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Introduction

The 1994 African National Congress (ANC) Health Plan! outlined
a vision for postapartheid health-system transformation founded
on equity; this demanded radical system re-structuring, and was
eventually translated into the 2003 National Health Act (NHA).2
The 1996 Constitution,® meanwhile, gives national and provincial
governments concurrent responsibility for health care, and the NHA
gives the provincial health minister the responsibility to consider
“any matter to protect, promote, improve and maintain the health
of the population within the province”. Thus provincial governments
are both responsible for implementing national health policies and
have the authority to develop health legislation for consideration
by the provincial legislature. Yet since 1994, there appear to have
been no specific analyses of provincial health-system development,
notwithstanding an early report on provincial health-department
restructuring® and a few cross-provincial analyses around particular
health services.>®

This chapter reports on ongoing research being conducted in
the Western Cape (WC) to understand this province's particular
experience of health-system transformation since 1994. The focus
is on the system as a whole, including governance and resourcing
functions, rather than on a particular health service. The research
is being undertaken collaboratively by the authors of this chapter,
a team of WC provincial health managers and researchers. This
chapter is the first output of the larger project. It presents a descriptive
but detailed overview of health-system development in the WC since
1994, highlighting critical dimensions of this experience.

Methods

The chapter draws on research data generated through document
review (of strategic and annual plans and reports, and other
relevant material); analysis of routine data and the District Health
Barometer; two workshops held separately with urban- and rural-
based provincial health managers; a set of detailed, key-informant
(KI) interviews (with respondents from the provincial Department of
Health (PDoH) at various system levels; respondents from outside
the Department; and respondents with national experience); and
short interviews with respondents with longterm experience in
the WC health system. Through these processes, we have so far
engaged with a total of 73 health-system actors in reconstructing
and gathering perspectives on the experiences of the 1994-2016
period. The researchers have led data collection and analysis, but
the whole team has met consistently to plan, reflect on and consider
early data analyses. Key-informant interviews were conducted with
informed consent, and respondents’ confidentiality and anonymity
have been protected by the researchers. Qualitative data analysis
entailed a broad thematic analysis, with relevant coding, and
triangulation across respondents and across data sets (including
document reviews and quantitative data). Ethical clearance was
provided by the University of Cape Town.

Findings
The situation facing the Western Cape in 1994

The WC inherited quite a different apartheid legacy from that of
the other provinces. It was one of only two provinces that elected
a codlition government, led by the National Party, and one of the
two provinces in which the new administration was created out of
a single, and fairly wellfunctioning, former bureaucracy (the Cape
Provincial Administration (CPA)). It also had a legacy of socio-
economic advantage, with the second-highest income per capita
and the highest human development index,” which translated into
better health indicators, e.g. the WC provincial infant mortality rate
was more than 1.5 times lower than the national average in 1994

(27 per 1 000 live births versus 48 per1 000 live births).®

In terms of health services, the WC had a global reputation for
innovative and high-quality hospital care and had significant
‘academic health capital’, in the form of three universities offering
a wide range of health professional training (including two offering
medical training). In resourcing terms, the province had the highest
public-sector health expenditure per capita across provinces (twice
that of the national average?), as well as the highest availability
relative to population of clinics and public-sector doctors and nurses,
and the second-best availability in terms of acute public hospital
beds. The inclusion of private-sector resources slightly improved the
WC's relative resource availability (e.g. from an eight to nine-fold
difference in doctor availability compared with the province with the
lowest availability”).

Nonetheless, as health services nationwide had been seen as
“instruments of the state in achieving apartheid goals”,'° this also
left its imprint on the WC.

First, the hospicentric nature of healthcare provision nationally was
particularly evident in the WC. In 1992/93, 60% of total provincial
hospital expenditure was spent on academic and tertiary-level acute-
care hospitals (72% when tuberculosis (TB) and special hospitals are
included'"), compared with 58% spent on academic and tertiary
hospital care nationally.” The extremely limited provision of lower-
level care placed particular pressure on the three central hospitals
— highlighting the need to strengthen hospital services outside Cape
Town.ob.11

Second, similar to the situation nationally,'? public healthcare
provision in the WC was severely fragmented between multiple
authorities, preventive and curative services, and along racial lines,
with particular consequences for primary care in Cape Town.c
Private health care, meanwhile, largely targeted the higherincome
and white population, although in rural areas private, parttime
District Surgeons were contracted on a fee-for-service basis to provide
curative primary care fo ‘State patients’ in their own surgeries.® 13

Third, the racism permeating the WC provincial health sector was
exemplified by the fact that none of the racially divided administrative
authorities specifically took responsibility for healthcare provision to
the black population, which had no residential rights in Cape Town

a Key-informant interview 22 August 2016.
Key-informant inferview 6 September 2016.

