burden. These kinds of progranames place to address elements of the
health system that were not given enough focusnpréeious government institutions — both
the unequal access experienced under Apartheitharmteviously under qualified leadership

in the national department that the health systgmerenced in the transition to democracy.

2.3.2 A Comparison between Vertical and Horizontal Progrees

Before Horizontal and Vertical Programmes are dised in detail, it is vital to define and
understand how a health system is structured toveeee each programme would fit into the
system. As previously stated, health systems ammfex institutions” where individual and
work coordinated activities within groups simultaosly occur; this creates ambiguity in the
system [2]. Atun et al. defines a health systefiaa®mplex adaptive system embedded within

a broad context comprising a set of interactingaad functions” [20, p. 105]:

1. Governance
Financing
Planning
Service delivery

Monitoring and evaluation

o 0k w D

Demand generation [20]

A part of any health system is the health intenesrst which come with the local conditions of
a country; this can be filtered down to the indiatdistricts having their specific conditions
defining their current situation. There has beé&ngstanding debate about which approach is
most beneficial to a health system, including tieal conditions of specific areas. According
to Atun et al. [20, p. 105], this debate has histly been driven by “narrow and binary

considerations of integrated and non-integratednarmmes”.
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As this research is looking at the effect of systerprovement benefits versus the benefit of
health programmes from the perspective of distnahagement, it is necessary to understand
what is meant by this statement. Vertical prograsimae mass campaigns are “directed,
supervised and executed either wholly or to a ges&nt by a specialised service using
dedicated health workers” [21, p. 315], these pognes emphasise specific health
interventions. An example of a vertical programmsthe HIV/AIDS campaigns that are run in
South Africa. Vertical programs tend to have mdrersterm goals and objectives, along with
having a focus on a specific disease - these pmogfacus on health system operations [21].

A horizontal programme is an approach that can beduto describe multiple health
interventions across different regions, and settif&p], another term for this is integrated
health services. Oliveira et al. describe the lomial approach as a “delivery mode of health
interventions through the regular infrastructureheflth services” [22, p. 68]. Horizontal
programs have long-term objectives and goals whathon regular budgetary resources. In

this sense, horizontal initiatives can be seereagalised activities in the health system.

This debate between these two ‘opposing views'deen a part of the health field since an
article by Gonzalez et al. which was entitled “Maampaigns and general health services”
[23]. The WHO originally published the article i®@5, but according to Mills, the themes

remain widely accepted in the 21st century. Gorzzale cited by Mills, states that:

“There are two apparently conflicting approacheswich countries should give careful

consideration ... The first, generally known as therizontal approach’, seeks to tackle the
overall health problems on a wide front and on agderm basis through the creation of a
system of permanent institutions commonly knowgeageral health services’. The second or
‘vertical approach’, calls for [the] solution of given health problem by means of single-

purpose machinery.[21]

Although the paper was initially published in th@60s, the thoughts remain relevant today,
especially in South Africa (SA). In SA, we have swertical programmes that have been
‘vocalised’ through ever increased coverage andlifgh [24]. Regarding health, these
programmes are disease targeted and the most gméwalSA are the number of HIV/AIDs

and TB initiatives. These diseases remain a path@fDepartment of Health’s key health
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indicators - for example, HIV prevalence and TBesasotified are two measures the NDoH
uses to determine programme effectiveness. Howéwvese are a part of the strategic vision
for the department who commissioned a review ofhé, TB and PMTCT programmes to
assess performance and supply the department wiffrovement strategies [25]. In
conjunction with this, there has been rapid scalipgf the Anti-Retroviral Treatment (ART)
programme, increasing the number of people reagitreatment from the government in the
public system. Although this is only a portion bkethealth system, it can be seen that the
NDoH does implement many vertical programmes asetladlow the department to ‘visibly’
demonstrate any short-term gains. These gainshenthtt that horizontal initiatives rely on
regular yearly budgets could be a possible explamaif ‘poorer’ performance against the

vertical initiatives when compared in isolation.

“The energy, resource mobilisation and innovatiamtalysed by the response to the HIV
epidemic must be harnessed to achieve a strengthehthe rest of the health system” [14, p.
1027]. Because of the emphasis placed on the adwsemt of health programmes, these
programmes are absorbing more attention (peoplactgpand research) and resources at the
expense of developing the district health systed.[Zhere is pressure from the National
Department of Health to “rapidly scale up succdgsfogrammes that could lead to vertically
insulated initiatives and cause distortions acthssrest of the health system” [13, p. 1027].
There is evidence [24] that the continual focusHIN' programmes is contributing to a
worsening of experience in the health system. il@a has been echoed by McCoy et al. who
states that expansion of treatment programmes land s hampering health systems in Sub-
Saharan Africa because less investment is maderdswatrengthening the weak health
systems” in these [24, p. 18]. However, there hasen positives for the rapid upscaling of

specific vertical programs.

Oliveira-Cruz et al. [22] go further into the deb&ietween horizontal and vertical approaches
by looking at different levels of any health systekhthe “Health services delivery level” the
issues related to these approaches include efigiehservice delivery, motivation amongst
employees and the available capacity for servidevatg should all be considered when
looking at the approach to pursue at this leve].[@h the other hand, at the “Health sector
policy and strategic management level,” [21] theues include management capacity,

timeframes and resource allocation. These probtarssd by Oliveira-Cruz et al. [21] all have
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different impacts on the associated level in thalthesystem. Looking at the service delivery
level, the focus on intervention programmes carsgore resources to pursue the objectives of
the programme and could potentially lead to theeased pressure on the health services.
Examples of this are results-driven programmes whauld lead to the “production of fake
data” [22]. Compared to the policy level, vertipabgrammes tend to constrain the interaction

between resources and budgets at district levelshealth system.

Looking at these challenges, it is vital that bafiproaches be developed into an integrated
health system as using one approach in isolaties dot benefit the overall improvement of a
health system. Vertical programmes promise shom-tgains amongst disease profiles, but if
they are integrated with a horizontal approacthenttealth system, there is potential for long-
term system-wide improvement. Oliveira-Cruz etsalggest that there is an opportunity to
have synergy between both approaches, which cesldtrin coordinated resource planning
to allow for both initiatives to be carried out effively [22]. However, to achieve this
leadership at central and operational levels wdlypa vital role. The WHO argues that the
impacts of defining health system objectives andets for both kinds of initiatives and

continuing to monitor both could yield positive uéts for health systems [22].

Both Atun and Oliveira-Cruz argue for integratiogtween vertical and horizontal programs.
Integration refers to the “merger of vertical pragr objectives and targets within horizontal
services” [22]. These services include the critfoalctions of health systems as defined prior
in this section. The conceptual framework defingdAtun et al. [20] on integration can be
measured against each of the health system chasticeeto get a broad overview of how
‘integrated’ the system is currently. However, letges the complexity of health systems as
both types of approaches need to balance manyrgaitiotheir implementing environment.
These include demographics, economics, politicgslation and regulations, ecology, socio-
cultural and technological factors [20].

Figure 3 — taken from Atun et al. [20] — is a cqutoal framework which these authors have
defined regarding the possibility of integratingtieal programmes into the bigger overall

horizontal health system. The simplicity of thigrfrework is that it demonstrates how all health
system characteristics are impacted by an Inteimeaind the System in which a programme

is meant to be adopted, is influenced by the dedimiof the problem that the system is facing.
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Ultimately, health systems consist of interactiagdback loops and non-linear relationships.
This is evident with most health system decisiagntha effect of any value adds or operational

consequences will not be immediately visible; theision and effect are separated in time and

space.

Broad Context

Single episode
Less
Health System Characteristics complex
I I Few Multiple
Adoption I t:
Intervention | +— P elements e
System
\ / More
complex
Problem
Multiple episodes
Figure 2 Intervention complexity: episodes of care and number of
elements in the Intervention.
Broad Context
Figure 1 Conceptual framework for analysing integration of targeted
health interventions into health systems. Few stakeholders
Less
complex
Few Multiple

levels levels
jore
complex

Multiple stakeholders

Figure 3 Intervention complexity: levels of care and number of
stakeholders involved in delivery of the intervention.

Figure 3: Health system characteristics [19]

Thus, from the various authors — Mills [21] (2006pnzalez [23] (1965), Atun [20] (2010)
and Oliveria-Cruz [22] (2003) - both the verticaldahorizontal approach should be seen as
mutually inclusive of one another, arguing thathbapproaches should be combined and
coordinated in some ways as a long-term goal taticrg a unified scheme of health services.
It can be argued that it is necessary to definevéthee chain for each approach and how an
integrated approach could be utilised. Herein thes justification of a framework for this
research. Assessing the current state of managestrantures is the first step in offering an

answer to health system improvement, looking insmagement.
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2.4 A comparison of South African Health Policy Documets

From the debate presented around which approapfogramme type is more favourable for
the health system, the researcher thinks thatisabla improvements in any health system
require a balancing act of both approaches. Howetverust be stressed that the short-term
gains received from a vertical program must nota@pa long-term vision for overall health
system improvements through horizontal initiativeseoking inward to South Africa, the
country has had successes with their disease @nteons, but the development of the overall
system has not been forthcoming. A reason forl#uis of overall system development stems
from the various initiatives and plans that the MDbas produced over the years. These
strategic plans usually highlight important chadjea facing the health system of South Africa,
such as [25]:

the complex, quadruple burden of disease;
concerns about the quality of public healthcare;
an ineffective and inefficient health system and

spiralling private healthcare costs.

From the examples presented above, the concerngt goality and an ineffective and
inefficient health system relate directly to thissearch. Based on the previous work of
Hartmann [27], a comparison table (Table 4), oherpiage has been adapted to demonstrate
how the Medium-Term Strategic Framework, NatioDalelopment Plan and the Strategic
Plans (2010/11-2012/13 and 2014/14-2015/16) contpdiee following criteria:

PHC

Human Resources (HR)

Systems and Policy

Infrastructure

Monitoring
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Table 4: Health Strategic Policy Document Compariadapted from the work of Hartmann [27]

Outcome NDoH strategic  plan National Development PlaiMedium Term  Strategic

Strategic Plan 2014/15

2010/11 - 2012/13 2030 Framework: 2014 - 2019
Focus on HIV/AIDS and TB X X
Disease prevention X
PHC prioritisation X X
Decentralisation X X
Implementation of NHI X X X X
Leadership and management improvement X X X
Health Information System X X X
Facility improvement X X
Increase in institutional capacity X X X
Quality monitoring X X X X
Improved financial management X
Strengthen research and development X
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The table above contrasts the different types @teqgic efforts that the NDoH has been
pursuing over the years and provides some contexioawhy the health system needs
improvement. The reason behind this is that althahe ‘plans’ look at similar issues, there
is little consistency when moving forward from thiee plan to the next. However, it must be
noted that the strategies want improvements imteeall health system of SA. The Medium-
Term Strategic Framework (MTSF) focused on a pdautife country for the years 2014 — 2019
but also including aspects of the National DeveleptiPlan (NDP) which is set for completion
in 2030. The MTSF provides actions that the Goveminwill take across various levels of
national, provincial and local governments. Outcofme of the MTSF focuses on “A long
and healthy life for all South Africans” [25]. Thagitcome incorporates the following from the
NDP [26]:

“Raised the life expectancy of South Africans téeatst 70 years

Produce a generation of under-20s that is largely 6f HIV

Reduced the burden of disease

Achieved an infant mortality rate of fewer thandaths per thousand live births
Achieved a significant shift in equity, efficien@nd quality of health service
provision

Achieved universal coverage

Significantly reduced the social detriments of di&s® and adverse ecological

factors.”

These points from the NDP are varied in their foausas incorporating both vertical and
horizontal approaches. The reason behind inconpgrdtoth these approaches is “a well-
functioning, and effective health system is an ingo@t bedrock for the attainment of the health
outcomes envisaged in the NDP.” The MTSF also jples/current constraints, similar to ones
which have already been outlined prior:

“A complex, quadruple burden of diseases

Serious concerns about the quality of public healt&

An ineffective and inefficient health system

Ineffective operational management at the coalface

Spiralling private health care costs.” [25]

31



The Medium-Term Strategic Framework defines a atfiatdirection for the health system —
the move to expanded universal access to heakhndtlr the NHI model while also expanding
institutional capacity. Looking at the Strategiafd (Plan 1: 2010/11 — 2012/13 and Plan 2:
2014/15 - 2018/19), Plan 1 guided the country theosecond year of the implementation of
the 10-point plan of the health sector which fosuse improving the health system. Plan 2
seeks to build on the progress that was made uriderl for the electoral period 2014 to 2019
aiming to achieve the National Departments’ misabn“[improving] health status through
the prevention of illness, disease and the promatiohealthy lifestyles, and to consistently
improve the health care delivery system by focusin@ccess, equity, efficiency, quality and
sustainability” [28, p. 3].

Ultimately each strategic document puts a stakkarground for the current state of the health
system across the areas of demographics, non-coimaladiseases, legislation updates that
have happened and the strategy for the periodestoun building towards the bigger picture
of the National Development Plan of 2030.

2.5 Healthcare Leadership and Management in South Afria

2.5.1 Leadership and Management

Leadership and management within the health syaterthe two main areas of concern in any
system. South African health policy has been idiedtias being an example of good health
policy in the world [4]. However, these policieseaaccompanied by an ineffective
implementation, monitoring and assessment [4].ghificant constraint to service delivery is
a lack of management and leadership in differemiloations across all levels within the
system. Ineffective stewardship and implementagi@present across all sectors of the health
system in SA which makes it difficult in “develogia unitary vision across a range of different
sectors with different cultures and priorities” g, 832]. This ineffective management can
extend to either the wrong person being in a pwsibf power or merely the system of
processes removing the decision space to a higluee mentralised level in the health

department.
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Early on into the new democratic health systemait® Africa, the NDoH appeared to be very
proactive when it came to implementing the managenué the health districts. The
Department had published material for district nggma which gives an overview of the job
that is required from them as a district managemwéler, this would also be dictated by the
current policy of the department as well as thall@onditions which urgently needed to be
addressed. Furthermore, the core functions shatldhmange from district to district. From
the 1998 Handbook for District managers, the follmychapters were outlined for the manager
[29]:

“Introduction, purpose and overview of the handbook

the district health system: why, what and issuetapeng to its operation
governance of the district health system

integration of health services

sequencing of the development of health districts

project management for health district managers

financial management for district managers

personnel management in district health systems

© 0 N o g b~ wWwDdhPRE

transport management for district managers

[EEN
©

managing drugs and suppliers

[EEN
=

district health information systems

[EEN
N

intersectoral collaboration

[EEN
w

community participation

[ERN
B

monitoring and evaluation as tools for change endistrict.” [29]

This handbook outlined necessary aspects fromithe when the District Health System
adoption was beginning to take shape. Thus somecespill not be considered from this
handbook itself for this research. However, whatlibok demonstrates that is still applicable
today is it outlines a number of aspects whichstitecrucial to health district management;
these include [29]:

Governance
Human Resource Management

Project management and,
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Integration of health services.

Firstly, governancefocuses on how managers and leaders will be heldumtable for the
control they have over the health activities withie district which filters down to the
employment of staff and the resources and faglitvbich are under the district. It is important
to note here that because South Africa has thrieerep of government — national, provincial
and local — there should, therefore, be three $evktjovernance. For example, health services
are a national and provincial function, but theyimoe controls the ambulance services while
the local government controls the municipal hesédttvices [29]. Because these three levels of
governance are a reality in South Africa, it wél becessary to define their objectives in this

research, as in Section 2.5.2.

It can be argued that by creating the district thegystem, the NDoH is in a sense creating a
fourth level of governance. The view of this resear is that the creation of the District Health
System was a necessary step in driving the tramsfbon of the health system for the new
government, but with the established three sphefegovernment, another dynamic of
complexity was added between local government asttiad health structures potentially
operating in the same sphere.

The Handbook for District Managers, July 1998, msya three governance models, with an
important reason behind being the “difficulty teate a single strategy for the whole country”.

The strategies outlined include [29]:

Table 5: Health Governance Models

Provincial Option | This option entitles the Province to the respottigibfor all
district health services.

Statuary  District The legislation allows the Province to create disthealth

Health  Authority| authorities for all the districts in the province.

Option

Local Government A local authority becomes responsible for all thealth

Option services in a district.
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Each of these strategies has criteria for whemjiien is to be exercised and put into motion.
This Handbook mentions that the ideal governancdetnwould be for the Municipalities to
be responsible for the delivery of the health smwiin the district; however, it may not be
possible in every province as some municipalitresat adequately resourced or standardised

to deliver integrated services.

The governance and management of health servicesddshe seen as two separate structures.
However, the governance structure in place showuikwith the health manager to address
the needs of the community being served. As outlinethe Hospital Strategy Project [29],

governance structures would ideally be involvedhwiie following:

Quiality of service.

The planning of new facilities and service offering
Budgeting and finance.

Grievances from the community.

Promotion of health in the community

The Handbook for District managers provides furtinsrght in the form of a chapter on the
Integration of Health Servicaa South Africa. Integration of health services the bringing
together of different functions and activities viithand between organisations to address
common problems”. Here is a direct link to Sec20B.2 as the health system needs to strike a

balance between vertical initiatives versus horiabsystem development.

2.5.2 Spheres of Government

From Section 2.5.1, it was mentioned that SouthicAfhas a number of levels or spheres of
government — National, Provincial and Local — eadth different roles, responsibilities and
differing levels of accountability. With each okse levels, there are three main aspects at each
level [11]:
1. Elected members — who represented the public ambeg laws and policies
2. Executive Committee — coordinate the developmenpalicy and oversee the
implementation

3. Departments and Civil servants — perform the wdrthe government
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Table 6: Health Structure in South Africa [12]

Level

Number

Outline of roles

National

One

Development of laws and policies whacé then
approved in the National Assembly and Natig

Council of Provinces

nal

Each government department has a minister as the

head of the unit

Departments are  responsible  for
implementation of policies or laws developed
cabinet

Budgets get allocated to each department

Treasury

Department of Cooperative Governance
Traditional Affairs is responsible for th
coordination of provinces and municipaliti

across the cou ntry

he
by

and

e

Provincial

Nine

Provincial Members of the Executive Coun
(MEC) and Department of Local Government
the responsible parties when it comes to
coordination, monitoring and support

municipalities in the respective province

cil
are
the
of

Local

44 District municipalities
226 Local Municipalities

8 Metropolitan

municipalities

Each local municipality has a council who appr

policies and any by-laws for the area they gove

The council decide on development plans

where to focus service delivery for their area.

bve

ern.

and
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2.5.3 Health Governance

The Health System Trust (HST) presentidlerstanding the meaning of Health Governance
and the Role of PHC Facility Governance Structuaea workshop run by their organisation.
In this conference presentation, governance wasatefas “a collective process of making
decisions to ensure continuous vitality and perfortoe of organisations or health systems”
[30, p. 16] It is necessary to have an understandfrgovernance and how it pertains to the
health system because it allows strategic objextioebe defined which filter down into the
policies and regulations that ‘oversee’ the ergystem. However, governance takes a slightly
different promotion in terms of health because tfgective of health governance is the
promotion of health for the population servicedthg health system while also protecting the

population.

The NHA defines the composition and functions efséh Governance Structures for each level
of the system in the chapters dedicated to theeotise level of the health system. Figure 4 is
an extract from the HST presentation on Governarieh depicts the different structures and

responsibilities in the health system at variougle

National Health Council
« Highest policy-making body }
+ Includes Minister of Health,
MECs for Health and reps of
local government and military
« Sets up other bodies, made
up of stakeholders in
the health sector.

Provincial Health Council (PHCo)
+ In every province
+ Develops guidelines and Terms
of Reference for health districts
« Sets up consultative forums to
share information on
health issues.

Provincial

Provincial Health
Health Council

Council (PHCo)

District/Community Health

[ Council (DHC)

+ In every health district or
sub-district

+ Sets up health governance
structures at district and

(PHCo)

community level

« Promotes cooperative
governance

« Creates committees to advise
on health matters

* Helps plan budgets and
monitors health services

« Advices on health matters in
health district.

