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ABSTRACT 

This research was undertaken primarily to establish the challenges which impede the 

efficient and effective implementation of Health Governance Structures in South Africa . 

The study utilises Participatory Action Research methodologies to overcome 

implementation challenges in the North West Province of South Africa . 

Extant literature was reviewed to ascertain the gaps which have a major influence on 

the implementation of the Health Governance Structures. It was established during the 

literature review that community participation is widely accepted as a desirable feature 

of any health system. It is considered to be an important aspect of developing and 

fostering effective governance at various levels of the health system (Boulier, 2007). 

Good governance has been a fundamental tenet of South African health care since the 

advent of democracy in South Africa . The National Health (Act No. 61 of 2003) , makes 

provision for formally-constituted , broad-based governance structures which include 

community representation at various levels of health care service delivery. 

It has been confirmed by varied literature that although efforts aimed at improving 

service delivery in the civil service is a universal concern , it is of particular importance in 

developing countries because of the crucial role that civil servants play in 

developmental endeavours. Effective governance of the health system is critical to 

ensure both access to quality health services and accountability about the health 

services to communities. 

The study was conducted utilising the Participatory Action Research (PAR) method . In 

the first phase of the Participatory Action Research , quantitative data was collected as a 

baseline of the problem. During the second phase of the research , reflective diaries and 

participation observation were used by focus groups and the researcher to collect data . 



This adopted method provided Health Governance Structures and managers of the 

Department of Health new opportunities to reflect on and assess their performance; to 

explore and test new ideas, methods, policies and guidelines; to assess how effective 

the new approach was ; to share feedback with fellow team members and to make 

informed decisions about which new approaches should be included in the practice of 

managing Health Governance Structures. 

Participants collectively analysed qualitative data applying themes and coding . They 

ultimately developed an Action Plan which was later implemented and evaluated . The 

research revealed that major factors that mitigate against effective decentralisation in 

the decentralised health system include inadequate funds , lack of qualified personnel , 

inadequate logistics and equipment, poor interpersonal relationships , lack of 

transparency and a high rate of illiteracy (Sakyi , et al., 2011 ). 

This study has demonstrated that a PAR approach can be successfully utilised as an 

instrument to transform the manner in which service is being rendered to the community 

by the Department of Health , with the involvement of the communities . 

The aim of the research was not only to build theory but to address serious challenges 

that existed when implementing the Health Governance Structures (HGS) and to ensure 

that there is improvement in the manner health care is delivered in the North West 

Province . Most participants appreciated this exercise. It has not only enhanced the 

participants ' knowledge and understanding about the challenges of each focus group 

but also enriched professional and community practices of each and informs best 

practices henceforth . 
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CHAPTER 1 ORIENTATION 

1.1 INTRODUCTION 

The Implementation of the Health Governance Structures in a decentralised health system 

is currently a topical issue. More so in South Africa , where it forms part of restorative 

measures in each sphere for each province since 1994. After the apartheid legacy, the 

mandate of the democratic government to all provinces was to configure Integrated 

Development Plans whose role is to make strategic plans that comply with the mandate of 

the Department of Health in all spheres of government. This plan must involve all 

stakeholders , and have a paradigm shift in the planning discourse and its operational 

phase as it is supposed to be a coherent plan to improve the quality of life for all . 

The inequities of apartheid are well documented ; they are evidenced in the past service 

delivery that is pigeonholed into race , colour and sex. However, good governance 

according to democratic principles can only be achieved through effective community 

participation . The Health Governance Structures in South Africa have not been immune to 

all the challenges that faced other sectors. It is with this in mind that this Participatory 

Action Research sought to explore and interrogate strides made in Health Governance 

Structures thus far and identify challenges and propose a way forward in situ (Global 

Health Governance, 2002) . 

Health Governance Structures in South Africa that include Clinic Committees, Hospital 

Boards, District Health Councils and the Provincial Health Council are establ ished with the 

purpose of ensuring that communities participate at local , district and provincial levels. 

These are established to serve as a voice from the grassroots that conveys all the needs 

and aspirations of the communities to the highest levels of government. This 

decentral isation is the most essential approach to convey inputs of the communities from 

central government to subnational levels of government such that there is felt change all 

round , especially the quality of health care for all which is the subject of this investigation 

(Handbook on Health Governance, 2004) . 

Internationally, currently health systems have recognised the significance of public 

accountability and are made a top priority of assisting countries to improve the quality of 

health care . Third and Fourth World countries have , however, lagged behind in providing 

quality health care services for their citizens . 



The health sector is one that requires strengthened accountability to the public since the 

negative health outcomes affect the fibre of those communities and societies (Health 

Policy and Planning Advance Access , 2012) . 

Community participation is now an integral part of all policy development in South Africa . 

This is in compliance with the Declaration of Alma-Ata of (1978) which the apartheid 

system never heeded . Varied proclamations after the advent of democracy, like the White 

Paper on Transformation of the health systems in South Africa of (1997) , detailed the 

importance first of the provision of health services and where the communities take active 

part. South Africa has also adopted and ratified various international policy documents, for 

example, National Health Insurance Policy to inform its best practices (Padarath and 

Friedman , 2008) . 

These policies encourage women and children as well as vulnerable and under-served 

groups to take part in all systems that relate to health and their well-being . The other 

method used is the community-based information systems which have been developed to 

assist with facilitation and categorisation of felt needs and to monitor the acquisition of 

intervention strategies, identification of locally-determined needs and to monitor the 

achievements thereof: 

• Norms and Standards for PHC Framework of (2003); 

• The Comprehensive HIV and AIDS Management, Care and Treatment Plan for 
South Africa. 

However, the National Health (Act No. 61 . of 2003) details how official bodies should be 

created to enable various Health Governance Structures to interact. The structures which 

should be established include the National Health Council which is chaired by the minister. 

The members comprise of Members of the Executive Council (MECs) for Health and 

various stakeholders (Padarath and Friedman , 2008) . 

The nine provinces of South Africa are expected to establish Health Governance 

Structures such as District Health Councils in various district municipalities. This is done to 

ensure co-ordination of the planning of health services. 

One of the key structures which are provided for in Section 42 of the National Health (Act 

No. 61 of 2003) is the establishment of Clinic Committees . Provinces are expected to 

develop legislation to regulate the establishment of such committees . 



The North West Province has since 1997, promulgated the North West Health , 

Development Social Welfare and Hospital Governance Institutions (Act No. 2 of 1997) with 

the purpose of addressing issues relating to participation of community members in health 

service delivery by proposing the establishment of the Health Governance Structures. 

Despite the existence of policy documents and legislation that guide the process of 

community participation in the health sector, there is still a dearth of information on how 

these various structures are currently functioning. It is not discernible whether they actually 

function as originally envisaged or otherwise. The impact that they are making is still not 

known . 

It is now evident that policies and legislation alone are not sufficient to bring about 

changes in the implementation of the Health Governance Structures in the decentralised 

health system. To circumvent the limitations of legislation , managers of clinics , hospitals 

and sub-districts frequently establish these structures and allow them to collapse without 

ensuring that they are functional and that they add a meaningful contribution to the vision 

and the mission of the department. 

The National Primary Health Care Facilities Survey (NPHCFS) which was conducted in 

(2003) by the Health System Trust has revealed that three out of five Clinic Committees or 

Health Centres Committees are in existence. It was reported that 35% of these structures 

held meetings in 2009 and the figure has remained static since 2000 (Padarath and 

Friedman , 2008) . 

Since the promulgation of the National Health (Act No. 61 of 2003) and the Provincial Act, 

namely; the North West Health , Development Social Welfare and Hospital Governance 

Institutions (Act No. 2 of 1997), information is lacking on how these structures are currently 

functioning . This is despite the policy document and legislation that exist in the public 

health sector. This study aims to provide an updated account of the existence and 

functioning of all Health Governance Structures specifically in the North West Province. 

This study also aims to investigate and explore the challenges in the implementation of 

Health Governance Structures in the decentralised health system in the North West 

Province. It further intends to identify factors that either facilitate or impede the 

implementation of Health Governance Structures from performing efficiently and 

effectively. 



Another aim of the study was to assess the functioning and effectiveness of Health 

Governance Structures in the form of the Provincial Health Council , District Health 

Councils , Hospital Boards, Community Health Fora and Clinic Committees. Additionally, 

the investigation sought to examine and explore different forms and the relative strengths 

of information exchange mechanisms between Health Governance Structures and the 

community, in relation to the delivery of quality health care services ; and to assess the 

extent to which these structures have contributed to the achievement of organisational 

goals , especially in improving participation of the community in health care services and 

improving quality health care in the decentralised health care system. 

The need for the researcher to investigate and explore challenges of implementing Health 

Governance Structures in the decentralised Health System was informed by the 

unsatisfactory current state of participation of Health Governance Structures at the local, 

district and the provincial levels. The report from the North West University (Mafikeng 

Campus) on the Consultative Forum held on the 14-15 June 2011 themed "Strengthen 

Health Governance" established that there was lack of accountability from management 

and the Health Governance Structures, which was said to lead to poor quality of health 

care service delivery. One of the critical factors raised was the need to encourage 

participation of community leaders to promote awareness of health issues (Consultative 

Forum Report, 2011 ). 

In addition , the Office of the Executing Authority, namely the Member of the Executive 

Council (MEC) was continuously receiving complaints from the community members when 

attending public meetings, known as imbizos. 

The complaints concerned the unsatisfactory quality of health services including the non

availability of drugs at the clinic level ; the shortage of health professionals such as doctors 

and nurses, especially in rural areas and the shortage of clinics in areas where the 

community believed that there was a greater need for such facilities (Consultative Forum 

Report, 2011 ). 

Some of these problems were perceived to be attributed to a failure by the Health 

Governance Structures to inform the community about how the Department of Health 

operates from the clinic level to the provincial hospital level , that is , the hierarchy of 

services . 



Poor accountability of Health Governance Structures to the community and a lack of 

capacity and knowledge of how the Department functions , were said to contribute to the 

perception that the Department of Health was not delivering as expected to the people. 

There is an inherent lack of accountability on the part of Health Managers to ensure that 

these structures are fully functional , hence the need for the researcher in investigating and 

exploring the challenges of implementing the Health Governance Structures in the 

decentralised health system, with the aim of finding solutions to address the identified 

problem, as a matter of urgency. 

This research was crucial since 1994 as the South African health system had been 

grounded apartheid divisions characterised by geographical and racial disparities, resulting 

in disjuncture and duplications rampart in the health sector. In its plan to segregate all the 

aspects of the South African society fully , the Government of the day had established 

"ethnic homelands". These were supposedly identical semi-autonomous bodies that had to 

provide health and the rest of the public services on behalf of national government in each 

tribally demarcated homeland . There was thus a health department in each homeland 

which operated independently of any other. 

Not only did they struggle to provide satisfactory medical health care for most citizens , 

they were as poorly organised as they were incompetently and ineffectively managed. 

The National Health Plan which was presented to the South African parliament in 1994, 

detailed the fundamental restructuring of the South African national health system. The 

plan envisioned to address the fragmentation of the health services and consolidate it 

under a single Health Ministry. 

It also intended to decentralise the organisation and management of health services 

through a well co-ordinated district health system, as well as establish Primary Health 

Care Centres which would ensure easy access to health care services. After eighteen 

years into democracy, which can be regarded as quite a long time , the South African 

people can be said to be justified in demanding better quality health care . It is evident that 

the apartheid regime can no longer be a scapegoat for poor service delivery. 



1.2 RESEARCH PROBLEM 

Hernon and Schwartz (2007) state that "the problem statement should not be general and 

irresponsible, but it should state clearly what the researcher aspires to study, the 

importance, benefit and justification of the study. It should give the reader an answer to the 

questions of "so that" and "so how". Hernon and Schwartz (2007:308) further state that "in 

social research, a problem statement should lead the reader into the study. It should 

clearly state the originality of the study, the study focus and the benefit of the study to the 

population affected by the problem". The Problem Statement explained hereunder 

explained the originality of the problems of the management of the Health Governance 

Structures in the North West Province which is in line with the views of Hernon and 

Schwartz (2007). 

The report of the Consultative Forum for Strengthening Health Governance Structures 

clearly stated serious problems concerning the effectiveness of these structures in 

enhancing the quality of health care in the North West Province (Consultative Forum 

Report, 2011 ). In 2008 a service provider was contracted by the Provincial Department of 

Health to investigate public participation or stakeholder participation in the entire province 

with the aim of making managers in the districts aware of the importance of community 

participation in the delivery of health care service and , most importantly, the involvement of 

the Health Governance Structures in assisting the Department to deliver quality health 

care services to the communities. A cross sectional survey was conducted and the results 

of the survey were not satisfactory. 

Over the years several attempts have been undertaken to reform the services to improve 

on the provision of quality health care. However, problems in health care service delivery 

increase on a daily basis . This could be due to the fact that communities were not aware of 

how the Department operates. The way in which services that were being rendered was 

not disseminated to the communities due to the ineffectiveness of the Health Governance 

Structures. 



1.3 OBJECTIVES OF THE STUDY 

The overall objective of this study was to investigate and explore challenges in 

implementing the Health Governance Structures in the Decentralised Health System, 

using Participatory Action Research (PAR). Specifics of the objectives of the study were 

to : 

• Utilise Participatory Action Research to assess the implementation of Health 
Governance Structures in the North West Provincial Government Health 
Department. 

• By using Participatory Action Research , establish strategies and models to assist 
managers to implement the Health Governance Structures . 

• Examine the form and relative strengths of information exchange mechanisms 
between District Managers, Health Governance Structures and the community in 
relation to the delivery of quality health care services, using Participatory Action 
Research methodology. 

The results of the study are to be adopted to advance solutions to the challenges in the 

implementation of Health Governance Structure in the decentralised health system. 

1.4 JUSTIFICATION OF THE STUDY 

The Department of Health required significant interventions which would assist in 

managing the implementation of the Health Governance Structures in the North West 

Province. However, the question that arose was whether the Department of Health , with 

the mammoth tasks of an increased burden of diseases , shortage of skilled health workers 

and the global recession , had the capacity to rise to these challenges. 

Despite these challenges , the Department of Health intended to render accessible , 

equitable and integrated good quality health care by implementing a national plan called 

the "10 Point Plan 2009-2014". Priority number one of the 10 Point Plan requires the 

Department of Health to provide strategic leadership and to create a social compact for 

better health outcomes. One of its key activities is to mobilise the leadership structures of 

society and communities to assist with the revitalisation of the primary health care 

approach , rolling out critical health issues such as the National Health Insurance (NHI) and 

the re-engineering of Primary Health Care (Annual Performance Plan , 2011 -2012: 5). The 

implementation of the 10 Point Plan will require effective community participation so that 

the communities can own these plans. 



Literature review has indicated that the issue of accountability to the public remains a 

critical aspect in the health system, both nationally and internationally. 

This is particularly true because governments, especially in developing countries, have in 

most cases failed to deliver adequate services to their citizens . Community participation is , 

therefore , an effective approach of strengthening public accountability where users of the 

general public in health services are directly involved . 

The government has invested noteworthy resources in attaining the rewards of community 

accountability both as a process and an improved outcome of health service governance. 

Data is now expected on the effect of this intervention and its outcomes at the grassroots 

level (Health Policy and Planning Advance Access , 2012) . 

The use of Health Governance Structures proved to be a viable and fruit bearing option in 

increasing the level of participation of all (North West Health Consultative Report, 

2013 :10). 

As reported in the Health System Trust report of (2008, 15), though a climate conducive to 

public participation was created , no guidelines were given to direct the process and 

implement the process; inherent insufficient resources and limited human capacity of the 

Health Governance Structures still incapacitated in fulfilling their new roles and 

responsibilities to the fullest (Padarath and Friedman , 2008). 

A desirable feature of any health system and the sign of successful governance at various 

levels of the health care system, is discernible community participation. 

The South African health care guided by the National Health (Act No. 61 of 2003) , has 

provided for constitution of the broader based Health Governance Structures. These 

structures, which would include representation of communities at various levels of health 

care, would hold the health care system accountable and ensure access to quality health 

care services. 

The results of this study will inform recommended solutions to the challenges in the 

implementation of the Health Governance Structures in the decentralised health system. 

This study seeks to contribute to the knowledge and data by analysing the impact of 

Health Governance Structures in the health system in the North West Province . 



The primary intention of the study was to investigate how the Health Governance 

Structures represent and respond to community interests. 

The aim of the study was further, to evaluate methods and the degree to which 

communities are included in the processes of health service planning and resource 

distribution . A second aim was to describe the composition and functions of the Health 

Governance Structures and to examine the form and relative strengths of information 

exchange mechanisms between Health Governance Structures and the community in 

relation to the delivery of health care services . 

1.5 SIGNIFICANCE OF THE STUDY 

The important part of the study is embedded in the significance thereof. The reader should 

be convinced that there is a need to conduct the study due to its importance. The 

argument should be built using the significance of the study that the study is important for 

theoretical perspectives, policy issues, practical concern or social issues that affect 

people's lives on a daily basis. The study intended to generate new knowledge that will 

advance the discourse of managing the implementation of the Health Governance 

Structures. 

This study would go a long way in advancing appropriate interventions which will 

strengthen the Health Governance Structures that would contribute to an efficient and 

effective health care service delivery. 

The study will assist health management in all the provinces to develop interventions 

which will assist in improving the implementation of all Health Governance Structures and 

will support them in playing a more meaningful oversight role and ultimately improve health 

care services in the country. 

Finally, this study should be seen as a contribution to the recommendations and views 

regarding the envisaged transformation of the health sector and the implementation of the 

re-engineering of primary health care and the introduction of the National Health Insurance 

(NHI) . Potential benefactors of the study include the Departments of Health , both at the 

provincial and national spheres of government, municipalities , community members, 

academics and researchers in the field of business and public management. 



It will also assist all government Departments in South Africa as they have similar 

structures, for example, Community Policing Forums and School Governing Bodies. The 

resu lts of the study can be used as a basis that can be adapted to fit any particular 

situation and improve the structures in situ . 

1.6 SCOPE AND LIMITATIONS OF THE STUDY 

Marshall and Rossman (2009) defined the limitations as "matters and occurrences that are 

in the study which are out of the researcher's control. They limit the extensity to which the 

study can go , and sometimes affect the end result and conclusions that can be drawn . The 

limitation of the study was "derived from the conceptual framework and the design of the 

study". 

The researcher states that this was a research project primarily in public administration 

and governance and not in health policy. The researcher was mindful of the fact that there 

might be limitations of time and resources because all the districts were used rather than 

focus ing on a single district and generalising the results. This was deliberate because the 

four districts are not necessarily similar in terms of socio-economic issues, geographic size 

and the degree of rural-ness . 

The North West comprises of four districts with 20 District Health Council members ; 18 

hospitals with 18 members per Hospital Board ; 18 sub-districts with 18 per sub-district 

governance structure and 277 clinics with, each Clinic Committee having five members. 

Some members of the Health Governance Structures from the sample partially responded 

to the survey instrument due to the level of literacy. 

Some managers in the Department of Health did not respond to the survey instrument in 

time or completely due to apparent lack of interest in the Health Governance Structures. 

1.7 ETHICAL CONSIDERATIONS 

The ethics of science concern what is wrong and what is right in the manner the research 

is conducted . "Because scientific research is a form of human conduct, it follows that such 

conduct has to conform to generally accepted norms and values" (Mouton , 2001, 238). 



Ethical issues arise from the researcher's interaction with other people , other beings (such 

as animals) and the environment, especially at the point where there is potential or actual 

conflict of interests. In many cases , what is right for one person might not be so for another 

person . 

In some cases , doing the right thing might involve placing the greater good ahead of 

specific benefits that might accrue to the researcher. In many cases, ethical choices 

involve a trade-off or compromise between the interests and rights of different parties . 

Approval was sought and obtained from the Head of Department to conduct research in 

the Provincial Department of Health as it would be beneficial to both the researcher and 

the Department. Issues of confidentiality were handled by detailed clarification of what the 

entire research was about, in terms of its purpose, data collection , methods and 

publication of results. Ethical clearance was obtained from the Ethics Committee of the 

Provincial Department of Health before conducting the research . Anonymity of the 

participants in the study, where required , was observed . 

According to Saunders et al (2007:178), "research ethics refer to the issues relating to the 

formation of research questions, research design , and access to respondents , the data 

collection methods, the processing and storage of data and the reporting of findings in the 

morally responsible way". 

The study comprised of acquiring information on the nature and the levels of community 

participation that exist in the Health Governance Structures. Participants were informed 

that the study is voluntary and were also informed about the nature of the study. 

Participants were further appraised of the nature of confidentially of all evidence 

information that would be gathered and that only the names of the Health Governance 

Structures as respondents would be used for administrative purposes. The analysis or the 

final report would not capture the names and that the information that would be collected 

would be used only to strengthen the management for the implementation of Health 

Governance Structures in the North West Province. Participants were also informed that 

the study would not offer direct benefits (Padarath and Friedman , 2008). 



1.8 DEFINITION OF KEY CONCEPTS 

It was necessary to define the key concepts utilised in the study. This importance of the 

definitions lent a better understanding to members and officials who were beginners in the 

field of the Health Governance Structures as well as the professionals in the field. The 

definitions of the following concepts were considered : 

1.8.1 Community Participation 

There is a wide variety of terms and definitions that are associated with the terms 

"community participation", "community involvement" and "community involvement in 

health". As much as these terms appear to be synonymous, a specific context in which it is 

applied determines specific meaning . In the health sector, community involvement has 

been defined as a "process: whereby people, both individually and in groups, exercise 

their right to play an active and direct role in the development of appropriate health 

services, in ensuring the conditions for sustained better health, and in supporting the 

empowerment of communities for health development" (Padarath and Friedman, 2008). 

Community participation was defined in the Alma Ata Declaration of (1978) "as the process 

by which individuals and families assume responsibility for their own health and welfare 

and that for those of the community, and develop the capacity to contribute to their and the 

community's development. 

They come to know their own situation better and are motivated to solve their common 

problems. Identifiers would be used in the analysis or the final reporting stages of the 

project". 

With regard to this investigation the term 'community participation ' as implied by the 

definition adopted at Alma-Ata of (1978) will be utilised since this meaning is more 

inclusive of encompassing various kinds and steps of involvement; and while according to 

Padarath and Friedman (2008) community involvement refers to "a more specific type of 

partnership associated with completing a task or a particular project within a defined period 

of time". 



Literature review has revealed that for a good governance to be realised , co-production 

and involvement and co-operation of the end users is necessary in health. Transparency 

and accountability become important aspects which can be dealt with throughout society 

by the involvement of the public (WHO Regional Committee for Europe, 2011 : VIII) . 

The term "community participation" is generally understood "as the collective involvement 

of local people in assessing their needs and organising strategies to meet those needs". 

Further, more studies have indicated that community participation yields better health 

outcomes than complete lack thereof in any given situation (10th National Rural Health 

Conference, 2004) . 

The Research Council of South Africa (2002) states that "Health care planners should 

consider community participation as a viable way of ensuring accessibility and 

effectiveness in Primary Health Care Programmes". However, (Williams , 2007: 27) states 

that "there are several critical issues affecting the theory and practice of public 

participation in the health sector: representation as a core common concern not only who 

speaks for whom , but people come to represent themselves and their interest". 

Health care system benefits a lot from community participation. It is important to ensure 

that communities participate in issues which affect them , especially at the strategic level or 

when strategic decisions are taken including at the planning stage as the move will assist 

to legitimise the decisions (WHO, 1999). 

"The consultation and involvement of Health Governance Structures is seen as having 

benefits for both the communities and professionals, in particular the potential to increase 

democracy, empower people, mobilise resources and energy, develop holistic and 

integrated approaches, achieve better decisions and more effective services, and ensure 

the ownership and sustainability of programmes" (WHO, 1999). Research conducted by the 

School of Public Health indicated that in the new public health era , community participation 

is evidentially a highly influential component. 

1.8.2 Good Governance 

"Governance is the exercise of power or authority, political, economic, administrative or 

other, to manage a country's resources and affairs. 



It comprises the mechanisms, processes and institutions through which citizens and 

groups articulate their in terests, exercise their legal rights, meet their obligations and 

mediate their differences" (Good Governance: Guiding Principles for implementation, 

2000:3). 

"Good governance means competent management of country's resources and affairs in a 

manner that is open, transparent, accountable, equitable and responsive to people's 

needs" (Good Governance: Guiding Principles for implementation, 2000:3). 

Health system governance for improving health system performance, (2007: 22) 

unequivoca lly states that "Good governance is about making health systems work better. 