¢ Timeline mapping workshop with the PDoH, Cape Town 16 December
2015.

d  Key-informant interview 24 June 2016_a.
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prior to 1994.9e£12 Heqlth care was “segregated on every level,
through our human resources and everything”® even down to the
minutiae of hospital administration: “every hospital had pink and
green folders on a racial basis”.4

Overall, therefore, in 1994 there simply was no ‘health system’ in
the WC province when judged against the now widely used World
Health Organization (WHO) definition of the term: “a coherently
organized set of services and people seeking to promote, restore

or maintain population health in a particular geographic area”.'4

A 20-year perspective on Western Cape health-system
development

Within the context of broader political and economic change, as
well as national health-policy imperatives (Figure 1), three successive
provincial health strategy documents have guided WC health-sector
transformation since 1994 (Table 1).

The 1995 Provincial Health Plan closely mirrored the ANC Health
Plan! in its emphasis on implementing a primary health care (PHC)
approach and supporting the integration of health within wider
social development. More specifically, the 1995 plan (Table 1)
proposed a service-delivery model based on comprehensive
primary care services, led by clinical nurse practitioners (CNPs),
organised within district sub-units integrating previously vertically
organised health programmes, with referral pathways to district and
regional hospitals. A specific intention was to ensure that use of
academic hospitals and other ‘supra-regional’ services would be

e Key-informant interview 30 August 2016.

f Key-informant interview 1 December 2016_a.

Figure 1:

1994 - 1999

President Mandela
Min Dlamini-Zuma

1999 - 2004

President Mbeki
Min Tshabalala-Msimang

1994/6: Removal of user fees
1996: Essential Drugs List

1999: Public 2004: National Health
Finance Act 2003 promulgated
. Management
1994/5: Inter-provincial Act

reallocation of resources

1995: Voluntary severance
package (Black Friday)
2002: European Union
funding secured to support
HS development nationally
1997: Termination of
Pregnancy Act 1997

1994 1996 1998 2000 2002 2004

1996: Introduction of Growth,
Employment And Redistribution
(GEAR) programme
2001/2: HIV
conditional grant programmes
1995: Nurses strike

1994.: 1997: White Paper for the
Public 4 ansformation of the Health
Service ransformation of the Heal

Act System in South Africa

1996: Constitution of the Republic of South Africa

Key: CHW : community health worker
NHI : National Health Insurance

2004 - 2009

President Mbeki/Motlanthe
Min Tshabalala-Msimang/Hogan

EPWP : Extended Public Works Programme
OSD : occupation-specific dispensation

The Western Cape health system

“limited to what is essential and no more”.!! In this early period,
PHC services were strengthened through national initiatives (Figure
1), while over 120 primary care clinics were renovated and built,
and over 1 000 hospital beds were closed, as the proposed ‘size
and shape’ of the post-apartheid provincial health system was put in
place.9h Realisation of the HIV and AIDS burden also led the PDoH
to trial delivery of the AZT (zidovudine) short-course regimen in
1999, despite wider governmental AIDS denialism™c Antiretroviral
therapy (ART) was later rolled out across the province, supported by
donor funding (Figure 2).

The appointment of a new Head of Department (HoD) in 2002 and
the national requirement to develop a Service Transformation Plan
stimulated the development of the second provincial health strategy
(Table 1). The goal of the Comprehensive Service Plan (CSP) was

“d the hedlth system to

to “reshape, reprioritise and re-engineer
ensure that people received care at the correct level, thus enhancing
the overall affordability and efficiency of the system. Provincial
respondents judged that the CSP “concretised” the PHC philosophy
of the 1995 Plan, enabling the “reorientation” of the provincial
health system by providing a “roadmap” for decision-making.
Supporters of the CSP said that, “it galvanised us, focused us, gave

us some direction ... [It was] used for taking everybody along with

us” bk

g  Key-informant interview 20 October 2016.

h Key-informant interview 12 December 2016.
i Key-informant inferview 24 May 2016.

i Key-informant inferview 2 September 2016.
k Key-informant interview 19 August 2016.