District
Health

District
Health
Council

(DHC)

Council

(DHC)

District

Health
Council
DHC)

/

q HEALTH

SYSTEM

Figure 4: Health system governance structure [30]
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2.6  Using frameworks to improve the health system

2.6.1 Benchmarking and Best Practice

Benchmarking is a “continuous process comparingsdmgsiness processes and performance
metrics to [the] industry’s bests and/or best pcadrom other industries” [31]. The measures
which are usually included for benchmarking ard,apsgality and time which are all necessary
to be measured within the context of healthcare. ifrfprovements which hope to be obtained
through benchmarking ensures processes become, better and cheaper. There are various

methods of benchmarking, namely [31]:

Table 7: Benchmarking methods

Internal Comparisons are made between internakegses

Competitive Comparisons between a competitor irsdme industry

Functional Comparison between identical functiotress different industries

Generic Comparison between generic business prxessross varying
industries

When looking at best practice for healthcare, tlheedivide as to best practice in a hospital
is different when it comes to best practice for agament versus system improvement.
Research from the performance changes in hospidtsn North Carolina found that
improvements in patient wellbeing can be classifiesl insignificant, throughout the
investigation. The cause attributed to this outcevas deemed to be “healthcare leaders not
investing in the right operational changes to adhiexcellence in safety, affordability and
capacity” [32]. The thinking here from a facilityegspective is that if enough best practice
methods, through outside consultants are implerderite remove the problem, then
improvements should start taking place. Howevarséhimprovements are often found to be
unsustainable once outside help is no longer pteseahe situation. A driving factor for this
is that healthcare delivery is integrated acrosiphe disciplines creating complexity at the
frontline of the system. Spear states that “nog diokes the number of people making managing
care delivery challenges, so do the interferencedat one person does affecting and being
affected by what many others do” [31]. This is abwhat occurs at a facility level but looking
at the bigger picture of the system, in relatiothi research topic, district level actions affect
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what a sub-district can do. Resource diversiondhalenge which demonstrates the system
complexity of healthcare and affects the variov®le through the health system. What this
means for managers and leaders in the systemtisafety, quality and improvements should
not be thought of as a new diagnostic tool yieldbadter results. Instead, a new type of
leadership is required, which engages broadly ihlthcare professionals to lead change in

the system.

From the above overview looking into benchmarkimgl dest practice, South Africa has
developed a set of standards focusing on qualiyiceein the health sector. These National
Core Standards will be briefly explained, lookirtgndoat is relevant to the research at hand.
Expanding on these standards, the Leadership frankefnom the National Health Service
(NHS) will be explored to highlight critical criterfor leadership in a public health domain.

2.6.2 National Core Standards

The National Department of Health came up withaaphat identified areas for improving the
health system. The 10 Point Plan was developednaattempt to guide health system
improvement. The purpose of which was to “serva esad map towards improving the overall

healthcare system and increasing access to hea#h[83]. These areas are [33]:

1. Provision of strategic leadership and creation ed@al compact for better health
outcomes

Implementation of a National Health Insurance (Nigh)SA

Improving the quality of health services

Overhaul the health care system and improve itsagement

Improved HR planning, development and management

The revitalisation of physical infrastructure

N o gk~ Db

Accelerated implementation of the HIV and AIDS afdxually Transmitted
Infection (STI) national strategic plan and ther@ased focus on TB and other
communicable diseases

8. Mass mobilisation for better health for the popiolat

9. Review Drug policy

10.  Strengthening Research and Development (R&D)
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These 10 crucial points of the plan were necedsarthe provision for the “establishment of
a quality and accreditation body” [34] while sinarieously wanting to improve the quality of
the health services available to the populations Tibs into performance areas for the health
system as agreed by the ministry with key stakedrsldlhe performance area relevant to this
research ismproving health system effectiveng®4]. System effectiveness is the extent to
which any system can achieve objectives withinrtispiecific environment, made up of
availability, capability and dependability. One m&d of addressing effectiveness is to have a
set of standards that everyone in the system esilend are held accountable against. The
accreditation body which is responsible for thisoefis the Office of Health Standards
Compliance (OHSC), this office is a means “to pcb&nd promote the health and safety of
health service users” [34]. The OHSC, in conjunttiath the NDoH, developed the National
Core Standards through pilot studies and througtthiarking against other accreditation
systems [34]. The primary purposes of the Nati@w@e Standards are:

“develop a common definition of quality care whitould be found in all health
establishments in South Africa, as a guide to thigip and to the managers and
staff at all levels;

Establish a benchmark against which health estabksts can be assessed, gaps
identified, and strengths appraised; and

Provide for the national certification of compli@nof health establishments with
mandatory standards.” [34]

It must be noted that the main focus for thesedstads is at the health establishment or facility
level where health care delivery takes place in shgtem. When defining the difference
between primary health care and primary care, @e@il.1, and defining higher levels of the
health system as supporting levels, these striectueee accounted for in the NCS. These levels
were addressed through assessing if the necessayngnce and support functions, including
oversight and strategic planning are situated encthrrect place.

The NCS was a step forward for the South Africaalthesystem due to the many different
standards and guidelines that were previously abiglto managers in the system, which made
it difficult for supporting levels to measure perftance against a set benchmark. The structure
of the national core standards is set out with sew&ersecting domains which the WHO

defined as areas which have high risks when it eotoedelivering quality and safe care.
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Domains one, two and three address what shouldebeore competency of any health system
for delivering care. These domains are 1. Patieight® 2. Patient Safety — Clinical

Governance & Clinic Care and 3. Clinic Support 8&s. The remaining domains service the
support functions of the health system and assistnsuring healthcare delivery. These
domains are 4. Public Health, 5. Leadership & Cmaf® Governance, 6. Operational

Management and 7. Facilities and InfrastructurehEtmain is broken down into several sub-
domains each which have a specific standard, ieiéexd way for being measured at the facility

level.

Domain 2. Patient Safety - Clinical governance & Clinical Care:
Domain 1. Patient Rights: 2.1 Patient care 2.4 Clinical risk

1.1 Respect and dignity 2.2 Clinical management for 2.5 Adverse events
1.2 Information to patients improved health outcomes 2.6 Infection prevention and —[ Sub Domain
1.3 Physical access 2.3 Clinical leadership control
1.4 Continuity of care
1.5 Reducing delays in care Domain 3. Clinical Support Services: —[ Standard
1.6 Emergency care 3.1 Pharmaceutical services 3.4 Health technology services
1.7 Access to package of services 3.2 Diagnostic services 3.5 Sterilisation services
1.8 Complaints management 3.3 Therapeutic and support 3.6 Mortuary services 4[ Criteria
services 3.7 Efficiency management
—[ Measures

- - S

Domain 4. Public Health:

4.1 Population based service planning and delivery 4.3 Disaster preparedness
4.2 Health promotion and disease prevention 4.4 Environmental control

Domain 5. Leadership & Corporate Governance:

5.1 Oversight and accountability 5.4 Quality improvement
5.2 Strategic management 5.5 Effective leadership
5.3 Risk management 5.6 Communications and public relations

Domain 6. Operational Management:

6.1 Human resource management & development 6.5 Transport and fleet management
6.2 Employee wellness 6.6 Information management
6.3 Financial resource management 6.7 Medical records

6.4 Supply chain management

Domain 7. Facilities & Infrastructure:

7.1 Buildings and grounds 7.5 Waste management
7.2 Machinery and utilities 7.6 Linen and laundry
7.3 Safety and security 7.7 Food services

7.4 Hygiene and cleanliness

Figure 5: National Core Standard Domains (Left) Strdicture (Right) [34]
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For the research in question — process improvemdmalthcare — the focus is looking at the
district level management processes in place, arglieh domains, four through seven were
looked at in more detail to identify areas whicledeo be actively ‘used’ in the higher levels
of the system. Domains five and six are the statgdatich will be further elaborated as the
author believes that these are main areas whiclassiat in determining the performance of
the districts in South Africa. These domains hagerbdetailed in Appendix D1 and D2 with
their criteria and standards from the policy docotne

2.6.3 NHS Leadership framework
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Figure 6: NHS Leadership domains [35]

The National Health Services in the United Kingdtwawve developed a framework for
leadership in healthcare that services as the fatiord for leadership behaviour within the
NHS. This framework has provided a consistent méanieadership development to all staff
irrespective to role, seniority or functional aréae purpose of implementing this framework
was to have a single overarching leadership frameviar all the staff. An overarching

framework is needed because of all areas withitthezae that work in conjunction daily to

deliver services to the population. The NHS ackmalges that “to transform services, acting
on what really matters to the patients and the ipubl essential and involves the active
participation” [35] from all groups including theuplic in how healthcare delivery gets

planned, delivered and even evaluated. The maieata&ty here is that leadership is not
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restricted to people in senior roles but is neggdsaehave people inside and outside healthcare

to be actively involved in bringing about changattbould benefit all. [35]

This framework consists of seven domains, each li€hvincludes four categories. These

categories are further split each containing foesadiptors. Because this model was put in
place as a tool for leadership development in tH& Kecognised that people and organisations
would be at different stages of maturity and a®msequence, the domains have been split
across different stages each depicting a diffdesdership context. The stages are as follows
[35]:

Stage 1 — personal or own practice/ immediate teams
Stage 2 — the whole service/ across teams
Stage 3 — across different services/ the widerrosgéion

Stage 4 - the whole organisation/ the healthcastesy

Bearing this in mind domains and leadership contgtkbe defined in relation to this research
with the focus being on the management at a disevel which falls between stage 3 and 4.
The domains that will be explored aManaging services, Improving services, Setting
Direction, Creating the vision and Delivering thategy [35]. For the purposes of this
research, the domains Blemonstrating Personal Qualitieend Working with Otherdave
been excluded as these domains deal more with dinidnal’'s personal qualities and

leadership characteristics which was not the fdouthis research.

Table 8: NHS Leadership Domain Definitions

Domain Definition [35]

Managing Serviceg “Effective leadership requirediviimuals to focus on the success of the
organisation(s) in which they work. This requirberh to be effective if

—

planning, managing resources, managing people amahagng

performance.”

Improving Services “Effective leadership requireslividuals to make a real difference |to

people’s health by delivering high-quality servicasd by developing

improvements to services. This requires them toatestnate effectiveness
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in ensuring patient safety, critically evaluatiegcouraging improvement

and innovation and facilitating transformation.”

Setting Direction “Effective leadership requiresdlinduals to contribute to the strategy and
aspirations of the organisation and act in a mamoasistent with its

values. This requires them to demonstrate effecéigs in identifying the

A4

contexts for change, applying knowledge and evidenaking decision

[*2)

and evaluating impact.”

Creating the Vision “Those in senior positionaldegship roles create a compelling vision ffor
the future and communicate this within and acroggmisations. This
requires them to demonstrate effectiveness in dpugj the vision for the
organisation, influencing the vision of the wideealthcare system,

communicating the vision and embodying the vision.”

Delivering the “Those in senior positional leadership roles delitves strategic vision b

<

strategy developing and agreeing strategic plans that glatient care at the heart
of the service and ensuring that these are trauslaito achievablé

A%

operational plans. This requires them to demorestedtectiveness in

framing the strategy, developing the strategy andezlding the strategy

2.6.4 Organisational Planning types

In any organisation, there are certain types oeltewf operations that form part of the
management and business processes in the hopehieviag the stated objectives and the
organisation’s goal [36, p. 5]. Organisations haagous planning levels which are strategic,
tactical and operational [37]. Strategic plannisgvhere the organisation's leadership defines
the direction the organisation wants to pursue evhiso deciding what resources need to be
dedicated to achieving this ‘new’ strategic direntiAs is evident by the personal opinion in
this blog, strategic planning answers the questidret do we doAnd how do we excel37].

The decisions that are taken here form the fouadatibasis which will dictate what happens
in the long term. To achieve this strategic plaa tlganisation will need to have at their
disposal certain tactics [36] to achieve the bussnebjectives. Tactical planning describes
these ‘tactics’ geared towards emphasizing theeatioperations across various aspects of any
organisation. This is the level where resourcing Badgeting come into effect and address
how the organisation will potentially achieve a andtrategy [36, p. 5]. The final level is
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referred to as operational planning which is thecpsses which ultimately link the goals and
objectives between tactical and strategic planrdyerational planning answers the questions
where are we now? Where do we want to Bad how do we get ther§®7]. Operational

planning requires the analysis of how the businepstations and processes interact. [36, p.
4]. This analysis is done on three levels — tharagement of operations, arrangement of

processes and the arrangement of resources [388, p.

When looking into the South African health systamd ow it applies to these levels, we can
see there is an attempt to align a level of plagtona certain level of the health system. From

policy documents, the following appears:

Table 9: Planning Type linked to Health System @tre

Planning Level South African Health System level
Strategic National Department
Tactical Provincial Department
District
Operational Sub-district
Facility-level

2.6.5 Integrating health system frameworks

The frameworks mentioned above — NCS and NHS Ishge+ together with the concepts of
organisation planning levels and benchmarking alilbe used together to assess the districts
that have participated in this research in the baolpat it will allow the researcher to understand
the current state of the system at a district mamegt level. It is the hope that this current
state analysis will help determine the root cauwggwoblems that are faced at a district level
and how to address these for future improvemergsidthis analysis, a framework tailored
to the South African health system will attemptbi® developed in order to scale up this

research to other districts in the health system.
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2.7  Framework Development

From Section 2.8Jsing frameworks to improve the hea#ystem, there are some criteria in
place that revolve around individual aspects o$ ttudy. The NDoH has developed the
National Core Standards, which are in place foirtifgrovement of quality healthcare services
at the facility level. The NHS in the United Kingdgproposes the leadership skills that are

necessary for individuals to deliver quality headtte services.

These influences were used to create a framewdrichvwvould ultimately show if elements
and processes in the current structure of our Inegtstem are located at the most effective
level. The National Core Standards and NationalltHeaystem Leadership framework were
used together to assess the districts that paatemipin this research to better understand the
current state of the system at a district managehaeel. The NCS forms the requirements for
health establishments. However, certain areas tedie highlighted — Domaid Public
Health, Domain 5 Leadership and Governance, Don@i@perational Management and
Domain 7 Facilities and Infrastructure as they are relevant to the context of thisaete
The NHS leadership framework demonstrates thesskiit are needed within any healthcare
system for effective leadership. The following damsa— Managing Services, Improving
Services, Setting Direction, Creating the Visiord ddelivering the Strategy- allow an
explanation of the impact these have across teach®m@anisations and as such are relevant

across all levels of the health system.

As mentioned previously, the focus of this reseavak to determine if processes are situated
at the right levels in the health system which atismpted using a comparison of the above-

mentioned domains.

2.7.1 Final Framework Explanation

Using both the NCS and NHS Leadership Framewokk diktrict level of the health system
was assessed using the chosen domains to illusttats of these criteria are eithirlly,
partly or not achievedn the current structure. It is important to strésst this assessment has
been done from the perspective of the districtllevith reference to the processes that get

pushed down from higher levels. The reasoning lekthis is that the district health system
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has to tailor health services to the conditiongle communities they serve. It can be argued
that the district level is seen as the gatekeapdht health system as each district has certain
conditions to be satisfied, while also implementthg essential services which need to be

present in all facilities.

An extract of the blank framework is illustrateddse, in Table 10, for both the national core
standards and the leadership development framewArkas that were not assessed in this
study, but which are relevant to future researcliehbeen marked accordingly. These
frameworks have been used to determine an imprpla@@ment of processes, which facilitate
health system improvement in the form of a Strategactical and Operational model. Each
district was assessed after the interviews had beeducted and subsequently analysed. The
method of assessment is qualitatively based omtkeviews, which were conducted and for
each criterion the district is considered to bene of three positions — defined as either fully

achieved, partly achieved or not achieved.
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Table 10: Blank Extract of Research Framework

National Core Standards Provincial District

Fully Partly Not at Fully
all

Partly Not at
all

WEEL IS Tor:laled Oversight & Accountabilit
Governance Strategic Manageme
Risk Managemer Not assessed but should form part of future \
Quality Improvemer Not assessed but should form part of future \
Effective leadersh

Comrrunicétion & public relations

Operational HR management & developm

Management Employee wellnes

Financial resource managemnr

Supply chain managem: Not assessed but should form part of future \
Transport and fleemanagemel

Information manageme

Medical recorc Not assessed but should form part of future

Leadership Framework

Fully Partly Not at Fully Partly Not at

all all
Managing Planning
Services Managing Resourc
Managing Peop
Managing Performan
Improving Ensuring Patient Safe Not assessed but should form part of future \

Services Critically Evaluatin( Service
Encouraging improvement & innovati
Facilitating Transformatic of Service Not assessed but should form part of future
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2.8 Conclusion

This chapter has provided insight and context hmdw the South African healthcare system
has been set up since 1994 to combat the inequladitywas experienced under the previous
Apartheid government. As stated previously, hesydtems are complex institutions that have
to balance the disease profiles of a country aedntividual community needs whilst also
addressing the type of work which needs to be fedum to attain a healthier population.
Within any health system, there is the need toedoiverarching programmes which improve
the system for the whole population. However, therdso the need to drive ‘quick wins’ and
address matters on a more urgent short term bESIS.is where the horizontal and vertical

programme debate comes into effect, which addsa@omplexity of the health system.

The NDoH has come up with a variety of policy doemtation over the years in attempts to
improve the system. These strategic documentsvartapping and are different means for the
health department to contribute to the overall pgeg under the National Development Plan
for South Africa. It is essential to consider tlderthat leadership and management plays
continually, especially in healthcare. These aspreed to be considered in the scheme of
how spheres of government have been legislatedouthSAfrica. To assess the business
process an understanding of all the above is nagegs a current state understanding. These
concepts are therefore combined with frameworks clwhhave been developed for
improvements in quality of care and ensuring that ight leadership characteristics are in

place across all levels of healthcare.

To best summarise this chapter this quote from dbBharrison which states that “the time and
effort taken to unravel and restructure the fragieemealth services of apartheid should not
be underestimated. But now, the South African mub&alth system stands on the edge of a
chasm, which can only be bridged by new resoursdgacisive leadership” [19, p. 33]. This
highlights that the public health system need®stsiler leadership and make use of a standard

approach for improvements to be made.
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3 METHOD

3.1 Introduction

The focus of the research is to investigate antya@ahe current health structures in place at
the district level and the issues generated whittimately influences health service delivery.
This analysis will determine if aspects such as dmumesource management, quality
management and information flow, are situated atight level. Through understanding how
these aspects are executed within the districttthhesistem, a framework to assess the
management structures will be developed. Outlingtiis chapter are the concepts of method
and methodology, which are two sides of the sanie. cthe method will discuss tools,
frameworks and processes that a researcher maked wstheir research. On the other side of
this coin, is methodology which is “the study ofwh@esearch is done” [38], ultimately
including the explanation and justification for mgithe chosen methods throughout the

research.

3.2  Methodology

The research methodology section explores the ddiragpproaches that could be employed in
research design — namely quantitative, qualitaive mixed methods approaches. This section
further explores the theory, reliability, and véldof research strategies and provides the
foundation for the method presented later in tregtdr. In any research undertaking, these are
three components that researchers should con8#8erGreswell highlights these in Figure 7.
These interlinked components have at their censpeeaific research approach. Therefore, this
section serves to outline Research Design, Resdéetiods and Philosophical worldview to

gain an understanding of the best approach tod¢kearch paper.
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Figure 7: A framework for research [40]

T~

3.2.1 Research Design

From Creswell's booResearch DesigiB9], there are three approaches to research vaneh
available to any researcher. Before any reseanttegin, the researcher needs to understand
these different approaches and how they impaabbeall research design of any work.

The first approach iguantitative research, whidk an “approach for testing objective theories
by examining the relationship between variable40]] This research is commonly associated
with the sciences and engineering fraternities,intadse of the scientific method focusing on
numerical analysis. Creswell states that [40], tjtetive research usually has a predefined
structure providing a complete process on whatrihe@as used to obtain results and what the
researcher can determine from these results aatihgpit to the theory. Because this approach
is usually attributed to the sciences, the focusni®bservable events that can be measured.
This information can usually be summarised throagttistical analysis [41]. Pickard states
that to begin quantitative research, a theorefreahework is established from literature and
using this framework the researcher can state athgpis and variables can be identified [42].
From this hypothesis, the research aims, and obgscheed to be defined with an appropriate
research method chosen to collect the data. Datlgsas is done to determine evidence that
either supports or undermines the hypothesis [42].
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Quantitative research is thus the measurementtafaldained from certain observable events
that are then expressed as numbers and stati8gsThis type of research design does not
apply to the research in question because no nembkere measured during the research
period.