One component of this is accountabil ity". It is also a system where all stakeholders have 

an important role to fulfil; it is , however, always a misfortune that all are predisposed to 

maladministration , corruption , mismanagement, inappropriate practices and unethical 

conduct. 

The World Bank of (1994) introduced the term good governance "as a description of 

setbacks currently experienced in many countries, namely the weakness of public sector 

institutions and management, and as a basis for setting further lending conditionality". In 

other words, the World Bank put good governance as a condition for lending money to 

public sectors including the health sector. 

1.8.3 Health Governance 

"Health governance concerns the actions and means adopted by a society to organize 

itself in the promotion and protection of the health of its population. The rules defining such 

organisation, and its functioning, can again be formal or informal to prescribe and 

proscribe behaviour. 

Historically, the locus of health governance has been at the national and sub-national 

levels as governments of individual countries have assumed primary responsibility for the 

health of their domestic population" (Global Health Governance , 2002). 

There is an ongoing debate about demarcation or roles to be played by the public and 

private sectors such that an appropriate balance can be reached at different levels of 

governance and what structures and rules are actually needed to promote and protect 



human health (Global Health Governance , 2002) . " To create conditions in which all have 

the ability to be healthy, the shared health governance (SHG) model sets out a/locations of 

responsibility, resources and sovereignty to national and state governments and 

institutions, non-governmental organizations (NGOs), the private sector, communities, 

families and individuals themselves. In the view of health governance, ethical 

commitments are fundamental, in conjunction with institutions and policies" (Shared Health 

Governance, 2001 :32) . 

1.8.4 Governance 

"Governance refers to the way in which control is exercised over hospitals and other health 

services, and the powers vested in the governing body, in this case the health authorities, 

at district, provincial and national level to exercise such control" Padarach and Friedman , 

(2008) stated that health governance structures are established as a result of a society 

identifying the need to protect and promote the health of its population . These structures 

are formally constituted and can be labelled boards , committees or councils and are given 

roles and responsibilities. 

South Africa uses its own names to label health governance structures. They are referred 

to as Clinic Committees, Community Health Forums , Hospital Boards, District Health 

Councils and Provincial Health Councils . The purpose of establishing these structures is to 

ensure that the community get the quality health care services and are involved in the 

planning and delivery of health care services (Padarach and Friedman , 2008) . 

Padarach and Friedman (2008) stated that literature in Health Governance Structures , 

nationally and internationally, is inadequate and this has proven to be true . The inadequate 

information which affected Latin America was found to be lacking in theory and research 

on hospital governance. The same holds for South Africa where it is difficult to get 

information on these structures. 

There is limited literature on hospital governance in South Africa with one, prominent 

account being that penned by Ngwenya and Friedman (1995). 



Hospital Governance North West Health , Developmental Social Welfare and Hospital 

Governance Institutions (Act No. 2 of 1997), stipulate that, "the responsible member may 

constitute such boards as he or she may deem necessary in respect of provincial and 

specialised hospitals, orphanages and old age homes, and may assign a name to any 

such board" (Padarath and Friedman , 2008). 

1.9 RESEARCH DESIGN AND METHODOLOGY 

Th is section aimed to describe the proposed research design , sampl ing methods, data 

co llection methods as well as data analysis methods used for this study. It also provided 

motivations as to why these specific methods were selected . The research was conducted 

in the four districts. Letters of request to conduct research in these districts were sent to 

the re levant authorities to request permission to conduct the research . The letters 

indicated how the anonymity of participants would be handled and that any publication of 

information would require the permission of the researcher. 

The study utilised the Participatory Action Research method . It is a collaborative approach 

to inquiry or investigation that provides people with the means to take systematic action to 

resolve specific problems. 

It is a systematic approach to investigation that enables people to find solutions to 

problems they confront in their everyday lives. It seeks to engage the complex dynamics 

involved in any social ; context (Stinger, 2014:8) . 

Data was gathered from both primary and secondary sources through a record review at 

the Provincial Health Office and interviews with district managers, representatives of 

members of the Health Governance Structures focus groups. The researcher also 

employed structured questionnaires to solicit more information from participants. In 

addition to previous research and studies , data was co llected using both the external and 

internal documents, reports and legislations on the Health issues. A literature review, 

semi-structu red interviews and empirical data were utilised as well in this study. 

The literature review furnishes sources that relate to the study by setting parameters to it 

and the structured interviews provide detailed information that substantiates information 

gathered through the questionnaire. 



Sites were selected and purposeful selection of participants was carried out in relation to 

the study. The researcher adopted purposive sampling as all respondents mentioned deal 

directly with Health Governance Structures issues and the aim was to obtain a rich data for 

in-depth analysis thereof. 

Focus group interviews were conducted in order to tease out some of the underlying 

themes pertinent to the concept of Health Governance Structure as well as decentralised 

health system before developing a more robust but objective questionnaire. 

The empirical data provides insight into the actual situation that exists regarding the 

implementation of the Health Governance Structures in the North West Province . 

The strategy of phase one of inquiry that was pursued for this study was survey research . 

According to Leedy and Ormrod (2005:183) "survey research involves acquiring 

information about one or more groups of people by asking them questions and recording 

their answers. The information collected can be on attitudes, opinions and so on ". The 

ultimate goal for this type of research is to make inferences about the overall population 

based on the feedback from the sample . Survey research was appropriate for this study 

because it allowed the researcher and participants to make inferences about the 

population based on the responses of participants . 

The researcher and participants developed questionnaires that were administered to 

respondents being : four District Chief Directors , four Directors for Primary Health Care, 

four Directors for Hospital Services , nineteen Chief Executive Officers (CEOs) , 84 Clinic 

Managers, nineteen Sub-District Managers, (250) Health Governance Structures members 

(Chairperson , Deputy and two ordinary members per Hospital Board) and sub-district 

structures, Provincial Health Council members. Participants were representatives from the 

four districts of the North West Province , namely, Bojanala , Ngaka Modiri Molema, Dr. 

Ruth Segomotsi Mompati and Dr. Kenneth Kaunda. 

Raw data was inspected for clarity and completeness by coding and editing . It was 

envisaged that for the questionnaire data would have four Health Governance co

ordinators in various districts and two governance co-ordinators at the Head Office level , 

administered at a high level of completeness as the instruments. Data amassed was 

analysed utilising the statistical package for social sciences (SPSS/SP). 



The researcher programmed the computer to present the data in categories and summary 

measures such as tables , pie charts , and bar graphs. Tabulation was envisaged to assist 

the researcher understand the distribution of variables and determine some correlation in 

those key descriptive statistics. 

The qualitative method assisted in clarifying some of the issues that the quantitative data 

did not present clearly. The qualitative approach allowed the researcher and participants to 

test the validity of certain assumptions that were inherent in the theoretical formulation of 

Health Governance Structures. 

1.10 ORGANISATION OF THE THESIS 

The arrangement and the scope of the chapters are discussed hereunder: -

CHAPTER 1: ORIENTATION OF THE STUDY 

In Chapter 1 an orientation of the study is presented . The research problem was that the 

challenges in implementing the Health Governance Structures in the Department of Health 

in the North West Province negatively influences the quality of health care in the province. 

The main objective of this study was to investigate and explore challenges in implementing 

the Health Governance Structures in the Decentralised Health System. 

Justification of the study was that the Department of Health needed significant intervention 

which will assist in managing the implementation of the Health Governance Structures in 

the North West Province. 

The significance of the study was that the study would assist health management in all the 

provinces to develop interventions which would assist to improve the implementation of the 

Health Governance Structures so that they can play a more meaningful oversight role . It 

also gave defin itions of key terms, ethical considerations and the outline of the thesis . 

CHAPTER2: CONCEPTUAL FRAMEWORK 

Chapter 2 covers a theoretica l foundation of the existing body of knowledge of health 

governance structures. This chapter covers the historical overview of the health system in 

South Africa . 



Legislation governing the health system, including the Health Governance Structures is 

discussed as is the district health system in relation to community participation . Key 

challenges of the health system are identified in this chapter. 

CHAPTER 3: DECENTRALISED HEAL TH SYSTEM 

This chapter covers Health Governance Structures in the decentralised health system. It 

further covers the concept of good governance and the principles of good governance in 

the health system and the theory underpinning community participation . This was 

completed to identify gaps in the existing body of knowledge , and to establish existing 

areas which had been insufficiently researched . 

CHAPTER 4: DESIGN AND METHODOLOGY 

In Chapter 4 the appropriate design and methodology used for data collection is described . 

It necessitated the employment of Participatory Action and Learning Research and 

quantitative validation was added to strengthen the findings of the research . 

The process as outlined in the Participatory Action was employed . The knowledge gained 

during the first phase of the research process was used to initiate the second phase of the 

action research . Consistency of focus groups and themes were maintained throughout the 

research . In the quantitative method , the raw data as collected in the first phase was 

processed through the SPSS system, and the SPSS (Statistical Packaging for Social 

Science) output was input into the tables. 

CHAPTER 5: ANALYSIS AND INTERPRETATION OF DAT A 

The research findings from Participatory Action Research and empirical data analysis and 

reporting are presented in Chapter 5. Results from PAR and empirical data were 

presented . The PAR necessitated that for each cycle participants had to develop an action 

plan which influenced further action and planning . Reflective diaries and the researcher's 

observation are part of the PAR tools which were used to collect the data . The findings 

were discussed in detail. Four objectives as presented in Chapter 1 were responded to in 

this chapter. 



CHAPTER 6: CONCLUSIONS AND RECOMMENDATIONS 

This chapter covers an overview of the research results , conclus ion drawn from 

investigative questions, recommendations , possible contribution to the study, limitations of 

this research , recommendations for further research , evaluation of Participatory Action 

Research and the final conclusion . 

1.11 SUMMARY 

An introduction of the study has been detailed in the first chapte r. The background of the 

study, the problem statement and the objective of the study has also been addressed . The 

justification as well as the significance of the study have been discussed. 

The chapter also provided an outl ine of the thesis according to the designated chapters 

and described the content of each chapter. Chapters 2 and 3 provide a historical 

background of the South African Health system, an overview of related literature to Health 

Governance Structures. 

They cover the contextual overview of community participation and good governance in 

organisational operation. This includes related studies in governance structures. 



CHAPTER 2 CONCEPTUAL FRAMEWORK 

2.1 INTRODUCTION 

Th is chapter explores the key theoretical assumptions of the concepts employed in this 

study to articulate a coherent theoretical framework. The chapter commences by 

presenting a historical framework of the health system in South Africa and its 

transformation in the new democratic era post 1994. The argument put forward is that for 

the researcher to explore health governance there is a requisite to explore the system first. 

This will then lead to understanding how the Health Governance Structure concept fits into 

the whole system of health . 

2.2 HISTORICAL OVERVIEW 

Barron and Fider, (1993) have traced the roots of a dysfunctional health system and the 

collision of the epidemics of communicable and non-communicable diseases in South 

Africa to policies from the various period of the country's history: from colonial subjugation 

apartheid dispossession , to the present post-apartheid period . Racial and gender 

discrimination , the migrant labour system, the destruction of family life , vast income 

inequalities and extreme violence have all formed part of South Africa 's troubled past and 

all have inexorably affected health and health services. 

A legacy of discrimination based on race and gender runs through the country's history. 

The country's infrastructure was moulded by the violent subjugation of indigenous people, 

appropriation of their land and resources , and the application of unjust laws that fo rced 

black people to work for low wages to generate wealth for a white minority . South Africa is 

also a country with a history of political resistance . After 82 years , the organised multiracial 

struggle against unjust rule finally won the day with the advent of democracy in 1994. A 

Constitution that establishes the foundation for democratic institutions and upholds wide 

ranging human right was introduced (Coovadia , 2009) . 

The history of South Africa is also characterised by discrimination based on race and 

gender. People were forced to generate wealth and were not rewarded accordingly. Unjust 

laws were applied across the board , the majority of the people were not provided with the 

necessary resources . 



South Africa managed to attain democracy in 1994 after 82 years . Before 1994, South 

Africa 's racially structured policies influenced the organisation of social life. It was a 

serious challenge to access most basic resources , especially those related to health 

(Coovadia , et al., 2009). 

Sanders and Chopra (2001 : 1) add that pre 1994, the status quo apart from being racially 

disaggregated was also overwhelmingly curative in its emphasis and highly unequal to the 

urban , rural , rich and poor communities. All responsibilities were still as fragmented as 

were former homelands structures. 

This fragmentation according to Coovadia, et al., (2009) is a significant aspect of the 

health services in South Africa . Due to the policy of segregation in this country, 

preventative and curative services were separated by the Public Health Amendment (Act 

of No. 23 of 1897). Another legislation , the Public Health (Act No. 36 of 1919), directed 

that the responsibility for hospital curative care should be taken by the four provinces while 

the responsibility for administering promotive care , should be taken by the local authorities . 

Coovadia (2009) further goes on to reiterate the depths of this dysfunctional fragmented 

health system that the Gluckman Commission (1942:44) tried to redirect. It made 

extensive recommendations which can be seen today as forerunners of community-based 

primary health care , which never saw the light of day when the Nationalist Party came 

into power in 1948 and fossilised the apartheid regime . 

Not only did the apartheid system further entrench this fragmentation of health care with its 

homelands system, it created health departments which acted separate from each other 

while totally influenced and controlled by Pretoria . By the eve of the demise of the 

apartheid era , there was a staggering total of 14 health departments in the South African 

health services, all focused on the hospital sector and mostly highly underdeveloped 

(Coovadia , et al. , 2009). 

Health services in the Bantustans are reported by Coovadia (2009) to have been 

systematically underfunded by 1986/87: Public sector health -care spending per head 

ranged from R23 (approximately $11) in Lebowa to R91 (approximately $45) in Ciskei 

(Bantustans) and from R150 (approximately $75) in Transvaal to around R200 

(approximately $100) in Natal province and the Cape Province respectively. 



It was only until the 1960s and early 1970s when these were taken over by the state. The 

backbone of the health system in the Bantustans was basically non-profit, missionary-run 

health-care (Coovadia , 2009). 

As of 1994 restorative policies and structures were introduced to turn around this status 

quo and create a unified national health system, one decentralised only in terms of 

management to geographically-defined districts, not by tribe or colour. 

Present day South Africa has a multiracial democracy. The black African is a majority of 

the population , holds a percentage of 79 ,2% , while the minority groups comprise of whites 

at 9,2%, coloured at 9,0% with the Indians group at 2,6%. Twenty one years after the 

dawn of democracy South Africa as a country is still not free from battling the legacy of 

segregatory laws as well as obstacles in advancing equity in development including those 

of bringing change to its institutions (Coovadia , et al., 2009). 

Three concurrent epidemics and health profile prevalent in the Southern African 

Development Community region are only evidenced in South Africa . Of note is that poverty 

related illnesses such as maternal death , malnutrition as well as infectious diseases are 

most common in South Africa. 

The second aspect is that HIV/AIDS contributed to a shortened life span of the majority of 

the population . Premature deaths and disability caused by violence and injuries also 

constitute another major contributing fact to this state of affairs . In its status as middle 

income economy, South Africa , however, has worse health outcomes than countries with 

an overall lower income (Coovadia, et al., 2009) . 

When a time for change was realised through a final resistance to oppression , it became a 

best investment for a healthy future. Social determinants of health and development, such 

as discrimination and stigma, subordination of women , poverty and inequality, violence 

and traditional practices , are one of the best practices in promoting health and reducing 

disease. 

Furthermore, a prerequisite for susta inable development and growth is not only good 

macro-economic policies , but requires an investment in good leadership, stewardship , and 

management of all services . 



Developing countries require even more innovative approaches especially to health 

service delivery to curb the scourge of both pandemics, communicable and non 

communicable diseases. 

Additionally , according to Coovadia , et al., (2009) records have shown that since the 

Mil lennium Development Goals baseline was set in 1990, child mortality has, however, 

increased in the twelve countries with South Africa experiencing the highest being 69 

deaths under the age of 5 years per 100 000 live births. Its mortality rate exceeds by far 

those of countries like Peru , which records 25 deaths per 100 000 live births with Egypt 

recording (35 deaths per 100 000 live births , Morocco recording 37 deaths per 100 000 

live births with Nepal at the tail-end with 59 deaths per 100 000 live births) . 

The new health system, after 1994, had to rise to numerous challenges many of which still 

persist to date . Well-conceived macroeconomic policies that form part of restorative 

measures in adversely contributed to entrenching economic disparities between races, 

despite the huge injection of socia l grants. When apartheid ended , the health system faced 

massive challenges , many of which still persist. Macroeconomic policies, fostering growth 

rather than red istribution , contributed to the persistence of economic disparities between 

races despite a large expansion in social grants (Harrison , 2009). The White Paper for the 

Transformation of the Health Sector in South Africa released in April 1997, details various 

policies developed to address a wide range of issues in the health sector. 

The White Paper lays out the vision of the Department of Health and the Ministry of 

Health. Some of the issues covered by the White Paper range from the mission and goals 

of the Department and the structure of the national health system to the role of non

governmental organisations and year 2000 health goals, objectives and indicators in the 

country. It also presents , as Harrison (2009) sums it up, that all that needs to be embarked 

on to correct the ills of the health system and proposes how the Department intends to go 

about the process of reconstruction . 

A new concept advanced in this paper is that of the district health system model which is 

seen as the most suitable method for sustainable delivery of the primary health care. 

National Department of Health Report, (2001 /2002) also confirms that the decision to 

decentralise the delivery of health care is in line with the overall national policy. 



There have , however, as Scrubb, (2011: 1) states, been ideologies inherited from the 

apartheid government that persist to hinder restructuring attempts in all spheres, including 

the health sector. 

There are added current economic drives like privatisation that also act as a new barrier to 

equitable health care delivery in South Africa . For example, the nation 's distribution of 

HIV/AIDS sees the black South African bearing the highest burden of this disease. Scrubb, 

(2011 :1) "argues that the current inability of the South African government to adequately 

address the HIV/AIDS epidemic is symptomatic of still-existing apartheid ideologies in the 

healthcare system, faulty public-private relationships, and structural gaps between health 

policy making and implementation". 

Transformation is now fully under way (Sanders and Chopra, 2006). Health ca re, however, 

still remains largely the liability of the state consequent to the high levels of inherited 

poverty and the subsequent high unemployment rate . 

The Department of Health is the overall overseer of the health care system in the country. 

A Health Charter of (2005) was configured by the department as a platform for 

engagement with all sectors in addressing issues of access , equity and quality of health 

services as well as other issues of broad-based issues. This platform has proven 

ineffective in integrating a transformed comprehensive health care. Weak leadership has 

led to ineffective implementation of what are often good policies. 

Exacerbating this is the fact that crucial aspects of primary health care have not been put 

in place and there is a perenn ial human resources' crisis facing the health sector. The HIV 

epidemic has not only contributed to accelerate these challenges . The new government 

still needs to address these issues as a matter of urgency if the Millennium Development 

Goals are to be achieved in South Africa . 

The researcher has examined the historical roots of the determinants of health in South 

Africa and the development of the health system through colonialism and apartheid to the 

current post-apartheid period . 

The historical dimensions of current problems of gender inequity and violence, the 

macroeconomic and socioeconomic contexts of health were also presented . 



Some of the failures in the health system governance of the post-apartheid era that have 

delayed progress in addressing this historical inheritance were discussed . These failings 

are the problems currently facing the country which are key to the health issues. 

2.3 THE SOUTH AFRICAN HEAL TH SYSTEM 

As alluded to earlier the South African health system that existed had never been meant to 

serve the whole population especially the black majority. 

Various scholars including Harrison (2009) have documented well how the inequities of 

apartheid denied half the majority of the population the basic rights which include the right 

to health . 

The new Constitution of the Republic of South Africa (Act No.109 of 1996) aimed to 

red ress these inequalities of the past by declaring that any South African of any colour, 

gender or creed , has the "right to have access to health care services, including 

reproductive health care; sufficient food and water; and social security, including, if they 

are unable to support themselves and their dependants, appropriate social assistance." 

(Harrison 2009). 

Health care for pregnant women , for example, was made completely free, while the cost of 

everyone is subsidised on a sliding scale based on an individual's financial position and 

ability to pay for a specific service. In 2005, the then-Health Minister Manto Tshabalala

Msimang introduced a draft Health Charter aimed at reducing some of the inequities 

existing in the health system. 

In that presentation , staggering inequalities existing in the health sector were exposed: 38 

million people were provided care for on less money than was spent on seven million 

people in the private sector, 75 and 80 percent of the population with limited or no access 

to health services. 

The HIV/AIDS pandemic that raged through the population for many years unchecked also 

compounded the issue of the provision of health services to a nation faced with a high 

unemployment rate, as well. The government only stepped in a year later by providing 

treatment to affected citizens. 



Coovadia , et al., (2009) states because of the disempowerment, underdevelopment and 

discrimination that had impacted negatively on the health system over a period of 

centuries , the key aspect of the democratically elected government was to address all 

these ills . 

In 1994 when the ANC's Health Plan was published , it immediately became the post

apartheid model for the health system change. Promotion of the concept of primary health 

care at Alma Ata was its precursor. This plan had its vision on a system based on 

community health centres in which children below the age of six years as well as pregnant 

mothers would be able to receive free medical , which would reflect the recommendations 

of the Gluckman Commission of 50 years earlier. The newly established government 

scored several successes. South Africa was amalgamated into one national , for the latter, 

and nine provincial Health Departments, for the former. In 1994 a new health system that 

abolished segregated health facilities was put in place and it is still the corner stone of all 

health policies (Coovadia , et al., 2009). 

2.3.1 Key events highlighting post-apartheid democracy. 

Two decades into democracy, Harrison 's (2009:20) statement that unfortunately so 

"quadruple burden of disease recogn ised: diseases of poverty (perinatal and maternal 

diseases), non-communicable diseases, HIV/AIDS (communicable diseases), and violence 

and injury lead the causes of mortality and healthy years of life lost"; still aptly defines 

South Africa . 

It should be noted that between 1996 and 2006 , the spending on medical schemes per 

head had risen from three times to six times more . Most general doctors preferred to be 

engaged in the private sector. 

The choice on Termination of Pregnancy (Act No. 92 of 1996) which legalised abortion , for 

example , as mentioned in Coovadia , et al. (2009) "improved access, and showed declining 

numbers in septic abortions and stabilisation in mortality from septic abortions in recent 

years". 



Pregnant women rights and those of children pertaining to nutrition and basic services are 

catered for by the National Health (Act No. 61 of 2003) and it also ensures that these 

groups are able to access free care throughout the public sector regardless of the fact that 

they are on medical care or not (Coovadia , et al., 2009). 

The Tobacco Products Control Amendment (Act No. 12 of 1999) essentially prohibited 

smoking in public spaces, was against tobacco product promotion, achieved its goal of 

reducing smoking. The spin-off was the increase in taxation . Legislation which targeted 

discrimination against mental health-care users, was addressed by the Mental Health Care 

(Act No.17 of 2002) . 

The National Health (Act No. 61 of 2003) as elaborated in Coovadia , et al, (2009) details 

the great strides made pertaining to women and children 's health. It entrenches their rights 

pertaining to nutrition and basic primary health care services. 

The report by Coovadia, et al. (2009) states that the ratios of doctor to patient shot up from 

1 :2427 in 1946 to 1 :1721 in 1976. In the Bantustans, in the early 1970s the ratio of doctor 

to population was estimated at 1: 15000 as opposed to 1 :1700 in the rest of the South 

African country. Because health services in the Bantustans had , as a rule , been 

deliberately underfunded , a significant percentage of doctors, 40%, worked in the private 

sector which increased to 60% by 1990. Doctor to patient ratios are also said to have 

increased from 1 :2427 in 1946 to 1 :1721 in 1976 and in the early 1970s: in the 

Bantustans, the doctor to population ratio was estimated at 1: 15 000 compared with 

1 :1700 in the rest of the South African country. Health services in Bantustans were 

purposefully underfunded. By 1980, 40% of doctors had migrated to engagements in the 

private sector. 

However, despite the evidenced Growth , Employment and Redistribution Strategy (GEAR) 

of (1996) , that identified government expenditure on social services as the primary 

mechanism for wealth distribution, from 1994 government expenditure decreased during 

the apartheid era (Coovadia , et al., 2009). 

According to Coovadia , et al., (2009) a minimum spending of government on expenditure 

on social services, especially health and education , was experienced in the 1990s but has 

improved in recent years. Social grants have benefitted from this improvement. 



It was astounding to realise that restriction spending was prevalent in the 1990s when 

there were challenges of massive inequalities and the challenges of the HIV/AIDs 

epidemic, as well as the failing education system. 