Critical contextual factors influencing provincial health system development

2009 - 2014

President Zuma
Min Motsoaledi

2014 - 2018

President Zuma
Min Motsoaledi

2011: NHI Green

Paper and National 2015: NHI White Paper

Core Standards
'2,?0:;’\] 9 point 2014; Office of
D:partr::lt::f Health Standards
Health priorities) Compliance
2008: Global economic crisis
2006 2008 2010 2012 2014 2016 2018

2006: EPWP supports CHW

2015: National Health Council
directive: all clinics to reach

2008: Doctors’ strike ‘ideal status’ within 3 years

2007: OSD nursing
implemented

Economic Factors

2009: OSD doctors Human Resource Factors
implemented

National Health Policies

HS : health system

Source: Timeline mapping workshops with the PDoH, Cape Town 16 December 2015 and Worcester 11 July 2016; WC Annual Reports.
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Table 1:

1995 Provincial Health Plan

HealthCare 2010 + Comprehensive

Comparison of the three Western Cape provincial health strategies after 1994

HealthCare 2030

Service Plan (CSP)

Vision/Mission | “To promote and maintain the optimal
health of all people in the WC province
through the integration of health within
the broad context of social reconstruction
and development, and by ensuring the
provision of a balanced health system and
all related services”

Key drivers Move towards PHC approach and

decentralisation of health services
Optimal service to be provided within
budget limit

Improve quality and financial
sustainability of health services

Key thrusts:

District Health
Service (DHS)
with District

Hospitals (DH)

District Management Team will
have responsibility for planning and
management

Community-level services will

* encompass local CHC, linking to
clinics and other services, offering
comprehensive package of care, led by
clinical nurse practitioner and formally
accountable to community;

® be organised within sub-units of
districts, with clear referral pathways to

district and regional services. by NPOs

Vertically organised programmes will be
integrated into comprehensive services at
each level.

DHs to be upgraded

Key thrusts: Rationalise and restructure highly
specialised services in academic
hospitals; reallocate resources to PHC,

district and regional services

Hospitals

Strengthen regional hospitals outside
Cape Town (George, Paarl, Worcester) to
filter upwards

Grant

Key: CHC : community health centre NPO : non-profit organisation

Secure basic access to quality services
for the whole population of the province,
whilst tackling the changing burden of
disease (HIV and AIDS and TB) and intra-
and inter-provincial inequity

Build on 1995 Plan

Reshape health services towards:
90% contacts at primary level, 8% at
secondary level, and 2% at tertiary level

Metro DHS (Cape Town) will comprise
four sub-structures, each with its own
management team, reporting to the
District office

Community-based services, including
TB and HIV, to be managed as integral care
component of DHS but provided mainly

Two new DHs to be built in Metro, and
regional hospitals to be converted to
district hospitals

Retain all three academic hospitals, each
with the critical mass of level 2 and 3 beds | delivery platform; will continue to
needed for teaching purposes

Across the province, reduce level 3 beds
and increase level 2 and 1 beds

Number of level 3 beds determined by
funding through National Tertiary Services

“Achieving optimal health outcomes of
the population requires robust upstream
interventions by the whole of society and
a high-quality, comprehensive health
service”

Maintain service-delivery shape of
HealthCare 2010/CSP

A systems approach to health-system
development

Move from curative paradigm to one of
prevention, promotion and wellness,
adopting a patient-centred approach
Focus on values of caring, competence,

accountability, innovation, responsiveness
and respect (CAIR?)

District level to enable service delivery,
integrate decision-making and be
accountable to provincial level

Strengthen focus on prevention and

Five rural districts will be divided into sub- ' promotion within PHC; and strengthen
districts, with sub-district management
led by DH medical superintendent and care
hospital to support CHCs and clinics

rehabilitation services and mental health

TB management integrated within
primary, home and community-based

Manage tension between vertical
programme structure and integrated
service delivery

Small DHs to provide full package of care

Central hospitals integral to service-

advocate for adequate conditional grant
funding

Level 3 and large DH (level 1) to offer mix
of bed types to meet needs of immediate
population

General specialist (level 2) hospitals to
offer outreach and support to DHs

PHC : primary health care

Source: Provincial Health Plan 1995, HealthCare 2010,'% and HealthCare 2030.16

Significant steps in District Health System! (DHS) development were
made in line with the plan (Table 1 and Figure 2). In 2005, all
primary care services in rural areas were brought under provincial
management within new health districts. In Cape Town, DHS
management structures were established and new managerial
appointments made in 2009/10. The reclassification of some level 2
hospitals also strengthened the DHS, and as broadly envisaged in
the 1995 Health Plan (Table 1), construction of two new District
Hospitals began in under-served areas in Cape Town, alongside
regional hospital upgrades (Figure 2). DHS human-resource
development included extending the CNP cadre, appointing family
medicine physicians, and developing community-based services
by contracting with non-governmental organisations (NGOs), in
part to employ community health workers (drawing on the external

| The term ‘District Health Services’ is used in some policy documents.
However, in this article, the internationally recognised term ‘District Health
System (DHS)" is used throughout.

resources of the HIV/AIDS Programme and the Expanded Public

Works Programme).cm

Within hospitals, however, there were operational challenges
in implementing the CSP’s ‘ideological’ efforts to distinguish
between level 2 and 3 care, as part of a drive to contain overall
hospital expenditure and protect resources for PHC and the
DHS.i"e Meanwhile, the strengthened focus on efficiency and cost
containment was both praised and criticised.