Furthermore, we have tlygialitative researclapproach which is an “approach for exploring
and understanding the meaning individuals or gragusibe to a social or human problem”
[44]. This research seeks to understand the vdlgpeazific behaviours in social systems. This
research approach focuses on phenomena in naéttialgs; hence, this research can create
complexities due to the various dimensions of asyés being researched. According to Leedy

and Ormrod [41], qualitative research can servemalyer of purposes:

Table 11: Qualitative Research Purposes and Dieinsit

Purpose Definition [41]

Descriptive Reveal the nature of relationships leetwsystems, processes and
people

Interpretation Gain insight into certain phenomema expand current

understanding of these phenomena by discoveringonellems

Verification Allows any researcher to test theidi®y of assumptions made

within the research

Evaluation How a researcher can assess the efeetss of policies @

=

practices within the field of research.

Yin [45] states that qualitative research has araathge due to the vivid descriptions that
come a real world setting where people are confitatan their natural setting. Qualitative

research does not involve precise measurementsnobers but looks to describe things that
occur in the real world with emphasis placed on linenan element and the first-hand

knowledge in the working setting [46].
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Finally, there is the mixed methods research ampreich is “inquiry involving collecting
both quantitative and qualitative data, integratihg two forms of data and using distinct
designs that may involve philosophical assumptemd theoretical frameworks” [39, p. 32].
This approach combines the approaches as menteanker to give a more well-rounded and
complete understanding of the research problenugfirdhe use of open-ended and close-
ended data. The purpose, therefore, is to combemethods to provide a better understanding

of the issue that is being researched.

A researcher’s choice of approach also dictateyfieeof research design. Based on the chosen
approach “research designs are types of inquirghiwithe approach that is adopted, these
designs dictate the procedure or the process dttiuly/ give a direction in the methods which

can be used in the study [39].

Table 12: Types of Research Designs [39]

Quantitative Research Qualitative Research MMethods Research
Experimental or nonf - Narrative Research | - Transformative 0
experimental designs : Case study research multiphase research
Grounded theory - Exploratory

This research adopts a combination of narrative Gas® study research designs. Narrative
research design systematically gathers a persopsriences as described by them and
subsequently analyses this information. This is lwoed with a case study research which

attempts to study a group of people to determimeggisations of the collective group.

3.2.2 Philosophical Worldview

A researcher’s worldview has some influence onrésearch and can assist when choosing the
type of research approach. Creswell states thatoddwew or paradigm is “a general
philosophical orientation about the world and th&ure of research that a researcher brings to
a study” [39]. The most widely discussed paradigmetude post-positivism, constructivism,
transformative and pragmatism. The definition, kmynts and main assumptions of each

approach are listed in Table 13.
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Table 13: Philosophical Worldview Comparison [39]
Post-positivism Constructivism
This worldview follows the process Humans tend to construct meanings
of making claims then adopting or discardinfgr the world when engaging with this world
these as the research progresses. There is a need to seek understanding
Absolute truth cannot be obtained.| of the context.
The data and evidence shape any The result of gaining meaning |is
knowledge. obtained through the interaction with the
community.
Transformative Pragmatism
Importance is placed on the study|of The focus is to draw from both
experiences of different groups whom “hawguantitative and qualitative, thus uses a
traditionally been marginalised” [Mertensnixed methods approach
2010] A researcher has the freedom |to
The focus of this research would behoose the techniques and methods that|best
on inequalities based on socioeconomsait the needs of the research
circumstances
Makes use of the program theory |of
beliefs — how the program would work, and
the problems associated with it.

This research makes use of the constructivism wignd because the research aims to gain an

understanding of the health system through intergotvith key personnel who actively

participate in the communities being researche@ rBisearch wants to establish context for

how to improve the district management system aovasous districts.

3.2.3 Research Methods

Research methods are forms of investigation withgearch culminating in data collection,

analysis and interpretation. Each of the reseaedigds mentioned in section 3.2.1 has their

associated methods. Examples of these can bersdaible 14.
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Table 14: Research Method Comparison [40, p. 45]

Quantitative Methods Mixed Methods Qualitative Mmth
Instrument-based . Open and close-- Open-ended
questions ended questions questions
Statistical ~ analysis - Multiple data forms | - Interview data
and interpretation . Statistical and text- Text analysis
Observational data | analysis - Theme or pattern
Pre-determined : Predetermined  anginterpretation
emerging . Emerging

Because of the nature of this exploratory reseayghlitative methods will be used to obtain
data and analysed to seek a greater understantlithg current state of the health system

management practices.

3.2.3.1Data Collection

To determine the techniques necessary for dataatmh a number of arguments have to be
considered. Sonnewald [47] states that interviawssairveys combined with observation as a
research method are necessary for studies lookingain information around an area of

interest. On the other hand, Wang [48] elabordtasdata can be obtained and analysed from
interviewing participants and observing them inittmiatural work setting in a multi-phased

approach. Based on the Literature of this studyiafight of the previously presented research
method theory, the best way to obtain data whitdngits to answer the research question

would be the use of interviews.

3.2.3.2Interviews

Tharenou [49] defines the outer limits of intervieypes as structured and unstructured.
Structured interviews follow a set of predefine@sgions, which are usually close-ended with
a certain order. Unstructured interviews thus tentlave open-ended questions and do not
necessarily have a set order. In between theseetivemes are semi-structured interviews

which use specific themes and trigger questiorguiole’ the interview while not having a set
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number of questions in a predetermined order teatiio be answered. Crabtree, as cited by
Tharenou [49], states “semi-structured intervievesquided, concentrated, focused and open-

ended communication of events that are co-creatdubth the interviewer and interviewee.”

The open-ended nature of semi-structured quesatios/ for better contextual data from
respondents. These questions are prepared in ashameg with cues to probe for more
information based on answers from the preparedtigmss Wengraf [50] has developed a
model for qualitative research which allows theesssher to design and analyse semi-
structured interviews by firstly defining the pugeoof the research. These interviews will be
aimed at healthcare workers at the district lewel will not involve patients in any way. The
interview is designed to ask questions in ordgéan an understanding of the current state of
the health care system. The areas which were a#tt@s the interviews will be elaborated on
in the Method section.

The structure for planning semi-structured intemgefollows a pyramid type model as
developed by Wengraf and can be seen below. Thenpgrmodel developed by Wengraf
demonstrates the development of how interview ptaprshould progress. The research
purpose (RP) or alternatively the research ainmaitely dictates the research, and from this
aim, a central research question (CRQ) or quesaoado be established. The RP and CRQ
are the backbone for an interview and need to bagit out and planned to have a well-
rounded interview design. The next level of thisdeloincludes the Theory Questions (TQ),
which are developed around the theory that has bsed in the research literature review.
These ‘themes’ aim to answer the CRQ. From thed&®eloped, questions are further distilled
into Information Questions (1Qs); which make up thierview schedule that is used when
interviewing participants. Any interview aims totaim responses through the 1Qs which allow

the research, to reach conclusions that answer@se
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Figure 8: Wengraf's pyramid model [50]
An interview schedule can be seen in Appendix E.

3.2.3.3Interview Analysis

Thematic content analysis is a qualitative methad“identifying, analysing and reporting
patterns within data” [51]. In other words, the lgse looks at the content of all the data and
attempts to group this data into categories ofagetthemes or phrases. The objective of the
thematic analysis is to note the number of timetageconcepts appear within the data; these
concepts can be dictated by the researcher arégbarch aim. Thematic analysis can simply
look at the number of times chosen words or phraggeear, or the data themes can be
identified which are either explicitly or implicytistated [52]. This second form of thematic
analysis is called conceptual analysis and is atifaéive research method. The qualitative
approach to thematic analysis is termed rationalyais and considers the relationship between

words and phrases [52]. This method looks to explloe relationship between the words and

phrases which are in the data.
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3.2.4 Sampling Procedures

According to Jackson [53], the researcher shod&tsa sample that represents a subset of the
research population. Sampling is the process aareser follows in order to collect
information from a smaller set of subjects. For $hady in question, convenience sampling
has been adopted. This sampling method collectsfdan the identified research population
members who are readily available and can parteipathe study. This method for sampling
has been chosen due to the study being isolatedittgle district, and as a side effect of this,
there were only a certain set of HODs and CEOs edutd be targeted for research.

3.2.5 Reliability and Validity

Gay and Mills [54] state that if a researcher'siptetation of the collected data is to be
considered valuable then “the measuring instrurased to collect the data must be both valid

and reliable”.

When looking at the reliability of interviews, Weaa§)[50] believes that it should be built into
the design phase of interview planning. When indésign phase, interview questions should
relate to specific theoretical questions. Howevermake the connections to the TQ less
obvious, it is necessary to separate 1Qs thateétathe same TQs. If this is done effectively
the validity of the interview is strengthened; heee if the participant becomes aware of the
relationship between questions, then bias will @aactor in the interview. To address the
validity and reliability of interviews triangulatiois a strategy that can be used [39]. Creswell
suggests that by obtaining perspectives from maltyarticipants in different settings then it
“can be claimed as adding to the validity of thedgt [39, p. 251].

The process described above is explained in fudbtil in Section 3.3.1.2 Interview Focus
with an example of how the questions evolved ardi@e4.2.1 which attempts to triangulate

the data from both districts during preliminary lysés.
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3.2.6 Conclusion

The work presented here seeks to investigate amdagaunderstanding around key areas of
our health system management structures and pescesbus, the use of semi-structured
interviews were chosen as the preferred methoduaf cbllection, with the intention being to
determine how the district health level interactwether levels in the health system. From
the above theory on differing research methodsirtethod that is defined in Section 3.3, is a
gualitative research design making using of semiestired interviews to understand the
current state of the district health system. Beeaugualitative approach was used for this
research the different purposes of qualitativearesewere all related to the research topic, this
can be seen in Table 15. The preferred methodteiview analysis will be thematic content

analysis, and this has been detailed in sectiod 3.3

Table 15: Qualitative purpose and how it relateth&research topic

Purpose Relation to this research

Descriptive The aim is to reveal the nature of nganaent in health districts

Interpretation How the current structure has cuéted in problems within the health
system

Verification To test the claim that problems stéom the nature and structure |of

management in districts

Evaluation Compare how management is versus wiegpadhcies are in place that

dictates management in districts

59



3.3 Method

When looking into how the study was conducteds inécessary to understand the aim and
scope of the research. This study seeks to gaimaerstanding of the current state of district
health management structures. It is believed tivaugh understanding this current state more
knowledge will be gained when looking into how thistrict health level interacts with other
levels of the health system.

The process flow depicting the Method for this gtedn be seen in Figure 9 over the page.
The focus of the research was to investigate aatysethe current health structures in place.
The desired outcome was to use best practice frankevo assess the Management structures
at a District Level and provide a proposed systeactire for the health system.

This section serves to highlight the actual prodeiswed by the researcher to execute this
research.

Phase One Determine the context for the research and estabiis approach best suited to
answering the research question through literateweew. This phase also consisted of the
framework development from best practice literature

Phase TwoDevelop the interview schedule for use in Disttidciased on reviewed literature.
Collection of data from pilot interviews in Disttit.

Phase ThreeInterview schedule modified based on the previaats dollection from initial
interviews.

Phase Four Data collection from District 1 and 2 based on téfned interview schedule

with more focus on the gathering information toegsseach district.
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Literature Review -
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health systems, the

context of the
South African
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A4

Framework |

Development

Research Design using
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interviews
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Semi-structured interviews
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anterview schedule addre
all the TQs?

Semi-structured interviews
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o District |
o District 2
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Interview Analysis and

»

Thematic Content
Analysis

>

—

Framework analysis of
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o )

v

Analysis of relationship
key themes

Discussion of results and
analysis

Conclusion &
Recommendations

Figure 9: Research method process map

61




3.3.1 Phase One: Literature Review and Framework Devetopm

To begin the study various literature was usedttesstand what a health system is, the context
of South Africa’s health system — including the ldrages that had to be addressed due to the
historical imbalances under Apartheid - policy doeuts relevant to the focus area, horizontal
and vertical programme analysis and finally leadigrand management in health. From this
literature, preliminary areas for greater focusevaoted and used as the areas for the TQs that

were to be used in the interview phase.

3.3.1.1Study population

The research was carried out in two districts whethécs clearance was granted. The study
focused on the management structures within theaifealth system. There was no patient
interaction during the research process. Indivisliralpositions relevant to the research were
interviewed; the interview list detail can be séersection 3.3.2 Phase Two. Based on the
Yin's understanding [45] of qualitative researdhrgterviews were to be carried out in a setting

that was familiar to the participants. By using tv@eearch districts, in two different provinces

allows the research to address some validity coiscbecause the data has come from two

different sources whom did not interact with onetaer [55].

3.3.1.2Interview Focus

The open-ended nature of semi-structured questadlosvs for the collection of better
contextual data from respondents by allowing infation to flow freely from the source. These
guestions are prepared in advance along with cugsabe for more information based on
answers from the prepared questions. In this w#grmation may be gathered organically
with little interference from the interviewer hovwerthere is room left to guide the process as
necessary to access information that may proveulugéiis is constructive to this research as
it allowed the researcher to first gain an unvdmeisunderstanding of the state of the health
care programmes in place and then follow through amy potential leading questions to gain
insight into possible problems and knowledge gaps.
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The areas of focus for the interviews at each lavghis moment were identified as:

Information transfer

Financials

Corporate governance

Quality management

Human resources management

Supply chain management

It is important to note that these were initialeer®f focus based on the literature. The above
areas were assessed as the interview process geocddnese areas were investigated for how
they are imposed down the chain from the Natiorgpdtment of Health all the way to site
level as well as how they are reported back ugtizén in the health system. This was done to
analyse whether the focus area is situated atigiw level and to determine how they are
executed in the system. Below is a diagrammaticesgmtation of the research framework

looking to understand how the above areas flow betwthe levels.

Imposed
Down
National
Department
Provincial
Department

District

Sub-district

Site

Reported Up

FigurelC: Initial Research framewo
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The researcher has made every effort to construgliadble measuring instrument, exploring
the nuances of questions that reliably allowedwdlelity of the respondents’ answers to be
revealed, without being coloured by the researshmsn unconscious bias. An example of this
is evident in the first draft of a questiofWhat are the problems in the system and distri¢t?”
which when reviewed, could be considered biasedhasvord “problems” implies that the
system is inherently flawed. It can be consideodoe a leading question, as it is unlikely that
someone would respond without focussing on thein guoblems with the system. The
guestion was examined for bias and rewritteri\&hat is your background and describe your
role in the district?”which was more neutral and allowed for the inmees’ perspectives to
be revealed validly, without implied bias in theegtion. The researcher was very conscious
of not ‘constructing answers’ but rather of allogithe nuances of interviewees’ answers to
reveal any challenges (or lack thereof) that mayehaeen present in the system. Building
reliability into the questions and being awaread avoiding) words that could be described

as ‘eliciting a biased response’ was at the forefad the researcher’s mind [54].

The researcher focussed on building the intervmslst(questions) of the research to fit this
criteria by devising questions such ‘@w do you believe your role fits into the whole
system?”which were transferable across structures andirmistances. The same questions
could be used in various and varied situationd) witerviewees from different stations, levels
and institutions being questioned using the sanestopns. This allowed for cross-referencing
of their responses that revealed the state ofytbtes, as it were, at ‘the coalface’. Building a
clear picture of the system only by using similamenents allowed the research to reveal

patterns in the system from the research districts.

In this research the researcher stuck to TQs ssfthhet is currently done with regards to the
improvement of service delivery® narrow focus on system improvement topics and ho
district management strives for improving serviediwery. Again, this led to less biased and
more reliable data. An 1Q such a#/hat kind of interaction do you have at provindeaiel”

reveals an aspect of the TQ because in order toowepservice delivery it is necessary to
understand how the levels of management interatimihe system. Linking the 1Qs to the

TQ again allowed the researcher to stick to theitaiflhis research, without creating bias.
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3.3.1.3Framework Development

Part of the literature review was researching Wirat of frameworks are used for management
in healthcare. The frameworks found which bestiseds/the needs of this research — The
National Core Standards from the National DepartneérHealth and the NHS Leadership

framework — have been outlined in Section 2.7. Ehame consisted of adapting these

frameworks for use in this research study.

3.3.2 Phase Two: Semi-Structured Interview Developmedtlaterview Round 1

3.3.2.1Interviews

Interviews were conducted over a series of rousdb@research progressed.

Round 1 focused on District 1 and Academic Seatoves] as the pilot for the
study
Round 2 focused on follow up for the District 1 dbidtrict 2 (Section 3.3.3)

In total semi-structured interviews were conduetétl fourteen people, including two hospital
CEOs, three academics in health research, seveittdiirectors, a sub-district manager and
the district manager of District 1. Some particiggamere interviewed jointly, and the
interviewer posed the same questions and notedvidudil responses in the interview
transcript. Round 1 consisted of six interviewsirfof these with directors based in District 1
and looked at gaining insights into the distridcteTfemaining two were discussions with health
research professors to better understand the dooftéxe health system in South Africa. For
the interviews isolated to District 1, the purpases to get an understanding of the current state

in this district, with questioning focused on thheas mentioned in Section 3.3.1.

3.3.2.2Data collection

Interviews with the key personnel in District 1 weronducted, using the interview schedule

developed from Wengraf’s algorithm [50] seen inti®ec3.2.3.2. All of these interviews were

recorded with permission from the interviewee tdipgoate. These interviews tended to lean

more towards the unstructured type of interviewhvtiite Theory Questions used to guide the
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guestioning during the interview to ensure that tihygic for this research remained at the
forefront. During the interviews, written notes weaken to ensure the correct context of what

was said was taken into account when interviews dater transcribed.

3.3.3 Phase Three: Interview Round 2

The second round of interviews were a mixture 86% up interviews with participants from
District 1 and new participants in District 2. Timterview questions were adapted after the
pilot interviews in District 1. District 1 consistef follow up interviews with questions from
the pilot only being asked if clarity was needddeehe adapted questions were asked in the
hopes of gaining new insights. The questions pts@articipants in District 2 were the same

guestions that questions that were asked to Didtparticipants.

Nonetheless, based on round 1 of the interviewls fwitus on the previously identified areas,
the interview schedule was compared to the TQstlamdhterview schedule was adapted for
round 2 of the interviews. The focus for round 2mded to lines of communication, the HR
process, the authority that the district level basl the effects of vertical and horizontal
programmes on the operations of the district. Qémuring round 2, the questions from the
round 1 were posed to the interviewees in Diskit provide comparable data. The additional
guestions for round 2 followed a more unstructusipgroach compared to round 1 as new

insights were sought based on new literature atedvilewee’s responses to questions.

Due to the time it took to get approval for condugtresearch in District 2 and looking into
more South African healthcare literature it wasassary to conduct follow up interviews in
District 1. This was done to get clarity on new sfuens which the researcher felt were
necessary for the study. District 1 was the on$riit to have follow-up interviews because

these questions were included in the interviews\lesie conducted in District 2.

3.3.4 Phase Four: Data Analysis and Framework Analysis

The interviews were listened to on a number of sicees for the purpose of analysis but all
recordings, names of interviewees and their posstiare kept confidential throughout the

research. From the listening of recordings, it wigsided that for further analysis, the
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interviews were transcribed to extract the comninmmtes. As stated by Gill et al. [57] based
on the work of Pontin [58] by transcribing the rested interviews this provides a record of

what was said in the interview and thus protectsregj bias.

The analysis looked for the common and reoccurttiegnes present in the interviews. From

the transcribed interviews, data was collected ih&following areas for comparison:

The structure defined by legislation (on paper)edasn policy documents

How the structure has been implemented

The constraints of the person’s role and the bnosyglem — what can and cannot
be done at the level

Inefficiencies of the structure

Extra important information

Tools for improvement

Horizontal versus Vertical programmes

For each interview, the themes were tabulated topewe ideas across different district
interviews. An example of the table used duringlysisi can be found in Appendix F with
snapshots provided in the results section. If thexe any occurrence that related to the above
comparison areas these were directly quoted it@tialysis table. From this content analysis
and the framework considerations within the LiteratReview, the research framework was
finalised. This research framework was used tosasHee districts who participated in the
research and the results compared between théltveathemes chosen for interview analysis
were identified from the interview responses. Thaiffered from the focus topics from which

the interview questions were developed.

