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ABSTRACT

South Africa has made efforts to improve quality within the healthcare institutions by
formulating policies and implementing strategies that are intended to improve health
outcomes and strengthen the health system. The National Department of Health (NDoH)
developed National Core Standards (NCS) which are intended to set the benchmark for
quality care against which delivery of services at all health facilities can be monitored
(NDoH, 2011). In order to focus attention on the implementation of the NCS, the
department of health selected six key priority areas (KPAs) which health care institutions

are required to comply with to fast track quality improvement.

Audits have shown marked differences in terms of compliance to these NCS and the
KPA'’s between hospitals classified in the same categories as one another and therefore,

ostensibly having access to similar resources.

This study was conducted at two tertiary hospitals in Gauteng — the one that achieved the
highest level of compliance in an audit and the one that achieved the lowest level of
compliance in an attempt to understand the dynamics that influence compliance and

therefore make recommendations to improve compliance.

An exploratory case study method was used with multiple methods of data collection. This
included a document review of the DoH policies and other related documents related to
compliance to the NCS; semi structured interviews of staff members in the two selected
hospitals solicit views and opinions about the process of the implementation of the six
KPAs of the NCS and a qualitative social network analysis (SNA) to explore the
relationships and connections between the actors responsible for the implementation of
the NCS in the two tertiary hospitals in Gauteng using “net-map” tools. Integration of all
three phases of the study was done using Walt and Gilson’s policy framework (1994) to
develop actionable recommendations to improve the implementation of the six KPAs of

the NCS in the best and worst performing hospitals in Gauteng province.

The results of the study showed that design of the assessment tool, structural issues at
the hospitals, leadership and governance, human resource allocation, training and

procurement of goods and services all had impact on the implementation of the NCS and
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related policies. It was clear from the findings of this study that there were overlapping
elements in the provision and implementation of the NCS policy.

It was clear from this study, and many other studies, that policy in itself cannot resolve
the problems in the health services and can also not improve quality of care unless it is
implemented within a well-planned national strategy to address many issues hampering

its implementation.
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WHO
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CHAPTER ONE: INTRODUCTION AND BACKGROUND

1.1 INTRODUCTION

This chapter gives the background to the study, the problem statement, aim of the study,
research objectives and research questions. Furthermore, the significance of the study is
highlighted, the chapter organisation of the dissertation is provided as well as the

conclusion for this chapter. Lastly, it introduces the reader to the literature review chapter.

1.2 BACKGROUND OF THE STUDY

1.2.1 International Efforts to Improve Quality of Health Care

Quality of healthcare has been widely recognised in developing countries as the major
driver towards the improvement of the health outcomes and health service delivery (World
Health Organisation, 2007). Quality of health is defined by Allen-Duck et.al. (2017:1) as
“the assessment and provision of effective and safe care, reflected in a culture of
excellence, resulting in the attainment of optimal or desired health.” Reasons why health
care providers do not comply to evidence based guidelines leading to ineffective care
may be due to a lack of knowledge of guidelines or to the lack of compliance regardless
of knowledge (WHO, 2018).

Failure to comply with the set quality standards undermines acceptance and
implementation of the regulations (Brousseau & Fares, 2000). Compliance means
conformance to a specification, standard or law that has been clearly defined, but other
meanings of the term include a willingness to follow the prescribed specifications or even
a tendency to give in to others. (Your Dictionary.com, 2022). Considering these
definitions, it is clear that by just setting a standard, however clear, or well intentioned,

does not necessarily mean it will be followed even if it is regulated.

In most countries, alongside the economy, quality of healthcare is a major political issue.

Quality care requires the adequate provision of health care which will result in improved,

1



and desired, health outcomes (WHO, 2007). Health outcomes and patient satisfaction are
the most important parameters for judging the quality of healthcare services provided.
The elements considered by the WHO (2015) to be necessary to achieve quality care are

safety, effective, timeliness, efficiency, equitability and people centredness.

Policies are known to play an important part in improving compliance with poor
compliance commonly being related to poorly constructed, vague policies which are, as
a result, ambiguous and open to interpretation and a lack of standardized implementation
(Neyer & Zurn, 2001 & Falkner et al, 2008). It is also important to understand why staff
members do not comply with guidelines and to provide simple, standardized guidance to

improve compliance (Carthey et.al, 2011).

Strong national policies assist in building a culture of quality (Moyakhe, 2014). To succeed
in policy implementation efforts will depend on identifying the barriers to compliance.
Thus, in order to improve compliance, there should be health policy and procedures that
promote standardisation of operational activities and provide clarity on critical issues

relating to health and safety as well as the health regulatory frameworks (DoH, 2012).

Enormous efforts have resulted in progress towards attaining population health goals
globally. The efforts to strengthen health systems include the development of policies and
plans that will improve access to essential medicine, the reduction of financial obstacles
in accessing healthcare services and comprehensive resource planning in order to
address human resource shortage. However, progress is still unequal in poor, rural hard
to reach population, low and middle-income countries (LMIC) and especially in Sub
Saharan Africa where there is a gap in access, but they have compared access to health
services enjoyed by wealthier countries (WHO, 2014).

A new development agenda “Transforming our world: 2030 Agenda for Sustainable
Development” was adopted by the United Nation (UN) general assembly in 2015. This
agenda comprised a broader range of sustainable developmental goals (SDG) which

included economic, social and environmental objectives with the aim to enhance global



cooperation in addressing gaps such as the shortage of human resources, and equitable
distribution of resources to the previously disadvantaged while also ensuring the use of
these services does not expose the user financial hardship especially in lower middle-
income countries (LMIC). The 2030 agenda for SDG recognises an urgent need to place
quality of care in the hands of national, regional and global role players in the attempt to
promote health for all (WHO, 2018).

Internationally many countries have implemented systems to monitor compliance to
standards in an attempt to improve quality of the healthcare services. Each specific
country where systems to monitor compliance has been implemented, there is a
legislative framework which regulates the quality of health services in order to provide for
more powers of enforcement. In the United Kingdom these powers conferred on the
regulator have enabled them to use both civil and criminal legal measures to enforce
compliance. The Health and Social Care Act (2008) in the United Kingdom established a
single regulator for this purpose. The Care Quality Commission (CQC) is responsible for
licensing healthcare establishments. This in turn requires them to monitor and assess
compliance against a set of national minimum standards (Care Quality Commission,
2012).

An attempt to measure and compare the quality of care internationally is the Healthcare
Access and Quality (HAQ) Collaborators Index (2018). A ranking system is used, and
countries assessed on a scale of 0 to 100. The Netherlands holds the highest score of
96.1 with the best performance on access, ranking first on timeliness and rank in the
middle on affordability (HAQ, 2018). In Western Africa, the scores of three countries
namely Guinea, Liberia and Sierra Leone were negatively impacted by disease outbreaks
including Ebola (WHO, 2018). In Sierra Leone this challenge was caused by a shortage
of human resources, unpreparedness for disease surveillance, poor infrastructure of
health facilities and a weak supply chain for essential medicines (Velenyi, 2016). These
three countries came up with measures that emphasized universal access to quality
healthcare services to prevent future outbreaks by placing infection control and

prevention as the key priority. Liberia developed the investment plan for building a



resilient health system with the aim of restoring gains lost during the outbreaks, dealing
with pre-existing vulnerabilities, and improving the confidence of the communities in
health systems and health security (WHO, 2018). According to Mbunge (2020) during
Covid-19 outbreak, South African healthcare system was affected by lack of resources
such as personal protective equipment in dealing with the epidemic. As such, there was
increased mortality rate due to poor infection control measures, mental health problems
and substance abuse were on the rise. There was also a resurgence of non-
communicable disease. Furthermore, human resource shortages escalated as some
healthcare workers died of Covid-19. The healthcare system in South African is
overwhelmed with COVID-19 pandemic in addition to the existing challenges in

healthcare service delivery.

In research, Covid 19 presented a unique opportunity for researchers in all disciples to
broaden the scope of research as Covid had affected many spheres of life including
disruption of global economies, quality of life and preparedness of future outbreaks. Thus,
there are some potential opportunities for researchers in broader social sciences

discipline to explore the phenomenon .

1.2.2 Historical Background to Efforts to Improve Quality in South Africa

The National Department of Health (NDOH) in South Africa has modelled a great deal of
their work on quality improvement on that of the CQC (NDOH, 2011). The importance of
improving quality is recognized as it is known that a decline in the quality of health care
results in a loss of confidence and trust in the health care system. This loss of confidence
and trust is particularly felt when medical errors occur, and delays are experienced in
receiving care (Maphumulo & Bhengu, 2019).

Historically, public healthcare facilities in South Africa are known to fall short of the
expectations of the public as a result of prolonged waiting times, inadequate infection
control practices, ageing and poorly maintained infrastructure, and poor-quality

healthcare service delivery (Young, 2016). In an attempt to address such issues, the



Department of Health in South Africa developed a set of National Core Standards (NCS)
in order to provide benchmarks for health establishments to strive for (NCS, 2011).
Compliance to the quality standards has however been poor, and this study seeks to

explore the reasons behind this phenomenon.

South Africa has made efforts to improve quality within the healthcare institutions by
formulating policies and implementing strategies that are intended to improve health
outcomes and strengthen the health system (Moyakhe, 2014). The National Department
of Health (NDoH) developed the National Core Standards (NCS) which are intended to
set the benchmark for quality care against which the delivery of services at all health
facilities can be monitored and to provide a framework for national certification of public
health establishments (NDoH, 2011).

South Africa like any other African country is faced with quality healthcare challenges
such as the shortage of human resources, and poor supply chain management of
medicines availability, leadership and management, increased disease burden,
information management, inadequate financing and policy implementation issues. The
government attempted to tackle these challenges through policy development that was
intended to bridge the gaps in healthcare quality caused by the apartheid era and to
address injustices in order to reach the goal of universal health coverage. In 1994, South
Africa transitioned peacefully from what was known as a “bad neighbourhood” due to
apartheid practices which compromised the global cooperation with neighbourhood
countries in dealing with healthcare issues and reversed discriminatory practices in an
attempt to bring about improvement in global economies (Coleman, 2013). Global
cooperation affected one of the initiatives adopted by the NDoH to improve quality which
was the ideal clinic initiative that was developed in 2013 to reduce deficiencies at the
primary healthcare (PHC) and further developed the ideal hospital framework to prepare
for national health insurance (NHI) (Hunter, 2014). Implementation however has been
slow.

Table 1 below gives the background and milestones of the healthcare policy development

and reforms intended to improve the quality of the health services.



Table 1: Summary quality of healthcare reforms in South Africa

2001

2007

2008

2010

2011

2012

2013

Quality Assurance Directorate of the NDoH launched a
set of norms and standards, the first policy on Quality
Health Care was published

Quiality Health Care policy was revised

The NCS were developed and piloted by the Office of the
Health Standards Compliance (OHSC) Office of the
Health Standard Compliance was established as a
cluster within NDoH

10-Point Plan for Improvement of the Health Sector and
the Negotiated Service Delivery Agreement was
developed

The NCS policy came into effect for implementation by

the health establishments in South Africa

The Green Paper on NHI was released by NDoH

National Department of Health, 2001. Policy on quality in health care

for South Africa. Pretoria;: Government Printers

National Department of Health, 2007. Policy on quality in health care
for South Africa. Pretoria: Government Printers

National Department of Health, 2007. National Core Standards for
Health Establishments in South Africa. Pretoria: National Department
of Health.

National Department of Health. (2010). National Strategic Plan
2010/11-2012/13. Pretoria: National Department of Health.

National Department of Health 2012. The national health care facilities
baseline audit. National Summary Report, Health e-News, in R.
Visser, R. Bhana & F. Monticelli (eds.), National Department of Health,
Pretoria, South Africa.

South Africa National Health Act, 2003: Policy on National Health
Insurance, 2011. Pretoria. Government Printers Government Notice
No. 657.



2013

2017

2018

2018

2019

Quality Improvement Guide that sought to define quality
and how it should be tested, implemented, and sustained
was developed by NDoH

National Health Amendment Act was promulgated in
2013, giving birth to the Office of the Health Standards
Compliance (OHSC) as an independent body

Ideal Clinic Initiative Framework developed 2013, revised
2021

NHI White paper was signed by the then Health Minister
of Health, Dr Aaron Motsoaledi on the 28 June 2017

Norms and Standards has emanated from the NCS
policy and being gazetted on the 2 February 2018
Ideal Hospital Realization and Maintenance Framework

Manual developed 2018

Draft enforcement policy was issued for public comment
to set out the approach to be followed by OHSC in
enforcing compliance to the prescribed norms and

standards by the health establishment

National Department of Health, 2013. Regulating the quality of health
services: Benchmarking of approaches, institutions and systems,
Towards the establishment of an office of health Standards. Republic
of South Africa, Pretoria.

National Health Amendment Act, 2013 No. 12 of 2013

South African National Department of Health. Ideal Clinic

Initiative Framework. Pretoria: NDoH; 2013. URL: www.health.gov.za
South African National Department of Health NDoH; 2017. White
paper: National Health Insurance Policy. Towards Universal Health
Coverage. Pretoria

Government Gazette No 41419, Volume 632, 2 February 2018.
Norms and standards regulations

National Department of Health. 2018. Ideal Hospital Realisation and
Maintenance Framework Manual 2018.
https://www.idealhealthfacility.org.za.

Government Gazette No 42337, Volume 478, 29 March 2019.

Enforcement Policy.



All these key milestones were intended to ensure that the country had a common
definition of quality of care to guide all health establishments, managers and staff at all
levels as stipulated in the NCS policy (NDoH, 2011). The NCS policy consists of seven
major areas which are: patient rights; patient safety, clinical governance and clinical care;
clinical support services; public health; leadership and governance; operational
management and facilities and infrastructure (NDoH, 2011). In order to focus attention on
the implementation of the NCS, the South African Department of Health selected six key
priority areas (KPAs) which health care institutions are required to comply with to fast-
track quality improvement (National Health Consultative Forum, 2010). These six KPAs
include 1. Positive and caring attitudes of staff, 2. Cleanliness of the facility; 3.
Improvement in waiting times; 4. Improve patient safety and security; 5. Infection

prevention and control; 6. Availability of medicines and supplies. (DoH, 2012).

Some of the factors that facilitate successful quality audits are practical measures to
collect data from medical records which should include the use of electronic record

systems and an increased reliance on information technology (NDoH, 2018).

In 2013, the Office of the Health Standards Compliance (OHSC) was established in South
Africa to oversee all activities related to the compliance of the core standards including
constantly monitoring of facilities, audits and providing feedback to facilities on their
performance results (NDoH, 2013). Prior to this, an audit demonstrated that only thirty-
two (32) of the three hundred and ninety-four (394) hospitals in the country complied with
the infection control guidelines and only one (1) met the accepted standards for
cleanliness, infection control and prevention, staff attitude, patient safety and waiting
times (Visser et al, 2012).

The NCS policy states that is the responsibility of the healthcare managers to oversee
the performance of the healthcare services in line with the KPAs stipulated (NCS,
2011:37). The tools for monitoring compliance and assessment of health facilities are



designed to fit all level of care (OHSC, 2017/18). The tools were designed to have
functional areas for clinics, community health centres and hospitals.

The results of the health audits conducted by the OHSC in 2016 and 2017 exposed a lack
of compliance as of the 923 health facilities that were inspected (which included all levels
of care) only 152 were compliant with the set standards which often included conditions
for review (OHSC, 2016/17). Reports revealed that leadership and corporate governance
together with patient safety and security were the lowest in the ranking of standards during
inspection. Itis important to understand the systemic factors that influence the dynamics
of compliance to the NCS at facility level (Maphumulo, 2019).

The Lancet Commission report (2019) blames gaps in ethical leadership, management,
and governance for the poor quality of care in the country. The authors of this report
state that there is evidence of mismanagement, inefficiencies and incompetencies at
various levels of the health services and that fraud and corruption are threats to equitable
access. They also believe there are weaknesses in the regulatory bodies of health
professionals and that the barriers to effective community participation negatively

influences accountability to the community.

While it was not possible to address the numerous issues identified, it should be noted
that one of the recommendations of the inspection report (OHSC, 2017/18) was that there
should be a qualitative research study to establish issues that creates barriers to
successful implementation of the NCS by healthcare entities. This study attempts to
respond to concerns of the OHSC report and find answers to the root cause of non-
compliance to the set NCS and system failure. The findings of this study will be used to
provide recommendations for improving compliance and performance within the Gauteng

province and other provinces.



1.3. PROBLEM STATEMENT

Compliance to the NCS in the South African health sector has been poor with the
compliance rates ranging from 42% to 62% in the various provinces (OHSC, 2017/18).
While the Gauteng provincial health establishments were among the provinces who
scored above national average (62% against the national average of 50%) there was still
a wide range of compliance rates between the various hospitals in the province (OHSC,
2017/18). The NCS represent the minimum requirement for a hospital to provide for
delivery of safe and cost-effective quality healthcare services and therefore, it is of great
concern that compliance is low and variable despite the different levels of hospitals
ostensibly having similar resources available to them (DoH, 2012). Attempts have been
made to focus attention on what are known as the six priority areas (KPAs) of the NCS

however, compliance still is poor (National Healthcare Facilities Baseline Audit, 2012).

To date, attempts to improve compliance to the standards have been reactionary due to
the fact that hospitals with low scores are criticised and their management expected to

resolve issues rather than looking at the systemic issues (NDoH, 2012).

The unpublished internal audit results of the Gauteng Province revealed a noticeable gap
in compliance at the health establishments of the same level, such as between different
tertiary hospitals. The results made it possible to identify the best performing (or more
correctly the better performing) and worst performing health care institutions in the various
groupings, compared to one another. Understanding how the processes, context and
actors operate in both best performing and worst performing hospitals will assist in
understanding the dynamics that influence compliance to the NCS and should therefore
assist stakeholders to build on the success factors in the best performing hospitals and

develop remedial strategies for the worst-performing hospitals.

The purpose of this study was to investigate dynamics that influence compliance with the
six key priority areas (KPASs) of the National Core Standards (NCS) at the best- performing
and worst - performing hospitals in Gauteng province. The focal point of this study was

10



two purposively selected tertiary hospitals in order to ascertain how the policies either
support or constrain compliance to the NCS. This study was guided by Walt and Gilson’s

Policy Analysis Framework (1994).

1.4. RESEARCH QUESTION

What are the dynamics that influence compliance with the six key priority areas (KPAS)
of the National Core Standards (NCS) at the (better) performing and worst-performing

tertiary hospitals in the Gauteng province?

1.5. STUDY JUSTIFICATION

South Africa has made many attempts since 2011 to address gaps in quality of health
care and the poor compliance and set benchmarks for measuring such standards to
achieve desired outcomes. Problems still exist and while this study is limited to two tertiary
hospitals in Gauteng the researcher believes that the findings will benefit health care
systems on a broader and systemic scale as it attempts to examine in-depth and
underlying factors influencing compliance and non-compliance rather than being
reactionary and dealing with specific areas of non-conformance as has been done in the
past. This study strives to examine systemic issues relating to the impact of policy on the
actors within the health care system and their ability to perform according to the regulated

standards.

1.6. AIM OF THE STUDY

The aim of this study is to investigate the dynamics that influence compliance with the six
key priority areas (KPAs) of the National Core Standards (NCS) in two tertiary hospitals

in Gauteng province.

The findings of the study will contribute to strengthening compliance to the
implementation of the six KPAs of the NCS in Gauteng province

11



1.7. OBJECTIVES

The specific objectives are:
e To analyse the NCS policy and related documents to establish the context and
content of the policies;
e To explore the process of the implementation of the six KPAs of the NCS in the
best and worst performing tertiary hospitals in Gauteng province;
e To identify enablers and barriers influencing compliance with the six KPAs of the
NCS in the best and worst performing tertiary hospitals in Gauteng province;
e To describe relationships between the actors responsible for the implementation
of the six KPAs in the best and worst performing tertiary hospitals in Gauteng;
e To provide recommendations on the improved implementation of the six KPAs of

the NCS in Gauteng province.

1.8. SIGNIFICANCE OF THE STUDY

This study will contribute knowledge to policy implementation research, as there is a
death of policy implementation studies focusing on quality improvement. Further, the
study will provide policy makers and role players in health policy implementation with the
remedial actions to improve compliance in the worst performing and the best performing

tertiary hospital to serve as a benchmark for improving compliance.

1.9. RESEARCH FRAMEWORK

According to Walt et al. (2008) policy analysis explains the interaction of institutions’
failures or successes to put strategies in place for the implementation of respective
policies. Therefore, policy analysis can be utilised to identify the gaps in implementing
standards and compliance to the six KPAs in Gauteng province. Walt and Gilson (1994)
propose a policy triangle framework that helps to systematically identify the different

factors that affect the health policy design and implementation.

12



According to Walt and Gilson (1994), it is not only resources that are important but also
the content of a policy, the processes used to develop it and implement it, the context in
which the policy is implemented, and the people (actors) involved that collectively
determine whether a policy is successful or not, and that all these aspects are inter-

related.

Walt and Gilson policy framework (1994) proposed a health policy triangle (as depicted
in Figure 1) in order to help think systematically about all the different factors that may
affect the health policy. Hussey et.al. (2004) are of the view that the policy formulation
falls in the process corner of the framework and is influenced by the actors (individuals,
groups and organisations), content and context and further reiterates that the health
policy is a process of negotiating and bargaining in order to satisfy the various interests

and build a coalition of support.

However, it varies according to the nature of the policy and the organisational structure
in which it is made. The content of the policy relating to the NCS and the six KPA’s is the
same for all institutions. Within the health policy triangle, the context, processes and
actors may, however, differ greatly and could explain the reasons why the level of

compliance varies in tertiary hospitals in Gauteng.

CONTEXT: Where is

policy implemented?

ACTORS:

Who is responsible for

CONTENT: What

does the policy say?

PROCESS: How is the
policy implemented?

implementing the policy?

Figure 1: The Walt and Gilson’s Theoretical Framework (1994)
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The context refers to the systematic factors in the environment such as the economic,
political, and social context within the country’s national borders or international
environment. The context factors can be in the form of structural factors that encompass
the political system, demographic features and the type of the country’s economy. The
content is the constituent of a specific policy which details the subjects and topics covered
in the health policy. Process is the way in which policies are initiated, formulated,

negotiated, communicated, implemented and evaluated (Anderson & Hussey, 2006).

Like any other public initiatives, the six KPA’s can be affected by factors such as weak
regulations, regulation capacity, monitoring systems. However, it varies according to the
nature of the policy and the organisational structure in which it is made. According to Walt
et al. (2008:308) there is a gap on healthy policy analysis in low- and middle-income
countries which include absence of explicit conceptual frameworks. Available frameworks
are derived mainly from the western discourse and policy analysis is growing in lower
income countries. The rationale is that there is a need for an analysis of the policy plan
and implementation in the context of South Africa on the six KPAs in order to learn and

provide a model for implementation framework.

Although there are different players in the development of health policy, the state
functions as the provider of health service, the purchaser as well as the researcher, trainer
and evaluator. According to a study by Onoka, Hanson and Hanefeld (2015:1114) the
interests of actors shape policy content as their interests can determine an effective
implementation of a policy or interventions or vice versa. Therefore, the Walt and Gilson’s

(1994) policy triangle served as a theoretical framework for this study.

1.10 OUTLINE OF THE THESIS

The dissertation report consists of seven chapters that are outlined as follows:

14



Chapter 2: Literature review
This chapter highlights global and local literature specific to healthcare service provision

and compliance to quality standards inherent to health establishments.

Chapter 3: Research methodology
This chapter outlines the research strategies that are employed in this three-phase
research project. The methodologies for each of these phases are discussed in detail

including the study setting, study sample, and data collection procedures followed.

The presentation of results

The results are discussed based on the three phases of the study and in line with the
research objectives. There are thus three chapters reporting on the study findings
(Chapters 4-6).

Chapter 4 describes Phase 1 of the study based on the document review and analysis
of the NCS policy and related documents to establish the context and content of these
documents. Summative content analysis according to guidelines by Hsieh and Shannon
(2005) was used.

Chapter 5 describes Phase 2 of the study and the findings based on the semi-structured
interviews which were analysed using thematic content analysis according to guidelines
by Braun and Clarke (2006). This phase assisted the researcher to understand the
process of the implementation of the six KPAs of the NCS as well as to identify enablers
and barriers influencing compliance with the six KPAs of the NCS in the best and worst

performing hospitals in Gauteng.

Chapter 6 describes Phase 3 of the study and the findings based on the social network
analysis (SNA). Within the SNA, much attention was paid to identifying and understanding
the roles of actors in the implementation of the six KPAs. In order to better describe the
relationships between these actors, a simplified network analysis was used consisting of
a Net-Map method (2007).

15



Chapter 7 Discussion, conclusions and recommendations

This chapter provides an integration of the results of all three phases of the study and
synthesis of the study findings in relation to Walt and Gilson (1994) theoretical framework.
Practical recommendations are made with respect to practice, education, and research.

This is followed by a discussion on the strengths and limitations of the study.

16



CHAPTER TWO: LITERATURE REVIEW

2.1 INTRODUCTION

This chapter presents a review of the literature related to the dynamics of compliance with
the standards for health establishments. Modern healthcare occurs in a high-risk
environment due to its complexity resulting in adverse events including those caused by
human error. This is despite the existence of the well documented preventive strategies.
Instead of viewing adverse events as a challenge which needs to be overcome, a culture
of blame has arisen which does not create a quality working environment (Rodziewicz et
al, 2021). Literature related to the concept of quality in health care, efforts to improve the
guality of care, and responses to these efforts is examined in an attempt to understand

why and when health care personnel comply to set standards for health care quality.

2.2 THE CONCEPT OF QUALITY HEALTH CARE

The definition of healthcare quality that is mostly used is the one developed by the
Institute of Medicine (IOM) (Mcintyre & Ataguba, 2018). The institute defined quality
healthcare as “the degree to which healthcare services for individuals and populations
increase the likelihood of desired health outcomes and are consistent with current
professional knowledge” (IOM, 2013:1). It was further stated by the IOM (2013) that the
guality of health services should be efficient, effective, patient-centred, equitable, and
timely. According to the United Kingdom (UK) National Health Services (NHS), quality
healthcare relates to three areas, which are patient safety, clinical effectiveness, and

patient experience (Mclntyre & Ataguba, 2018).

The definition of quality in healthcare has evolved from when it was first defined by
Donabedian (1966) as a relationship between structure, process and outcomes, and
Schuster et al. (1988) who considered good healthcare quality to mean the provision of
appropriate services to patients in a manner that is technically competent, with shared
decision making, good communication, and cultural sensitivity to definitions that are

patient centred. The United Nation (UN) declaration for universal health coverage was
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adopted in September 2019 as reaffirmation for global commitment and collaboration of
all stakeholders to improve quality of healthcare services for all (WHO, 2020). The
services should fulfil the needs of the patients and satisfy the providers. Hannawa et.al.
(2021) argued that quality of health care is a collaborative effort between the healthcare
workers and healthcare users as the value of quality is viewed differently, healthcare
workers’ view of quality is based on motivation, communications and knowledge while
healthcare users’ view of quality is based on respect, being given enough time, kind and

polite healthcare workers that demonstrates courtesy and sympathy.

The World Health Organization (WHO, 2018:13) defined high quality healthcare services
as “providing the right care, at the right time, responding to the service users’ needs and
preferences, while minimising harm and resource waste”. The definitions provided in this
section imply that the quality of healthcare can be measured, and its ultimate aim is
improvement in health as opposed to simply increasing service inputs or enhancing
system processes. Quality healthcare results in an increase in the likelihood of desired
health outcomes. WHO (2018) provided seven measurable characteristics of quality
healthcare as efficiency, integration of care, equity, timeliness, people-centeredness,
safety, and effectiveness as shown in Figure 2.1.
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Figure 2. 1: Elements of healthcare quality, WHO (2018)

While several quality elements have been suggested over the years, health bodies are

increasingly acknowledging that quality health services globally should be effective, safe,

and people-centred. In addition, health services should be timely, equitable, integrated,

and efficient, as shown in Figure 2.1 (WHO, 2018). The elements are briefly explained

below.

e Effectiveness — Is about doing the right things including setting targets that will

achieve the overall good, or effect. This implies that healthcare should be guided

by evidence-based guidelines and clinical pathways offered on the basis of

scientific knowledge and evidence-based guidelines. There should be adherence

to clinical pathways by the care team (Burhans & Alligood, 2010).

e Safety — authors (Lawati et al, 2018:1) refer back to the World Health
Organization’s (2009:1) definition which states, “the prevention of errors and

adverse effects to patients associated with health care” and “to do no harm to

patients.” This too implies that health care establishments should have clear

guidelines for the prevention of medical errors.
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People-centeredness — The New South Wales (NSW) Health Department (2020)
state that this involves putting the patient first — at the centre of the service. Support
should be tailored to meeting people’s needs. This implies the members of the
healthcare team should listen to the questions and concerns of patients and
develop a plan to meet these needs.

Timeliness — “Doing things right” is important but so is it important to do it at the
appropriate time. Delays in providing and receiving services should be kept to a
minimum. Situations that require urgent attention should be taken note of and
acted upon as quickly as possible (Allen-Duck et al., 2017).

Equity — The quality of care provided to patients should be the same irrespective
of personal characteristics such as socio-economic status, race, gender, ethnicity,
or geographical location (WHO, 2018).

Integration — The care received by a patient across facilities should be
coordinated (WHO, 2018).

Efficient — Doing the right thing at the right time is important and efficiency means
this should be done with the minimum use of resources. It is the ratio of the output
to the inputs of any system (good input to output ratio). This implies there should

be no wastage of resources (Burches & Burches, 2020).

Quality healthcare is the basis for achieving universal health coverage since access

without quality is meaningless (WHO, 2018). Poor quality healthcare is harmful to people

and also wastes precious resources that can be invested in other sectors of the economy

to improve the lives of citizens (Allen-Duck, Robinson, & Stewart, 2017). Countries spend

billions of dollars on dealing with the outcomes of poor-quality healthcare. This money

could be used in education, infrastructure, and social services.

2.3 GLOBAL PERSPECTIVE OF HEALTHCARE QUALITY

The World Health Organization (WHO, 2018:8), as the mother body of the global
healthcare systems, has established a framework of integrated people-centred health

services that presents a vision in which “all people have access to health services that
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are provided in a way that responds to their preferences that are coordinated around their
needs and which are safe, effective, timely, efficient and of acceptable quality”. The
development, refinement and execution of a National Quality Policy and Strategy (NQPS)
is a priority for countries as they look to systematically improve the performance of their
health care systems (WHO, 2018).

In response to the global push towards Universal Health Coverage (UHC), stakeholder
expectations and increasing recognition of the role of quality initiatives in building strong,
resilient health systems, a number of countries are embarking on journeys to develop and
refine their national policy and strategy for quality of care (WHO, 2018). WHO has
structured eight elements of the NQPS to act as a catalyst to address quality concerns

and these elements are outlined in the Figure 2.2:

ELEMENTS OF THE NATIONAL QUALITY POLICY AND STRATEGY PROCESS

* 0

National health Local definition Stakeholder mapping Situational
priorities of quality & engagement analysis

'
' 4
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Committee
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Governance Improvement Health management Quality
and organizational methods & information systems indicators &
structure Interventions & data systems core measures

Figure 2. 2: Elements of the National Quality Policy and Strategy, SAHR (2018)

According to SAHR (2018), quality improvement is key to the success of any national
health system and leadership and the provision of support structures are essential
components to achieving quality. In addition, other drivers of quality improvement are the
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ability to measure quality and the engagement of staff in the process. Value for the money
spent are also important. A commitment to on-going learning, informed practice, and
clearly defined responsibilities for all role-players are additional requirements for quality
improvement (SAHR, 2018).

Poor quality healthcare services are impeding progress in achieving health for all,
attention to be given to providing flexible and appropriate access to healthcare services
based on the need of the healthcare user (Vecchio et. al, 2018). Currently, there is a
prevalence of inaccurate diagnosis, unnecessary or inappropriate treatment, medication
errors, unsafe or inadequate clinical practices at the healthcare facilities, as well as
providers without adequate training in all countries. The situation is more pronounced in
low and middle-income countries. In these countries, about 10% of patients who are
hospitalised can expect to acquire an infection during their tenure in hospital, compared
to 7% in high-income countries (Delloite, 2017). This is despite the fact that the acquisition
of hospital infections can easily be prevented through better hygiene, improved infection
control practices, and appropriate use of antimicrobials. According to WHO (2018), almost
40% of healthcare facilities in low and middle-income countries do not have adequate
water and 20% have poor sanitation, which impacts negatively on the quality of care.

There have been significant cost implications of poor-quality health for health systems
and communities across the world. Costs related to medical errors globally have been
estimated at US$42 million every year and this does not include healthcare costs,
foregone productivity, and lost wages (Organisation for Economic Cooperation and
Development (OECD), 2017). In high-income countries, about 15% of hospital
expenditure is utilised on correcting avoidable complications of care and harm to patients
(OECD, 2017). The broader social and economic costs of harm to patients resulting from
long-term impairment, disability, and lost productivity run into trillions of dollars each year.
Close to 20% of health resources are utilised in ways that do not generate much health
improvement (OECD, 2017). The absence of quality healthcare services negatively

impacts on efforts to achieve universal health coverage. The foundation of a nation’s
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human capital is based on good health and therefore, no country can afford unsafe or
low-quality healthcare (Leslie et al., 2017).

2.4 OVERVIEW OF HEALTHCARE QUALITY IN AFRICA

Over the years, healthcare systems in Africa have suffered from man-made issues that
include financial, human resources, institutional, technical, and political developments
(Abubakar, Basiru, & Oluyemi, 2018). In Nigeria, for example, broken-down healthcare
systems have resulted in approximately 5000 people leaving the country every month to

seek treatment in other countries, known as medical tourism (Oleribe, et al., 2019).

According to Danhoundo et al (2018) serious concerns about the quality of health care
services and health outcomes in sub-Saharan Africa have been raised. These include
bottlenecks in the health system leading to drug shortages, disrespect of patients and a
tendency to concentrate on providing services that attract fees from donor organizations.

These authors cite a lack of social accountability as the source of these problems.

A number of African countries implemented initiatives to enhance the quality of healthcare
through the establishment of quality standards. According to SAHR (2018), a review of
country case studies of countries that had developed National Quality Strategies since
2010, Ghana, Ethiopia, and Nigeria, had all done so. They highlighted key lessons which
included building on earlier lessons learned, linkages to existing policies, leadership and
local ownership, extensive stakeholder engagement, capacity development and funding
for sustainability.

Tanzania focused on Kaizen (an approach, named after the Japanese word for
“improvement”, with activities involving all employees to continuously improve all
functions and quality process methodology and techniques, but without a strategic
framework (Khamis & Njau, 2016). In 2003, the government of Tanzania through the
Ministry of Health and Social Welfare recognized the importance of improving quality of

care through different approaches such as the Health Quality Improvement Framework
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with the overall objective of improving quality of healthcare services and wellbeing of their
citizens (Khamis & Njau, 2016).

Despite the efforts that the government of Tanzania has made to improve quality of care,
health care service provision remained constrained by a number of challenges, including
intrinsic and extrinsic factors. The extrinsic factors included poor infrastructure,
unavailability of medical supplies/equipment, and poor staffing level while intrinsic factors
include motivation for health care workers and workplace training. Based on these
constraints, the Ministry of Health and Social Welfare in Tanzania embarked on another
effort by implementing policy changes under a Health Sector Reform Strategy. The key
strategy was the decentralisation of the health services, which empowers local authorities
to be independent and autonomous. Despite all efforts and reform, quality of healthcare
in Tanzania remained a challenge and scored low, one of the reasons being insufficient

human resources, especially in rural areas (Khamis & Njau, 2016).

In Ethiopia, the government established a roadmap, which focused on introduction of
community-based health insurance, primary healthcare coverage, expansion of human
resources, and development of online learning platforms through a National Healthcare
Quality Strategy (NHQS) in 2016 (Magee, et al., 2019). The Ethiopian framework
emphasises patient-centred health care that is safe, effective and accessible, as well as
multiple inputs to improve performance. Strategy was communicated by training
managers on context specific quality improvement (QI) methods. Key structural changes
made include creation of a formal Quality Unit within the Ministry of Health to oversee the
development of quality agenda through coordinated quality planning, QI, and quality
control (Magee, et al.,, 2019). Quality teams were developed for each facility in both
private and public healthcare, including community structures to enable delivering,
improving and maintaining high levels of quality. Quality expertise of the dedicated

personnel was built to drive the quality agenda.

Ethiopia achieved significant improvements in priority areas such as maternal and child

health, malnutrition, communicable and chronic diseases, as well as in quality of
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emergency and surgical services (Magee, et al., 2019). The strategy was designed in line
with the WHO guidelines and previous challenges were taken into consideration to
improve quality of the Ethiopian healthcare. As part of the quality improvement approach,
Hospital Management Initiative was started in 2006 as a pioneering initiative to introduce
a standardised based quality approach. This subsequently progressed to Ethiopian
Hospitals Reform Implementation Guidelines (EHRIG) incorporating the concepts of
blueprint for hospitals, the health care financing strategy and the Business Process
Reengineering (BPR) (Magee, et al., 2019).

2.5 OVERVIEW OF THE SOUTH AFRICAN HEALTHCARE SYSTEM

Section 27 of the Constitution of South Africa states that all people have the right to
access to healthcare. However, despite this, Harris et al (2011) demonstrated that
inequities remain, mainly as a result of inequitable resource allocation. Numerous efforts
have been made by the government since 1994 to realize this right but challenges remain

to access which is inextricably linked to quality care, or the lack of it.

The goals that have been set are commendable but, as Maphumulo and Bhengu (2019)
point out, services offered by public health institutions are not meeting the basic standards
of care and patient expectations as indicated in many media reports and audits. At first
glance this situation may not appear to be serious as the Global Health Index (2019)
ranks South Africa highest among African countries. Several studies, however, indicate
that there is cause for concern, with Mogakwe (2019) referring to the health system as
‘ruined and in serious need of repair’, Coovadia et al (2009) as “dysfunctional”, Pillay-van
Wyk et al. (2016) referring to a “complete failure” of the health care system and
Malakoane (2020) asserting that the health service is yielding poor health outcomes.
Coovadia et al (2009) also point out that if assessing quality in terms of health outcomes,
South Africa is considered to be worse than those of many countries in the low-income

group. The public has therefore lost trust in the healthcare system.
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These observations were also made in other South African studies such as those
conducted by Balabanova, et al (2010), Benatar (2013), and Muhwava et al (2018).
Research conducted by Abaerei, Ncayiyana and Levin (2017) in Gauteng established
that 75% of the sampled participants said they had stopped using public healthcare
services because of the deteriorating quality of such services. Substantial inequalities still
exist between and within provinces and due to slow progress in restructuring the

healthcare system (Manyisa & van Aswegen, 2017).

It is important to understand the historical context as it provides insight about past
inequities. As highlighted in the introduction ‘bad neighbourhood’ has impacted on the
guality of care provided to South African citizens because there were sanctions where the
country could not get necessary support from other countries to reverse past inequities
and emigration of health personnel had aggravated the shortage of human resources and
healthcare services were strained as the healthcare system were already burdened
(George, Atujuna and Gow, 2013). To be fair, the government inherited a fragmented and
inequitable health system in 1994 where fourteen (14) separate health departments
existed as a result of racial segregation and the creation of “Bantustans” or ethnic
homelands (Coovadia et al., 2009; Maphumulo & Bhengu, 2019) and professional bodies
were similarly divided. Gender and racial discrimination, vast income inequalities, and a
migrant labour system have characterised the country’s troubled past, and this has had
a serious negative impact on health services (Coovadia et al., 2009; Maphumulo &
Bhengu, 2019).