The current provincial health strategy, HealthCare 2030, represents
the ‘third wave’ of provincial health reform. Although some PDoH
respondents see it as “too woolly” or “soft”, for others this strategy
is “aspirational”, “strategic” and will support “innovation” oi.Par

m  Timeline mapping workshop Worcester 11 July 2016.

=1

Key-informant interview 25 May 2016.
Key-informant inferview 24 June 2016.
Key-informant interview 15 June 2016.

Key-informant inferview 21 September 2016.

-~ 0O T O

Key-informant inferview 22 September 2016.
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Recognising that the detailed structure and resourcing guidance
offered by the CSP limited the flexibility needed to respond to
changing contexts, HealthCare 2030 deliberately adopted a
broad health systems approach and vision. Patient-centred care
and quality improvement are emphasised, as well as health
promotion and prevention, and the need for wider action to address
the social determinants of health. The strategy also highlights the
need for “dynamic and distributed leadership”!® to develop core
organisational values and nurture employee potential. As the
outgoing HoD noted in his foreword, the CSP “had not focused
adequately on many ‘people issues’, related both to patients as well
as to the staff ... [but] continuous improvement in patient experience
can only be achieved with caring and engaged staff”.16

Two interlinked and noteworthy dynamics underpinning the
WC health-system development over time are: (i) reshaping the
health-service platform, including the role of academic hospitals,
while containing budget growth; and (i) changing relationships
between the PDoH and the universities and clinicians. In the context
of considerable economic constraints® (Figure 1), the budgetary
principle underlying the 1995 Health Plan was ‘cut and grow’ — that
is, services and expenditure at tertiary level had to be cut to reduce
overall expenditure and allow reallocation towards, and growth
in, primary care and rural services.9 This approach fed into the
CSP and its focus on separating level 2 and 3 hospital services to
protect resources for PHC, alongside the strong push for efficiency
improvements. Budgetary re-allocations inevitably had potential
impact on the health professions’ training role of the tertiary
hospitals, and indeed the 1995 Health Plan initially proposed
the creation of one faculty of health sciences by merging training
activities across the three universities. Not surprisingly, resource
re-allocation away from academic hospitals met with considerable
resistance from university managers and clinicians. However,
over time, budget constraints relaxed, given average annual real
growth in the provincial health budget (conditional grants and the
equitable share allocation) of 5.9% compared with 5.6% nationally,
for 2002/03-2008/09.'8 The much improved relationships then
resulted in greater engagement by university staff and clinicians in
the development of HealthCare 2030, which acknowledged central
hospitals as integral to the provincial health system (Table 1).

Assessing the scope of health system transformation

Although they are different documents, the three WC strategies have
focused consistently on strengthening PHC and the DHS, and have
sought to develop a coherent and unitary provincial health system
offering accessible, equitable, good-quality, efficient and financially
sustainable services for all. The emphasis of the 1995 Plan on the
leading role of the public sector in the provincial health system has
been a sustained feature of health-system transformation, although
the private sector was acknowledged as a strategic partner in
HealthCare 2030.

In summarising key health-system developments, Figure 2 demon-
strates, firstly, that system change has been sustained over time
towards the overarching goals. Each strategy document sought to

s Resulting from: the nationwide apartheid debt inherited in 1994;
implementation of the Voluntary Service Package agreement (leading to the
loss of 6 000 provincial health posts, including 30% of all nursing posts'”);
resource battles between sectors within the new provincial government; the
health-sector decision to re-allocate resources from better to less well-
resourced provinces; and the budget discipline introduced by the Growth,
Employment And Redistribution (GEAR) macro-economic policy (Figure 1).