To resolve the potential issue of comparabilitywsetn the different interview schedules, the
preliminary analysis would focus on grouping themooon questions asked across the
interviews and tabulated the responses. This has laborated on in Chapter 4.2.1
Preliminary Analysis. From the preliminary analyaisumber of key themes emerged when
comparing the interview responses. These themes mdrinto a relationship diagram in an
attempt to understand how the themes were intesmiad.
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Once interview analysis was completed, the reseambted the important observations that
came about from both of the districts. These olzems have been grouped around areas
which were revealed in the interview analysis, ngme

The structure of the health system — both natiandldistrict.

The human resource process that was communicatbd interviews.

The flow of information upwards and downwards ia tealth system.

By comparing the common interview questions andéesponses received the aforementioned
observations were able to outline and filled inngsmultiple sources of information which

demonstrates a form of triangulation in the study.
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4 FINDINGS AND ANALYSIS

4.1 Introduction

Once all the interviews had been transcribed, pielry analysis comparing the interviews
against the common questions was carried out. Ehisnanalysis a number of key themes
stood out and these were grouped when performiegthlematic content analysis. The
categories which the analysis was group form tresbef the discussion in chapter five are
focused on the health system structure based asidegn and how this structure has been
implemented as well as the constraints and inefiicies, which are experienced at a district
level.

This chapter has been laid out in the following m&n

The chapter opens with preliminary interview analywith key notes from two
interviews across the common questions.

From the themes that came out of the preliminaigriurews a relationship diagram is
provided to look at the interdependecies of thendns

Following this relationship diagram, thematic cantanalysis was performed using a
number of categories to organise the importantsifsten each of the interviewees.
The next analysis that was done, was a depcititmeoéomplexity of the health system
using all the notes from the previous analysis.

The next section explores observations from litegatnd interviews, this section is
split between the structure of the health systlmhuman resources process and how
information and communication occur in the resealiskricts.

The penultimate section is the results of the éawrks mentioned in Chapter 2.7. The
National Core Standards and the NHS Leadership éwemk were used to assess each
of the research districts.

The chapter ends by looking at the relationshipvben the identified constraints and

inefficiencies from the thematic content analysis.
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4.2  Interview Analysis

The analysis of the interview was split into twapés, the preliminary analysis looking at the
interviewees responses to the common questionsl asktess many of the interviews. From
this analysis the key themes that emerged wereggubto form the categories of the thematic
content analysis. Thematic content analysis ie#nod for analysing qualitative data focusing
on identifying any patterned meaning across tha sktt[56]. This section focuses on analysing
all the interviews that were conducted and groupgdatp under the common themes that

emerged from the preliminary interviews analysis.

4.2.1 Preliminary Analysis

When first organising the interviews the commorimiew questions that were asked across
the interviews were tabulated along with importaotes from the interviews. The questions
that are displayed in the table were not askekarekact format during each interview because
of the varied responses given in the semi-strudturerviews. An extract of this analysis is
displayed in Table 16 which is a part of a largamtent table used in the research. Because of
how the interviews were conducted, split over teords, the common questions asked in the
interviews were used as a means for triangulat®h §nd the findings displayed similarities

during the preliminary analysis.
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Table 16: Key notes from interview questions

Questions

Interview 1

Interview 2

What is your background?

Medical doctor

Nursingaadion then into management

Describe your role in the district/ regio

nAdministrative  director (located
district level)

11 key performance areas

atRole — Regional

q

Health manager (located
subdistrict level)

at

How do you believe your roles plays

the whole system?

ifPlays a broad role because director in

they believe the more on the grou
management is then it allows the facilit
to feel supported

district wants a more hand on approact

titart of the management team which deals
1sarvice delivery issues and attempts to rectify
nidnprove services applicable to region

es

with

and

What kind of interaction do you have

provincial level?

aPolicy instructions, reporting

Instructions contenfi the executive but if th
region isn’t equipped to provide the service the

Is not implemented

How do you receive feedback from low
levels? Are their control mechanisms

place?

elfrom sites but sometimes it is a strug

ibecause district is at times bypassed

(@ost centres report back who report back he

heystem data and any issues experienced.

ni

alth
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province communicates directly wi
hospital CEOs

Engaging with sites with hands-(
approach to get them to try includii
district when communicating direct

with province

MManager provides feedback to higher ley

fortnightly.

DITontrol mechanism for patients to report compla
g
y

Describe the reporting process

Consolidated atriatistfollowing a

standard process

q

3

Standardised process which flows up from
Sense that this process is more adhered to in

region but no proof of this from interview

els

nts

ite.
this

How do instructions filter down & u

between levels?

pUsually flows down from provincial an
district relays it to site but sometim

district level is bypassed

dReceived from executive director who is under
elocal government banner. No information ab
interaction with the provincial side of the struetu
The Executive director is ‘2’ levels above regio
manager who interacts with unit heads and regi

managers.

the

put

nal

pnal
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What could be decentralised to t
district level and what should remain

other levels?

How do health campaigns/ vertic

programmes affect and aid the system

Should we be focusing more on t

overall health system or vertic

programmes?

h8ome authority and decision makingudget process has been decentralised — |cost
ahould be situated at a district levetentres highlight priorities of the year to the
Decentralisation would work withregional office, but then individual needs and
delegation so district can work better | community needs are assessed
Facility administrative decisions shouldn't pe
centralised at regional level. Facility managengeha
to take responsibility.
aBudgets get cut and money rerouted faddressing historical balances comes through
%omething else such as a ngmdical health programmes, some areas will facus
programme. Feel as if it negativelynore on a specific programme. However, funding
impacts district because they arendf NGO has changed process — filters through
consulted. NDoH. This has aided system because the NDoH
are responsible for people’s health and is an attem
Can be confusing with programmel® eliminate parallel funding and duplication |of
within a program itself NGO work
h€onsultation with district would aid theApproach with a single custodian of NGO/
abystem cause then they can be proactim®gramme funding has made life easier
if budgets get cut (implied...)
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What are your thoughts on the NHI?

Budgets nedxtiigured out because
you want to implement NHI these will b

stretched

ifTalk of creating a single public health system
g/ears but it hasn't been realised and it has [
costly to the country. Moving towards NHI w
mean that than all health information is collec

under one roof.

for

heen

ted

Do you share best practice betwe

facilities in your region/district?

eome sites are better performing so th
is an attempt to transfer learnin

between facilities

giacilities and there is an attempt to share thiha

gfgchange ideas about what is happening at diffe

meetings.

rent

Is there duplication of work in you
region/district? Reference to researg

paper that was found.

rBelief that they are doing the same wz
hthat is also done at provincial leve

evidence of duplication in the district.

Duplicate instructions are communicat

pilkvidence of two parallel processes in district veh

einstructions can come from — provincial and th

local government, which provide services to

same communities

ed
d.

er
en
the

because sometimes district is bypasse
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After all interviews were tabulated, key words gotlases across the interviews meant that, a

number of themes began to emerge:

Resource Allocation and Capacity - - Centralisation

Structural Issues Information Flow

Key Themes
Authority and Influence

Communication Gap

Implementation vs Evaluation and Monitoring
Vertical and Horizontal
programme focus

Figure 11: Key Themes Mind map

With these key themes, the researcher attemptaaderstand how the themes were connected
in the context of the research. Because the atm®fesearch is to understand the current state
of the district management system and how it iktsravith the levels above and below, the
relationships of these themes were modelled inteamat to look at the interdependencies
between the themes. This diagram provides a glinmps¢he complexity of the health system
in South Africa. The diagram made use of the rasps and discussions that were had with
the interviewees. The interactions between the dsenere partially classified as either having
a positive or a negative response to the blockeme which is impacted. For example, at the
site level where the system sees the greatestraesoanstraint this is negatively affected by
the centralisation of human resource delegation auttiority situated at Provincial level.
However, centralisation at the national level pdeg a form of control over the system which
allows the department to strategically push dowlicpdo the whole country in an attempt to

improve the overall healthcare system across a euofifacets.
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Why?
- Control mechanism over the
N egative entire system and a way fo Provincial and National should
llilsglscts;r;d '?v;:r prevent corruption be monitoring
Vi ul
implementors J v =
Centralisation at Higher Why?
levels Effort to standardise the system through these
(National & Provincial) strategies:
District Health Package
Negative Primary Health Care
National Core Standards
Positive
Tools developed to standardise
Authority Healthcare
Ineffective Communication
) Information is pushed down to
Negalive lower levels
~
Negative Negative Why?
1. HR approvals at higher levels mean lower levels
Structural System Issues - have less control over what happens on the front
line.
Y, 2. Vertical and horizontal programmes divert focus
k__‘ Resource Constraints &
Negative /’_— Capacity Effectiveness
Positive
o
Negative
Negative
Horizontal and Vertical
Programmes
Programmes are pushed down from the National
Department which diverts resources and capacity
especially due to number of initiatives
70
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4.2.2 Thematic Analysis

During the preliminary analysis of the interviewsvas evident that a guiding structure would
be required to organise the data points. As therviegwees were asked about the challenges,
they faced on a day to day basis it became evidemt their answers that a number of areas
impact their efficiency and the ability of the dist. Combining the preliminary interview
analysis and the relationship diagram of the keyniéss, a more in-depth analysis was required
of the interview data. Thematic content analysis wlane for each of the interviews and

revolved around the following categories:
The structure defined by legislation
How the structure is actually in place
Constraints, what the associated can and cannot do

Inefficiencies

Appendix F contains a blank example of the docuntiesit was generated and snapshots of
what was filled in for each of the interviews. Té&ta that was filled into each of the blocks
contains key words, quotes and notes from theqiaatits where relevant to the categories in

the first column. Snapshots from the various caiega@an be seen in Tables 17, 18 and 19.
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Table 17: Structure Thematic Content Analysis Shaps

Structure defined on paper

D1

D2

D3

All processes have to go throu

approval, and this is an area whenee considered carefully

provincial gets involved often

- from District Manager it goestpInfo has to go through the DM,

the Head of Department
- then it goes to the MEC

the ball rolling (both set up and

- Butit may also need to go to theconstraint)

chief director for approval

should be comprehensive

director can't go to Province first to get

Department is of the opinion that care

giset up of sub districts and districts hag tistrict is set up in such a way that they
have influence of the budget and who

gets what and how much
soStructurally set up like this

aDistrict Health package (look into): (c3
also be a constraint)

facility level
- district hospital must hav
certain equipment for th
institution to be called a distrig
hospital
- regional, tertiary and academ

which type of equipment yo
can have

so, if your document plan was based
making sure you have the minimu

according to the basic district hea

forward

- determines the equipment that
must be/ basic equipment per

— (D (D

hospitals also have stipulations

j—

ic

on
m
th

package it would assist planning movipg
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How it is actually set up

D5

D6 and D7

We currently have a system where they instructmmgpolicy
come directly from provincial but also get the sanstructions

from district

"Got it from the province, got it from the distrighd got it from
the programme manager, so | got it | think here
'What actually happens is that the policy comemfraultiple

sources - Provincial and District this set up Boahn example

of inefficiency.
Hospital CEO - role is more like a bridge betwethe
operational and strategic systems

From the organogram - there is also a unit whicildeith a
'6th' unit which deals with QA,
communication

The CEO needs to deal with more operational aspebish
includes weekly meetings with the departments apdnting to

district. District makes use of their own reporésause they usge

their own.

CEO is able to follow up with District when theyetefeedback
about their reports

info management angqcess for infrastructure but it is not adequate

Access to facilities falls under infrastructure

1. National level has a policy framework for howuydevelop @
district health system which is about the primagglth care service
within the district

District = a geographical area which is containdithiww the municipal
boundary

District Health Systems endeavour to create aigrated approach t
health

Use demographic disease profiles are not so aecowd they at leas
use these for resource allocation, allocation mexgrovince
division of revenue

Community involvement - supposed to work with tleenenunity in
terms of planning at the ward level or the catchnpapulation. IDP

Health is a bit different and includes inputs frother department

such as Water & Sanitation, Energy etc.
- some of these inputs fall under local govt competen
while others are Provincial competencies

O

—

U7y
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HOD of units at site level are situated at Proahtgvel Management structures:
- joint management team, who meet once a month batif

NCS is not being instilled properly at the sitedevdelegation there are any special issues to discuss, quargrigws or

is not sitting at the right level - links to corsstrts when province has something to present or a tretiblet
something.

HR Process: Recommendation to fill positions> tcstiiit - sub district level, who have joint sub district mgament]

manager for support > HOD has to approve > chiefodor, HR teams, a provincial manager works with sub district

management, then chief director and DDG of finahaee to managers; should meet a min of once a month (cands

approve when basis), the district hospital located in a-diglrict is

the responsibility of the sub-district manager
Communication comes from 2 source - Provincial Bistrict

which causes duplication .
These managers also need to meet with the locdl mamager &

province manager

at the district level -> there is a meeting heldhwsubdistrict
management team, partners and district manageamt Wwhere the
framework is set about how exactly the programmikebeirolled out
within the district. Different 'owners' of prograrmemin the differen
facilities but with the same tools & criteria > stkard processes with
the same tools in all facilities

Office of Standards & compliance:
- what it does is facilitate management and localellev
managers and actual service providers to see mewdool
to ensure that the standards and norms set ountetre
- local level complainant's mechanism but there aneraber
of levels: city, provincial and national level foomplaints

The district health council has an oversight roléTBat the same tim

U

it is an advisory function
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Table 18: Constraints Thematic Content AnalysispShat

D2 D5 D8
As a province there is 18 sub districts butxecutive support unit which doesn'tStructure needs to be clarified at each level -
only 1 is functional - Bushbuckridge _provincial, district and sub district

- only functioning sub-district N@ve @ manager, but this unit |i$ 5ca) government is covered by SALGA
because previously it was |gesponsible for QA, info managementagreements with organised labour

District under Limpopo ,
and transformation. Reason for %\ppointments are done separately
Primary care the district has a full packaggonstraint is because these areas arfen't

- HIV Budget is another vacuum, money collected| by
- TB managed by anyone although they atgyional level and then allocated to the province
- Mother and childcare aspects which interact with District | in terms of health; provinces within their
All dictated by the provincial and nationgl jurisdiction will divide their portion
levels ) , - question of equity
The hospital should have an assistant _  gjze of the clinic, programmes run in the

(%)

Constraints (what can vs whatSub  district managers do not hayéirector which is not in place in th ward all need to be taken into accolint

information managers, this causes issuesfaCi"tY' . ) when dividing the budget
- data register arrives at district late0SPitals take the policy and tailor

- therefore, decision making is dondheém for their own conditions. compliance issues with facilities, inspections are

cannot be done)

late However, this could be a constrainone by National and Provincial.
because this creates some extra work
Finance delegation done at district (tq [T the operational level Decentralised vs Centralised decisions:
degree) but this impacts the job of directors Need to instil discipline around HR, i.e. therais

who do not have sub district manageré/orkload of direct reports and theneed for better management/leadership and Igwer
gglov;/ them; the work then shifts to the,sormation that they need to report levels in the system.
irector

- de-centralise spending categories Public vs Private:
instead of an amount? Because public services can be obtained for [free

people with medical aids are skewing the actual
data for sub-districts if they use public servioe [f
some services and private for others

this is an area the NHI can be seen as a benefit,

using data to drive efficiency.

81



Table 19: Inefficiencies Thematic Content AnalySigpshot

Inefficiencies

D3

D6 & D7

Information can come from multiple sources

- duplication of effort and instructions
- through department circulars
- also, from the Chief Director via email

Governance and communication notes

Leadership should be included to try identify thep
(suggestion from Director)

Governance can be split into clinical governancd
management governance

One thing that is lacking is leadership management
In Ehlanzeni, they are studying the duplication
functions

- some

been taken back

Impacts the job of those at districts and at facigvel

- documents have to move from facility to distrjct

or sub districts

- then it is taken to the head office until the lagtrocurement systems important and have big issueafts for

person has signed it

- then it comes back to the institution fopr

implementation

clinics are still unde
province/municipality, but these have sin

Provincial and Municipal responsibility needs to Oearly
defined
e.g. inter facility transport - who is in chargetlois??

National has got certain processes and they hametingng for
the past 10/15 years to enforce what the distnizist do ever
though there is fragmented and there might be Boaities
9 providing services to come out with an integratistridt plan

@the District Health Council and the Section 79 cdttea are
parallel functions which may have similar roles 3
responsibilities (check this)
(‘)‘§o, they have to learn to define in greater desailthat wher
we are measured against [other districts] they taay X won't
"have this"

ce

- define every but to compare apples to apples

- there is a problem with reporting and definitioorfr
district to district and province to province

health services
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The categories from the thematic content analyse been further distilled into two unique
banners which will form the basis of the discussimiChapter Five. The first banner is the
System Structure, which is a combination of politgfining structure and how it is set up
which contains aspects on information flow, auttyoand influence. This was chosen as a
banner because upon preliminary analysis the ateméoned aspects all related to how the
system has been structured. Under this first batieekey themes that emerged included:

The current centralisation of approvals requirednfithe provincial level.

The information flow up and down the system terudisd slightly disjointed.
Fragmentation caused under Apartheid, and the dispaystems that were in place,
are still problematic.

Disparate systems that create duplication of work.

The authority and influence of each level.

The second banner is split into the Identified Gansts and Identifed Inefficiences. These
have been grouped together because the some obiséraints and inefficiencies that were
communicated to the research are interrelated.idémgified constraints and inefficiencies at
the district level are a view of what is experieshaethe current system. Therefore to support
the discussion chapter it was necessary to groggthier quotes from the interviews which

provided insight into this banner.

Table 20: Banner One — System Structure Quotes

Health delivery is the competence of Provincial Aladional — D5

“Local government it's a sphere closer to the peppihy is it not actively participating at the

national structure where policies and everythinglbeen decided upon because it does have an

impact at the local government level” — D8

Supposed to work with the community in terms ohpiag at the ward level ir the catchment

population — D6

Standardising care in a health system has comedatause of HR and finance constraint —|D9

1%

Health is a bit different and includes inputs frother departments, [however] some of thest
inputs fall under local government competencied|endthers are provincial competencies. -
D5
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“[the] district health system endeavours to creaiéntegrated approach to health”- D5

“strategic leadership and general management afiitect as a whole™ D7

Structure should be the same nationally — D6

The acts which are in place are useful systemsnomse pilfering and corruptions but can b

constraining when it comes to emergencies — D6

e

The province has a very big head and the teanrysshen. We are not given a chance to do
anything — D2

“[The] structure is inverted with to many managatshe top of the system and only one at t

implementation level” — D2

[As hospital CEO] my role is more like a bridgeweén the operational and strategic — D5

Metros are seen to have more money so may be gimafier portions by Provincial — D5

Need to instil discipline around HR, there is achéw better management at lower levels in
system — D8

No one audits the district management system — D9

Local management are not empowered to do things,

Lines of authority for lower levels of the systeavh to wait for the bigger structures —D9

Lack of commitment and support [from higher leveld)1

We need to get rid of fragmentation in the distiéstel we need one authority — D5

the
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Table 21: Banner Two — Constraints and InefficieQuotes

“provincial [department] is not proactive” — D1

“There are two apparently conflicting approachewlich countries should give careful
consideration ... The first, generally known as therizontal approach’, seeks to tackle the
overall health problems on a wide front and onregterm basis through the creation of a syste
of permanent institutions commonly known as ‘gehleealth services’. The second or ‘vertical
approach’, calls for [the] solution of a given hbglroblem by means of single-purpose

machinery.” — [22]

“the organogram is supposed to be tapering atojie + D3

“[the] set up of sub-districts and districts haséoconsidered carefully.”- D5

“lack of commitment and support” - D1

“come and rescue the situation [at facility levelD3.

“the problem with the way information gets cascaftkxvn] to the lower levels” — D1.