After the apartheid period, the government attempted to transform the public health
system into an integrated, comprehensive national service, by making major changes in
health policy and legislation in order to ensure that health institutions comply in the
delivery of quality care (Manyisa & van Aswegen, 2017). Many systemic problems
however remain with 71% of the South African population depending on the public health
sector for their healthcare needs, but less than 50% of the total expenditure on health
being utilized by the public sector. The inequities between the public and the private

sector are still obvious today with Rensburg (2021) stating that the private sector is largely
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funded through the contributions made by the 27% of the population who contribute to
medical aid schemes. He further states that the majority of South Africans cannot afford
the exorbitant cost of private healthcare”. Furthermore, systemic problems like nepotism
and corruption delayed government efforts to revive past inequities. As such, poor
leadership resulted in the state being “captured” and skills were not recognised as
nepotism took its toll to collapse the system. Munzhedzi (2016) argued that the process
of implementing the good intentions of the government failed as corruption illegitimated
the process thus, even today South Africa is still recovering from the impact of state

capture due to poor leadership.

The results of poor-quality healthcare include increased medico legal hazards, burden of
healthcare professional and loss of confidence in the healthcare sector (NDoH, 2018) and
there are still significant differences in disease and mortality rates between races,
reflecting racial differences in access to basic household living conditions and other
determinants of health (Abaerei et al., 2017).

2.6 BARRIERS AND ENABLERS FOR COMPLIANCE WITH STANDARDS

Several studies done by (Oleribe et al, 2019; Busse et al, 2019; WHO, 2018) indicated
that barriers to quality health care include poor human resources, budgetary or financial
constraints or poor management thereof, poor leadership and poor governance which are
thought to account for more than two-thirds of the perceived problems in health care in
Africa. Maphumulo and Bhengu (2019) agreed that these factors are responsible for the
poor quality of care but add that migration, increased consumer demands and the
increased disease burden have exacerbated the problems. Malakoane et.al, (2020), on
the other hand pointed to problems of poor communication, a lack of resources and poor
maintenance of structures and equipment although these latter issues could be related
back to the issues raised by the other authors. A healthcare system that has enhanced
quality is characterised by efficiency in service delivery, fewer errors, and minimum delays

in care delivery, lower cost, and increased market share.
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2.6.1 Human Resource Issues

A skilled, motivated, and adequately supported pool of employees is crucial for the

successful implementation of quality standards in the healthcare sector (WHO, 2018).

While an assumption is often made that health workers have a desire to provide best care
for their patients, there is evidence that the very barriers to quality health care are the
same issues that demotivate health care staff. Mumbauer et al, (2021) identified that the
most significant factors impacting on health workers’ ability to care are a heavy workload,
poor workplace culture, insufficient equipment and infrequent training opportunities. This
indicates that it is not only the availability of staff that is important, but also their level of

motivation (Mumbauer et al, 2021).

Intrinsic motivation remains an important construct in determining a person’s work ethic,
but extrinsic motivation can either reflect external control or true self-regulation (Badubi
2017). Intrinsic motivation is the act of doing something without any obvious external
rewards. It is done because it's enjoyable and interesting, rather than because of an
outside incentive or pressure to do it, such as a reward or deadline and further as surety
of job security (Badubi 2017).

While an extrinsically motivated individual will work in order to gain an external reward
such as a salary or to avoid getting into trouble, the task is made difficult by the systems
and environments that they operate in (Sutton and Barto, 2018).

There are several countries that face significant shortages in both the quality and quantity
of health personnel. WHO (2016) estimated the global shortage of doctors to be 2.5
million and that of nurses and midwives at 9 million. The shortage of allied health
professionals was estimated to be 6 million. Due to these shortages, there is often
absence, or poor delivery, of basic care. Poorer countries experience the most severe

shortages of healthcare workers. In the developed economies, there is often a
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concentration of healthcare workers in the cities, which results in poorer quality care in

rural and remote areas.

Delloitte (2019) shared the view that the quality of healthcare is largely dependent upon
having the right healthcare workers with the right skills in the right place. However, efforts
to achieve this requirement are being hampered by an ageing workforce, rising demand
for healthcare services, and the reduction in working hours for physicians. These factors
fuel shortages of appropriately skilled workers in both high-income and low-income
countries. Despite the growth of clinical professions in the NHS in the UK in the past five
years, they still cannot keep up with the demand. The NHS currently has close to 42 000
vacancies for nurses, midwives, and allied health professionals (Victoria State
Government, 2018). This has increased the pressure on existing staff which in turn has a

potential impact on the quality of care as well as employee health and retention.

Since 1994, the South African health sector has been affected by the poor distribution of
health personnel as well as poor skills among several healthcare staff (Coovadia et al.
2009). This has compromised the health department’s ability to deliver key programmes,
particularly for HIV, maternal health, mental health, child health, and tuberculosis. The
human resource crisis is particularly serious at the district level and has been on-going
despite the spending of 60% of the health budget on human resource, as such the
population is outpacing the available human resource thus South Africa needs more
drastic response in dealing with human resource shortages (Barke and Abdul-Kareem,
2019). Human resource shortages have been worsened by a number of unfortunate
policy decisions that include the offer of voluntary retirement packages to public sector
employees in the mid-1990s (Barke and Abdul-Kareem, 2019).

World Bank figures indicated that in 2015, the nurse to population rate in South Africa
was 5.1 to 10 000 of the population as compared to 10.6 in Australia, 8.8 in the United
Kingdom and 9.1 in Cuba. While the situation in 2015 was less than optimum, the nurse-
to-population ratio in South Africa is declining — a situation made considerably worse by

the changes in the nursing education system that have not allowed for adequate growth
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(Armstrong et al, 2019). According to the South African Nursing Council, in 2020 there
was one nurse for every 213 patients in the country, but there is an inequitable distribution
of nurses in the private and public sectors. These statistics are an indication of an acute
shortage of nurses and doctors in public healthcare. A new study published recently in
The Lancet, indicates that a policy that maintains a minimum nurse-patient ratio not only
saves lives, but also prevents readmissions, shortens stays in hospital and reduces costs.

The South African government developed the national human resources strategy in 2010
which was aimed to cover up to 2030 in terms of human resources plan (Maphumulo &
Bhengu, 2019). However, concrete proposals and actions to address the human resource
crisis, particularly at primary and community levels have not been forthcoming. Some
positive policies such as increased uptake by medical schools and the introduction of mid-
level health workers in the form of clinical associates have unfortunately been very slow
in improving the situation as the number of those graduating has been too low to fill in the
gap. According to Barke and Abdul-Kareem (2019) doctors and other healthcare
professionals in South Africa leave South Africa in search of overseas jobs as they
complained about inadequate preparation for and support during deployment. The human
resource shortages therefore pose a huge challenge to the ability of healthcare

establishments to comply with quality standards and provide good quality healthcare.

2.6.2 Human Resource Management Issues

The reluctance to strengthen the management of human resources was cited by Van
Reyneveld et al. (2020) as one of the key challenges of the South African healthcare
system. During the apartheid era, the majority of senior management positions throughout
the system were held by whites males and public sector managerial competence was
centralised and highly variable. In preparation for the fourth industrial revolution concerted
efforts were made to incorporate black women in top management positions to create
employment equity but thus far South Africa has failed to close the gap of
misrepresentation of Black women according to Matotoka and Odeku (2021).

Improvement of the public service human resource requires government stewardships
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with the mix of skills and political support. There are also serious shortages of supervision,
support, and training (Coovadia et al., 2009; Van Reyneveld et.al, 2020).

According to Mbandlwa et.al. (2020), there has not been sufficient political will and
leadership to deal with poor performance in the public sector. There has also been a
stubborn tendency to keep senior employees and leaders in their positions, thereby
rewarding loyalty instead of the ability to deliver. There is no climate of accountability for
senior managers, apart from financial accountability, which is enforced through the Public
Finance Management Act, PFMA (1999). This has made cost-containment the dominant

practice in the public health system.

Lack of competence within the public sector has become so pervasive that it is an issue
that is now very difficult to address (Maphumulo & Bhengu, 2019). There is limited
capacity at every level in the healthcare sector as well as other sectors of the government.
According to Jojo (2019), this situation can also be attributed to the country’s disastrous
education system that has resulted in most learners coming out of secondary and
sometimes tertiary education with very low literacy, numeracy, and problem-solving skills.
The government has consistently been refusing to face up to the failure of the education

system and come up with radical measures to address the situation.

The government should be determined to solve the capacity problem in order to have a
more efficient public sector. The public sector culture should also be changed from one
that is oriented towards security of employment and reward for loyalty, to one focused on
accountability and delivery of services to the public, in which competence and
performance are required and rewarded (Jojo, 2019). Only then can the ability to comply
with quality standards for health be possible. Orgill et al (2019) argue that in order to
comply with issues of compliance, managers in districts must be recognised as leaders
of change, not only as implementers who are at the receiving end of dissemination
strategies from those at the top. They further acknowledge that district managers are the
integral intermediaries between those at the at the coal face and national policies,

managing long chains of dissemination and natural (often unpredictable) diffusion”
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2.6.3 Resources and Facilities

Kruk et.al. (2018) pointed out that the availability of resources has an impact on the ability
to adhere to quality standards. High quality outputs are determined by the availability of
high-quality inputs. Operating with low quality facilities and equipment diminishes the
productivity of healthcare workers. There is an increasing realisation by managers and
policy makers that financial resources are the most important factor that is affecting the
quality of healthcare services (Kruk et.al., 2018). According to Maphumulo and Bhengu
(2019), members of the public have always been raising concerns about the shortage of
equipment in hospitals. Such shortages have resulted in fatal delays in urgent surgery.
Backlogs in work result in extended delays for patients who are awaiting treatment.
Cancer patients, for example, are affected by shortages in oncology doctors as well as
equipment. There are also long lists of patients awaiting diagnosis and surgery due to
human resource and equipment shortages (Maphumulo and Bhengu, 2019). These long
waiting times for medical intervention have the potential to expose patients to the
development of complications or even the loss of life. Times LIVE (2018:5) described

public hospitals as “a death trap for the poor”.

Mokoena (2017) conducted a study which established that the shortages in material
resources, equipment, and supplies have resulted in patients staying for longer times in
hospitals before their problems can be addressed. The participants in the study by
Mokoena (2017) highlighted that the scan machine in the particular hospital was not
functional and patients had to be referred to other hospitals for investigation, leading to
delayed diagnosis and treatment. Manyisa and Van Aswegen (2017) also pointed out that
shortages in administrative equipment and skilled personnel that are being experienced
by most public hospitals in the country have an adverse effect on the quality of care being
offered to the public. The Presidential Summit on Health (2018) also noted that the health

facilities infrastructure in South Africa is sub-standard and ageing, with unsafe facilities.

Maphumulo and Bhengu (2019) posited that there is an unequal distribution of resources
in the South African healthcare sector. According to the NDoH (2016), 84% of the South
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African population depends on the public health sector for their healthcare needs. Only
16% of the population are members of medical aid schemes, and these are attended to
by the private sector. The 16% who are members of medical aid schemes utilise more
than 50% of the total expenditure allocated for healthcare, while the remaining 84% of the
citizens are dependent on the under-resourced public sector. In addition, close to 80% of
the country’s medical specialists serve the same 16% private sector population
(Maphumulo and Bhengu, 2019). This means that the public sector suffers greatly from
the shortage of human and other resources and the ability of hospitals and clinics to

comply with the NCS is therefore compromised.

According to WHO (2018), the quality of healthcare facilities is assessed first on the
availability of basics such as safe waste disposal, good sanitation, reliable electricity, and
clean water. A 2019 WASH NORM survey conducted in Nigeria found that less than
26.5% of the healthcare facilities had reliable electricity, sanitation, and water (UNICEF,
2020). Estimates by WHO (2018) indicate that 40% of healthcare facilities in low and
middle-income countries do not have reliable water and 20% do not have adequate
sanitation. However, South Africa was not part of the countries represented in Africa in
assessing the status of the availability of these basic services.

2.6.4 Leadership and Management

Oleribe et al. (2019) cited one of the leading challenges to quality healthcare as poor
leadership and management. Figueroa et al. (2019) had similar findings as they stated
that the selection and development of leaders who are prepared and trained for leading
in increasingly complex health systems is one of the major challenges in the coming
decades and further indicated that the primary reasons for incompetent leadership arise
from the presence of managers who are unfamiliar with leadership techniques and
capabilities. Study conducted by Oleribe et al. (2018) highlighted corruption in healthcare
systems, lack of political will, poor management of resources, and poor integration of
healthcare programmes as some of the major management and leadership challenges

affecting the quality of healthcare.

33



These findings are similar to those of Ghiasipour et al. (2017), who cited issues related
to the poor role of government in health policy and poor oversight of the health system as
the major leadership challenges. Such findings imply that poor leadership based on
uneducated leadership who are not capable of analysing and understanding and able to
deal with complex healthcare challenges could result in increased healthcare costs,
reduced effectiveness and efficiency, and demotivation among employees, which leads

to reduced patient satisfaction and poor health outcomes.

On the other hand, appropriate leadership can cultivate an organisational culture that is
committed to delivering quality, minimising conflicts, enhancing team efficiency and
productivity, improving employee satisfaction, and advancing the performance of the
healthcare system (Oleribe, et al., 2019). Mogakwe (2020) mentioned effective
management as a crucial enabler of compliance with quality standards from the
perspective of policymakers, managers and providers. Research, innovation, education
and funding are the key elements to achieve Sustainable Development Goals (SDG) and
thus leadership and governance is recognized worldwide as a crucial entry point in
strengthening health systems and attaining the SDG (Sweileh, 2020). Bach (2018)
highlighted the need for managers to initiate changes in structures and financing for
health systems so that they are aligned with the concern for human dimensions of every
health system. Such managers depend on their own decisions on ways of meeting local-
level needs within the frameworks of policy and resources as opposed to simply
administering instructions from the political and bureaucratic principals. The WHO Report
(2008) also regarded leadership reforms as one of the primary reforms required to
transform health systems so that they a in a better position to deal with the current range
of health challenges.

According to Edwards and Saltman (2017), public hospital managers lack the ultimate
power to make decisions while private hospitals responsibility to make decision lies with
senior management. National policies are extremely prescriptive and do not offer

adequate flexibility for adaption to local circumstances. Compared to private sector
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leadership, leadership in the public sector occurs within a political context, in conditions
of high accountability and transparency, and is directed by several goals that are often
ambiguous and contested (Basson, 2018). These leaders therefore require leadership
and political analysis skills and may be called upon to manage across organisational
boundaries rather than just within them. Thus, public managers need to take active roles
in policy management processes as opposed to just being administrators.

In South Africa, leadership crisis can be traced back to the beginning of democracy.
Among other things, the democratic government was tasked with transforming the public
service by eliminating all discriminatory policies and practices in the employment line
through the implementation of the Employment Equity Bill (Ebrahim, 2018). The aim of
the affirmative action policies in the public sector was to enhance the abilities of the

previously disadvantaged.

However, affirmative action policies led to the loss of institutional memory and the greater
part of the problems in the healthcare system are related to the appointment of
inexperienced managers in senior positions (Archibong & Adejumo, 2013). Maphumulo
and Bhengu (2019) asserted that affirmative action in South Africa resulted in poor-quality
service delivery as it is characterised by affiliation and nepotism as opposed to merit and
skills. Most managers in South Africa are elevated to higher positions because of their

length of service in the institution rather than their skill.

This results in a wide gap between the management team and clinical outcomes, thus
transformational leadership should be considered (Golele and Rachidi, 2017). Corruption,
together with lack of accountability among Department of Health officials has also resulted
in government failure in fulfilling its constitutional mandate to deliver quality healthcare
(Naher et.al. 2020).

From the views in this section, it can be noted that efficient and effective leadership is
crucial for successful compliance with NCS. The fact that the healthcare sector has

leadership skills and competency deficits makes it difficult to comply with health

35



standards, resulting in poor quality health outcomes. This highlights the need for
leadership development in the healthcare sector.

2.6.5 Policy Implementation Challenges

The findings of the study by Oleribe et al. (2019) identified policy implementation
challenges as one of the primary weaknesses of the health system in the country.
According to Bullock and Lavis (2019), policy implementation involves translating the
goals and objectives of a policy into an action. The current experience of the
implementation of health policy in South Africa has shown that new policies have
produced unexpected and sometimes negative results due to insufficient understanding
of policy goals, lack of enforcement of existing policies, resource constraints and lack of
consultation and involvement of other actors (Muthathi and Rispel, 2020). These negative
outcomes include imposing barriers to access instead of removing resistance to equity
promotion of the health management action weakening the quality of care instead of

enhancing the efficient use of resources (Kruk, 2018).

A number of studies have highlighted the complexity that surrounds policy implementation
in South Africa. According to Oliver et.al. (2019), existing policies and new policies always
interact in ways that are unpredictable, even when the goals of the policy are widely
acceptable. The user-fees removal in 1994 and 1996 for example, was intended to
minimise access barriers and was implemented in parallel with several other health
systems and policies. However, the policy came to be viewed by the majority of health
personnel as an additional burden as there are already limited resources and thus this

created resistance to further change (Michel et.al., 2019).

Manor and Duckett (2017) pointed out that there is a strong influence by political leaders
on how policies are actually implemented. This scenario worsens the problems
experienced by health workers as well as patients and the community. Manzoor et.al.
(2017) cited that successful implementation of the policy through political influence can

be achieved and effective if working collaboratively with health stakeholders and down
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delegation to be done to oversee policy implementation as leaders has credit to influence
their followers. Such credibility shows that the common “command and control” approach
to the implementation of the policies in the public sector is flawed. As such it is no wonder
public policy fails as often as there are many obstacles such as task of policy that are too
hard to accomplish, corruption, incompetence and political motivation and thus, things do
not turn out as it was expected to be (Mueller, 2020). Figure 2.3 illustrates how the
complex realities at the bottom of the implementation level contradict the inherent

assumptions of the top-down approach.

Simple top-down assumptions:

Policy developers can control

implementation conditions and
implementing actors; there is a
linear causality in policy change

Complex reality at bottom:

Hard to predict all relevant
conditions and implementation
rarely a linear coherent process:
implementing actors have minds
of their own: new policies create
support and resistance: policy
change is based on complex
causality

Source: Gilson and Daire (2011)

Figure 2. 3: Contrasting understandings of policy implementation

Figure 2.3 indicates that the top-bottom approach to policy implementation results in an
incoherent process as there is no mutual understanding between leadership at the top

and policy implementers at the bottom. Mueller (2020) highlighted the need to have policy
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implementation approaches that take note of the complex realities shown in Figure 2.3.
This entails considerable local-level decision making that is responsive to complex local
circumstances, problems, and needs. Healthcare in particular requires dynamic
interventions based on local decision making in order to alter the behaviour of people in
conditions of greater uncertainty. Therefore, there cannot be any standardisation and
routinisation of effective healthcare interventions, for instance, through clinical
procedures. The majority of interventions require interaction with the broader community
regarding the circumstances that give rise to health needs and cross-sectional action to
deal with primary causes of health problems and further acceptability to be considered
when designing and evaluating health interventions (Sekhon et.al, 2017). Furthermore,
when the primary healthcare services have improved quality interventions and
compliance to quality standards, burden at hospitals of all levels of healthcare service will

be minimised.

However, there is still a need for central guidance and direction in order to establish the
vision and goals for new policies and setting clear boundaries within which
implementation can occur (Terwindt et.al, 2016). This scenario enables flexible local-level
decision making that is essential for adapting policies to local circumstances through
paying attention to and working together with local actors. Therefore, instead of the
command-and-control leadership, those at provincial and national levels should adopt
approaches to policy implementation that enable and support distributed leadership, that
is, leadership across the health system. Experience with public sector innovation and
guality improvement internationally indicates that there is value in combining top-down
and bottom-up processes in decision making. Figueroa et.al (2019) noted that even
though there are some types of health challenges, such as political economy or public
health emergencies that may call for command-and-control management, effective
leadership increasingly depends on mediation to deal with present and future complex
health challenges. Yaya et.al (2020) affirm that Covid-19 affected and crippled many
countries in the world including the most developed countries. Decisions to help fight
Covid-19 were from the most senior leadership of each countries using a command-and-

control approach. Many African countries have adopted some international policy trends
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such as border closures, strict migration measures, imposition of quarantines, and

enforcement of stay-at-home orders.

2.6.6 Inadequate Healthcare Financing

Another major challenge that faces healthcare in Africa is inadequate financing (Oleribe
et.al, 2018). Studies conducted by Kruk (2018) established that the majority of African
countries face a chronic problem of scarcity of funds for healthcare. Even the richest
countries do not find it easy to keep up with increasing healthcare costs. In order to
address gaps of healthcare inequalities, South Africa has adopted social protection
policies where out-of-pocket payments for healthcare services had been abolished
(Setshegetso, 2020). According to Traore (2021), healthcare expenditure in Sub Saharan
Africa (SSA), is only a small fraction of the US$3.2 trillion spent on healthcare in an
average high-income country like USA in 2015. Further the commitments of leadership to
improve healthcare financing by signing of several declarations by African heads of state,
poor health indices are still prevalent and thus recommended that healthcare spending
should be increased to meet global standards.

In addition to inadequate budgetary allocations that were highlighted, increasing
healthcare costs, lack of financial autonomy, and financial unsustainability were cited as
the other financial challenges impacting on the quality of healthcare in most countries
(Oleribe et al. (2018), Sturmberg & Bircher, 2019). All the findings from these studies
imply that the inadequate financing of healthcare by the majority of African governments
leaves households to bear the burden of healthcare services and this pushes some
households into poverty. Inadequate financing is also causing employee drop-out,

resignations, and early retirement due to demotivation.

2.6.7 Information Management

According to the Presidential Summit on Health (2018), the current health information
systems within the South Africa public health sector and between the private and public

health sectors are fragmented, with no integrated electronic health record. This situation
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presents a major challenge to effective stewardship of the health system. Currently, there
are 42 health information systems; however, there is a need for only one platform whereby
information can be exchanged between the disparate systems. This can be achieved
through the development of interoperability standards that are adhered to. Information
systems also need appropriate frameworks of governance to ensure the protection and
good management of information (Presidential Health Summit, 2018).

The existence of fragmented information systems also had a negative impact on record-
keeping. According to Kama (2017), lack of proper recording-keeping results in
unwarranted delays in providing patient care. There are sometimes cases where patients’
folders are missing or lost, and healthcare workers simply leave the patients to wait
instead of informing them. In worst cases, the patient’s medical history is lost, and this

can create further complications such as incorrect diagnosis or even death.

2.6.8 Increased Disease Burden

South Africa, like all developing countries, faces high burden of disease and appears to
be failing to fight it (Maphumulo and Bhengu, 2019). In Africa, particularly in sub-Saharan
Africa, HIV and AIDS have had devastating effects on the healthcare systems to the
extent that the systems are not able to cope with the demands of high-quality delivery.
Several inadequacies and deficiencies resulting from the fragmentation of the healthcare
system, together with socio-economic and racial issues, have resulted in further
spreading of diseases in South Africa, including HIV and AIDS (Gona et.al., 2020). The
country is presently facing a multiple burden of diseases, with HIV and AIDS coinciding
with a high burden of tuberculosis, high maternal and child mortality, increased levels of
injuries arising from violence, and an increased burden of non-communicable diseases
such as cancer, chronic respiratory conditions, diabetes, and cardiovascular diseases
(Achwoka et al., 2019).
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Healthcare associated infections are regarded as another major source of morbidity and
mortality in the South African public sector (Dramowski & Whitelaw, 2017). It is estimated
that one out of seven patients entering hospitals in South Africa is at the risk of contracting
health care associated infections due to poor infection prevention and control measures
that include poor hand-washing methods and poor waste management (Dramowski and
Whitelaw, 2017). Health care associated infections are also caused by overcrowding in
hospitals, inadequate environmental cleaning, lack of isolation facilities, high patient-to-
staff ratios, ageing infrastructure, inadequate disinfection of medical equipment, and
transfers of patients with drug-resistant infections between hospitals between hospitals
(Dramowski and Whitelaw, 2017). Healthcare associated infections result in patients
staying longer in hospitals, increased healthcare costs, and sometimes the death of

patients (Dramowski and Whitelaw, 2017).

2.7 HOW COMPLIANCE WITH NATIONAL CORE STANDARDS CAN BE
ENHANCED

In order to ensure improvement in the quality of healthcare, there is need for both systems
of monitoring and support to healthcare workers (Aggarwal et.al., 2019). There should be
establishment of deliberative programmes driven by dedicated agencies. Furthermore,
initiatives to enhance healthcare quality need to be driven from the front, by the health
service and political leaders who are able to share the vision and motivate healthcare
personnel to have the biggest possible impact on the health of the communities they serve
(Mueller, 2020).

2.7.1 Involvement of Primary Healthcare Facilities Managers in Decision-Making

Mogakwe et al. (2019) highlighted the need for involving and consulting managers of
primary healthcare establishments in making decisions that pertain to their
establishments. Employee involvement in decision making was also regarded by Tian
and Zhai (2019) as a good practice that results in a highly favourable and positive impact
on the implementation of policies. One of the major challenges that negatively affects
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compliance with quality standards as noted in this chapter is the top-down approach to
policy implementation that characterises the South African public sector. Mogakwe et al.
(2019) advocated for the seeking of the views of employees and managers in issues that
affect their work as well as empowering employees to make decisions to a certain extent.
Employees will develop a strong sense of self-worth and feeling of belonging, which
results in their commitment to the successful implementation of policies. According to
Tian and Zhai (2019), involvement in decision-making creates an enabling environment
for creativity and growth as employees who view themselves as stakeholders are driven

to offer their best in the organisation and strive to comply with quality standards.

2.7.2 Implementation of Effective and Functional Support Systems

Support from leadership was suggested by Mogakwe et al. (2019) as one of the solutions
to enhance compliance with quality standards. Non-compliance with quality standards
was also attributed to lack of leadership commitment and support in this chapter. In a
study conducted by Mogakwe et al. (2019), primary healthcare clinical managers
emphasised the need for support from senior management, including guidance and
assistance to comply with quality standards. Rosen et.al. (2018) also regarded support
from senior management as of paramount importance for enabling healthcare personnel
to function more efficiently. According to Sanusi and Johl (2021), the implementation of
policies for enhancing the quality of health requires the commitment and support of top
management. Top management should create an implementation climate that is

favourable for compliance with quality standards.

In the study conducted by Mogakwe et al. (2019), the participants pointed out that they
expected management to assist and support them on how to draft standard operating
procedures and quality improvement plans. Macht & Davis (2018) proposed that
managers should make compliance with quality standards part of the organisational
culture, whereby senior management engage with employees, customers of healthcare
services and stakeholders to embed best practice initiatives and compliance measures.

Yasser (2020) suggested that the achievement of compliance with quality standards for
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healthcare relies on everyday practise of staff values and supportive management that is
committed. The author further stated that supportive management can influence the
commitment of clinical managers to comply with quality standards. The Policy on Quality
in Health Care for South African NDOH (2007) and the Clinical Audit Criteria and
Guidance Working Group (2008) also stipulated that senior managers in healthcare
sector can assist in improving compliance with quality standards through supportive
behaviour by identifying weaknesses in the public healthcare system and by adjusting for

compliance where necessary.

2.7.3 Improvement of Internal Communication Practices

Compliance with the NCS and other quality standards can also be enhanced through the
improvement in internal communication in the healthcare system. A study conducted by
Mogakwe et al. (2019) in primary healthcare clinics in Gauteng established the existence
of poor internal communication practices such as limited time for conducting staff
meetings and feedback sessions, impacting negatively on the ability of the establishments
to comply with quality standards. Recommendations were to improve internal
communication by granting adequate time for staff interaction through meetings and
feedback sessions to enable health workers to collaborate in identifying and addressing
problems together. Booyens (2008) supported that through effective communication,
information can be exchanged, and suggestions can be made on ways of improving the
situation. Provision of feedback on the general performance of the establishment in

complying with NCS also helps employees to identify the areas that need to be improved.

Chili and Matsiliza (2021) proposed the engaging every individual when conducting both
regular and scheduled team meetings as they provide employees with a platform for
discussion issues of non-compliance with quality standards and other issues that affect
the effectiveness of operations in the establishments. According to Rosell et al. (2019),
team meetings are essential as part of formal communication in order to engage all
employees in a process of building professional competence and assist to identify areas

that need improvements. Buljac-Samardzic (2020) also emphasised the importance of
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regular team meetings and enhanced communication in encouraging a favourable
environment for effective teamwork as well as in dealing with inter-professional conflict.
The authors added that enhanced communication promotes positive interpersonal
relationships and encourages greater levels of innovation, which are crucial for

compliance with quality standards.

2.7.4 Strengthening Governance and Leadership Capacity

The Presidential Health Summit (2018) highlighted the need to approach leadership and
governance with a multi-level governance framework where issues of governance are not
just sitting within the departments of health alone. Governance should focus on the role
of the government in health and its relation to other actors whose activities have an impact
on health. The government should therefore oversee and guide the entire health system,
private and public, to ensure that the interest of the public is protected. According to the
Presidential Health Summit (2018), the following are the health system governance
issues that need to be addressed: establishment of systems of accountability to with the
aim of regulating power, enabling the responsible governance, and maintaining a

consistent path.

In order to strengthen leadership capacity in the health sector, emphasis should be put
on leadership development programmes. According to Armstrong and Taylor (2014),
training programmes for leaders play a pivotal role in ensuring that managers are
equipped with the required skills and competences to execute their mandate. Norzalian
et al (2016) pointed out that decision-making and interpretation skills for leaders can be
enhanced through exposure to continuous learning as well as the experience of complex
situations. Leadership development programmes should therefore incorporate exposure

to complex situations and stress that cultivate dense experiences.

In order to strengthen leadership capacity in the healthcare sector, training and monitoring
of performance needed to prevent corruption at source and segregating responsibilities

in the supply chain (Presidential Health Summit, 2018). An anti-corruption forum needs
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to be established in the healthcare system, whose task is to detect, report, and conduct
investigations on corrupt activities as well as ensure that action is taken against corrupt
individuals. Kekae (2017) suggested the need for management levels in the public sector
as well as political leaders to act as role model in dealing with corruption. Leadership in
government and government institutions cannot continue to claim that they subscribe to
the practice of clean governance when they do not have the political will and support deal

with issues of corruption (Kekae, 2017).

2.8 CONCLUSION

This chapter presented a review of the literature related to the dynamics of compliance
with the standards for health establishments. Literature related to the concept of quality
in health care, efforts to improve the quality of care and responses to these efforts, was
examined in an attempt to understand why and when health care personnel comply to set
standards for health care quality. The upcoming chapter presents the methodology that

was used in conducting this study.
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CHAPTER THREE: METHODOLOGY

3.1 INTRODUCTION

This chapter discusses the research methodology that was used to conduct this study.
The chapter begins by highlighting and explaining the research philosophy that
underpinned the study and goes on to discuss the type of research design and the reason
for its selection. The population, sampling strategy, data collection tools, and data
analysis techniques are also highlighted and explained in this chapter. Thereafter, the
research participants, the research instruments, the sampling procedures as well as the
data collection strategies are described. Details on the data management and quality
control, data analysis and ethical considerations are also presented. Finally, the steps
that will be taken to ensure the quality of research findings and the ethical considerations

are highlighted.

3.2 RESEARCH PHILOSOPHY

The research philosophy that underpinned this study was interpretivism. According to
Saunders et al. (2016), research philosophy is concerned with how knowledge is
developed, its nature, and source. It is the belief about how data relating to the research
problem should be collected, analysed and utilised. Saunders et al. (2016) outlined five
types of research philosophy, which are positivism, interpretivism, critical realism,
pragmatism, and post-modernism. Interpretivism was found to be the suitable philosophy

on which this study could be based.

Interpretivist research aims at creating new, richer understandings and interpretations of
social contexts and worlds. In terms of organisations, this involves looking at the
organisation from the view of various groups of people (Saunders et al., 2016). For this

study, interpretivism was found to be appropriate since the main aim of the study was to
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understand the dynamics of compliance with the NCS for health establishments in South
Africa. Such understanding requires the researcher to obtain the views and experiences
of the research subjects on the implementation of the NCS in their health establishments.
Interpretivist research makes use of data collection methods that are flexible and allow
for an in-depth analysis of the research problem (Babbie, 2012). Data collection methods
such as interviews, and document analysis provided an opportunity to explore the
implementation of NCS as well as the challenges that the research participants are facing
in the implementation process. Thus, the interpretivist philosophy will be useful in the

attempt to understand the detailed dynamics of compliance with the NCS.

3.3 RESEARCH DESIGN

An exploratory qualitative case study design was used to conduct this study. Yin (2009)
noted that case study methodologies are desirable methods in understanding “how” and
‘why” a programme has, or has not, worked. With regards to exploratory research,
Kelemen and Rumens (2008) indicate that its main aim is to obtain new insights into a
research problem. Exploratory research is also applied when there is little research that
has been conducted in the study area (Polit and Beck, 2010). Therefore, an exploratory
gualitative case study design was considered in this study because there is limited
existing research on compliance with health quality standards in South Africa and this
study was expected to generate new insights into the extent to which health
establishments are complying with such standards as well as the challenges that they are
facing during the implementation process. In this study, the qualitative research
methodology was chosen as it is ideal to give the opinions and views of the participants.
The participants were able to provide first-hand information about how their hospitals
were complying with the NCS since they were experiencing the situation in their day-to
day operations. The findings from this study were to lay the groundwork for further

research in the area.

3.4 STUDY SITES
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The study was conducted in two tertiary hospitals in the Gauteng Province. Gauteng is
the smallest yet most populous of all the nine provinces in South Africa, with a population
of 15.5 million (26.0% of the total population) in 2020 (StatsSA, 2020). There are 40 public
hospitals in Gauteng province. The selection of the two public tertiary hospitals that
participated in the study was based on their performance in the most recent quality audit
of the six KPAs of the NCS. The worst performing and the best performing tertiary
hospitals were included in this study in order to make a meaningful comparison of the
issues impacting on the implementation of the NSCs. The table below is the summary of

the brief overview of two tertiary hospitals selected for the study in Gauteng.
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Table 3. 1: Brief overview of two tertiary hospital in Gauteng selected for the study

Demographics

Hospital A

Hospital B

Location

City of Tshwane, affiliated with the
University of Pretoria as a training
institution for the Faculty of Health
Sciences.

City of Johannesburg, affiliated with the
University of the Witwatersrand as a
training institution for the Faculty of
Health Sciences.

Population

Serving population of approximately 1
million (804313). Serving the medium to
low-income segment of the population

Serving population of approximately 1
million. Serving the medium to low-
income segment of the population.

Units

29 in-patient wards, the majority of which
are medical wards
5 Surgical wards 3 of which are
Orthopaedic wards, Gynae & Obstetric,
Psychiatric unit

15 functional speciality(OPD) clinics
including:
Dermatology
Neurology Gynaecology
Endoscopy
Breast
TB
Urology
Rheumatology
Diabetic
Oncology
ENT
Neurosurgery OPD
Orthopaedic OPD, Surgical OPD
and HIV clinic

21 in-patient wards, the majority of which
are medical wards (11 including 2
Admission wards),
6 Surgical wards 2 of which are
Orthopaedic wards,
Psychiatric unit,
Step down unit,
Theatre complex comprising of 12
theatres,
9 functional speciality clinics including:
e Stoma unit
Renal dialysis unit
Pain clinic
Endoscopy unit
Breast clinic
TB focal point and
HIV clinic

Bed occupancy

719 functional beds

652 functional beds

Staff

The total number of staff is 2247
Inclusive of Doctors, nurses and support
staff. This number is subject to change
depending on appointments,
resignations, and retirements.

The total number of staff is 1886
Inclusive of Doctors, nurses and support
staff. This number is subject to change
depending on appointments,
resignations, and retirements.

3.5 STUDY POPULATION
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A population is defined by Wiid and Diggines (2013) as the whole group of objects or
elements from which the researcher will draw information. According to Polit and Beck
(2010), the population encompasses all the units of analysis about which specific
conclusions will be made. For this study, the population included all employees at the
selected hospitals who are directly involved in the implementation of the NCS. These
were quality assurance managers, infection control managers, pharmacists and frontline
staff which included nurses and other supporting staff responsible for the implementation
of the NCS.

3.6 STUDY SAMPLE

Mack et al. (2010:16) assert that a study’s research objectives and the features of the
study population determine which and how many people to select. Physiognomies can
be size and diversity characteristics. Gay (2009:103) states that in research, sampling
can be identified as a process of selecting a group of subjects in such a way that the
sampled subjects are symbolic to the characteristics of the entire population under the

study.

Purposive sampling was used to select the 15 study participants comprising of one (1)
QA manager, infection control coordinator one (1), pharmacist one (1), one (1) NCS
champion, three (3) participants in the cluster management, five (5) operational managers
and three (3) frontline staff of each hospital. Since the tertiary institutions have one quality
assurance manager, one infection control manager, and one chief pharmacist each of
these members were included in the sample for phases 2 and 3 for both hospitals. With
the purposive sampling techniques, sample elements are selected using the judgement
of the researcher about the elements that are likely to provide information relevant to
answer the research problem (Bhattacherjee, 2012). The nature of the research questions
required the selection of research subjects who possessed adequate knowledge of the

implementation of the NCS in the two hospitals.
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Table 3.2 provides a summary of the study participants at each of the two tertiary

hospitals.

Table 3. 2: Sample size

Position Number of Participants

Quality Assurance Manager 1

Managers (infection control, NCS champion & cluster |5

managers)

Pharmacist 1

Frontline staff (operational managers, nurses & supporting | 8
staff)

TOTAL 15 per hospital

3.7 DATA COLLECTION

Data collection was done in three phases using both primary and secondary data.
Secondary data for this study was collected through a review of literature relating to
healthcare quality standards as well as the analysis of documents that relate to the NCS.
From the literature review, in-depth insights on the level of compliance with healthcare
quality standards worldwide and the challenges that hinder such compliance were
obtained.
Multiple data tools were used to collect data comprising of:

a. A document review tool (Annexure N).

b. A semi structured interview guide (Annexure E - H); and

c. A social network analysis tool (Annexure O).

Table 3.3 below gives a summary of the research methodologies.
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Table 3. 3: Summary of the research methodologies

Phases
Phase 1

Phase 2

Phase 3

Integrative
phase

Objective

To analyse the NCS policy
and related documents to
establish the context and
content of the policies.

To understand the process
of the implementation of the
six KPAs of the NCS in the
best and worst performing
hospitals in Gauteng

To identify enablers and
barriers  that influence
compliance with the six
KPAs of the NCS in the best
and worst  performing
hospitals in Gauteng

To describe relationships
between the actors
responsible for the
implementation of the six
KPAs in the best and worst
performing hospitals in
Gauteng

To provide
recommendations on the
improved implementation of
the six KPAs of the NCS in
Gauteng Province.