The Western Cape health system

build on the previous one (Table 1), while introducing new emphases.
Respondents within and outside the PDoH commented that leadership
stability and depth also “made a considerable contribution in
the ability to move the ship in a predetermined direction”.9 Two
of the four HoDs during this period served for nine and 12 years
respectively, and the 2015 senior management team together had
over 150 years of WC health-management experience.© Strong
technical leadership has been supported by what respondents from
different vantage points perceive as an appropriate demarcation of
boundaries and roles between the HoDs and the more frequently
changing political heads; in the province, “the administration is the
administration and the politics is the politics”.P Budget growth'®
together with strategic use of external resources has also enabled
health-system development, alongside efficiency improvements
resulting from robust management.d+

Secondly, Figure 2 shows how system-wide this transformation has
been: every building block of the health system'4 has been touched
by change. Strengthening PHC, in particular, required not only
infrastructure development across levels of care, but also health-
workforce and pharmaceutical-management developments, backed
up by new roles for higher-level hospitals, governance changes and
strategies to leverage additional resources and improve resource
use efficiency. Efforts have also been made to develop a system
that offers comprehensive health care, rather than strengthening
specific health programmes towards particular disease-control
goals (although the HIV/AIDS programme was initially organised
vertically, and HealthCare 2030 notes the contfinuing need to
manage this fension).

Thirdly, the need for system-deep transformation has also been
recognised, in line with international thinking (Figure 2).19:20
Beyond the ‘hardware’ developments of infrastructure, service-
delivery models, resource allocations, human-resource/drug-supply
innovations, and organisational changes, attention has been paid
to developing the health system’s ‘software’ — both the ‘tangible
software’ of routine managerial processes and the ‘intangible
software’ of values and norms.?'

Significant attention has been paid, particularly from the CSP era, to
instituting planning and management processes that have sustained
system-wide implementation of strategic policy directions and
initiatives. Respondents outside the Western Cape see the province
as one where there is “almost military precision” in terms of policy
implementation, and in which managers are “held to account quite
deliberately”.” The opening of two new District Hospitals in Cape
Town is noted as an indication of this capacity to implement planned
change over time.! Working within national frameworks, annual
strategic planning and review and monitoring processes have also
been implemented, linked to Annual Performance and District Health
Plans. Quarterly monitoring and evaluation processes, meanwhile,
now support review of service-delivery targets and allow reflection
on wider research and specific PDoH challenges. Bringing system
actors together within and across levels, these various processes
were, moreover, judged by respondents to be “very powerful for the
whole department” in allowing people to think about the system as

t Key-informant interview 28 October 2016.
u  Key-informant interview 30 November 2016.

v Key-informant interview 1 December 2016_b.
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Figure 2:

Clinical Nurse Practitioners
become mainstay of PHC
facilities

ARV pilot in
Khayelitsha Provincial ARV

rollout

Pharmacy Provincial ARV
Assistants rollout for
introduced PMTCT

Chronic drug
distribution system

Key events in Western Cape health-system development, 1994-2016

Strengthening of rural
regional hospitals

Opening of Khayelitsha &
Mitchells Plain District Hospitals

Clinical specialists appointed
in regional hospitals

developed in the

Metro DHS
Upgrading & extension Appointment of Rehabilitation
of PHC chnlc_s and Community Health Family Physicians workers introduced
closure of hospital beds
. Worker programme
across province e
C2AIR? Club Challenge
1994 - 1999 1999 - 2004 2004 - 2009 2009 - 2014 2014 - 2016
1995 Provincial Health Plan HealthCare 2010 (Comprehensive Service Package) HealthCare 2030

(1994 - 2002)

Province assumes
responsibility for
rural PHC

Secured external funding
for ARV programme

Process of developing & reviewing
Annual Performance Plans and
Reports instituted

Secured additional
funding for OSD &
rural provincialisation

Electronic health
information system
(Sinjani) introduced

Leadership & Governance
EMS

Service Delivery provincialisation

Health Workforce
Medical products, vaccines and technologies
Information

Financing and budget management
ARV : antiretroviral

EMS : emergency medical services
OSD : occupation-specific dispensation

Key:
PHC : primary health care

C2AIRZ: Club Challenge, a change-management initiative

(2003 - 2013) (2013 - current)

Clinical clinical
governance
committees

Development of a data centre )
& unique patient identifier Geolgraphlc
service areas
established

Approved post
list introduced
Establishment of

Metro DHS &
substructure Health Impact
offices Assessment Unit

Essential Supplies
List introduced

Family
physicians

DHS : district health system
PMTCT : prevention of mother-to-child transmission of HIV

Source: Timeline mapping workshops with the PDoH, Cape Town 16 December 2015 and Worcester 11 July 2016; WC Annual Reports.