“we need people in [positions] so they can be [hattountable” — D2

“there is a difference in performance for appointedsus acting employees” — D6

“there is little room for improvements because gvane they withdrew, they start afresh with

something else while the previous issues have eent laddressed.”- D1

“There is fragmentation in the district level; weed one authority which may enable a better

functioning district.” — D5

“How do we begin to develop a system? [With] bré@ineworks which can be adapted for low

levels.” — D5

m

er

There is enough work for everyone, and the quabityld be improved, but the most gains coulg

be had at the facility level if we (district) arelato allocate our staff.”- D5

“How do you begin to develop a system? [With] brd@sneworks which can be adopted for

lower levels” — D5.
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“How do we facilitate service delivery if increagithe staff is not the ideal solutions?” — D5

But if | am able to appoint doctors and nurses tiheswould make sense as it is the core busirn
for Hospital CEOs — D3

Delegations are not helping me implement improvenrethe institution — D3

As a CEO you are more empowered than a directorméialy consolidates reports and sharing
this information with the above level — D3

System development is challenging when you havaditional constrained environment like oy
- D6

We should not have vertical programmes — D2

Province does not see the bigger picture — D1

Province is supposed to be monitoring and disigsisupposed to be implementing — D1

€ss

)
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4.2.3 Complexity of the health system

The next set of analysis that was done was a depiot the health system about the interaction
between levels of the health system from the Nati@epartment of Health all the way to the
site/facility level. The blue arrows depict thevilaf communication and information down
each level and how some levels are skipped whemoncation takes place, when provincial
communicates directly with the site level. It ispantant to note here the blue arrow between
the District level and the Site level, this hasrbeeluded because in District 1, there is no
functioning sub-district system when compared tostiit 2. Therefore District 1
communicates directly with the site level. The gwandotted line arrows depict how
information and communication flows back up thetays It was found that the health system
has a standardised reporting process whereby iattwmfrom a site level flows up through
the system by a specified date within the monthefmort on necessary information such as
patient numbers. This was the same in both distvidth the difference being that District 1's

facilities report the information back to the distioffice.

A necessary inclusion in this diagram is the ‘agtarhich have been included at Provincial,
District and Sub-District levels. Through the iniews it became increasingly obvious that
the health system is a complex system but sombisfcomplexity has been built into the
system with councils that are situated at thesel$eDistrict 2 also highlighted that because
the district is a metropolitan district which indks a local government that there are two

councils which are located at this level.
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Figure 13: Health System Complexity Diagram
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4.3 Observations from Interviews and Literature

4.3.1 South African Health System structure

Based on the literature and interactions from titerviews conducted in both districts the
structure of the health system in South Africa barcharacterised by the following simplified

figure:

Figure 14: Simplified Health System Diagram

South Africa has one governing national departroéhealth at level one, with nine provincial
departments — one for each province — underneaktvaktwo. Within each province, there
are a number of districts forming level three of tiealth system, each of which has its own
health management team. There are 52 district®inhSAfrica. Level four is located at the
sub-district or regional level — differing termiogly was used between the districts -, which
are areas demarcated geographically within a distself. The final level of the health system,
level five, is the facility or establishment lewahich is the frontline of the health system where

the population interacts with healthcare.
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However, at the district level, there is added clexipy at each district - a mixture of district
and metro municipalities each have a different neimif sub-districts. The districts that
participated in this research have four regionssifi2it 1) and seven regions (District 2)
respectively. It is important to clarify here thatdistrict and a sub-district are defined by
geographical boundaries and are thus determinedhleye they are and not what they do. At
the site level of the health system, there arestimated 4200 public facilities, that serve a
population of more than 55 million people [8].dtimportant to note that people who belong
to medical aid schemes still have access to thigmdyvice and are thus part of the population

which the public health system serves.

4.3.2 District Health structure

As the DHS is seen as an integrated approach,niedgssary to define the organisational
structure that was communicated to the researoter District 1. At the *head’ of the district,
there is the district manager who is responsibletlie “strategic leadership and general
management of the district as a whole”-.hder the district manager, three directors repor

directly to the district manager. These are:

Admin director, who operates in the realms of fcmnhuman resources, strategic
planning and monitoring and implementation.

The deputy directors of finance and corporate ses/all under the admin director’s

structure.

The primary health care director, who is in chasfithe implementation of the full
PHC package for the district.

The hospital services director who is in chargethaf hospital services that are
provided in all of the districts.
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Figure 15: District 1 organisational structure

The communicated organisation structure of Disfriptompted the researcher to look into the
organisational structure of the provinces thatipigdted in the research. From these two
organisational structure diagrams we can see thidasities and differences between the two
provincial health departments. The Mpumalanga depart, Figure 16 has directors for the
following departments:

Finance

Human Resources

Risk and Internal Audit

Health Care Support

Infrastructure Development and Technical Services

Integrated Health Planning

Clinical Health Support

A number of these heads of department have regaditias to primary health care directors,
district managers and health programme managers.
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In contrast to this the Gauteng provincial, Figlifedepartment has the following departments:

Information and Technology
Operations

Human Resources
Corporate Services

Finance

Facility Management

Under these departments there are managers sonteabf correspond to the same areas that
are within the Mpumalanga health department. Howgwerhaps the major finding to come
from looking into these organisational structureshiat although they are at the same level —
Provincial Departments — there organisational stines differ from one another. For example,
Gauteng has an IT department looking at technolaggl systems and specific health
programme managers. On the other hand, Mpumalaaganlore a broad health programme

manager and no IT department.
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Figure 16: Mpumalanga Department of Health Orgdinisal Structure [59]
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Figure 17: Gauteng Department of Health Organisati&tructure [60]
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4.3.3 Human Resources Process

It needs to be noted that at the time of reseandhwhen the interviews were conducted, the
hospital services director was also fulfilling tleenporary assignment of hospital CEO, as the
previous CEO was promoted to a provincial position.

This scenario provided an opportunity to explore llee system is set up for human resources.
From the interviews conducted, it became evideat the human resources process is one
where inefficiencies and constraints exist in th&tams of both districts. An overview of the
process was compiled from the interviews and isatieg as follows:

1. Identify the availability of funds.
Request for an advert, which is then sent to tbeipcial department.

3. The head of the department — located at provireiadl — has to sign off and
either approves or denies the request.

4. If approval has been received, human resourcesgearent and development
generate the advert.

5. Advert goes to the public.

6. Applications go either to the district office oetprovincial level.

7. Applicant profiles are processed at the provintgakl and then sent to the
district.

8. The district needs further approval for a panedview to be conducted.

An appointment letter is sent out once approvatherappointment is given by the head of the
department. The above process reveals that therhtgsaurces is centrally controlled at the
provincial level. From a management perspectiveaites sense to have part of the HR process
centralised at a higher level. This allows for pnaial to have an overview of the number of
health professionals at their disposal and thusggthem the ability to formulate a plan for

distribution across the districts, in an attempaltocate the resources as evenly as possible.

However, it is not clear if this distribution iseih revised and there is a need to look at the

constraints of this process to fully understand twHild processes should be located at which

95



level. As this research is focusing on the manageatea district level, the needs and resource

allocation at a facility level were not looked atgreat detail.

4.3.4 Information Flow and Communication

The information process flow is in place for thetdcts that participated in this study. This

process was outlined by various participants.

Information has to reach the sub-district officethg 6th of the month from the

facilities.

The information gets processed for all the faeiitin the sub-district and sent to the
District office by the 9th.

The District office then consolidates this inforinatand sends it to the Provincial

Department by the 12th.

Finally, by the 15th of every month, this infornmati should reach the National

Department.

The type of information that gets reported to ebmrel includes patient numbers, issues
experienced at the facility level, number of pasewho have TB, patients on ARVs, PHC
issues, length of stay and number of children imsath This information feeds directly into
the health programmes that get implemented in yisées1. The horizontal versus vertical
program analysis has been included in Section &8nstraintssection. What is important
here is that the process for information flowingthp system, should be the same for each
district and province. This process is the sanmth District 1 and 2, however this was unable

to be verified across other districts, as they veerside the scope of this research.

The national department has a key project, whitth femder the banner of Health Information
Systems Program — tidational Health Information Repository and Data \Waouse Project
This project hopes to have an integrated reposftorrealth indicators and informationhis
ties into the District Health Management Informat®ystem (DHMIS), which is a system that

contains statistics relating to health used inghklic sector to track health service delivery.
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However, the data quality from the DHMIS is weald amot utilised as frequently when

decision making occurs [61].

The information process defined above does notwattdor the delay in the submission of data
to the required level. As such, the timelines paled do not appear to have any built-in control
mechanisms, besides the receiving manager followmgo query the delayed submission.
This author is of the opinion that this processdgesome inefficiencies and constraints, which

will be discussed in the subsequent sections.

Figure 18 is an illustration of how informationWovas communicated during the interviews
of this research. The information can flow follomgithe normal structure between levels,
going down the system. However, the Provincialceffloes seem to communicate with the

Subdistrict office or alternatively directly withte level.
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Figure 18: Communication lines between levels enlibalth system
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4.4  Framework Analysis

The interviews from the districts in this study egrouped around a number of areas which
are found in Section 2.7, but each district wassssd in terms of what the structure is
currently in place defined by policy and from thesrrent structure inefficiencies and

constraints were identified.

Using the results of the interview analysis anceobations, each of the research districts were
assessed based on information that was suppligteimterviews with the personnel and the
definitions of the framework domains. The resulis be seen in Table 22 and Table 23 for
NHS and NCS respectively. These criteria are ddftmethe NHS Leadership Framework and
the OHSC'’s National Core Standards. Both theseténware examined as they relate to district
management; where the other levels in the heaklesy have been completed, these were
based on the interactions in the interviews. Astinard previously based on the information
gathered during interviews with the personnel, aswassessed whether aspects of the
Leadership Framework and National Core Standarceweet or not. This was further
subdivided into whether sub-domains were partiadlfully met. From the results the majority
of the assessed framework criteria were partiaky, with only four criteria fully met, based
on the information gathered during the intervievalgsis. There were various contributory
reasons to the failings of these sub-domains, wéiieldiscussed in Chapter 5 - Section 5.5. If
the researcher felt that either of the districlslfetween a rating, then the lower of the ratings
was taken, as sufficient evidence was not gathtreglve the higher rating. Where a sub-
domain was included but no information gathered@ytremain on the framework, but are

marked not assessed.

This analysis helped the researcher assess th®mnslaps between the identified constraints

and inefficiencies and how these both affect thethesystem.
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Table 22: District Analysis against Leadership Feamork [35]

Leadership Framewo

District 1

District 2

Fully

Partly

Not at
all

Fully

Partly

Not at
all

Managing Services

Planning

Managing Resourc

Improving Services

Ensuring Patient Safe

Not assessed

Not assessed

Critically Evaluating

Encouraging improvement & innovati

Facilitating Transformatic

Not assessed

Not assessed

Setting Direction

Identifying thecontexts for chang

Applying knowledge with eviden

Making decision

Evaluatingtheimpac

Creating the vision

Developing the vision for thorganisatiol

Developing the vision for the wider healthcare
systen

Communicating the visic

Embodying the visic

Delivering the Strategy

Framing the strater

Developing the strate

Implementing the strate

Embedding the strate(
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Table 23: District Analysis against National Cotarflards [34]

Leadership Framewa

District 1

District 2

Fully

Partly

Not at
all

Fully

Partly

Not at
all

Managing Services

Planning

Managing Resourc

Improving Services

Ensuring Patient Safe

Not assessed

Not assessed

Critically Evaluating

Encouraging improvement & innovati

Facilitating Transformatic

Not assessed

Not assessed

Setting Direction

Identifying the contexts for chan

Applying knowledge with eviden

Making decision

Evaluatingtheimpac

Creating the vision

Developing the vision for thorganisatiol

Developing the vision for the wider healthcare
systen

Communicating the visic

Embodying the visic

Delivering the Strategy

Framing the strate(

Developing the strate

Implementing the strate

Embedding the strate(
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4.5  The relationship between Constraints and Inefficienies

To summarise this chapter the Table 24 looks akélyethemes that emerged, the constraints
and inefficiencies experienced and the effect @nhtbalth system which emerged from the
interview analysis. The table is a high-level sumnd how the constraints and inefficiencies
are interlinked. The key themes themselves aiatallinked and begin to present the case that
aspects within the health system are incorrecthcqd at certain levels within the current
structure.

Three quotes stood out from the interviews in tis&ridts which conveys similar thoughts,
1. “There is fragmentation in the district level; weed one authority which may enable
a better functioning district.” — D5
2. “How do we begin to develop a system? [With] brd@neworks which can be
adapted for lower levels.” — D6
3. “Local and Provincial both serving the same comntiesi but duplicating services
erodes capacity” — D8
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Table 24: Relationship between Key themes, Coméraind Inefficiencies

Key Theme Constraint Inefficiency Effect

Authority District team has The district manager and| Increased waiting times
insufficient authority to directors have to wait for | for appoints of personnel
implement decisions and| approvals to take place at based on approvals.
adequately support sub- | province before
district and facility levels | proceeding forward.

Capacity &| Because of decreased Health programmes force Planning becomes difficu

resourcing authority district has to | the district to re-prioritise | when higher levels push

balance resourcing
between sub-districts and

health programmes

because the programme
pushed down to

implement.

sprogrammes and decisior

down to the district.

—

NS

Communication

gap

District reports issues ang
plans upwards, but highe
levels do not always closé
the feedback loop

| The district is at the merc

r of a reactive provincial

® department who may or
may not inform them of
any changes to district

plans.

yIt becomes the norm for
the district level to follow
up on approvals and
submissions that have
been made to the

provincial level.
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5 DISCUSSION

5.1 Introduction
Based on the findings and analysis of the prevahapter each of the banners that came out
of the thematic content analysis will be discusseplrately, supported by evidence from the

interviews and commenting on the overall effect thase have on the health system.

This chapter has been laid out as follows

The chapter discusses each of the banners whictgechom Chapter 4.

Banner One looks at the structure of the healttesyshow it is defined on paper, and
how it is actually in place will be the startingipbof the discussion. This section
focuses on the three key themes of centralisagosus decentralisation, authority and
influence and finally, the flow of information ihé current structure.

Next, the Banner Two looks at the identified coasits and identified inefficiencies
respectively, which that emerged from the intervaavalysis and observations.

Next comes the District discussion using the Fraorkwnalysis and the relationships
between the constraints and inefficiencies.

Lastly, the chapter looks at a proposed systenctsirel that suggests how the health
care system could be adapted to facilitate effiyeamd effectiveness.
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5.2  Banner One — Health System structure

The first banner, which came out from the intervigwalysis, was around the health system
structure. This section serves to discuss thetheghtem structure that became evident from
the research districts, comparing it to the stmgctlescribed in the NHA. What became evident
from the analysis was there are three themes tsid@nwhen looking at the structure of the
health system — centralisation, authority and grilce and the information flow within districts.

From this structure defined by legislation in sectd.3.1 - one national department, nine
provincial departments and 52 district teams - cae already see the complexity that is
generated when looking at the structure as anteblsystem. There is at least one district
management team for each of the districts, whi¢hnmis responsible for a number of regions,
which each have their own management. Lookingeasyistem in isolation excludes any inputs
such as patient numbers or disease profiles amtrettfactors that will ultimately feed into
the health system. The external factors, whichuerice the health system, could be other
government departments, which have the potentiatdate a supply of patients to the health
system. These include Water and Sanitation, EremgyRoads & Transportation, for example.
Other external factors could be natural disasterdisease outbreaks, which need to divert
resources in the system. Furthermore, it can be e other departments affect the health
department; this is a built-in complexity that wasught to the researcher's attention due to
the additional influences of legislation, whichther complicates the demand for healthcare.

This was echoed by one of the interviewees:

“Health is a bit different and includes inputs frasther departments, [however] some of
these inputs fall under local government competaavhile others are provincial

competencies.” — D5

The above statement serves to highlight that th#thdepartment, as it has been set up, has to
address the impacts that could be caused by ot#paronents, which is in support of the
structure. However, the way in which the structhi has been implemented, allows for grey
areas concerning who is in charge of certain sesvand where the authority ultimately lies,
determining which level in the health system has rhsponsibility and accountability for
certain services rendered to the public. This lenbechoed by one of the participants who

stated that they arsupposed to work with the community in terms @inping at the ward
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level in the catchment populatior” D6. These quotes come from the same intervidimgpi

but show opposing views when viewing the currenicstre.

As was outlined in Section 2.1 of the literatundees, the health system in South Africa comes
from a time of unequal access and distributionsTad to be addressed and as a result, the
district health system was given the mandate toem3dhe inequality. This was echoed during

the interview process,

“[the] district health system endeavours to createintegrated approach to health” — D6

An important part of the structure of the healthteyn is having adequate resources to staff the
district health system. The HR process depicte8Saation 4.3.3 highlight important aspects
from different interviews. Appointments in this cemt process appear to be tedious, and it was
brought up that appointments can take anywheredstthree to six months to fill a position.
One participant said that if you are lucky you cbpbtentially fill a position in one month —
“Roughly a month it will [be solved] if you are kg’ — D4 However, this same participant
gave an example where they have been trying tilhvéllyacancies on their executive committee,
and this has yet to be completed successfully titee years. The aspect of resource allocation
comes into the equation, which is outlined in tbastraints section (Section 5.3) that follows.
It is important here to considery there exists a process, which requires multipfr@amls
from the provincial department. One answer mighttheg HR requires a high degree of
centralisation due to it being a control mecharnisthe health system to counteract corruption
in the public sector. The need to combat this qaron arises from the fact that the national
and provincial health departments have a combimedial budget of approximately R190
billion [62]. Corruption in the public health systadakes the form of moonlighting, nepotism
and the sale of government jobs [62]. This contrtethanism also has another previgch is

to ensure that resources, both financial and huarandistributed as evenly as possible within
a province and district. The reason for the eqistalstribution of resources in healthcare is
necessary is due to there being a global shortdgeealth works. The constraints and
inefficiencies that this process and the controtima@isms cause will be analysed in more

detail in the following sections — Section 5.3 &ndl.
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The HR process also provides some insight intofithe of informaiton and the lines of
communication of the health system’s current stmectWhen looking at these aspects it will
be in terms of how the lines of communication arfdrimation flow have been set up and how
they are currently in place. Due to the differemels of the health system, the national
department has defined the minimum requirementthservices that need to be available to
the citizens of South Africa. These minimum requieats take the form of the District Health
Package, which outlines the type of care and egampriihat must be in place at the different
types of facilities at the site level. Howeveralso includes the programmes that have to be
implemented in the district and the National Cotan8ards for facilities. A significant
structural aspect, which has come from the NDoHde&s the National Health Act which was
outlined in Section 2.1.1, defining the setup aathds of the entire health system. The NHA
defines all rights and duties of both users andtihgaersonnel, regulations for health
establishment and the general functions of eadtl lavhe health system. From interviews, it
became evident that districts also have to deah wibvincial legislation. This provincial

legislation has an additional impact on the sysaach how it has been set up.

The NHA prescribes that each district should haiestrict Health Council, however from a
provincial perspective this level advocates foeati®n 79 Committee, which has an oversight

function over the delivery of health services withi district.

Due to the multiple councils, which look at the Itieaelivery within a district, the lines of
communication that feed into the district come fnomitiple sources. For example district and
the levels below can get information passed dowrcttain of command - national through to
provincial and then onto district. However, at tsevels seem to be skipped, as demonstrated
by the ability of national to communicate with thgb-district or provincial departments with
the site level. As this section is focusing solety how the system is set up, the impact of
having multiple lines of communication will be dissed under Section 5.4, focusing on

Inefficiencies of the health system.
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From the thematic content analysis, the key thettm@semerged from the defined structure

and the set up in practice are:

1. Centralisation vs Decentralisation
2. Authority and Influence

3. Information Flow at each level

Each of these themes are discussed in the sethant®llow.

5.2.1 Theme One — Centralisation versus Decentralisation

Looking first at centralisation versus decentraitsg it has to be noted that a critical reason
that a centralised approach has been implemerdea,form of control for the provincial
department over the districts that are within tlheundaries. This is to have a mechanism for
spending at one central point. However, this da¢smean that some aspects are solely at the
provincial level. Aspects of finance are partly eleicalised, including procurement and
budgeting. The district has control over procurenmeaking use of the supplier database, but
this has a spending limit of R500 000. If anythisgbove this limit, then approval will need
to be obtained from the provincial level and pogsaltender process has to be followed. When
it comes to budgeting, this is centralised at tis¢ridt level for the sub-district and facility
level but the capital budget, for large equipmemtchases, needs to get approval from the
higher levels. The budget that district has contradr allows them to distribute funds to the
sites within their boundaries.