Sample

NCS policy; HST report (2018); National
health Amendment Act No 12 of 2013;
OHSC annual reports;  Gauteng
Department of Health annual report and
other related documents.
Purposive sampling was used to select
participants responsible for  the
implementation of the KPAs who are:
quality assurance managers, infection
control managers, pharmacists and
frontline staff, and
Participants responsible for compliance in
implementing 6 KPAs of the NCS
o Quality assurance manager,
Infection control managers,
pharmacists & frontline staff

Purposive sampling was used to select
participants responsible  for  the
implementation of the KPAs who are:
quality assurance managers, infection
control managers, pharmacists and
frontline staff, and

Participants responsible for compliance in
implementing 6 KPAs of the NCS

Data collected from document review,
SNA and semi-structured interviews
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Data collection

Document  review
according to
guidelines of CDC
(2009)

Semi-structured
interviews using a
semi-structured
interview guide

A qualitative social
network analysis
Participatory
mapping of the
social network
relationships: who
advises, helps,
funds, interacts

Triangulation of data
from three phases
by means of an
iterative process
with supervisors

Data analysis

Summative content
analysis according to
guidelines by Hsieh and
Shannon (2005)

Thematic content
analysis according to
guidelines of Braun and
Clarke (2006)
A priori codes

Develop network using
net-map method (2007)

Integration through
connecting, building,
merging of data and
weaving narratives for
analysis and for
comparison



3.7.1 Phase 1: Document Review

The CDC (2009) noted that the review of documents enables the researchers to gather
data from both internal and external documents. Document review is a way of collecting
data by reviewing existing documents. The documents may be internal to a program or
organisation, hard copy or electronic and may include reports, program logs and
performance ratings. Reviewing existing documents helps to understand the history,
philosophy, and operation of the program being evaluated and the organisation in which
it operates and to determine if implementation of the program reflects program plans
(CDC, 2009). According to the CDC (2009), the review of program documents may reveal
a difference between formal statements of program purpose and the actual program

implementation.

Document analysis has been found to be an effective and efficient way of collecting data
because documents are practical and manageable sources. It is easy to access
documents that relate to healthcare quality standards, and this presents a cost- and time-
efficient way of collecting information (Bowen, 2009). Document analysis was also used
to assist with formulating questions that were asked during interviews in order to obtain a
clear understanding of the research problem. Information obtained from the documents

provided a clear understanding of the policies and practices that underpinned the NCS.

3.7.1.1 Selection of documents for review

A retrospective review of Department of Health policies and related documents (Table
3.4) on quality of care was done in order to establish the context and content of these
documents. The NCS were analysed to obtain a clear understanding of their background,
their purpose, and the domains and sub-domains that are addressed by the standards.
OHSC reports were analysed to check assessment and compliance criteria used to

determine if they were in line with the content and context of the NCS policy. The Health
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Systems Trust (HST) report (2018) on the progress of the NCS policy implementation
was also reviewed. Document review took about 60 days to complete.

All documents were accessed through the internet search which was undertaken from
July 2019 to November 2019. Seven electronic databases were searched namely:
Cumulative Index to Nursing and Allied Health Literature (CINAHL), Council for Health
Service Accreditation of Southern Africa (COHSASA), Department of Health (DoH), The
South African Medical Journal (SAMJ), Office of Health Standards Compliance (OHSC),
World Health Organization (WHO), Academia and Health Systems Trust (HST). The
search terms used were “quality standards”, “compliance”, and “national core standards
(NCS). Thirty-five (35) documents were accessed during the search and of these, 16
documents were selected for review. Documents were excluded if they did not address

the purpose, content and the context intended for this study.

The review of the documents was intended to cover the South African context whereas
the literature review covered international perspectives for comparison purposes. Thus,
the purpose of the study the document review focused on the dynamics of compliance
with the six KPAs of the NCS which included quality reports and related documents and

were limited to the South African context.

After identifying, locating and accessing the document, each document was systemically
reviewed according to the review template guide (Annexure N). Documents were selected
on the basis of their availability, in terms of mode of communication, whether they were
printed or digital copies and therefore accessibility. The review date was also assessed
to examine the relevance of documents and the appropriateness for inclusion.

Table 3.4 below presents the list of documents that was reviewed.
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Table 3. 4: List of Policies and Related Documents Reviewed

| Name of Document Source Electronic Hard Copy Policy area
Yes No Yes No
1 Policy on Quality in Health Care for South Africa www.doh.gov. \ pdf - N - Policy
za
2 National Core Standards Regulation (R67 Of 2 February 2018) OHSC \ pdf - N - Regulation
“Towards Quality Care for Patients” National Core Standards for Health | www.doh.gov. \ pdf - N - Policy
Establishments in South Africa National Department of Health 2011 za
4 National Health Insurance Healthcare for all South Africans: Understanding | www.doh.gov. N - N - Policy
National Health Insurance za
5 Chapter 9: Development of a National Strategic Framework for a High- | HST N - N - Report
Quality Health System in South Africa — Health Systems Trust 2018
6 The National Health Act No 61 of 2003 \ pdf - N - Act
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3.7.1.2 Data collection of document review

The frequency of reports and policy were assessed in line with the content and context in
order to establish relevancy as reports and policy have timelines for reviews and whether
they were made available to the end users or concerned organisations in the form of
feedback after an audit was completed to cater for corrective measures if standards were
not met. The content of policy was reviewed to check if it clearly spelled out the roles,
responsibilities and identified areas of performance that need improvement. In the case
of documents such as the strategic plan and reports, the sections that outlined quality
standards performance were reviewed to assess the manner in which policy is
implemented. The inclusion criteria were limited to publications of the audit reports and
policy documents that address compliance to the quality standards, and regulations that
govern compliance to quality standards. Analysis of data will be discussed later in this

chapter.

3.7.2 Phase 2: Semi-Structured Interviews

A semi-structured interview is defined as “a qualitative research method that involves
asking predetermined set of open questions with the privilege for the researcher to use
probe in order to explore, deepen understanding and clarify answers to questions.”
(Wilson, 2014:18). This kind of an interview provides an opportunity to obtain answers to
the research question and open enough to give the interviewee a chance to make
statements which might give meaning to the research problem (De Jonckheere and
Vaughn, 2019).

3.7.2.1 Sample of the semi-structured interview

Semi-structured interviews were conducted with a total of 15 participants in each hospital
who were directly involved in the implementation of the NCS. These included those who
were quality assurance managers, infection control managers, pharmacists and frontline

staff. The latter included nurses and other supporting staff responsible for the
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implementation of the NCS. Table 3.5 below highlights the key informants of the semi-

structured interviews.
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Table 3. 5: Key informants for the semi-structured interviews

Title: Hospital A

Title: Hospital B

Number
staff/hospital

of

Hospital department

+ Casualty X2
+ Admissions X1
+ Qut-patient X2
+ Nurses X3

+ Casualty X2
+ Admissions X1
+ Qut-patient X2
+ Nurses X3

Quality + Quality Assurance + Quality Assurance | 3 Quality Assurance
improvement Manager Manager
team +« Complaint officer + NCS champion
+ |PC coordinator + |PC coordinator
Hospital Cluster managers Cluster managers 3 Hospital departments
management + Poly clinic + Poly clinic
+ Wellness clinic + Wellness clinic
+« Stoma clinic + TB focal clinic
Pharmacist + X 1 pharmacist X 1 pharmacist 1 Pharmacy
Frontline staff Operational managers Operational managers 8 Casualty/Inpatient

admissions/Outpatient

Total: 15 per hospital
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3.7.2.2 Pretesting of the semi structured tool

A pretesting of the tool was conducted with the aim of testing the ability of the interview
guestions to solicit relevant information for the study. Tavakoli (2012) defines a pilot study
as small-scale version of the proposed study that is conducted using the materials,
methods, and procedures of the intended study. The aim of the pilot study is to test the
appropriateness of the research design. The semi-structured interview tool was pretested
prior to data collection at a tertiary hospital that did not form part of this study. The pilot
took two days per appointment of each participant as interviews were conducted with a
total of four key informant as guided by the list of key informants of this study. Each
instrument for the semi-structured interviews was tested through interviewing the quality
assurance manager, a professional nurse in the outpatient department, an infection
control coordinator and a pharmacist. The pre-test of the semi-structured interview
indicated that there were too many questions resulting in a time-consuming interview. As
a result, the questions were adapted and rephrased for relevance to test participants

accordingly.

3.7.2.2 Data collection of the semi structured interview

Interviews were chosen as one of the data collection methods because they provide more
detailed information that could not be obtained through other data collection methods
such as surveys (Boyce & Neale, 2006). The participants had the opportunity to express
their views and perceptions as well as experiences with the implementation of the NCS
in detail because of the use of open-ended questions. Since the interview guide did not
provide predetermined responses to select from, there was an opportunity to probe for
additional explanations and this provided a rich pool of information that assisted in
understanding most of the issues that surround compliance with the NCS. The interviews
were collected in a relaxed atmosphere and the interviewer assured the participants that
their participation was worthwhile and that their anonymity and confidentiality would be

ensured.

59



Face to face semi-structured interviews were conducted over a period of 45 days at the
respective hospitals with each taking approximately 15-20 minutes using a predetermined
guestionnaire as attached in annexure E-H. The information pertaining to the study was
gathered by probing the respondents and allowing them to give their views with regards
to the NCS policy and its implementation. Interview questions were carefully crafted and
presented in simple terms so that the participants would fully understand and therefore
provide relevant responses. Questions that invaded the privacy of individuals were
avoided. The responses from participants were recorded through notetaking and audio-
recording. During the interviews, caution was taken by the interviewer not to influence the
participants’ responses in any way. Upon completion of each interview, data was
summarised using field notes whilst the responses were still fresh in the interviewer’'s

mind. Table 3.5 above presents participants of the semi-structured interview.

3.7.3 Phase 3: Social Network Analysis

Social network analysis in health policy has been used by scholars to examine the
collaboration, sharing of information and planning as well as service delivery. SNA is also
used to assess whether the service contributes to the changes intended for the purpose
of learning and providing interventions (Moreno, 1994). A social network is defined by the
connection among social actors such as people or organisations (Moreno, 1994).
Individual attributes can determine the behaviour as well as the effects of individual
relations (Valente, 2010; Rogers, 2003).

Schiffer (2007) argues that the toolbox can assist in improving understanding of any
situation where several people, groups and organizations interact to achieve common or
conflicting goals. Net-Map merges characteristics of two existing methods which are
social network analysis and the power mapping tool. Using a participatory approach, the
interviewer asked questions and the interviewees constructed a network map of the
actors involved in the implementation of the six KPAs of the NCS and that characterized
the different links between the actors. Finally, the interviewees assessed the goal

orientation of the different actors.
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This study espoused SNA as being useful in analysing relationships and connectedness
amongst actors involved in the dynamics of compliance with the six KPAs of the NCS. In
this study, SNA was used to further explore measures that identify key actors that are
involved in the policy implementation in an organization through functional ties and
linkages. SNA was conducted by allowing the purposively selected participants to identify
key people who were responsible for the implementation of the NCS in the two tertiary
hospitals in Gauteng using net-map to explore connections and relationships. Annexure

O served as a guide for conducting SNA and the steps that were followed.

3.7.3.1 Preparing the mapping

To understand the relationships and connections of the actors for this study, key
informants who were involved in the implementation of the six KPAs of the NCS were
asked questions using the predefined questionnaire (Annexure O) and were required to
build a model of the network. This was done to determine which actors are involved in a
given network, how they are linked to each other, how influential they are, what their goals
are and how these goals can/are being achieved in terms of compliance to the NCS. The
researcher provided the staff with the materials to be used during the process. A white
board was provided with different colours of marking pens to draw relationship arrows,
multi-colour nodes to name the actors and different colours play dough shaped to make

a tower of influence.

3.7.3.2 Actor selection during the mapping process

Health systems research aims to understand health governance in a context
characterized by a multitude of diverse actors (Hoffman and Cole, 2018). Due to limitation
of the COVID-19 protocols, participants in the quality assurance department were given
free choice to nominate any person with whom they interact with in making sure that
implementation of the six KPAs of the NCS is put into practice as guided by the policy.
The members in the SNA group which included the quality assurance manager, the

complaints officer, the NCS champion and four marshals who are used to do walk-about
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at the hospital, participants were allowed to have a dialogue with each other and agree
on the actors to be involved in the SNA mapping exercise.

Listing of the actors was done by the members of the SNA group who participated in the
mapping process as agreed amongst each other during the dialogue by labelling in multi-
coloured stickers as actor cards and identification of each actor was done by using
different colours nodes. Actor cards were created by means of a label for each actor
according to job title and were placed next to each node. Seven and six actors
respectively were identified from Hospital A and B. This technique was proven to be
effective but not perfect as other key informants of the study were not part of the mapping
process because of the limitations of social distancing that were in place at the time

according to the COVID-19 protocols and lockdown regulations in South Africa.

3.7.3.3 Drawing of links

SNA has shown that it can be used to help understand the nature of relations between
actors within a system and how these relationships can influence the structure of the
system (Borgatti et al. 2009). Schiffer (2007) further affirms that to broaden team
members’ understanding of the complex field in which they are working, network mapping
can be incorporated to give team members a tool that will allow them to easily discuss

and strategically use to enable the understanding and solving problems.

The members in the SNA group were asked on how was the nominated individual linked
to other actors in the process of the NCS implementation with further probes on the formal
lines of command; flows of funding; provision of advice; flow of information. The group
was asked to indicate by drawing arrows between actor cards and further demonstrate
on the mapping if two actors exchange something (e.g., information) by drawing double

headed arrows.

SNA group was further instructed that if actors exchange more than one activity such as
the provision of funding and information, to add different coloured arrow heads to existing

links. The core actors were shown to be highly connected with each other while the
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peripheral actors had loose links. After drawing the links between the various actors, the
next step was to determine the degree of influence that the actors had on the policy and
its implementation through the network value that determines the value of giving and
sharing, connectivity and interdependence including open and transparent

communication according to Holley (2013).

3.7.3.4. Power as the towers of influence

SNA can be a valuable tool to uncover the most influential players in a system (Valente
& Pumpuang 2007). Ultimately, for this study the Net-Map tool provides an influence
network map of the governance situation as qualitative data about the perceived power
and influence of the actors. Interviewees were directed to add “influence towers,” made
of play dough pieces of different colours next to actor cards and to transfer abstract
concepts of power and influence up to a five-dimensional form of tower of influence. This
exercise demonstrated that the higher the tower, the higher the influence in implementing
the six KPAs of the NCS and the lower the tower, the less influential the actor. The
interviewees were given the opportunity to adjust towers before noting the final height of
the tower on the Net-Map. Below are the pictures that were captured during the SNA

exercise.

Hospital A Hospital B

Figure 3. 1: SNA using Net-Map
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3.7.4 Integration of results

Rychetnik et.al. (2004) defines expert opinion as the views of professionals who have
expertise in a particular form of practice or field of inquiry, such as clinical practice or
research methodology. Rychetnik et.al. (2004) further reiterates that expert opinion may
refer to one person’s views or to the consensus view of a group of experts. Opinion can
be identified as a means by which research is judged and interpreted rather than as a
weaker form of evidence (Ross et al., 2009). The researcher’s two supervisors who were
experts in the fields of health policy and quality assurance respectively assisted the

researcher to integrate the results by means of an iterative process.

The results of the semi-structured interviews and the social networking analysis from each
of the two hospitals were initially summarised on PowerPoint slides by the researcher. By
reviewing the differences between the best- and the worst-performing hospitals, the group
were able to make conclusions regarding each aspect. An example of the slides is
included as annexure S (SSI) and annexure T (SNA). Once this was done, the concluding
statement from each slide were reviewed and the findings developed according to the
Walt and Gilson (1994) model, which in turn led to the recommendations which are shown

in chapter 7

3.8 DATA ANALYSIS

3.8.1 Phase 1: Analysis of Data from Document Review

Data from the document review was analysed using summative content analysis
according to the guidelines by Hsieh and Shannon (2005). The first step was the
identification and quantifying of certain words or content in the text with the purpose of
understanding the contextual use of the words or content. The second step involved
reading thoroughly through each document with the aim of understanding the main points
that were raised. The third step was done by going through each document again, taking

note of elements of the content that were central to the research questions in this study.
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After identifying all the relevant documents, the researcher systematically read each
document line by line to extract relevant dominant and sub-themes aligned to Walt and
Gilson policy analysis framework to address the purpose of phase one of the study.

The texts that were relevant for answering the research questions were extracted from
each document. The texts were then coded, and themes were extracted from the coded
texts. The themes were combined with those identified from interviews to come up with a

detailed report on the results.

3.8.2 Phase 2: Analysis of Semi-Structured Interview Data

Data collected through interviews was analysed using a thematic analysis style referred
to as template analysis. Through thematic analysis, it is possible to examine the
perspectives of the different participants, highlighting similarities and differences, and
generating unanticipated insights. Brooks, et.al. (2015) define template analysis as the
use of hierarchical coding that balances a relatively high degree of the structure in the
process of analysing textual data with the flexibility to adapt such data to the need of the
study. They further reiterate that the key point in thematic analysis is to develop a coding
template based on the sub-set of data that will then be revised and refined. Saldana
(2021) defines a priori codes as the process of coding qualitative data whereby the
researcher develops the codes ahead of time based on theoretical framework, the
interview questions or pre-existing knowledge. Thus, in this study, a priori codes were
based on the questions asked and were used as the themes for the analysis. This was
due to the semi-structured nature of the interview guide and the style of questioning used
by the researcher. The a priori codes were therefore: understanding of the KPA’s,
(perceptions of) the process of implementation of the NCS and the six KPA’s, barriers to

compliance with the NCS’s and enablers of compliance.

The process of data analysis began with the verbatim transcription of the audios that were
recorded during the interviews. The notes from the transcription of audio recordings were
compared with the field notes that had been taken down during the interviews.
Transcription was followed by coding. Coding is defined by Flick (2013) as the process of
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highlighting sentences or phrases and assigning labels or codes to describe their content.
Through the coding process, sections of data that relate to similar aspects of the research

problem were identified.

The coded data was grouped into themes or a priori codes that relate to the same aspect
of the research problem. Refining involves going through the themes and a priori codes
by checking whether the themes or priori codes are an accurate reflection of the meanings
that are evident in the data sets. Themes that did not have adequate data to support them
were collapsed into other themes or priori codes while those that are found to be too
diverse were broken down into separate themes or priori codes. Each theme or priori
codes was then analysed and supported by the responses from the interviews. The final

step was to produce the report, detailing the findings from the data.

3.8.3 Phase 3: Analysis of Data from SNA

Schiffer (2007) argues that it is better to understand how different stakeholders influence
decision making and what determines their influence in order to make governance
structures work. Based on the collection and analysis of the data that records social
relations and links of the actors; participatory visualisation of network actors was done
with the participants by observing the mapping of actors, pattern of the links and the tower
of influence of each actor to describe and explain the level of power in influencing the
implementation of the six KPAs of the NCS.

The Centre for Public Research and Leadership (2017) defines a bounded network as a
network with clear boundaries with the participants being known while the unbounded
network as a network with fuzzy boundaries and the participants are not all known. The
first step of analysis was to identify the network effectiveness with participants by
diagnosing if the network was bounded or unbounded and further analysis of data was
given topics and sub-topics according to network properties as cited by Tichy et.al.
(1979). Graphic imaginary was used according to the Net-map method (2007) to display
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patterning of the links and a computational model drawing was developed to describe and
explain the patterns according to Bodin et.al, (2020).

Schiffers (2007) cited three goals that aid the analysis of SNA data as (1) visual analysis
of data with participants through short feedback and allowing participants to visually and
intuitively interpret the network they have drawn, (2) map to be transformed into computer
graphics for visual analysis by non-participant and (3) based on the number of network,
if it is small it can be entered into visualisation program and shared with the readers who
were not involved in the mapping process. The degree of interaction and cohesiveness
of the actors was explored to identify the number of connections individual actors have
and displayed by means of visual graphical form from the pictures taken during the net
mapping process. Bodin et.al. (2020) explains network graphic representation
characteristics as (a) represent centralized network, (b) is a network representation that
is less centralised (dense), (c) fragmented network representation into two isolated
subgroups, while (d) captures network closure where two actors are tied to third common
tie and forms direct tie between them. Figure 3.2 below displays patterns of the links that

are used to display the nature of links according to Bodin et.al. (2020).

Figure 3. 2: Pattern of the links that is used to display nature of the links according
to Bodin et.al (2020).

a Centralized b Dense, not centralized € Fragmented
d Closure €@ Ties between actors with f Two types of ties

different attributes

:(( i 7%\ Dislike
Friendship
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The position of actors in the measures of these network was assessed and further
explained in according to Tichy, et.al. (1979). Tichy, et.al. (1979) table on the network
properties were remodified to follow the sequence during analysis. Structural
characteristic included size of the network to measure the number of individuals
participating in the network. Density (connectedness) of actors was analysed in order to
assess the number of actual links in the network as a ratio of possible links in the network.

The table below demonstrate calculation of network density.

Figure 3. 3: lllustration calculation of the network density

Network Density

Potential Connections: Network Density:
PC n*{n-1) Actual Connections
2 Potential Connections
Examples:

A
Nodes (n): 2
Potential Connections: 1 (2%1/2)
Actual Connections: 1
Network Density: 1009% /)

" Nodes (n): 3
Potential Connections: 3 (3*2/2)
Actual Connections: 3
Network Density: 1009 3/3)

C
Nodes (n): 3
Potential Connections: 3 3*2/2)
Actual Connections: 2
Network Density: 66.7% 2/3)

https://www.the-vital-edge.com/what-is-network-density/

Openness relates to the number of actual external links of a social unit as a ratio of the
number of possible external links, thus the external actors that influence implementation
of the six KPAs of the NCS were assessed. Reachability refers to the average number of
links between any two individuals in the network. Thus, to further explain the relationship
of actors in this study, the degree of centrality was assessed if it corresponds with the ties
of each actor in the network, the most prominent actor that was connected to other actors
was identified. A star refers to an individual with the highest number of nominations and

thus the star in the network was identified. Also, the actors who are member of the multiple
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clusters in the network and linking other actors were explored to identify the bridge in the

network.

These was followed by analysis of the nature of the links that involve intensity to
understand the strength of the relationship, reciprocity to assess the degree to which a
relation is commonly perceived and agreed to by all parties to the relation, clarity of
expectations were explored to assess the degree to which every pair of individuals has
clearly defined expectations about each other behaviour in the relation and multiplexity
formed part of the nature of the links in order to assess degree at which pairs of individual
are linked by multiple relation to deepen knowledge on the understanding of the SNA.

Lastly, the transactional content was analysed in order to assess if the actors have
expression of affect with personal relation rather than work relation. Influence attempt
was further explored in relation to the power of influence by checking the level of tower of
each actor and further discussion with the participants was done on why the towers are
not the same level and to note who was the most influential actors that aid implementation
of the six KPAs of the NCS. Furthermore, actors who forge communication among other
actors by exchanging information and exchanging good and services were explored.

In analysis the mapping, measures of the network embeddedness were developed by
drawing the maps that depicted the position of actors as illustrated in the mapping process
of the SNA by the participants.

The next step was to determine whether the actors support the goals of the policy by
discussing network functions, operations and benefits to get the meaning of the network
in facilitating the implementation of the NCS, the sources of influence.

3.8.4 Analysis of Data during Integration Process

As explained above in section 3.7.4., the data from the three phases were integrated by

means of an iterative process by the researcher and the two supervisors, using the Walt
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and Gilson (1994) framework to guide the process of analysis by connecting, building,

merging and weaving narratives for analysis and for comparison.

3.9 TRUSTWORTHINESS

In qualitative research, validity and reliability are ensured by examining the
trustworthiness of the findings (Anney, 2014). Trustworthiness is concerned with rigor or
accuracy of the research findings. The notion of trustworthiness was coined by Lincoln
and Guba (1982) as a substitute for validity and reliability. Trustworthiness contains four
aspects, which are credibility, transferability, dependability, confirmability and elimination
of bias. This study combined the use of document analysis with interviews and social
networking analysis in order to produce credible evidence. This triangulation of different
methods of data collection assisted in reducing potential bias (Bowen, 2009).

3.10 REFLEXIBILITY

Reflecting on my position for this study, | am a healthcare professional who worked for
both public and non-government organizations with extensive experience in the
healthcare services. | had been providing direct service delivery in primary healthcare as
a nurse clinician and have knowledge on the realities facing healthcare professionals at
the healthcare facilities. | had worked for the Gauteng Department of Health being familiar
with one of the tertiary hospitals where | used to do clinical accompaniment for the nursing
students but had never worked at either of the tertiary hospital where the study was

conducted thus | had no personal relationship with the participants.

However, after ethics approval to conduct the study, QA managers in each hospital
introduced me as a primary researcher to all the hospital departments and asked for their
cooperation in providing the true picture of what is happening at the hospital in order to
assist in improving or strengthening the services provided to the patients. | had never met
participants prior to this study as such the participants felt comfortable to express
themselves to unfamiliar person without fear of being intimidated or victimized. The

advantage was that | am familiar with the public services practices and policies and
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environment in which these policies are implemented. The disadvantage was that | may
not be up to date with the public healthcare practices and not familiar with the tertiary
hospital environment. | used unpublished results from the central office of Gauteng

Department of Health to select two tertiary hospitals as the case studies for this study.

3.11 ETHICAL CONSIDERATIONS

In the process of conducting this study, the need to protect research subjects through the

application of suitable ethical principles was considered to be of high importance.

3.11.1 Permission to Conduct the Study

The collection of data from the two tertiary hospitals was done only after receiving ethical
clearance from the Human Research Ethics Committee (HREC) Medical of the University
of the Witwatersrand (M180366) in annexure P, and written permission from the Gauteng
Department of Health Research committee and from the two tertiary hospitals in annexure
Q and R.

3.11.2 Informed Consent and Voluntary Participation

The process of obtaining participants for the study ensured that the participants gave their
consent to participate voluntarily. No participant was coerced to accept the invitation to
participate. The participants were provided with adequate information about the study for
them to make informed decisions. Letters explaining the aim of the study and the
expectations on participants were sent to participants before they could be interviewed
(Annexure A-D). The participants who agreed to participate were asked to sign consent
forms (Annexure I-L). The consent to audio-record the interviews was requested from the
participants and consent forms signed to that effect (Annexure M). The participants were
also informed that they had the right to withdraw their participation at any time even after

signing the consent forms.
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3.11.3 Anonymity and Confidentiality

To preserve the anonymity of participants, their names were not revealed during the data
collection, analysis, and the reporting process. The participants’ responses were
identified by letters of the alphabet and a number to indicate the hospital. As the study
took place in two tertiary hospitals they were designated as A and B and aligned with the
participant response, for example Al. The confidentiality of the information provided by
participants was also ensured in this study. Lockable cabinets were used to store hard
copies of information and only the researcher has access to these cabinets. Electronic
data was stored in encrypted devices and protected by passwords. Both hard copies and
electronic data will be kept for a period of two years after publication, after which they will

be destroyed.

3.11.4 Beneficence

One of the ethical principles in conducting research involving human beings is the duty of
the researcher to ensure that the research is conducted in a manner that minimises harm
to participants and maximises the benefits that they derive (Polit & Beck, 2010). This
study did not expose the participants to any physical harm. In order to protect participants
from emotional and psychological harm, no compromising questions were asked to the
participants. Questions that were gender-insensitive, ethnic-insensitive and those that
invade the privacy of individuals were avoided. There were no direct benefits to the
participants. However, the study proposes practical recommendations which, if
implemented, could enhance compliance with health quality standards in hospitals,

thereby improving the lives of healthcare staff and patients.

3.11.5 Reporting of Findings

The researcher did not manipulate the responses of the participants or influence the
results and outcome of the study in any way. Care was taken to ensure that the findings
of the study reflected the views and perceptions of the participants as opposed to the

views of the researcher.
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3.12 CONCLUSION

This chapter discussed the methods that were used during the process of conducting this
research. The chapter began by highlighting and explaining the research philosophy that
underpinned the study and went on to discuss the research design and the reasons for
its selection. The population, sampling of participants, data collection tools, and data
analysis techniques were also highlighted and explained in this chapter. Finally, the steps
that were taken to ensure the quality of the research findings and that the research were

also highlighted.
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CHAPTER FOUR

PHASE 1: FINDINGS FROM DOCUMENT REVIEW

4.1 INTRODUCTION

A review of Department of Health (DoH) policies and related documents was done to
analyse the NCS policy to establish the context and content of the policies together with
the norms and standards which emanated from the NCS policy. The NCS and norms and
standards were analysed to obtain a clear understanding of their background, their
purpose, and the domains and sub-domains that are addressed by the standards. OHSC
reports were analysed to check assessment and compliance criteria used and to
determine if they are in line with the content and context of policy. The Health Systems
Trust (HST) reports on the progress of the NCS policy implementation were also

reviewed.

4.2 CONTEXT

The development of policies addressing the quality of healthcare in South Africa comes
within a context that is discussed in this section. The macro, policy, legislative, and micro

contexts are explained.

4.2.1 Macro Context of the Policy

Macro policy context is explained as measures that require government action Caldwell
and Mays (2012). . The development of the NCS was driven by a universally accepted
and understood need to improve quality of healthcare. This need was recognized by both
citizens and the government in South Africa (NDoH, 2013) and throughout the world in
the aftermath of the Second World War. Developed countries including Canada, the
United States of America, France, Australia and the United Kingdom introduced universal

health insurance schemes as a means to improving access to health care. While there
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are on-going debates around the world on the approach to finance healthcare, there is
consensus that there is a need for quality health services (NDoH, 2013).

Whittaker et al (2011) believed that, up until that time, quality programmes in South Africa
were uncoordinated and fragmented in both the public and the private sectors across the
public and private health sectors. The absence of an orchestrated and planned quality
initiative limits the effectiveness of the health services. Whittaker et al (2011) explain that
this recognition led to the development of a strategic framework to address policy related
issues, to create effective service delivery mechanisms and to provide for a way to
monitor quality in health care. Despite now having a clear agenda for healthcare quality,
as well as spending a great deal on quality initiatives, there continues to be shortcomings
in the healthcare system in South Africa putting the lives and health of people at risk and
resulting in waning confidence on the part of health care users. The other result of this
situation is the significant increase in the number of medico-legal claims which is a burden

to both healthcare services and healthcare professionals.

Poor quality healthcare has resulted in duplication efforts, patient-safety hazards, unsafe
working areas, and labour grievances. The quadruple disease burden and the inequities
that exist between the private and public health sectors in South Africa has increased
guality challenges such as under and over-utilisation of services, inadequate referral

procedures, and limited resources.

4.2.2 Policy Context

The development and reform of health policy in South Africa spans two decades and
demonstrates an overall commitment by government to improve the quality of the health
system (Stewart & Wolvaardt, 2019). Moat et.al (2013) refer to policy context as the
background against which policy decisions are made, policy processes take place and
the stakeholders or actors engage with the policy. The past 20 years have witnessed the
introduction of several regulations and policies aimed at assuring and improving quality
in both the private and the public sectors. The first policy on Quality Health Care was
published in 2001 and subsequently revised in 2007. The policy aimed at integrating the
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goals for quality assurance and proving for evidence base for decision making related to
the effective utilisation of the healthcare service. Specifically, this policy introduced quality
assurance measures, effective interventions and mechanisms for monitoring quality in
the private and public healthcare sectors. To achieve this, the Quality Assurance
Directorate of the NDoH launched a set of norms and standards in 2001 (Whittaker et al.,
2011) which was followed by the publication of national regulations and provincial policies
which enabled the licensing of private and public hospitals. However, these policies

lacked details in terms of implementation plans (Whittaker et al, 2011)

To re-emphasise its commitment to giving priority to quality in health systems, the NDoH
developed the 10-Point Plan for Improvement of the Health Sector and the Negotiated
Service Delivery Agreement in 2010 (NDoH, 2013). The aim of these policies was to
implement key quality assurance initiatives to improve patient satisfaction as well as to
provide for the implementation of accreditation of health facilities. The National Core
Standards (NCS) were developed by the Department of Health and piloted by the Office
of the Health Standards Compliance (OHSC) in 2008. The NCS policy context is based
on the NDoH 10-point plan and seeks to address issues that will improve life expectancy,
reduce HIV/AIDS and tuberculosis, improve the health of mothers and children as well as
to improve the effectiveness of the health system (NCS, 2011).

The national core standards are the basic requirements for quality and safe healthcare
according to existing policies and guidelines of government. The NDoH went on to publish
the Quality Improvement Guide in 2012 which built on earlier work to define how quality
should be implemented, monitored and sustained. However, the potential translation of
these guidelines into practice was limited by inadequate planning and monitoring of
guality and this was worsened by a lack of awareness amongst health workers of the
policies. The policies were also characterised by complicated interpretation and unclear
roles and responsibilities of the various healthcare stakeholders. In 2013 the OHSC was
established which was seen as an independent body whose mandate it was to ensure

compliance with quality standards (NDoH, 2016).
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All the health policies developed in South Africa are intended to be in keeping with the
National Development Plan (NDP) 2030, whose goal is to promote a shift in quality of
healthcare vision, underpinned by the objectives of universal coverage and reduced
disease burden. The drive to provide for equal access has been seen to overshadow the

guest to provide quality healthcare to health care users (NDoH, 2016).

4.2.3 Legal Context

The White Paper on the Transformation of the Health System in South Africa provided for
the development of a unified health system with the goal of offering quality healthcare for

all citizens using the primary healthcare approach (WHO:2017).

Enshrined in the South African Constitution is the right to quality healthcare. The
Constitution provides a basis for several policies and legislation whose aim is to improve
access, eliminate inequalities, and increase safety in the health system. The National
Health Act, no 61 of 2003 (the Act) avails the principal legislative framework for a uniform
and structured national healthcare system. It outlines the rights and responsibilities of
healthcare users and healthcare providers and ensures wider participation by the
community in healthcare delivery. The National Health Act, no 61 of 2003 also
emphasizes the need for quality health services and allows for the development of
structures to monitor the compliance of health establishments and agencies according to
required standards (Rockville, 2008). The Act makes provision for the establishment of
an Office of Health Standards Compliance (OHSC) as well as an Inspectorate of Health
Establishments. The OHSC is tasked with setting standards and revising them as
necessary, as well as monitoring compliance through the Inspectorate. They are required
to report non-compliance and advise on strategies to improve quality.

4.2.4 Micro Context

Micro context of the policy is defined as policy implemented by an organisation in its local
context, including its ability to fulfil the proposed mandate of policy and programme
Caldwell and Mays (2012). The development of the NCS and other policies and
regulations to improve healthcare in South Africa came in the context of a poorly

77



performing healthcare sector. Public sector healthcare remains of a poor standard and
the situation is worsened by understaffing in health establishments, unprofessional and
unethical conduct among healthcare personnel, poorly maintained equipment and
infrastructure, as well as stifling bureaucracy (NDoH, 2013). After the 1994 democratic
elections, one of the major priorities of the government was the expansion of access to
healthcare. However, as the healthcare system in the country evolved, it became clear
that the right of access to healthcare services was intimately connected with the quality
of services provided. In other words, poor quality health services could be an impediment
to access by discouraging citizens from making use of public facilities that are
characterised by long waiting times, rude personnel, and unhygienic conditions. The
government has therefore been making efforts through policies and legislation, to

enhance the quality of healthcare in the country (NDoH, 2016).

Although the public health care system has been restructured to provide for national
health, provincial health and district health care systems, which has attempted to create
a more cost-effective system whilst improving access to public facilities, funding of the
private and the public sectors is skewed with the private health sector being significantly
better resourced.

According to the NDoH (2016), 84% of the South African population depends on the public
health sector for their healthcare needs. Only 16% of the population are members of
medical aid schemes, who mainly use the services provided in the private sector. The
16% who are members of medical aid schemes utilise more than 50% of the total
expenditure of healthcare, while the remaining 84% of the citizens are dependent on the
public sector, which is, in any event, under-resourced. In addition, close to 80% of the
country’s medical specialists serve the same 16% private sector population (NDoH,
2016).

Through media reports, patient complaints, and reports from surveys, the NDoH (2010)
identified the following specific areas which patients felt that public healthcare services

are furthest from what they expected, wanted, and deserved:
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Caring staff and feeling of being cared for - The NDoH (2010) pointed out that
according to complaints received from patients as well as patient satisfaction
surveys, healthcare staff are often seen as being rude and uncaring. Health care
staff, on the other hand, complain of feeling demotivated and are concerned at the
lack of recognition they believe they are given.

Cleanliness of facilities - The NDoH (2010) also reported that hospitals and
clinics were often found to be dirty, unhygienic and untidy. This situation is
compounded by the inadequate supply, or sometimes complete absence, of
cleaning materials and equipment. The impression of neglect is reinforced by a
lack of maintenance (NDoH, 2010).

Waiting times to receive care — Patients also complained of waiting for long
hours before getting their files, seeing a nurse or doctor, or getting their medicines.
Some reports even indicated that patients sometimes have to return to the facility
the following day due to them not receiving attention on the day they attended with
some patients having even died in queues before getting attention (NDoH, 2010).
Safety from accidental harm or medical errors — Another common finding was
that despite guidelines being available, procedures were commonly not
implemented according to the guidelines. Although statistics do not exist indicating
the exact number of patients harmed as a result of acts of commission or omission
on the part of health care professionals’ available reports of avoidable injuries or
deaths, complaints received, and cases of professional malpractice or negligence
all pointed to a huge problem (NDoH, 2010).

The risk of being infected in hospital — One area that falls under the direct
control of healthcare personnel is the prevention infections. Most hospitals were
found not to be observing most basic rules and practices relating to hygiene. There
was no prioritisation by management on issues regarding the application of
professional knowledge and following of procedures. The problem is compounded
by inadequate supplies of essential disinfectants and equipment as well as
challenges with proper disposal of medical waste (NDoH, 2010).

Shortage of medicines — The NDoH (2010) also noted a common problem

relating to the shortage of medicines and supplies throughout the country.
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Reasons for such shortages include supplier-related problems, failure to pay
suppliers, or a failure to place orders with suppliers due to budgetary constraints,
failure to distribute medications to health facilities, as well as failure to place orders
timeously. As a result of the shortage of medicines, patients must sometimes
return a later date to receive treatment, leading to inconveniences as well as the

worsening of their condition.

4.3 ACTORS

Literature suggests that stakeholders should be included in the process of developing
policies at all levels to assist in reducing policy implementation gaps (Wright, 2017).
According to WHO (2007), quality improvement is about change so it is important to
determine who the key stakeholders are as well as how they can be involved in the quality
improvement initiatives. The key stakeholders and the roles they play in the South African
health quality improvement initiatives are discussed in this section.

4.3.1 Government
The government, represented by the DoH, is the policymaker whose responsibility it is to

establish the framework within which quality healthcare can be provided to citizens. The
government is also responsible for making budgets and other plans that relate to
expenditure in healthcare. The DoH is expected to work together with other stakeholders

in developing policies that address the needs of the healthcare sector (Wright, 2017).

4.3.2 Healthcare Personnel
Healthcare personnel play an important role in the development and implementation of

healthcare policies. As the implementers of the policies, consultations with this
stakeholder group during the policy-making process are crucial (Lemke & Harries-Wali,
2015).

4.3.3 The Public
As consumers of healthcare services, the major concern of the public is on quality, cost,

and access to healthcare. The public is a crucial source of information that assists in
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building initiatives for quality improvement in the healthcare sector. Interaction with the
broader community regarding the circumstances that give rise to health needs will assist

in dealing with the primary causes of health problems (Mogakwe et al., 2019).

4.3.4 The Office of Health Standards Compliance (OHSC)

As explained earlier in this chapter, the OHSC was established by section 77(1) of the
National Health Act, 2003, as part of National Government’s initiatives, and were
mandated with the responsibility of protecting and promoting the health and safety of
healthcare users. The duties of the OHSC include monitoring and enforcing compliance
to the prescribed standards as well as investigating complaints that relate to a failure to

comply to the prescribed norms and standards (OHSC, 2018).

4.4 POLICY CONTENT AS GUIDING DOCUMENT FOR IMPLEMENTATION OF
QUALITY STANDARDS

This section looks at the aim of health policy in relation to quality initiatives, the principles
that influenced the development of the NCS, and the structure and content of the NCS
and the six priority areas that were identified.