a whole.2k¥ Information-system development, including the use of a
unique patient identifier across all service platforms, has supported
these processes, as has the development of in-house public-health
expertise (since 2011, based within the Health Impact Assessment
directorate).ciw

Financial management has, meanwhile, been strengthened by an
internal audit function and relevant management tools. The Approved
Post List (Figure 2), for example, has enabled hospital and district
managers fo make decentralised decisions about the use of their
staffing budget, while retaining tight control of the total departmental
budget. “As a non-inancial manager, and as a CEO, you could
actually understand and manage your finances and staffing, and |
found that fantastic”.™ Total spending is now regularly within 1-2%
of total budget, and in 2015/16 the Western Cape DoH received
its 12th consecutive unqualified audit from the Auditor-General??
(whereas the average number of unqualified audits achieved by
other provinces for the nineyear period 2004/05-2012/13
ranged from seven to zero23).

Another area of tangible software development is the engagement
of clinical expertise in system-level decision-making, notwithstanding
some concerns that this engagement has reduced over time.ik
Family-medicine physicians now have clinical governance roles
at PHC level, although they struggle to balance these roles with
their service-delivery workload, and specialists based in regional
hospitals (level 2 clinical heads) co-ordinate and improve patient

w  Key-informant interview 9 June 2016.
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care across the service-delivery platform in their discipline. Working
through provincial clinical governance committees (PCGCs) they
have the opportunity o set and share clinical standards, feed into
wider policy development, and adapt national guidelines to the
local setting. However, these committees differ in their functionality
and effectiveness.ka Five Geographic Service Areas, organised
around the network of primary care clinics and district hospitals
that drain to a specific regional hospital, also bring clinicians and
managers together across organisational silos (including nationally
demarcated budget programmes) to “design the service fo look after
the population in that area”.i

Finally, each strategic plan has sought to develop the intangible
software needed to sustain PHC by supporting action to address
the inherited public-sector organisational culture.# The 1995 Health
Plan focused on “ridding the department of this apartheid thing”d
while giving practical content to the principles of health-system
equity and responsiveness. HealthCare 2010 then provided a
framework to operationalise these principles, and emphasised
strong rational planning and robust processes of managerial
accountability. HealthCare 2030 has focused attention on  staff
experiences of alienation and disempowerment, the need to
strengthen values-based and distributed leadership, and the need
to change organisational culture (Figure 2).24 However, achieving
such change is a very difficult and long-term task. For example,
there is still limited diversity in the demographic profile of the PDoH
managerial cadre, with only two black managers among the more
than 50 director-level managers.
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The achievements and limitations of health-system and an increase in the share of total health expenditure. However,
transformation in 2015/16, the percentage of total expenditure on the DHS was

still lower in the WC (39%) than the national average (45%),

Respondents working across the WC health system have certainly albeit higher than Gauteng (32%), a province that inherited @

experienced and perceived systemic changes. Although the similarly large complement of academic and tertiary hospital beds.

continuing fragmentation of urban PHC services between the Importantly, the WC resource reallocation has been achieved while

PDoH and City of Cape Town remains a critical challenge, the maintaining spending within budget limits.

sense of many is that: “undoubtedly, district health services have

been strengthened ... and also there’s more of a sense that [district  In tandem, there have been significant (real) increases in WC per
hospitals] should be doing more and we should understand what ~ capita expenditure on the DHS and PHC (the latter slightly above the
they are doing, and the regional hospitals are big and | think overall ~ national average) and utilisation of district services.” Over a 12-year

even that the central hospitals are actually doing more of what they ~ period (1999/2000-2010/11), there was a 60% increase in PHC
are supposed to be doing as well”.i Over time, as a respondent from  utilisation, at a rate higher than population growth.z
outside the PDoH noted, there have been “reasonably systematic

Similarly, analysis of routine data over the last five years shows a
attempts to make [the system] less divided and less unequal”, and y Y 4

Y B steady increase in the use of district hospitals, relative to regional
now there are “decent facilities for poor people” .* . . - . .

and tertiary/central hospitals, where utilisation has remained static
These experiences are reflected in wider data on system-level  (Figure 4). These utilisation patterns are likely, moreover, to have
change. Figure 3 shows the human and financial resource re-  offered particular access gains for poorer groups, given the wider
allocation towards the DHS (Programme 2) that has been achieved,  evidence that district hospitals are preferentially used by these

indicating both an increase in overall expenditure (in real terms)  groups in South Africa.?> A shift towards district hospital utilisation

x Key-informant interview 13 June 2016. y  Akey driver of increased expenditure has been conditional grants for HIV
and AIDS and TB.
z  The declines in PHC headcounts in recent years are possibly due to new

community-based service-delivery platforms and chronic-disease dispensing.