The National Department of Health Annual Report 2013/14 presents the structural 

arrangement and framework for the service sector, which is one more key highlight of 

post-apartheid democracy. It stands as follows in Coovadia , et al, (2009) :- . 

• National Department of Health is responsible for the development of national health 
policy. 

• Nine Provincial Departments of Health are responsible for developing provincial 
policy within the framework of national policy and public health service delivery. 

• There are three tiers of hospital such as tertiary, regional , and district. 

• The primary health-care system is a mainly nurse-driven service in clinics , which 
includes the district hospital and community health centres . 

• Local government is responsible for preventive and promotive services. 

• The private health system consists of general practitioners and private hospitals , 
with care in the private hospitals mostly funded through medical schemes. In 2008 , 
70% of private hospitals lay in three of the country's nine provinces, with 38% 
located in the Gauteng province (Johannesburg and Pretoria) alone . 

2.3.2 Statutory Bodies 

Statutory bodies for the health-service professions to support the above-stated health 

sector according to www.brandsouthafrica .com , 2007 include, to name a few:-

• Allied Health Professions Council of South Africa - Is a statutory health body 
established in terms of Allied Health Professions (Act. No . 63 of 1982) in order to 
control all allied health professions, promote and protect the health of the public. 

• Health Professions Council of South Africa - Is mandated under the Health 
Professions (Act. No. 56 of 197 4) to regulate registered health care practitioners . 

• South African Nursing Council - Is the body entrusted to set and maintain standards 
of nursing education and practise in the Republic of South Africa , established by the 
Nursing (Act. No. 33 of 2005) . 



It is important that these bodies are also held accountable through community participation 

to ensure that quality health care is maintained. And that can only be achieved when the 

department of health continues to engage the Health Governance Structures whilst 

delivering health care services. 

The National Health (Act, No. 61 of 2003), provides a framework for a single health system 

for South Africa. The Act provides for a number of basic health care rights , including the 

right to emergency treatment and the right to participate in decisions regarding one's 

health . 

The implementation of the Act was initiated in 2006. The North West, the Free State and 

the Gauteng Provinces are engaged in aligning their provincial leg islation with the national 

Act. 

Other legislation relating to health care , some recently passed , include laws which aim to : 

• Ensure all health establ ishments comply with minimum standards through an 
independent entity, National Health (Amendment Bill No. 15 of 2010) . 

• Make drugs more affordable and provide for transparency in the pricing of medicines. 
Medicines and Related Substances Amendment (Act No. 59 of 2002). 

• Regulate the medical schemes industry to prevent it from discriminating against "high 
risk" individuals like the aged and sick. Medical Schemes (Act No. 131 of 1998). 

• Legalise abortion and allow for safe access to it in both public and private health 
facilities . Choice of Termination of Pregnancy (Act, No. 92 of 1996) . 

• Limit smoking in public places, create public awareness of the health risks of tobacco 
by requiring certain information on packaging , and prohibit the sale of tobacco 
products to anyone younger than 18 years. Tobacco Products Control Amendment 
(Act No. 23 of 2007) . 

• Provide for the introduction of mandatory community service for nurses. Nursing (Act 
No. 50 Of 1978 as amended) . 

• Introduce a process to develop and redesign mental health services so as to grant 
basic rights to people with mental illnesses. Mental Health Care (Act No. 17 of 2002). 

• Allow non-pharmacists to own pharmacies, with the aim of improving access to 
medicines. Pharmacy (Act No. 53 of 1974) as amended . This came into effect during 
May 2003 . 



Other important developments in health care policy and legislation include: 

• The Health Professions Amendment Bill of 2006 

• The Traditional Health Practitioners Act No. 35 of 2004 

• Regulations relating to the Labelling and Advertising of Foodstuffs came into effect 
in May 2012, and aim to empower citizens to make healthy food choices . 

The World Bank report of 1993 states that "a district health system is based on primary 

health care is a self-contained segment of the National Health System. It comprises first 

and foremost a well-defined population, living within a clearly delineated administrative and 

geographical area, whether urban or rural. It includes all institutions and individuals 

providing health care in the district, whether governmental, social security, non

governmental, private, or traditional" 

The World Health Organisation Report (2009) further stated that "a district health system, 

therefore, consists of a large variety of inter-related elements that contribute to health in 

homes, schools, work places, and communities, through the health and other related 

sectors. It includes self-care and all health care workers and facilities, up to and including 

the hospital at the first referral level, and the appropriate laboratory, other diagnostic, and 

logistic support services". 

The WHO (1996) also stated that "the public health system was transformed into an 

integrated, comprehensive national service, driven by the need to redress historical 

inequities and to provide essential health care to disadvantaged (especially rural) people". 

In 2002 , however, it reported that "provinces and districts established a number of 

structures to co-ordinate and integrate the implementation of national, provincial and 

district health plans. 

Functional integration was strengthened to overcome duplication of services by provincial 

and local governments. The alignment of the districts to municipal boundaries was 

completed in most of the provinces and the problem of cross- boundary district 

municipalities was addressed'. These proclamations have set an international standard 

and a benchmark in health care . 

Another highlight were the improvements in primary health care and hospital levels as key 

drugs were made available in public facilities . 



Standard treatment guidelines and essential drug lists were expanded. Coovadia (2009) 

also lists various legislations which were developed such as the Health Professions (Act 

No. 56 of 1974) as amended, was passed to change the health professional council to be 

more representative of the South African population, the Medical Schemes (Act No. 131 of 

1998) was passed to establish the Medicines Control Council , which is a regulatory body 

for the medical schemes industry. This made it possible for the health insurance to be a lot 

more accessible and be of better value to populations, which were excluded previously. 

A mechanism was also introduced from 2007-2011, which was well received by the 

international community commending it was an example of a good policy. Significant 

strides in allocating resources equitably across the nation have been made. The disparity 

that existed between rich provinces such as Gauteng , and poor provinces, such as North 

West, has jumped significantly from a five-times difference in 1992/93 to a two-times 

difference in 2005/06 (Coovadia, et al., 2009). 

Several factors have been instrumental in impeding the new policy vision to reaching a 

greater height and they include poor management and the increased stress which resulted 

from the Aids pandemic and the revised spending by the health public sector. 

Coovadia , (2009) stated that "despite some widely documented successes, these has 

been said to include the ability to take the new policy vision forward which has been 

constrained by several factors. These have been said to include inadequate human 

resource capacity and planning, poor stewardship, leadership and management, and the 

increased stress on the public health system caused by the AIDS epidemic and restricted 

spending in the public health sector". In summary, South Africa has designated statutory 

bodies in place as has been detailed above. 

2.4 PRIMARY HEAL TH CARE 

South Africa , being one of the most stable countries in the continent, has health outcomes 

that do not tally with the image and rating. Its poor health outcomes mainly ascribe to the 

AIDS pandemic and tuberculosis together with a very weak primary health care system 

reflect health system challenges that South Africa has not been able to rise to. These are 

basically encapsulated in a weak primary health care system: inadequate access, poor 

quality and coverage of services , poor coverage and quality of services and human 

resources. 



Despite these realities , a District Hospital Service Package for South Africa document of 

(2002:3) states that "the District Health System has been adopted as the vehicle to deliver 

Comprehensive Primary Health Care Services in South Africa. These services include 

community-based services, services available at mobile and fixed clinics and community 

health centres. District hospitals also form part of the district health system in the new 

policy. This means that services provided in district hospitals will be fully integrated with 

services provided in primary care facilities". 

It is clear, therefore , that ways and means have been sourced and harnessed to 

strengthen services delivery at primary care stage. 

The primary health care cost has been discussed with this aim being moving from curative 

health to more cost effective health that focuses more on prevention , promoting health and 

rehabilitation , which works hand in hand with recipient communities . Home based care and 

community outreach thus become the back bone of this intervention . 

Naledi et al (2011) argue that PHC re-engineering is useful but not sufficient on its own to 

improve the health outcomes. There are other related determinants and incentivisors that 

need to be overhauled with it to maximize outputs. 

2.5 QUALITY OF HEAL TH CARE 

Quality health care is a desirable and is continuously aimed at the outcome in the health 

sector. Its evaluation has over the past few decades evolved into a dynamic modern 

science whereby patient safety, quality assurance, benchmarking and continuous quality 

improvement are the key factors. 

Improved quality has a positive impact on patient and staff satisfaction , improving the 

efficiency and effectiveness of healthcare provision in both the public and private sector, 

eventually leading to increased trust in the health system (Whittaker, et al. , 2011: 1 ). 

Whittaker, et al. , (2011 :8) state that licensing , certification and accreditation of healthcare 

facilities and their progressively evolving methodology is now an accepted scientific 

process. Accreditation programmes began slowly but have developed in many countries. 

Accreditation programmes are being implemented in Africa with some success depending 

on the level of management support and available resources. 



An increasing number of countries are developing quality standards and programmes to 

improve the quality of their healthcare services. 

The emerging African experience indicates that accreditation is achievable by a wide 

range of facilities, ranging from poorly-supported , rural Primary Health Care clinics to 

sophisticated public and private tertiary level facilities . A rewarding aspect of the change 

taking place in those clinics undergoing accreditation is the establishment of a culture of 

quality, identification of best practice protocols, and the drive towards continuous quality 

improvement (CQI) (Whittaker, et al. , 2011 :8). Whittaker, et al. , (2011 :3-4) state that since 

1993 a number of developments in the area of quality have taken place in the health 

sector. These are described in more detail below: 

Hospital and late primary health care (PHC) clinic accreditation was introduced in South 

Africa in 1993 at six pilot sites across the country representing public and private hospitals. 

By the end of 1995, 13 hospitals had completed the accreditation programme. 

The not-for-profit Council for Health Service Accreditation of Southern Africa (COHSASA) 

was registered in the same year to implement quality improvement and was accredited by 

International Society for Quality in Health Care in 2002 and re-accredited in 2006 and 

2010, in line with the International Society for Quality in Health Care regulations. 

COHSASA's approach differs from other accreditation institutions in South Africa in that it 

encourages and facilitates gradual improvements in quality in hospitals. 

For example, healthcare staff has been assisted to understand and implement standards, 

and a graded stepwise system of awarding certificates to provide momentum and 

encouragement towards accred itation has been introduced . 

These initiatives have been particularly useful in large public sector hospitals that start 

from a low baseline, where it may take up to three years before there is any realistic 

chance of becoming accredited . 

Of late, public sector attention has been stepped up to realise the improvement of the 

quality of care . The National Health (Act No. 61 of 2003 section 30 (2) , relating to the 

district health system, has been a tool in directing this course and it also directs that the 



services rendered must have due regard to the ethics highlighted in the Constitution of the 

Republic of South Africa (Act No. 109 of 1996). 

There are three main purposes of the National Core Standards (NCS) which were 

formulated by the Office of Standards Compliance (OCS) within the National Department 

of Health. They are listed below:-

• A common definition of quality of care must be developed which should apply to all 
the health facilities . It should then guide the public and civil servants at such 
institutions. 

• It should identify gaps and evaluate strengths. 

• Give guidelines for the certification of public health facilities . 

The vision of the NDOH for health centre facilities in South Africa is reflected by these 

National Core Standards. These standards are tailor-made for South Africa even though 

they reflect the international best practise and they must also deliver an acceptable 

measure of health care. They are also in possession of measurement tools . 

The NCS relies on seven domains to carry out its mandate effectively and efficiently. They 

have three core domains they rely on , namely, safety, clinical risk and clinical support 

services as well as patient right. They also have leadership and corporate governance, 

public health facilities and infrastructure. 

As earlier indicated , in recent years there has been increasing public sector attention on 

improving quality of care and on the setting of standards of health care. 

The National Health (Act No. 61 of 2003 , section 30 (2) which relates to the district health 

system, states that services rendered must have due regard to the principles laid down in 

the Constitution of the Republic of South Africa (Act No. 109 of 1996, section 27 and 195) 

as well as , inter alia , quality, effectiveness and efficiency. Section 36 of the National Health 

(Act No. 61 of 2003) refers to licensing of both public and private health establishments , 

setting out a process for issuing a Certificate . 

In 2008, the Office of Standards Compliance (OSC) within the National Department of 

Health (NDoH) developed and piloted a set of National Core Standards (NCS). The main 

purpose of the NCS is to : 



• Develop a common definition of quality of care which should be found in all 
health establishments in South Africa as a guide to the public and to 
managers and staff at all levels. 

• Establish a benchmark against which public health establishments can be 
assessed, gaps identified and strengths appraised. 

• Provide a framework for national certification of public health establishments . 

The National Core Standards for health establishments in South Africa were first launched 

in 2008 and reflect the National Department of Health's vision for South Africa 's health 

services. The focus is on what needs to be done to meet that vision . 

The standards are based on the existing policy environment and tailored to suit South 

Africa 's health care context. They reflect international best practice and are evidence

based . According to the NCS document, the NCS reflect what is expected and required to 

deliver an acceptable level of health care safety, quality care and are complemented by a 

set of measurement tools to assess compliance with these measures. 

The NCS are structured into seven cross-cutting domains to reflect a health systems 

approach . They define the scope or intent of assessing a health area where quality or 

safety might be at risk . The first three domains such as patient right, safety, clinical risk 

and clinical support services relate to the core business of the health system while the final 

four domains such as public health , leadership and corpo rate governance, operational 

management and facilities and infrastructure refer to the support system that ensures that 

the fo rmer are delivered . 

An important initiative in South Africa is the development and implementation of the 

National Core Standards and a fast-track programme. These have been given high priority 

in order to prepare the country for implementation of the National Health Insurance 

Programme (Whittaker, et al. , 2011 :8) . 

Information for Primary Health Care implies a carefully selected array of data items 

appropriately transformed into indicators , which assist managers to better deliver first line 

care to a defined population. These indicators typically cover services such as maternal 

and reproductive health , chi ld health and preventive services, nutrition, sexually 

transmitted and other endemic diseases. Importantly, denominators are often derived from 

data on populations covered and catchment areas served. This data is then processed 

through health information system (Rohde, et al, 2008:196). 



Researchers argue that a health information system (HIS) provides the foundation for the 

generation of good-quality data and is a major building block of the health system. It 

integrates collection , processing , reporting and use of information required for improving 

effectiveness and efficiency of health services through enhancement of management at all 

levels within the health system. A robust, integrated information system is thus the 

foundation for building a successful national healthcare delivery system (English , et al., 

2011 :81) . 

The National Health (Act No. 61 of 2003) states that "the National Department of Health 

shall facilitate and coordinate the establishment, implementation and maintenance of the 

information systems by provincial departments, district health councils, municipalities and 

the private health sector at national and provincial and local levels in order to create a 

comprehensive national health system". 

In support of the National Health Act, the District Health Management Information System 

Policy (DHMIS) Policy (2011) was developed to provide an overarching regulatory 

framework in terms of the National Health (Act No . 61 of 2003) . The goal of the policy is to 

standardise implementation of the DHMIS and create uniformity across South Africa . 

The South African government identified 12 priority areas (outcomes) in 2010 and key 

indicators and targets for 2010-2014. Minister of Health Dr. Aaron Motsoaledi signed the 

NSDA which detailed key outputs and activities for this outcome. This agreement 

complemented the national 10-Point Plan which aimed at strengthening the health system 

(Negotiated Service Delivery Agreement, 2010-2-14). 

The NSDA document of 2010 also presents a vision for the HIS in South Africa , proposing 

that a framework be created for the development of a comprehensive and integrated 

monitoring and evaluation system and associated Health Information System. It also calls 

for the development of common standards, norms and systems. 

The Director-General of the Department of Health established the Health Data Advisory 

and Co-ordination Committee (HDACC) to assist in improving the quality of health 

outcomes data and to advise on NSDA indicators . The Committee comprises of higher 

educational institutions, representatives from government, non-governmental 

organisations, the private sector and the public entities. 



The HDACC reviewed the NSDA indicators in 2011 , identified additional indicators , 

reviewed data sources and advised on suitable targets (Coovadia , 2009) . 

The 2011 edition of the South African Health Review noted the historic release of the 

Green Paper on National Health Insurance (NHI) that year, and predicted that "accurate 

data on health status and health services (will) be necessary to inform the design of the 

NH/". 

It also predicted ever sharper debates about the adequacy and accuracy of ind icator data, 

as the process of finalising the White Paper progressed. Specifically, the 2011 indicator 

chapter noted the extent to which private sector data were integrated with those generated 

in the public sector would be critical , as the NHI would need to harness the resources of 

both sectors (Day and Gray A: 2012/2013:208) . 

2.6 NATIONAL HEALTH INSURANCE 

The White Paper on the National Health Insurance (2015) states that "the Department of 

Health is focused on implementing an improved health system which involves an 

emphasis or focus on public health, as well as improving the functionality and 

management of the system through stringent budget and expenditure monitoring". 

The 10 Point Plan is improving hospital infrastructure and procurement of the necessary 

equ ipment and skills . There is an upgrading and rebuilding of health facilities. This is in 

preparation of the implementation of the National Health Insurance Scheme. 

South Africans will have access to affordable quality health ca re services through NHI. R1 -

billion has been earmarked for its pilot projects (The White Paper on the National Health 

Insurance , 2015). 

2.7 KEY CHALLENGES FACING THE HEAL TH SYSTEM IN 1994 

South Africa's health system consists of a large public sector and a smaller but fast

growing private sector. 

Hea lth care in South Africa varies from the most basic primary health care , offered free by 

the state , to highly specialised health services available in the both the public and private 

sector. 



However, the public sector is over-extended and under-resourced in hospitals and clinics 

especially in rural areas . While the state contributes approximately 40% of all expenditure 

on health , the public health sector is under pressure to deliver services to approximately 

80% of the population. 

The private sector, on the other hand , operates largely on commercial lines and caters to 

middle- and high-income earners who tend to be members of medical schemes. It attracts 

most of the country's health professionals . This two-tiered system is not only inequitable 

because it is inaccessible to a large portion of South Africans , but institutions in the public 

sector have suffered from poor management, under-funding and deteriorating 

infrastructure. While access has improved , the quality of health care has decreased. 

Despite the good intentions of South Africa 's new democratically-elected government, the 

public health system has been over-burdened from its inception and has not yet caught up 

with the health needs of the country. 

This is the assessment made by government officials and the Health Systems Trust, 

(2010) an independent South African health policy and research institute. 

The health system inherited by the newly elected government in 1994 was well resourced 

compared with that in other middle-income countries . The total healthcare expenditure was 

8.5% of GDP in 2010, albeit with more than half of the financial and human resources 

allocated to the private sector. 

Key challenges inherited in 1994 in the public sector in South Africa were the large 

inequalities in the distribution of infrastructure as well as financial and human resources 

between geographical areas, and inefficiency in the distribution of resources between 

levels of care with over 80% of resources going to hospitals (Health Systems Trust Report, 

2010) . 

The Report further revealed that academic and other tertiary level hospitals alone 

accounted for 44% of total public sector health -care spending. Only 11 % of spending was 

devoted to non-hospita l primary care services . Since 1994 and beyond , pub lic health

sector resourcing has been fairly stagnant, whereas expenditure in the private sector has 

increased substantially . 



According to Coovadia , et al., (2009) there is a binding to the state by the Constitution to 

strive for the achievement of the right to health as per the South African Constitution (Act 

No. 108 of 1996). Still there are major inequalities among the South African racial groups, 

for example, the national prevalence estimates vary significantly. The figures for White and 

Indian men and women versus the HIV/AIDs epidemic is a lowly 0,6% and 1,9%, 

respectively, whereas the highest prevalence estimate for blacks is a whopping 13,3%. 

The same applies to the infant mortality rate at between 7 per 1000 amongst whites , while 

amongst blacks it is 67 per 1000. 

The Annual Report of 2009/10 of the National Department of Health reported that there are 

substantial inequities in health between provinces and also within provinces. For example, 

in 2000 mortality rates for children under 5 years ranged from 46 per 1000 live births in the 

Western Cape Province to 116 per 1000 live births in KwaZulu-Natal province. Within the 

Cape Town metropolitan area there was an almost three-fold difference in infant mortality 

between middle-class areas and informal settlements. 

The Report further stated that the age-standardised death rate from asthma in men in the 

Eastern Cape was four times higher than in the Western Cape. The age standardised 

death rate from tuberculosis in the Eastern Cape was three times higher than in Gauteng 

province. Differences in health between men and women in Eastern Cape are also 

pronounced . Mortality is 38 per 1000 times higher in men than in women , despite the fact 

that women have a higher rate of HIV infection . Alcohol accounted for 7% of all deaths in 

South Africa in 2000, with four times as many alcohol-related deaths in men than in 

women . 

In South Africa , the age-standardised death rate from injuries in men was three times that 

for women. Women face a substantial burden of violence from men. In 2005/06, 

54 926 rapes were reported to the police nationally, and it has been estimated that every 6 

hours a woman in South Africa is murdered by an intimate partner (Coovadia, et al. , 2009). 

A key remaining challenge for the new administration is to reduce health inequities and 

interprovincial and urban-rural differences in access to health and related services. It will 

be made all more difficult by the global financial crisis . Overcoming this challenge will need 

additional government spending on health, education, and social services and improved 

redistribution of resources. 



It also requires political leadership and social interventions (e .g. in schools) aimed at 

promoting a more responsible , caring and non-violent masculinity. Such interventions are 

essential for efforts to reduce violence, crime and HIV/AIDS. 

Additionally, interventions are necessary to reduce rapid in -migration to urban areas and 

squalid urbanisation . It requires a strategy for land and rural development as well as 

employment creation and urban development. Furthermore, renewed efforts to protect 

children and imaginative social programmes to support families are needed to redress the 

harm caused by years of apartheid and migrant labour e.g. female-headed households 

and no male role models. The situation is further compounded by public health challenges, 

including the burden of diseases such as HIV/AIDS and tuberculosis (TB) , and a shortage 

of key medical personnel. 

2.7.1 Burden of Disease 

Naverro , et al (2002) states that , the South African government is responding with a far

reaching reform plan to revitalise and restructure the South African health care system, 

including : 

• Fast-tracking the implementation of a National Health Insurance scheme , which will 
eventually cover all South Africans . 

• Strengthening the fight against HIV/AIDS and TB, non-communicable diseases, as 
well as injury and violence. 

• Improving human-resource management at state hospitals and strengthening co
ordination between the public and private health sectors . 

• Deploying health teams to communities and schools. 
• Regulating costs to make health care affordable to all. 

According to the Rapid Mortality Surveillance Report 2014 of the Medical Research 

Council (2015) , "the overall life expectancy of South Africa 's citizens has increased from 

an estimated 62 .2 years in 2013 to 62 .9 years in 2014. Under-five mortality declined from 

41 per 1000 live births in 2013 to 39 deaths per 1000 live births in 2014. Similarly, the 

infant mortality rate declined from 29 deaths per 1000 live births in 2013 to 28 deaths per 

1000 live births in 2014. Neonatal mortality rates remained stable at 11 deaths per 1000 

live births between 2013 and 2014. 



The maternal mortality ratio decreased from an estimate of 166 deaths per 100,000 live 

births in 2012 to 155 deaths per 100,000 live births in 2014". Hundreds of non-profit 

organisations (NPOs) make an essential contribution to HIV/AIDS and TB, mental health, 

cancer, people with disability and the development of public health systems. The part 

played by NGOs, from a national level , through provincial and local levels, to their role in 

individual communities, is vitally important to the functioning of the overall Health system. 

2.7.2 National Development Plan 

South Africa took a decision to focus on key policy developments and legislative changes . 

It developed the National Development Plan Vision 2030 in 2011 . The National 

Development Plan (2011 :36) states that "South Africa envisage that in 2030 , South Africa 

has a life expectancy rate of at least 70 years for men and women. The generation of 

under-20s is largely free of HIV. 

The quadruple burden of disease has been radically reduced compared to the two 

previous decades, with an infant mortality rate of less than 20 deaths per thousand live 

births and an under-five mortality rate of less than 30 deaths per thousand live births. 

There has been a significant shift in equity, efficiency, effectiveness and quality of health 

care provision . Universal coverage is available . The risks by the social determinants of 

disease and adverse ecological factors have been reduced significantly". 

2.7.3 Health Spending 

Harrison , (2009) states that "Significant progress has been made over the last 10 years 

towards ensuring a long and healthy life for all South Africans, which is outcome 2 of 

government's 2014-2019 Medium Term Strategic Framework. Life expectancy has 

increased from 52.2 years in 2004 to 61 .2 years in 2014". 

The Department of Health will over the medium term , ensure that there is an increase in 

life expectancy and that quality of life of South Africans is improved . This would be realised 

by expansion of the HIV and AIDS treatment and prevention programme, revitalisation of 

public health care facilities and provision of specialised tertiary hospital services. Over the 

MTEF period , spending would be increased by 85.2 percent of the total budget of the 

department. 