4.4.1 Aim of Healthcare Policy

The initiatives that have been implemented by the National Department of Health (NDoH)
were aimed at further reforming the healthcare sector. Such initiatives focus on ensuring
that private and public healthcare sectors deliver on key requirements and expectations
to provide the appropriate healthcare timeously in the safest conditions. Achieving
compliance with NCS is expected to avoid risk by ensuring the necessary structures and
processes are in place thus reducing the impact of the risks (Newton, Mytton, Aggarwal,
Runciman, & Fahlgren, 2010).

The NCS for health establishments in South Africa reflect the vision of the NDoH for the

country’s healthcare services and outline the things that need to be done in order to meet
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the vision (Newton et al., 2010). The standards are tailored to suit the healthcare context
in South Africa and reflect evidence based international best practice. The NCS reflect
what is expected and needed for the delivery of safe, decent, and quality care. They are
complemented by a set of measurement tools for assessing compliance with the

standards (Newton et al., 2010). The primary objectives of the NCS are to:

e Provide a common definition of quality care that demonstrates what should be
present in all the South African health establishments that provides guidance not
only to healthcare workers and managers but also to the public.

e Establish a standard for assessing health establishments, identifying strengths and
gaps, and

e Provide a framework for national certification of health establishments (Linegar et
al., 2011).

Therefore, these NCS provide a road map on how to achieve quality healthcare services.
This in turn will improve South Africa’s poor health outcomes and re-establish patient and

staff confidence in the public and private healthcare system (Matsoso, 2011).

4.4.2 Principles Influencing the Development of the NCS

A response was required to deal with the many concerns and to provide a benchmark to
enable measurement against standards to guide managers to improve the quality of
health care (NCS, 2011). In the light of these many challenges, a set of “Core Standards
for Health Establishments” was launched in April 2008 which were subsequently piloted
in a sample of health care institutions in both the private and the public sector between
June 2008 and March 2010.

A set of principles was selected to guide the overall policy direction of the DoH, which

according to NCS (2011:9) included universality, relevance, validity and reliability and

logic which were defined in the document as follows:
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e “Universality - Universality are common and generally applicable assessment
measures at all healthcare setting and all levels from private to public institutions
in the context of the health standards and philosophy.”

e “Relevance - Critical elements of care to providing quality care to all South African
healthcare institutions are holistically taken on board in the established standards
and assessment measures.”

e “Validity and Reliability - These are references to what can objectively and
practically be measured during audits and healthcare centres.”

e “Logic - Logic refers to the tacit philosophy employed in the classification and
arrangement of measures, norms and principles into the policies, systems,

processes and procedures as well as the outputs.”

4.4.3 Six Key Priority Areas (KPASs)

It was decided to prioritize certain areas in order to address the issues which were
commonly identified by patients which were stated in media reports, patient satisfaction
surveys and through the complaints system. As a result, six KPAs were identified which

would be prioritized and fast-tracked. They were part of the NCS and included:

e Values and Attitudes — this priority area advocates for caring staff in healthcare
establishments. This involves listening to and caring about the concerns and
opinions of patients in order to offer better care.

e Cleanliness — this priority area focuses on ensuring the cleanliness of healthcare
facilities, which aids in disease prevention and control.

e Waiting times — this principle focuses on initiatives to reduce the waiting times of
patients before they get their files, see the nurse or doctor and receive medication.

e Availability of medicines and supplies — the focus of this key priority area is on
ensuring that medicines and supplies are available. All steps should be taken in
the supply chain to ensure that patients are given their prescribed medicines on

the same day.
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e Patient safety and security — the aim of this KPA is to ensure that patients are
not harmed through medical error or omissions by healthcare workers. Best
practice should be followed when providing care to patients.

e Infection prevention and control — this KPA seeks to address the issue of the

spread of infection in hospitals and other facilities (NCS, 2011).

4.4 .4 Structure of the National Core Standards

The NCS are organised into seven domains based on a health systems approach and
which delineate the intent or scope for assessment in areas of healthcare where safety
or quality may be at risk (Whittaker et al., 2011). A domain is defined by the World Health
Organization (WHO, 2011) as “an area where quality or safety might be at risk” (WHO,
2011). The first three domains are associated with the primary objectives of the health
system. These are patients’ rights, clinical governance and clinical support services. The
other four domains, which are public health, leadership, corporate governance,
operational management and facilities and infrastructure, relate to the support systems

that ensure the delivery of the former.
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Table 4.1: Domains/structure of the NCS

2. Patient Safety, Clinical Governance

1. Patient & Care

Rights
3. Clinical Support Services

4. Public Health

5. Leadership & Corporate Governance

6. Operational Management

7. Facllitles & Infrastructure

Domain 1: Patients’ rights

The patients’ rights domain outlines the aspects that a clinic or hospital is expected to do
to ensure that respect is offered to patients and their rights are upheld. These rights
include obtaining access to the required care and respectful, informed, and dignified
attention in an environment that is acceptable and hygienic. These rights are derived from
the Batho Pele principles and the Patients’ Rights Charter. In this sub domain the
following aspects are listed, the right for “respect and dignity, availability of information to
patients, physical access to healthcare establishments, medical device risk reduction,
unrivalled healthcare capabilities to infection control and prevention, reduction of delay in
care, continuity of care, emergency care and an effective complaints management” (NCS,
2011:18).

Domain 2: Patient Safety, Clinical Governance and Care

This domain, according to the NCS (2011) “strives to ensure quality nursing in clinical

care, ethical practice in discharge of one duty, reduction of the unintended harm to
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healthcare providers or users in identified situations of increased clinical risk” (NCS,
2011:22). The aim of this domain is to reduce and prevent adverse events. These adverse
events include health care associated infections (HAI) which are known to result in both

mortality and morbidity in the country (Dramowski & Whitelaw, 2017).

Governance in clinical care focuses on delivering on management and planning, financial
management, procurement, human resource management, information management,
corporate governance, quality improvement programmes, risk management, research
governance, effective communication and management of public relations (Whittaker et
al., 2012). This comes in the face of poor governance in the health care sector generally

and is one of the critical factors needing attention if the quality of care is to be improved.

Domain 3: Clinical support services

This domain, according to the NCS (2011:26) covers “specific services critical in the
provision of clinical care and incorporates the timely availability of medicines, an efficient
diagnostics mechanism, therapeutic and necessary technologies in medical services. The
domain also covers systems that monitor the efficiency of the care provided to patients”
The NDoH (2013) noted that the South African public health system is plagued by
operational inefficiencies that emanate from inadequate systems within the health

establishments.

Domain 4: Public Health

According to the NCS (2011:30), “this domain covers how health facilities should work
with NGOs and other health care providers along with local communities and relevant
sectors, to promote health, prevent illness and reduce further complications; and ensure
that integrated and quality care is provided for their whole community, including during
disasters”. This follows the realisation that the successful delivery of quality healthcare is
only possible when different stakeholders work together to achieve the quality objectives
of the healthcare system. Whittaker et al. (2012) also cites related issues such as
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population-based services and disaster preparedness and environmental control as key

to providing for quality health care provision.

Domain 5: Leadership and Corporate Governance

This domain “covers the strategic direction provided by senior management, through
proactive leadership, planning and risk management, supported by the hospital board,
clinic committee as well the relevant supervisory support structures and includes the

strategic functions of communication and quality improvement.”(NCS, 2011:34)

This domain recognizes the fact that lines of authority and accountability have a direct
impact on the performance of an organisation. The NDoH (2013) pointed out that the
South African health system is characterised by poor weak leadership and accountability.

Domain 6: Operational management

This domain “covers covers the day-to-day responsibilities involved in supporting and
ensuring delivery of safe and effective patient care, including management of human
resources, finances, assets and consumables, and of information and records.” (NCS,
2011:38).

Domain 7: Facilities and infrastructure

This domain, “covers the requirements for clean, safe and secure physical infrastructure
(buildings, plant and machinery, equipment) and functional, well managed hotel services;
and effective waste disposal "(NCS, 2011:42). The term “physical infrastructure” refers
to buildings, plant and machinery and utilities and equipment. A safe and secure
environment is one where patients are actively protected from harm. This domain also
includes hygiene and cleanliness and waste management, as well as the management

of linen and laundry and food services.

The NCS have however been criticised for placing too much emphasis on structure

measures but putting very little focus on process and output measures. Structure dwells
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on inputs such as availability of equipment and supplies, infrastructure, human resources,
and support systems while process measures focus on interventions or activities
conducted within the organisation in providing care for patients or management of staff
such as administration of treatment, education of patients, and clinical and equipment
maintenance guidelines. The focus of outcomes is on the effect of the intervention a

particular health problem.

4.5 NORMS AND STANDARDS

Norms and Standards emanated from the NCS policy and were gazetted on the 2
February 2018. This regulation is used to inspect health establishment in South Africa for
compliance according to the measures provided in the tools developed by the OHSC
(Norms and Standards policy, 2018). The norms and standards regulation is structured
into seven chapters, but only those relevant to the KPAs will be reflected in Table 4.2
below.

Table 4.2: Summary of Provisions of Regulation No 67 of February 2018: Norms and
standards regulations applicable to different categories of health establishments.

Section Sub-section Requirement

Clinical
Governance
and Clinical
Care

Clinical management

The health establishment must establish and maintain clinical
management systems, structures and procedures that give effect
to national policies and guidelines and must:

Ensure that clinical policies and guidelines for priority
health conditions issued by the NDoH are available and
communicated to health care personnel.

Establish and maintain systems, structures, and
programmes to manage clinical risk

Infection prevention

and

control

programmes

The health establishment must maintain an environment, which
minimizes the risk of disease outbreaks, the transmission of
infection to users, health care personnel and visitors and must:

Ensure there are handwashing facilities

Provide isolation units

Ensure clean linen to meet needs of users

Ensure health care personnel are protected from acquiring
infections through the use of personal protective
equipment and prophylactic immunizations
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Clinical Medicines and | The health establishment must comply with the provisions of the
support medical supplies Pharmacy Act, 1974 and the Medicines and Related Substances
services Act, 1965 and must:
e Implement and maintain a stock control system for
medicine and medical supplies
e Ensure the availability of medicines and medical supplies
for the delivery of services
General Adverse events The health establishment must have a system to monitor and
Provisions report all adverse events and must:

e Have aregister for all adverse events

e Have systems in place to report adverse incidents to a
structure in the health establishment or responsible
authority that monitors these events.

Waiting times

The health establishment must monitor waiting times against the
National Core Standards for Health Establishments in South

Africa

4.6 NATIONAL HEALTH INSURANCE (NHI)

Historically South Africa was faced with inequalities in rendering healthcare services to
all. The purpose of the NHI is to ensure that the population has access to quality health
services without imposing financial hardship on households (NHI 2017:8). This is done
by pooling funds so that goods and services can be purchased cost-effectively and so
making personal health services more affordable. Part of the thinking behind this initiative
is that a mechanism would be needed to measure quality to ensure that health services
were of quality and equitable, hence the need for the NCS and the inspectorate
(Maphumulo, 2020).

In 2011, government published the Green Paper on NHI (Government Gazette Volume
554. No 34523, 12 August 2011) was released for public comment by NDoH.
Furthermore, expert opinion on NHI was sought from other countries with experience of

similar insurance schemes.

Finally, after a number of discussions and consultations, the NHI White paper was signed
by the then Health Minister of Health, Dr Aaron Motsoaledi on the 28 June 2017. For the
purpose of this study, specific chapters of the NHI policy will be discussed including the

interrelationship of the NCS and the NHI policy.
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NHI policy consist of ten chapters including introductions and conclusions, thus the
context, content and actors of the policy will be discussed including specific chapters that

addresses policy implementation and six KPAs.

The aim of the NHI is to “transform the financing of healthcare in pursuit of financial risk
protection, by eliminating fragmentation, ensuring technical and allocative efficiencies in
how funds are collected, pooled and used to purchase services, thus creating a unified
health system that will move closer to the goal of UHC and SDG 2030”. To fulfil the
mandate of NHI, the Office of Health Standards Compliance (OHSC) is charged with
overseeing the certification of health care providers and health establishments which will

be provided should they meet the quality standards (NHI, 2017).

The context of the NHI: Where is NHI policy implemented?

Maphumulo (2019) asserts that studies and scientific evidence proves that
comprehensive healthcare services can be delivered and that to be a reality it will require
the health care system to be reorganized and strengthened. Several international
frameworks guide UHC including those of the United Nations (UN) multisectoral systems
and WHO frameworks. One such example is the Sustainable Developmental Goals
(SDG) 2030, and specifically SDG 3 that aims at ensuring healthy lives and promoting
wellbeing for all irrespective of age. UHC is an enabler for inclusive social protective
systems (NHI 2017:6).

According to the NHI document (2017:1) the health care system will be “reorganized in
the areas of strengthening Primary Health Care (PHC) including PHC re-engineering,
hospital services, and EMS, improving leadership and governance in the health system
through reforms to the management and governance of clinics, districts and hospitals.
The provision of healthcare services will be through an integrated system involving

accredited and contracted public and private providers” (NHI, 2017:1).
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The Process of NHI: How Is the NHI Policy Implemented?

According to NHI policy document, its implementation is consistent with the global vision
that health care should be a social investment. It is recognized that, in order to implement
the NHI policy, new laws will be required, and it will be necessary to implement the policy
in a consistent manner across all spheres of government. Interventions which will facilitate
smooth implementation include strong referral systems, gatekeeping and the
implementation of protocols and clinical guidelines (NHI, 2017).

The NHI derives its mandate from Section 27 of the Bill of Rights of the Constitution of
the Republic of South Africa. The State is required to achieve the progressive realization
of a right to health care within the resources available. Achieving UHC will contribute
significantly towards the realization of the vision of a long and healthy life for South
Africans (NHI, 2017).

Chapter 3 (52) of the NHI policy discusses structural challenges in the health system
which consequently enable the health care system to effectively implement the six health
systems building blocks. These building blocks include health care financing, information
and research, service delivery, leadership and governance, the work force of the health

care services and medical products and technologies (NHI 2017:12).

Chapter 3 (53) discusses leadership and governance and states that challenges remain
despite the efforts made by government to inculcate the culture of good leadership and
governance. It has been found that managers in the public sector often have insufficient
knowledge and skills. Furthermore, the chapter highlights weak accountability
mechanisms is exacerbated by a semi-federal public sector that resulted in weak

accountability mechanisms (NHI 2017:12).

There are many service delivery challenges, partly due to the fact that despite efforts to
introduce primary health care, the services remain hospi-centric (NHI 2017:12). Chapter
3 (55) refers to dissatisfaction amongst the users of health services with respect to

acceptability of the health care services and patient experience (NHI, 2017).
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NHI policy (2017), in line with the NCS, reiterates the importance on improving staff
attitude, waiting times, cleanliness, drug stock outs, infection control, and safety and
security of staff and patients. Efforts have been made to address these KPAs of quality

standards, but challenges still continue to persist in the public sector.

Chapter 3 (56) highlights that quality challenges are aggravated by misalignment of
resources with respect to private and public services, relative to the population they serve.
As a result, the public sector remains overburdened and under-resourced (NHI 2017:12).

Poor leadership is highlighted on chapter 3 (57) as the cause of the suboptimal conditions
of health service delivery. Also, increased patient load and public discontent with quality
are the source of compromised quality of care which has in turn led to increasing numbers
of medico legal claims (NHI 2017:13).

Health workforce challenges are discussed in chapter 3 (58) (59). Here too, the issues
of poor access due to inequities is highlighted which is partly due to inequitable
distribution of healthcare personnel. These regulations further reiterates that this
maldistribution has contributed to transforming health into a commodity rather than a
social investment (NHI 2017:13).

Chapter 3 (61) further states that other factors contributing to human resources shortages
and attrition are related to poor job design, weak performance management systems,
remuneration policies, employment relationships, uncongenial work environments,
shortages of equipment, negative workforce cultures and sub-optimum human resource
practices. The latter problem relates to a failure to plan and budget for the provision of
accessible career paths, opportunities for staff development and training and
development opportunities (NHI 2017:13).

According to NHI (2017:21), service coverage is referred in chapter 5 (102) as the extent
to which “a range of quality health services necessary to address the health needs of the
population are covered. Thus, NHI will cover comprehensive health care services” and it
is the responsibility of the NHI benefits advisory committee (BAC) to develop services for

all levels of care.
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To expand access to hospital services, chapter 5 (120) (122) highlights that NHI will
contract with accredited public and private providers at specialist and hospital level based
on the need and services to be rendered will be based on appropriateness of the level of
care and existing classification of hospitals which consists of district, regional, tertiary and
quaternary (NHI 2017:26).

In an attempt to expand access to pharmaceutical services chapter 5 (127) states that
private and retail pharmacies will be accredited and contracted to ensure equitable

access to medicine and related pharmaceutical products (NHI 2017:27).
Implementation of Quality Improvement Initiatives according to NHI policy

According to chapter 6 (146), accreditation and contracting eligible health facilities will be
based on meeting nationally approved standards. There are measures in place to meet
these standards, health facilities must be certified by the OHSC as mandated to fulfil its
obligations. Chapter 6 (150) reiterates the importance of uninterrupted support services
and suggests that these be provided in-house rather than being outsourced (NHI
2017:31).

According to chapter 6 (152) of the NHI (2017:31) efforts to improve had variable results
in meeting the NCS in public healthcare facilities with hospitals scoring much better than
PHC facilities. Results of the inspections by the OHSC were used to compile and

implement action plans to improve compliance.
Improving Leadership and Governance

Chapter 6 (171) (172) of the NHI (2017:34) discusses roles, functions and responsibilities
of management and governance structures for the district, tertiary and specialized
hospitals. The implementation of the NHI will bring about changes in the roles and
responsibilities of managers and leaders as hospitals will be contracted to render quality

health services in accordance with the norms and standards as determined by the OHSC.

Managers will need to improve accountability, quality of health services, performance and

effectiveness. This in turn will require management competencies to be enhanced.
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Hospital boards roles will be strengthened and will assist in providing an oversight
function in an attempt to improve adherence to the NCS (NHI 2017:34).

4.7 IMPLEMENTATION OF HEALTH QUALITY STANDARDS

Policy implementation is an integral part of the policy process. According to Wright (2017),
effective implementation is crucial for ensuring the success of health policies and
legislation. A high-quality piece of legislation does not guarantee success and ineffective
implementation results in policy failure, meaning that the intention to improve the quality
of healthcare would have failed. It is therefore crucial to plan for effective implementation
beginning in the development stage of the policy (Wright, 2017).

4.7.1 Auditing of Health Facilities

Many national organisations have recommended auditing in healthcare facilities with the
aim of improving patient safety and quality of care. According to Mocke (2011:3), the
process conducting a healthcare service delivery audit creates an important opportunity

to build an awareness of areas within operational management that matter most.

The baseline audit conducted by the Health System Trust in 2011 indicated that audits
were driven by top management at national level and while there was visible support for
the process, results indicated many areas requiring improvement. Result of audits can, if
used appropriately, provide a mechanism to motivate staff to improve performance as

they are enabled to concentrate on shortcomings and priority problems.

4.7.2 Inspections

The OHSC set itself an inspection target of 18% (687 out of 3818) of public sector health
establishments in 2019/2020 (OHSC, 2019). Various types of inspection are allowed for.

¢ Routine inspections — Every health establishment has to be inspected once in

four years.
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e Additional inspections — Inspectors, at any time, subject to section 82(1) of the
Act, can carry out an additional inspection if they believe that (1) there is need for
to establish whether non-compliance within the health establishment has been
corrected; (2) there has been a contravention of the Act or any relevant regulations
by the health establishment; (3) there are serious breaches of norms and
standards, based on the indicators of risk; or (4) the findings by the ombudsman
demonstrate that health care users and/or personnel are at severe risk.

e Risk-based inspections - These are triggered by the Early Warning System
(EWS), targeted for critical or persistent non-compliance and Ombudsman findings
(OHSC, 2019).

In fulfilling its role of monitoring health establishments, the OHSC conducted inspections
on 696 public health establishments in 2019/2017 and 923 in 2017/2018 out of the 3186
public health establishments in the country (Stewart & Wolvaardt, 2019). The findings of
these inspections showed that 38% of the inspected establishments complied with 50%
or more of the standards. The findings also indicated that the performance score of
hospitals for the Patient Safety, Clinical Governance, and Care domain was an average
of 63%. The lowest average performance score for hospitals was in the Leadership and
Corporate Governance domain with an average score of 44%. For the financial year
2018/2019, the OHSC conducted inspections on 730 healthcare establishments in
different levels of healthcare, representing 19% of the 3186 public health establishments.
These inspections were conducted before the availability of the regulatory standards and
were referred to as mock inspections. The inspection tools used were based on the NCS
(OHSC 2018/2019).

4.7.3 Measuring Compliance

Compliance with quality standards is critical for ensuring the protection of patients from
life-threatening circumstances. Failure to comply with these quality standards undermines
the objectives of quality healthcare and brings about client dissatisfaction, disregard for
human dignity, as well as questionable quality of clinical care within the healthcare system
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(NDoH, 2012). It is therefore imperative for healthcare establishments to comply with
quality standards to improve health outcomes in the country. The Negotiated Service
Delivery Agreement also places emphasis on the importance of compliance with quality
standards (NDoH, 2012). Compliance assessments can be conducted by an external
inspection team (currently the OHSC inspection team) or as part of an internal self-
assessment process. These assessments assist in identifying gaps that need
improvement. The process should result in a report with scores for the compliance level
of each health establishment. There are three separate reports that should be availed for
each health establishment, which are, by domain, functional area, and the six KPAs
(NDoH, 2012).

4.7.4 The Assessment Tool and Measures

The assessment tool provides measures which are there for the purpose of gathering
tangible evidence of compliance to the standards. Mensa et al. (2018) reiterated that
measurement can be wasteful when it does not go together with improvement. Each
domain has standards which in turn have criteria and measures and which are linked to
“functional areas” which are designated and selected operational areas where service
delivery takes place (NDoH, 2012). Examples of functional areas are a laboratory, a
medical ward, an outpatient department, and accident and emergency unit, reception,
radiology, blood services, financial management, occupational health services, chief

executive officer or hospital manager and security services.

4.7.5 Rating of the Measures

According to NCS (2011:13), “the component measures for each of the standards were
classified according to a risk rating approach and employed an adapted matrix used by
the Australian Capital Territory Government in 2009. The component assesses the
severity of the impact as well as the probability of a risk occurring in each case. In the
context of the risk ratings, the respective measures are presented in three risk levels.”

The three levels are shown in table 4.1 below:
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Table 4. 1. Risk Ratings in the NCS (2011)

Type of measure Explanation

Vital Intended for those measures considered to relate to the safety of
staff and patients. These are considered important as failure to
comply may result in harm or irreversible ill health or loss of life,
or prolonged period of recovery. These measures are considered
as non-negotiable and health establishments are required to meet

these designated measures.

Essential Considered critical to the provision of safe, decent quality care
and are designed to provide an in-depth view of what is expected

with available resources.

Developmental Measures designed to be aspirational to providing optimum care.

It should be noted that the risk rating for clinics that was developed by the OHSC two
years ago only includes viral and essential measures. Vital and essential measures are
weighted differently in determining compliance with higher compliance required for viral
measures (NCS 2011).

4.8 CONCLUSION

A review of DoH policies and related documents was done in order to obtain supporting
literature to establish the context and content of the policies and to understand the role of

the actors in the development of the policy.

During the reviewing of the content and the context, it became clear that the actors had
similar intentions with regard to addressing inequities emanating from previous
discriminatory laws and practices. The motivation for the establishment of the NHI is
specifically to provide for a more affordable and equitable health care system and the
NCS have been specifically designed with the NHI in mind. In order to accredit health
care facilities, and therefore to be able to provide NHI funding, there has to be a method

of assessing quality and rewarding good care while motivating others to improve the
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quality of health care. There is therefore good cohesion and integration of the policies
reviewed. The problem that was identified in the document review that continues to
plague government in South Africa is the implementation of the policy. Good policy does
not equal good implementation and it was clear in reviewing the documents that the NCS
policies and procedures were based on a best-case scenario rather than the reality of the
situation in health care. Whereas it is easy to set standards, criteria and indicators through
reviewing international best practice a more practical system would be to base the NCS
on best equivalent provider standards. This however opens another debate as if one sets
standards that are realistic in a resource constrained health care system, it becomes too
easy to be complacent in providing sub-optimal care and it blunts any aspiration to
improve. The fact remains in reviewing the documents, and in particular the results of the
audits carried out that the health establishments in South Africa are not meeting the
standards set and a review of the entire accreditation system may be called for. This
would, in turn have implications for the planned NHI and may pose a setback for an

already delayed but much needed policy.

The following chapter presents the findings of the semi-structured interviews held with

staff members at the two selected hospitals.
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CHAPTER FIVE

PHASE TWO: SEMI STRUCTURED INTERVIEWS

FINDINGS AND DISCUSSION

5.1 INTRODUCTION

In this chapter of the findings of the interviews conducted in phase two of the study are
presented and discussed. The data was collected through interviews with selected
employees from the two tertiary hospitals that were the focus of this study. This was done

in fulfilment of the objectives:

e To explore the process of the implementation of the six KPAs of the NCS in the best
and worst performing tertiary hospitals in Gauteng;
e To identify enablers and barriers that influence compliance with the six KPAs of the

NCS in the best and worst performing tertiary hospitals in Gauteng

A total of 30 in depth interviews were conducted with 15 participants per hospital. At each
hospital the following key informants were interviewed: the quality assurance manager
(n=1), hospital managers (n=5), a pharmacist (n=1) and frontline staff (n=8). Analysis of
data was done through thematic analysis, which involved going through the interview
responses and identifying themes that relate to the research problem. Findings from
literature were used to support the results of the primary data. The first section of the
results focuses on the demographic characteristics of the participants while the second
section presents the description and discussion on the identified themes. Table 5.1

highlights the list of participants of this study per hospital department in both hospitals.
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Table 5. 1: List of interview participants

Number
staff

Hospital A Hospital B

of Hospital department

Quality + Quality Assurance + Quality Assurance 3 Quality Assurance
improvement Manager Manager
team + Complaint officer + NCS champion
+ |PC coordinator + |PC coordinator
Hospital Cluster managers Cluster managers 3 Hospital clinics
management + Poly clinic + Poly clinic
% Wellness clinic + Wellness clinic
= Stoma clinic <+ TB focal clinic
Pharmacist + Pharmacist Pharmacist 1 Pharmacy
Frontline staff + Operational Operational 8 Casualty
managers managers Admissions
Casualty X2 Casualty X2 Out-patient
Admissions x1 Admissions x1
Out-patient X2 Out-patient X2
+ Nurses 4+ Nurses
Casualty x1 Casualty x1
Admissions x1 Admissions x1
Out-patient x1 Out-patient x1

Total: 15/hospital

100



5.2 DEMOGRAPHIC DATA

Information was collected on the age range, gender, experience in healthcare, and
educational qualifications of the participants. The aim was to ensure that data was
collected from a representative group of stakeholders. The demographic characteristics
of the key informants are presented in table 5.2 below.

5.2.1 Age Range

The results for the age distribution of interview participants are shown in table 5.2.

The results show that the age group of participants at hospital A and B ranged between
thirty (30) and sixty-five (65) years, respectively. The age group forty (40) to forty-nine
(49) years had the greatest number of participants with forty seven percent (47%) at
hospital A and sixty percent (60%) at hospital B. The average age of the participants is
forty-nine years (49). Participants between twenty (20) and twenty-nine (29) were not

represented in this study.

5.2.2 Gender

The majority of participants were female which was to be expected since the majority of
health professionals are women. Table 5.2 presents the summary of results relating to
gender distribution of participants. The results indicate that the male sample represented
thirteen percent (13%) in hospital A and thirty three percent (33%) in hospital B while
females represented a larger proportion of eighty seven percent (87%) in hospital A and
sixty seven percent (67%) in hospital B, respectively. An average of twenty-three percent
(23%) males and seventy-seven (77%) females participated in the interviews. Based on
this study findings, more females are represented than males in both hospital A and B.
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Table 5. 2: Consolidated demographic presentation of data

VARIABLE HOSPITAL A (N=15) PERCENTAGE HOSPITAL B (N=15) PERCENTAGE

AGE 20 - 29 years 0 0 0 0
30—-39years 4 27% 2 14%
40 — 49 years 7 47% 9 60%
50 - 59 years 3 20% 3 20%
60 - 65 years 1 6% 1 6%

GENDER Male % 2 13% 5 33%
Female % 13 87% 10 67%

EXPERIENCE 1-4years 3 20% 4 27%
5-9years 2 13% 2 13%
10 — 14 years 5 33% 4 27%
15-19 years 4 27% 3 20%
>20 years 1 6% 2 13%

HIGHEST ACADEMIC | Certificate 0 0 0

QUALIFICATION
Diploma 7 47% 9 60%
Degree 5 33% 4 27%
Postgraduate 3 20% 2 13%
Other 0 0 0 0
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5.2.3 Experience in Healthcare Services

The level of experience in healthcare was a crucial variable in this study. In order to have
a good understanding of the dynamics of compliance with the six KPAs of the NCS,
participants’ experience, or length of service in the healthcare service was considered.
Thirty-three percent (33%) or n = 5) of participants from hospital A had between ten (10)
and fourteen (14) years of experience whereas twenty-seven percent (27% or n = 4) of
participants from hospital B fell into this category. Six percent (6%) of participants had
more than twenty (20) years of experience in hospital A and thirteen (13%) in hospital B.

The mean years of experience in hospital A is 6.6 years and in hospital B is 6.8 years.

5.2.4 Highest Academic Qualifications

The highest academic qualifications that had been attained by the participants were also
of interest in this study. An assumption of the researcher was that the higher the level of
education, the better the participant’s ability to understand the six KPAs of the NCS and
dynamics of compliance as well as the context and the content of the NCS policy.

Results of this study reveal that in hospital A thirty-three percent (33%) of participants
were in possession of a bachelors’ degrees and twenty percent (20%) were in possession
of a post-graduate qualification whereas in hospital B twenty-seven percent (27%) were
in possession of a bachelors’ degree and thirteen percent (13%) a post-graduate
gualification. The remaining participants were all in possession of a diploma which
contributed fourty seven percent (47%) in hospital A and sixty percent (60%) in hospital
B. Hospital A was therefore more highly qualified in terms of academic qualifications than
hospital B.
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5.3 PRESENTATION OF THEMES

As explained in chapter three, a priori codes, based on the questions asked were used
as the themes for the analysis. This was due to the structured nature of the interview
guide and the style of questioning used by the researcher. The a priori codes were
therefore: understanding of the KPA'’s, (perceptions of) the process of implementation of
the NCS and the six KPA'’s, barriers to compliance with the NCS’s and enablers of
compliance.

Table 5.3 below provides an overview of the interview questions that were asked during

the interview to provide guidance during the discussion of the findings of this study.
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Table 5. 3: Overview of the interview questions

Please tell me what you know about the six KPAs
and the NCS policy and what it entails?

Who are the main driver(s) of the NCS policy
implementation? Please explain.

Do you think that there was a need for a NCS
policy?

What account for the delays if (any) in aligning the
NCS to daily operational activities?

NCS has now been implemented since 2012. How
would you rate the overall implementation of the
policy in this organization?

What training, either formal or informal have you
ever received related to the NCS policy
implementation?

Please tell me what you think has influenced the
successes and failures relating to the
implementation of the NCS policy.

What is your opinion of the way the six KPAs were
implemented, and do you have suggestions for
how it could have been done better?

What are the aims of the policy?

Where did you get your information from?

What are the intended or expected benefits of

the NCS?

How it is put into effect or practice.

How do you think it will impact on your work and

on nursing?

Roles, responsibilities (of government, of

regulating bodies e.g., OHSC, of managers &

other)?

Who are left out?

How is the relationships and co-ordination

between key players?

What is your role in NCS policy implementation

in this organization?

Was it relevant for the context?

Did the context change over time?

Did you hear/read about any current debates in

public health facilities that influence NCS?

Is there any impact in health system changes?

In your opinion, what critical steps are required

to implement the NCS to all healthcare services

departments?

e.g., Wards, Pharmacy, procurement & supply
chain

Please rate on provincial variation, interest

group/alliances

Was there any contestation of the rating?

When was the training conducted?

Did the training receive had an impact on daily
routine of the NCS policy implementation? If yes,
please explain how.

What do you think are the key factors that have
contributed to these successes if any and
enablers experienced by health care managers
and other health care workers?

Which actors (individuals or organisations) were
responsible for these successes?

What are the challenges experienced by health
care managers and other healthcare
professionals in the implementation of the NCS
policy?
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The questions that were asked to appear in table 5.3 and the themes and categories that
arose from the process during analysis appear in table 5.4.

Table 5. 4: lllustration of the a priori codes

Themes Categories

Understanding of KPAs and Knowledge of the six KPAs of the NCS policy
NCS Impact of the NCS policy on implementation
Implementation of the NCS  General responses on six KPAs of the NCS
and the six KPAs Values and attitudes of staff
Monitoring the waiting times
Cleanliness as the first law of health
Drug stock and procurement of equipment
Infection prevention and control
Patient safety and security
Barriers to compliance with Structure of the assessment tool
the NCS Inadequate staff for implementing the policy
Lack of adequate training and knowledge
Inequitable distribution of resources and shortages
Lack of adequate support from hospital management and
provincial department of health
Enablers of compliance with  Improved communication to guide policy implementation
NCS and compliance
Involvement of all stakeholders

Involvement and support of the leadership
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5.3.1 Understanding of KPAs and NCS

This section presents the findings from the interview responses on the understanding of
the six KPAs of the NCS in order to get insight of participants’ knowledge of the six KPAs
of the NCS.

5.3.1.1 Knowledge of the six KPAs of the NCS policy

There were mixed responses in relation to the question on what the participants knew
about the six KPAs and the NCS policy and what it entails. Eleven (11) participants in
hospital B answered the question, however, level of knowledge and understanding of the
content and purpose of the NCSs and KPAs varied amongst them. Two (2) participants
from this hospital indicated that they were aware of the NCSs but had no knowledge of
the KPAs, and two (2) participants had not heard about either the NCSs or the KPAs. In
hospital A, five (5) participants had knowledge of both the NCSs and the KPAs and were
able explain the aim of the policy. Ten (10) participants at this hospital had some
generalized knowledge of the NCSs but were unable to name any of the six KPAs. It
therefore became evident that the level of understanding was better in hospital B than in

hospital A.

Understanding and knowledge of the participants varied amongst individuals from both
hospitals. Some of the responses were generalized, but nevertheless appropriate
statements were, “six ministerial priorities and guidelines of health sector in order to
improve the service and also to standardised hospitals so not everyone to does his/her
own things” (Participant A1, a quality manager) and, “the NCS and six KPAs are measures
that were put in place by the minister to ensure that hospitals and other health institutions
are institutions can provide quality healthcare to patients” (Participant A3) These
statements demonstrated that both participants have insight into the fact that six KPAs

are a national priority driven by Minister of Health.
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In hospital B where participants were able to give more detail, some specific statements
were made such as the one by participant Bs who described the NCS as, “a set of
standards that were put in place to assist in improving the quality of healthcare in the
various hospitals and other health institutions”. Another participant (Bs) said, ‘the policy
talks about availability of medicines, avoiding falls & put sign when it is wet, safety and
security for patients to feel safe at all times, attitude to treat patient with dignity, adhering
to Batho Pele principles and customer care, waiting times need to be minimised and
managed, treat patients according to priorities and ensure that patients are treated well

and get services they came for”.

At hospital B, the majority of the participants only managed to identify three of six KPAs,
mentioning cleanliness, values and attitudes, and waiting times. The participants’
understanding of the NCS and the six KPAs was not far from the definitions that were
provided in the policies that were analysed, while in hospital A only few participants were
able to relate to the NCS.

The NCS policy states that the NCSs are a set of standards for defining quality healthcare
and providing the details of what is expected to achieve quality healthcare (NDoH, 2013).
The NCS provide the overall guide to quality care and also avail a set of measurement
tools to assist managers and staff to understand whether they are in compliance with
these standards and have systems in place to minimise risk of poor unsafe or poor-quality
care. The DoH identified six priority areas for fast-track or immediate improvement based
on serious concerns that were raised by the public and patients. The six KPAs are values
and attitudes, cleanliness, waiting times, availability of medicines, patient safety and

security, and infection prevention and control.

A participant from hospital A gave a possible reason for the lack of knowledge and
understanding amongst hospital staff of the purpose of the NCS and the KPAs as she
said “.....things are usually put in place only in preparation for an audit. We even go to
the extent of borrowing equipment and some medicines from other hospitals so that we

are seen as compliant” (Participant As).
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The findings of this section were of concern as Maphumulo and Bhengu, (2019) state that
compliance with the NCS and successful implementation of the six KPAs begins with a
clear understanding by all stakeholders, particularly the hospital staff that is actively
involved in the implementation process. The fact that some participants were completely
ignorant about the existence of the NCS is an indication that there are some weaknesses
in the implementation process, and this is bound to affect the level of compliance with

guality standards.

5.3.2 Implementation of the NCS and the Six KPAs

This section covers the findings from the participants’ responses on the implementation
of the six KPAs which included general responses, perceptions on the values and staff
attitudes, monitoring of the waiting times, cleanliness of the health facilities, drug supply
and procurement of stock, infection prevention and control and patient safety and
security.

5.3.2.1 General responses on six KPAs of the NCS

The first category of responses was general in nature as participants reflected on the
success or failure of the implementation of the NCS and the six KPAs. The interview
responses showed mixed feelings on the success of the implementation of the NCS. The
minority of participants in both hospital A and B felt that there was a great degree of
success in the implementation while the majority felt that there is nothing much that has
been achieved in terms of compliance with the NCS. The view of the majority of

participants concurred with the views that were found in literature.

Of the positive responses, Participant Bo stated: “Yes, things are much better than before,
targets are clarified. So, working with goals and working without set goals is not the same.
We become service bound, as what is measured is improved. The NCS have definitely
brought a change in our hospital and things are improving”.
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Participant A14 stated, “Before, stock was not well managed but since NCS has been
introduced there is an improved accountability and assets department is on board”.

An example of the negative responses was that of participant B4, who said, “the
introduction of the NCS had not brought much change in the conditions of the hospital”.
The participant felt that it was just a change of policy without the accompanying changes

that are needed to make the policy work.

Another negative response came from participant A4 who stated that: “The changes are
just changes by word of mouth. The way things are done in terms of resources is not
according to the new changes. The budgets for staff establishments have remained the
same. We still have the same financial constraints and excessive workloads. The quality

standards cannot work in such a situation”.

Participant A12 posited that the implementation process is not smooth as most staff
members are not willing to assist the quality assurance (QA) unit in its efforts to ensure
that the quality standards are implemented in the hospital. Without complimentary efforts
from the entire hospital staff, the QA unit will find it difficult enforce quality standards. The
participant also stated that there are no proper structures and staff for monitoring the
standards and this makes it difficult to assess the levels of compliance with quality

standards.

Participant A2 was of the view that the policy was still a long way from achieving the
desired results as it is not receiving adequate support from management and staff and
not all the KPAs are being given adequate attention. Participant A2 stated: “To certain
extent policy has not fully met all aspects because | feel like it is not adequately supported.
Infection control is expected to meet certain criteria. Instead, patients’ complaints and
occupational health and safety are given more attention and they are the programmes
that are supported by CEO. There is no support to make sure that all aspects of policy
are implemented. Infection control to be heard it should pass through quality assurance
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before getting attention of CEO......... there is not enough focus on strategies that are

supposed to be implemented”.