Figure 3:  Western Cape resource reallocation to the DHS and PHC: number of employees, proportion of total health and per capita
expenditure relative to national trends, and headcount per annum
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Figure 4:  Western Cape district hospital utilisation and efficiency: utilisation relative to central/tertiary and regional hospitals; bed
occupancy rate, and costs per patient day equivalent, relative to national trends

Hospital utilisation

Expenditure per Bed occupant

(health care encounters = casualty visits + outpatient visits + administration) patient day equivalent rate (%)
(district hospitals)
60 000 R2 500 9(
40 000 N ~ \ / s
B i 8
R2O00 g 1 | s eesweet
20000 |
7(
00 000
R1500 — _———
80 000 6(
60 000 R1000 —
5(
! L] pay o
4ooooﬁv,-j,_wf.. W & \.. .,.g,\‘wﬁ./\
y V R500 —
4
20000
Ot T I B B e et RO — 3(
2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

2011/04/01
2011/06/01
2011/08/01
2011/10/01
2011/12/01
2012/02/01
2012/04/07]
2012/06/01
2012/08/01
2012/10/017
2012/12/017
2013/02/017
2013/04/017
2013/06/01
2013/08/017
2013/10/017
2013/12/017
2014/02/017
2014/04/017
2014/06/017
2014/08/017
2014/10/017
2014a/12/017
2015/02/017

@ 34 DH

e
x
I

@» o TBH o e e GSH 4 Regional

DH : district hospital
RXH : Red Cross Hospital

BOR : bed occupancy rate
PDE : patient-day equivalent

Key:

GSH : Groote Schuur Hospital
TBH : Tygerberg Hospital.

BOR WC I BOR National Average e @ PDE National Average esss=s PDE WC

OPD : outpatient department

Source:  WC Annual Reports (2005-2014), District Health Barometer (2005-2014), WC Routine Facility Data (2011-2015).

is also reflected in growing bed occupancy rates, while the cost
per patientday equivalent (PDE) remains below the national level,
suggesting greater efficiency than other provinces.®

Three nationally accepted service-delivery indicators for which there
are robust data and that reflect on system performance also show
how DHS investments have been translated into improvements in
programme coverage and outcomes, even if globally accepted
targets have yet to be reached in some instances.

1 The Western Cape has mirrored and exceeded the national
trend of increased early antenatal care (ANC), with the ANC
Ist visit <20 weeks rate rising from 39% in 2005 to 66% in
201426

TB cure rates (new smear-positive) have been consistently
around 80%, compared with the 74% national average in
2013, but still below the WHO target of 85%.2¢.a¢

By the end of 2015, close to 290 000 people had been
initiated onto ART in the WC, with 210 000 remaining in care.
Retention rates in the ART programme are between 80% and
85% at 12 months (compared with the WHO target of 90%),
declining to between 63% and 69% at 48 months (with each
new cohort showing lower retention levels). (Authors’ analysis
of WC Routine Facility Data)

aa  The steep increase in cost per PDE in 2009 coincided with the advent
of occupation-specific dispensations and greatly increased salaries of

professional staff (Figure 1).
ab

ac

In this period, antenatal care was also introduced by local government.

In 2013, the TB loss-to-follow-up rate (8%) in the WC was higher than the
national average (6%).
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Yet despite the improvements, many respondents noted that the WC
health system still faces critical challenges of health and health-
care inequity. Although decreasing over time, disparities in infant
and underfive mortality across WC districts persisted in 2013.27
There is also variation between districts in total health spending.
In 2014/15, spending per uninsured/dependent person was 1.5
times greater in the City of Cape Town Metro DHS, where 64%
of the provincial population reside, than in most rural districts.
Meanwhile, spending variation within Cape Town was judged as
likely to ignore greater health needs in Khayelitsha, and perhaps to
reflect worse access to lower-level care in Eastern, Klipfontein, and
Mitchell’s Plain sub-districts.2®

Many respondents were also concerned that the provincial (and
national) PHC model remains bound by its past — it is an acute-care,
service-delivery model not well oriented to tackling the growing
non-communicable disease burden or supporting wider action
to address the social determinants of health.xad.a.ee Respondents
judged that re-orienting the PHC model will require the strengthening
of multiple relationships within the system, " and will have to confront
organisational barriers to learning and risktaking - both the
continuing dominance of a ‘biomedical’ perspective and the PDoH's
‘compliance culture’ (resulting from the focus on robust financial
management, as well as national financial and human-resource

ad
ae

af

Key-informant interview 16 September 2016.
Key-informant interview 26 September 2016.