The Annual Report 2015/16 of the National Department of Health states that " In line with 

the National Development Plan of (2011) and government's 2014-2019 Medium Term 

Strategic Framework, National Health Insurance is also a major priority for the department 

over the medium term, although not a large spending area at this early stage of its 

implementation. R1.4 billion of the R2.4 billion Cabinet approved budget reductions will be 

effected on most of the conditional allocations to provincial departments of health over the 

MTEF period, and the department will be required to find efficiencies, particularly in its 

provision of infrastructure ". Provincial Health Departments provide and manage 

comprehensive health services through a district-based , public health -care model. 

Local hospital management has delegated authority over operational issues, such as the 

budget and human resources , to facilitate quicker responses to local needs. 

According to Coovadia , et al., (2009) in the past, medical schemes were restricted to 

white men in the mining industry and was funded by individuals , starting from 1889 to the 

late 1970s. Initially, they were the first private voluntary health organisations. After the 

1970s, the private health sector was primarily financed by corporate capital. The South 

African political economy and its health system were greatly influenced by these profit 

institutions, to a large degree than anywhere else post-colonial African and Asian 

countries. 

Initially, private hospitals were limited to mission hospitals and industry-specific facilities 

such as on-site hospitals at large mines. For-profit general hospitals expanded in the 

1980s and the number of for-profit general hospital beds nearly doubled between 1988 

and 1993. 

It is estimated that about 40% of general doctors and 66% of specialists worked for 

themselves . This trend was brought about by a specific government policy of privatisation . 

Note should be taken that private specialists have a tendency of having their consulting 

rooms in private hospitals and this , of course , resulted in the number of beds in private 

hospitals increasing , hence the increase in the relocation of specialist doctors into the 

private sector (Coovadia , et al., 2009) . 

Coovadia , et al., (2009) further reported that the remaining 64% of the population are 

entirely dependent on the public sector for all their health -care services (less than R1300 

[$160) was spent per person for government primary care and hospital services in 2005) . 



The major cost drivers in the private sector are private hospitals (over 35% of medical 

schemes' expenditure) and specialists (nearly 21 % of schemes' expenditure). Increased 

levels of private sector expenditure have been a result of cost escalation , which is in part 

driven by the fee-for-service payment system of the private sector. 

The fact that most of the budget is spent on funding the private sector as a major impact 

on the poor people of South Africa since most of them are using the public sector which 

seriously lack resources . The management of resources, therefore, need serious attention 

to cater for ordinary people on the ground. 

2.7.4 Human resources in the public health sector 

Awases , et al. , (2013:1) state that health care workers are not producing the desired 

output in terms of health interventions, which is a concern for the World Health 

Organization (WHO) and policy and decision -makers (High Level Forum 2004 :1; World 

Bank 2000:5) . 

Insufficient health personnel , in terms of numbers and performance level , are regarded as 

a major constraint in achieving the Millennium Development Goals (MDGs) for reducing 

poverty and diseases in many African countries. Proposed remedial actions include 

improving motivation , retention , productivity and the performance of health care workers 

and mobilising unemployed trained staff, or those working in other areas , to return to the 

health sector (High Level Forum 2004:7; Stilwell , 2001 :2). 

Identified health challenges and needs in most developing countries include timely, 

efficient health care services ; poor human resource management; poor performance of 

health personnel resulting in poor quality of services ; negative attitudes and low motivation 

of health care workers. The importance of performance management in the health 

workforce is regarded as essential to improving efficiency, productivity and quality of care 

(South Africa 2011) (Awases , et al., 2013: 2) . Staff motivation is crucial in any institution 

or organisation. (lbeziako , et al., 2013: 180-185) "The effectiveness of the healthcare 

system in achieving its goals will be impacted by the prioritisation of institutional strategies 

that contribute to staff motivation. Managers ' skills in healthcare facilities are critical to the 

success of the implementation of reforms in South Africa". 



A robust information and evidence base is indispensable for monitoring both progress 

towards reducing health and health-care inequalities , and the impact of public health policy 

initiatives . However, the existence of information in itself is not sufficient to ensure 

implementation of research or policies . 

Public health professionals also take on important advocacy and networking roles , and the 

facilitation of partnerships with policy-makers and implementers. 

Finally, research units and public health professionals need to be able to recognise 

changes in the policy environment and find ways to adapt to new demands, while 

providing honest critique , encouraging transparency, protecting and lobbying for research 

independence and public accountability. 

Although restructuring of the public health sector post-1994 achieved substantial 

improvements in terms of access , rationalisation of health management and more 

equitable health expenditure , 21 years later, these early gains have been eroded by a 

greatly increased burden of disease related to HIV/AIDS, generally weak health systems 

management and low staff morale . 

The result is poor health outcomes relative to total health expenditure . Harrison (2009: 2) 

states that "Doctors and nurses in South Africa were until recently often ill-prepared by 

their training to provide services in primary care settings. The influence of professional 

associations, the lure of the private medical sector, and the lobby of specialists within the 

medical schools have had a major effect on future career choices of medical students and 

have hindered any substantial change in orientation towards primary health care. The 

nursing profession in South Africa was established for white English-speaking ladies in the 

last third of the 19th century and was at that time dominated by religious sisterhoods". 

According to (Coovadia , et al., 2009) it has been reported that health care workers 

especially nurses physical , assault patients particularly when delivering sexual and 

reproductive health care services . This has posed a serious challenge of the democratic 

era . As a result , there is a need to improve relationships between nurses and patients . In 

return basic conditions for nursing need dire improvement. 



From 1994, the health sector in South Africa has been affected by a legacy of 

misdistribution of staff and poor skills of many health personnel , which has compromised 

the ability to deliver key programmes, notably for HIV, tuberculosis , child health , menta l 

health , and materna l health . 

The staffing crisis is especially acute at the district level and has persisted , despite 60% of 

the health budget being spent on human resources . This situation has been aggravated by 

several unfortunate policy decisions such as the offer of voluntary severance packages to 

public sector staff in the mid-1990s that had the effect of moving (often skilled) staff out of 

the public sector and into the private sector, international agencies , or early retirement 

(WHO report , 2009) . 

There has been a substantial decrease in the nurse-to-population ratio , from 149 public 

sector professional (i.e. registered) nurses per 100 000 population in 1998 to 110 per 100 

000 population in 2007. This reduction has resulted from a decline in the number of nurses 

graduating because of the closure of many nursing co lleges in the late 1990s, migration 

from the public to private sectors and to jobs abroad , and attrition due to retirement and 

HIV/AIDS (which affects 16% of the nursing profession) . With as many as 40% of nurses 

due to retire in 5-10 years , nursing remains the most crucial area for urgent policy 

intervention (WHO report, 2010) . 

The WHO report (2010) further revealed that the situation regarding doctors is also 

serious, given that the percentage working in the private sector rose from about 40% in the 

1980s to 79% in 2007, and external migration remains at high levels. 

One of the other major challenges to the South African health system is a lack of human 

resources. Doctors without Borders reports that the private sector pays higher salaries, 

employs half of the country's doctors and two-thirds of the nurses. Some of the most 

talented medical personnel are lured overseas for high paying jobs in other countries . A 

2008 report by the South African Department of Labour concluded that "it is clear that 

there is a shortage of doctors in South Africa in both absolute and relative terms," and 

recommended "urgent measures to recruit doctors and other health professionals back to 

South Africa ." 



Interventions in terms of developing policies to address the human resources crisis , 

especially where services are mostly needed such as at the primary health care level , 

uptake by medical schools has been done. This is in addition to the existing National 

Human Resources Strategy in 1999/2000 and a Human Resources Plan in 2006 

(Coovadia , et al., 2009). 

The WHO report of 2013 states that in March 2012 , 165 371 qualified health practitioners 

in both public and private sectors were registered with the Health Professions Council of 

South Africa , which is the health practitioner watchdog body. This includes 38 236 doctors 

and 5 560 dentists. The doctor-to-population ratio is estimated to be 0.77 per 1 000. But 

because the vast majority of General Practitioners (73%) , work in the private sector, there 

is just one practising doctor for every 4 219 people. In response , the Department of Health 

has introduced clinical health associates, midlevel health -care providers , to work in 

underserved rural areas. 

The Annual Report of the National Department of Health 2010/2011 states that 

"approximately 1 200 medical students graduate annually. In some communities, medical 

students provide health services at clinics under supervision. Newly graduating doctors 

and pharmacists complete a year of compulsory community service in understaffed 

hospitals and clinics. 

In an attempt to boost the number of doctors in the country, South Africa signed a co

operation agreement with Cuba in 1995. South Africa has since recruited hundreds of 

Cuban doctors to practice here, while South Africa is able to send medical students to 

Cuba to stud'/'. 

South Africa believes the Cuban opportunity will help train the doctors it so desperately 

needs for the implementation of the National Health Insurance Scheme. Other agreements 

exist with Tunisia and Iran , as well as between the Johannesburg Hospital and the Maputo 

Central Hospital. The government has also made it easier for foreign doctors to register in 

this country. The Allied Health Professions Council of South Africa had 3 773 registered 

"complementary health" practitioners in 2012. 

Unfortunately, the initiative to produce mid-level health workers has been very slow to 

develop, with the number of students graduating being too low to offset the shortage of 

professionals . 



In 2001, 43% of doctors in community service expressed their intention to leave South 

Africa to work overseas, complaining of inadequate preparation for and support during 

their deployment. 

The HIV/AIDS and accompanying tuberculosis epidemics have seen the rapid growth of a 

range of community carers (lay counsellors , tuberculosis directly observed treatment, short 

course on [DOTS] supporters and home-based carers). Currently, these community health 

worker programmes, involving tens of thousands of operatives , are run by many non

governmental organisations funded by a variety of donors. 

There is little standardisation of the roles of the healthcare workers, or in their training and 

supervision . In addition , there is continued disagreement about whether they should be 

volunteers or remunerated workers . 

They often are uninvolved in general district health services , focusing solely on tasks 

related to their diseases of focus . 

(Coovadia , et al. , 2009) indicated that the success of the policy on the National Community 

Health Workers Policy of 2016 has not been assessed yet. This policy intended to improve 

the health services by recruiting generalist community health workers and their stipends 

were paid through designated non-governmental organisations in various provinces. 

A central challenge for the health system was caused by the apartheid system which 

employed mainly white males and public sector managerial competency was central to the 

problem. This challenge resulted in the health system having to loose institutional memory 

and was also left with inexperienced managers placed in positions of seniority after 1994 

(Coovadia , et al. , 2009). 

Competency in the past was not seen as a necessary barrier to employment. Post 1994, 

transformation issues became a problem caused by inexperienced managers who are also 

lacking expertise. They struggled to handle the major challenges in particular to ensuring 

that there is efficient and effective management of human resources (Coovadia , et al., 

2009). 



Coovadia , et al. , (2009) further stated that shortage of trainings of health workers , 

moonlighting and absenteeism, ill-discipline and lack of support and supervision has been 

reported. 

The climate of accountability in the public sector has proved to be lacking to address the 

above challenges except the financial accountability of senior managers. Focus was given 

more on cost containment and the incompetency within the public sector especially limited 

capacity at the lower level of the health sector, was left unattended . 

The history legacy which caused the disastrous education situation in as far as problem

solving skills , numeracy and literacy is a concern , can account to poor service del ivery. 

Political determination to address capacity problem, change the culture of public service 

from the one that looked at employment security to the one that focused on accountability 

is needed (Coovadia , et al., 2009) . 

2.7.5 Leadership and Management of the Health System 

There has been good development of policies which provided overall guidance on 

activities that contribute to improving levels of health in South Africa , however, 

implementation and monitoring of these policies has proved to be a challenge and the 

available resources in the Ministry of Health are not directed towards ensuring that 

implementation and monitoring is taken care of (Coovadia , et al. , 2009) . 

Patients are kept for more than three days at the hospitals which are as a result of poorly 

managed hospitals. There are differences in leadership, managerial supervision , and 

support in various hospitals. The health system in South Africa is mainly disadvantaged by 

poor leadership at the policy level and a lack of supportive supervision at the 

implementation level is major obstacles in improving the health system (Coovadia, 2009) . 

Lack of community involvement due to poor leadership has resulted in a failure to ensure 

that some of the fundamental facets of primary health care are in place. The Health (Act 

No.61 of 2003) , states that local government-elected councillors should oversee the district 

health system, however, provinces have failed to pass the required legislation to support 

the move. 



In many provinces, these structures are non-functional due to a lack of political 

accountability which has caused lack of interest in communities to get involved in changing 

the quality of health care (Coovadia, 2009) . 

The fact is that after 1994, general employment was disregarded which could have been 

susta ined through this programme for quick gains. Small scale producers were overlooked 

and tenders were given to commercial suppliers to provide processed products . The 

problem in South Africa is exacerbated by challenges in leadership and this is evident 

when it comes to the development of the same vision across different sectors , with 

different cultures and priorities. The lack of accountability cannot be ruled out. 

On the other hand, lack of education and training to equip managers to deliver quality 

health care , results in poor accountability. There is a need to change the training of South 

Africans to understand the term accountability better and take responsibility in addressing 

the health problems the country is facing (Coovadia , et al., 2009). 

Physical access to health care in developing countries is still a challenge and it severely 

affects the health outcomes. 

Challenges faced by private sectors are more on the quality of health care provided by the 

general practitioners practising privately. It is difficult to play an oversight role on the care 

that is provided by the private sectors. Severe deficiency has been highlighted by the 

research on the treatment of sexually transmitted diseases by private practitioners which 

has been seen to be problematic particularly those treating patients who pay out their 

pocket (Coovadia , et al., 2009) . 

2.8 CONCLUSION 

Factors such as gender and racia l discrimination , labour migration, can clearly account for 

current challenges in the health care in South Africa . There are significant challenges in 

implementing the key health policies of the government of the day. 

There are factors which need to be considered such as dealing with gender inequalities, 

provision of social services, addressing income inequalities and improving the quality of 

health care to achieve the Millennium Development Goals. 



This report by Coovadia , et al., (2009) suggests that to meet the Millennium Development 

Goals it is necessary to address the unacceptable levels of income inequality, improve 

access to the full range of social services, introduce a broad ranging development policy 

the promote gender equity and provide quality health care. Macroeconomic policies that 

addresses growth redistribution , interventions on social issues are needed to prevent and 

treat the serious health problems. 

Policies should assist to address communicable and non-communicable diseases. Policies 

should come up with intervention mechanisms that would improve the living conditions of 

the South Africans . 

Improvement in the leadership and management in the health care system is necessary 

and this would require sound policies and successful implementation of such pol icies . 

Twenty percent (20%) which is 47 out of 237 sub-districts in South Africa are lacking 

resources , proper development and access to quality services . Focus in terms of the 

distribution of resources should be given to the health sector to enable it to intensify the 

implementation of programmes on the prevention of diseases. Literature has revealed that 

the discussion on the Health Governance Structures cannot be done without 

understanding the challenges of the health system itself. The next chapter covers the 

theoretical aspect of the study. 



CHAPTER 3 LITERATURE REVIEW 

3.1 INTRODUCTION 

This chapter explores what community participation is and how it affects health outcomes. 

Health Governance Structures, which is one of the mechanisms to encourage community 

participation , is also discussed in detail. Flowing from that angle community participation 

by citizens inclusive of both men and women is a key cornerstone of good governance. It 

is accepted as contributing to development in two main ways , that is , increasing the 

effectiveness of state intervention and empowering people, especially the poor. 

Community participation does not occur without challenges , especially in developing 

countries . However, there is a need to devise a framework or model for improving the 

functionality of Health Governance Structures. The expectation is that these structures will 

practice "good governance" for the betterment of the health care. The main objective of 

this study was to establish the gaps in existing literature surrounding the Health 

Governance Structures and to propose solutions that will improve the performance of the 

Health Governance Structures. It is imperative to examine the concepts of good 

governance, community participation and finally health governance in the health system. 

3.2 GOVERNANCE AND HEAL TH 

In broad terms, governance can be defined as the actions and means adopted by a 

society to promote collective action and deliver collective solutions in pursuit of common 

goals. This is a general term that encompasses the many ways in which human beings, as 

individuals and groups, organise themselves to achieve agreed goals. Such organisation 

requires agreement on a range of issues including membership within the co-operative 

relationship , obligations and responsibilities of members, the making of decisions, means 

of communication , resource mobilisation and distribution , dispute settlement, and formal or 

informal rules and procedu res (Eeckloo, et al., (2004) . 

Governance is characterised by collective behaviour of particular groups irrespective of the 

level of fo rmation . It has a direct relationship of the publ ic and private sphere of human 

activity. 



Importantly, governance is distinct from government. As Rosenau , (1990) writes , 

"Governance is not synonymous with government. Both refer to purposive behaviour, to 

goal oriented activities, to systems of rule; but government suggests activities that are 

backed by formal authority". Governance is a result of shared goals which emanated from 

formally prescribed responsibilities. 

Government is an institution which operates using a set of rules and procedures, which 

formally established organisational structures which are expected to apply the principles of 

governance. 

Smith , et al, (2011 :47) explored "Leadership and governance arrangements in seven 

developed health systems namely; Australia, England, Germany, the Netherlands, 

Norway, Sweden and Switzerland. They indicated that leadership and governance 

comprise of three fundamental functions: priority setting, performance monitoring and 

accountability arrangements. Approaches to leadership and governance vary substantially, 

and have to date been developed piecemeal and somewhat arbitrarily". 

There is an agreement in the broad goals of the health system, but various countries use 

different basis of setting priorities. Cost effectiveness rarely plays a central role , however, 

it is preferred by most countries as compared to performance monitoring . This is due to the 

fact that most countries are at various stages of development. 

The third domain of accountability is where the greatest variation occurs , and where there 

is greatest uncertainty about the optimal approach . 

Smith , et al (2011 :48) concluded that "A judicious mix of accountability mechanisms is 

likely to be appropriate in most settings, including market mechanisms, electoral 

processes, direct financial incentives, and professional oversight and control. The 

mechanisms should be aligned with the priority setting and monitoring processes". 

Barnett (2009: 126) in their study concluded that "The successful implementation of a mix 

of governance modes in New Zealand 2001 -2004 was characterised by clear government 

policy, flexibility of approach and the appearance of an unintended network". 



In New Zealand there is less propensity than in some other small countries towards 

centralisation , with local elections and community engagement policies providing an 

element of local participation and accountability to the centre enhanced through political 

rather than bureaucratic mechanisms. 

Many countries moved from undemocratic to participative and/or democratic states and 

from planned to free-market economies. South Africa is no exception . There is a growing 

recognition that fundamentally different kinds of governance, being described as the 

exercise of control over society and the management of its resources for social and 

economic development for public management and the delivery of local public services, 

are required (Kroukamp, 2007: 71 ). 

The new challenges of governance, therefore , seem increasingly complex. Good 

governance is not only reflected in terms of value driven perspectives which manifest itself 

in effective, legitimate democratic government and high levels of institutionalisation or 

combinations of the above, but also in the ability of public managers (leaders) to contribute 

towards change for the benefit of society as a whole. For local government to deliver 

effective and efficient services, the above mentioned aspects should be taken into 

consideration. Leadership shou ld therefore be seen as a strategic option and is based on 

the acceptance that leadership is critical for organizational success and good governance 

(Kroukamp , 2007: 72) . 

There appears to be an agreement of the goals of the health system and different 

approaches on setting the priorities . Some priorities are set using cost-effective analysis 

which rarely plays a central role and other used performance monitoring and that depends 

on the development stage of a particular country (Bassert, 2008). 

First, he argues that "It is an extension of neoliberal-based policies, (for example, 

structural adjustment programmes) that are arguably themselves contributing to the 

problems experienced by many countries since the 1980s". 

Bassert (2008) states that the World Bank ignores the significance of good governance 

when it comes to the private sector and donor communities and how foreign debt 

influences how countries should fare. 



Third , the prescriptive element of good governance again focuses on governments, while 

at the same time adopting a technocratic view of how governments should work (World 

Bank. 1998, April) . Other development agencies have since taken up the term "good 

governance" as important components of their policies. The United Nation Development 

Programme (UNDP) is a notable example. In seeking to go beyond public sector 

management, UNDP (1997) has incorporated a range of principles into its 

conceptualisation of good governance including legitimacy (democracy) , freedom of 

association , participation , and freedom of the media . 

As Deputy Director of the UN Department for Development Support and Management 

Services A.T.R. Rahman (1996) states , "Good governance is an overall process that is 

essential to economic growth, to sustainable development and to fulfilling UN-identified 

objectives such as the advancement of women and elimination of poverty". WHO (2007) 

define governance as "ensuring strategic policy frameworks exist and are combined with 

effective oversight, coalition-building, the provision of appropriate regulations and 

incentives, attention to system-design and accountability". Therefore , good governance 

from that perspective is understood to be policy-centric including consideration of all actors 

who impact the health system together with the various incentives which influence or 

regulate the system and stakeholders behaviours , through transparent rules overseen by 

strong accountability links (Mikkelsen-Lopez, et al., 2011 :2). 

One of the principles of good governance is transparency. It serves as an instrument of 

accountability. Decision makers are held accountable provided there is transparency in 

whatever they are pursuing in as far as service delivery is concerned. It is critical to 

promote community participation in areas such as health where people are the 

beneficiaries. In this way transparency will be promoted. In many African countries , 

citizens have given up on the responses of their needs from the government. They tend to 

pay for their health care out of their pocket (Bossert, 2008) . 

Ansari (2009: 1) states that "Inclusion of participation has become key values steering the 

policies of many governments". Hence, partnerships are now considered increasingly 

prominent vehicles for stakeholders' synergy, added value , collaborative advantage and 

building local capacities to address health and social concerns . However, generally, 

leadership across organisational boundaries has received little attention , and particularly, 

partnership leadership represents a central challenge in any collective undertaking . 



Transparency is a vehicle that enables government accountability to the citizens . 

Transparency and accountability are closely linked . Decision makers cannot be held 

accountable in instances where transparency is lacking . One way of ensuring that there is 

transparency is to encourage participation of various stakeholders and communities 

(Littlejohns, 2012) . 

Tareen and Omar (1997:97) argue that "There has been a lot of emphasis given to 

community participation, but its prerequisite, i.e. community entry, still needs to attract 

academics and workers in the field". They further argued that "Community entry, 

nevertheless, forms a large part of, and is an essential step in, the process of community 

participation. This is gradual and time consuming and depends to a great extent on how 

the community is approached and worked with ". 

3.2.1 The Impact of Community Participation 

Nathan , et al., (2006)) states that Draper, (1997) ; CFC, (2000); Butler, (2002) ; Salter, 

(2003) found that "Health care policies in Australia and overseas have increasingly sought 

to support and promote the involvement of patients and community members in the 

planning and delivery of health services". However, the evidence for the impact of 

consumer and community participation on health service practices and outcomes is patchy 

at best. A systematic review of involving patients in the planning and development of 

health care found few empirical studies which have examined the effect of involving 

patients on quality of care, consumer satisfaction and other health service outcomes . 

A lack of strong evidence, of the impact of consumer and community participation in health 

care , and concerns about patients ' relative power in decision-making , have not deterred 

governments around the world from pursuing this important dimension of health service 

reform. Patients and communities are seen as being at the center of the health system or 

at the very least, key stakeholders , in decision making. Coady (2009:393) , states that "The 

development of partnership between health systems and communities is advocated as a 

means of enhancing overall community capacity to address priority health concerns, and 

to reduce escalating health care costs and inequalities". 

The process of building health partnerships is complex, requiring extensive assessment of 

both health system and community readiness. 



Health volunteers have many capacities well suited to collaborate activity. These are more 

likely to find expression when barriers are minimised and facilitative conditions are 

maximised . 

Dookie and Singh (2012:4) in their study argue that "The philosophy of primary healthcare 

is an important component for the health transformation process in South Africa, however, 

a well-functioning district health system is required for the re-engineering of primary health 

care". This approach needs to be improved by ensuring that the current district health 

system is strengthened , leadership has been capacitated , there is recognition of the role of 

traditional and complementary health care, there is improved intersectoral collaboration 

and community participation is encouraged. 

Adamson (2010: 1) states in his study that "Major barriers to the achievement of health 

outcomes are issues of community capacity, institutional capacity, organisational cultures 

and regulatory frameworks". Ansari and Andersson (2011 :56) state that "The costs and 

benefits of patients/public involvement in health, social and political settings are important 

determinants of whether people and organisations participate". However, actual costs and 

benefits of public participation are rarely measured other than as proxies or as only 

"measuring the measurable". 