Participant B2 opined that there was actually a need to go back to the drawing board and
discuss how the policy can be effectively implemented. Participant B2 stated, “......the
policies are there but are not being implemented accordingly to bring about the desired
changes. ....quality improvement plans, for example, are just done to defend oneself and
no one follows up to see is they are implemented or not.” The NCS is therefore a very

good policy but there are no structures and conditions for its successful implementation.

Participant A14 and B12 was of the view that there were no successes to mention in the
implementation of the NCS. The participants stated that most activities were being done
just for compliance purposes and for scoring high points rather than for real improvement
of quality standards at the hospital.

Participant A14 said, “...... things are usually put in place only in preparation for an audit.
We even go to the extent of borrowing equipment and some medicines from other
hospitals so that we are seen as compliant”. This means that the hospital has so far not

done much in terms actual compliance with the NCS.

“Honestly compliance is only for assessment but practically it is not happening as there
is no formal training about policy itself even informal training is not happening” (Participant
B12).

5.3.2.1 Perceptions on the values and staff attitudes

The majority of participants were of the view that there had not been any significant
changes in the values and attitudes of healthcare staff towards their work and towards
patients. The participants pointed out that there have still been several incidents in which
patients are not treated with respect and some even dread visiting hospitals because of

the treatment that they get from healthcare staff.
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Participant A2 stated: “There is lack of motivation to improve staff attitude. Rather staff is
more demotivated and lack of support internally even from province. The easiest way to
change people’s attitudes is just by talking to them to feel acknowledged and appreciated
but is not happening. Because employees are demotivated, they transfer their frustrations

to patients”.

Participant B1 added that negative staff attitudes were also prevalent especially in the
administration and retrieval of files. The participant said:
“You find that a patient’s file was not found yesterday but nobody come to me
addressing the issue. Patients are not addressed and start becoming restless and at
times they are addressed like small children boiling down to staff attitude. Some
patients go with files home, then they are not addressed accordingly but insulted and
punished for the behaviour and sometimes this patient is doing this purposefully due

to previous experiences of lost files”.

Participant B1 also stated that the majority of healthcare staff still display negative
attitudes towards patients and towards their work in general, mainly because working
conditions have not improved. The responses show that the implementation of the NCS
has not yet achieved the desired result of having a caring staff that will make patients

have a feeling of being cared for.

However, Participant As was more optimistic, stating that there had been a marked
improvement in staff attitudes from the time the NCS were implemented. This view was
supported by Participant Bis who stated, “Staff is changing its attitude and patients are
being treated with utmost respect”. These participants were of the view that patients will
always have something negative to say about hospital staff even if they are treated in a

respectful manner.

The NDoH (2010) states that healthcare staff is often rude and uncaring to patients as
highlighted by patient complaints and patient satisfaction surveys. Patients complained

that they feel they are not being treated well and in a caring manner. This is the reason
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why the KPA of values and attitudes was included in the NCS, but seemingly, according
to the participants in the study, with little success.

5.3.2.2 Monitoring the waiting times

The need to improve the waiting times for patients before receiving care was considered
as one of the KPAs of the NCS after complaints that they are waiting for many hours
before getting their files, seeing a nurse or doctor, or getting their medicines. Some
reports even indicated that patients sometimes have to come back the following day to
be provided with medical attention and some patients have even died in queues before
getting attention (NDoH, 2010). The fact that there has not been significant improvement
in waiting times at the hospitals under study indicates that the context which led to the

development of the NCS has not changed much.

The majority of participants also felt that there had not been much improvement in waiting
times at their hospitals. At times a patient spends the whole day at a hospital and may

even be told to come back the following day.

According to Participant Be, “people are still having very difficult times when they visit
public facilities. Long queues of patients waiting for medical attention are still being seen
at the hospital”.

This view was supported by Participant Ai1o who said, “In our hospital we have people
that are put into place to monitor waiting times of patient to try to correct waiting times,

but still there is not enough implementation of policy”.

According to Participant B13, even though waiting times are displayed in the hospitals for
patients to be aware of the time within which they are supposed to be attended to, these
times are not adhered to. No staff member is assigned to monitor waiting times to check
if they are being adhered to. Participant Be said, “There should always be someone who
moves around asking patients how long they would have waited in order to see if waiting

times are improving”. However, due to the number of patients that visit the hospital

113



compared to the staff compliment at the hospital, it is not possible to have staff monitoring

waiting times.

Maphumulo and Bhengu (2019) argued that these long waiting times for medical
intervention have the potential to expose patients to the development of complications or
even the loss of life. Times LIVE (2018:5) described public hospitals as “a death trap for

the poor”.

5.3.2.3 Cleanliness as the first law of health

On the KPA of cleanliness, the majority of responses indicated that the participants were
not happy with the current level of cleanliness at the two tertiary hospitals. The
participants stated that the hospital is not cleaned as often as it is supposed to be due to
a shortage of cleaners. They also pointed out that there has been an increase in the
number of patients visiting the hospital and this increases the chances of the hospital
getting dirty. This increasing number is however not matched by the number of available

cleaners.

Participant B1 and Bs pointed out that cleanliness is still a significant problem in the
hospital in which they work.

According to Participant B1, “Cleaning is a problem. Every time you ask why the hospital
is not clean, the answer will be that they are short-staffed. | am not happy about cleaning
at all but there are measures in place starting tomorrow involving administration as is part

of admin and cleaning manager”.

Participant Bs stated that “ When there is no cleaner, they just send someone to empty

the bins but not cleaning the entire ward”.

Participant A7 highlighted that their hospital was constantly facing shortages of cleaning
materials and equipment, and this made it difficult to keep the cleanliness of the hospital

to the expected standards. The responses in this study therefore indicate that the
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implementation of the NCS has not yet reached the expected levels since the situation of
cleanliness in hospitals has not improved significantly.

The focus of the NCS on the cleanliness of hospitals was driven by the realisation that
hospitals and clinics that were found to be dirty, untidy, and unhygienic and cleaning
materials and equipment are often not adequate or not available at all. The impression of

neglect is reinforced by lack of maintenance (NDoH, 2010).

5.2.3.4 Drug stock and procurement of equipment

All the participants concurred with the view that the implementation of the NCS has not
resulted in a significant improvement of the availability of medicines and other equipment
that enhances the quality of healthcare in the hospitals. Participant B3 highlighted that it
was still common in their hospital to go without particular drugs that are critical. Participant
B12 said, “Sometimes patients will have to go home without medication after being
attended to by a doctor and come back on another day to collect the medication”.
According to Participant 4, patients sometimes have to come back several times to the

hospital in order to get their medication.

Participant As stated that the availability of equipment was mainly affected by the tender

process which is not flexible. Participant As said,

“When the tender process is closed, it is difficult to send equipment for repairs or
service. This means that we may have to go without some necessary equipment for

a long time and this compromises the quality of healthcare”

Participant A13 highlighted that the equipment situation had not improved because of
budgetary constraints as reflected in the participant’s statement: “Our budget is still
not according to the level of care we render, and bed capacity is almost the same as
with the previous level of care”. Participant Bs added that the equipment situation in
the hospital is worsened by delays in placing purchase orders due to the unavailability

of funds.
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Participant B12 pointed out that “we are the clinic at this hospital that operates until
16:00 but we get stacked with patients that need admission until we send them to
casualty to sleep on the benches until the bed is available. Sometimes patients sleep
on bench until morning or even rebooked for the next appointment, even if rebooked

there is no guarantee that the bed will be available. There is no equipment’.

The responses from participants however indicate that this KPA has so far not shown
signs of improvement since the implementation of the NCS, and it would appear to be a

systems issue that cannot be resolved at institutional level.

Shortage of medicines and supplies was established to be a common problem throughout
the country (NDoH, 2010). The reasons cited for such shortages include supplier-related
problems, lack of payment or placement of orders with suppliers due to budgetary
constraints, failure to distribute drugs to health facilities, as well as failure to place orders
in time. The KPA on the availability of medicines and supplies therefore came with the
aim of ensuring that these essential elements of quality health care are available, thereby

enhancing the quality of healthcare in the country.

5.2.3.5 Infection prevention and control

The majority of participants reported that the success in having effective infection
prevention and control was very limited. According to Participant A3, the current
conditions in the hospitals have not improved significantly and patients are still exposed

to hospital-acquired infections.

Participant Be particularly highlighted the problem of overcrowding at the hospital and
said, “There are too many patients that flood this hospital and the facilities have never
been improved to accommodate the increased number of patients. With this

overcrowding, we cannot prevent patients from infecting each other”.
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Participant B1o added that the hygiene conditions at the hospital make it difficult to control
and prevent the infection of patients at the hospital. “Regular cleaning is not done because
of staff shortages and removal of waste is also not done on a regular basis. Patients are

therefore likely to get infections from the hospital”.

Participant B13 raised that “structural issues to be addressed as we are using sluice room

to conduct other activities that are not relevant to the purpose of the room”.

Participant A2 was of the opinion that there is lack of support in other areas of the NCS
especially infection control as more focus is given to other priorities like waiting times and
cleanliness. Thus, participant A2 noted the concern that “there is no support to make sure
that all aspect of policy is implemented, there is no IPC committee at the hospital, there

is not enough focus on strategies that is supposed to be implemented”

It can therefore be noted that the KPA that relates to infection prevention and control has
so far not been successfully implemented because of failure to address the infrastructure
demands of the hospitals. Segnon (2014) reported the concerns that were raised by
nurses about working in a healthcare establishment that has no adequate space and has
hazardous environments with poor infection prevention and control practices. Patient
safety is therefore compromised in such environments. Enhanced compliance with
infection prevention and control practices is therefore mainly dictated by the availability

of adequate infrastructure and a clean environment.

Mogakwe et al. (2020) cited that inappropriate and poorly designed infrastructure as a
major barrier to infection and prevention control practices. Mogakwe et al. (2020), further
asserted that space constraints at healthcare facilities lead to patient overcrowding, which

increases the chances of patients contracting nosocomial infections.
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5.2.3.6 Patient safety and security

In this section of the NCS, the implementation of standards on patient safety and security
“strives to ensure quality in clinical care, ethical practice in discharge of one’s duty,
reduction of unintended harm to healthcare providers and users in identified situations of
increased clinical risk” (NCS, 2011). Further it sets out to ensure that patients are not

harmed through medical error or omissions by healthcare workers.

In these KPA participants were less responsive in addressing the issues related to patient
safety and security. It was mentioned only during the answering of the question “Have
you heard of the NCS policy that was developed in 2011?” When probed on the issue of
patient safety and security comments were made by 14 participants which accounts to
46% of the entire population in the study and it was clear that knowledge of the vital

measure was lacking.

Participant A12 remarked that “/ can’t say exactly but it talks about safety, ramps

for disabled people, putting of signage when the floor is wet and littering”.

Aone (2007) is of the opinion that measuring the knowledge base of healthcare workers
is a useful way of evaluating the performance of a healthcare establishment. Omission
of this critical area points out that there are gaps in implementing all six KPAs according

to prescribed standards.

5.3.3 Barriers to Compliance with the NCS

In this category, participants pointed out a number of barriers and challenges that are
making it difficult for hospitals to comply with the NCS. According to the participants,
meaningful compliance with quality standards for healthcare will not be achieved if these

challenges are not addressed.
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5.3.3.1 Structure of the assessment tool

Results from the review of policy documents indicated that an assessment tool is an
important aspect in the implementation of quality standards. Mensa et al (2018) state
that the measures in an assessment tool provide evidence for determining the level of
performance. The participants cited the assessment tool as one of the barriers to the
successful implementation of the NCS. According to the participants, the assessment tool
that is used to assess the level of compliance with health standards does not take into
account the different circumstances faced by different health institutions. Assessment
guestions are the same for all hospitals, but these institutions have different

circumstances and at times different administrative procedures.

Participant A1 stated:
“There is nothing wrong with implementation but with the assessment. They need to
bear in mind that hospitals are not the same and evaluation tools should not be on-
one-size-fit-all. This is a tertiary and teaching hospital, and it should be assessed
differently from other types of health establishments. In the mortuary, they ask

guestions about resuscitation, but this is not applicable in such an environment”.

These sentiments were also noted in Participant B1’s statement which reads:
“......for example, assessors should be asking you about availability of linen but the
question will be “do you have clean linen or is the area where you keep linen clean”
or do you have this size of the needle. We used different things suitable for the care
we are giving. The tool doesn’t have “Not Applicable”, so you are forced to say
“Yes/No” if “No” it makes the facility to fail that aspect. The tool and questions are

one-size-fits and all not according to level of care”.

Participant Bis echoed the above sentiments as he stated, “Our hospital is not
accommodating children, but the assessment tool needs that aspect. We therefore
borrow syrups just for compliance and sometimes we even forget to return them, and they

expire while those that accommodate children could have used it”. This shows that the
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results that are obtained in the assessments do not reflect the situation that is prevailing
in the hospitals.

Participants highlighted the need for policy makers to ensure that the assessment of
tertiary hospitals is not treated the same with regards to the assessment of healthcare
establishments since they focus on different types of services. This means that the
assessment tool should be amended so that it assesses the appropriate issues.
Participant A1 stated that the assessment tool also has the problem of repeating

guestions, which does not add value to the quality assessment.

According to NDoH (2012), compliance assessments should assist in identifying the gaps
that need improvement. The process should result in a report with scores for the
compliance level of each health establishment. However, when the assessment tool fails
to measure compliance according to the context that exists in the different types of
healthcare establishments, the results will not make significant contributions towards the
improvement of compliance in such healthcare establishments. Lack of understanding of
functional areas of the assessment tool could negatively have an impact on
implementation of the NCS and thus also affect compliance of such standards.

5.3.3.2 Inadequate staff in implementing the policy

According to WHO (2018), a skilled, motivated, and adequately supported pool of
employees is crucial for the successful implementation of quality standards in the
healthcare sector. The interview responses revealed staff shortages as one of the major
barriers to compliance with the NCS. All the participants concurred that the hospitals do
not have the ideal number of healthcare workers to ensure that the six KPAs are fully
implemented. Covadia et al. (2009) also highlighted that the South African health sector
has been affected by the poor distribution of health personnel as well as poor skills among
several healthcare staff since 1994.

Participant B7 pointed out that there is a shortage of doctors and the number of patients

that visit the hospital is huge. This means that doctors will hurriedly attend to patients so
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that they can at least manage to clear the queue. This also means that the patients will
not be provided with adequate care and the real problems that they will be facing may not
be addressed.
“There is a shortage of doctors and there is always a backlog of patients. Patients
have to queue for the few doctors that are available, and some may even fail to be
attended to and will be told to come back the following day. With this shortage of
doctors, it is not possible to stick to the waiting times that have been proposed in the
NCS”.

According to the participants, the situation of staff shortages at the hospital is worsened
by overcrowding. The number of patients that is visiting the tertiary hospital is increasing
and the already small size of staff complement is not able to cope.

Participant B11 stated:

“We are working extended hours due to the increasing number of patients. By the
time we are supposed to knock off, the queue will still be long, and we are forced to
extend our working hours. The catchment areas that come to tertiary hospitals even

for minor ailments are increasing”.

Participant Az stated:

“The number of patients is always beyond our capacity as they come very early
even without appointments. We are also not checking appointment cards and the
list of booked patients, and this has resulted in an influx of patients which is difficult
to control. It is therefore not possible to provide quality care to such large number
of patients with the number of workers that are at this hospital”.

With this increased workload, it is not possible to adhere to the quality standards that are

outlined in the NCS. Waiting times, for example, cannot be attained because a huge

number of patients is being attended to by a small number of healthcare workers.
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Cleanliness is also not possible because we have very few cleaners who have to go round

the whole hospital regularly to clean due to the increased traffic.

The above responses therefore show that the staff complement in the hospitals does not
allow for compliance with the NCS since KPAs such as waiting times, cleanliness, and
values and attitudes require the adequate staffing of all units in the hospitals. Staff
shortages have also been cited in literature as a major barrier to the implementation of
any quality standards in the health sector. WHO (2016) highlighted that there are several
countries that face significant shortages in both the quality and quantity of health
personnel. Due to these shortages, there is often absence or poor delivery of basic care.

Poorer countries experience the most severe shortages of healthcare workers.

Since 1994, the South African health sector has been affected by the poor distribution of
health personnel as well as poor skills among several healthcare staff (Coovadia et al.
2009). This has compromised the department of health ability to deliver key programmes,
particularly for HIV, maternal health, mental health, child health, and tuberculosis. The
nurse-to-population ratio has substantially decreased from 149 public sector
professionals per 100 000 population which sum to 1 nurse per 671 patients in 1998 to
110 per 100 000 population to the sum of 1 nurse per 909 patients in 2007 (Coovadia et
al., 2009). In 2015, the ratio in the public health sector was 1 nurse per 807 patients and
1 doctor per 4024 patients. These statistics are an indication of an acute shortage of
nurses and doctors in public healthcare. The successful implementation of the NCS was
therefore supposed to be preceded by efforts to ensure that all health establishments are

adequately staffed.

Sharma and Rani (2020) argue that it is difficult to answer on the number of nurses that
can be sufficient to cover the hospital unit. According to the South African Nursing
Council, in 2020 there was one nurse to cater for 213 patients in South Africa in both
private and public sectors. Without the optimum nurse-to-patient or doctor-to-patient ratio,
waiting times will continue to be long and staff attitudes will also remain the same due to

exhaustion that results from work overload.
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5.3.3.3 Lack of adequate training and knowledge

Lack of proper training was also cited by the participants in this study as one of the factors
that had made it difficult for them to comply with the NCS. Although a handful of
participants indicated that they had received some form of training, the majority of
participants stated that they had not received any formal training on the implementation
of the NCS. This lack of training means that most employees are not aware of what they
are expected to do in terms of implementing the policy and its KPAs.

Some participants indicated that the only training they had received was from their
previous employers. When they joined their current employers, they were just provided
with a brief about the NCS.

“The only time when | was told about the NCS was on the first day of employment. People
from the quality department did orientation on the NCS. Quality standards form part of the

orientation programme” (Participant A8).

This type of training was considered by participants as inadequate because it is done

hurriedly and there are several other things that one needs to learn on the orientation day.

Participant Be stated, “I got information on the NCS from the quality managers at our
hospital and also second-hand information informally by the quality champion and not by

our operational managers”.

The few participants who received formal training felt that it was not adequate to equip
them with the full knowledge to effectively implement the NCS in their hospitals.

Participant Bs stated:

“Training is always in the hurry, you are given documents and expected to
run/implement it: usually policy arrives late and expect results a month late.
Information about training is done within a short notice which create a barrier for
attending. Communication is not reaching hospitals at the same time as some

information you catch along the way”.
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Seventy percent(70%) of respondents at hospital A affirmed to that casual training is only
done when there is assessment of the NCS, but when there is no assessment due there
iS no continuous in-service training and coaching on the standards. A representative of
the eighty percent (80%) who had received training in hospital B stated that hit and run
training is only done during induction of new staff but no further follow up of proper and

full training on the NCS.

Participant Ag strongly asserts to this notion by stating that:
“When there is an assessment, we are told how to answer questions if we selected

to participate and given pamphlet to read about the NCS without proper training”

Participant B13 commented that: “/ heard about the NCS from my previous
employer and never done any training on the NCS at this hospital, | have been

working here for 6 years”.

Participant Be further affirms that “l know about the NCS because | am curious, |
read about them on my own accord. | never received any formal training on the

standards”.

Participant As also stated that “when there is training, you are told in last minutes
and due to shortage of staff, you end up not attending the training because such

trainings are done outside the hospital mostly at province”.

Participants asserted that sometimes limited knowledge, skills and resources in

implementing the NCS policy can have an impact on compliance.

Participant A3 complained that continuous training is needed to ensure that workers are
always up to date with new developments in the implementation of the NCS. The
participant pointed out that continuous training also benefits those who will be joining the
hospital since they will be able to understand the quality practices and requirements.
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According to Participant A1o, “Trainings are not conducted accordingly but are usually
done before assessment. Lack of training has therefore negatively impacted on
compliance in some areas”. The response therefore shows that training is usually done

only in preparation for an assessment.

The participants pointed out that they had no time to attend training workshops due to
work pressure and hence, they were not on board with developments in the system. WHO
(2006) also stated that the lack of appropriate training for health workers is resulting in
them being unable to provide quality care that meets the standards. The majority of
developing countries including South Africa have poor training and development of health
workers in quality of care as well as limited opportunities regarding the continuation of in-
service education workshops and sessions to upgrade skills and knowledge. This
situation hampers the delivery of quality patient services. Flynn et al. (2016) assert that
the inability of nurses to attend workshops and in-service training plays a major role in

patient negligence and the occurrence of serious adverse events.

Compliance with quality standards for health therefore requires the constant training of
health workers and support staff in order to equip them with the skills and knowledge
necessary for delivering quality services. Without formal training of health workers on
guality standards, the implementation of the NCS is therefore not likely to provide the
desired results, meaning that the quality of healthcare in the country will remain the same.
Training on quality standards and professional development has been found to be lacking
in healthcare in the past. In a study conducted by Mogakwe et al. (2020) on the reasons
for non-compliance with quality standards at primary healthcare clinics in Ekurhuleni,

South Africa, lack of training was cited as one of the major reasons.
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5.3.3.4 Inequitable distribution of resources and shortage

According to all participants, compliance with the NCS is seriously hampered by the
shortage of financial and other resources. The participants indicated that the
implementation of the NCS was not accompanied by efforts to ensure that the hospitals

and clinics are well resourced so that the KPAs can easily be implemented.

Participant B1s stated, “We really want to comply with quality standards but issues like

the availability of resources is beyond our control”.

Participant A14 highlighted that the hospital does not have the resources that can match
the number of patients that are now coming for treatment. This was supported by
Participant B1o who stated that there is overcrowding at the hospital and equipment and

facilities are not enough for the growing number of patients. Participant B1o said:

“We are the clinic that operates until 16:00 but we get stacked with patients that need
admission until we send them to casualty to sleep on the benches until the bed is
available. Sometimes patients sleep on bench until morning or even rebooked for the
next appointment, even if rebooked there is no guarantee that the bed will be
available. There is no equipment in the hospital”.

Participant A13 lamented the shortage of equipment that is necessary for performing day
to day care on patients. Servicing of such equipment also takes too long and sometimes
patients are turned away because there is no equipment for such services as radiology
(X-Rays and scans).

Participant Bie said:

“We have a serious shortage of Dynamaps (blood pressure machines) and it makes

it difficult to treat patients. Servicing of equipment is also not done as they are mostly

126



out of tender or the service provider is no longer responsible. It is therefore not
possible to comply with standards when you do not have enough resources”.

Participant A9 said the capacity of the hospital has also been overwhelmed by the COVID-
19 pandemic and this has resulted in the shortage of most supplies and facilities as the

number of patients has drastically increased.

Participant A9 said, “...... we have few ICU rooms but now, because of COVID-19, we
need more ICU rooms so that we can accommodate all patients who need to be in the
ICU....”

In a study conducted by Mogakwe et al. (2020), the shortage of medical equipment and
failure to maintain the available equipment were cited as some of the reasons for non-
compliance with quality standards at primary healthcare clinics. Awases et al. (2013), in
a study in Namibia, also reported the unavailability of working medical equipment as one
of the factors hampering delivery of the desired quality in public health institutions.
According to Awases et al. (2013), dysfunctional and poorly maintained equipment and
its inherent risks reduce the productivity of health workers, and this has a profound

negative impact on the quality of care.

Maphumulo and Bhengu (2019) highlighted that members of the public have continuously
been raising concerns about the shortage of equipment in hospitals. Such shortages have
resulted in fatal delays in urgent surgery. Backlogs in work result in extended delays for
patients who are awaiting treatment. Cancer patients, for example, are affected by
shortages in oncology doctors as well as equipment. There are also long lists of patients
awaiting diagnosis and surgery due to human resource and equipment shortages
(Maphumulo & Bhengu, 2019). Mokoena (2017) identified that the lack of resources in
healthcare establishments results in prolonged length of hospital stay and also a delay in

resolving the patients’ problems.
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Manyisa and Van Aswegen (2017) also pointed out that shortages in administrative
equipment and skilled personnel that are being experienced by most public hospitals in
the country have an adverse effect on the quality of care being offered to the public. The
Presidential Summit on Health (2018) also noted that the health facilities infrastructure in
South Africa is sub-standard and ageing, with unsafe facilities. The shortage of resources
in hospitals is therefore one of the major impediments in the implementation of quality
standards. The successful implementation of the NCS heavily depends on the ability of
leadership to address the issue of resources and ensure that all healthcare
establishments are well resourced to enable health workers to be more productive and

provide quality care.

Mosadeghrad (2014) pointed out that the availability of resources has an impact on the
ability to adhere to quality standards. The lack of adequate resources has always
characterised public hospitals in South Africa and the development of the NCS was done
within this context. High quality outputs are determined by the availability of high-quality
inputs. Operating with low quality facilities and equipment diminishes the productivity of

healthcare workers.

5.3.3.5 Lack of adequate support from hospital management and provincial
Department of Health

Results showed that eighty percent (80%) of the respondents in both hospital A and B
raised a concern with the lack of adequate support from hospital management and the

provincial Department of Health.

Participant A4 highlighted an example on one of the KPAs of the NCS, cleanliness and
stated that:
“When we request more cleaners our request go on deaf ears, some days we
don’t even have a cleaner in the unit. One cleaner works in more than two wards

per day which affect cleanliness at the hospital’.
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Participant Be reflected on a lack of support on budgeting for the replacement of hospital
blood pressure monitors and ageing equipment as the processes are not supported by
the tendering procedures that are used by the Department of Health to procure equipment
and stated the following:
“We are stacked with equipment that is not functional but counted being available
in number and that affects our work as no equipment is procured because on paper
we have enough. Despite requests and motivations made but management is not
assisting us, so working with one BP monitor affects the flow of patient, triaging of

patient becomes difficult and patients wait longer”.

Another participant A1 commend that: “we hardly have support visit from the
provincial DoH and Office of the Health Standards Compliance (OHSC) for support

and feedback so that we can work on recommendations for improvement”.

In agreement with the latter participants (A1, A4 & Bes) state that on critical decisions that
affects the implementation of the policy, hospital management, provincial DoH and OHSC
are delaying full implementation of the policy which results in non-compliance that paints
a bad picture in a public health system. Healthcare workers are forced to work within the
minimal resources and are at the same time explicitly expected to meet targets on

implementing the six KPAs of the NCS.

The Canadian Nurses Association (CAN) (2010) also regarded support from senior
management as of paramount importance for enabling healthcare personnel to function
more efficiently. According to Helfrich et al. (2007), the implementation of policies for
enhancing the quality of health requires the commitment and support of top management.
Top management should create an implementation climate that is favourable for

compliance with quality standards.

The Policy on Quality in Health Care for South African NDOH (2007) and the Clinical

Audit Criteria and Guidance Working Group (2008) also stipulated that senior managers
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in healthcare sector can assist in improving compliance with quality standards through
supportive behaviour by identifying weaknesses in the primary healthcare system and by
adjusting for compliance where necessary. Therefore, there are several roles that senior
leadership in healthcare can play in order to ensure that all health establishments are in
compliance with the NCS. Competent and effective leadership is required in order to
ensure high levels of compliance with quality standards in healthcare.

Maphumulo and Bhengu (2019) also postulated that there is vast evidence proving that
the healthcare quality in South Africa has been affected by several challenges that have
resulted in poor healthcare quality. The challenges include inadequate human resources,
budgetary constraints, and poor leadership and governance in healthcare (Oleribe, et al.,
2019). These three challenges account for more than two-thirds of the perceived
problems in the African healthcare sector (Oleribe, et al., 2019). According to the
participants in both hospital A and B, the implementation of the NCS was undertaken
without considerable steps being taken to address the challenges that have always
characterised the healthcare system in the country. The participants’ responses on the
barriers to compliance with the NCS were discussed in this section under the categories
of the assessment tool, staff shortages, lack of training, and lack of resources.

Support from leadership was also suggested by Mogakwe et al. (2019) as one of the
solutions to enhance compliance with quality standards. In their study, Mogakwe et al.
(2019) primary healthcare clinical managers emphasised the need for support from senior

management, including guidance and assistance to comply with quality standards.

5.3.4 Enablers of Compliance with NCS

All the participants gave their views on the factors that can facilitate high levels of
compliance with the NCS. These include communication, involvement of all stakeholders,
and effective leadership. The interview responses are discussed in this section under the

three themes.
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5.3.4.1 Improved communication to guide policy implementation and compliance

The fact that a good number of the participants did not understand the NCS shows that
there is a huge communication gap in the system. Improved communication will assist in
making everyone have a clear vision of the goals and objectives of the new policy as well

as the part that they are supposed to play to ensure the successful implementation of the

policy.

Participant B13 suggested that there should be effective dissemination of information to
all staff members so that everyone is in the picture of the developments that will be taking
place. It is also important for management to pay attention and listen to the concerns of
employees so that they understand the challenges that are being faced on the ground.
Participant A1s said:
“‘Managers should escalate information concerning implementation of NCS policy.
From time to time, they should come on the ground level and pay attention to
challenges of human resource shortages, equipment that are not available or faulty,

and other concerns that employees will be having”.

Some participants also felt that there should be a two-way communication between
managers and staff. According to Participant Be, the current situation in which employees
are just given instructions without them airing out their views to management will not
improve the compliance situation. Participant Be stated. “....communication should be
two-way, not just having managers giving us instructions on what to do. If they do not
come to us who are on the ground and find out our problems, how do they expect to solve

the issues that they do not know?”

Participant As highlighted the need for feedback. “We also need detailed feedback on our
performance as well as other grievances that we would have put across to management.
Most of the time staff is in the dark on things that will be happening in the hospital”.

Participant Ai1o pointed out that there is a need to work together and communicate

effectively as she stated, “There is an element of working in silos as anyone for his/her
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business and responsibility shifting and blaming if things are not done accordingly.

Inputs/suggestion or concerns are not taken into account”.

Compliance with the NCS and other quality standards can therefore be enhanced through
the improvement in internal communication in the healthcare system. Mogakwe et al.
(2019) established that poor internal communication practices in clinics in one of the
provinces in South Africa impacts on compliance to quality standards. They cited
inadequate time for staff meetings as one example of this. The study recommended the
increasing time for staff interaction to enable health workers to collaborate in identifying
and addressing problems together.

Brown et al. (2009) also proposed conducting team meetings on a regular basis as a
platftorm to discuss issues that affect the effectiveness of operations in the
establishments. Effective internal communication is therefore needed to ensure
compliance with the NCS. According to Booysens (2008), the introduction of a new
system or policy should be preceded by clear communication with all the stakeholders,

particularly those at the implementation level.

5.3.4.2 Involvement of all stakeholders

According to Quagraine (2010), employee involvement is a good practice that results in
a highly favourable and positive impact on the implementation of policies. One of the
critical enablers of compliance with the NCS cited by most of the participants was the
involvement of all stakeholders, especially frontline staff, in decision making. This view
was also supported by Mogakwe et al. (2019) who highlighted the need for involving and
consulting managers of primary healthcare establishments in making decisions that

pertain to their establishments.

According to Participant A4, policy development should be inclusive as people are more
likely to comply when they are involved from the first stage. The problem with the NCS is
that the majority of health workers only heard about them after they had already been

adopted. There are a number of issues that the participants felt should have been
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included in the policy but since it only came to them for implementation, these issues are
already left out.

“l think they tried their best to include every hospital in the consultations but in the
meetings sometimes ideas are not taken into consideration and shoved away. It is
surprising because we saw the document prior and made recommendations but to our

surprise the things that we said were still not there....”(Participant A4).

Participant A1 opined that the involvement of frontline staff in decision making can play a
major role in making them take ownership of the policy and understand how quality can
be improved. This view was supported by Participant Bs who said: “But | think frontline
workers should be involved as they understand the problem at the ground. Top managers
or policy makers, they are almost outdated with what is happening currently. At top also

they must use someone with healthcare background”.

Mueller (2020) argued that the policy implementation in the public sector normally follows
the command-and-control approach or top-bottom approach, which has proved to be
flawed. According to Gilson and Daire (2011), such an approach to policy implementation
results in an incoherent process as there is no mutual understanding between leadership
at the top and policy implementers at the bottom. Primary healthcare in particular requires
dynamic interventions based on local decision making in order to alter the behaviour of

people in conditions of greater uncertainty.

Chapman (2004) pointed out that experience with public sector innovation and quality
improvement internationally indicates that there is value in combining top-down and
bottom-up processes in decision making. The successful implementation of the NCS is
therefore influenced by the extent to which frontline employees and other hospital staff

are involved in decision making regarding the policy.
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5.3.4.3 Involvement and support of the leadership

Mosadeghrad (2014) mentioned effective management as a crucial enabler of
compliance with quality standards from the perspective of policymakers, managers and
providers. Effective leadership was regarded by five participants as a crucial ingredient
for successful compliance with the NCS. This view was also supported in literature by a
number of authors. Leadership and governance are recognised worldwide as crucial entry
points in strengthening health systems and attaining the Millennium Development Goals
(Gilson & Daire, 2011). The participants felt that there was a need for committed leaders

in the healthcare sector in order to realise improved compliance with quality standards.

Participant B7 highlighted the need for top management to spearhead the change
management process. According to the participant, the introduction of a new policy
involves change management and for change management to succeed, management

has to take a leading role. Participant Bs said:

“Policy implementation was done without proper change management professionals
who should have been responsible for giving proper advice and driving the change
process. The introduction of the new policy was supposed to have buy-in from the
people on the ground so that they would take ownership of the policy. However, it just
came as a directive that should be implemented and was therefore met with

resistance”.

Participant A11 asserted that the role of top management is to have a clear vision of the
policy and be able to communicate that vision to all stakeholders, including frontline staff.
When everyone in the system shares the vision of the policy, it is easy to enforce
compliance.

Participant B1o stated that the current situation with the NCS and its implementation does
not reflect leadership that is in control of the situation as it is characterised by several

problems that should have been anticipated. Participant A13 highlighted the need for top
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management to ensure that there are adequate resources that can allow for smooth
implementation of the policy.

The participants were also of the view that the policy development and implementation
process should be headed by leaders who are knowledgeable in the area of quality as it
relates to the health sector. This will assist them in focusing their decisions on the issues
that are fundamental to the improvement of quality in the delivery of health services.
Participant Ae stated, “When the CEO understands quality issues and knows his role on
quality assurance, then everything will flow, and people will offer support”. Leaders should
therefore possess skills and competencies that relate to the areas that they are leading.

Below table 5.5 and 5.6 provides a summary of findings of the semi structured interviews

with similarities and differences as a case for each hospital
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Table 5.5 Summary of findings of the semi structured interviews similarities

Similarities in the key findings

Hospital A

Hospital B

Policy context

The context of policy was viewed as not fit for the
state of the tertiary hospital

The context of policy was viewed as not fit for the
state of the tertiary hospitals

Compliance to the six KPAs of the NCS

Only complied for the assessment purposes

Only complied for the assessment purposes

Values and staff attitude

Majority of participants were of the view that
there had not been any significant changes in the
values and attitudes of healthcare staff towards
their work and towards patients.

The responses showed that the implementation
of the NCS has not yet achieved the desired
result of having a caring staff that will make
patients have a feeling of being cared for

Majority of participants were of the view that
there had not been any significant changes in the
values and attitudes of healthcare staff towards
their work and towards patients.

The responses showed that the implementation
of the NCS has not yet achieved the desired
result of having a caring staff that will make
patients have a feeling of being cared for

Waiting times

Waiting time frames are displayed to comply
with the policy but not adhered to

Waiting time frames are displayed to comply
with the policy but not adhered to

Cleanliness as the first law of health

Implementation of these KPA has not yet
reached the expected levels since the situation
of cleanliness in hospital has not improved
significantly

Implementation of these KPA has not yet
reached the expected levels since the situation
of cleanliness in hospital has not improved
significantly

Drug stock and procurement of equipment

This KPA has so far not shown sign of
improvement since the implementation of the
NCS and cited as a systemic issue that cannot be
resolved at institutional level

No signs of improvement since the
implementation of the NCS and cited as a
systemic issue that cannot be resolved at
institutional level

Inadequate staff in implementing the policy

All the participants concurred that the hospital
do not have the ideal number of healthcare
workers to ensure that the six KPAs are fully
implemented

All the participants concurred that the hospital
do not have the ideal number of healthcare
workers to ensure that the six KPAs are fully
implemented

Lack of adequate training and knowledge

A handful of participants indicated that they had
received some form of training, the majority of

A handful of participants indicated that they had
received some form of training, the majority of
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participants had not received any formal training
on the implementation of the NCS

participants had not received any formal training
on the implementation of the NCS

Lack of adequate support from hospital
management and provincial department of
health

Eighty percent (80%) of the respondents
concerned about the lack of adequate support
from hospital management and the provincial
Department of Health (DoH).

Healthcare workers are forced to work within
the minimal resources

Eighty percent (80%) of the respondents
concerned about the lack of adequate support
from hospital management and the provincial
Department of Health (DoH).

Healthcare workers are forced to work within
the minimal resources
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Table 5.6 Summary of findings of the semi structured interviews differences

Differences in key findings

Hospital A

Hospital B

Knowledge of the six KPAs of the NCS policy

Minority of participant in hospital A had
knowledge on the six KPAs of the NCS
® 5 participants had knowledge of both the
NCSs and the KPAs and were able explain
the aim of the policy
® 10 participants had some generalized
knowledge of the NCSs but were unable

to name any of the six KPAs

Majority of the participants managed to identify
three of six KPAs, mentioning cleanliness, values,
and attitudes, and waiting times
®m 11 participants answered the question
which indicated varying knowledge and
understanding of the content and
purpose of the NCSs and KPA's
® 2 participants indicated awareness of the
NCSs but no knowledge of the KPAs
® 2 participants not heard about either the
NCSs or the KPAs

Impact of the NCS policy on implementation

Good performance was not based on the
knowledge of standards but for compliance
during assessment rather than improving quality
®  Actors had generalised knowledge but
compliance was good
®  The participants stated that most
activities were being done just for
compliance purposes and for scoring high
points rather than for real improvement
of quality standards at the hospital

Actors demonstrated knowledge but compliance
was poor
®m  Actors are knowledgeable about the
policy, but compliance is poor
®  Knowledge of policy does not necessarily
mean the policy will be implemented

Monitoring the waiting times

long queues at pharmacy were still issue of
concern as there are many specialized clinics
®  The number of patients that visit the
hospital compared to the staff
compliment at the hospital, does not
make it possible to have staff monitoring
waiting times.

long queues were at out-patient department and
clinics for medical attention
®m  Patient spends the whole day at a
hospital and may even be told to come
back the following day due to shortage of
doctors and beds
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®  long queues of patients waiting for
medication

®  |long queues of patients waiting for
medical attention are still being seen at
the hospital

Cleanliness as the first law of health

Noted improvement of cleanliness as there are
cleaning marshalls doing rounds however there is
shortage of cleaning material which limit efforts
to compliance
B |mprovement in cleanliness was cited
because of the quality marshalls that
takes rounds at hospital as compared to
before quality standards implementation
®m  Hospital was constantly facing shortages
of cleaning materials and equipment, and
this made it difficult to keep the
cleanliness of the hospital to the
expected standards

Keeping hospital clean was not possible as there
were shortage of cleaners
B |ncreasing number of patients is cited as
not matching the number of available
cleaners to keep the hospital clean.
®  The hospital is not cleaned as often as it
is supposed to be due to a shortage of
cleaners

Drug stock and procurement of equipment

Tender process was blame as contributing to poor
allocation of resources

High volume of patients was cited as the
contributing factor for the high demand of the
resources available

Infection prevention and control

Lack of support of the infection prevention and
control KPAs was a concern
®m  Patients are still exposed to hospital-
acquired infections as conditions in the
hospital have not improved significantly
®m  |nfection control not given priority and
support like other areas of the KPAs of
the NCS

So far not been successfully implemented
because of failure to address the infrastructure
demands of the hospital
®  Qvercrowding at the hospital due to
influx of patient facilities have never been
improved to accommodate the increased
number of patients thus infection control
become impossible
®  Hygiene conditions had been seen to
make difficult to control and prevent the
infection
®  Structural issues not addressed as the
staff use sluice room to conduct other
activities that are not relevant to the
purpose of the room
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Inequitable distribution of resources and
shortage

Capacity of the hospital had also been
overwhelmed by the number of the specialised
clinics as such resulted in the shortage of most
supplies and resources

Overcrowding plays a key role in allocation of
equipment and resources are not enough for the
growing number of patients

Communication to guide
implementation and compliance

policy

Communication by the top management was
highlighted as the key to clear the vision of the
policy to all stakeholders, including frontline staff
® There is two-way communication
between managers and staff
®  CEO actively involved and supportive

Poor dissemination of information to all staff
members
®  There is no two-way communication
between managers and staff rather given
instructions without them airing out their
views to management
®  CEO only engaged during the meetings

140




5.4 CONCLUSION

This section of chapter five has presented and discussed the results from primary data
collected through interviews with selected employees from the two tertiary hospitals that
were the focus of this study. The first section of the results focused on the demographic
characteristics of the research subjects while the second section presented the
discussion on the identified themes. While the participants were drawn from two separate
hospitals, (one that had obtained relatively good results in the compliance audit, and one
that had fared particularly poorly) the issues they raised were remarkably similar from
both hospitals.