Relationships between the patient and the system, health programmes and
wider service delivery, referral networks and service delivery and support
services.d*od
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policy imperatives). “We've gotten to the point where we are so
compliant that we can’t think anymore ... We lack agility.”?

The final widely identified challenge is the failure to establish
functioning processes of community engagement. While the
immediate post-1994 period was characterised by significant
popular engagement, the PDoH has subsequently been criticised for
relying too much on formal legislative frameworks and too little on
the ‘risky conversations’ needed to bring such frameworks alive and
build trust with the community.iP-b.og.r

Conclusions and lessons

Overall, given the breadth and depth of system change described
here, health-system development in the WC since 1994 can
appropriately be described as ‘whole system change’ - that is, a
series of inferrelated processes of adaptation and development,
working across the multiple levels of the system and engaging
multiple actors (adapted from Berta et al.2%). People working within
the system are also beginning to have a sense of themselves as part
of a larger whole that seeks constant improvement towards collective
goals. As one respondent noted, “I think we kind of have a system at
the moment that actually is performing as a health system that tries
to prevent things that cause trouble for it later on, rather than just
funding the trouble when it occurs” .k From the basis of fragmented
and hospi-centric services primarily offered in geographic settings
that best served the needs of the white elite, the provincial health
system has, therefore, become a system organised more rationally,
better meeting the health needs of the broader provincial population
and seeking to protect their healthcare rights.

Nonetheless, health and healthcare remain critical

inequity
provincial challenges. Perhaps also, as some respondents suggested,
more could have been done more quickly to tackle the legacies of

the past, especially given the inherited healthcare and bureaucratic
capacity.

What wider lessons can be drawn from this experience?

Firstly, strengthening PHC is nationally3%-3" and internationally!9-32.33
recognised as being essential in working towards health and
health-equity goals. However, it requires change at each level
of the health system, so that ultimately the system as a whole is
geared towards the primary level, through clinical support and
referral chains that back it up. District/regional hospitals play
a particularly important role in a strong, equity-oriented health
system,33 together with the integration of vertical health programmes
within both service delivery and management.34.35 Effectively
managing wider partnerships — such as with the NGOs involved
in home and community-based care in the WC - is also necessary,
together with changes in organisational culture that value PHC.1?

Three continuing challenges for the WC service-delivery model
highlight additional lessons for PHC re-orientation elsewhere:

> the need for new PHC models better oriented to the wider
health and social challenges facing populations in the 21st
century;!%34

> relatedly, the development of inter-sectoral partnerships, and,
recognising their vital role as a health resource, multiple forms
of patient and community engagement;'%34.35 and

ag  Key-informant interview 19 September 2016.

The Western Cape health system

> innovative action to address the health challenges of
particularly vulnerable groups and communities.33:34

Secondly, as recognised internationally,343¢ leadership and well-
functioning bureaucracies are needed to drive the necessarily
longterm processes of health-system development. Together
they underpin the sustained implementation of coherent visions,
and enable system-wide and system-deep change; in addition,
leadership is needed to leverage political commitment.33:34.3¢ The
WC experience shows that health-system development is shaped but
not necessarily bound by the legacies of the past. Leaders must take
advantage of windows of opportunity to bring about change, while
engaging with key health-system stakeholders; particular attention
must be paid to clinicians, managing their possible resistance to
change and drawing their particular perspectives into wider system
decision-making.35.3¢

Separating and balancing political and bureaucratic leadership
is another important governance factor, as is developing strong
technical and managerial capacity by establishing  district
management structures with delegated decision-making power,
and deepening management capacity across levels.31:3¢ The WC'’s
financial management innovations reflect wider lessons about the
importance of strong planning and budgeting processes, and the
importance of ensuring accountability.343¢ However, as noted in
the WC, strong central control of health-system change runs the risk
of limiting innovation and risk-taking within the system. In complex
systems, enabling forms of leadership that encourage continuous
learning and new relationships between support services and
service delivery are increasingly regarded as essential for system

change, 437 and are new imperatives for the WC.1¢

Finally, using a wide array of publichealth evidence in decision-
making is important in driving health-system development, providing
a shared basis for decision-making across the system and offering
feedback loops to support change.!?34-3¢ An important next step
for the WC is to develop new forms of monitoring and evaluation
that take a whole-system perspective — extending beyond services
and programmes to system functions, drawing in a wider range of
perspectives and knowledge, and considering not only what but
also how health-system change is unfolding.
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