A criticism commonly levelled at community participation is that, representation does not 

change throughout the years due to favouritism and coverage of various stakeholders is 

minimal (Banham and Cronnelly, 2004) . 

Littlejohns, et al. (2012:363) states that "While countries are seeking to achieve similar 

outcomes from their health prioritisation processes, each country has established different 

systems that reflect the social and legal framework underpinning their health system". 

England is somewhat unique in being explicit about assessing "value for money" and using 

formal cost-effectiveness in developing policy. 

Nathan , et al., (2006:3) states that Draper (1997) ; Putland and Baum (1997) ; NRCCPH 

(2000) ; Carr, (2001) as well as Pickin and Popay (2002) agree that " Support organisational 

structures and positive staff attitudes to community participation have been identified as 

key contributors to effective partnership with communities in decision making. 



For example, an examination of four case studies of community consultation in Australia 

concluded that guides of consultation exercises in the structural and organisational context 

is not also addressed". Structural considerations , which are likely to enhance an 

organisation 's ability to consult effectively, were found to include official endorsement at 

sen ior levels , clear and consistent structures and procedures, continuity of staff, 

constructive and ongoing relationships with communities and valuing the knowledge of 

community members. 

Nathan, et al., (2006:8) states that "The findings of their study are encouraging as they 

highlight the potential fo r health service staff to develop constructive relationships with 

community members on decision-making committees over time". However, the lack of 

sig nificant change in staff attitudes in some areas, particularly around the influence and 

independence of commun ity representatives, signals a need to go beyond changing the 

organisational structures and processes in health services to facilitate community 

participation . Health agencies, in partnership with consumer and commun ity groups , need 

to be more explicit, examine the role consumer and community members can and should 

play in decision-making and how this role can be realised . 

3.2.2 Health Governance 

Health governance concerns the actions and means adopted by a society to organise itself 

in the promotion and protection of the health of its population . The rules defining such an 

organisation , and its functioning , can be formal or informal (e .g. Hippocratic Oath) to 

prescribe behaviour. 

The governance mechanism can in turn be situated at the local or sub-national (e .g. 

district health authority) , national (e .g. Ministry of Health) , regional (e.g . Pan American 

Health Organisation) , international (e.g. World Health Organisation) (Brinkerhoff, and 

Bossert 2008 :20) . 

Fu rthermore, health governance can be public such as the National Health Service , private 

(e.g. International Federation of Pharmaceutical Manufacturers Association) , or a 

combination of the two (e.g. ally and the locus of health governance) has been at the 

national and sub-national level as governments of individual countries have assumed 

primary responsibility for the health of their domestic populations. 



Their authority and responsibility have been delegated or distributed to the regional , district 

and local levels. 

Where the determinants of health have spilled over national borders to become 

international with trans-border health issues such as infectious diseases, two or more 

governments have sought to co-operate together on agreed collective actions (Brinkerhoff, 

and Bossert, 2008 :21 ). 

Governance in health systems assists to ensure that effective rules are in place in relation 

to fulfilling the health sector objectives. Each role player is expected to play a part guided 

by those rules in order to achieve the said objectives . There are three role players that are 

critical in the health governance. The first is the state comprising of politicians, government 

officials and policy makers. Other actors such as the health ministry, public pharmaceutical 

procurement, social insurance agencies and distribution entities , are central. 

Bossert, (2008) , states that health governance involves three sets of actors . The first is 

state actors , which includes politicians, policymakers, and other government officials. 

Clearly, actors in the public sector health bureaucracy are central , such as the health 

ministry, health and social insurance agencies , and public pharmaceutical procurement 

and distribution entities. 

However, other public sector actors beyond the health sector have roles as well. These 

can include, for example , Parliamentary Health Committees , regulatory bodies , the 

Ministry of Finance, various oversight and accountability entities and the judicial system. 

The second set of role players comprises of health service providers , comprising of public 

and private institutions depending on the system of a particular country (Bossert. 2008). 

There are increased discussions of the need to strengthen health governance at national , 

regional , and , more recently , the global level has, in part, been driven by concerns that a 

range of globalising forces such as technological change , increased capital flows and 

intensifying population mobility, are impacting on health that existing forms of governance 

cannot effectively address. 

This has led to debates about issues such as the appropriate balance among different 

levels of governance, what roles public and private actors should play, and what 

institutional rules and structures are needed to protect and promote human health . 



Global isation is seen as a historical process characterised by changes in the nature of 

human interaction across a range of social spheres including the economic, political, 

technological , cultural and environmental. These boundaries , spatial , temporal and 

cognitive, can be described as the dimensions of globalisation (Ruger, 2007 :1474). 

From the state to the cit izens' actors , all these parties exist as a result of ensuring that 

they exercise their voice in one way or another. This is done to express preferences and 

needs. This can be done through various formations with the sole objectives of ensuring 

that the needs are met. Citizens in most cases exercise their voices to hold public officials 

accountable on service delivery. 

Brinkerhoff (2007) said that "Democracies are not immune from the patronage and 

c/iente/ism that characterize politics in authoritarian regimes". Health is a public necessity, 

however, it is easy for politicians to use it as some sort of reward to other clients . This is 

done in the form of allocation of disproportionately generous fund ing to particular localities 

(Bossert, 2008). 

Bossert, (2008) states that accountability can take several forms . Health ministry should 

ensure that they distribute resources in such a way that they address the health needs of 

the citizens especially where they are mostly needed . 

There is performance and financial accountability. Performance accountability mostly 

focuses on ensuring that the goals set are met as expected , however, financial 

accountability addresses issues relating to costs ,. ensuring that the budget is used for the 

intended purpose and that it benefits the intended beneficiaries. 

In South Africa , in the North West Province, the Health Governance Structures are such 

that each health district has smaller community areas, sub-units of the district, which can 

be served by a clinic, by a Community Health Centre, a number of satellite clinics , by a 

District Hospital , or by a combination of such facilities . 

The users of these facilities should be an integral part of the health services and not 

merely be seen as the passive recip ients of services. In order for this to happen the users 

need to be organised into a structure which will relate to the health system. It is suggested 

that th at structure should be the Community Health Committees (Dookie and Singh , 2012: 

55) . 



Community Health Committees will , amongst other functions , participate in needs analysis , 

planning , implementation and education of primary health care in their areas. They must 

be represented on the management structures of the facilities in their area, on the District 

Hospital Board and on the District Health Council (Eeckloo , et al, 2004:15). 

Accountability means that key actors must deliver on what they have promised . This 

includes policy makers who make strategic decisions on service delivery. There are 

various mechanisms which are used to hold these actors accountable such as the court of 

law, establishment of structures such as community boards including the use of the media 

(Bossert, 2008). 

Community Participation is critical in all sectors including health . In developing countries 

including South Africa, measures to ensure that such structures exist is necessary. 

Harpham, et al. (2002) argue that "Such strengthening can build community-level 

capacities to work together to contribute to health objectives at the local level, as well as 

demand more services from other levels of the health system". The principles outlined 

above constitute an ideal ised version of health governance. Few countries , developing or 

industrialised , have health systems that function according to a full application of all of 

them . 

3.2.3 Enhancing Community Participation 

There exists varied literature on participation in health services reform and delivery, much 

of which focuses on community-level participation . The community-focused analyses note 

the relationship between participation and targeting of services to address local needs, 

and the role of communities in extending the reach and effectiveness of health systems 

through co-management and co-financing (Adamson, 2010:125). 

Related to governance, among the rationales for, and results of, community participation is 

increased accountability. For instance, the case studies in Cornwall et al. (2000) provide 

examples of village health committees and local health councils where communities 

played an integral role in increasing the responsiveness and accountability of public health 

services to community needs. 



"The case of Nepal's BaudhaBahunipati Family Welfare Program illustrates the evolution 

of community structures to sustain local participation to ensure responsiveness and 

accountability". 

The empowerment dimension of participation is important, particularly if communities are 

expecting to exercise oversight for accountability. 

To ensure the effectiveness of the health committees, councils , there must be mediation 

by both expertise and political power. A study of community involvement in hospitals and 

clinics in South Africa revealed that community members serving on Hospital Boards, 

ostensibly to increase hospital responsiveness to community needs, were at a 

disadvantage in the face of the superior technical authority and political clout of the 

medical profession . 

In some instances, empowerment of women is affected by if women face socio cultural 

challenges to participation , as is often the case in the area of reproductive health . The 

mechanisms which serve as a link between citizens, the state , and providers , depend 

upon participation . However, in most countries significant barriers exist. Capacity building 

is needed for community groups to influence the decision making bodies (Bossert, 2008). 

In the health system, there are three categories of actors, namely, government, providers 

and beneficiaries. Health governance determines the roles and responsibilities of each 

actor and how they should relate and interact. Therefore, a model of health governance 

that builds on work at the World Bank on service delivery and accountability can be 

created out of these three elements (Bossert, 2008) . 

The state and providers in this model retain the preponderance of power, expertise and 

information to citizens. Distribution of power is mostly influenced by the political system 

used. If it is an authoritarian system, more power will not be given to clients and citizens 

unlike the democratic government. 

Public officials require structures which will serve as a link between government and 

communities so that inputs from citizens can be taken into considerations. However, there 

is a need to train local-level officials on participatory plann ing , negotiation and consultative 

structures (Bossert, 2008) . 



Such participation can assist to include the need of communities into decision making in as 

far as allocation of resources is concerned . Availability and quality of information serves as 

a threat to ensuring accountability and transparency and anti -corruption . 

In the health system especially in developing countries , actors from the top to the bottom 

are unaccountable (Bossert, 2008) . 

3.3 HEAL TH GOVERNANCE MODEL 

This system should not be viewed to be a closed one. External factors can affect the 

linkages among the three actors . These can range from global issues to factors within the 

country but outside the health sector itself (Bossert, 2008) . 

Good health governance reduces the dominance of the role of government and share 

roles with non-state actors . It also empowers citizens and the private sector to assume 

roles and responsib ilities of the health sector and create synergies between these actors . 

Health Departments have established oversight and accountability mechanisms which give 

citizens the opportunity to make inputs in the health system (Bossert, 2008) . 

This idea has many challenges . The absence of effective legal mechanism coupled with 

few or none incentives to provide good governance contribute to these challenges . 

These challenges have a negative impact in the participation of stakeholders and it 

weakens the engagement from the part of the community. It should be noted that 

participation of citizens does not in any way guarantee the achievement of the desirable 

health outcomes as in most cases , citizens push for more resources to be allocated to 

curative services as it is preferred over preventative services (Bossert, 2008). 

However, sustainable improvement in the health system will not be achieved focusing on 

governance alone. It is important to ensure that there is improvement and capacity bu ilding 

in the leadership to enable the health sector to effectively and efficiently develop and 

implement policies which will improve health service delivery. Integrated approach to 

health intervention and adequate human resources is critical for the health sector to 

achieve the intended purpose (Bossert, 2008) . 



As a result of multiple developments in health care and health care policy, hospital 

administrators , policy makers and researchers are increasingly challenged to reflect on the 

meaning of good hospital governance and the manner in which they can implement it in 

hospitals. 

The question arises as to whether and to what extent governance models that have been 

developed within the corporate world can be valuable for these reflections . 

Due to the unique societal position of hospitals which involves a large diversity of 

stakeholders , the claim for autonomy of various highly professional groups and the lack of 

clear business objectives , principles of corporate governance cannot be translated into the 

hospital sector without specific adjustments. 

However, irrespective of these contextual differences, corporate governance can provide 

for a comprehensive 'frame of reference ', to which the hospital sector will have to give its 

own interpretation (Health Policy 68 , 2004: 15). 

New policies are required to achieve the intended change. There is a need to capacitate 

employees with the necessary skills , adequate resources to achieve set targets . There is 

also a need for good health governance for stakeholders to reach out to communities and 

disseminate information to the decision makers for inclusion in policies and programmes in 

the health sector. However, not many officials welcome the idea of stakeholder 

participation as they deem it to be time consuming and unhelpful (Bossert, 2008) . 

3.4 FRAMEWORK FOR ASSESSING GOVERNANCE 

The World Health Report (2000:11) recognises "Stewardship as a function of the health 

system kin to governance. It identifies several basic tasks of stewardship: formulating 

health policy - defining the vision and direction ,· exerting influence - approaches to 

regulation; and collecting and using intelligence, and attributes the task of stewardship 

primarily to the management of health. It also acknowledges that much conceptual and 

practical discussion is needed to improve the definition and measurement of how well 

stewardship is actually implemented in different settings". 



One of the most renowned and provocative contributions to the health system discourse 

are the 2000 World Health Organisation's World Health Report on 'Health Systems: 

Improving Performance' . 

In this report, the health system was defined as "All activities whose primary purpose is to 

promote, restore or maintain health " and was presented as having four functions: 

stewardship; resource generation; financing; and service provision. 

Governance is included under the concept of stewardship which in turn was defined as 

"The careful and responsible management of the we/I-being of the population" (Health 

Policy 90, 2009:25) . 

The objectives of the health system were defined as: "1) Improving the health of the 

population they serve; 2) Responding to people 's expectations; and 3) providing financial 

protection against the cost of ill health". The WHO (2000) Health System Framework was 

updated in 2007 with the release of the WHO report entitled Everybody's Business: 

Strengthening Health Systems to Improve Health Outcomes: WHO's Framework for 

Action . It elaborated on the health system architecture as having six building blocks: 

leadership and governance ; health workforce ; information ; medical products , vaccines and 

technologies; financing and service delivery. Governance was proposed as "Ensuring that 

strategic policy frameworks exist and are combined with effective oversight, coalition 

building, regulation, attention to system-design and accountability". 

The terms stewardship and governance are often used interchangeably by many. 

However, the translation of the word "stewardship" in many languages has created 

confusion . The term governance is preferred in literature as one of the functions of the 

health system as it offers several advantages: These advantages are : 

(i) Performance of the health system is dependent on overall governance within a country 

and not just on the stewardship function of the health system. 

(ii) Governance is better understood by those who work within the health system and those 

outside and who have a major influence on its overall performance. 

(i ii) Many international development agencies and institutions have delineated the 

characteristics and attributes of governance that are well understood and have been 

used for its assessment. 



This does not denote that the word governance is not problematic in itself as many 

associate it primarily with managing corruption . 

The proposed Health System Governance (HSG) framework sets forth a set of principles 

and its operational elements that permit its assessment without confining it to corruption . 

The WHO (2008) developed a conceptual framework for primary health care by placing 

people at the centre of the health system. People are vital to the functioning of a health 

system, both benefiting from it and contributing to it as tax payers and as co-producers of 

health by adopting certain lifestyle choices. 

A further refinement of the WHO (2007) framework was proposed by De Savigny and 

Adam (2009:23) who highlighted the importance of incorporating a "systems thinking" view 

of the synergies and interactions among and across all building blocks in the health 

system. 

De Savigny, and Adam (2009:23) pointed out that "Governance operates in its own right in 

the system as well as in every other building block. This is important as any intervention in 

one building block of the health system is likely to have system-wide effects which may 

need to be mitigated or prevented. 

"A systems thinking view point requires a deeper understanding of the complex 

interactions among the various stakeholders who may have different objectives and power 

levels, and how decisions may affect them. Beyond systems thinking in health, it is also 

important for stewards to recognise the role and impact of the health system in the broader 

socio-political environment and that health systems are themselves social determinates 

which can influence education and employment". 

The evolvement of the conceptualisation of health systems deepened the understanding of 

the critical role of governance, however, there are scarce methods and approaches to 

systematically assess governance in health systems (Mikkelsen -Lopez, et al. , 2011 ). 

Finally, there is a sector-specific governance assessment toolkit ('Good Governance for 

Medicines') developed by the WHO which focuses entirely on the pharmaceutical sector. 

The principle goal of this assessment framework is to evaluate transparency in the sector. 



It is accompanied by a guide on how to assess responses , thus reducing the possibility of 

subjective judgement. This assessment has been applied in 26 countries including Bolivia , 

Cambodia , Jordan , Indonesia, Mongolia , and Papua New Guinea . 

3.4.1 Essential Public Health Functions 

The Pan American Health Organisation proposed the concept of the Essential Public 

Health Function (EPHF). The principle of public health that supports the definition of EPHF 

is collective intervention by the state and civil society to protect and improve the health of 

the people . 

The EPHF constitute an important component of the responsibilities of the state in health 

and are part of its steering role . 

Attempts have been made to undertake performance measurement of essential public 

health functions at the national level and test the instruments in selected countries of the 

region. 

3.4.2 World Bank's Six Basic Aspects of Governance 

The World Bank (WB) has been amongst the leading agencies in raising awareness of the 

importance of governance in economic development, in developing methodological 

approaches to its measurement and in ranking countries on the basis of governance 

performance. 

The World Bank's governance indicators are organised into three clusters corresponding 

with the six basic aspects of governance. The governance results are presented as 

summary measures which are used to rank and compare performance between countries . 

The World Bank framework is robust in terms of measuring governance and correlating it 

with development outcomes, its extrapolation to assess governance in health has to be 

taken advantage of. The World Bank governance indicators have been adopted to suggest 

measures to tackle the level of corruption in public health care systems. The effort 

reinforces the need for a framework that allows for a systematic and comprehensive 

approach to assessing all. 



There are two components used to assess governance in the hea lth system. The first one, 

is the world governance indicators (WGI) developed by the World Bank. This approach is 

used by rating a country of the six governance dimensions namely; political stability, voice 

and accountability, governance effectiveness; rule of law; regulatory quality and control of 

corruption. These lead to an overall governance score for a country. 

The second one divide governance into five dimensions and it is health specific. The 

approach assesses, policy formulation and planning , information and assessment 

capacity, system responsiveness , social participation and accountability and regulation 

(Mikkelsen-Lopez, et al. , 2011). 

Stakeholders are expected to answer questions relating to the use of information , co

ordination of donor inputs by governments, stakeholders participating in setting up the 

policy agenda . Comprehensive ranges of issues are explored and suggestions on which 

stakeholders to interview are provided . This approach has so far been applied in countries 

such as Vietnam, Angola and Kenya . 

Common areas of challenges of governance were lack of transparency, participation and 

strategic vision (Mikkelsen-Lopez, et al. , 2011) . 

3.4.3 Principles of Good Governance 

Siddigi, et al., (2009) developed another health -system specific governance framework , 

that is , the United Nation Development Plan (UNDP) . 

In the assessment of governance of the health system, there are ten health systems 

governance which are applied. Broader questions are proposed for each principle for both 

national policy formulation and the implementation level. This analytical framework is used 

in Pakistan . Several weaknesses were identified such as a lack of accountability at the 

national level and poor strategic vision in designing policies (Mikkelsen-Lopez, et al., 

2011 ). 

The UNDP enunciates a set of principles of good governance for which there is evidence 

that these have a claim to universal recognition (Siddiqi , et al., 2009). These five principles 

have been further elaborated into nine thematic areas. 



These principles are a combination of the results of power or the policy goals as well as 

about how well power is exercised or the policy progresses. 

Some principles emphasise the 'ends' such as direction , fairness and performance and the 

others the 'means' for achieving them such as legitimacy and voice and accountability. 

Research by Eeckloo, et al., (2004: 15) indicates that "As a result of multiple developments 

in health care and health care policy, hospital administrators, policy makers and 

researchers are increasingly challenged to reflect on the meaning of good hospital 

governance and how they can implement it in the hospital organisations. The question 

arises whether and to what extent governance models that have been developed within 

the corporate world can be valuable for these reflections". 

Due to the unique societal position of hospitals , which involve a large diversity of 

stakeholders , the claim for autonomy of various highly professional groups and the lack of 

clear business objectives, principles of corporate governance cannot be translated into the 

hospital sector without specific adjustments. However, irrespective of these contextual 

differences, corporate governance can provide for a comprehensive "frame of reference" 

to which the hospital sector will have to give its own interpretation . 

Further research is needed to support and counsel the ongoing process of transition . In 

the near future there will be an urgent demand for empirical studies testing how hospital 

performance is affected by the gradual changes in the configurations of hospital 

governance. Understanding the influence of these configurations on performance could 

provide persuasive information for improving hospital governance . 

Health Policy (No 68. of 2004 : 13-14) states that "The research should also incorporate a 

comparison with other European health care systems. Not only because of the growing 

impact of the EU-dynamics and regulations, but particularly because of the requisite 

degree of methodological coherence and in order to guarantee that full benefit is derived 

from the rich variety of approaches existing in Europe". 

Governance is thought to be a key determinant of economic growth, social advancement 

and overall development, as well as for the attainment of the Millennium Development 

Goals in low- and middle-income countries . Governance of the health system is the least 

well-understood aspect of health systems. 



A framework for assessing Health System Governance (HSG) at national and sub-national 

levels is presented , which has been applied in countries of the Eastern Mediterranean. 

In developing the HSG framework key issues considered included the role of the state 

versus the market; the role of the Ministries of Health versus other state Ministries; the role 

of actors in governance; static versus dynamic health systems and health reform versus 

human rights-based approach to health . 

It does not directly address aid effectiveness but provides insight on the ability to utilise 

exte rn al resources and has the ability to include the effect of global health governance on 

national HSG as the subject itself gets better crystallised . The improved performance of 

the Ministries of Health and state Health Departments is at the heart of this framework. 

The framework helps raise the level of awareness among policymakers of the importance 

of HSG. The road to good governance in health is long and uneven. Assessing HSG is 

only the first step. The challenge that remains is to carry out effective governance in vastly 

different institutional contexts (Siddigia , S, et al. , 2009) . 

As awareness of the role of governance in the performance of health systems has 

increased , so has the need to come up with systematic means to evaluate governance 

shortcomings to develop adequate interventions. Siddigia , et al. , (2009:) describes a 

framework to assess governance in the health systems of low-income countries that is 

intended to have empirical applicability with a problem-driven approach . 

In academia, however, governance is increasingly conceptualised in terms of the informal 

but structured and systematic often found that in those settings where health needs are 

the greatest, the administrative capacity of the state to implement policy is limited . 

The acknowledgement that successful healthcare delivery requires effective institutions 

and management has led government officials , academics and international donors alike 

to emphasise governance as a key element in the quest for practical solutions for 

strengthening health systems. 

Governance as it applies specifically to health systems' performance has, however, 

rema ined a complex topic to conceptualise and operationalise, especially in terms of 

producing practical advice and solutions. 



In recent years several health sector frameworks assessing governance have been 

proposed by Siddiqi , et al. (2009), Lewis and Pettersson (2009) , Brinkerhoff and Bossert 

(2008) and Vian , et al, (2010)) , which offer insights into how governance may impact 

health outcomes and suggest which elements associated with governance are important to 

consider. 

Nevertheless, a need remains for an approach that goes beyond accurately depicting the 

state of formal governance in a given place and time. Most of the governance frameworks 

and assessments of health systems lack an explicit acknowledgement of the important role 

played by the political context in which health systems are embedded. All four frameworks 

have elements that are useful but none can adequately be used for assessing HSG. For 

instance , the stewardship framework does not explicitly mention some governance 

principles such as the rule of law, effectiveness and efficiency and equity. More 

importantly, there is no accompanying instrument that would allow measuring the domains 

of stewardship in countries . 

Measuring the PAHO's EPHF helps assess the performance of the national health 

authority or the management of health and indirectly ascertains the quality of health 

system governance. However, EPHF per se does not assess Health System Governance 

and hence cannot be used for this purpose. 

The framework permits 'diagnoses of the ills ' in Health System Governance at the policy 

and operational levels and points to interventions for its improvement. In the case of 

Pakistan , where the framework was applied , a positive aspect was the growing 

participation and consensuses orientation among stakeholders , while weaknesses were 

identified in relation to strategic vision , accountability, transparency, effectiveness and 

efficiency and the rule of law. In using the HSG framework it needs to be recognized that 

the principles are value driven and not normative and are to be seen in the social and 

political context and the framework relies on a qualitative approach and does not follow a 

scoring or ranking system (Barnett, et al. , 2009). 

Most of these frameworks provide 'snapshots' of the state of governance in health systems 

by developing both quantitative and qualitative indicators. This is advantageous as they 

can highlight areas of possible gross weakness. For example, if a country has no recent 

essential medicines list, or if there are irregularities in the payroll for health workers , or a 

lack of transparency in resource allocation . 



Some of these frameworks such as the WHO (2010) and Lewis and Pettersson 's (2009) 

permit cross-country comparisons which are useful at the international level. However, 

despite this information being useful for donors or international organisations, it is 

questionable whether it is useful for in-country health system stewards who probably 

already know where such governance weaknesses are in their health systems and who 

require better understanding of why, where and how to intervene . 