The national department has endeavoured to addhesgesource challenge of health
professionals in a bid to re-engineer the PHC systeSouth Africa. This culminated in the
Human Resources for Health South Africa [63], whigla strategy to address and plan for
human resources within our health system. Thisegyahas a number of priorities including
health workforce plannin@gnd strengtheningand professionalising the management of.HR
These two priorities have been highlighted hereabse they speak to the centralisation of the
HR process. By having the process centralisedoabwncial level, the province can develop
a plan at a high level for increased access, vemiring that no district improperly uses funds
to employ more personnel. However, this structemegates constraints for the districts, which
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hampers them from making possible improvementshex dommunities they serve. These

constraints are discussed later on in section 5.3.

5.2.2 Theme Two — Authority and Influence

The second theme to fall under these areas ithatithority and Influence. The changing
landscape of authority and influence from a managdnmand systems perspective is

highlighted in Figure 19 below:

Authority

|
|
+
|
|

Influence

Figure 19: Authority and Influence in the healtlstgyn

Figure 19 illustrates that when going from levell@gel in the health system, the authority

decreases the closer one gets to the patientharability to offer influence increases as you
go up the system. An example to highlight thihest tat a district level they can offer support
at a facility level when they are requesting apptder aspects which need to go to the
provincial department. However the authority otwits does not extend above their level, they
understand what is happening at the facility lendheir district, but they do not have a loud

enough voice when it comes to getting higher levelexperience the challenges at these
facilities. This was echoed by one of the resepatticipants who stated:
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“Local government is a sphere closer to the peoylay is it not actively participating at the
national level where policies and everything hasrbdecided upon, because [these policies]

have an impact at the local government level?” — D8

It is necessary to communicate here, that oneeflittricts that participated in the research
was a metropolitan municipality, while the otherswadistrict municipality. These differing

spheres of government have slightly different streess, which have been elaborated on within
Section 5.4 Inefficiencies. The lack of influenecglauthority at a district level stems from the
structure of the system, which ties into the prasitheme of centralisation. Thus, because
approvals are centralised at a provincial leved, district is often unable to offer the support
which their associated sub-districts and facilitiequire. However, they are able to offer to

motivate for the approval, but this influence doesalways have the desired effect.

5.2.3 Theme Three — Information Flow

The final key theme for this banner is that of hnfation Flow. The information process flow
was initially analysed in Section 4.3.4 but is o&tl here again for convenience:

Information has to reach the sub-district officethg 6th of the month from the

facilities.

The information gets processed for all the faeisitin the sub-district and sent to the
District office by the 9th.

The District office then consolidates this inforinatand sends it to the Provincial

Department by the 12th.

Finally, by the 15th of every month, this infornmati should reach the National

Department.

The analysis which revealed the information flowgass in section 4.3.4, is a key theme for
the Health System structure banner as it reveg®itant insights about the structure and
inefficiencies of the system. This section focuses the structural insights with the

inefficiencies discussed in Section 5.4.
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Both districts revealed to the researcher tharmptbeess that is outlined above is a standard
process that should be in place in all the digtrithis reveals that the NDoH understands in
order to get reliable and focused information fritna front line of the system there is a need
to instil a standard system for reporting inforroatto each level of the health system. This
standard process directly supports the District ltHeManagement Information System.
However, what appeared to be lacking in this preogas the lack of effective control
mechanism to adhere to the timelines of the proddss interviews revealed that while sites
and sub-districts are aware of the date’s inforomatheeds to be processed upwards the
manager who is receiving an email has little cdntfareceiving the information outside of

physically following up with the person responsifile reporting.
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53 Banner Two - Identified Constraints

The next banner that content analysis focused dnded any information that demonstrated
the constraints experienced by the districts witthi@ health system. The constraints could
either be categorised as aspects that managearectods could act upon and those upon which
they could not act. This distinction is essentialinderstanding the other aspect of this banner
— Inefficiencies- as it builds onto the case that some aspectmphgement are situated at the

wrong levels in the health system.

Building on the Information Flow theme identifiedrer, it is possible to combine this with a
key theme identified across the next two areasisfudsion — namely the existence of a
Communication Gap. Looking at this from tl@®nstraints perspective, if the provincial
department communicates directly with the facil@yel, then this undermines the purpose of
the health system structure that was establishéeétter the health system. This is because a
district office is unable to consolidate informaticegarding their facilities, if the facilities are
communicating and sending information directlyte provincial level. This communication
gap can be further highlighted when it comes topilag purposes. Operational planning is
done at the district level; which the researchefithe opinion is located at the correct level,
as the district office best understands what ipbamg in their district and the conditions that
are important to be monitored. However, when thasping — such as with the district health
plan —is sent to provincial level for approvalss ipossible that the plan district communicated
upwards could be amended by the provincial depanttmienis would not be an issue as the
provincial department has to plan across multipéridts, however the problem arises when
these changes are not communicated to the disirithe district is not consulted on changes

that are made to their district plan.

One of the district directors stated that“grevincial [department] is not proactive” - D1
because the interviewee believes planning is ecpx@undertaking to improve aspects, which
the district deems necessary. However, upon rewgithis proactive planning work, the
provincial level appears to be reactive in termslanging aspects without consulting lower
levels about changes, which could prove necessamthé bigger picture of the health system.
This issue highlights an even greater constrai®aanth Africa’s health system — the need for

lower levels in the system to have a reliable afidcive feedback loop. As previously
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mentioned, the provincial department does planoimg broader scale compared to the district
office, making it necessary at times for them tagdr change the plans they receive from the
district they govern. However, to close the commation gap, feedback to the district level
IS necessary. Participants in this study indicateat the feedback loop is an important
mechanism for building capacity in the districtthis communication gap constraint is not
addressed, then it has the potential to creatsecainect between the strategy and vision of the

national department when compared to the experiertben the district system.

The National Department of Health’s vision is tguatl the health system to one that focuses
on preventative measures and care instead, ofutlaivee care system of the past. A driving
force of this system change is Primary Health GRIC). If one looks at primary care from
‘outside the system’, it could be said that thia isystem-built constraint, as the primary care
package aims to promote health programmes, inadudiuberculosis and Mother & Child
healthcare to illustrate examples. Unfortunateti district level, this PHC package is dictated
by the provincial and national levels of the systdhe PHC package aims to define the
minimum services that are supposed to be commabeaifthcare facilities, as well as outline
the requirements for staffing, equipment and tharfcial resources for health managers [64].
The national department has used this approadabotoihstead at the services that should be
available at the different types of facilities metsystem, rather than using the programme-
based approach [61]. However, the programmes tagieshed by higher levels create a debate
within the health system, between the need for @ztwatal or vertical focus for system

improvement.

As highlighted in Section 2.3, health programmesveays for departments of health to address
concerns, which adversely affect the populatiore fdason behind the debate about vertical
programmes is due to these programmes requirirguress in an already constrained and
inefficient health system. The debate centres ataumch approach is more useful for health
system improvement. This is reiterated by requotogzalez et al. who stated the following

over 50 years ago, in 1965.

“There are two apparently conflicting approachesabich countries should give careful
consideration ... The first, generally known as th&izontal approach’, seeks to tackle the

overall health problems on a wide front and on agderm basis through the creation of a
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system of permanent institutions commonly knowgeaseral health services’. The second
or ‘vertical approach’, calls for [the] solution c given health problem by means of single-

purpose machinery.[23]

This highlights the need for constraints on theesysto be identified and, from the research
conducted some aspects have stood out which agdnieg to both sides of this debate. In the
previous section - Section 5.2 - the structure thah place for human resources is highly
centralised, as a means to control the distributfiche number of medical professionals. This
control makes sense to have certain approvalststuat a higher level ensuring fair
distribution of resources in the region. Howeverilas process itself is inefficient — explored
in Section 5.4 — the control also puts furtheristran the system by requiring multiple
approvals. With a programme focused approachpéva urgent programme emerges then this
gets imposed upon the district to implement, wHileerting from the initial budget with the
possibility that the district is not consulted. 3hé-prioritisation of a budget, which is already

under pressure strains the system even further.

A recent example of changes that occurred suddealy the recent Listeriosis outbreak in
South Africa in 2018. While this did not involveetimplementation of a vertical programme,
it provides an example of how the health systemtbide able to respond to sudden changes
such as outbreaks. The outbreak meant that the NiaoHo mobilise response teams within
the provinces, ensure that health facilities wevara of what testing to perform to identify the
strain of the virus, and environmental health psienals had to carry out increased
inspections and check affected facilities in thaltesystem and industry [65]. This example
demonstrates further the complexity of the heal8tesn — the NDoH had to collaborate with
other governmental departments to identify andethe outbreak. Ultimately, the outbreak
can be seen as a type of vertical programme reguimngent prioritisation by the health system,
including the diversion of resources that were sty planned for, to ensure that the health

of the population was prioritised until a longemtesolution could be found and implemented.

When discussing vertical and horizontal programmith the interview participants, an
interesting perspective emerged from the resedircime looks at vertical programmes from
the patient perspective, there is increased stigatain in a system that is trying to be fair and

equitable to all citizens. As these programmes @ggemed necessary by the national
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department, the facility level has to implement tiev process for the programme. This
programme could therefore begin to alienate patidae to the push to address specific disease
profiles. This effect of the programme approach system constraint for the health system
that is difficult to address, as labels being pthoa people receiving treatments through a
program leads to stigmatisation. While this is tha focus of the research, it is certainly a
challenge when looking at health system improvemastit has the potential to affect

population buy-in into programmes.

To summarise, some constraints have been builtthesystem as measures of control, but
these appear to be emerging as stumbling blockspoovements. However, the impact of
health personnel shortages is a global issue shetallenging to overcome. This combined
with ever-present financial constraints has todensas a constant. Thus, other strategies need
to be implemented for system improvements. If oa@ cnderstand what the type of
inefficiencies that these constraints generate) tiewv ways of thinking could yield health
system improvements. Thematic analysis revealeffigiencies which come about due to

these constraints. These are discussed in gresttat ith the next section.
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54 Banner Two - Identified Inefficiencies

To fully comprehend the effects the constraintsyehan the health system, it is necessary to
relate them to the inefficiencies that are generatethe operations of the district level. To

begin, the structure of the health system definethb national department has some built-in
complexities that cause the structure to be inefiitc Due to the nature of the system set up,
concerns were raised during the research thatipedt¢o the number of people that are located

at the provincial level. From these discussionappears that,

“the organogram is supposed to be tapering at t@.t— D3

Instead, the effect that is created is that therididevel could be considered a bottleneck in
the system, creating a point where the system dgdascomes reduced. All the previously

mentioned constraints (information flow, requestshiuman resources and approvals) all flow
through the district upwards to the provincial levehe reason this can be considered a
bottleneck is twofold:

1. The district can offer their support to the fagilievel when it is required to
motivate for resources that have to be approvédegprovincial level
2. The district manager could be considered the paiirdtontact for information to

flow up and down from the various levels.

The idea that the organogram is inflated abovelisteict level was corroborated by participant
D2 who stated:

“[The] structure is inverted with to many managetsthe top of the system and only one at

the implementation level” — D2

Because of this point to come out of two intervieligure 20 is an illustration of this
information bottleneck indicating how the distriéfice appears to narrow lines of information
transfer, before it opens up again going up tgtoeincial department. This set up was echoed

through the interviews when participants suggestatiany information should go through the
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district manager to get approvals from the proahdepartment. It is important to note here
that at the district level the directors and distmanager report to multiple individuals at the

provincial level.

Figure 20: Bottleneck effect at District level

For example, above the district manager at theipc@t level there are chief directors for
PHC, hospital services, corporate services, HR g@mant, infrastructure and monitoring and
evaluation. Along with these chief directors thare also HODs and the Chief Financial
Officer to consider. From this, one can see thagwah district manager requires approval up
the system, it has to go through multiple sign-tié$ore going down the system again. The
structure, with centralised approvals situatedhatarovincial level that has been implemented
as a part of the DHS, creates a constrained afffitieat system in which the district operates.
Instead as demonstrated by the reporting lineghferdistrict manager who is reporting to
multiple chief directors and Figure 19 from Sect®8.2, the provincial organogram appears
to be bloated, when compared to the district teghnch is constrained. The inefficiency here
is that resource allocation does not appear tadbguately planned for in the DHS. Looking
specifically at District 1, the management teamtbhasupport four sub-districts, one of which
is the only functional sub-district in the provind®hen the cause of this was queried, it was
conveyed that the sub-district in question was ipresly a district in another province. This
newly included sub-district was inherited, but miry so functionality was lost because the
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staff were not easily replaceable — the jobs welegated to a sub-district role and not a district

role — and the new structure had to align withribe provincial structure.

The example of this district becoming a sub-distheayhlights the inefficiency of the current
structure. With the demotion to a sub-districtyéheould be a need to realign the structure to
fit with the role of a sub-district office, whicloald have included people having to vacate and
change certain positions. However, the fact thatgnb-district had to align with the new
province’s structure, should be a warning sigrhngystem. When looking at sub-districts, the
structure should ideally be standard regardlesbeotlistrict and province where it is located.

The sentiment here was again echoed by a researtitig|mnt who stated that:

“[the] set up of sub-districts and districts hastie considered carefully.”- D5

If a director in the DHS is stating this, it is @mer warning sign for an inefficient structure of
the system. The district and sub-district structusbould be standardised with the only
difference being the geographical areas of theidisir sub-district. In the case of the new
sub-district in District 1, it has now lost someitsffunctionality trying to realign to a different

structure. This structural issue, in fact, leadsnimre constraints causing inefficiency in the

system: the constraints of authority, influence segburce allocation.

Firstly, the focus will be on the resource and HiRstraint. The HR process in section 4.3.3
depicted a process, which included multiple appsoW@ing needed and the ‘up-down-up’

motion of information for a manager at the distiéstel or below to be able to appoint someone.
The author understands that this process allowsdnirol mechanisms to be put in place to
curb corruption in the health sector. However, tuthe nature of requiring several approvals,

increased waiting times are experienced when afipgipeople into the system.

The health system is a labour-intensive system thadinefficiencies experienced around

allocation of people gives the impression at aidistevel that there is

“lack of commitment and support” - D1
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From the upper levels in the system, the appaamsit bf support from a provincial level
becomes an inefficiency that ties in with the comioation gap that the district management
team experiences, when interacting with the prosirdepartment. As highlighted in section
5.3, a communication gap exists between the pralirand district level. This ‘grey area’
comes into the system from multiple angles. Thst faspect being the flow of information
between the different levels. Information can cdneen multiple sources, either through the
established structure, or jump across levels wghdr levels communicating directly with the

lower levels. The grey arrows represent the comoatioin through the defined structure,
whereas the dashed arrows show how levels are anisgegactice.
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Figure 21: Communication lines between levels ehbalth system

Figure 18, placed here for convenience, depictsctmmunication lines obtained from the
analysis in section 4.3.4. The duplication of dffoghlights another inefficiency that exists in
the system. It is important to note here that st communicated that they only have one
functioning sub-district and, consequently the rdistmanagement team often has to

communicate directly with the facility level. Thewcture that is supposed to be in place — the
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DHS - for this district creates the inefficiencypexienced here. A reason behind this

inefficiency is that the directors have to

“come and rescue the situation [at facility levelD3.

This was stated during the interview process whseudsing the constraints of the HR process.
The interviewee in question, who is a director istict 1, was fulfilling a second role as the
CEO of a hospital, as the previous CEO was promimtedprovincial role. This stood out as
the second aspect of the communication gap, dtieetéact that the director is now required
to fulfil two roles, one as a district director atite other at facility level as the CEO. This
highlights the inefficiencies of the communicatigap and HR approvals. A replacement for
the previous CEO was not found, before his newwals accepted at provincial level. Instead,
the director has stepped into the position on &rim basis, due to the crisis created. When
the timeline for a replacement was questioned, itherviewee stated that it could take
anywhere between three to six months to get the fitled. The timeline presented
demonstrates the lengthy process managers andadgd@ve to go through when trying to
address HR needs in the districts. The fact is tlmvdistrict has to begin the process of
recruitment to replace the CEO, which requiresajygrovals from the provincial department,
where the CEO was promoted to. This highlights

“the problem with the way information gets cascaft#mivn] to the lower levels” — D1

The structure of the health system should be amait to prevent the miscommunication
between the different levels. Control mechanisnmsukhbe in place when the district is
impacted due to HR constraints, such as when apepsts promoted to another level. What
is missing here is that the provincial departmess again reactive when it comes to addressing
a constraint in the system. As previously mentigtieelprocess for replacing the hospital CEO
should have begun before the switching of rolegears of having the district having to come

in and remedy the situation after the fact.

Another inefficiency that arose from this situatisna person occupying a position on an

interim basis. Some research participants belieigeis highlights an inefficiency because:
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“we need people in [positions] so they can be [hadcountable” — D2and

“there is a difference in performance for appointezfsus acting employees” — D7

Both these quotes from participants demonstrateiniefficiency generated when the district
does not receive adequate support from the pralinevel. Instead as stated earlier, the
directors have to rescue the situation at the dipead level, because of the communication
gap and the stumbling block of the HR process. &hervery little control from a district
perspective when it comes to addressing the huesource constraint. This sentiment was
echoed in District 2 when this constraint was dssed with participants in the district. District

2 also experiences the constraint having not enpegson-power to address the needs of the
population. However, more insight into how the rdicsthandles people capacity was revealed
from interviews in this district. At the districtVel, the management team has to perform a
balancing act when supporting their sub-distri€tsr example, if a region or sub-district
requests support for the recruitment of four nyrsies district will support the approval of
three nurses for the requesting region and redetileyother nurse to a different region.
Unfortunately, this is only a temporary solutiorr the structural symptoms and does not

address the bigger constraint and inefficiency tiaatbeen created.

With the constraint of authority, some inefficienemerges from this when looking at it from
the district's perspective. The authority diagrapidted in section 5.2.2 (Figure 19) ties into
the inefficiencies experienced by the district, whealth programmes are mandated by the
higher levels. These programmes look for smalld@gaiins [2] for specific disease profiles or
potential outbreaks. They pull resources from aeaaly constrained health system, or they
divert a district's resources in the pursuit of Benaapid improvements. The fact that these
health programmes are forced on the district mékiesreasingly difficult for the district to

look for improvements,

“there is little room for improvements because guane they withdrew, they start afresh
with something else while the previous issues havéeen addressed.”- D1

Vertical programmes put a strain on the resourndscapacity of the DHS, because the short-

term gains are noticeable compared to horizontagammes, which are a longer-term view.
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Some interview participants indicated that the biglevels do not see the bigger picture of
whole system improvements as a benefit to everybhese thoughts echo McCoy et al. who
stated previously, as in section 2.3.2, that byaeging treatment programmes instead of
investing towards the whole, system improvemera contributing factor to weakening the
health system [24].
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5.5 District Discussion against Frameworks

Section 5.5 builds on the Framework analysis oti6ecet.4 by grouping the discussions of
each district under the framework and contrastahelistrict against each other.

5.5.1 NHS Leadership Framework

When looking at the Leadership Framework with tine @f evaluating whether it has been met
across the organisation — Stage 3 — both distwetie on par with one another with two
exceptions. For the management of services andegmurces sub-domains, both districts
understand the need to tailor any policy or progres they receive from higher levels for the
needs of the communities they serve. However, Isecthe district level lacks the autonomy
to effect immediate change without the approvainfrine provincial level, this criteria will
remain only partly achieved. Any strategic plans@tical programmes mandated from above
the district, and they have to divert resourcesifoplementation. These actions by both
districts tie in with the sub-domain of framingadrgy, which both districts fully achieved.