The discussion in this section shows that the micro contextual issues that led to the
development of the NCS has not changed much after years the standards have been put
in place. Although a few participants highlighted some changes, the majority of
participants were still not happy with the quality of service in the hospitals. The next
chapter will discuss phase 3 of the study that presents the social network analysis (SNA)
where it was hoped factors that account for the differences in compliance may be

uncovered.
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CHAPTER SIX: FINDINGS FROM SOCIAL NETWORK ANALYSIS (SNA)

6.1 INTRODUCTION

This chapter describes the findings of the SNA of this study. The objective for this last
phase of the study was to describe relationships between the actors responsible for the
implementation of the six KPAs in the best and worst performing tertiary hospitals in
Gauteng. In these case study, Hospital A is the best performing and Hospital B the worst

performing hospital.

A broad explanation of the SNA was given in the methodology chapter and further
information will be discussed in this chapter to facilitate understanding of the findings. As
explained in the methodology chapter, Borgatti et al. (2009) defines social network
analysis as a distinctive set of methods used for mapping, measuring and analysing the
social relationships between people, groups and organizations. In this study SNA was
useful in analysing relationships and connectedness amongst actors involved in the
implementation of the six KPAs of the NCS. SNA further explores measures that identify
key actors who are involved in the policy implementation in an organization through
functional ties and linkages. Network properties have positions that include a number of
nodes a relation has and the extent at which the node is a bridge between the other nodes
(Freeman, 1979).

In this chapter the researcher used a social network visualizer (SocNet version 2.5, which
is distributed along with UCINET) to visualize graphs of the SNA. This chapter reports on
the findings of the data collection process with the staff of the two tertiary hospitals. This
will be followed by an analysis of the findings according to the network properties
articulated by Tichy et.al. (1979) as illustrated in the table 6.1.
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6.2. FINDINGS DURING DATA COLLECTION

As discussed in the methodology chapter, the researcher met with the members of staff
of each hospital according to the persons they had identified as being responsible for the
implementation of the six KPAs of the NCS. The degree of interaction and cohesiveness
of the actors was explored to identify the number of connections individual actors have
and are displayed in visual graphical form from the pictures taken during the net mapping
process. The measure of centrality of the actors was explored through assessing the
degree to which the relationship is guided by formal hierarchy or membership in the
network. In this study, the formal hierarchy or membership in the network included the
QA manager who is the driver of the implementation of the six KPAs in both hospital A
and B together with the other members of the network who form part of the team

responsible for the implementation of the quality standards.

The structure of the network was further explored by examining the connection between
the networks in each of the tertiary hospitals and indicates the overall pattern of
relationships between members of the group in each hospital. Colour coding indicates
role players and to display connections of ties on the mapping. Pictures taken during the
mapping process were used to analyse connection and ties of the actors. Links are drawn
as explained by Bodin et.al. (2020) in the methodology chapter to show the ties if they

are centralised, dense, fragmented and closed.

6.2.1. Findings during the Mapping Process at Hospital A

During the mapping process, which was accompanied by discussion and explanations
which were recorded, in hospital A, the participants were specific in naming individual
actors by title and level of responsibility e.g., operational managers. Hospital A actors
have direct interaction and communication with each department that is relevant for the
implementation of the six KPAs of the NCS, for example ensuring medicine availability
and communication of stockouts to all units at the hospital.
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Participant A4 stated, “We work directly with our CEO as the pharmacy to make sure that
stock is available and where there are stock-outs pharmacy informs the CEO and the
matter is attended to urgently”. Further the relationship mapping indicated that the actors
who share the closest ties are the CEO and the pharmacy manager. In hospital A, the
CEO as a senior manager was portrayed as being hands-on in facilitating the
implementation and compliance of the six KPAs of the NCS and that he/she deals directly
with the relevant department whenever there is an issue of concern. The CEO was seen
to have an open-door policy which encouraged staff members to reach out to him/her if
there are matters that need his/her attention. Participant Ae commented that” Since our
CEO arrived in this hospital, we have seen a huge improvement on the quality standards
compliance as he is more supportive and involved”. Figure 6.1 and 6.2 below illustrate

the mapping process at hospital A and B

Figure 6.1: Hospital A

Figure 6.1: SNA of Hospital A

6.2.2. Findings during the Mapping Process at Hospital B

In hospital B, the key actors who influence the implementation of the six KPAs of the NCS
were identified as the CEO of the hospital, members of the executive committee of the
hospital (EXCO) which included all departmental managers of the hospital and CEO, the
guality assurance manager, assistant directors of nursing, operational managers and the

support staff of units at the hospital. Hospital B grouped the actors according to
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department rather than individual key functions. At hospital B, participant B1 said “ The
CEO, quality manager, infection control coordinator, EXCO as a whole, cleaning
department and operational managers as the champions of quality in their units are the
main drivers to make sure that implementation and compliance on the NCS happens in
this hospital”.

Thus, in hospital B, implementation of the quality standards is monitored by the senior
team who drives performance by the lower order staff with the senior staff playing a more
supervisory role. Further in hospital B, quality standards such as staff attitude and
availability of medicines were not mentioned individually like staff attitude and availability
of medicine as it was done in hospital A. Participant B1 reiterated that “We interact with
the CEO office rather than directly with the CEO and meet our CEO during EXCO
meetings”. So, in hospital B, as much as there is interaction and connection with the CEO
the interaction is only done directly once a month during formal monthly meetings.
However, the QA manager frequently engages with the CEQ’s office to address issues in
implementing the six KPAs of the NCS. Analysis of findings will be further explored in

section 6.3. below.

Figure 6.2: Hospital B

Figure 6.2: SNA of Hospital B
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6.3. ANALYSIS OF THE FINDINGS

Tichy et al (1979) referred to three properties namely transactional content, nature of the

links and structural characteristics. These properties have been reordered to facilitate

reporting of the findings as shown in table 6.1 below.

Table 6.1. Network Properties (Modified from Tichy et al, 1979)

Property

Types

Statements

Structural
characteristics

This refers to the
overall pattern of
relationships

Size

Number of members participating in the

network

Density or connectedness

Number of actual links in the network as

a ratio of the possible links

characteristics of the
links between pairs /

members of the

group

between members of | Openness Number of actual external links of a
the group social unit as a ratio of the number of
possible external links
Reachability Average number of links between any
two individuals in the network
Centrality Degree to which relations are guided by
the formal hierarchy
Star Individual with the highest number of
nominations
Bridge Individual who is the member of multiple
clusters in the network (linking)
Nature of links Intensity Strength of relationships between
This refers to the individuals
Reciprocity Degree to which a relation is commonly

perceived and agreed to by all parties to
the relationship

Clarity of expectations

Degree to which every pair of individuals
has clearly defined expectations about
each other behaviour in the relation

Multiplexity

Degree at which pairs of individuals are

linked by multiple relation
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Transactional Expression of affect Do the members like one another; are

content they friends?

This refers to what is | Influence attempt Is there an exchange of power or
exchanged by the influence among the members?
members of the | Exchange of information What information do members share
group with one another?

services another?

Exchange of goods and | Do members share resources with one

6.3.1 Structural Characteristics

Prior to exploring the structural characteristics of the network, it was necessary to
determine what type of network was applicable in this study.

According to Digital Promise (2020:4) “a bounded network is a network with a set number
of network members (e.g., students in a classroom) whereas an unbounded network is a
network that does not have set membership (e.g., weekly meetup group with an open

invitation to anyone in the community)”.

In this study, the QA department and staff members associated with quality assurance
were considered to be a bounded network as it has a set number of members
(employees) and the participants, or key informants, were known to each other and
identified by the researcher as belonging to that network before commencing the network
analysis. The members were all involved in the implementation of the six KPAs of the
NCS in the respective tertiary hospitals.

6.3.1.1. Size of the network

Seven actors who were part of the bounded network were identified in Hospital A during
SNA mapping. They comprised the hospital CEO, nursing matrons, operational managers
of the hospital units, a pharmacist, a quality assurance manager, nurses and a cleaning
manager. Individual actors were named according to level of responsibility. In hospital B

six actors who were part of the bounded network and who influenced the implementation
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of the six KPAs of the NCS were identified as the CEO of the hospital, members of the
executive committee of the hospital (EXCO) which included all departmental managers
of the hospital and CEO, quality assurance manager, assistant directors of nursing,

operational managers and the support staff of units at the hospital.

The size of the network influences the flow of communication, discerns information
breakdown, may create bottlenecks and structural holes as well as indicating isolated
individuals and teams. Although the size of the two networks (of Hospital A and B) were
similar, it was seen that several other aspects related to structural characteristics differed
which impacted on the flow of communication and bottlenecks.

In hospital A the support staff was considered to be isolated from the network that
influences implementation of six KPAs of the NCS. This is supported by the participant
A2 who stated that “frontline staff are not taken into consideration when making decisions

while we are expected to comply to the standards”.

The size of the network influences the availability of opportunities to accelerate
knowledge flowing across functional and organizational boundaries in implementing the
six KPAs of the NCS. As much as hospital B had involved frontline staff, the network
fused the key players as a team (EXCO) which could limit accountability on the part of

individuals and thus create structural holes and bottlenecks.

6.3.1.2. Network density

Tichy et al (1979) defined the term as the number of actual links in the network as a ratio
of the possible links and Borgatti (2003) essentially agrees by referring to density as the
proportion of ties in the social network to all probable ties. The density of ties emerges as
the property of the network as it displays the frequency of information flow between
individuals. A dense network is the network in which the number of ties is close to
maximum. The density of network is calculated by dividing the number of ties in the

network by total possible connections.
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Actual connections are connections that actually exist, in this case, the people who know
each other, and potential connections are connections that might potentially exist
between two nodes. In figure 6.3 below illustrate that in hospital A, the QA manager is

connected to the nursing staff and the matron in addressing staff attitude at hospital A.

QA Manager ‘
,

4

Nursing staff ° Q Matron

Hospital A: Staff attitude

Figure 6.3: Hospital A network density in addressing staff attitude

Similarly, figure 6.4 below indicates that the QA manager is connected to the CEO and
the pharmacy manager in making sure that there is availability of medicine. The density
is 3/3 because there are three edges out of possible of three edges for each which make

up to 100%, respectively.
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Pharmacy

CEO Q °
‘ N l manager
QA I ° Operation
manager manager

Hospital A: Availability of medicine

Figure 6.4: Hospital A network density

The density of the Hospital B network connection is analysed in figure 6.5 where the QA

manager is connected to the assistant director nursing and the operational manager.

QA
Manager

u
AD Operational
Nursing manager

Hospital B

Figure 6.5: Hospital B network density

Further network density of the senior management was analysed and portrayed in figure
6.6 where QA manager is connected between the CEO and the EXCO. Thus, the density
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is 3/3 (100%) in each illustration in hospital B because there are three edges out of

possible of three edges, respectively.

Manager

N
QA ‘/

Hospital B: senior management network density

Figure 6.5: Hospital B network density of senior management

Both in hospital A and B, QA managers are seen frequently communicating with all
stakeholders regarding implementation of the six KPAs of the NCS. A perfectly dense
network is illustrated where the number of actual connections between nodes are exactly
the same as the number of potential connections. Martino and Spoto (2006) points out
that density is an indication of homogeneity of the group and actors’ engagement with
each other. Therefore, if individuals who have high density are not engaged in
implementation of the six KPAs of the NCS, there might be high possibility of poor

compliance and communication of such policy implementation will be low.

6.3.1.3. Openness

Tichy et al (1979) defines openness as the number of actual external links of a social unit
as a ratio of the number of possible external links. As this is a bounded network, no

external links were mentioned during the mapping process. Input of the external
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stakeholder who might be relevant and beneficial in the implementation of the six KPAs
of the NCS like suppliers, OHSC were not mentioned. Social networking become more
appealing to a wider group like OHSC to guide the implementation and compliance of the
NCS while openness in the social network further addresses the lack of diversity. In this
study openness was limited to actors from various departments within hospital A and B.
In hospital A, QA manager serves as a bridge to reach out to all departments. While in
hospital B the QA manager acts as the key entry point to reach out to other departments

like administration, pharmacy and nursing units in implementing the six KPAs of the NCS.

6.3.1.4. Reachability of actors

Tichy et al (1979) refers reachability as the average number of links between any two
individuals in the network. During analysis of the mapping in both hospital A and B, it was
identified that the QA manager interacts with all the members of the network in order to
facilitate implementation of the six KPAs of the NCS and compliance of such norms and
standards. The QA manager is linked with all other stakeholders either directly or
indirectly in both hospitals and his/her removal from the network would result in non-
compliance. The QA manager is known to staff members in all departments at both the
hospitals and can be reached by all departments even though other departments like
infection control were not part of the bounded network that was explored during the

mapping process.

The QA manager is pivotal in communicating policy implementation and in monitoring
compliance to the policy. There was two-way communication between the actors mapped
and QA manager as all the arrows were bi-directional.

To implement six KPAs of the NCS and enhance compliance in hospital B communication
is more on the hierarchical order than in hospital A. A shared leadership is noted in

hospital B as responsibility is assigned according to level of authority across the network.

Specifically, in both hospital A and B it was noted that the QA managers were linked to

more than two nodes (actors) in the network which makes QA managers reachable in
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facilitating the implementing the six KPAs of the NCS. Figure 6.7 & 6.8 below represents
the reachability amongst actors in both hospital A and B.

QA
Manager

a

o Operational
manager

AD

Nursing e

Hospital A

Hospital A

Figure 6.7: Graphic representation of reachability of actors

Q Quality
Nursing Manager
v

& .
Operation
Matron ° ° manage

Hospital B

Figure 6.8: Graphic representation of reachability of actors
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6.3.1.5. Measure of centrality

Centrality measures the importance of the actors within the network and shows which
actors are in the centre (Borgatti & Cross, 2003) and according to Tichy et al (1979) is
determined by the position in the formal hierarchy. In this study the QA manager,
although not the most senior person in the hospital hierarchy, was clearly identified as the
key stakeholder to facilitate implementation and compliance to the quality standards as
set out by the policy, and therefore the most important person within the bounded network.
The degree of centrality shows the actor’s degree of direct ties with others in the network,
generally the higher the number of ties the actor is having the more the actor becomes
important and powerful. Centrality measures identify the most prominent actor within the
network, this measure relates closely with the influence an actor is able to impose on

other actors.

In hospital A nodes were directly linked and tied together as all nodes (actors) were able
to connect directly to each other portraying QA manager at the centre linked to CEO,
matron, operational managers, pharmacy and nursing. Although communication is not
hierarchical in hospital A, QA manager has direct communication to all actors in the
network in facilitating the implementation of the six KPAs of the NCS. Participant Ae
affirmed that “Relationship of QA manager & other departments is good as we do interact
on daily basis with wards and pharmacy communicates if there are matters that affect

pharmacy’.

Hospital B was noted to communicate in hierarchical order to reach out to all the
departments or units. In hospital B the nodes were tied indirectly to one another as
connections are done hierarchically and flow of communication is done according to level
of organogram but also accommodating direct communication to each actor. It was also
noted in hospital B that the quality assurance department has a direct communication
with all the actors. Participant B1 stated that “Quality assurance department is the key to
unlock implementation of the standards in this hospital as we are directly communicating

to support staff if there is a complaint or non-compliance”. The graphical representation
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below in figure 6.9 depicts network measure of centrality characteristic for hospital A and

B respectively.

. QA manage
assurance,

manage

Hospital A Hospital B

Figure 6. 9: Measure of centrality
6.3.1.6. Star

SNA is bound to the principle of sociometry as there is always a star or a point of centrality
that can be either be an individual or an organisation. According to Tichy et.al. 1979, a
star is defined as the Individual with the highest number of nominations. It further provides
information about the actors in the network, thus an individual in the centre is called “a

star” as they are the most popular individual in the network.

The quality assurance manager in hospital A was portrayed as the star as all nodes
(actors) were connected to him/her with the highest nomination in the network. All actors
had a tie with the quality assurance manager. In hospital B the quality assurance
department is depicted as the star with the highest nominations amongst other actors in
ensuring implementation and compliance to the six KPAs of the NCS, however the
network was dense and not centralized. Figure 6.9 above demonstrate the QA managers’

position as the star with highest nominations and connections in both hospitals.

6.3.1.7. Bridge

Tichy et.al (1979) define the bridge as the individual who is the member of multiple

clusters in the network. In hospital A, the position of being a member of multiple clusters
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in the bounded network is occupied by the quality manager and the matron as shown in
figure 6.10 below. QA manager’s role is considered important in providing a bridge
between other departments as explained by A1 who stated that “There is no quality
standards without full involvement of the quality assurance department”. Figure 6.6a
further depicts the matron as a bridge in facilitating the interaction between the QA

manager and nursing staff and QA manager with operational manager.

Nursing G QA
Manager

Matron Operation
manager

Hospital A: Bridge

Figure 6.10: Member of multiple clusters as bridge

In hospital B, assistant director nursing appears in multiple clusters as represented in
figure 6.11 below that the interaction between the QA manager and support staff is
facilitated by the assistant director nursing and further act as a bridge between the
operational manager and support staff. These supports the notion that in hospital B
implementation of the six KPAs of the NCS are done in hierarchical order. To influence
compliance of the quality standards, matrons were noted as brokering between the QA
manager and the nursing and also between QA manager and operational managers in
hospital A. The QA assurance manager could not form a bridge as there was a broken

tie between the QA manager and the operational manager. In Hospital , assistant director
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nursing was a bridge between the QA manager and the support staff and the operational
managers and support staff in communicating the implementation of the quality

standards. In hospital B there was no broken tie in the two clusters.

QA

Manager

AD nursing

Operation
6 manager

Hospital B: Bridge

° Support staff

Figure 6.11: Member of multiple clusters as bridge

6.4 NATURE OF THE LINKS: CHARACTERISING THE RELATIONSHIPS AND TIES
BETWEEN THE ACTORS

6.4.1 Strength of Relationships between Individuals

According to Tichy et.al. (1979) intensity refers to the strength of relationship between
individuals. The tie becomes stronger if the distance between the ties is short and weaker
if the distance between the ties is long. The shorter path of the tie increases closeness

between the ties.

In figure 6.12 it can be seen that the quality assurance (QA) manager in hospital A has a
close tie and relation with the CEO as they share the shortest path in a triangle, the CEO

also has a close tie and relation with the pharmacy manager while QA manager and
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pharmacy have the longest path in a triangle which signify a weak relation. Furthermore,
the pharmacy and the operational manager share the shortest path which symbolise a
strong tie and relation. A strong relation enables open and constant communication for
the overall implementation of the six KPAs of the NCS. The QA manager in hospital A
does not have a direct link with the operational manager and the relationship is therefore
weak. In this manner, in terms of the relation regarding availability of medicine there is a
weak relation as there is no tie attached. In figure 6.4 above the close triangle is a
representation of a cohesive collaborative network with strong ties between the nursing
staff and matrons at hospital A and an open triangle represents broken ties of
communication between the actors. In dealing with availability of medicines within hospital
A the pharmacy manager is interacting directly with the operational manager in advance

when there are stock outs of certain medicines and a change in formulary.

CEO
Pharmacy

Manager

Operation
manager

QA
Manager

Hospital A: Strength of a relationship

Figure 6.12: Strength of relation of actors of hospital A

In hospital B, the strength of relationships is displayed between the QA manager and both
the CEO and between the CEO and EXCO as all these actors share the shortest path
that signify strong tie and relation in implementing the six KPAs of the NCS.
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Visually on the graph, the QA manager and the CEO share a short part which signify a
close tie and strong relation. However, in this illustration the QA manager share the
longest path with the EXCO which indicate a weak tie and relation. This has been
supported by participant B1 when resonated during the mapping that “We usually don’t
communicate directly with the CEO but with the CEO office when there are matters that

needs attention, but we meet with the CEO during EXCO meetings”.

CEO

Manager ° ° EXCO

Hospital B: Strength of a relation

Figure 6.13: Strength of relation of actors

6.3.2 Reciprocity: Actor Perception of a Relationship

Network reciprocity is explained as the edges that determine which actor interacts with
the other actor Lieberman (2005) et.al. Tichy et.al (1979) further defines network
reciprocity as the degree to which a relation is commonly perceived and agreed to by all
parties to the relationship. The degree of reciprocity corresponds to the count of the ties
each actor has with other actors during information exchange, when giving advice,
provision of funding and for command network which is normalised by the maximum

number of stakeholders to which actor is affiliated. Findings of this study has revealed
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that the QA manager in hospital A is the key actor perceived by other actors in the network
to be responsible for the implementation of the quality standards and as such has a
reciprocal relationship with the CEO and the pharmacy manager where communication
is bi-directional in supporting the availability of medicine as displayed in figure 6.12 above.
Figure 6.13 above shows the edges (actors) position and interaction that in hospital B
there is a bi-directional communication between the CEO and the EXCO but that the QA
manager reports to both the CEO and the EXCO (a bi-directional relationship) thus the
QA manager is the key actor in facilitating the implementation of the quality standards.
Both in hospital A and B, the QA manager give advice on the quality standards
implementation and the CEO approves funding of resources to comply with such

standards.

6.3.3 Clarity of Expectations

Clarity of expectation refers to the degree to which every pair of individuals has clearly
defined expectations about each other’s behaviour in the relation Tichy (1979) et.al. The
expectations were measured more by what participants said than by the way in which
they built the network. Decision making is a function that is applied to all the functions of
management thus the QA manager plays a critical role in making effective decisions that
are based on clarification of expectations, consideration of benefits and drawbacks of
alternatives within an organisation’s quest for improved performance and satisfactory

deliverables.

The result of this study reveals that at hospital A there are clear descriptions of the
activities of each actor mapped like the cleaning manager, pharmacy manager etc. where
role clarification is clearly displayed according to the six KPAs of the quality standards.
Availability of medicine as the responsibility of pharmacy manager, cleanliness of the
hospital lies with the cleaning manager, staff attitude is addressed by the matrons and
operational managers. In this case, clarity of expectations was based on the key function
of each actor with the support of the QA manager.
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In hospital B one participant (B1) stated that “We usually don’t communicate directly with
the CEO but with the CEO office when there are matters that needs attention, but we
meet with the CEO during EXCO meetings’.

This indicated that there was formal relationship that was based on hierarchical structure,
but the roles and expectations were not clearly clarified. Lack of clarification of roles can
result in a lack of accountability. However, existence of hierarchy facilitates routing of

information through the network.

6.3.4 Multiplexity

Tichy et.al (1979) refers to multiplexity as the degree at which pairs of individuals are
linked by multiple relation. In hospital A there was no graphical form that portrays a pair
of actors linked to multiple relation. It was therefore not possible to unequivocally assess

multiplexity as the nature of the relationship in either of the two hospitals.

It was however of interest to see that (as shown in Figure 6.14 below) in hospital B there
are two isolated subgroups which form the network. The QA manager as the key point of
entry in implementing the six KPAs of the NCS at hospital B and has been noted as part
of the two subgroups that forms two closed triangles. It is noted that a pair of actors (the
QA manager and assistant director nursing) are linked to the operational managers and

support staff.
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Figure 6.14: Multiplexity in hospital B

6.4 TRANSACTIONAL CONTENT

Tichy et.al (1979) refers to transactional content as what is exchanged by the members

of the group such as friendship, power and influence, information and goods and services.

6.4.1 Expression of Affect

Based on the results of this study, there is no evidence showing whether the actors were
friends or not, or if they liked each other. Rather the actors were colleagues in a given
environment (QA department or hospital) working together in facilitating implementation
of the six KPAs of the NCS in both hospital A and B.
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6.4.2 Influence Attempt

According to Tichy et.al (1979) influence attempt refers to whether or not there is an
exchange of power or influence among members. (Falbe & Yukl, 1992) state that power
that is used by top management such as the CEO can influence organisational change
as, in the change process, power and influence can equally lead to compliance and
commitment to the change efforts. In this study influence of power was further explored
and analysed according to the degree of power influence as displayed on the figure 6.15

and figure 6.16 below.

Cleaning

Manager:?

, ! L ] !“
R A s
- ? - i R
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Figure 6.15: Hospital A

Figure 6.15: Mapping process in Hospital A

The QA manager in hospital A had five levels of the tower which demonstrates more

influence and power in facilitating and communicating the implementation of the six KPAs
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of the NCS as the tower of influence is higher than all other actors. The CEO’s influence
was assigned with three levels of tower meaning that he/she is the second in terms of the
degree of influence with lesser influence following the QA manager in implementing the
standards. Other actors were less influential as the cleaning manager, pharmacy
manager and nursing staff were assigned with two level of towers which demonstrate that
they have minimal power and influence. Furthermore, the matron and the operational
mangers were the least influential with allocation of only one level of tower. These further
supports the notion that the QA manager is the key actor in influencing the implementation
of the six KPAs of the NCS as compared to other actors in the network. Figure 6.15 above

illustrate tower of influence of each actor in the network.

The illustration above in figure 6.15 indicates that in hospital A the CEO is supporting the
guality assurance department on implementing the six KPAs of the NCS thus, influence
compliance. Participant A2 affirmed that “our CEO is hands on when it comes to quality
standards implementation, and we have constant communication”. These statements
support the notion that the QA manager relationship with the CEO influences the degree
of power he/she has as it creates more opportunities for compliance in the implementation
of the set quality standards.
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Figure 6. 16: Tower of influence in Hospital B

Hospital B depicted a picture as shown in figure 6.16 where the QA manager has a high
influence in implementing the six KPAs of the NCS with five levels of tower together with
the assistant director nursing (matrons) who have the same degree of influence. The CEO
in hospital A is less influential as he/she was given only one level, as opposed to the

support staff who have three levels of influence in the tower.

In hospital B the CEO interacts with the QA department during EXCO meetings that are
held monthly- Participant B1 stated that “in reality, we communicate with the CEQ'’s office
not directly with the CEO and we only meet the CEO during EXCO meeting”. This
indicates that the CEO has less power or influence as there might be a delay in

communicating matters that affects implementation of the NCS.
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In addition, in hospital B the operational managers are displayed as not being influential
at all in implementing the quality standards, so this becomes contradictory as operational
managers in hospital B were said to be the champions in implementing the NCS in their
own units. This denotes that operational manager being given the responsibility and
accountability to be the champions of quality standards but rather not playing role on the

assigned responsibility thus leads to non-compliance and poor implementation of such

policy.

The power limitation model is related to a top-down approach to facilitate change. Often
top management of the organisation initiates, leads and controls the process that aids the
implementation process which is characterised by economic and technical rationality
(Boonstra, 1997, Boonstra & Vink, 1996). French and Raven (1959) as cited by Elias
(2008) assert that the manager may have great power that he/she can terminate the
employee for non-compliance as the power holder has the maximum capability that

he/she can exert power influence.

6.4.3 Exchange of Information

Exchange of information relates to what information members share with one another. In
both hospitals the actors all stated that they have direct communication with the QA
assurance manager and share information relevant to compliance with the six KPAs of
the NCS. Participant B3 said, “When we do walkabouts as quality marshalls and we
identify that the passage or stairs is dirty, we are able to call the cleaner directly to clean
the area”. All figures illustrated above have a bi-directional arrow which indicates that
there is two-way communication among the actors. Hospital A’s exchange of information
is displayed in figure 6.4 where there is exchange of information between QA manager
as the key actor and the pharmacy manager, and the pharmacy manager also

communicates with operational managers about availability of medicine and stockouts.
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Figure 6.14 above supports the notion of exchanging information with the support staff at
hospital B as it displays direct interaction with the QA manager.

6.4.4 Exchange of Goods and Services

Exchange of goods and services relates to the resources the members share with one
another. There was no information shared about the goods and services shared but
participants did comment on the degree of influence the actors have over the allocation

of resources.

In hospital A, the CEO has a voice in the allocation of resources as portrayed in figure

6.12 above where she/he has direct connection with the pharmacy.
In Hospital B the QA manager had a highest influence with regard to the exchange of

goods and services with the assistant director nursing and the support staff. The CEO

had less influence, but the EXCO was able to influence the allocation of resources.
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Table 6 1: Summary comparison of findings of hospital A and B

Property

Types

Hospital A

Hospital B

Structural
characteristics

This refers to the overall
pattern of relationships
between members of the

group

Size

CEO,

managers of the hospital

Seven actors (hospital nursing matrons,

operational units, a
pharmacist, a quality assurance manager, nurses

and a cleaning manager)

6 actors (CEO of the hospital, EXCO), QA manager,
AD nursing, operational managers and the support
staff

Density or connectedness

QA manager is connected to the nursing staff and the
matron

QA manager is connected to the CEO and the
pharmacy manager

QA manager is connected between the CEO and the
EXCO

3/3 possible ties = 100%

QA manager is connected to the AD nursing and
the operational manager (OPM)

QA manager connected to nursing staff and matron
QA manager connected to CEO and pharmacy

3/3 possible ties = 100%

Openness Bounded network Bounded network
0 number of actual external links of a social unit 0 | 0 number of actual external links of a social unit
number of possible external links 0 number of possible external links

Reachability QA manager reachable by all actors QA manager reachable by all actors

Centrality QA manager connected as the centre to all actors QA manager as the entry
Ties and relation not hierarchical Ties and relation are hierarchical

Star QA manager highest nomination QA manager highest nomination

Bridge QA manager and the matron appear in multiple | AD nursing appears in multiple clusters
clusters

Nature of links Intensity QA manager and CEO has a close tie and strong | QA manager and CEO has a close tie and strong

This

characteristics of the links

refers to the

relation

CEO has a close tie and strong relation with the
pharmacy manager

QA manager and pharmacy have the longest path in
a triangle which signify weak relation. Pharmacy and

relation
QA and EXCO has long tie and weak relation
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between pairs / members

of the group

the operational manager has a close tie and strong
relation

Reciprocity

QA manager relation with other actors perceived and
agreed by all actors

QA manager relation with other actors perceived
and agreed by all actors

Clarity of expectations

Expectations are clear

Expectations not clarified

Multiplexity

No pair of actors linked to multiple relation

A pair (QA manager and AD nursing) linked to
multiple relation

Transactional content
This
exchanged by

refers to what is
the

members of the group

Expression of affect

No evidence of friendship

Actors were colleagues

No evidence of friendship

Actors were colleagues

Influence attempt

QA manager had five levels of tower with highest
influence

CEO had five levels of tower with lower influence than
QA manger

Cleaning manager, pharmacy manager and nursing
was assigned with two level of towers with minimal
power and influence

operational mangers were the least influential with

allocation of only one level of tower

QA manager had five levels of tower with highest
influence

CEO had one level of tower with lower influence
than QA manager

support staff who had three levels of tower with
higher influence than CEO

Operational managers are displayed as not being

influential at all

Exchange of information

QA manager had two way and direct communication

with all actors

QA manager had two way and direct communication

with all actors

Exchange of goods and

services

CEO has a voice in the allocation of resources

QA manager had a highest influence with regard to
the exchange of goods and services with AD

nursing and support staff
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6.5 DISCUSSION

6.5.1. Role of Actors in Supporting Organisational Goal

An actor may become a strategic actor due to his/her formal role assigned to him/her.
Denis et.al. (2009) identified “sense-maker in chief’ as someone that is tasked with
shaping the strategic change and conceptually influencing how meaning is made
concerning organisational change. Balogun et.al (2005) further presents the
“‘boundary shaker” as an individual tasked with the implementation of change across
existing organisational boundaries. Moreover, an actor may also influence strategic

issues due to his/her personal characteristics and competencies.

In this study, SNA has been used to analyse the role of actors in supporting the
implementation of the six KPAs of the NCS. QA assurance managers have been seen
as the key actors in supporting the organisational goal of compliance and
implementation of the quality standards in both hospitals. During the mapping it has
been noted that QA managers in both hospital A and B were portrayed as the key
actors who are able to interact with all other actors. Thus, at hospital B it was further
stated that during walkabouts when the quality marshals observe an area that needs
cleaning services within the hospital and when there is non-compliance in the cleaning
services, communication will occur directly to the cleaning manager who then sends
the team to clean the identified area. The cleaning manager at hospital B was identified
as the one who should make available cleaning materials and supervise the overall

cleaning services of the hospital working together with the operational managers.

Interligi (2010) argues that compliance is a critical management function which attracts
significant financial resources in supporting the organisational goal. Therefore,
management can make it difficult for the organisation to close compliance gaps of the
quality standards if not directly involved in addressing such gaps. Policy provides the
legal mandate to promote standardisation of quality standards and implementation for
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compliance. Thus, compliance with the quality standards is a strategic pillar of the
organisation leadership. Results of this study support the notion that a single actor
cannot support organisational goals, but rather a collaborative effort is needed to make

the organisational goal more achievable.

6.5.2 SNA as a Means for Organisational Strategy

Hartley et.al.(1997) assert that actors who attempt to influence other actors in the
public organisations face particular challenges due to the multiple and sometimes
conflicting agendas and diffuse power bases among different actors. Scott (2002)
defines power as the production in and through social relations of effects that shapes
the capacities of actors to determine their circumstances and fate. Power dynamics
influence implementation and compliance of the six KPAs of the NCS and determine
how actors interact between each other and further influence the outcome of

interactions in this case compliance.

Cohesiveness and collaboration between the members of the social network in
implementing the six KPAs of the NCS were further explored through the SNA to
assess if collaboration can assist in creating effective organisational strategy. Bodin
et.al. (2020) refers close triangle as a representation of a cohesive collaborative
network with strong ties between the actors while an open triangle represents broken
ties of collaboration between the actors. Through SNA, this study revealed that
informal relations rather than tightly prescribed formal reporting structures and work

processes reduce functional boundaries and coordination.

This was evident at both hospital A and B where the QA assurance managers interacts
directly with all the actors without actually following a formal chain of command in
implementing the quality standards. In doing so, this forced actors to work together
and appreciate unique skills and knowledge amongst one another and also reduced
conflict amongst actors. This study further revealed that if expertise of the actors within

the network is not taken into consideration, it can create bottlenecks in sharing
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information that will form a barrier in improving compliance to the quality standards.
Boundaries such as the hierarchy of the organisation, expectations of individual actors
with regard to performance of tasks (job descriptions) can result in an overload of a
specific role and workflow which can slow the network performance. SNA showed that
in hospital B the CEO was less involved in quality standards implementation with
limited collaboration while at hospital A the CEO was highly involved. Another critical
boundary within the organisation is not functional but rather hierarchical as
implementation of quality standards can be compromised if the senior executive is not
demonstrating or sharing the same interest with the members of the team. Thus,
information flow will be affected as there will be less interaction due to the chain of

command that needs to be followed.

Failure of leadership can highly compromise organisational strategy in meeting policy
and legal mandates. Thus, relationship and interaction of actors within the network is
critical for organisation strategy. SNA can assist in diagnosing mishaps between the
actors of the network. Given the strategic importance of the decisions that the
management makes it provides insight into ways to improve effectiveness for

organisational strategy and improve network connectivity.

6.6 CONCLUSION

The chapter discussed results of the social network analysis and discovered that
relationship plays a vital role in healthcare system in order to implement the policy
and enable compliance of the six KPAs of the NCS. The roles of the key actors in the
relationships are found to comprise financial planning and management, infection
prevention and control, ensuring the appropriate use of equipment and technologies,
human resource management and decision making. This study identified cross cutting

implementation successes and weaknesses at the two tertiary hospital in Gauteng.
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CHAPTER SEVEN: INTEGRATION OF RESULTS OF THE STUDY

7.1. INTRODUCTION

This chapter draws from the previous results reported in chapters 4-6 of the study. The
objective in this section was to provide recommendations drawn from semi structured
interviews and social network analysis findings in order to improve implementation of
the six KPAs of the NCS in Gauteng Province. In reviewing the content and the
context, it became clear that the actors were similarly intended to address inequities
emanating from previous discriminatory laws and practices In order to integrate the
findings of the three phases of this study, the researcher and supervisors compared
the findings related to both hospital A and B to develop an understanding of how policy

implementation is done in the best and worst performing hospitals.

The research question that guided this study was “What are the dynamics that
influence compliance with the six key priority areas (KPAs) of the National Core
Standards (NCS) at the best and worst performing hospitals in Gauteng?” The study
was nested within Walt and Gilson’s (1994) health policy triangle that helps to
systematically think about all the different factors that may affect the health policy as

depicted in Figure 7.1 below:
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Where is
Context JNsJeli(aY
implemented?

*Who are responsible for policy \

implementation?
*RO: To describe relationships
between the actors responsible
for the implementation of the
six KPAs in the best and worst
performing hospitals in
Gauteng

Actors

*What does the policy say?

*RO: To analyse the NCS
policy and related
documents to establish Processes
the context and content of
the policies.

eHow is the policy implemented?

*RO: To understand the process
of the implementation of the six
KPAs of the NCS in the best and
worst performing hospitals in
Gauteng

Figure 7. 1. Adapted from Walt and Gilson’s Health Policy Triangle (1994)

In order to explore the context, content and process aspects of the framework, the
study was divided into phases:

Phase 1: The objective was to analyse the NCS policy and related documents to
establish the context and content of the policies. In order to meet this objective, a
document analysis was done of the policies and procedures relating to the
development and implementation of the National Core Standards (NCS), and
specifically the six key priority areas within the NCS. This phase addressed the
content aspect of the Walt and Gilson policy framework (1994) but also highlighted

issues relating to context and processes mentioned in the documents.

Phase 2: The objectives were to understand the process of the implementation of the

six KPAs of the NCS in the best and worst performing hospitals in Gauteng and to
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identify enablers and barriers that influence compliance with the six KPAs of the NCS
in the best and worst performing hospitals in Gauteng. In order to meet this objective,
semi-structured interviews were held with key informants at both hospitals. This
assisted in addressing both the context and the process aspects of the Walt and Gilson
policy framework (1994).

Phase 3: The objective was to describe relationships between the actors responsible
for the implementation of the six KPAs in the best and worst performing hospitals in
Gauteng. In order to meet this objective, a qualitative social networking analysis was
done which complemented the understanding of the context and the process of the

Walt and Gilson policy framework (1994).