Although participation is encouraged , there are instances when too much participation 

could delay or even harm the delivery of health care . It is important for stewards to 

understand the possible informal influences which various stakeholders could be 

susceptible to and which could influence their voice . To ensure that the rules of the system 

are adhered to , a major process element of good health system governance is being 

accountable (Ansari and Andersson , 2011). 

Even an improvement in a single governance element would be an improvement in 

governance. For example, mitigating ways in which corruption can develop , or improving 

the transparency of budget allocation would both be considered an improvement in 

governance. However, these improvements in governance may not be sufficient to 

increase overall health system performance due to various non-governance factors which 

can influence overall health system performance (Kroukamp, 2007) . 

Improved health system performance is a general term which could include various 

outcomes depending on the different interest groups within the health system. 

It could mean , for example, increased profit maximisation for insurance companies , better 

effective coverage for policy developers, increased responsiveness to the demands and 

needs of the population for citizen groups, or a general increased level and distribution of 

health. 

3.5 CONCLUSION 

The literature surveyed has deliberated on different issues pertaining to the governance of 

the health system itself. It has assessed the negative and positive impact of most 

governance elements on the performance of the health system. 



The literatu re review has revealed the importance of good governance in the health 

system and how service delivery can be negatively affected by failure to apply the principle 

of good governance. The importance of all the role players to get involved in the delivery of 

the quality health care has been discussed at length . 

They health system in South Africa has a number of challenges which need to be 

addressed and amongst the critical aspects is lack of community participation . It is also 

important to ensure that there is good leadership which will drive the goals of the health 

sector towards the realisation of quality health care. The next chapter discusses the 

research methodology applied in this study. 



CHAPTER 4 RESEARCH METHODOLOGY 

4.1 INTRODUCTION AND BACKGROUND 

In the previous chapter, a literature review was undertaken on the framework for the 

implementation of the Health Governance Structures in the decentralized health system. In 

this chapter, the researcher reflects on the research problem, research objectives and 

identifies the relevant research philosophy and paradigm to be used to address the 

research problem. The relevant methodology, research design , population , data collection , 

data analysis , validity and rigor and ethical conduct of the study is discussed. 

4.2 RESEARCH PHILOSOPHY AND PARADIGM 

A research philosophy is a belief about the way the data about a phenomenon should be 

collected , analysed and used. The researcher found interpretivist philosophy to be suited 

for this study. According to Stinger (2014:20) "lnterpretivists contend that only through the 

subjective interpretation of and intervention in reality can that reality be fully understood". 

lnterpretivists are of a view that the study in their natural environment is key. The 

interpretivists acknowledged that reality can be interpreted in many ways but maintain that 

what they are pursuing is part of the scientific knowledge. 

Steps which provide a clear picture of the research process are: (1) formulating the 

research problem (specifies and justifies a problem) ; (2) research planning (e.g. review of 

literature) (3) data collection ; (4) analysis of data (5) communicating the findings and (6) 

implementing actions. 



An Action Research Framework: by (Stringer, 2014) 

ACTION RESEARCH 

QUALITATIVE RESEARCH 

RESEARCH GATHERING ANALYSING COMMUNICATING 

PLANNING INFORMATION DATA 

Focusing and I➔ Interviewing f----+ Analysing 1-. 
Reports 

framing Observing epiphanies 
Presentations 

Literature Records and and 
Video 

review reports illuminative 
Multimedia 

Stakeholders Materials and experiences 

Data sources equ ipment Coding and 

Ethics Reviewing categorising 

Validity literature Enhancing 

analysis 

Constructing 

category 

frameworks 

f---+ 

ACTIONS 

Case plans 

Care 

management 

Problem 

solving 

Evaluation 

Health 

promotion 

Community 

development 

Gephart (1999 :31) argues that "lnterpretivists assume that knowledge and meaning are 

acts of interpretation, hence there is no objective knowledge which is independent of 

thinking, reasoning humans". "The key words pertaining to this methodology are 

participation, collaboration and engagement" (Henning, et al., 2004). The researcher 

becomes the participant observer in the interpretive approach . The researcher engages in 

activities and observes and discerns the meaning of actions expressed by participants 

within specific social contexts . 

In this study the researcher, managers at the districts and health facilities and the Health 

Governance Structure members who are affected or involved in the topic under the study 

participated through focused groups in this research. 

The identified categories of people know what is happening and have first-hand 

experience of challenges in managing and implementing the Health Governance 

Structures, hence the interpretivist philosophy was fo llowed . 



4.3 RESEARCH METHODOLOGY 

Methodology is the procedure of research techniques which uses the logic of scientific 

investigation . It is a technique which has theoretical principles as well as a framework that 

provides guidelines about how research is done in line with a particular paradigm. It 

translates the principles of a paradigm into research knowledge and shows how the 

society can be explained and studied (Cresswell , 2007) . 

The researcher followed the Action Research Methodology. "It is a collaborative approach 

to inquiry or investigation that provides people with the means to take systematic action to 

resolve specific problems. It is a systematic approach to investigation that enables people 

to find solutions to problems they confront in their everyday lives. It seeks to engage the 

complex dynamics involved in any social; context" (Stinger, 2014:8). 

It uses contin uing cycles of investigation designed to reveal effective solutions to issues 

and problems experienced in specific situations and localised settings, providing the 

means by wh ich people in community agencies and organ isations as well as in health and 

human services may increase the effectiveness and efficiency of their work (Kemmis and 

McTaggart, 1999). 

The continuing cycles are illustrated hereunder: 

Figure 4.1Action research Interacting Spiral: by Stringer's E.T. 2014 
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Stringer (2014) describes " ... action research as a family of research methodologies which 

pursue Action (or Change) and Research (or Understanding) at the same time to improve 

the quality of a practice". It can be done by individuals or by teams of members or 

colleagues . The team approach is called collaborative inquiry. 

Action research is grounded in a qualitative research paradigm with the purpose of gaining 

greater clarity and understanding of a question , problem or issue. It allows practitioners to 

achieve better research outcomes from their practice without undermining the changes 

their practice is intended to achieve. Stringer (2014) states that "Qualitative research is 

naturalistic; it attempts to study the everyday life of different groups of people and 

communities in their natural setting; it is particularly useful to study educational settings 

and processes". According to Denzin and Lincoln (2003) " ... qualitative research involves 

an interpretive, naturalistic approach to its subject matter; it attempts to make sense of, or 

to interpret, phenomena in terms of the meaning people bring to them". 

It can be classified as a subjective or argumentative approach which requires the 

researcher to adopt a creative or speculative stance rather than to act as an observer. It is 

a useful technique since new theories can be built. 

New ideas were generated and subsequently tested. However, as an unstructured and 

subjective form of research , there is a strong chance of researcher bias . Action research 

values responsiveness over replicability (Denzil and Lincoln , 2003) . 

The researcher conducted interviews using focus groups and key informants. Focus 

groups comprised of managers of hospitals , districts, sub-districts and clinics who met to 

provide more information on whether the existing policies and guidelines assist to manage 

the work of the Health Governance Structures. Managers in the districts were able to talk 

about the challenges that affect the effective and efficient implementation of the Health 

Governance Structures. In the process, explanations were given on the causes which 

make it difficult to implement and manage these structures. 

The researcher, again using focus groups, gave members of the Health Governance 

Structures an opportunity to express their thoughts , interpretations and understanding by 

describing and explaining the situation in their areas or facilities on the challenges they 

faced in the implementation of the Health Governance Structures in the decentralised 



health system which is aligned to objective one in chapter one. The information which was 

provided by participants provided an insight on whether there were existing policies and 

guidelines and if those documents assisted with the management of the Health 

Governance Structures. 

The same views were explored to obtain responses on whether or not there was a 

framework in assisting managers to implement the Health Governance Structures. The 

researcher and participants explored all aspects which impede the successful 

implementation of the Health Governance Structures and recommended solutions on the 

challenges identified by all eight focus groups. The researcher explored the views and 

experiences of the participants about the problem being studied and explored the reasons 

for their kind of response to the situation (Creswell , 1994). 

Qualitative data was collected . However, before focusing on the qualitative data, the raw 

data which was collected in the first phase and was processed through the SPSS 

(Statistical Packaging for Social Science) system, and the SPSS (Statistical Packaging for 

Social Science) output was input, into the tables . The data was analysed for ease of 

presentation and interpretation as agreed upon by all participants. 

The researcher explored reports , minutes of the Health Governance Structures, 

community participation reports, patients' complaints reports , relevant legislation , annual 

reports of the Department of Health, guidelines and other relevant documentations. 

Th is information gave the researcher information on the effectiveness of the Health 

Governance Structures as these structures are regarded by the Provincial Department of 

Health as mechanisms which should bridge communication gaps between managers in 

the districts and communities regarding provision of health services. 

The results of the qualitative research led to the findings related to experience, behaviour, 

emotions, organisational functioning and social movement on the overall performance of 

the Department of Health in as far as Health Governance Structures are concerned. 

The researcher obtained meaningful data in relation to the unexplored area of Health 

Governance Structures and the decentralised health system. The data was expanded with 

the added benefits of a broader study to reveal more general findings. 



Perceptions and values of participants in their respective worlds are the basis of data 

analysis , the results thereof produced an understanding of the problem based on a 

combination of factors (Miller, 2000) . 

4.4 RESEARCH DESIGN 

"Research design in the social sciences is a means of putting together a research project 

from the initial stage in order to maximise the likelihood of generating evidence that 

provides a convincing answer to the research questions within the resources provided" 

(Gorard 2013). The researcher followed the Participatory Action Research design . 

Garald (2013) states that "Participatory Action Research involves all relevant parties in 

actively examining together current action (which they experience as problematic) in order 

to change it and improve it". They do this by critically reflecting on the historical , political , 

cultural , economic, geographic and other relevant contexts . PAR aims to be active "team

research" by and for those to be helped. It cannot be used by one group of people to get 

another group of people to do what the first group considers is best for them (Kemmis and 

McTaggart, 1988). 

Participatory Action Research is genuinely democratic or non-coercive (by practitioners for 

practitioners). Participation by the client group as informed sources of information gives a 

better chance of discovering what they know and what the researcher currently does not. 

Applying participatory approaches to investigation stimulates feelings or pride, dignity, 

identity, control , responsibility and unity. 

It establishes the researcher as the facilitator and catalyst, encouraging people to change 

by addressing issues that concern them. Participants are more likely to join the researcher 

as equal partners in this endeavour if the researcher speaks to them in their own 

language. In this instance it was everyday English rather than using numbers or technical 

language (Stringer, 2014) . 

The Participatory Action Research approach was followed in this study. The research 

employed the focus groups discussion method . 



This was done to try and explore the Health Governance Structures, external and internal 

factors which contribute or influence the implementation of the Health Governance 

Structures, discuss the decentralised health system in relation to the performance of the 

Health Governance Structures. The information which was provided gave answers to the 

research objectives . The emphasis was on an in -depth description of individuals, groups , 

situation or organisation (Shields, et al., 2013) . The participatory approach gave 

participants an opportunity to talk on the subject which involves their day-to-day roles and 

responsibilities . 

Using the Participatory Action Research Approach the existing challenges on the effective 

and efficient implementation of the Health Governance Structures were explored to enable 

the researcher to gain greater understanding . This approach assisted because the 

researcher was interested in issues which could assist in improving the status quo 

because the aim was for the findings to indicate solutions and an action plan to improve 

the implementation of the Health Governance Structures in the decentralised health 

system. 

Research facilitators familiarise themselves with the context and design research plans in 

conjunction with stakeholders (Stringer, 2014) .) The process unfolded as follows : 

(a) Engagement in Preliminary Activity 

The researcher: 

• Established contact with people in the setting . 

• Identified focus groups; only those involved in the issue to be investigated. 

• Identified key people - those occupying leadership positions. 

• Negotiated the role of the researcher. 

• Established the position and role of the researcher within which groups in which 

places; doing what activities with whom . 

• Negotiated research agendas which issues would be the focus of inquiry. 



(b) Construct a Preliminary Picture of the Context. 

The research facilitator developed an understanding of the setting 's social dynamics. 

There was a need to identify focus-groups and key people , learn the history of the 

situation , identify problems and check the availability of resources, such as venue and 

writing materials . 

4.5 TARGET POPULATION AND SAMPLE 

The researcher draws a sampling from a pool of the population and ultimately generalizes 

the findings from such a sample . As Ngulube (2005:46) states "There is a need to know 

what your population is, before the researcher can attempt to collect the sample, this is a 

major step in survey design ." 

In this study, employees of the South African Government Department of Health in the 

North West Province and the Health Governance Structures in various health facilities 

formed part of the population , the details were summarised as follows: 

• 18 hospitals boards in the North West Province 

• 18 CE Os of the hospitals 

• 18 Sub-district Governance Structures 

• 18 Sub-districts Managers 

• 4 Directors responsible for Primary Health Care 

• 4 District Health Councils 

• 4 Chief Directors responsible for Primary Health Care 

• 22 Health Area Managers 

• 22 Health Area Forums 

• 277 Clinic Managers and 

• 277 Clinic Committees 

These are the people who are involved and have the knowledge of how the Health 

Governance Structures is managed and implemented in the Department of Health . The 

above-mentioned participants are expected to ensure that policies and guidelines relating 

to Health Governance Structures are adhered to and that communities participate in the 

delivery of health care . 



The researcher purposefully identified the Health Governance Structures and clustered 

them according to the respective areas or districts. The researcher considered that the 

Heath Governance Structure members and the identified respondents had a good 

understanding on the challenges which impeded the effective and efficient implementation 

of the Health Governance Structures. The respondents had knowledge of what was 

available and workable in terms of the existing policies and developed recommendations 

or solutions in trying to address the challenges in line with the problem statement. 

4.6 SAMPLING DESIGN 

A sample design assists in getting a sample from the targeted population . The researcher 

used this technique or procedure to select items from the sample. 

Sample design determines the number of items to be included in the sample , that is , the 

size of the sample . 

The researcher determines a sampling design prior data (Kumar, 2008). Non-probability 

sampling called purposeful sample was used in this study in the qualitative method . 

Purposeful sampling means intentionally selecting participants in order to better 

understand the central phenomenon (McMillan & Schumacher, 1994; Miles & Huberman , 

1994). In this study, the researcher purposefully selected the population from the following 

categories ; 

Health Governance Structures Focus Groups were comprised of representatives from : 

• Hospital Boards 

• Sub-district Governance Structures 

• Health Area Forums 

• Clinic Committees 

• District Health Councils 

District Managers Focus Groups comprised of: 

• Hospital Chief Executive Officers (CEOs) 

• Directors in the Districts 

• Chief Directors in al l the four Districts 



• Sub-district managers 

• Clinic Managers 

The idea was to purposefully select respondents who would best answer the research 

questions and who were "information rich" persons (Patton , 1990). 

The identified structures and managers were dealing with the topic of the study under 

investigation on a daily basis and had first-hand experience of challenges that were being 

experienced when implementing the Health Governance Structures. 

4.7 GATHERING DATA 

The data collection method concerns the procedures, techniques and tools used when 

collecting data from the sampled participants. Data collection comprises of qualitative and 

quantitative methods. Ngulube (2005) relates the quantitative method with statistical and 

mathematical techniques . He relates the qualitative approach to an in-depth study of 

individuals and small groups of the population . 

The qualitative research methodology was used because it assisted the researcher to 

collect data related to quality, such as the explanatory, descriptive and narrative 

information which assisted with the assessment of the management of the Health 

Governance Structures in the Department of Health in line with research objectives. 

Quantitative research methodology was also used in the beginning to establish the 

database of the research problem. 

The primary objective of the "look phase" of the process of the action research was to 

gather information that enables researchers to extend their understanding of the 

experience and perspective of stakeholders , those mainly affected by or having an 

influence on the issues investigated . 

The first cycle of an action research process is , therefore , qualitative , requiring 

researchers to gather information about participants' experiences and perspectives and to 

define the problem or issue in terms that 'make sense' in their own terms (Stringer, 2014) . 

Information gathered was determined to a large extent by the nature of the issue or 

problem investigated. 



The primary data in action research were derived from interviews and discussions with 

primary and key stakeholders. As the focus of investigation and the issues to be 

incorporated in the emerging investigation became clearer, other sources of data became 

relevant. The researcher used the following instruments to gather data : questionnaires, 

focus groups, reflective diaries, participation observation , documents review, records and 

reports and a literature review. 

4.7.1 Focus Groups 

According to Gillis and Jackson (2002) "Focus groups provide another means of acquiring 

information and might be characterised as a group interview". Participants in focus groups 

should each have opportunities to describe their experience and present their perspective 

on the issues discussed . As with interviews, carefully devised questions provide the 

means to focus the group on the issue at hand and enable them to express their 

experience and perspective in their own terms without the constraints or interpretive 

frameworks derived from researcher perspectives, technical language (Kitzinger, 

1995:299) . 

Action Research becomes successful when participants are able to express themselves 

on how they perceived things includ ing talking extensively about their experiences. 

Interviews give participants an opportunity to reflect extensively on the nature of events 

wh ich boarders in their area of concern . Focus groups can also be used to gather 

info rmation where individual research interview is not possible . 

In these circumstances, they should use carefully articulated group processes to ensure 

that each participant has extended opportunities to describe his or her situation and to 

express his or her issues and concerns (Kemmis and McTaggart, 1988). 

In this research , two focus groups per district were establ ished to address the three 

objectives as identified in Chapter 1. The one comprised of district managers and the other 

comprised of representatives of the Health Governance Structures. Focus groups were 

facilitated by the researcher with the assistance of the four District Co-ordinators , that is , 

one fo r each district. The schedule was diarised by participants and they were able to 

attend meetings due to the fact that they had scheduled a plan for the entire project. That 

was done to ensure that rich data was collected from as many participants as possible . 



The arrangement was agreed upon by all participants and it made the co-ordination and 

management of the process easy. 

4.7.2 Participant Observation 

Participant observation is distinctively different from observational routines common in 

experimental research or clinical practice, where the things to be observed are specifically 

defined (Marchall and Ross (2006). 

Observation in action research is more ethnographic, enabling an observer to build a 

picture of the life world of those being observed and to develop an understanding of the 

way they ordinarily go about their everyday activities. 

Observation enables research to record important details that become the basis for 

formulating descriptions from which stakeholder groups produce their accounts . Although 

field notes are commonly used for observations, videotapes and photographs may also 

provide a powerful record of events and activities. In this regard the researcher used field 

notes and photographs to record events and activities which took place during the focus 

groups sessions in all the districts. The researcher was able to observe participants when 

they expressed their emotions on the subject matter. The observation by the researcher 

was intended to get the findings which relate to all objectives as outlined in chapter one of 

the study. 

4.7.3 Documents, Records and Reports 

The researcher obtained informative information from documents and records. Documents 

and records included memoranda , minutes, reports, policy statements , procedure 

statements , plans, evaluation reports , guidelines documents and legislation. The 

researcher prepared summary statements of information acquired and together with 

stakeholders checked them for accuracy. 

Participants managed to ascertain which information was for public consumption and 

which was to be kept confidential. The intent of the summaries was to provide participants 

with information that would enable each group to review and reflect on its own activities 

and to share relevant information with other focus groups. 



The information provided the key elements from which a jointly-constructed account was 

formu lated (Wellman and Lipton , 2004) .The researcher was able to get information which 

related to the challenges in the implementation of the health governance structure as well 

as the existing policies and legislations which aimed at assisting managers to implement 

and manage these structures. This information relate directly to objective 1 and 2 of the 

study. 

4.7.4 Extending understanding by using descriptive analysis 

There are three alternative procedures that a researcher may use to assist people in 

extending their understanding of their situations and the issues being investigated . These 

are similar to the ethnographic processes used in qualitative research and have been 

applied successfully in many community and group contexts. 

The alternatives are as follows: Working Ethnographically - Collaborative Descriptive 

Accounts. Six questions should be asked such as, "why" which provides a general 

orientation to the focus of the investigation , whereas succeeding questions enables 

participants to identify associated influences (Stringer, 2014) . 

4.7.5 Communicating 

In Action Research , all stakeholders are informed of events and activities as they unfold . It 

is for all participants to inform each other of what they are doing to avoid disruptions. It 

requires all stakeholders to be informed of activities and events as they unfold. Where 

groups engage in activity, sometimes with great enthusiasm but fail to inform other 

participants of what they are doing , the process is likely to be disrupted in a number of 

ways . 

People may have their feelings hurt, feel excluded , become suspicious or feel unwanted . 

In these and many other ways , failure to maintain communication can lead to loss of 

communication and loss of ownership. Communication can be achieved informally by 

regular meetings in which people report on their activities , e-mai l, phone calls et cetera . 

Reports will also be made in the form of meetings minutes, newsletters, or verbal 

presentations. 



In this study, constant communication was maintained by use of e-mails and telephone 

calls to ensure that participants received important information before the sessions. The 

use of four District Co-ordinators assisted a great deal in ensuring that focus groups were 

kept on board so that they do not lose interest in the study. 

4.8 DAT A ANALYSIS 

Bogdam and Biklen (2003) state that "The purpose of the 'Think Phase ' is to sift through 

the accumulating body of information that emerges from the "Look Phase", identifying 

significant features and elements that seem to have a significant influence on events". 

These are then organised into a framework of ideas or concepts that enables participants 

to better understand problematic features of the situation. 

This systematic process of analysis provides the means for a deeper or more extended 

understanding of the situation that lead to a more effective and sustainable resolution of 

the problem or issue investigated (Stinger, 2014) . 

In this phase the task of the researcher was to interpret and render understandable the 

problematic experiences being considered as well as the interpretation built on the 

description through conceptual frameworks , definitions and meaning that enable 

participants to make better sense of their experiences. 

4.8.1 Analysis and Interpretation Phase 1: 

Two major processes provided the means to distill the data that emerged from the on 

going processes of investigation . The first was categorizing and coding the procedure that 

identified units of meaning (experience , perception) within the data and organising them 

into a set of categories that typified or summarised the experiences and perspectives of 

participants . The second data analysis process selected key experiences or 

transformational moments and "unpacked" them to identify the elements that composed 

them, thus illuminating the nature of those experiences. The researcher used both 

techniques of data analysis as she sought to acquire clarity and understanding by distilling 

and organising the information that was gathered. 

The major task was when analysing and interpreting the significant features and elements 

that formed part of the people's perceptions and experiences involved in the study. 



All analysis is an act of interpretation , but the major aim in analysis is to identify 

information that clearly represents the perspective and experience of the participants. 

Bogdam and Biklen (2003) said "those involved in data analysis must "bracket" their own 

understandings, intuitions, or interpretations as much as possible and focus on the 

meaning inherent in the world of participants". 

This difficult task requires some practice and feedback to identify the ways in which we 

tend to view events through our own perspectives. 

Procedure for this form of analysis involve: -

• Reviewing the Data: The purpose of analysis was to identify data (information) 

pertinent to these issues and questions. The researcher fi rst reviewed records of 

interviews to get the feel of ideas expressed . 

• Utilizing the Data: The next phase was to identify the discreet ideas, concepts , 

events and experiences incorporated into their description to isolate the elements of 

which their experience was composed . 

• Categorising and Coding: Once the data was sorted into units or "unitised", the 

units of meaning were sorted into related themes or categories . Information from 

other interviews was added and the category resorted to identify the different 

dimensions of the perspectives of participants. 

• Identifying Themes: When the categories associated with each focus group had 

been placed in a system of categories it was possible to identify themes common 

across focus groups. The researcher and participants , therefore , needed to identify 

theme-issues, experiences or perspectives that people had in common by 

comparing categories and subcategories across focus groups. 

• Developing a Report Framework: This type of category system provided a 

framework for reports or presentations that communicated the outcomes of this 

phase of the research to relevant stakeholders. 

4.8 .2 Analysis and Interpretation Phase II: Enriching the Analysis 

In the following cycles other information is incorporated that further clarifies the 

understanding of the participants by adding information from other stakeholders and data 

sources (Stringer, 2014:33). 



The purpose of this activity is to provide the means for achieving a holistic analysis that 

incorporates all factors likely to have an impact on achieving an effective solution to the 

problem investigated. 

Frameworks for Enriching the Analysis 

Stringer (2014) states that "When participants engage in the highly contentious problems, 

they sometimes need to engage in extensive research to identify the underlying issues 

involved in the situation". 

There are four alternative approaches or frameworks that assisted stakeholders in this 

process of sense making and clarifications were presented in the sections , namely; 

interpretive questions, organisational review, concept mapping , and problem analysis. 

Writing Reports Collaboratively 

Researchers normally work independently when analysing and interpreting reports and , as 

a result, they tend to rely on their own interpretive understanding . 