When receiving the strategy from the provinciahational departments, each district has to
interpret the strategy and align it with the comitiaa they serve. Both districts understand
how to tailor the strategy for the benefit of thiaicilities and populations. Where both districts
do not achieve the delivery of strategy domain, éwav, it falls under the sub-domain of
developing the strategy. While understanding thetlaef their communities is important, the
district teams indicated that they would want a enactive role when it comes to developing
health system strategy and, in turn, policy. Thenmaason this was conveyed is that the
district is closer to the implementation level axdsuch they have a better understanding of
what kind of thinking would be beneficial for imm@ment. By the strategy being
communicated down, this knowledge does not makeatthe broader strategy of the health
system. The only area within this framework whibbwed a difference between the research
districts is theapplying knowledge and evidenseb-domain. District 2 understands that the
health system has a capacity or HR constraint,|lteonative ways of working need to be
developed or looked into to mitigate the constrdindm one of the interviews with District 2,
the following was stated,
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“How do you begin to develop a system? [With] brdaaneworks which can be adopted for

lower levels” — D5

This demonstrates that District 2 understands filathe health system to move forward
frameworks have to be developed, which can be dctdethe appropriate level for
improvements to occur. When contrasting this witktiizt 1, who partly achieved this sub-
domain, this district feels constrained by not réiog adequate support from their province.
However, the researcher believes that while Disttribas the same knowledge about what
occurs in their district as District 2, this knoatge falls flat due to the structure in the district
District 1 does not have a working sub-districttegs and as a consequence, the district team

is stretched across their regions in an attemptitivess their concerns.

For the domaingreating the visiorhoth districts partly achieved each of the sub-dom&he
reasons behind this is that from the interviewsdemted both districts engage with the levels
below them to understand their needs, and substytapt strategy and policy for these
needs. However, these districts both indicateditiveds often difficult to have a loud enough
voice when in communication with the higher levdlsis lack of authority experienced by the
district meant that at times the provincial depa&rirbecomes the implementers of the vision

at the facility level.

5.5.2 NCS Analysis

For the NCS Framework, a number of sub-domains fitte original framework presented in
section 2.7 were not been assessed for the digvielt These have been left in the framework
because they are necessary for assessing lowds lgfvihe system, namely the sub-district
and the facility level. Of the research distridésstrict 2 received the only fully achieved sub-
domain,strategic managementhis sub-domain looked at whether the structanelace was
appropriate and able to deliver health servicegiefftly. While both districts have their
inefficiencies and constraints, District 2's sturetis an example of what the DHS set out to
achieve. The district monitors the activities dithsub-districts giving the district teams some
freedom to explore ways for improvement in a caised system. Comparing this to District
1, the structure currently in place within thistdid means that this sub-domain is not achieved.

The dearth of functioning sub-districts makes ttracsure in place an inefficiency in this
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district, as it forces the district office to fulthe roles of district and sub-district combined,

placing more strain on the DHS in the region.

The other sub-domain which highlighted a differebetween the districts was that R
management and developmebtistrict 1 stressed that they have very littletcol over HR
within their district. This district highlighted ¢hchallenge of waiting for approvals from HR
from the provincial level, while also stating thhe provincial department offers them very
little support. Contrasting with this, District Zgply achieved this sub-domain for how they
adapt to the HR constraint, due to the awarenegsdemonstrated of the HR process and its
impact on the system. District 2 has the same aitijyhas District 1, in that they have to wait
on approvals from their provincial department. Heare District 2 tries to balance people

resources across sub-districts by the redeployofdmiman resources to struggling areas.

It is important to note that with the NCS Framewdginitions of domains and subdomains
do not have the same contextual meaning as in #daeldrship Framework. This ties the
adoption of these standards into the South Afribaa)th system as these were implemented
with the focus placed on the health facility levelhis setback of the NCS Framework is
highlighted because moving forward for health systemprovement requires this framework
to address higher levels within the health system.
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5.6

Proposed System Structure

From the thematic analysis, the assessment ofatissaigainst the research frameworks and the

reltionship between constraints and inefficiendies following model is proposed for the

structure of the health system.

Table 25: Proposed Structure for the healthcaresys
Strategic Tactical Operational
Level National Provincial District Sub-district
Facility
Role Development of Adaption of the national Further tailoring of the | Daily operation of the
national policy and the | policy and tailoring it | policies for the core mandate of the
strategy for health for the needs of each | communities, they health system —
systems across the districts. serve. delivering quality care
country. to the population.
The focus should be on
monitoring and
evaluating the districts
instead of attempting tg
implement at the
operational level.
Changes to the Ensure that the DHS is| Clearly defined The district should have
current correctly implemented | responsibilities for the | increased authority,
structure across the districts. province and lower with certain aspects

levels.

they have direct control
over being decentralise)

and monitored by

provincial.
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From the interviews and analysis conducted, thealmg&imentioned earlier makes suggestions
about changes which should be made to move thenShinican health system forward.
Starting with the highest level — national depanm&his level needs to ensure that their vision
of the DHS is being adhered to across all provirmeesdistricts. The DHS should be standard
across all areas, and the system should not haes edhere a district needs to align its structure
to another province if geographical boundarieschenged. A standardised structure needs to
be reinforced by the highest level and align with strategy. If the case of not having a
functioning sub-district arises, this should bessator concern with quick rectification, as

should be the case in District 1.

The provincial level needs to have a more tactamdroach than what has been portrayed
through interviews. The responsibility of the prasial department should be to monitor and
evaluate the districts within their boundaries. Wihis responsibility, the provincial
department should be in a better position to supput address challenges being experienced
in their districts. Furthermore, some authorityde® be decentralised to the district level to
increase the district’'s autonomy. Looking at th&tritit level, the district should be the bridge
between the province and frontline levels. At thenment, it appears that the district is merely
in place to filter information up to the provinci&vel. By delegating some authority,
particularly regarding HR processes, to the disteieel, this level should then be more aware

of the room for improvement.

With this in place, the district should have ovghnsiof the HR budget to be able to respond
efficiently to sub-district and facility level ifgssible, to hire new staff without having to
request this from the provincial department. Ultietyg the budget and finances should still be
controlled at the provincial level, and if any cbas need to occur then approval should be
sought by the district. Then, the sub-district dadility levels should be considered the
operational levels of the system. These levels doon the core mandate of delivering

healthcare to the citizens of the country, whilenbgectively supported by preceding levels.
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5.7  Summary

“How do we facilitate service delivery if increagithe staff is not the ideal solutions?” — D6
And

“Province is supposed to be monitoring and distscupposed to be implementirgD1

To conclude this section, the quotes above highbghessential consideration, as working in
an environment that is traditionally constrainegthoing some constraints that are experienced
in other health systems — requires a different wfathinking to facilitate improvement. The
assessment of the research districts against seaneh frameworks ties into the constraints
and inefficiencies experienced through the key #®imf authority, the communication gap
and capacity issues. However, while both distesiserience these themes to varying degrees,
a major consideration, is that the DHS when itagectly in place, aides the health system.
Participant D1 echoes this sentiment because #tgatliteam is supposed to be seen as the
implementors but because of constraints and ineffaes built into the system some of the
implementation is done by the provincial level.

District 1 lags in some measures when compared igtrict 2 because the sub-districts are
functioning in the latter district. However, to gress with system improvements in healthcare,
the research frameworks presented here need taldyeea for the various levels in the
structure. This would enable the provincial, ddfrisub-district and facility to have a

standardised comparison tool for assessment.

Even though both districts partially achieved maos$tthe sub-domains, this level of
achievement does not necessitate improvementeda@yistem. The focus of the report was to
highlight constraints and inefficiencies, which agdter revealed by examining fully achieved
and not achieved sub-domains.
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6 CONCLUSIONS AND RECOMMENDATIONS

The primary finding from this research shows tline two districts studied have similarities
between their interactions with higher and lowerele within the health system. What is
concerning is that while the district health systeas been implemented in both districts,
improvements within these districts are hinderethieystructural set up of the system, whereby
centralisation of approvals is required at the prol level. Another concern is the level of
awareness that each district displayed, which walslighted in how the different districts
approached concerns within their individual envimamts.

6.1 Summary and Conclusions

This research used frameworks from to assessalistianagement in the research districts
using standards already established for South @iricealthcare facilities, as determined by
the National Core Standards. In conjunction witls,theadership qualities from the NHS
leadership framework were drawn upon to understaadagement at the district level. From
this assessment, a proposed structure for SouiteAfealth system was generated to properly

identify the focus areas required at strategidjdalcand operational levels in the system.

To conclude this research, it is necessary to @jain to the research problem statement and
the aim of the research:

Problem statement: South Africa currently has adedge gap for assessing the current

state of health systems management and improvement.

Research Aim: to understand the current state afagament structures in the district health

system and assess how the current structures ingakh system affect the districts.

From the findings presented in this research repuetfollowing conclusions are drawn:

1. The current structure of the district health sysienot standardised across the research
districts. District 1 was performing roles spannirdistrict and sub-district

responsibilities due to their sub-district systeot being functional, which hindered
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their ability to focus on district priorities. Digtt 2 demonstrated a better application
of knowledge to addressing concerns within thestrait.

2. The framework used to assess each district alldlhvedesearcher to gain an overview
of which areas require urgent improvements and hvlaieeas could potentially be

explored and aided with further research.

When exploring the interactions that occurred betwihe districts and other levels, it emerged
that both districts are aware of the concernshhbatper the delivery of healthcare. However,
District 2 appears to be at a higher level of ustderding when it comes to trying to overcome
the challenges faced. Conversely, District 1 attetmaddress their concerns by appearing to
claim that more personnel presents the most effiedolution to their problems. With the
healthcare system facing the constraint of constagér-resourcing with regards to personnel,
and thus a constrained capacity to provide catlkegopulation, the district level needs to be
empowered by higher levels to work on improvingogéihcies within current capacity. To
support this empowerment of the district level,phavincial level needs to move into a tactical
role, through monitoring and evaluating the dis¢riand providing support to the districts.
Thus, the DHS can then be the bridge between ttieaband operational levels, if authority

is delegated to the district level.

The objectives of the research were

1. To investigate best practice frameworks applicatie healthcare management
structures and adapt these frameworks for asseg®rigHS.

2. To compare selected health districts against taptad frameworks.

3. To develop a proposed system structure to invdstify@ gap that exists in the current
health system.

4. To provide recommendations that allow the expangbithis research for future
studies.
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Objective 1 was achieved because the research foameéworks that have been developed to
assess standards and leadership. The NationaBTammdards and NHS Leadership Framework
were research and their applicability to the DHSenassessed. Nonetheless these existing
frameworks did contribute in the development ofr@ppsed system structure model for the
DHS and the South Africa health system.

Objective 2 was partially achieved through the sss®ent of each district using the
frameworks found from Literature. This objectivesaanly partially achieved because not all
the criteria from the frameworks were assessedladrameworks had to be adapted for the

district level of the system

Objective 3 can be considered partially achievatiimresearch. The reason for this is because
two districts in two separate provinces were pgraicts and these were used to develop a
proposed structure for the health system. Thisgseg structure looks at what should be at
which level and defines levels as either stratdgittjcal or operational. However, this is not a

representation of all the districts in South Afracad can only be considered a starting point.

Objective 4 was achieved over the course of thearet. The reason for this is because the
propose system structure that has come out ofrésisarch is an attempt to dissipate the
identified constraints and inefficiencies. This lewer is only a starting point for further

research and recommendations have been outlineshjoiuture research.

6.2 Limitations of study

Perhaps the main limitation of this study is thatyotwo districts were assessed with the
frameworks used. Because of this fact, the findiofshe study cannot speak for what is
happening overall in the provinces where the ditstnivere located and serves as a minority of
the 52 districts that are throughout the countrgh@ugh this work serves as the foundation
for looking into DHS research — elaborated on igt®a 6.3. Also, further investigation is
required to adapt the research frameworks speltyfitr the district level. The frameworks
presented in this research provided a startingtpoinnderstanding of the structures in place

at the district level.
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Another limitation is the timeline of when the inteews took place and the actual phases of
the research. District 1's interviews followed theeliminary interview schedule and once
approval was obtained for District 2 — which needbxhrance from the district office. The
interview schedule was adapted to have follow wgstjans for District 1 while District 2 had
to be interviewed to answer the theory questiome fime in between meant some of the
guestions which were asked during round 1 weranubtded because the questions did not

yield useful information.

6.3 Recommendations for future work

There is room for further work in analysis of thstdct health level within the South African
healthcare system. Delegation of authority to dridislevel will need to be researched to
understand the consequences of increasing autoabthg district level. However, combined
with this potential avenue of research, the praaidevel will need to be investigated to ensure
that the appropriate control measures are in plabeh will prevent districts from working

outside their scope.

Moving forward, the frameworks used in this reshareeds to be adapted for the district level.
The National Core Standards form a stepping-stonaifiderstanding the standards that are
required for the facility level. These standardgdhto be expanded with the correct context
for each domain being upgraded to the scope of wankied out by the district. By
implementing standards for what district managenecant and cannot do, the hope is that it
will yield a more effective district health lev@lhe NHS leadership framework already has an
understanding regarding the kind of leadership eéed different levels within a healthcare
system. With the National Department of Health tivanto move to a more comprehensive
public health system — National Health Insurandbe-NHS domains need to be tailored to

this strategy and vision.

By seeking to build on how each level of the healtstem interacts within the health system,
it is the researcher’s belief that the inefficiegscand constraints experienced in the system

could be improved, thus improving the system aiover levels.
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Because only two districts were involved in thisaarch, there is room to expand this research
into other districts and to other provinces in toeintry. A potential roadmap for furthering
this research would be to have a more rigorousséaiaidardised set of interview questions
while keeping the semi-structured approach to weer to allow for insights from the
interviewees. Going with this standardised appraeltite first expanding the research into the

provinces already visited has the potential toddgundation for further research.

By combining the frameworks used a standardisedfspiestions and by involving provincial
offices and more district offices it is the beladfthe researcher than this research can benefit

healthcare in South Africa.

132



REFERENCES

[1] RH Bophelo, “A glimpse into the South Africardlthcare industry.” [Online]. Available:
https://www.rhbophelo.co.za/understand-the-soutizai-healthcare-industry/.
[Accessed: 26-Mar-2019].

[2] P. B. and, “Shraon Fonn Helen Schneider, ‘Caaf2: The promise and the practice of
transformation in South Africa’s health system,State of the NationCape Town Hum.
Sci. Res. Counc2007.

[3] Western Cape Government, “The District Healyist®m in South Africa: Progress made
and next steps,” p. 18, Jul. 2001.

[4] H. Coovadia, R. Jewkes, P. Barron, D. Sanderd,D. Mcintyre, “The health and health
system of South Africa: historical roots of currenblic health challengesThe Lancet
vol. 374, no. 9692, pp. 817-834, Sep. 2009.

[5] D. Tarlier, S. Ackroyd-Stolarz, M. Fortin, andl. S. R. Thomas-MaclLean,
“Conceptualising Primary Health Care.”

[6] “Introduction to Primary Health Care and Infaatron Service.,[Online].

[7] World Health Organisation, “Primary Health Cdre [Online]. Available:
http://www.who.int/topics/primary_health_care/en/.

[8] Dr. M. Jobson, “Structure of the health systemSouth Africa.” Khulumani Support
Group, Oct-2015.

[9] Department of HealtH\ational Health Act [No. 61 of 20032003.

[10] National Department of Health, “Department dealth Strategic Plan 2015/16 -
2019/20.” 2015.

[11] H.van Rensburdjealth and Health Care in South Africznd ed. Van Schaik Publishers,
2012.

[12] Education and Training Unit, “UNDERSTANDING LCAL GOVERNMENT.”
[Online]. Available:
http://www.etu.org.za/toolbox/docs/localgov/webuwstdtocgov.html. [Accessed: 26-
Mar-2019].

[13] S. Dookie and S. Singh, “Primary health sezgi@t district level in South Africa: a
critique of the primary health care approadiC Fam. Pract.vol. 13, p. 67, Jul. 2012.

[14] M. Chopreet al, “Achieving the health Millennium Development Ge&br South Africa:
challenges and prioritiesThe Lancetvol. 374, no. 9694, pp. 1023-1031, Sep. 2009.

133



[15] Rural Health Advocacy Project and The Ruratfdes’ Association of Southern Africa,
“The District Hospital and Primary Health Care,” ¥2013. [Online]. Available:
https://rhap.org.za/wp-content/uploads/2014/03/Dis#rict-Hospital-and-Primary-
Health-Care-RUDASA_RHAP_May-20131.pdf. [Accesse@H\2ar-2019].

[16] U. N. UN, “Millennium Project,'TOnline].

[17] Statistics South Africa, “MDG Country Report30-Sep-2015. [Online]. Available:
http://www.statssa.gov.za/MDG/MDG _ Country%20RepbBimal30Sep2015.pdf.
[Accessed: 26-Mar-2019].

[18] B. M. Mayosi, J. E. Lawn, A. van Niekerk, Dr&Ishaw, S. S. Abdool Karim, and H. M.
Coovadia, “Health in South Africa: changes and leimgles since 2009The Lancetvol.
380, no. 9858, pp. 2029-2043, Dec. 2012.

[19] D. Harrison, “An Overview of Health and Healtlare in South Africa 1994 — 2010:
Priorities, Progress and Prospects for New Gaifsriry J. Kasier Family Foundation,
Dec-2009.

[20] R. Atun, T. de Jongh, F. Secci, K. Ohiri, a@d Adeyi, “Integration of targeted health
interventions into health systems: a conceptuahéwork for analysis,Health Policy
Plan, vol. 25, no. 2, pp. 104-111, Mar. 2010.

[21] A. Mills, “Mass campaigns versus general healtirvices: what have we learnt in 40 years
about vertical versus horizontal approache8ll. World Health Organ.vol. 83, pp.
315-316, Apr. 2005.

[22] V. OliveiraCruz, C. Kurowski, and A. Mills, “Delivery of pridy health services:
searching for synergies within the vertical versaszontal debate,J. Int. Dev, vol. 15,
no. 1, pp. 67-86.

[23] C. L. Gonzalez and W. H. Organization, “Massnpaigns and general health services,”
1965.

[24] M. Chopraet al, “Expanding Access to Antiretroviral Therapy intB8aharan Africa:
Avoiding the Pitfalls and Dangers, Capitalising thre Opportunities,”Am. J. Public
Health vol. 95, no. 1, 2005.

[25] National Department of Health, “National Dejmaent of Health Strategic Plan 2010/11
- 2012/13,” 2010. [Online]. Available:
http://www.nationalplanningcycles.org/sites/deféits/country _docs/South%?20Africa
/south_africa_strategic_health_plan_2010-2013][pdicessed: 26-Mar-2019].

134



[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]
[37]

Republic of South Africa, “Medium Term Strategrramework 2014-2019.” Department:
Planning, Monitoring and Evaluation.

D. Hartmann, “Healthy and Lean: Process Impraoent, the missing link in improving
healthcare.” .

National Department of Health, “Report: Depaent of Health Strategic Plan 2014/15 -
2018/9,"Health-g 25-Sep-2014. .

Y. Pillay, M. Mzimba, P. Barron, and R. Fostdandbook for District Managerd998.
Elise Levendal, Angela Ogle, and Health Systdirust, “Understanding the meaning of
Health Governance and the Role of PHC Facility Gioaece Structures,” 2016. [Online].
Available:
http://www.hst.org.za/hstconference/hstconferentéf®resentations/finhstconfgovern
ance_03.05.2016_.pdf. [Accessed: 26-Mar-2019].

The Proaction Group, “Benchmarking and BestcBces ‘What are they and how do we
use them?,” 2014. [Online]. Available: https://wwwoactiongroup.com/wp-
content/uploads/2016/09/Benchmarking-Best-Pracpcés[Accessed: 26-Mar-2019].

S. Spear, “Why Best Practices Haven't Fixedaltte Care,” 03-Jan-2011. [Online].
Available: https://hbr.org/2011/01/why-best-praetichavent-fixe. [Accessed: 26-Mar-
2019].

South African Government News Agency, “10-gagitan to improve health system in
SA,” SAnews 11-Nov-2009. [Online]. Available: https://www.sams.gov.za/south-
africa/10-point-plan-improve-health-system-sa. [égsed: 25-Mar-2019].

National Department of Health, “National Cdséandards for Health Establishments in
South  Africa,” 2011. [Online].  Available: http://wawrhap.org.za/wp-
content/uploads/2014/05/National-Core-Standardst20fdf. [Accessed: 26-Mar-
2019].

NHS Leadership Academy, “Leadership Framewdr@ummary.” [Online]. Available:
https://www.leadershipacademy.nhs.uk/wp-contendvag/2012/11/NHSLeadership-
Framework-LeadershipFramework-Summary.pdf. [Acods26-Mar-2019].