Phase 4: The objective was to provide recommendations on the improved
implementation of the six KPAs of the NCS in the Gauteng Province and relates mainly
to the actors in the framework as they are the people who are responsible for improved
implementation. In order to do this the results of the first three phases were
triangulated during an iterative process and organized according to the guiding policy
framework of Walt and Gilson (1994). This chapter describes the findings of 3 phases

of the study to provide critical analysis of the results.

7.2. SUMMARY OF METHODS OF THE THREE PHASES OF THE STUDY USED
IN RELATION TO THE WALT AND GILSON FRAMEWORK (1994)

This chapter provides a summary of the findings of three phases of the study utilizing
the Walt and Gilson policy framework (1994) to explore the dynamics of compliance
in relation to the actors, content of the policy, processes and contextual factors that
influence implementation. In particular, this framework was useful in conceptualising

and organising facts around key policy design and implementation dynamics.
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7.2.1. The Document Reviews

In this phase, a document review was undertaken of a total of sixteen (16) documents
pertinent to the policies and guidelines relating to the six KPAs of the NCS. The
inclusion criteria were limited to publications of the audit reports and policy documents
that addressed compliance to the quality standards, and regulations that govern
compliance to quality standards. The macro, micro, policy, and legal context of the
NCS were analysed and the content of the policy document were also outlined. Finally,

the implementation process of the NCS and NHI policy was discussed.

7.2.2. Semi-Structured Interviews

A total of 30 semi structured interviews were conducted with 15 participants per
hospital. At each hospital the following key informants were interviewed: the quality
assurance manager (n=1), hospital managers (n=5), a pharmacist (n=1) and frontline
staff (n=8). Due to the structured nature of the interview guide and the style of
guestioning a priori codes were used as the themes for the analysis. These a priori
codes were therefore: understanding of the KPA'’s, (perceptions of) the process of
implementation of the NCS and the six KPA'’s, barriers to compliance with the NCS’s

and enablers of compliance.

7.2.3. Social Network Analysis

This phase of the study was undertaken in order to describe relationships between the
actors responsible for the implementation of the six KPAs in the best and worst
performing tertiary hospitals in Gauteng. Social networking analysis (SNA) was useful
in analysing relationships and connectedness amongst actors involved in the
implementation of the six KPAs of the NCS. The researcher met with the members of
staff of each hospital according to the persons they had identified as being responsible
for the implementation of the six KPAs of the NCS which is quality assurance manager.
A mapping process was done according to Net-Map (2007) and the findings were

analysed according to Tichy et.al (1979).
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7.3. SUMMARY OF THE FINDINGS OF THE THREE PHASES OF THE STUDY

As highlighted in the introduction of this chapter, the research question for this study
was “What are the dynamics that influence compliance with the six key priority areas
(KPAs) of the National Core Standards (NCS) at the best and worst performing
hospitals in Gauteng?” The results of the study showed that design of the assessment
tool, structure issues at the hospitals, leadership and governance, human resource
allocation, training and procurement of goods and services all had impact on the
implementation of the NCS and related policies. Data was integrated within this
framework, and it was clear that there were overlapping elements in the provision and

implementation of the NCS policy.

7.3.1. Content of the NCS Policy

The Walt and Gilson policy framework (1994) includes an interrogation of the key
components of the policy, the implementation plan and the gaps in content. The key
components and the implementation plan, including problems with implementation are
described based on the document review and input from participants. Participants did
not identify gaps in content of the policy as such.

7.3.1.1. Key components

Prior to 1994 there was no policy relating to quality standards in South Africa. The
NCS policy was enshrined from the National Health Act, 61 of 2003 and developed
with an intent to emulate international efforts in order to improve quality of care for all.
Due to the past inequalities in South Africa, redress was needed in relation to the
provision of quality of health care post 1994 not only to improve the quality of health
care but also to promote equal access of healthcare services to all. The NCS policy
was established in 2008 as part of the implementation of the 10-point plan with the
objective of establishing a benchmark to be used to assess the public health
establishments, identify gaps and appraise strengths related to continuous
improvement as well as to provide for a national certification framework of the health

establishments.
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Furthermore, the NCS policy was designed to develop a collective definition of the
guality of care which should be accessed in all healthcare establishment in South
Africa and to act as a guide to the public, health managers and staff members across
all levels of care. Thus, within the provisions of the National Health Act, no 61 of 2003
the OHSC was established and tasked with the responsibility of overseeing the
processes involved in the implementation of, and compliance to the NCS. In Walt and
Gilson’s policy framework (1994), the question asked in relation to content is, “What
does the policy say?” It was clear from analysing the data that what the policy says

and what is done (process) are not always the same in practice.

In order to fastrack implementation of the NCS policy, the then Minister of Health, Dr
Aaron Motsoaledi, identified six KPAs from the seven domains of the NCS for quality
improvement based on the concerns raised through surveys, complaints and media
reports (NCS, 2011:2). These KPAs were values and attitudes, cleanliness, waiting
times, availability of medicine, patient safety and security and lasty infection prevention

and control.

7.3.1.2 Major challenges related to the implementation of the NCS policy

Results from the document analysis of this study revealed that there was inequitable
distribution of resources between the private and the public health sector. It was

therefore challenging to have a “one size fits all” approach as had been intended.

The policy was distributed in the form of hard copies and did not reach all the
stakeholders responsible for implementation. Only healthcare managers of the health
establishment received the policy. Although electronic copies were available, limited
access to the internet and unavailability of Wi-Fi created a barrier to accessing the

policy by all role players at the public health facilities.

Detailed criteria and measures, although developed, were not made available to the

healthcare workers. As such the policy was characterised by a lack of clear
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imperatives and requirements for implementation and monitoring of quality
improvement interventions. Translation of NCS policy into practice was limited by
inadequate planning and monitoring of quality standards and further worsened by lack

of awareness of healthcare workers about quality-of-care policies.

Due to the inadequacies of compliance in the initial round of assessments, the six
KPAs were selected to enable health care providers to focus on these priority areas.
The structure of the NCS policy was explained in detail in chapter 4 which also explains
where, and why, the six KPAs emanated.

With regard to values and attitudes, results of document review reports revealed that
healthcare staff were often rude and uncaring towards patients while the healthcare
workers blamed a lack of recognition for the efforts and demotivation as the reason for

the poor attitude towards the patients.

The staff cited common shortages of cleaning materials and cleaning staff as the
reason for non-compliance to cleanliness. The NDoH (2010) report further supported
the notion that hospitals and clinics are untidy and unhygienic which was further
escalated by unavailability of cleaning material and equipment. Thus, the provision of

NCS policy for this KPA remains unmet.

The NCS policy further provides for the reasonable waiting times to receive the care
at healthcare facilities. The results of document review pointed out that patients were
still complaining of long waiting hours before issuing of files, seeing a clinician and
receiving medication. Reports further revealed that patients were dying while waiting

for the medical attention.

Findings from the document review and related reports on the patient safety and
security revealed that guidelines and procedures were not implemented consistently
thus, avoidable injuries and deaths of patients resulted in escalated medical errors

and lawsuits against the health authorities.
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With regards to the KPA of infection prevention and control at the healthcare facilities,
results of the report revealed that basic rules of infection prevention and control are

not followed as the management does not prioritize this issue.

Availability of medicine is another core element and thus the policy provides that the
medication prescribed is to be issued on the same day. Reports pointed out that
shortage of essential medicine still remained a challenge in the healthcare facilities
countrywide with problems occurring both with the supplier and the health
establishment. Patients seen by medical personnel were not receiving prescribed

medication on the same day.

The literature survey conducted for this study revealed a significant number of
healthcare management dynamics including performance skills associated with
managers and roles of healthcare managers in meeting quality clinical standards in
healthcare service settings. The literature findings further presented information on the
scope, domains, six KPAs, and assessment measurement tools as outlined in the
South Africa’s NCS.

The NCS, NHI and norms and standards policies address the common past
inequalities, structural challenges and barriers to universal health coverage. It was
clear that while the NCS and KPAs were developed in an attempt to meet the SDG
agenda of the World Health Organisation guidance, implementation remains
problematic, and the factors impacting on compliance are multi-factorial. Content of

the policy does not guarantee implementation.
7.3.2. Context of the Policy Implementation at the Healthcare Establishment

The NCS policy was designed as an effort to improve quality of healthcare provision

for health establishments in both the private and the public sectors in South Africa.

Walt and Gilson’s policy framework (1994) relates to the political, socio-economic and

health sector reforms i.e. questions about where the policy was implemented and
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situation therein. Therefore, the results of the SSI and SNA informed the context of the

health establishments of both the best and worst performing hospitals in Gauteng.

7.3.2.1 Political conditions on policy implementation

Due to political influence and pressure the policy was approved without consideration
of structural and economic conditions of the health establishments. The two hospitals
in review were originally used as regional hospitals but designated as tertiary hospitals
due to political influence and without addressing the structural issues and human
resource to cater for such change. The results of this study in both hospital A and B
revealed that the policy was imposed on frontline staff without providing them with full
knowledge of the content of the policy. Participants in hospital A, which was the best
performing hospital, had generalised knowledge of the NCS policy without full
knowledge of specific KPAs while in hospital B, which was the worst performing facility,
participants were better in narrating the six KPAs of the NCS as compared to hospital
A. The findings in hospital A revealed that good performance was not based on the
knowledge of standards but on compliance during assessment rather than improving
guality as such. They had prepared specifically to meet the standards and criteria at
the time of the audit. In hospital B actors demonstrated knowledge but compliance
was poor. It was therefore clear that the content of the policy may be good and useful,
but knowledge of the policy, or lack of it, does not influence compliance. Unless
structures and conditions are in place to support the staff in their endeavours to

comply, such a policy cannot succeed in improving quality.

7.3.2.2 Impact of policy on the health sector reform

Public health structures do not enable policy implementation with a result that the NCS
policy does not receive support from the implementors and managers. Participants
were of the view that the change of policy needed accompanying resources to make
the policy work. In both hospital A & B compliance to the policy was only done for
assessment purposes. The context of policy was viewed as not fit for the state of both

tertiary hospitals.

181



Further the six KPAs were explored and discussed in relation to the context of both
health establishments. Despite being the “best performing hospital” in terms of the
compliance scores, participants in hospital A raised a concern regarding staff attitudes
and stated that there had been several incidents in which patients were not treated
with respect and some patients even dread visiting hospitals because of the treatment
that they get from healthcare staff. Participants in hospital B pointed out that the
majority of healthcare staff still display negative attitudes towards patients and towards

their work in general and blamed the poor working conditions for this phenomenon.

Due to structural barriers and shortages of human resources and limited equipment,
monitoring of waiting times was cited as a continuing challenge in some areas at the
two tertiary hospitals. Hospital A had long queues at pharmacy as there are many
specialized clinics and one pharmacy to cater for all outpatient clinics while at hospital
B long queues were at outpatient department clinics while patients were still waiting
for medical attention. Waiting time frames are displayed to comply with the policy but
not adhered to in either of the hospitals. The difference was where the bottlenecks

appear to exist.

The intention of the NCS policy to improve cleanliness at the hospital are hampered
by the shortage of cleaning material and staff. Hospital A noted an improvement in
cleanliness as there were cleaning marshalls doing rounds. However, the shortage of
cleaning material limited efforts to achieve compliance. Hospital B participants stated
that keeping the hospital clean was not possible as there was shortage of cleaners.
Responses in this study therefore indicate that the implementation of the NCS has not
yet reached the expected levels since the situation of cleanliness at hospital has not
improved significantly in both hospitals. In Hospital A the bigger problems seemed to
be a lack of supplies whereas in Hospital B it was a lack of cleaning staff.

Regarding the drug stocks and procurement of equipment, tender processes adopted
by the DoH to procure and fix equipment are not sufficiently flexible for smooth
implementation of the NCS policy. In hospital A the tender process was blamed as

contributing to poor allocation of resources while in hospital B the high volume of
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patients was cited as the contributing factor for the high demand of the resources
available. The responses from participants at both hospitals indicate that this KPA has
so far not shown sign of improvement since the implementation of the NCS policy

would appear to be a systems issue that cannot be resolved at institutional level.

Infection prevention and control was viewed as problematic due to lack of support from
hospital managers and overcrowding at the hospitals. In hospital A the participant from
the infection control section stated that infection control was not given priority and
support like other areas of the KPAs of the NCS. In hospital B participants reported
that structural issues that had not been addressed had resulted in the staff using the
sluice room to conduct activities that were not relevant for the purpose of the room. It
can therefore be noted that the KPA that relates to infection prevention and control
has not so far been successfully implemented in either hospital. One due to lack of

support from managers and the other due to lack of infrastructure.

The methods of governance varied significantly in the two hospitals which had a direct
impact on the context of policy implementation. In hospital A, a participatory
management approach was used with democratic lines of management while hospital
B used authoritarian approach in implementing the NCS policy. The study revealed
that there was a tendency to work in silos within different departments in both
hospitals. QA managers are assigned full responsibility and accountability for the
implementation of the NCS policy at both hospitals to the extent that it is seen as their
responsibility rather than being shared by all staff members in the hospitals. Priorities
of the senior executives of the hospitals influence the attention given to various
standards whereas policy stipulates that all KPAs should be equally implemented, and
as such implementation remains the responsibility of the leadership. Exchange of
information was limited in both hospitals, although in different departments, where an
open door policy was lacking so that staff members, including frontline staff, were

unable to discuss matters that affect implementors of the policy.
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7.3.3. Processes in policy implementation

Policy implementations serve as an integral part of policy process as ineffective
implementation may result in policy failure despite the quality of the policy document.
To understand processes of policy implementation Walt and Gilson policy framework
(1994) ask the question “How is the policy implemented”. The objectives of the semi
structure interviews of the study were to explore the process of the implementation the
six KPAs of the NCS and to identify enablers and barriers that influence compliance
with the six KPAs of the NCS in the best and worst performing tertiary hospitals in

Gauteng.

In response to address quality gaps of the health establishment in South Africa, the
NCS were established in 2008 and underwent a pilot test using the sample of both
private and public. The pilot audit revealed that there was poor compliance thus KPAs
were introduced to fast-track implementation and to focus effort to improve quality. All
provinces were mandated to establish the quality assurance division however, the
levels of responsibilities taken by provincial directorate varied amongst provinces.
Institutionally, the QA managers in both hospitals were portrayed as the key drivers of
policy implementation and compliance and therefore the implementation of the policy
was dependent on their capabilities and motivation and also the level of accountability

allocated to QA managers.

7.3.3.1. Internal challenges of the health establishment

This section highlights internal challenges facing the health establishment as such,
lack of role clarification, lack of adequate training and mentoring on policy
implementation, lack of influence and authority, lack of communication to enable policy
implementation, inadequate distribution of resources and inadequate distribution of

staff to implement policy was discussed.
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e Lack of role clarification and expectations

Research participants highlighted that there was role ambiguity in relation to particular
roles that relate to NCS policy implementation. It has been revealed that one of the
major problems that are hardly ever raised in the management meetings is that of
duplication of roles and ambiguous responsibilities that are faced and the existing
problem of unclear reporting flow to senior management. The study discovered that a
lack of role clarification and expectations lead to poor implementation which may
jeopardise compliance. In hospital A the problem was not as evident as actors were
clear on their roles and know what is expected of them in relation to their key functions
while in hospital B actors are not assigned specific activities that aid implementation
and compliance to the quality standards. A lack of clarification of roles results in a lack

of accountability.

e Lack of adequate training and mentoring on policy implementation

Research participants alluded to a lack of staff training and capacity building on the
quality standards content, intent and KPAs which consequently resulted in limited
knowledge of the NCS and KPAs. As such compliance to the set standards becomes
poor. There was no human resource development plan in place to address training
needs and thus “hit and run” (informal) training is done only when there is an upcoming
assessment. This lack of training means that most employees are not aware of what
they are expected to do in terms of implementing the policy and its KPAs until shortly
before an assessment. Participants who had received formal training felt that it was
not adequate to equip them with the full knowledge to effectively implement the NCS

in their hospitals.

e Lack of influence and authority

Results of the social network analysis exposed that influence and authority in

implementing the NCS policy and compliance to frontline staff is at times undermined.
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Further, the findings revealed that there is a negative perception from some staff
members who at times respond to authority only when a manager show a high level
of commitment in policy implementation and monitoring of activities for compliance.
The study revealed that both in hospital A and B, the QA managers were the key actors
in influencing the implementation of the six KPAs of the NCS as compared to other
actors in the network. In hospital A, the CEO was supportive of the quality assurance
manager with regard to the implementation of the six KPAs of the NCS which had a
positive influence on compliance. In hospital B, the CEO is not supportive of the quality
assurance manager and gives the assistant director more power to influence the
implementation of the six KPAs of the NCS. Also, in hospital B the support staff were

portrayed as playing a key role on influencing the implementation of the standards.

e Lack of communication to enable policy implementation

A failure of leadership to communicate details of requirements for compliance provides
insufficient support for implementation of the NCS policy and its KPAs and there is
therefore little buy-in from the people on the ground. In both hospitals the actors stated
that they have direct communication with the QA assurance department and share
relevant information in order to comply with the six KPAs of the NCS. In hospital A, the
CEO exchanges information directly with the relevant actors while in hospital B the

CEO only exchanges information with the executive during EXCO meetings.

e Inadequate distribution of resources

According to all participants, compliance with the NCS is seriously hampered by the
shortage of financial and other resources. The participants indicated that the
implementation of the NCS was not accompanied by efforts to ensure that the
hospitals and clinics are well resourced so that the KPAs can easily be implemented.
The shortage of human resources in hospitals is therefore one of the major
impediments to the implementation of quality standards. As such even if the staff

understand the quality standards and have the skills to implement them, the shortage
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of staff and resources prevents such implementation. Capacity of the hospitals

regularly exceeded due to high volume of patients using services.

e Inadequate distribution of staff to implement policy

The interview responses revealed staff shortages as one of the major barriers to
compliance with the NCS in both hospital A and B. All the participants concurred that
the hospitals do not have the ideal number of healthcare workers to ensure that the
six KPAs are fully implemented. Increased workloads do not make it possible to
adhere to the quality standards that are outlined. Responses show that the staff
complement at the hospitals does not allow for compliance with the NCS since KPAs
such as waiting times, cleanliness, and values and attitudes require the adequate

staffing of all units in the hospitals.

7.3.3.2. External challenges to policy implementation

This section highlights reviews external challenges faced by the health establishment
in both hospital A and B. Primary findings included discussion of the assessment tool
and lack of adequate support from hospital management and provincial department of
health.

e Assessment tool

Results from the review of policy documents indicated that an assessment tool is an
important aspect in the implementation of quality standards. However, the participants
were of the opinion that the assessment tool itself is one of the barriers to the
successful implementation of the NCS. According to the participants, the assessment
tool that is used to assess the level of compliance with health standards does not take
into account the different circumstances faced by different health care institutions.
Assessment questions are the same for all hospitals, but these institutions have
different circumstances and at times different administrative procedures and thus a

one size fits all approach was not, in their opinion, appropriate. The result is that the
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assessments do not reflect the situation that is prevailing at the hospitals. The
participants raised a concern that the tool does not have a “Not Applicable” option so
in this case, a hospital would be rated as a “No” and therefore penalized. The audit
report of 2017/18 stated that assessment tool provides for all levels of care as health
establishments are not the same, but this does not allow for differences in health

facilities within any one type of health care institution.

e Lack of adequate support from hospital management and provincial

department of health

Research participants raised a concern with the lack of support from the provincial
DoH and further added that there is a general lack of feedback from the province thus
pointing to impediments in healthcare management efforts in meeting the six KPAs of
the NCS. Feedback on critical decisions that affect implementation of the quality
standards from the province is at times delayed such that the healthcare managers
are forced to work within the minimal resources while at the same time expected to
meet and exceed the standards. Results shows that eighty percent (80%) of the
respondents in both hospital A and B raised a concern with the lack of adequate

support from hospital management and the provincial Department of Health (DoH).

7.3.4 Actors in policy implementation

Actors as the implementors of the policy play a critical role in compliance and thus the
relationship between the actors responsible for the implementation of the six KPAs of
the NCS. In Walt and Gilson’s (1994) original work, emphasis was placed on “who

influenced policy.” This study explored the actors involved in the implementation of
the policy rather than the development thereof. The QA managers in both hospitals
interact directly with all stakeholders responsible for policy implementation without
following a specific chain of command and adapt their roles according to
circumstances. This allows the integration of unique knowledge and skills of each actor
which could promote work relationships and teamwork. Results further revealed that
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the expertise of actors should be recognised in order to reduce bottlenecks and
improve compliance of the standards. Leadership that is not supportive and does not
share the same interest with all actors responsible for policy implementation
compromises compliance to standards. Therefore, all staff members from the
executive to the support staff play vital role in policy implementation and compliance

as such strong relationships and open communication should be fostered.

The processes that have assisted implementation were open and good
communication, involvement and support of leadership, involvement of all
stakeholders however these enablers were only observed in few sections within the

hospitals.

The researcher was left with the impression that the quality managers and many of
the other stakeholders (the actors) interviewed and included in the SNA were keen to
comply but felt overwhelmed by lack of knowledge and a lack of resources. The quality
assessments were seen as yet another hurdle to overcome rather than being a means

to improving quality for the patients they clearly care about.

7.4. RECOMMENDATIONS OF THE STUDY

The recommendations of this study focus on healthcare practice, education and future
research.

7.4.1. Recommendations for Healthcare Practice

e The assessment tool needs to be reviewed to allow for a “not applicable” option
so that it is seen as being fair to health care establishments with differing
circumstances and resources.

e A culture of open communication amongst role players needs to be established

to improve compliance.
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e Leadership support and involvement needs to be prioritized in all healthcare
establishments to enable a suitable environment for policy implementation of
quality standards and compliance.

e Involvement of all stakeholders including frontline staff on issues affecting
implementation and compliance should be encouraged.

e Senior managers in the province need to review governance processes and
procedures at the hospitals and support institutional managers to have a
participative management approach to quality assurance.

e Accountability needs to be assigned to implementors for non-compliance and
corrective actions to be made.

e Urgent attention is needed relating to the shortages of staff and other resources

in the province.
7.4.2 Recommendations for the Healthcare Education

e Attention needs to be given in prioritising the training of all role players in policy
implementation.

e Quality assurance staff from various health establishments should be given the
opportunity to conduct audits at other facilities to gain experience and
understanding on how audits are done.

e Healthcare managers need to coordinate capacity building and training
workshops to clinical, support and administrative staff on the NCS and its six
KPAs, consequences for non-compliance and measures required for
compliance.

e A quality assurance module needs to be included in the undergraduate
programmes for all healthcare professionals and also in the post-graduate
programmes.

e The Office of Health Standards Compliance (OHSC) needs to work with
educators to design a specific in-service programme relating to quality audits

and compliance issues.
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7.4.3. Recommendations for Future Research

e The OHSC should conduct a study to assess the best and the poor performing
facilities at each level of care to gain insight into compliance of quality standards
using latest data.

e Social network analysis should be more widely used when conducting studies
related to quality improvement as it highlights the importance of relationships
and interaction of stakeholders in policy implementation which will lead to

deeper understanding of problems in the healthcare sector.

7.5 LIMITATIONS OF THE STUDY

Although the best and the worst performing hospital were purposefully selected for this
study, the results were limited to two tertiary hospitals in study and may not be
applicable to other healthcare establishments. The two tertiary hospitals were not
necessarily representative of compliance within the Gauteng province and other
provinces. As the study was conducted at a time when Covid 19 restrictions were tight,
the protocols may have limited interaction of participants and compromised selection

of participants.

Qualitative social networking analysis is not widely used making it difficult to compare

procedures with previous studies and to learn from prior experiences.

It is possible that social desirability bias crept into the social networking analysis as
the SNA exercise was conducted with the quality managers present. Other participants

may not have felt free to refute what was said by the quality managers.

7.6 CONCLUSION

The use of a combination of the different research methods in this study was helpful
to integrate the findings in order to answer the research question which related to

identifying the dynamics of compliance with the six KPAs of the NCS. This study
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identified cross cutting implementation successes and weaknesses at the two tertiary
hospital in Gauteng. For an example, common implementation challenges in both
hospitals were shortage of staff, lack of support from senior management, lack of
training and structural issues that were not addressed to enable smooth
implementation of the policy. An important lesson derived from this study is that
involvement of all stakeholders and support, accompanied by proper training plans,

can improve compliance to quality standards to achieve intended purpose of the

policy.

The NCS policy is totally dependent on human resources to make the policy work.
Human resource management at both tertiary hospitals points to an overburdened
staff. This could be a determinant of poor staff values and attitudes that continue to be
a concern at the two case study hospitals. It might be difficult to identify how many
staff are needed in a particular section at the hospital but staffing norms can be
beneficial in remedying the situation by identifying the minimum number needed and
cadres of staff needed in order to alleviate challenges associated with shortage of staff

and this can further assist with the training needs.

It is clear from this, and many other studies, that policy in itself cannot resolve the
problems in the health services and can also not improve quality of care unless it is
implemented within a well-planned national strategy to address many issues

hampering its implementation.
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ANNEXURES

ANNEXURE A: INFORMATION LETTER - QUALITY MANAGER

University of Witwatersrand
21 November 2017

Hello

I am a student studying towards a Doctor of Philosophy (PhD) at the school of therapeutic
sciences at the University of Witwatersrand, Johannesburg South Africa. My research topic is
on the dynamics of compliance with the national core standards (NCS) for health
establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

As such, | kindly request for your participation in order to permit the gathering of primary data
that will inform this research. Your participation in this study will assist in gathering primary
data in order to provide recommendations on the improved implementation of the six KPAs of
the NCS in Gauteng Province. Your participation will be voluntary, and you may withdraw at

any stage. There shall be no physical harm or injury of any nature due to your participation in
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this study. Your contributions to this study shall be strictly confidential by assigning codes to
all transcripts and other data and your identification as a participant will be anonymous as your
name will not be reflected anywhere in the study. The data will be destroyed two years after
publication of the findings.

The interview will be tape-recorded; the tape will be destroyed two years after publication of

the findings. The interview will take approximately 15 minutes.

Your participation in this study will involve the filling of a demographics section that asks for
your age range, years of experience, educational qualifications and gender. An interview
section will follow from which the researcher will ask questions that you are free to respond to

as comfortably as you can.

This study will not pose any risks to participants and no reimbursement will be done to any
participants.

Should you have any queries please consult the following people:

1. Dr Sue Armstrong (Supervisor) 2. Dr Prudence Ditlopo 3. Professor Clem Penny
Department of Nursing Education, Centre for Health Policy Chairperson, HREC Medical
School of Therapeutic Sciences School of Public Health Research office, Senate House
University of Witwatersrand University of Witwatersrand University of Witwatersrand
7 York Road, Parktown 2050 7 York Road, Parktown 2050 1 Jan Smuts Avenue,
Johannesburg, 2000 Johannesburg, 2000 Braamfontein, Johannesburg,
2000
sue.armstrong@wits.ac.za prudence.ditlopol@wits.ac.za Clement.Penny@wits.ac.za
Tel: +27(0)114883094 Tel: +27 11 717 3433 Tel: +27 11 717 2301

| look forward to your participation.

Yours sincerely,
Sphiwe Yomvula Mabena
Cell: 074 602 3504

Email: nomvu@magicmail.co.za
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ANNEXURE B: INFORMATION LETTER — MANAGERS

University of Witwatersrand
21 November 2017

Hello

| am a student studying towards a Doctor of Philosophy (PhD) at the school of therapeutic
sciences at the University of Witwatersrand, Johannesburg South Africa. My research topic is
on the dynamics of compliance with the national core standards (NCS) for health

establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

As such, | kindly request for your participation in order to permit the gathering of primary data
that will inform this research. Your participation in this study will assist in gathering primary
data in order to provide recommendations on the improved implementation of the six KPAs of
the NCS in Gauteng Province. Your participation will be voluntary, and you may withdraw at
any stage. There shall be no physical harm or injury of any nature due to your participation in
this study. Your contributions to this study shall be strictly confidential by assigning codes to
all transcripts and other data and your identification as a participant will be anonymous as your
name will not be reflected anywhere in the study. The data will be destroyed two years after
publication of the findings.

The interview will be tape-recorded; the tape will be destroyed two years after publication of
the findings. The interview will take approximately 15 minutes.

Your participation in this study will involve the filling of a demographics section that asks for
your age range, years of experience, educational qualifications and gender. An interview
section will follow from which the researcher will ask questions that you are free to respond to

as comfortably as you can.
This study will not pose any risks to participants and no reimbursement will be done to any

participants.

Should you have any queries please consult the following people:
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1. Dr Sue Armstrong (Supervisor)
Department of Nursing Education,

School of Therapeutic Sciences
University of Witwatersrand

7 York Road, Parktown 2050
Johannesburg, 2000

sue.armstrong@wits.ac.za

2. Dr Prudence Ditlopo
Centre for Health Policy

School of Public Health
University of Witwatersrand
7 York Road, Parktown 2050
Johannesburg, 2000

prudence.ditlopol@wits.ac.za

3. Professor Clem Penny
Chairperson, HREC Medical

Research office, Senate House
University of Witwatersrand

1 Jan Smuts Avenue,
Braamfontein, Johannesburg,
2000

Clement.Penny@wits.ac.za

Tel: +27(0)114883094

Tel: +27 11 717 3433

Tel: +27 11 717 2301

I look forward to your participation.

Yours sincerely,
Sphiwe Yomvula Mabena
Cell: 074 602 3504

Email: nomvu@magicmail.co.za
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ANNEXURE C: INFORMATION LETTER - PHARMACIST

University of Witwatersrand
21 November 2017

Hello

| am a student studying towards a Doctor of Philosophy (PhD) at the school of therapeutic
sciences at the University of Witwatersrand, Johannesburg South Africa. My research topic is
on the dynamics of compliance with the national core standards (NCS) for health

establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

As such, | kindly request for your participation in order to permit the gathering of primary data
that will inform this research. Your participation in this study will assist in gathering primary
data in order to provide recommendations on the improved implementation of the six KPAs of
the NCS in Gauteng Province. Your participation will be voluntary, and you may withdraw at
any stage. Your contributions to this study shall be strictly confidential by assigning codes to
all transcripts and other data and your identification as a participant will be anonymous as your
name will not be reflected anywhere in the study. The data will be destroyed two years after
publication of the findings.

The interview will be tape-recorded; the tape will be destroyed two years after publication of

the findings. The interview will take approximately 15 minutes.

Your participation in this study will involve the filling of a demographics section that asks for
your age range, years of experience, educational qualifications and gender. An interview
section will follow from which the researcher will ask questions that you are free to respond to

as comfortably as you can.
This study will not pose any risks to participants and no reimbursement will be done to any

participants.

Should you have any queries please consult the following people:
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1. Dr Sue Armstrong (Supervisor)
Department of Nursing Education,

School of Therapeutic Sciences
University of Witwatersrand

7 York Road, Parktown 2050
Johannesburg, 2000

sue.armstrong@wits.ac.za

2. Dr Prudence Ditlopo
Centre for Health Policy

School of Public Health
University of Witwatersrand
7 York Road, Parktown 2050
Johannesburg, 2000

prudence.ditlopol@wits.ac.za

3. Professor Clem Penny
Chairperson, HREC Medical

Research office, Senate House
University of Witwatersrand

1 Jan Smuts Avenue,
Braamfontein, Johannesburg,
2000

Clement.Penny@wits.ac.za

Tel: +27(0)114883094

Tel: +27 11 717 3433

Tel: +27 11 717 2301

I look forward to your participation.

Yours sincerely,
Sphiwe Yomvula Mabena
Cell: 074 602 3504

Email: nomvu@magicmail.co.za
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ANNEXURE D: INFORMATION LETTER - FRONTLINE STAFF

University of Witwatersrand
21 November 2017

Hello

| am a student studying towards a Doctor of Philosophy (PhD) at the school of therapeutic
sciences at the University of Witwatersrand, Johannesburg South Africa. My research topic is
on the dynamics of compliance with the national core standards (NCS) for health

establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

As such, | kindly request for your participation in order to permit the gathering of primary data
that will inform this research. Your participation in this study will assist in gathering primary
data in order to provide recommendations on the improved implementation of the six KPAs of
the NCS in Gauteng Province. Your participation will be voluntary, and you may withdraw at
any stage. Your contributions to this study shall be strictly confidential by assigning codes to
all transcripts and other data and your identification as a participant will be anonymous as your
name will not be reflected anywhere in the study. The data will be destroyed two years after
publication of the findings.

The interview will be tape-recorded; the tape will be destroyed two years after publication of

the findings. The interview will take approximately 15 minutes.

Your participation in this study will involve the filling of a demographics section that asks for
your age range, years of experience, educational qualifications and gender. An interview
section will follow from which the researcher will ask questions that you are free to respond to

as comfortably as you can.
This study will not pose any risks to participants and no reimbursement will be done to any

participants.

Should you have any queries please consult the following people:
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1. Dr Sue Armstrong (Supervisor)
Department of Nursing Education,

School of Therapeutic Sciences
University of Witwatersrand

7 York Road, Parktown 2050
Johannesburg, 2000

sue.armstrong@wits.ac.za

2. Dr Prudence Ditlopo
Centre for Health Policy

School of Public Health
University of Witwatersrand
7 York Road, Parktown 2050
Johannesburg, 2000

prudence.ditlopol@wits.ac.za

3. Professor Clem Penny
Chairperson, HREC Medical

Research office, Senate House
University of Witwatersrand

1 Jan Smuts Avenue,
Braamfontein, Johannesburg,
2000

Clement.Penny@wits.ac.za

Tel: +27(0)114883094

Tel: +27 11 717 3433

Tel: +27 11 717 2301

I look forward to your participation.

Yours sincerely,
Sphiwe Yomvula Mabena
Cell: 074 602 3504

Email: nomvu@magicmail.co.za
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ANNEXURE E: RESEARCH INSTRUMENT - INTERVIEW SCHEDULE FOR
QUALITY MANAGER
Section A: Demographics Data

In this section, please fill in the appropriate box with a tick. You can only fill in once for each

guestion.
1. Age Range <30 Years 30-39 Years 40-49 Years 50-59 Years 60 Years+
2. Gender Male Female
3. Experience in | <5 Years 5-9 Years 10-14 Years 15-19 Years 20 Years+

Health Care Service

Qualifications

4. Highest Academic | Certificate Diploma Degree Post Graduate | Others

Section B: Interview questions

This interview schedule serves as a guide for the areas that we will explore with key informant in
the in-depth interview on the NCS policy implementation, role players, processes involved and
the content of the policy

5. Please tell me what you know about the six KPAs and the NCS policy and
what it entails?

Probe on:

a. Aims of the policy

b. Expected or intended benefits (for managers, nurses, frontline staff & organisation)?
c. Outcomes: How it is put into effect or practice

6. Who are the main driver(s) of the NCS policy implementation?

Probe on:

a. Roles, responsibilities (of government, of regulating bodies e.g. OHSC, of managers & other)?
Influences and contestations

Who are left out

Probe on relationships and co-ordination between key players

What is your role in NCS policy implementation in this organisation

®aoo

7. Do you think that there was a need for a NCS policy?
Probe on:

d. Contextual factors?

e. Whether the context has changed over time?
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f. Current debates in public health facilities that influence NCS?
g. Isthere any impact in health system changes?

1. What account for the delays if (any) in aligning the NCS to daily operational activities?

a. In your opinion, what critical steps are required to implement the NCS to all healthcare
services departments e.g. Wards, Pharmacy, procurement & supply chain?
2. NCS has now been implemented since 2012. How would you rate the overall implementation of the policy
in this organisation?
Probe:
a. Provincial variation
b. Interest groups/ alliances
c. Contestations/ conflicts
3. What training, either formal or informal have you ever received related to the NCS policy

implementation.
Probe:

a. When was the training conducted?
b. Is the training received had an impact on daily routine of the NCS policy implementation? If
yes, please explain how
4. Please tell me what you think has influenced the successes and failures relating to the

implementation of the NCS policy.

Probe:

a. What do you think are the key factors that have contributed to these successes if any and
enablers experienced by health care managers and other health care workers?

b. Which actors (individuals or organisations) were responsible for these successes?

c. What are the challenges experienced by health care managers and other healthcare

professionals in the implementation of the NCS policy?

5. What is your opinion of the way the six KPAs were implemented and do you have suggestions

for how it could have been done better?
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ANNEXURE F: RESEARCH INSTRUMENT - INTERVIEW SCHEDULE FOR
MANAGERS
Section A: Demographics Data

In this section, please fill in the appropriate box with a tick. You can only fill in once for each

guestion.
1. Age Range <30 Years 30-39 Years 40-49 Years 50-59 Years 60 Years+
2. Gender Male Female
3. Experience in | <5 Years 5-9 Years 10-14 Years 15-19 Years 20 Years+

Health Care Service

4. Highest Academic | Certificate Diploma Degree Post Graduate | Others

Qualifications

Section B: Interview questions

This interview schedule serves as a guide for the areas that we will explore with key informant in
the in-depth interview on the NCS policy implementation, role players, processes involved and
the content of the policy

5. Please tell me what you know about the six KPAs and the NCS policy and
what it entails?

Probe on:

h.  Aims of the policy

i.  Expected or intended benefits (for managers, nurses, frontline staff & organisation)?
j. Outcomes: How it is put into effect or practice

6. Who are the main driver(s) of the NCS policy implementation?

Probe on:

f. Roles, responsibilities (of government, of regulating bodies e.g. OHSC, of managers & other)?
g. Influences and contestations

h.  Who are left out

i.  Probe on relationships and co-ordination between key players

j- Whatis your role in NCS policy implementation in this organisation

7. Do you think that there was a need for a NCS policy?

Probe on:

k. Contextual factors?

I. Whether the context has changed over time?

m. Current debates in public health facilities that influence NCS?
n. Is there any impact in health system changes?
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6.

7.

What account for the delays if (any) in aligning the NCS to daily operational activities?

b. In your opinion, what critical steps are required to implement the NCS to all healthcare
services departments e.g. Wards, Pharmacy, procurement & supply chain?
NCS has now been implemented since 2012. How would you rate the overall implementation of the policy
in this organisation?

Probe:

8.

10.

d. Provincial variation
e. Interest groups/ alliances
f.  Contestations/ conflicts
What training, either formal or informal have you ever received related to the NCS policy

implementation.
Probe:

¢.  When was the training conducted?

d. s the training received had an impact on daily routine of the NCS policy implementation? If
yes, please explain how

Please tell me what you think has influenced the successes and failures relating to the

implementation of the NCS policy.

Probe:

a. What do you think are the key factors that have contributed to these successes if any and
enablers experienced by health care managers and other health care workers?

b. Which actors (individuals or organisations) were responsible for these successes?

c. What are the challenges experienced by health care managers and other healthcare

professionals in the implementation of the NCS policy?

What is your opinion of the way the six KPAs were implemented and do you have suggestions

for how it could have been done better?

226



ANNEXURE G: RESEARCH INSTRUMENT - INTERVIEW SCHEDULE FOR
PHARMACIST
Section A: Demographics Data

In this section, please fill in the appropriate box with a tick. You can only fill in once for each

guestion.
1. Age Range <30 Years 30-39 Years 40-49 Years 50-59 Years 60 Years+
2. Gender Male Female
3. Experience in | <5 Years 5-9 Years 10-14 Years 15-19 Years 20 Years+

Health Care Service

Qualifications

4. Highest Academic | Certificate Diploma Degree Post Graduate | Others

Section B: Interview questions

This interview schedule serves as a guide for the areas that we will explore with key informant in
the in-depth interview on the NCS policy implementation, processes involved and the content of
the policy

5. Please tell me what you know about the six KPAs and the NCS policy and
what it entails?

Probe on:

0. Aims of the policy

p. Expected or intended benefits (for managers, nurses, frontline staff & organisation)?
g. Outcomes: How it is put into effect or practice

6. Who are the main driver(s) of the NCS policy implementation?

Probe on:

k. Roles, responsibilities (of government, of regulating bodies e.g. OHSC, of managers & other)?
. Influences and contestations

m. Who are left out

n. Probe on relationships and co-ordination between key players

0. Whatis your role in NCS policy implementation in this organisation

7. Do you think that there was a need for a NCS policy?
Probe on:

r.  Contextual factors?

s. Whether the context has changed over time?
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t.  Current debates in public health facilities that influence NCS?
u. Isthere any impact in health system changes?