There is a high possibility of losing the interpretive perspective of other participants and to 

compile a report that would adequately cover a perspective of other participants . 

The following procedures provided the means to engage focus groups in the processes of 

analysis , thus ensuring that the end result integrates their perspectives and priorities . 

To facilitate these processes, the researcher assisted participants with organising 

meetings, setting an agenda , reviewing descriptive accounts , analysing information and 

developing accounts and reports . 

4.9 IMPLEMENTING SUSTAINABLE SOLUTIONS 

In this phase , participants worked creatively to formulate actions that led to a resolution of 

the problems. Action plans can often be incorporated into the regular operations of 

organisational life so that practitioners may work with members to devise operational 

plans. 



The following procedures were based on a framework of action that involves three phases 

namely; planning which involves setting priorities defining tasks , implementing activities 

that helped participants accomplish their tasks and finally, reviewing in which participants 

evaluate their progress. 

4.9.1 Planning 

In the planning phase, McNiffand Whitehead (2005) indicated that "The research facilitator 

meets with major participants to devise actions to be taken ". As participants devise a 

course of action that "makes sense" to them and engage in activities that they see as 

purposeful and productive, they are likely to invest considerable time and energy in 

research activities, developing a sense of ownership that maximises the likelihood of 

success. 

The researcher and participants after lengthy discussions, managed to develop an action 

plan of the recommendation made by focus groups. The plan had a timeframe and was 

costed for implementation purposes. 

4.9.2 Implementing 

As participants attempted to implement the tasks that had been set, the Research 

Facilitator and District Co-ordinators provided the emotional and organisational support 

they needed to keep them on track and to maintain their energy, model sound community

based processes and link the participants to supportive networks. 

4.9.3 Reviewing 

Participants met on a regular basis to review their progress. The plan was displayed at 

these meetings. Stakeholders and each of the participants performing tasks were given 

the opportunity to review the plan , report on progress, modify sections of the plan if 

necessary and celebrate successes . 

4.9.4 Evaluating 

Evaluation requires processes similar to those used to formulate joint descriptions and 

interpretations of data . 



Evaluation is carried out as a joint construction of focus groups who place their claims , 

concerns and issues on the table for consideration , review information obtained from 

interviews, observation , document and group construction , resolve claims issues and 

concerns and priorities unresolved items (Kemmis and McTaggart, 1988: 66). All focus 

groups had an opportunity to evaluate themselves . Concerns were raised and further 

action plans were proposed and time-frames extended to allow further execution of the 

plans. 

4.10 VALIDITY AND RIGOR IN ACTION RESEARCH 

Collaboration processes of the Action Research are designed to ensure interest of the 

participants and promote a high level of enthusiasm and active participation to a sound 

research process. The basis for rigor in experimental research is founded in commonly 

established routines for establishing the reliability and validity of the research , but action 

research , being essentially qualitative, uses a set of different criteria . 

Rigor in action research is based on checks to ensure that the outcomes of research are 

trustworthy. That they do not merely reflect the particular perspectives, biases, or 

worldview of the researcher and are not based solely on superficial or simplistic analyses 

of the issues investigated . Checks for trustworthiness , therefore , are designed to ensure 

that researchers have rigorously established the veracity, trustfulness , or validity of the 

information and analyses that have emerged from the research process (Guba and Lincoln 

(1981 ). Lincoln and Guba (1985) suggest that trustworthiness can be established through 

procedures that assess the following attributes of a study: 

Credibility: It is important that participants trust the integrity of the research process to 

ensure personal commitments which is well essential to a well-founded inquiry. 

Hence it is important to ensure that the process is credible as it is a fundamental issue in 

active research . 

The following factors assisted participants to gain the feel ing of trust: 

• prolonged engagement, 

• persistent observation , 

• triangulation (the incorporation of multiple sources of information) , 

• member checking which gave participants to review raw data , 



• participation debriefing : - focuses on the feelings and responses of participants 

rather than the information provided , diverse case ana lysis , ensuring that the 

perspectives of all focus groups were incorporated into the study and finally , 

referencing adequacy meaning reports and other communications were grounded in 

the terminology and language agreed upon by all participants and ensuring that 

they reflected participants' perspective and could be understood by them (Stringer, 

2014). 

Transferability: Maxwell , (2002) states that "Unlike traditional quantitative or experimental 

studies that enable the outcomes of research to be generalised to contexts and groups 

other than those involved in the research, Action Research outcomes apply only to the 

particular people and places that were part of the study". That does not imply that nothing 

in the study is applicable to others. 

Dependability: Merriams, (1998 : 205) states that "Dependability focuses on the extent to 

which people can trust all measures required of a systematic research process that have 

been followed". 

Confirmability: Seale, (1999:45) states that "The researcher must be able to confirm that 

the procedures described actually took place ". An audit trail enables an observer to view 

the data collected , instruments, field notes, tapes , journals, or other artifacts related to the 

study. These confirm the veracity of the study, providing another means for ensuring that 

the research is trustworthy. An inquiry audit provided a detailed description of the 

procedures that were followed and provided the basis for judging the extent to which they 

are dependable. 

Triangulation or dialectic as it is called in action research is a test aimed at improving the 

validity and reliability of research including the evaluation of the results (Mathison 

(1988:13). 

To validate the findings , that is, determine the credibility of the information and whether it 

matches reality (Merriam, 1988), triangulation , converging different sources of information 

(interviews, documents, artifacts) ; feedback from the participants on the accuracy of the 

identified categories and themes by members; convey the message by providing rich , thick 

description of the findings (Cresswell , 2003, Patton , 2002). 



As indicated above , the research compared what was raised by all participants with the 

existing information in the documents. The overwhelming evidence validated the findings . 

4.11 ETHICS OF THE RESEARCH 

"The word "ethics" is derived from the Greek ethos , which means one 's character or 

disposition. Today, ethics refers to a breach of philosophy concerned with how people 

should act and developing rules for justifying actions (Kitcheners , 2000). 

In the context of research , ethics focuses on providing guidelines for researchers and 

establishing compliance mechanisms to ensure ethical research. 

In this study, data was collected by interviews and discussions in the most ethical manner 

that circumstances would allow (Cooper & Schindler, 2008) . The study was not classified 

as sensitive and was , therefore , conducted in a normal social environment. 

Ethics is very important in natural sciences , such as medicine and nursing , to safeguard 

participants. Research review boards conduct investigations to guard against unethical 

research behavior and deal with reported cases to ensure that researchers comply with 

the research ethics . (Kirlinger and Lee, 2000: 439) stated that "People are protected from 

being put at risk by scientists who conduct research, that violates the norms, converts 

public resources for own gains, destroying the environment and that is biased towards 

gender or race ". 

In this study, data was collected from individual human beings , employees of the 

Department of Health and community members who have been appointed by the Member 

of the Executive Council to serve in the Health Governance Structures. Prior approval was 

obtained from the Head of the Provincial Department of Health and the Ethics Committee 

of the Provincial Department of Health. 

Utmost care has been taken to ensure that the researcher does not in any way imply 

attributes of race of any kind , but is merely pointing out that the use of terms as labels for 

different races have been adopted such that they are also consistent with those in 

common use which are also applied by the national census. 



Participants were enlightened of the purpose, aims, use of results and likely consequences 

of the study (a process known as informed consent). Written acknowledgement of 

participants ' willingness to participate was sought. Participants were informed that they 

had the right to refuse to participate. 

Use of face-to-face interviews requires that the researcher develop a rapport with the 

participants. Any information (data) was stored safely so that it could not be viewed by 

others . 

The researcher provided assurance to participants that the information gathered through 

focus groups would be for the purposes of the study only. 

Participants were informed about their withdrawal right. Furthermore, it was explained to 

participants that no benefits of any sort would be given, besides sharing in the findings and 

recommendations. 

4.12 CONCLUSION 

In this study, interpretivism was found to be the suitable philosophy to be followed . Action 

Research methodology was used to come up with the best results . The design followed a 

qualitative method which assisted to put forward an in-depth knowledge. Instruments 

including reflection, focus groups, diaries, participants' observation assisted the research 

to get rich data from participants. 

The researcher ensured that an ethics code was followed to the letter. The researcher has 

attempted to cover all important aspects on how the research methodology was 

conducted . 

The data collection was an interesting and a lengthy process which the researcher could 

solicit depth information from participants . Solutions to the challenges were addressed in 

the process and action plans were developed in the process of the study. This is the 

nature of the Participatory Action Research . The next chapter covered how data was 

analysed and interpreted. 



CHAPTER 5 DATA ANALYSIS AND INTERPRETATION 

5.1 Introduction 

The purpose of the chapter was to report on the process followed in this study to analyse 

data and the findings . The literature was consulted and a problem was identified . The 

primary purpose of this study was to explore the implementation challenges for the Health 

Governance Structures in a decentralised health system and suggest recommendations 

on overcoming those challenges. 

In this chapter the analysis of the data generated through two phases and two cycles of 

the Participatory Action Research is presented: Phase one generated baseline data which 

was used in the second phase. Participants generated data through reflective diaries and 

participants' observation . The results of the findings were discussed and an action plan 

developed in the process of the study. Discussions from the phases and cycles were 

presented and supported by the statements of the participants. 

5.2 Action Research Strategy 

The cyclical process of the Action Research appeared to be the best practice to identify 

the challenges on the implementation of the Health Governance Structures. Action 

Research aims at assisting with practical solutions but simultaneously expanding scientific 

knowledge. It increases the understanding and provides solutions to immediate problem 

situations. 

Action Research thus has to link theory and practice in phases and cyclical processes. In 

this identified environment two recognisable cycles were repeated by performing the 

following activities: diagnosing , action planning , action taking and evaluating . The next 

section describes these action research phases and how the phases were implemented in 

this research Stringer (2014) . 

The researcher and participants get involved in a collaborative process that improves their 

competencies . It is a process that brings immediate change which can be applied by 

participants immediately. 



Thi_s infrastructure may specify legitimate actions that will be taken for the benefit of the 

participants. The mutual responsibility of the participants and the researcher to one 

another should be specified . 

This study involved all managers (Hospital CEOs, District Directors , District Chief 

Directors , Clinic Managers and Sub-District Managers) and the Health Governance 

Structures (Hospital Boards, Clinic Committees, Sub-District Health Governance 

Structures and District Health Council Members) in the four districts. The districts are 

Bojanala , Dr. Kenneth Kaunda, Ngaka Modiri Molema and Dr Ruth Segomotsi Mompati . 

as elaborated on in Chapter one and four. 

During the first meetings with each of the four focus groups in their respective districts, the 

aim and use of the results of the study, as well as their possible involvement as 

participants , were explained at length . The fact that this study utilised the Action Research 

method was discussed in depth since most of the participants were not familiar with the 

concept. The different phases of the Action Research cycle were outlined. What was 

expected from participants within each phase was clarified. 

After extensive discussions all participants invited to the briefing sessions agreed to 

participate. However, most of the District Managers did not trust the results which would 

emerge from the Action Research due to the fact that they had never come across an 

Action Research study. They proposed that the researcher should make provision for 

ensuring that quantitative data was also collected to identify the problems and validate the 

study. In this way all participants could satisfy themselves about the findings of the study. 

This concept was embraced by all participants , including the researcher and as a result, 

trustworthiness was established. 

Participants , together with the researcher, drafted two separate sets of questionnaires, one 

for District Managers and the other one for the Health Governance Structures. A schedule 

of meetings covering two focus groups per district was agreed upon. Participants proposed 

themes in line with the problem statement which were intended to guide the discussions of 

the two focus groups. Participants agreed that as a point of departure, it was imperative to 

have knowledge of the demographics of all participants as th is would assist with the 

analysis of the findings . 



The researcher and four District Co-ordinators were requested to finalise the development 

of questionnaires and prepare them for distribution in the next session of each focus 

group. 

Participants agreed that analysis of quantitative data should be analysed using the 

relevant tools. The researcher agreed to ensure that all participants were involved in the 

research process and that they took ownership of the research project. 

5.3 Action Research: Phase One 

This section describes the first cycles that were completed in this research . 

5.3.1 Diagnosing: First Cycle 

Certain primary problems can cause the organisation 's desire to change. The diagnosing 

phase of the Action Research cycle allows these principles to be identified . The problem 

domain and the theoretical assumptions about the nature of the organisation will be 

developed when the problem is examined in a holistic view. 

In the context of this study, a literature research revealed potential challenges that lead to 

the problem statement of this study, and a need to explore the implementation challenges 

of the Health Governance Structures in the Provincial Department of Health . In order to 

determine whether there was indeed a problem , data was collected to investigate the 

views of participants in each district. 

Two focus groups were established per district, the one for District Managers and the one 

for the representatives of the Health Governance Structures. Meetings were held in all the 

four districts. Different questionnaires for each focus group were developed . The items in 

the questionnaire for the District Managers were grouped under nine themes. The 

questionnaire for the representatives of the Health Governance Structures was grouped 

under seven themes. 

5.3.2 Analysis of Data 

Analysis of data was categorised into three sections. Section A provided the findings on 

the demographics of all participants. 



Section B provided the findings on the questionnaire developed for the District Managers 

which was intended to address objectives 1, 2 and 3 of the study. Section C covered the 

find ings on the questionnaire developed for the representatives of the Health Governance 

Structures which was aimed at addressing objectives 1 and 2 of the study. To check 

validity and reliability Cronbach's alpha was applied. 

Nguyen (2010) states that "Cronbach 's alpha is a test for a model or survey's internal 

consistency, called a 'scale reliability coefficient' sometimes". Cronbach 's alpha assesses 

the reliability of a rating summarising a group of test or survey answers which measure 

some underlying factor (for example an attribute of the test-taker) . A score is computed 

from each test item and the overall rating , called a 'scale' is defined by the sum of these 

scores over all the test items. The cut-off point is 0.7, meaning an alpha value less than 

0.7 is not acceptable. When using Likert-type scales it is imperative to calculate and 

report Cronbach's alpha coefficient for internal consistency reliability for any scales or 

subscales one may have used (Nguyen , K.D, 2010). 

The data analysis included descriptive statistics of the demographic characteristics of the 

participants such as gender composition, age groups, and years of service and 

qualifications levels. The total number of questionnaires distributed to respondents was 

384 of which 134 were distributed to Managers and 250 were distributed to the Health 

Governance Structures members. 

All the questionnaires were comp leted and returned which was 100% response rate . The 

high response rate may be attributed to the level of enthusiasm participants had , the 

desire to address the challenges and the fact that participants were grouped under one 

roof to complete the questionnaires. Table 5.1 illustrates the distribution of questionnaires 

and the response rate per district. These are participants who were directly involved in the 

work of the Health Governance Structures. They were , therefore, conversant with the 

challenges associated with the implementation of the Health Governance Structures. 

Each district had a Co-ordinator who assisted with ensuring that questionnaires were 

responded to in the second sessions. The second sessions were held after the briefing 

sessions on the study. Discussions in the briefing sessions included the best approach to 

follow and the development of questionnaires. 



Table 5.1: Response Rate for the Survey 

Number of responses per district Managers Health Total 

Governance Number 

Structures 

Bojanala 47 79 126 

Dr Kenneth Kaunda 30 43 73 

Ngaka Modiri Molema 30 76 106 

Dr. Ruth Segomotsi Mompati 27 52 79 

Total Number of questionnaires 134 250 384 

distributed 

Total questionnaires returned 134 250 384 

Total Reponses Rate 100% 100% 100% 

The first sessions of developing themes were challenging and lengthy. Although 

discussions lasted an entire day for each District, they were fruitful. Questionnaires were 

drafted and returned to members for endorsement before the second session . A few 

corrections were effected through the use of electronic mail. Participants agreed that the 

next sessions would be used to complete the questionnaires. That approach assisted in 

ensuring the full participation of participants and 100% response rate. Demographic 

characteristics for the managers are as follows :-

Table 5.2: Gender 

Items Frequency Percentage 

Female 86 64 .2 

Male 48 35.8 

Total 134 100.0 
I 

Gender 
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- rvt~l e 

Figure 5.1 : Gender 



Figure 5.1 above depicts that the majority (64%) of the respondents were female and 36% 

of male. What can be drawn from the results is that the female employees are more 

dominant in managerial positions than male employees . 

Table 5.3: Race 

Frequency 

Black 

White 

Coloured 

Indian 

Total 

Figure 5.2 : Race 
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Figure 5.2 above depicts that the majority (70.9%) of the respondents were black , followed 

by 13.4% whites , 9% coloureds and 6.7% Indians. What can be drawn from the results is 

that black people are dominant in managerial positions. 



Table 5.4: Age Group 

Items Frequency Percentage 

25 - 39 years 6 4.5 

40 - 49 years 70 52 .2• 

50 - 59 years 50 37.3 

60 + years 8 6.0 

Total 134 100.0 

According to Figure 5.4 the majority (52 .2%) of employees' ages ranged from 40- 49 

years , followed by the 50-59 year age group with 37 .3% and 6% aged 60 years and older. 

The data indicates that the managerial positions consist of employees who are old enough 

to perform accordingly. Young adults are not fairly represented in the managerial position . 

Table 5.5: Educational Background 

Frequency Percentage 

High school 3 2.2 

College/University 80 59.7 

Postgraduate 51 38 .1 

Total 134 100.0 

Figure 5.3: Educational Background 

Educational Background 
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Figure 5.3 represents the highest educational qualification that the respondents had 

obtained . Of the respondents , 60% had obtained a degree, followed by 38% of 

respondents who had obtained postgraduate degrees and 2% of respondents who had 

obtained a high school certificate . This indicates that the managerial positions were 

occup ied by well-qualified employees. 

Table 5.6: Years of serving as a Health Governance Structures Manager 

Frequency Percentage 

0 - 3 years 46 34.3 

4 - 6 years 57 42.5 

7 - 9 years 31 23.2 

Total 134 100.0 

Section A revealed the District Manager respondents ' gender distribution , age group , race , 

qualification background and years of service . Most of the respondents were females 

(60%) , between the ages of 40 to 49 years (52 .2%). They were mainly black (70 .9%) , with 

a degree qualification (60%) and 42.5% had served between 4-6 years' as the Health 

Governance Structures members. Demographic characteristics fo r the Health Governance 

Structures members are as follows :-

Table 5.7: Gender 

Valid 

Frequency Percent 

Female 159 63.6 

Male 91 36.4 

Total 250 100.0 



Figure 5.4: Gender 
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Figure 5.4 above illustrates that the majority (64%) of the respondents were female , and 

ma le with 36% of female . What can be drawn from the results is that the female 

employees are dominant in the Health Governace Structures. 

Table 5.8: Race 

Frequency 

Black 

White 

Coloured 

Indian 

Total 
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Figure 5.5: Race 

Figure 5.5 above portrays that the majority (78.0%) of the respondents were black, 

fo llowed by 9.2% whites , 7.6% coloureds and 5.2% Indians. What can be drawn from the 

results is that black people are dominant in these structures . 

Table 5.9: Age Group 

Frequency 

18-24 years 

25-39 years 

40-49 years 

50-59 years 

60+ years 

Total 

Figure 5.6: Age Group 
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According to Figure 5.6 the majority (34%) of members' ages ranged from 50 to 59 years , 

followed by the 30.4% in the age range 40-49 years with the minority of members , 3.2%, 

being over 60 years . The data indicates that the Health Governance Structures consist of 

members wh o are old enough to perform accordingly. Young adults are not fa irly 

represented in these structures . 



Table 5.10: Educational Background 

Frequency Valid Percent 

Lower than high 

school 71 28.4 

High school 96 38.4 

College/University 76 30.4 

Postgraduate 7 2.8 

Total 250 100.0 

Figure 5.7: Education Background 
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Figure 5.7 represents the highest qualification that the respondents had obtained . Of the 

respondents , 38.4% had obtained a high school certificate , followed by respondents who 

had obtained postgraduate degree with 30.4% and lastly were the 2.8% of respondents 

who had obtained a postgraduate degree. This indicates that the Health Governance 

Structures are not occupied by well -qualified members. 



Table 5.11: Years of serving as a Health Governance Structures member 

Years of serving as a board member 

• 4 - 6 years 

■ 7 - 9 yea rs 

Figure 5.11 above illustrates that the majority (76%) of the respondents served for 4-6 

years while 24% of respondents served between 7-9 years . This indicates that the Health 

Governance Structures are occupied by members who have good experience in this area 

of work. 

Section A revealed that the Health Governance Structure member respondents ' gender 

distribution, age group, race , education background , and years of service. Most of the 

respondents were females (64%) aged between 50 and 59 years (34%). They were mainly 

black (78%) , with 38.4% having a high school certificate and with 76% having served 4-6 

years' as the Health Governance Structure members. 

Further analysis was done on the themes as identified on table 5.12 with the purpose of 

responding to objectives 1, 2, and 3 of the study. The overall mean score for leadership 

and cu lture (1.44) was lower than the mid-point of the range indicating that on average the 

Managers perceived the leadership of the Health Governance Structures not to be meeting 

the expectations. Furthermore, the overall mean score of probity (1 .32) was lower than the 

mid-point of the range indicating that on average the Managers were not satisfied about 

personal and professional integrity of the Health Governance Structure members. 

The overall mean score for the vision and mission (1.33) was lower than the mid-point of 

the ra nge indicating that on average the vision and mission are not known by the Health 

Governance Structure members. 



The mean score for the administrative efficiency (1.478) was slightly lower than mid -point 

of the range indicating that on average there is lack of administrative efficiency on part of 

the members which does not satisfy managers. 

The mean score for the legitimate (1 .379) was lower than mid -point of the range indicating 

that on average the legitimacy of these structures is questionable and does not meet the 

intended purpose of establishing these structures. 

The overall mean score for effective Committees/Boards (1.60) was slightly higher than 

the mid -point of the range indicating that on average the Committees/Boards are effective . 

The mean score for the roles and responsibilities (1.41) was lower than mid-point of the 

range indicating that on average health governance structures do not understand their 

roles and responsibilities . The mean score for the impact on services delivery (1 .38) was 

lower than mid-point of the range indicating that on average services delivery impact is not 

good . The mean score for compliance focus on quality and promoting transparency (1.29) 

was lower than mid-point of the range indicating that on average there is little compliance 

and that there is less focus on quality and promotion of transparency addressing policy 

issues. 

The evaluation on the performance of the Health Governance Structures measuring 

instrument was validated and reliable for this study. The Cronbach 's alphas were fo r the 

Vision and Mission (0.98) ; Administrative efficiency (0 .84) ; Leadership and Culture (0 .72) ; 

Legitimate (0 .90) ; Probity (0 .86); Effective committees/boards (0.82) ; Roles and 

Responsibi lities (0 .87) ; Impact on Services Delivery (0.95) and Compliance, focus on 

quality and promoting transparency (0.79). The total HGS scale was 0.98. The 

performance of the Health Governance Structures scale was found to have a high 

predictive validity. 

The overall mean score for the clinical governance and leadership (2.608) was higher than 

the mid-point of the range indicating that on average the cl inical governance and 

leadership are doing well and that the Health Governance Structures are satisfied about 

the leadership in the Department of Health . 

The mean score for delegation (2.199) was slightly higher than mid-point of the range 

indicating that on average the delegation of authority to the Health Governance Structures 

to execute their mandate is sl ightly acceptable. 



The overall mean score for of the responsibility and accountability (2 .324) was higher than 

the mid-point of the range indicating that on average the District Managers are responsible 

and accountable wh ilst supporting the Health Governance Structures to execute their 

mandate. The mean score for integrity and ethical behaviour (2 .050) was slightly higher 

than mid-point of the range indicating that on average there is integrity and ethical 

behaviour in the manner management of the Department of Health is carrying out its 

mandate . 

The overall mean score of effectiveness (2 .517) was higher than the mid-point of the range 

indicating that on average the District Managers are effective. The mean score for the 

performance orientation (2.436) was higher than the mid-point of the range indicating that 

on average the performance of the Health Governance Structures is satisfactory. The 

mean score for the disclosure and transparency (2 .370) was slightly higher than the mid 

po int of the range indicating that on average there is a disclosure and transparency in how 

the Health Governance Structures conduct themselves and their business with other 

stakeholders. 

Table 5.12: Cronbach's Alphas of the Seven Governance Principles 

Scale and Subscales Cronbach's Number of Items 

Alpha 

Clinical Governance and Leadership 0.921 6 

Responsibility and Accountabil ity 0.957 11 

Effectiveness 0.846 3 

Performance Orientation 0.866 3 

Delegation 0.912 3 

Integrity and Ethical Behavior 0.914 4 

Overall Performance 0.969 31 

The evaluation on the performance of the Health Governance Structures measuring 

instrument was validated for this study. 