N. Slack and M. LewisDperations Strategydrd ed. Pearson, 2011.

Riskope, “Let’s define Strategic, Tactical a@gerational planning.,Riskope 03-Apr-
2014. [Online]. Available: https://www.riskope.cd20/14/04/03/lets-define-strategic-
tactical-and-operational-planning/. [Accessed: 2&-4019].

135



[38] Wh nau Ora, “Method or methodology, what's the diffexe?” [Online]. Available:
http://whanauoraresearch.co.nz/news/method-or-rdetbgy-whats-the-difference/.
[Accessed: 26-Mar-2019].

[39] J. W. Creswell,Research Design: Qualitative, Quantitative, and &dixMethods
ApproachesSAGE Publications, 2009.

[40] J. W. Creswell,Research Design: Qualitative, Quantitative, and &dixMethods
ApproachesSAGE, 2014.

[41] P. D. Leedy and J. E. Ormrd@ractical research: planning and desigdth ed. Pearson.

[42] A.J. PickardResearch Methods in InformatidRacet Publishing, 2013.

[43] F. W. Struwig and G. B. Stead, “Planning, desig and reporting research (Book, 2001)
[WorldCat.org].” [Online]. Available: https://www.arldcat.org/title/planning-
designing-and-reporting-research/oclc/51067852cf&sed: 26-Mar-2019].

[44] “Qualitative Inquiry and Research DesigriSAGE Publications Inc19-Mar-2019.
[Online]. Available: https://us.sagepub.com/en-asffqualitative-inquiry-and-research-
design/book246896. [Accessed: 26-Mar-2019].

[45] R. K. Yin, “Qualitative Research from Start fnish,” 2011. [Online]. Available:
https://books.google.co.za/books?id=lyCGBe08sI8@&pec=frontcover&dg=yin+qua
litative+research+from+start+to+finish&hl=en&sa=X&4=0ahUKEwixroej06 DhAhU
7TAWMBHCNfA9gQG6AEILTAA#v=0nepage&q=yin%20qualitati®e20research%?20fro
mM%20start%20t0%20finish&f=false. [Accessed: 26-\2at9].

[46] W. L. Neuman and L. KreugeiSocial Work Research Methods: Qualitative and
Quantitative Approacheg\llyn and Bacon, 2003.

[47] D. H. Sonnenwald, B. S. Wildemuth, and G. Larkion, “A Research Method to
Investigate Information Seeking using the Concéptformation Horizons: An Example
from a Study of Lower Socio-economic Students’ infation Seeking Behavior,The
New Review of Information Behaviour Researc001. [Online]. Available:
http://eprints.rclis.org/7969/. [Accessed: 26-Max19].

[48] P. Wang, “Methodologies and Methods for Useh8vioural ResearchAnnu. Rev. Inf.
Sci. Technol. ARISVol. 34, pp. 53-99, 1999.

[49] P. TharenouManagement Research Metho@ambridge University Press, 2007.

[50] T. Wengraf, Qualitative Research Interviewingl Oliver's Yard, 55 City
Road, London England EC1Y 1SP United Kingdom: SA®@iblications, Ltd, 2001.

136



[51] V. Braun and V. Clarke, “Using thematic anadys psychology,”Qual. Res. Psychol.
vol. 3, no. 2, pp. 77-101, Jan. 2006.

[52] D. Wilkinson and P. Birminghanusing Research Instruments: A Guide for Researchers
Psychology Press, 2003.

[53] S. L. JacksorResearch Methods: A Modular Approatiadsworth/Cengage Learning,
2010.

[54] G. E. Mills and L. R. Gay, “Educational Resdar Competencies for Analysis and
Applications.” [Online]. Available: https://www.peson.com/us/higher-
education/product/Mills-Educational-Research-Corapeies-for-Analysis-and-
Applications-12th-Edition/9780134784229.html. [Assed: 26-Mar-2019].

[55] Louis Cohen, Lawrence Manion, and Keith MarrisResearch Methods in Educatjon
6th ed. Routledge, 2007.

[56] T. WengrafQualitative Research Interviewin§age Publications Ltd, 2001.

[57] P. Gill, K. Stewart, E. Treasure, and B. Chatky “Methods of data collection in
gualitative research: interviews and focus groups,’Dent. J, vol. 204, no. 6, pp. 291—
295, Mar. 2008.

[58] D. Pontin, “The research process in nursigjdckwell Sci. Oct. 2000.
[59] Mpumalanga Department of Health Annual PerformaiRize 2017/182017.

[60] Gauteng Department of HealtlGauteng Department of Health Annual Report
2017/20182018.

[61] “South Africa Projects | Health Informations$gms Program HISP.” .

[62] Mark Heywood, “State capture threatens thétrip health « Spotlight,Spotlight 30-
Nov-2017. [Online]. Available: https://www.spotligisp.co.za/2017/11/30/state-
capture-threatens-right-health/. [Accessed: 27-RAHI9].

[63] National Department of Health, “Human Resosréer Health South Africa,” 11-Oct-
2011. [Online]. Available:
http://www.hst.org.za/publications/NonHST%20Pultiimas/hrh_strategy-2.pdf.
[Accessed: 27-Mar-2019].

[64] National Department of Health, “The compreheasprimary health care services
package,” p. 89.

[65] National Department of Health, “PresentationLasteriosis Outbreak in South Africa.” .

137



Appendix A: Hospital Characteristics

Table of the types of hospitals in the countryoisdontextualising the health system at facility

level.

Table 26: Types of Hospitals in South African Palbliealthcare Sector

Type Number of beds Support received/ given
District - Small: 50 to 150 Supports PHC.
Medium: 150 to| Receives outreach and support
300 from Regional hospitals.
Large: 300 19 serves defined population withjn
600 the district.
Regional Between 200 to 80Q0Must provide 24-hour health
beds service in a number of fields.

Receives support and outreach
from tertiary hospitals.

Tertiary 400 to 800 Specialist level servicesd an
subspecialties.
Receives referrals from regional

but not limited to the province.

Specialised | Max 600 beds Provide specialised health
Hospitals services such as TB and

psychiatric facilities.

Central Max 1200 beds Must be attached to a medical
Hospitals school.
Must conduct research and
training
Tertiary hospital services and

highly specialised units.
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Appendix B: Ethics Clearance Certificates

139



140



141



142



Appendix C: South African Health System Context

Figure 22: Simplified depiction of South African &lth System
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Appendix D1: Domain 5 of the National Core Standard

Table 27: National Core Standards Domain 5 withdoimains, standards and criteria

5.1 Oversight ang
accountability

5.1.1 Thenational
provincial

department or pare

5.1.1.1 The Auditor General monitors compliance tlo¢ establishment

* only applicable to the public sector

company overse

and supports th

hospital or clinic.

5.1.1.2 The provincial department or parent compamyides guidance [to

the health establishment on matters related torganee

5.1.2 A functiong
governance structu

is in place

5.1.2 A governance structure is in place and foneti at the heal
establishment (i.e. Hospital Facility Board, Comiityiklealth Forums and/pr

private sector equivalent)

5.1.3 Th

governance structy

5.1.3.1 The governance structure ensures the gitrattirection mee

stakeholder needs

ensures quality ca

5.1.3.2 The governance structure ensures qualdityare, including patie

and gootkafety, is properly monitored
management is5.1.3.3 The governance structure ensures the hestiiblishment’s riskare
provided identified and managed
5.1.3.4 The governance structure ensures the fmasestainability of th
health establishment
5.1.3.5 The governance structure ensures the hesti#ilishment’'s hum
resources are effectively managed and developed
5.1.3.6 The governance structure monitors seniorag@ment performan
and compliance with ethical business practice
5.2 Strategigs.2.1 Th¢5.2.1.1 The health establishment has an appropriateagement structure
management management place and is familiar to all staff
structure

appropriate for th

health establishm

i
5.2.1.2 The delegation of authority for the heagtablishment's manag

details limits of authority

and has thauthority
to ensure efficier

service delivery

5.2.1.3 Delegations of authority for financial, hamresources and ot

processes are clearly documented and followed
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5.2.2 Strategic pla

set key priorities angarent company strategic plans

5.2.2.1 Acomprehensive strategic plan is in line with naidgprovincial o

operational plar
show how the targe

will be achieved

5.2.2.2 Operational plans are in line with stratggans so as to meet ser

delivery objectives

5.2.3.1 The annual budget is developed as palnedtrategic and operatio

plan to meet agreed priorities using available ueses and capacity

5.2.3 Budge
allocations an
staffing ensur
services can

t5.2.3.2 Efficiencies and savings are identified srtlided in the budget

delivered as plann

g.2.3.3 The human resource allocation plan ensuiffisient staff to meet tf

health establishment’s agreed service levels

5.2.4 Senic
managers  monit
and evalua

5.2.4.1 The health establishment’s performance asitored against kg

objectives in the operational plans

operational plans
ensure the hea
establishment’s

targets are met

5.2.4.2 Internal and external financial audits@aeied out annually

5.3 Risk5.3.1 Risks af5.3.1.1 Risks are actively monitored and manageitomise or eliminat
management regularly  analyserisk where possible
and controlled
5.3.2 Medicolegal5.3.2.1 The establishment has appropriate insuramcether cover fo
incidents and casjmedico-legal incidents and damages claims
are properl
managed
5.4 Quality5.4.1 A quality5.4.1.1 A committee guides and coordinates theitguadsurance system
improvement improvement syste
is in place an5.4.1.2 Actions aretaken on all quality improvement needs and
monitored folimplementation is monitored
effectiveness
5.5 Effectivg5.5.1 Senig5.5.1.1 Key senior positions are filled by persowgh appropriat
leadership managers make sycompetencies, qualifications, experience and kndgde

that a

plans

5.5.1.2 Each senior manager’s responsibilitiesdafned in a current jq

description
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implemented, ancg

targets are met

5.5.1.3 Performance management of senior managérdine with strateg

and operational plans

5.5.2 Senig5.5.2.1 Senior managers provide positive role nsodel

managers’  actior

demonstrate  thg5.5.2.2 Leadership development is actively suppaateall levels

leadership ar|

values
5.6 Communicatior]5.6.1  Staff an5.6.1.1 A communication strategy ensures staff iafermed about 4
and public relationgnvolved inrelevant issues within and affecting the healtaldihment

improving service

L nd are ke 5.6.1.2 Staffactively participate in decisions about quality the healt

informed about the

efforts

establishment

5.6.2 Public relatior|
staff

5.6.2.1 A communication strategy ensures that thdipare informed abo

all relevant issues within and affecting the healtablishment

provide the publi

and the media wi

5.6.2.2 A member of staff is responsible for perfirg the functions

communication officer

5.6.2.3 Information about the health establishméetlthrelated issue

public concerns and queries is released in a timetlyappropriate manne

accurate arl
appropriate
information  whe
needed

5.6.2.4 All publicity and information material inle up-todate conta

details and the customer call-centre number

5.6.2.5 The health establishment does not divulgdidential information ¢

patient identifiable data without prior consent jf&s legislation)

5.6.2.6 Seq
51 of the Promotion of Access to Information Acob® 2000 through g
accessible PROATIA Manual

Access to information conforms to
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Appendix D2: Domain 6 of the National Core Standard

Table 28: National Core Standards Domain 6 withdoimains, standards and criteria

6.1

resource

Human

management and

development

6.1.1 Staff

managed efficiently

is

and fairly, and
recruitment,

administrative and

6.1.1.1 The health establishment has the most dateohuman resourg

policies and relevant legislation

6.1.1.2 An approved staffing plan is in place, ot@dance with

occupancy rates, utilisation rates and patientilpof

registration

processes ensul

safe and effective 6-1-1.4 Health professionals are registered andgealinical services

service delivery

6.1.1.3 The health establishment follows staffuénrent and selection

eprocedures

consistent with their qualifications

6.1.1.5 Staff absenteeism, turnover and vacaneg i@t monitored tp

identify and address trends

6.1.1.6 A human resource retention strategy ensadegjuate and

motivated staff

6.1.2

performance

Staff

i
regularly reviewed
against job
descriptions of

performance plan

6.1.2.1 Staff responsibilities are defined in catijeb descriptions

6.1.2.2 Staff are involved in periodic reviews tppeaise thein

performance and set objectives and targets

oY

to ensure these are

achieved

6.1.3 Labour| 6.1.3.1 Labour Relations policies recognise empmsyand employers
Relations policieg rights and are applied fairly and consistently

are supported by
sound
relations to protec
employee and

employer rights

employee

6.1.4

comprehensive

A

programme for staf
training and
continuing

professional

6.1.4.1 Staff are briefed on the health establistiraad their specifig
responsibilities

6.1.4.2 Staff receive ongoing in-service educatgoording to their

roles and responsibilities
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development is in

place

6.2 Staff welfare

6.2.1 Staff health

6.2.1.1 There is a zero-tolerance policy on vioteand abuse toward

o

)

and employee| and welfare ig staff and action is taken to support this
wellness actively promoted | 6.2.1.2 Staff health and healthy lifestyle initi@ are promoted an
supported
6.2.2 Staff arg 6.2.2.1 Responsibilities under the Occupationalltiesnd Safety Act
protected from| are in writing
workplace hazards g.2.2.2 An active Health and Safety Committee ezsarsafe working
through  effectivel environment
occupational health 6.2.2.3 A medical surveillance plan is in placedbrisk staff, based o
and safety systems health risk assessments
6.2.2.4 Measures are in place to minimise critioatupationally
acquired injuries and diseases
6.3 Financial | 6.3.1 Expenditure is$ 6.3.1.1 All financial processes are in line withe tRublic Finance
management managed and Management Act or Generally Accepted Accountingi&ples

monitored to ensur

efficiency  within

legal frameworks

6.3.1.2 Procedures ensure that expenditure meftedaservice need

for staff and other inputs

6.3.1.3 Analysis of actual spend against budgetsireis continuity of

services and prompt payment of suppliers

6.4 Supply chain
and asset

management

6.4.1 All tendering

and purchasing i

6.4.1.1 Asset and equipment needs are identifitteiannual plans an

5 budgets and incorporated into procurement plans

o

transparent and fai
and reflects planne

needs and budgets

=

6.4.1.2 Transparent policies and procedures limfluénces on

=N

purchasing decisions are enforced through transpgi@nd segregatio

of duties

=)

6.4.1.3 All local tendering and contracting proesssomply with

relevant legislation

6.4.2 Assets

properly registered

are
managed andg
controlled to
maximise use an

reduce losses

2 6.4.2.1 A complete, accurate and updated asseateegs available

] 6.4.2.2 Maintenance and disposal of assets is neaneffiectively and

efficiently

1 6.4.2.3 Assets are monitored, and variances adstess

6.4.2.4 Risk of loss or theft is identified and raged

6.4.3 Contracts fo
the supply of goods

 6.4.3.1 All contract management processes comply welevant

5 legislation or policies
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and services ar

managed andg
monitored to ensur
performance,

quality and value

for-money

£6.4.3.2 Management proactively monitors contracts dnsure

| compliance by all parties

£6.4.3.3 Prompt action is taken should contractaitsd deliver agains

their service level agreements

6.4.4 Stock and
suppliers are
efficiently managed
to ensure supplie
meet planned

service needs at a|

6.4.4.1 Designated suppliers adhere to contraohlajations

6.4.4.2 An up-dated computerised or manual (sta@rklg) inventory,

s management system for supplies is in place

times
6.5 Transport | 6.5.1 The| 6.5.1.1 All vehicles owned or used by the healttaldshment arg
and fleet | availability and| licensed and maintained
management safety of vehicles 6 5.1.2 The health establishment ensures tharglayed or contracte
are assured throughdrivers have an appropriate licence.
proper maintenance
. . . 6.1.5.3 Transport use is recorded and monitorgutdégent misuse 0
licensing of driverg
. vehicles
and monitoring of
utilisation
6.6 Information | 6.6.1 A health| 6.6.1.1 Staff have adequate IT hardware, skills aogport to
management management effectively use the systems provided

information system
collects, stores an
provides data tg
meet management’

needs

6.6.1.2 Computerised systems are functional and wkere available
d

6.6.1.3 Contingency plans for system failure oreotbhallenges ar

savailable and known to staff and managers

D

6.6.2 Managemen

uses information tq

inform decision-
making and
planning

t6.6.2.1 The health establishment submits clinicahnagerial and

administrative information as required

6.6.2.2 Managerial, clinical and administrativeoimhation is used tg

support decision-making and planning

6.6.3 Confidential

information is

6.6.3.1 Patient, personnel and other confidengabirds are archive

securely and only accessed by authorised personnel

handled in line with

data protection
policies and
legislation

6.6.3.2 Procedures for the disposal of confidemigdte are followed

149



6.7

Records

Medical

6.7.1 Patient

6.7.1.1 Patient records are complete and conthlagal and statutory

requirements

information is
accurately and
completely

recorded accordin
to clinical, legal and

ethical requirement:

6.7.1.2 Patient’s records are managed confideptiall

J

¢

6.7.2 An efficient
system is in place t
archive and retrievg
medical or patien

records

6.7.2.1 Dedicated, trained staff and appropriagtesys are in place t

b manage the record archive

£ 6.7.2.2 Processes and infrastructure for filing estdieval of patient

files ensure effective and efficient services
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Appendix E: Interview Development and Schedule

Research purpose:

Assessment of district health management structusesd service delivery processes to

identify system inefficiencies and knowledge gaps.

Central research question:

Would better management structures at the dideatl of the health system enable better
resource usage and promote more efficient senateedy at the districts?

Theory Questions:

1. Theory Question One - what is currently done webgards to the improvement of
service delivery?

2. Theory Question Two - would a best practice modmlyato the South African
healthcare system?

3. Theory Question Three - is too much attention bgdagd to health programme
advancement as opposed to correcting the gapsefiitient in the system?

4. Theory Question Four - how is information regardihg key areas of the theoretical
framework transferred down from the governmentt®lsvel? And how is this same

information reported back up to the government?

Semi-Structure Interview Questions

1. What is your background?
Describe your role in the district/ region?
How do you believe your roles plays in the wholsteyn?

What kind of interaction do you have at provindealel?

a kb 0N

How_do you receive feedback from lower levels? #reir control mechanisms in

place?

o

Describe the reporting process

7. How do instructions filter down & up between lev&ls
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8. What could be decentralised to the district levad avhat should remain at other
levels?

9. How do health campaigns/ vertical programmes atiacdtaid the system?

10. Should we be focusing more on the overall healdtesy or vertical programmes?

11. What are your thoughts on the NHI?

12. Do you share best practice between facilities uryegion/district?

13. Is there duplication of work in your region/disticReference to the Literature
diagram paper

Optional Questions

1. How does your district try to improve service dely?

How are these programmes or initiatives measuréu negards to success or failure?
Is there any measurement tool in place currently?

What characteristics or important areas shoulddedsrd in every district?

Can you explain how your district promotes heattbgpammes? (HIV/AIDS, TB, etc.)

o g bk~ w N

What do you think is the biggest problem within ydistrict? And within the overall

health system?

7. Would a systems focus be more beneficial to therawgment of the overall health
system?

8. Does information flow freely between the leveldlué healthcare system?

9. How are the district financials determined? Arestheeviewed each year?

10.What quality tools or programmes have been impléatewithin your district? Which
of these are determined by the Department?

11.How do the districts and sites go about obtainimg reasons they require for daily

operations for service delivery?

Please notehe optional questions list above were not necgsasked in the interviews
because based on responses from the interviewigpesither probing questions may have

been asked to get the interviewee to elaboratbdurt
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Appendix F: Thematic Analysis Tool

Table 29: Thematic Content Analysis for intervigiivlnk example)

D1

D2

D3

D4

D5 & D6

D7

D8

D9

Structure
defined by

legislation

How it is

actually set upg

Constraints

(can vs cannot

do)

Inefficiencies

Policy or tools

mentioned

Vertical VS
Horizontal

Programmes
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D1 -
D2 -
D3 -
D4 -
D5 -
D6 —
D7 -
D8 —

D9

Admin Function

PHC Function

Hospital Service Function
Facilities Function

District Leadership Function
District Leadership Function
District Leadership Function
Regional Leadership Function

— Private Function
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