8. What account for the delays if (any) in aligning the NCS to daily operational activities?
c. In your opinion, what critical steps are required to implement the NCS to all healthcare
services departments e.g. Wards, Pharmacy, procurement & supply chain?
9. NCS has now been implemented since 2012. How would you rate the overall implementation of the policy
in this organisation?
Probe:
g. Provincial variation
h. Interest groups/ alliances

i.  Contestations/ conflicts
10. What training, either formal or informal have you ever received related to the NCS policy

implementation.
Probe:

e.  When was the training conducted?
f. Is the training received had an impact on daily routine of the NCS policy implementation? If
yes, please explain how

11. Please tell me what you think has influenced the successes and failures relating to the implementation
of the NCS policy.
Probe:
a. What do you think are the key factors that have contributed to these successes if any and
enablers experienced by health care managers and other health care workers?
b. Which actors (individuals or organisations) were responsible for these successes?
c. What are the challenges experienced by health care managers and other healthcare

professionals in the implementation of the NCS policy?

12. What is your opinion of the way the six KPAs were implemented and do you have suggestions for

how it could have been done better?
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ANNEXURE H: RESEARCH INSTRUMENT - INTERVIEW SCHEDULE FOR
FRONTLINE NURSES, SHOP STEWARDS AND REPRESENTATIVES OF THE
HOSPITAL POLICY DEVELOPMENT COMMITTEE
Section A: Demographics Data

In this section, please fill in the appropriate box with a tick. You can only fill in once for each question.

Qualifications

1. Age Range <30 Years 30-39 Years 40-49 Years 90-59 Years 60 Years+
2. Gender Male Female

3. Experience in | <5 Years 9-9 Years 10-14 Years 15-19 Years 20 Years+
Health Care Service

4. Highest Academic | Certificate Diploma Degree Post Graduate | Others

Section B: Interview questions

This interview schedule serves as a guide for the areas that we will explore with the frontline staff

in the in-depth interviews on the NCS policy implementation and roles in policy involvement

1. What is your job title and responsibility?

— Probe on:

= Name of the ward

How long have you been working in this hospital

= Personal employment history (if respondent have been at the hospital for less than 2 years)
= |f respondent used to work for a private sector or through a nursing agency, ask them why
they now came to the public sector

2. Have you heard of the NCS policy that was developed in 20117 If NOT, skip to Question 3

Probe on:

= What have you heard?

Where did you get your information from?
Can you tell me what it is all about? (Content of the policy)
What do think the NCS intends to do?
How do you think it will impact on your work and on nursing?

3. What do you think should be involved in making decisions or policies like we have just been talking
about regarding NCS & quality of healthcare services in South Africa?

— Probe on:

= What role should frontline staff play in NCS policy development & implementation
= Have you been taught on how to play a role in policy development? If so, by whom?
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= How can communication to frontline staff regarding NCS & quality issues be improved?

7. What role should the following people /agencies play in NCS policy implementation:
- The Quality manager?
- The Managers?
- The Pharmacist?
- The public?

8. Are there any other comments you would like to make on NCS policy issues?
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ANNEXURE I: PARTICIPANT CONSENT SHEET: SEMI STRUCTURED
INTERVIEWS - QUALITY MANAGER
Project Title: The dynamics of compliance with the national core standards (NCS) for health

establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

1. | have been given a Participant Information Sheet which explains the nature and processes
involved in this study, which is attached hereto;
2. | was given time to read it, or had it read to me, in the language | best understand;
3. | was given time to ask any questions | wanted to and found any answers given to me to be reasonable

and satisfactory;

4, | believe | fully understand why the study is being conducted and what the intended outcomes will be;

o. | understand that there will be no immediate benefit to me, should | agree to participate, nor will |
receive any payment; conversely, participation will not cost me anything but my time;

6. | understand that, even if | initially consent to take part in the study, | may subsequently withdraw at any
time and would not be required to give any reasons; if that happened, any data collected about me for
the purposes of the study would immediately be destroyed, unless | give consent for it to be retained

7. | have been given a range of contact details, listed below. If | require further information or become

concerned about any aspect of this study | am free to speak to any of these contacts.

Contact details

1. Dr Sue Armstrong 2. Dr Prudence Ditlopo 3. Ms Nomvula Skhosana
Supervisor Co-Supervisor Principal Investigator (PI)
Department of Nursing Education, ~ Centre for Health Policy Department of Nursing Education
School of Therapeutic Sciences School of Public Health School of Therapeutic Sciences
University of Witwatersrand University of Witwatersrand University of Witwatersrand

7 York Road, Parktown 2050 7 York Road, Parktown 2050 7 York Road, Parktown 2050
Johannesburg, 2000 Johannesburg, 2000 Johannesburg, 2000
sue.armstrong@wits.ac.za prudence.ditiopo1@wits.ac.za nomvu@magicmail.co.za

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the University of
Witwatersrand, on telephone no. 011 717 2301, or by e-mail at Clement.Penny@uwits.ac.za.
Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or 1234, or by e-mail

at: Zanele.Ndlovu@uwits.ac.za or Rhulani.Mkansi@uwits.ac.za

Name of Participant:
Date:

Place:
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Signature or mark

Witnessed by:
Name of Witness:
Signature:

Date:
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ANNEXURE J: PARTICIPANT CONSENT SHEET: SEMI STRUCTURED
INTERVIEWS - MANAGERS
Project Title: The dynamics of compliance with the national core standards (NCS) for health

establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

1. I have been given a Participant Information Sheet which explains the nature and processes involved in
this study,
which is attached hereto;
2. | was given time to read it, or had it read to me, in the language | best understand,;
3. | was given time to ask any questions | wanted to and found any answers given to me to be reasonable

and satisfactory;

4, | believe | fully understand why the study is being conducted and what the intended outcomes will be;

5. | understand that there will be no immediate benefit to me, should | agree to participate, nor will |
receive any payment; conversely, participation will not cost me anything but my time;

6. | understand that, even if | initially consent to take part in the study, | may subsequently withdraw at any
time and would not be required to give any reasons; if that happened, any data collected about me for
the purposes of the study would immediately be destroyed, unless | give consent for it to be retained

7. | have been given a range of contact details, listed below. If | require further information or become

concerned about any aspect of this study | am free to speak to any of these contacts.

Contact details

1. Dr Sue Armstrong 2. Dr Prudence Ditlopo 3. Ms Nomvula Skhosana
Supervisor Co-Supervisor Principal Investigator (PI)
Department of Nursing Education,  Centre for Health Policy Department of Nursing Education
School of Therapeutic Sciences School of Public Health School of Therapeutic Sciences
University of Witwatersrand University of Witwatersrand University of Witwatersrand

7 York Road, Parktown 2050 7 York Road, Parktown 2050 7 York Road, Parktown 2050
Johannesburg, 2000 Johannesburg, 2000 Johannesburg, 2000
sue.armstrong@wits.ac.za prudence.ditiopo1@wits.ac.za nomvu@magicmail.co.za

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the University of
Witwatersrand, on telephone no. 011 717 2301, or by e-mail at Clement.Penny@uwits.ac.za.
Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or 1234, or by e-mail

at: Zanele.Ndlovu@uwits.ac.za or Rhulani.Mkansi@wits.ac.za

Name of Participant:
Date:
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Place:

Signature or mark

Witnessed by:
Name of Witness:
Signature:

Date:
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ANNEXURE K: PARTICIPANT CONSENT SHEET: SEMI STRUCTURED
INTERVIEWS — FRONTLINE STAFF

Project Title: The dynamics of compliance with the national core standards (NCS) for health

establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

1. | have been given a Participant Information Sheet which explains the nature and processes
involved in this study, which is attached hereto;
2. | was given time to read it, or had it read to me, in the language | best understand,;
3. | was given time to ask any questions | wanted to and found any answers given to me to be reasonable

and satisfactory;

4, | believe | fully understand why the study is being conducted and what the intended outcomes will be;

5. I understand that there will be no immediate benefit to me, should | agree to participate, nor will |
receive any payment; conversely, participation will not cost me anything but my time;

6. | understand that, even if Il initially consent to take part in the study, | may subsequently withdraw at any
time and would not be required to give any reasons; if that happened, any data collected about me for
the purposes of the study would immediately be destroyed, unless | give consent for it to be retained

7. I have been given a range of contact details, listed below. If | require further information or become

concerned about any aspect of this study | am free to speak to any of these contacts.

Contact details

1. Dr Sue Armstrong 2. Dr Prudence Ditlopo 3. Ms Nomvula Skhosana
Supervisor Co-Supervisor Principal Investigator (PI)
Department of Nursing Education,  Centre for Health Policy Department of Nursing Education
School of Therapeutic Sciences School of Public Health School of Therapeutic Sciences
University of Witwatersrand University of Witwatersrand University of Witwatersrand

7 York Road, Parktown 2050 7 York Road, Parktown 2050 7 York Road, Parktown 2050
Johannesburg, 2000 Johannesburg, 2000 Johannesburg, 2000
sue.armstrong@wits.ac.za prudence.ditiopo1@wits.ac.za nomvu@magicmail.co.za

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the University of Witwatersrand, on telephone
no. 011 717 2301, or by e-mail at Clement.Penny@wits.ac.za.

Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or 1234, or by e-mail at:
Zanele.Ndlovu@wits.ac.za or Rhulani.Mkansi@wits.ac.za

Name of Participant:
Date:

Place:

Signature or mark

Witnessed by:
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Name of Witness:

Signature:
Date:
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ANNEXURE L: PARTICIPANT CONSENT SHEET: SEMI STRUCTURED
INTERVIEWS - PHARMACIST
Project Title: The dynamics of compliance with the national core standards (NCS) for health

establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

1. | have been given a Participant Information Sheet which explains the nature and processes
involved in this study, which is attached hereto;

2. | was given time to read it, or had it read to me, in the language | best understand;

3. | was given time to ask any questions | wanted to and found any answers given to me to be reasonable
and satisfactory;

4. | believe | fully understand why the study is being conducted and what the intended outcomes will be;

5. I understand that there will be no immediate benefit to me, should | agree to participate, nor will |
receive any payment; conversely, participation will not cost me anything but my time;

6. | understand that, even if | initially consent to take part in the study, | may subsequently withdraw at any
time and would not be required to give any reasons; if that happened, any data collected about me for
the purposes of the study would immediately be destroyed, unless I give consent for it to be retained

7. I have been given a range of contact details, listed below. If | require further information or become

concerned about any aspect of this study | am free to speak to any of these contacts.

Contact details

1. Dr Sue Armstrong 2. Dr Prudence Ditlopo 3. Ms Nomvula Skhosana
Supervisor Co-Supervisor Principal Investigator (PI)
Department of Nursing Education, ~ Centre for Health Policy Department of Nursing Education
School of Therapeutic Sciences School of Public Health School of Therapeutic Sciences
University of Witwatersrand University of Witwatersrand University of Witwatersrand

7 York Road, Parktown 2050 7 York Road, Parktown 2050 7 York Road, Parktown 2050
Johannesburg, 2000 Johannesburg, 2000 Johannesburg, 2000
sue.armstrong@wits.ac.za prudence.ditiopo1@wits.ac.za nomvu@magicmail.co.za

Professor CB Penny, Chairperson of the Human Research Ethics Committee (Medical) at the University of Witwatersrand, on telephone
no. 011 717 2301, or by e-mail at Clement.Penny@wits.ac.za.
Ms. Z Ndlovu or Mr Rhulani Mkansi, Committee Secretariat, telephone nos.: 011 717 2700 or 1234, or by e-mail at:

Zanele.Ndlovu@wits.ac.za or Rhulani.Mkansi@wits.ac.za

Name of Participant:
Date:

Place:

Signature or mark

Witnessed by:
237




Name of Witness:

Signature:
Date:
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ANNEXURE M: CONSENT FORM FOR AUDIO RECORDING OF STUDY
PARTICIPATION
Project Title: The dynamics of compliance with the National Core Standards (NCS) for health

establishments in South Africa: A case study of two tertiary hospitals in Gauteng province

| have been given the Information Sheet on the research project entitled “The Dynamics of Compliance
with the National Core Standards (NCS) for Health Establishments in South Africa: A Case Study of Two
Tertiary Hospitals in Gauteng Province”. | have read and understood the Information Sheet and all my
questions have been answered satisfactorily.

| understand that | can decide whether or not the interview should be tape-recorded and that there will
be no consequences for me if | do not want the interview to be recorded.

| hereby consent to audio recording of the interview
| understand that:

e The recording will be stored in a secure location (a locked cupboard or password protected
computer) with restricted access to the researcher and the research supervisor.

e The recording will be transcribed and any information that could identify me will be removed,

e The recordings will be erased within either (a) two (2) years of the publication of the research
findings, or (b) six (6) years, if no publications arise from this research

e Anyone wishing to access this information in the future will first have to obtain the approval of
the Human Research Ethics Committee (Medical) of the University of the Witwatersrand,
Johannesburg

e Direct quotes from my interview, without any information that could identify me, may be cited in
the research report or other write-ups of research.

e | understand that | can ask the person interviewing me to stop tape recording, and to stop the

interview altogether, at any time.

Name of Participant:
Date:

Place:

Signature or mark

Witnessed by:

Name of Witness:
Signature:
Date:
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ANNEXURE N: DOCUMENT REVIEW — APPROXIMATELY 60 DAYS TO
COMPLETE THE REVIEW

Criteria | Document required Meets criteria (Yes/No) Remarks
1.1 NCS Policy and related documents: HST report; | Policy Clarifies:
National health Amendment Act No 12 of 2013; e Purpose
OHSC annual report; NDOH annual report o Objective
describing services that is covering up to date e Target group
information e Mode of delivery
1.2 Format and mode of communication of the | How is policy communicated to
service unit in implementing policy and | relevant stakeholders
procedures
21 The document spells out in each of the policies | Document indicates:
and the procedures: as stipulated under 3, 4,5 & e Regularly review and for
6 how often and/or under
o  Whether it will be reviewed regularly and for what circumstances it
how often and/or under what circumstances will be reviewed
it will be reviewed e The person or
e The person or committee responsible for committee responsible
review for review indicated
o When the policy or procedure last reviewed o Date of review
highlighted
e Having all samples of the current policies | Al samples of the current
and procedures recently reviewed and | policies and procedures recently
updated at each hospital reviewed and updated are
available
2.2 There is a documented mechanism spelling out : | There is indication that the staff
e How input from service users can be | inputis obtained
obtained
e How input from staff can be obtained
31 Availability of the records of the health service | Records available and kept in the
operations and activities of the 6 KPAs which are | consistant manner
current, collected and kept in a consistent manner
and covering the information related to the
performance standards on the content, processes
and context as stipulated in the service agreement
documents
3.2 Availability of the two samples of the accurate and | Audits report available for review
current audit reports most recently done either
internal or external in accordance with the
compliance standards requirements
41 Availability of the accurate and current job | Job description of the hospital

description and duty statements for all service unit

available
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staff which clearly states out their responsibilities
and accountability relationships

4.3

Availability of the documents which clearly states
out the roles, responsibilities and the membership of
the management committee and other decision
making bodies

Records of staff kept for the
regulating body that governs
practice and compliance

4.4

Availability of the current organisational chart which
depicts overall structure and accountability
relationships of the hospital

Organogram of the hospital
available

5.1

Availability of the documented policies and
procedures on staff recruitment, deployment and
promotions specifying

e selection criteria

o time frames

e responsible person & their roles

Documented  policies  and
procedures on staff recruitment,
deployment and promotions is
available specifying
o selection criteria
o time frames
e responsible person &
their roles

e having documented policy and procedures
on establishing employment contracts

Employment contracts and turn-
over of staff records available,
indicating level of accountability

Availability of the documented policy and procedures
on taking disciplinary actions specifying:
o criteria for action
e measures to avoid conflict of interest
e responsible person and roles

Disciplinary actions specifies:
e criteria for action
e measures to avoid
conflict of interest
e responsible person
and roles

5.2

Availability of the  documented policy and
procedures on induction for new or regular staff

There is evidence that new or
regular staff is orientated on the
policy and procedures

5.3

Availability of the documented policy and
procedures for staff supervision and performance
appraisal specifying:
e when and by whom regular staff
supervision and appraisal to be conducted
e identification of areas of performance that
need improvement
o identification of the on-going training and
development needs

e Time frame for the
performance appraisal
indicated and adhered
to,

o Areas of performance
that need improvement
are highlighted and
acted upon

e There is records of on-
going training

6.1

Availability of the checklist of all relevant legislations
governing the service unit operations and delivery

File of the legislations governing
the service unit operations and
delivery is available with the
checklist

6.2

Availability of the documented policy and procedures
to ensure compliance with the relevant legislation

Policy and procedures to ensure
compliance with the relevant
legislation are available and
communicated within the hospital
to all stakeholder
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6.3

Availability of the documented policy and procedures
spelling out:

e under what circumstances and how to
provide service users with the information
about operations that affects them

e timing required and how to provide service
users with information

Service user information

clearly displayed
Services rendered
clearly displayed
Feedback given to
service user  after
discussion of

complaints/compliments

o Availability of the two samples of notices or
records of information about operations
given to service users in the preceding year
)if applicable)

Operational times of the facility
available and clearly displayed

6.4 Availability of the documented policy and procedures o Availability of hospital
specifying: committees
e When and how the service user will be e Minutes of the meetings
informed of choices that are available with the committee
e How and when their decision about
services they receive are sought
6.5 Availability of the documented policy and procedures e Records of feedback
in relation to handling complaints given to service user
after  discussion  of
complaints/compliments
available
6.7 Availability of the document on the overall plan(s) on e Operational plans
its operation spelling out: available
e service planned ahead o  Objectives clearly
e objectives to be achieved stated
o tools for evaluation o Timeframes stated
e time frames for evaluation clearly
¢ Evaluation tools
available
6.8 Availability of the documented policy and procedures | Compliments/Complains box
for: available in accessible places for
e obtaining feedback from service users and | the service users
staff on the hospital performance
¢ responding to feedback from service users
and staff on the hospital performance
6.9 Availability of the documentation on the action taken | Corrective  actions  records
in response to performance/quality issues identified | available

during review and evaluation processes
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ANNEXURE O: SOCIAL NETWORK ANALYSIS - STEPS/PROCEDURE ON HOW
TO CONDUCT SNA
STEP - 1: PREPARATION

1. Define question (e.g. “Who can influence the implementation of the six KPAs?”)

2. Define links (e.g. who provide funds/facility budget, giving support, giving instructions) and different
colours will be assigned to the links (e.g. giving money = red link)

3. Define goals (e.g. environmental orientation: bed occupancy and
development orientation: number of staff)

4. Decide who should be involved in interviews/discussion through purposive sampling & assistance of the key
actors (E.g. Quality managers)

STEP - 2: ACTOR SELECTION

1. Ask: “Who is involved in this process?”
Write names on actor cards and distribute on empty NetMap sheet (chart & marking pens with

different colours will be provided by researcher)
STEP — 3: DRAWING OF LINKS

1. Ask: “Whois linked to whom?” Go through the links one by one (e.g. “Who gives money to
whom? Who influence whom?”)

2. Draw arrows between actor cards according to interviewees'directions.

3. If two actors exchange something (e.g. information) draw double headed arrows. If actors
exchange more than one thing, add differently colored arrow heads to existing links.

STEP - 4: INFLUENCE TOWERS

1. Ask: “How strongly can actors influence each other?”

2. Explain/agree on a definition of influence with the interviewee, clarify that this is about influence on
implementation of the six KPAs and not influence in all the services provided at the hospital

3. Ask interviewee to assign influence towers to actors: The higher the influence on the issue at stake,
the higher the tower. Towers of different actors can be of the same height. Actors with no influence
can be put on ground level. Towers can be as high as interviewees want.
¢ Influence towers will be placed next to actor cards
o Set-up will be verbalized and give the interviewee the chance to adjust towers before noting

height of tower on the Net Map
STEP — 5: GOALS

1. Ask according to pre-defined goals, actor by actor, e.g. “Does this actor support the
implementation of the six KPAs of the NCS?” Will be named one by one

2. Note abbreviations for goals next to actor cards, allow for multiple goals where appropriate, by noting
more than one goal next to the actor.

STEP - 6: DISCUSSIONS

1. According to specific goal of the researcher’'s NetMap exercise, discussion on what this network
means for strategy of organization, where influence comes from, what happens in case of
conflicting goals etc.
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ANNEXURE P: ETHIC CLEARANCE CERTIFICATE - WITS

UNIVERSTTY OF THI
WITWATERSRANID,
JOHANNESBURG

e
n
e
e
-

R14/49 Ms Sphiwe Yomvula Mabena
HUMAN RESEARCH ETHICS COMMITTEE (MEDICAL)

CLEARANCE CERTIFICATE NO. M180366

NAME: Ms Sphiwe Yomvula Mabena
Principal Investigator

DEPARTMENT: Nursini Education

PROJECT TITLE: The Dynamics of Compliance with the National Core Standards
(NCS) for Health Establishments in South Africa: A Case Study
of Two Tertiary Hospitals in Gauteng Province

DATE CONSIDERED: 06/04/2018

DECISION: Approved unconditionally
CONDITIONS:

SUPERVISOR: Dr Sue Armstrong

Doctor CB-Benm¥, Chairperson, HREC (Medical)

DATE OF APPROVAL: 28/11/2018

This clearance certificate is valid for 5 years from date of approval. Extension may be applied for.

APPROVED BY:

DECLARATION OF INVESTIGATORS

To be completed in duplicate and ONE COPY returned to the Research Office Secretary on the

Third Floor, Faculty of Health Sciences, Phillip Tobias Building, 29 Princess of Wales Terrace, Parktown,
2193, University of the Witwatersrand. I/we fully understand the conditions under which | am/we are authorized
to carry out the above-mentioned research and I/we undertake to ensure compliance with these conditions.
Should any departure be contemplated, from the research protocol as approved, l/we undertake to

resubmit the application to the Committee. | agree to submit a yearly progress report. The date for

annual re-certification will be one year after the date of convened meeting where the study was initially
reviewed. In this case, the study was initially reviewed in March and will therefore be due in the month of
March each year. Unreported changes to the application may invalidate the clearance given by the

HREC (Medical).

Principal Investigator Signature Date

PLEASE QUOTE THE PROTOCOL NUMBER IN ALL ENQUIRIES
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ANNEXURE Q: PERMISSION LETTER HOSPITAL

GAUTENG PROVINCE

HEALTH
REPUBLIC OF SOUTH AFRICA

PRIVATE BAG X396

PRETORIA
0001

ENQUIRIES : MS NT LEDIGA
TEL : 012 318 6995
FAX : 012 373 6791
EMAIL : Nelly.Lediga auteng.qov.za
REF : KPTH 77/2018
TO: MS NOMVULA SKOSANA

RE: PERMISSION TO CONDUCT RESEARCH
MMWIWW
(NCS) FOR HEALTH ESTABLISHMENT IN SOUTH AFRICA: A CASE STUDY OF TWO

Permission is hereby granted for the research to be conducted at _

Tertiary Hospital.

This is done in accordance to the “Promotion of Access to Information Act. No 2 of
2000”.

Please note that in addition to receiving approval from the hospital research committee,
you are still required to seek permission from the relevant departments.

Furthermore, collecting of data and consent for participation remains the responsibility of
the researcher.

You are also required to submit your final report or summary of your findings and
recommendations to the office of the CEO.

Approved:

P

DR K.E LETEBELE-HARTELL
SENIOR MANAGER: MEDICAL SERVICES
DATE: ©< (oa, |ee
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ANNEXURE R: PERMISSION LETTER HOSPITAL

GAUTENG PROVINCE

HEALTH
REPUBLIC OF SOUTH AFRICA

Gauteii Deiartment of Health

Enquiries: Dr. M. Mukansi
Research Committee: Chairperson
Tel :( 011) 489-0306/1087

Fax :( 011) 489 1038

E mail:Murimisi.mukansi@wits.ac.za

13 September August 2018

To whom it may concern

subject: ——

PROTOCOL TITLE: The dynamics of compliance with the core standards (NCS) for
healtht establishments in South Africa: A case study of two Tertiary hospitals in Gauteng
Province.

Protocol Ref No: Yomvula Mabena

Ethic Clearance: Pending
Principal investigator: Yomvula Mabena

Department: [

Committee Recommendations
The Committee is giving you Conditional access while awaiting the final ethical clearance certificate
from the university of Witwatersrand HREC,

It is the duty of the researcher to collect the data to the relevant department after the Research
Committee approved the study.

r. M. Mukansi
Chairperson of HJH Ethic and Research Committee
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ANNEXURE S: SSI PPT

KNOWLEDGE OF THE SIX KPAS OF THENCS POLICY

5 participants had knowledge of both the 11 paricipants answered the question which
MCSs andthe KPAs and were able explain indicatedvarying knowledge and
the aim of the policy understanding ofthe content and purpose of

10 participants had some generalized the NCSs and KPA's

knowledge ofthe NCSs but were unable to 2 paricipants indicated awareness of the

name any ofthe six KPAs
¥ MNCSs but no knowledge ofthe KPAs

2 paricipants not heard about either the
MNCSs arthe KPAs

Minority of participant in hospital A had knowledge on the six KPAs of the NCS while in hospital B
majority of the participants managed to identify three of six KPAs, mentioning cleanliness, values and
attitudes, and waiting times.

IMPACTOF THE NCS POLICY ON IMPLEMENTATION
Hospital A Hospital B

Actors had generalised knowledge but Actors are knowledgeable about the policy, but

compliance was good ) )
compliance is poor

The paricipants stated that most activities
were being done justfor compliance purposes
andfor scoring high points ratherthan for real mean the policy will be implemented
improvement of quality standards atthe

haospital

Knowledge of policy does not necessarily

Hospital A findings revealed that good performance was not based on the knowledge of standards but
for compliance during assessment rather than improving quality. In hospital B actors demonstrated
knowledge but compliance was poor. The NCS is therefore a very good policy but there are no
structures and conditions for its successful implementation.
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GENERAL RESPONSES ON SIX KPAS OF THE NCS

Hospital A

= There are no proper structures and staff for
monitering the standards and this makes it difficult
to assessthe levels of compliance with quality
standards

= The view that the policy was still a long way from
achieving the desired results as is not receiving
adequate suppeort and not all the KPAs are being
given adequate attention

= Compliance measures are usually put in place
only in preparation foran audit. To the extent of
borrowing eguipment and some medicines from
other hospitals =o that they are seen as
compliant™.

Hospital B

Participantwere of the view that the change of
policy needed accompanying resourcesto
makethe policy work,

Participants reiterated thatthere was actually
the needto go back to the drawing board and
discusshowthe policy can be effectively
implemented

Compliance isviewed as only for assessment
but practically itis not happening asthere is
no formaltraining about policy itself even
informaltraining is nothappening

In both hospital A & B compliance to the policy was only done for assessmentpurposes. The

context of policy was viewed as not fit for the state of both tertiary hospitals.

PERCEPTIONS ON THE VALUESAND STAFF ATTITUDES

Hospital A Hospital B

= The participantzs pointed out that there have stil
been several incidents in which patients are not
treated with rezpect and some even dread
visiting hospitals because of the treatment that
they get from healthcare staff

= The rezponses showsthat due to demotivation
and lack ofsupport internal and from the
province affectthe implementation of the
standards

= Participants were ofthe view that patients wil
always have something negative to say about
hospital staffewven ifthey are treated in a
respectful manner.

Megative staff attitudes were prevalent
gspeciallyinthe administration and retrieval of
files followed by constantloss offiles.

Majority of healthcare staff still display
negative attitudes towards patients and
towards theirwork in general, mainly because
waorking conditions have notimproved

Both hospital A and B the majority of participants were of the view that there had not been any
significant changes in the values and attitudes of healthcare staff towards their work and towards
patients. The responses show that the implementation of the NCS has not yet achieved the desired
result of having a caring staff that will make patients have a feeling of being cared for.
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MONITORING THE WAITING TIMES

Hospital A Hospital B

= The number of patients that visit the hospital = Patient spends the whaole day at a hospital
comparedtothe staff compliment atthe and may even betold to come back the
hospital, does notmake it possible to have following day dueto shortage of doctars
staff monitoring waiting times. and beds

= Longqueues of patients waiting for = Longqueues of patients waiting for medical
medication attention are still being seen atthe hospital

Hospital A had long gueues at pharmacy as there are many specialized dinics while at hospital B long gueues
were at out patient department and clinics for medical attention. Waiting time frames are displayed to
comply with the policy but not adhered to in both hospitals

CLEANLINESS AS THE FIRSTLAW OF HEALTH

= |mprovementin cleanliness was cited = |ncreasing number of patients is cited as not
because ofthe gquality marshalls thattakes matching the number of available cleaners to
rounds at hospital as comparedto before keepthe hospital clean.

quality standards implementation = The hospitalis notcleaned as oftenasitis

= Hospitalwas constantly facing shortages of supposedto be due to a shortage of cleaners
cleaning materials and equipment, andthis
made it difficultto keep the cleanliness ofthe
hospitaltothe expected standards

Hospital A had noled improvernent of cleaniness as there are cleaning marshalls doing rourds however
there & shortage of deaning material which limit efforis to complisnce. Hospital B keeping hospital clean
was not possible as the were shortage of deaners. Responses in this shudy therefore indicate that the
implementation of the NCS has not yet reached the expected levels since the sibustion of deanliness in
hospital has not improved significantly in both hospitals
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DRUG STOCKAND PROCUREMENT OF EQUIPMENT

Hospital A Hospital B

= Paricipant stated that the availability of = |t was highlighted thatit was still commonin
equipmentwas mainly affected by the tender their hospital to go without particular drugs
processwhichwas notflexible to the hospital that are critical

= Budgetary constraints was a concernin = Dueto highvolume of patientthe hospital
repairing broken equipment and allocation of

experience shortage of beds, patients sleep

resources on the benches towaitfor next available bed

Bed capacity is almostthe same as with the
previous level of care

In hospital A tender process was blame as contributing to poor allocation of resources while in
hospital B high volume of patients was cited as the contributing factor for the high demand of
the resources available. The responses from participants however indicate that this KPA has so
far not shown sign of improvement since the implementation of the NCS and it would appear to
be a systems issue that cannot be resolved at institutional level

INFECTION PREVENTION AND CONTROL

= Patients are still exposedto hospital-acquired = Overcrowding at the hospital due to influx of
infections as conditions inthe hospital have patient facilties have never been improved to

not imoroved significant] accommodate the increased number of patients
P g Y thus infection control become impossible
Infection control not given priority and support

) * Hygiene condtions had been seen to make
like other areas of the KPAs ofthe NCS

difficult to control and prevent the infection

= Structural issues not addressed as the staffuse
sluice room to conduct other activities that are
not relevant to the purpose ofthe room

In hospital A lack of support of the infection prevention and control KPAs was a concern. It can
therefore be noted that the KPA that relates to infection prevention and control in hospital B
has so far not been successfully implemented because of failure to address the infrastructure
demands of the hospitals
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ASSESSMENT TOOL

Hospital A Hospital B
= Evaluationtools were cited as one-size-fit-all = Participants stated that the tool doesnt have *Not
o Applicable®, =o it forcesto say “Yes/No™ if *Mo”™ it
= Paricipant statedthatthe assessmenttool makes the faciity to fail that aspect. The tool &
hadthe problem of repeating questions, which guestions are one-size-fits and not according to
does notadd value to the quality assessment level of care

= Hospital is not accommodating children, but the
aszezsment tool needs that aspect. Therefore,
children’s syrups are borrowed just for compliance

Results from the review of policy documents indicated that an assessment tool is an important aspect
in the implementation of quality standards. The participants cited the assessment tool as one of the
barriers to the successiul implementation of the NCS. According to the participants, the assessment
tool that is used to assess the level of compliance with health standards does not take into account
the different circumstances faced by different health institutions. Assessment questions are the same
for all hospitals but these institutions have different circumstances and at times different
administrative procedures. The results that are obtained in the assessments do not reflect the
situation that is prevailing at the hospitals.

LACK OF ADEQUATE TRAINING AND KNOWLEDGE

Hospital A Hospital B

= Orientation on MCS is done only during induction of

new employees = |nformal sharing of information among staff

= 70% of respondents affirmed that c:aﬁuaLtraining is onhy members
e o hen - 80%who had received training statedthat hit
service trainingand coaching on thestandards and run trainingis only done during induction
= Participant are told how to answer questions if we of new staff but no further follow up of proper
selected to participate in the assessment and given and full training anthe NCS

pamphletto read about the NCS without proper training

= Communication of trainings not done in time

A handful of participants at both hospitals indicated that they had received some form of training, the
majority of participants stated that they had not received any formal training on the implementation of
the NCS. This lack of training means that most employees are not aware of what they are expected to
do in terms of implementing the policy and its KPAs. Few participants who received formal training
felt that it was not adequate to equip them with the full knowledge to effectively implement the NCS in
their hospitals
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INEQUITABLE DISTRIBUTION OF RESOURCES AND SHORTAGE
Hospital A

Paricipant highlighted that the hospital does
not have the resources that can match the
number of patients that are now coming for
treatment

Capadty of the hospital had also been
overwhelmed by the number of the
specialised clinics as such resulted in the
shortage ofmostsupplies andresources

Hospital B

Cwvercrowding plays a key role in allocation of
equipment and resources are not enough for
the growing number of patients

According to all participants, compliance with the NCS is seriously hampered by the shortage of
financial and other resources. The participants indicated that the implementation of the NCS was not
accompanied by efforts to ensure that the hospitals and clinics are well resourced so that the KPAs
can easily be implemented. The shortage of resources in hospitals is therefore one of the major
impediments in the implementation of quality standards.

LACHK OF ADEQUATE SUPPORT FROM HOSPITAL MANAGENENT AND PROVINCIAL DEPARTMENT OF HEALTH

Hospital A

One cleanerworks in more than two wards
per day which affect cleanliness atthe
hospital, requestsfall on deaf ears

Lack of supportvisitfrom the provincial DoH
and Office ofthe Health Standards
Compliance (OHSC)for support andfeedback
to work on recommendations forimprovement

Hospital B

lack of gupport on budgeting for the replacement of
hospital BP monitors and ageing eguipment as the
processes are not supported by the tendering
procedures that are used by the Department of
Health to procure eguipment

Hospital =stacked with eguipment that is not
functional but counted being awvailable in number
and which affects their work as no eguipment is
procured because on paper there is enough
egquipment

Results shows that eighty percent (80%) of the respondents in both hospital A and B raised a concern
with the lack of adequate support from hospital management and the provincial department of health
{DoH). Healthcare workers are forced to work within the minimal resources at the same time explicitly
expected to meettargets on implementing the six KPAs of the NCS.
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e — e ——
POOR COMMUNICATION TO GUIDE POLICY IMPLEMENTATION AND COMPLIANCE

E;ifpf.r{;ﬂ in the dark about happening of the poor dissemination ofinformation to all staff
members

Poor feedback on performance from ) o
management and grievances There is notwo-way communication between

There is an element of working in silos as managers and staffrather giveninstructions

anyone for his/her business and responsibility withoutthem airing out their views to
shifting and blaming management

Inputs/suggestion or concerns are not

considered

The fact that a good number of the paridpants did not understand the MCS and also did not receive proper
training shows thatthere iz a huge communication gap inthe system
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ANNEXURE T: SNA PPT

WMAPPING PROGESS FINDINGS
Hospital A Hospital B

* Participants were specificin naming = Grouped the actors according to department
individual actors by title and level of rather than individual key functions e.g. CEQ
rezponsibility office/EXCO

» CEOQ has an open door policy forthe staffand

works direcily with the GAManager and * |mplementation ofthe guality standards is

menitored by the seniorteam

pharmacy
* Individual actorsare held accountable for the * The CEO interacts with QAmanager during
elements for which they are responsible EXCO meeting

CEQ as a senior manager at hospital A was porfrayed as being hands-on and deals directly with the
relevant department whenever there is an issue of concern in facilitating the implementation and
compliance of the six KPAs of the NC5 whilke at hospital B QA department only interact directly with
CEQ during EXCO meeting

SIZE OF THE NETWORK

= Seven actors who were part of the bounded = Sixactors who were part of the bounded network
network = Metwork comprised of the CEO of the hospital,
» Metwork comprizsed of the hospital CEOQ, members of the execufve commitiee of the
nursing matrons, operational managers of the hospital {EXCO) which induded all deparmental
hospital unitz, a pharmacist, a gqualty managers of the hospital and CEO. quality
assurance manager, nurses and a cleaning gssurance manager, assistant direckors of
manager nursing, operaticnal managers and the support
staff

In hospital A the support staff was considered to be isolted from the network that influences
implementation of six KPAs of the NCS while in hogpital B support staff was included in the network,
Az much as hospital B had invohed frontline staff, the network fuzed the key players as a team
(EXCO) which could limit accountability on the part of individual and thus create structural holes and
bottlenecks and hospital A each key function is assignedto individual actorforaccountability.
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STRENGTH OF THE RELATIONSHIPS BETWEEN INDIVIDUALS

Hospital A Hospital B
= (A manager has strong relation with the CED as the : L
chare 3 chartest path inz triangle = * Strength of relationships is deplaved between
= CEO ako has a close tie short path) and relation with the QA manager, CEC and EXCO
the pharmacy manager also symbolises strong relation = (& manager and the CEQ share a short part
= (A manager and pharmacy have the longest path in a which signify a close tie and strong relation

triangle which signify weak relation
. Furthemnors, phsrmasy and the oparstionsl manager = (1A manager share the longest path with the
= = = E = = = =hags N . . N .
share the shortest path which portrays a strong relation EXCO which indicate weak tie and relation

Strong relation enables open and constant comimunication for the  overall mplementation of the sk KPs of the
NCS. The QA maneger in hospital A does not have a direct Ink with the operational menagsr and the relationship s
thersiore wesk. Hospital A, A menager has a sirong relation with the C5D and have direct communication. Hospital
B, A manager has a stirong relation with the CED however, they communicate indirecthy and only during morithly
EXCD mesting

RECIPROCITY ASACTOR'S PERCEPTIONS OF A RELATIONSHIP

Hospital A Hospital B
= Study revealed that (LA manager ig the key

actor perceived by other actors in the network
to be responsible for the imple mentation of the

* (14 manager is the key actor in facilitating the
implementation ofthe gquality standards

quality standards *» There ig a bidirectional communication
) ) ) . beteeen the CEQ and the EXCO however
= Supported by reciprocal relationship '».-.'.rth ?h& QA manager accounts to both the CEQ and
CEQ and the pharmacy where commun ication the EXCO
i& bi-directional in supporting the availability of
medicing

Both in hospital Aand B, the QA manags facitate and give adviee an the guality Standards implementation and the
CED approves funding of resources 1o comiply' 1o such standarts. As such, there 5 a simong emphasis on ompliance
o the individuel standards such as phammacy standands in hospital A and thersfore the CED and the pharmnecy
actors comimunicate directly. While in hospital B, emphasis and decisions on oompliance is only done duning EXCO
medting &5 resporsibiily isassgnad accomding 1o oEanaeraim.
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