The Cronbach 's alphas were for Clinical Governance and Leadership (0.921 ); 

Responsibility and Accountabi lity (0 .957); Effectiveness Culture (0 .846) ; Performance 

Orientation (0 .846); Delegation (0 .912) ; Integrity and Ethical Behavior (0.914) and the tota l 

HGS scale was 0.969. 



The performance of the Health Governance Structures scale was found to have a high 

predictive validity and reliability . Participants, after receiving results and the findings of the 

quantitative analysis , agreed to develop an action plan from the findings . The findings of 

the themes as stated on table 5.12 addressed issues relating to objectives 1 and 2 of the 

study. This action plan was guided by the quantitative analysis results . It was discussed 

and endorsed by all participants. 

5.3.3 Action Planning 

The information gathered during the initial phase of the action research cycle revealed that 

there were glaring challenges from both District Managers and the Health Governance 

Structures with regard to the implementation of the Health Governance Structures. 

Concerns were raised with regards to the inefficient management of these structures 

which were caused by the Health Governance Structure members who are not capacitated 

on issues of health ; inadequate resources, such as financial , human resources, as well as 

strategies and policies to strengthen the performance of these structures, which are the 

main issues which are linked to the problem statement and the objectives 1, 2 and 3 of the 

study. 

This led to the actions taken in planning and implementation of the action research cycle . 

The following action plan , which covered concerns raised by all participants , was 

developed which was aligned to the problems as identified in the themes developed during 

the development of the questionnaires. The plan developed was to be implemented by all 

Districts within a period of 6 months between November 2016 and April 2017 . 

5.3.4 Action Taking 

During the action planning cycle certain actions which were aimed at addressing 

challenges relating to objectives 1 and 2 of the study were identified and were 

implemented during action taking phase. Susman and Evered (1978) suggest that a 

directive approach in which the research "directs" the change , or non-directive, in which 

the change is applied indirectly, can be followed . In this study it was decided to let the 

research direct the change. 



The action taking process was executed per District and participants were guided by the 

action plan developed by focus groups. This was then followed by the evaluation stage 

where participants wanted to check progress in line with the action plan developed . 

5.3.5 Evaluation 

According to Goede, et al. (2013) the analysis of the success of the intervention is the 

most important in any critical research project. The actions taken during the action phase 

are evaluated in the evaluation phase of the action research cycle. This includes 

determining whether the theoretical implementation of the actions was realised and 

whether the problems were solved (Susman and Evered, 1978). 

During the action phase, participants evaluated the implementation plans which had been 

developed and discussed . The plan developed was addressing objective 1 and 2 of the 

study. They raised their views on the plans which were implemented . Participants agreed 

that initial settings as agreed upon in the environment setting should be maintained 

throughout the research processes. Lack of resources such as the availability of transport 

made it difficult for participants to execute this activity fully . 

The Department cited challenges in as far as shortage of vehicles were concerned 

including the budget. 

Participants indicated that this was one of the reasons they were reluctant to serve on 

committees because they would always be told about the lack of budget that prevented 

them from performing their oversight role . 

This activity was well executed where structures were still functional, managers in various 

faci lities were able to introduce members to the staff members and induction processes on 

the roles and responsibilities were also conducted . 

Problems were experienced in situations where there was total collapse of structures as 

there was a need to establish such structures first which was considered to be a long 

process. Problems were also experienced where members of the Health Governance 

Structures were replaced . It resulted in the majority of members being well aware of their 

responsibilities and the newer members, who were not trained , derailed progress in the 

meetings. 



Participants attempted to develop the annual plans, however, they agreed that since not all 

the Health Governance Structure members were part of the research process, the 

proposed plans should be taken back to various committees for further discussion and 

adoption. This activity could not be executed by all participants since they needed to 

adopt the Annual Plan before it could be monitored. Participants agreed that they should 

then develop a monitoring template which would be used to monitor performance of all 

structures. 

5.4 Activity 5: Develop Standard Operating Procedure 

Participants attempted to develop operating procedures in response to objective 2 of the 

study but could not agree on a framework. They then agreed that input should be made on 

what should be contained in the standard operating procedures and that officials should 

then use the government framework to ensure that it was in line with the Departmental 

frameworks. 

Participants , after experiencing problems with the development of the Ethics Policy, 

agreed that it was a lot of work which needed additional time to be devoted to it. They 

agreed that officials should write a draft which should be presented to all structures for 

their inputs. The consultation processes should be conducted until all structures were 

satisfied on the contents of the Policy. 

Participants developed a disclosure form for the Health Governance Structures and were 

taken back to all structures for further consultation and adoption . 

5.5 Action Research Phase 2 

Phase one generated baseline data to be used in Phase Two by the participants in the 

action learning set to indicate what their current knowledge and their perception of their 

skills and experiences on the implementation of the Health Governance Structures were . 

In this phase, the participants generated data through reflective diaries, participants' 

observations, reflective learning questions and purposeful discussions in the action 

learning set over a period of six months (November to April 2017). Participants agreed to 

complete the diaries in focus groups in line with their district as they felt that each district 

has a unique situation . 



Discussions from the phases and cycles were presented and supported by overall 

statements of the focus groups categorised as district managers and the Health 

Governance Structures. Themes as outl ined in the first phase were maintained throughout 

the research process. 

Findings were discussed under each theme and supported by some key quotes as 

identified by participants from both focus groups. Each focus group identified their scribe 

and they discussed in English and Setswana but agreed that the scribe would write in 

English. That rendered the responsibility of the researcher lighter. All focus groups were 

open and vocal and in fact indicated that they did not dread anything , what they are 

interested in is to ensure that communities get better health services. 

5.6 Phase 2: Cycle 1 Reflective Diaries 

Participants agreed to use the themes as agreed upon during the initial stage of the 

research and to align the ir discussions to the themes. They also agreed that only key 

quotes from the summarised version of both focus groups should be used in the research 

report. The discussion in line with themes and the quotations as they appear in the pages 

of the summarised vers ion of the district managers and the Health Governance Structures 

diaries are discussed hereunder: 

5.6.1 Clinical Governance and Leadership 

Clin ical governance and leadership was considered on diagnosing appropriateness of 

intervention on whether it represents value for money or not. 

Various measurable questions were asked by the participants themselves to diagnose the 

knowledge of members on clinical governance and leadership. Most participants indicated 

in their diaries that the Health Governance Structures are described in written documents 

and that the structures are clear about who are the beneficiaries and stakeholders of the 

Department. Some participants were not satisfied about the fact that there were so many 

documents with which they were expected to be familiar. 



Quotations from the Summary Version of the Diary of the Health Governance 

Structure members developed in 2016/17. 

• "The Department of Health has so many policies and legislation, we do not have 

time to go through them all what we need is service delivery" (P1 ). 

• "Health officials must for once leave their degrees and treat us well. When we go to 

clinics they see uneducated people and do not care whether we are there or not" 

(P5) . 

Quotations from the Summary Version of the Diary of the District Managers 

developed in 2016/17 . 

• "Governance members think that their role is to police us. When you give them 

policies to read they don 't read them but focus on things that do not add value to 

our work to achieve health outcomes." (P1 ). 

5.6.2 Responsibility and Accountability 

Clarks and Weale (2012) indicated that "The process values and transparency, 

accountability and participation are closely linked. " This is linked to the second principle 

which was evaluated by participants , namely responsibility and accountability. The majority 

of respondents concurred that responsibility and accoutability are understood and 

practised . 

The seriousness of the responsibility and accountability principle was seen in addressing 

the structures, systems and processes that assure the quality, accountability and proper 

management of an organisation 's operation and delivery of health care service. 

However, certain members were skeptical about other aspects of responsibility and 

accoutability principles. Members indicated that the Health Governance Structures do not 

plan the oversight roles in relation to the recruitment and management of the staff. They 

further indicated that structures do not have clear procedures and guidance to distinguish 

responsibility of staff members against their responsibilities . 



Quotations from the Summary Version of the Diary of the Health Governance 

Structure members developed in 2016/17. 

• "The Department does not give us an opportunity to sit in on the interviews. We 

suspect that they employ their relatives." (P10) . 

• "We need to be part of the decisions when tenders are evaluated. You always talk 

to us about transparency. What is it that they are hiding when evaluating 

tenders?"(P4) . 

Quotations from the Summary Version of the Diary of the district managers 

developed in 2016/17. 

• "The Health Governance Structures are disregarding their roles and responsibilities 

but want to fiddle with administration which is our responsibility. We must develop 

policies of disclosure and ethics for them because we are regulated and they are 

not." (P3). 

• " .. . no proof or evidence that they are representing the communities." "Governance 

must hold community meetings to report on health issues and challenges. "(P9) . 

• "Members do not stick to their roles and responsibilities. They, at times, tend to 

confuse their roles with that of managers." (P2) . 

• "Some members loose focus when it comes to their roles and responsibilities 

because of their political affiliation." (P2) . 

5.6.3 Efficient and Effective Committees 

Effectiveness can be regarded as a measure of the extent to which a particular 

intervention works . 

Extended knowledge of the Health Governance Structures among others was perceived to 

reinforce the quality and patient safety dimensions of the medical role and to facilitate the 

review of programmes and projects related to clinical , financial and operations portfolios. 

In view of this , several measurable questions and concerns were raised around the 

effectiveness principles . 



It was blatantly clear that the majority of the participants agreed that the roles of the Health 

Governance Structures were defined for them and that they received appropriate 

information and guidance in relation to their governance roles . However, some felt 

negative about that. 

Quotations from the Summary Version of the Diary of the Health Governance 

Structure members developed in 2016/17. 

• "We are unable to perform our oversight role because there is no transport to visit 

other facilities which are part of monitoring and supporting other structures." (P6) . 

• "Increase our stipends. You can 't give us R150.00 for attending Clinic Committee 

meetings. It is too little . Increase it. That is why we are not participating." (PB) . 

• "Councillors are supposed to assist us to call meetings. Those people are not doing 

anything. They don 't attend meetings. Come voting time, you will see them. "(P6) . 

Quotations from the Summary Version of the Diary of the district managers 

developed in 2016/17. 

• "Governance are not assisting to improve the quality on health care. There is no 

visible profile change on service delivery." (P2) . 

• Governance activities are not done in time and even the scheduled dates are not 

respected. " (P2). 

• "These members must be continuosly trained and workshopped on health issues to 

understand the constitutional mandate of the Department." (P3). 

5.6.4 Performance Orientation and Impact on Service Delivery 

Patients ' Power is considered to be the ability of citizens , citizens groups and watchdog 

organisations to monitor and oversee the actions of public health providers , ensuring that 

health services are of high quality, transparent and follow accepted norms. Pertaining to 

the performance orientation principle , participants indicated that the results of patients' 

satisfaction survey or complaints are documented and followed -u p. Not all the particpants 

were convinced that this process was followed. 

Crawford and Rutter (2002) indicated that "The evidence for the impact of consumer and 

community participation on health service practices and outcomes is patchy at best". 



However, the importance of evolving patients and the Health Governance Structures on 

the effectiveness of the operations was viewed to be imperative. Eventually, the lack of 

linkage between patients and providers at large lead to service delivery often contends 

with distorted information and power inbalances when delivering health care services. 

Quotations from the Summary Version of the Diary of the Health Governance 

Structure members developed in 2016/17. 

• "If we are not given our sitting allowance it is difficult for us to attend these 

meetings. We cannot use our money to attend goverment meetings. We are 

volunteering our time. People must understand that." (Pl) . 

• "These nurses are always not available to sit in meetings with us. They think they 

are [better] educated than us. We don 't care about their education. We are here to 

serve the community. " (3) . 

Quotations from the Summary Version of the Diary of the District Managers 

developed in 2016/17. 

• "Councillors think that they are policemen and women. They just come to the clinics 

to harass us. We will leave these facilities and go elsewhere." (Pl). 

• "These committee [members] do not read. They come to the meetings unprepared. 

We are failing to meet targets when assessed for the National Core Standards. " 

(P3) . 

5.6.5 Delegation 

The Hea lth Governance Structures and sub-committee members clearly understood their 

delegated authorities. They had been appropriately trained. However, participants 

indicated that more resources need to be made available to ensure that the training of 

structure members takes place to enhance their understand ing on their delegated 

respons ibilities. 

Quotations from the Summary Version of the Diary of the Health Governance 

Structure members developed in 2016/17. 

• "We do not know why are we not being given the reports, especially the budget one. 

We want to know what is the government money being used for. "(P2) . 



• "Why is this clinic not serving 24 hours? These nurses are lazy. They like tea time 

and lunch time. And not on tea or lunch time, you will find them gossiping when 

patients are waiting in long queues"(PB) . 

• "For the Health Governance Structures to make an informed decision on the health 

care services is based on the part of officials who consider the importance of 

structures and also influenced by the commitment and effectiveness of structures in 

executing their responsibilities." (P5). 

5.6.6 lntergrity, Ethical Behavior, Disclosure and Transparency 

It was worth noting that processes which were open to public scrutiny, while respecting 

individual patients and practitioners confidentiality, and which can be justified openly, were 

an essential part of quality assurance. Participants felt strongly that there were no 

procedures in place to deal with gifts . 

These findings warn that unavailability of procedures might be leading to a compromise of 

quality health care on whether it was meeting the needs of the population it serves. 

However, an overwhelming majority of members indicated that their structures are open , 

responsive and accountable to the users, partners and other stakeholders . 

Quotation from the Summary Version of the Diary of the Health Governance 

Structure members developed in 2016/17. 

• "These officials are corrupt. They steal government money and use it for their own 

benefit rather than buying medication for patients. They must go ." (P4) . 

Quotation from the Summary Version of the Diary of the District Managers 

developed in 2016/17. 

"These Health Governance Structures members think that they are here for tenders and 

appointments of staff. They brought CVs of some community members for appointment as 

cleaners and they want to sit in on tender committee meetings. " (P6) . 



5.6.7 Discussion of Findings of Phase 2: Cycle 1: Reflective Diaries 

In this cycle, participants were given an opportunity to review raw data . Data received from 

the reflective diaries of both focus groups responded to al l the three objectives of the 

study. It was unanimously agreed upon that since input raised by focus groups tended to 

be recurrent from time to time; each District should submit at least a ten page summary of 

the reflective diaries per two categories of focus groups. It was further reso lved that District 

Co-ordinators led by the researcher should further summarise the information and develop 

a ten page report from each focus group which will be endorsed by participants for quoting 

in the research project. 

In this investigation, participants were exposed for the first time to keeping a "reflective 

diary" about their experiences and concerns as members who were serving on these 

structures. 

This added value to all participants for both professional and self development as well as 

being an in-depth qualitative data generation method . Th rough the reflective diaries the 

participants were confronted with their actions, attitude, knowledge , realities and values in 

their own working environment. Participants learnt about their own challenges from their 

own experiences and individuals and groups. 

Through their reflections the participants discovered themselves . Hammersley and Gomm 

(2000:3) affirm that "Participants need to be given a voice rather than to use them as 

respondents or even as informants". Since the participants had to inscribe their thoughts 

and experiences over a period of six months, they could step back from their actions and 

critically reflect on themselves . Participants reflected on the challenges and had an 

opportunity to propose solutions to the problems and developed plans in line with the 

solutions. 

Participants were frustrated by major bottlenecks such as the lack of resources, especially 

finance, which in most cases prevented them from supporting and executing their 

responsibilities . 



They believed that most of the challenges can be accounted for by a lack of financial 

resources. However, all the participants believed that these structures are important and 

critical for the betterment of health in communities . This is supported by statements made 

in the diaries such as: 

• "We are not doing this work to benefit ourselves. But we want communities to have 

access to quality health care service." (Summary Version of the diary of the Health 

Governance Structures:P5). 

Some participants believed that policies should be reviewed to reconsider the 

qualifications of members who are appointed to serve on the Health Governance 

Structures. This is supported by quotations such as: 

• "Maybe we need to look at aligning the policies of these structures with that of the 

private sector where board members are seriously interviewed and appointed on 

the basis of their experiences. " (Summary Version of the diary of the district 

managers: P2) . 

The District Managers recommended that it is important to interview the prospective 

Health Governance Structure members before they are appointed . This would assist in 

appointing members who have a passion and the relevant knowledge and skills required to 

assist the Department of Health to executive its mandate. The following quotations support 

the statement: 

• "Level of education must be considered when appointing these (members) to 

structures so that they can respond to institutional needs and stop complaining 

about stipends." (Summary Version of the diary of the district managers: P2). 

• "The Health Governance Structures need to be workshopped on how to assist the 

Department of Health to reduce costs. "(Summary Version of the diary of the district 

managers: P5) . 

The District Managers raised concerns about the fact that some of the Health Governance 

Structures , especilly councillors , tend to politicise these meetings and deviate from their 

roles and responsibilities even after they were workshopped on those roles and 

responsibilities . They suggested that political intervention needed to be strengthened from 

the topdown to the lower levels to address these challenges . 



This cycle proved to be problematic in all the cycles. Participants in these interactions 

were very vigourous and vocal about their challenges . They did not hide their feelings and 

it showed when they discussed their challenges . 

In the summary sessions, they started to get bored and some left during the discussion. 

However, those who remained managed to conclude the summary sessions. The final 

summary was then left in the hands of the Co-ordinators and the researcher for checking 

and completion . 

The next section will focus on observations from the discussions of the various focus 

groups which were an ongoing process in the research . The observation assisted the 

researcher to understand how all categories behaved the way they did. Frustrations of all 

categories of the focus groups were sharply voiced without any reservations . The 

observation assisted the researcher to evaluate the value and identify gaps on the 

strategies and polices which will assist to improve the performance of these structures. 

5.6 .8 Phase 2: Cycle 2: Participants Observations 

In th is cycle , the researcher observed the participants in session in their respective 

Districts which afforded her an opportunity to develop an understanding of the context in 

which they work. 

The researcher could empathise with the frustration experienced by both categories of 

participants that is , both District Managers and the Health Governance Structures 

members as they raised matters of a serious nature which prevented them from 

performing their work optimally. 

The followning section details findings of the observations made by the researcher in the 

sessions attended in various Districts. Observations are classsied under each theme since 

themes were consistantly maintained by participants. The themes as discussed hereunder 

are addressing objectives 1, 2 and 3 of the study. 

5.6.9 Clinical Governance, Leadership and Probity 

The District Managers felt that the Health Governance Structures - in most cases - did not 

have a clear understanding of the communities they serve. 



This finding relate to objective 1 of the study which aimed at identifying challenges in the 

implementation of the Health Governance Structures. As a result , it made it difficult for 

them to influence decisions of the Department of Health in as far as the distribution of 

resources was concerned . 

A concern was raised about the fact that some of the Health Governance Structures are 

unable to avoid conflicts of interest. 

The District Managers stated that most of the Health Governance Structures members are 

interested in their family members getting jobs in the Department of Health . Others want to 

influence who should be awarded tenders by the Department. This has resulted in conflicts 

between District Managers and the Health Governance Structures members which have a 

negative impact on service delivery. 

The researcher attended all these sessions and could deduce in these meetings that the 

Health Governance Structures did not raise many issues under this theme and were 

mostly content with the leadership in their various structures. However, complaints kept 

flowing in from the Health Governance Structures at the lower level , that is , the Clinic 

Committees. The researcher could deduce that the Health Governance Structures 

members are not getting the necessary support when attending meetings. Facility 

Managers emphasised the fact that they are overworked due to the shortage of staff. 

5.6.10 Responsibility, Accountability, Vision and Mission, Legitimate 

The District Managers in this theme were of the view that most of the Health Governance 

Structures do not quite comprehend their roles and responsibilities . They cited an example 

of where governance members coveted the role to dismiss officials not knowing that it is 

not their responsibility to appoint and dismiss government officials . Another burning issue 

was that the Health Governance Structure members insisting on carrying out actual 

administration such as sitting in on tender committee meetings and the recruitment 

processes of officials . According to them this can only compromise their oversight roles . 

With regards to this aspect, the Health Governance Structures members in turn raised 

concerns that due processes are not followed by District Managers when appointing 

officials and awarding tenders. They believed that policies and government prescripts are 

not adhered to the letter by management. 



The Health Governance Structure members raised a serious concern that the shortage of 

staff compromises service delivery as patients tend to queue for a long hours and District 

Managers were not taking any proactive steps to remedy the situation . 

The researcher found it evident through observation that the Clinic Committees were not 

referred to when tender issues were discussed because District Managers referred to 

higher structures such as the Hospital Boards. It was also evident that challenges raised 

on tender issues came mostly from the Health Governance Structure members who were 

pol iticians or councillors. 

5.6.11 Effectiveness and Administrative Efficiency 

In this aspect, a concern raised was that the Health Governance Structures were not 

assisting to make a positive impact on health service delivery. The District Managers 

bel ieved that some of the Health Governance Structure members were serving on these 

committees to enhance their own interests. 

They strongly suggested that only people who are willing to serve the communities should 

be appointed to sit on these structures. The following quotations in the District Managers' 

diaries supported the statement: 

• "The Health Governance Structures did not play any significant oversight roles. 

There can be improvement if the right people can be appointed. " (Summary Version 

of the diary of the district managers, P2) . 

The District Managers indicated that members did participate in and provide reports to 

meetings, however, the inconsistency of the quality reporting was cited as a challenge. 

It was indicated the Health Governance Structure members tend to render apologies when 

they were expected and required to attend meetings. The non -attendance has a negative 

impact on service delivery. 

It became increasingly evident that most District Managers were not pleased with the 

efforts of the Health Governance Structures. They expected more from these structures in 

terms of improving the health outcomes . 



However, the Health Governance Structures in the diaries raised issues on the fact that 

budget constraints cited by the Department of Health made it difficult for them to play an 

effective and efficient oversight role . 

• "Managers always tell us that there is no money, what are we going to tell our 

communities if they ask us about the shortage of nurses in their facilities, the 

shortage of ambulances, and the shortage of medication? 

• These nurses give communities Panado. Nurses have bad attitude. Ambulances do 

not go to the villages." (Summary Version of the diary of the Health Governance 

Structure Members, P5) . 

The findings as discussed above addressed issues relating to objective 1 and 2 of 

the study. 

5.6.12 Performance Orientation and Impact on Service Delivery 

The District Managers raised concerns about certain Health Governance Structure 

members who do not know the communities they serve . 

As a result, they do not give feedback to community members on the programmes and 

projects of the Department of Health. This in turn has a negative impact on the health 

outcomes. 

Concerns were also raised about certain members serving on these committees who 

prioritise their own interests rather than the interests of the community members. 

Examples were cited about members who do not serve on any community structures and 

had no constituencies . 

In this category, the Health Governance Structure members raised issues of inadequate 

resources in the Department of Health . This was regarded as serious because it has a 

negative impact on service delivery. They raised issues such as a lack of emergency 

vehicles , the shortage of staff and a lack of medication in the facilities . This concern was 

also raised under the theme "Effectiveness". In support of this statement, the literature 

review has shown texts highlighting that resources are poorly distributed geographically on 

issues facing organisations on the delivery of health care and concerns persist on 

efficiency and responsiveness (Mills , et al, 2012) . 



The researcher observed that in this theme , each focus group made serious accusations 

about the other focus group members with regards to service delivery. 

5.6.13 Delegations 

In this theme, both the District Managers and the Health Governance Structures members 

identified gaps in the policies . It was stated that there are no standard operating 

procedures fo r the Health Governance Structure members to assist them in doing their 

work. They also mentioned that each institution was taking its own route when dealing 

with aspects such as providing resources to the Health Governance Structure members, 

be it financial or the provis ion of transport for them to carry out their duties. 

The researcher observed that District Managers handle it differently. There is a need for 

uniformity in terms of streamlining the operations of the Health Governance Structures in 

the various facilities. 

5.6 .14 Disclosure and Transparency 

The Health Governance Structure members raised a concern about certain processes 

which were executed and that the District Managers do not inform anybody about. They 

suggested that they must always be taken on board with regards to what is happening in 

the Department of Health . 

• "They should be transparent and stop informing us only when there are problems. 

They have introduced the programme of visiting households, but they are not taking 

us on board. " (Summary Version of the diary of the Health Governance Structure 

members, PB). 

Literature has revealed that major factors that are mitigating against effective 

decentralisation in the decentralised health system include inadequate funds , lack of 

qual ified personnel, inadequate logistics and equipment, poor interpersonal relationships , 

lack of transparency and a high rate of illiteracy (Sakyi , et al., 2011) 



5.6.15 Integrity and Ethical Behaviour 

The District Managers are concerned that certain Health Governance Structure members, 

especially those at the top structures such as the District Health Councils and the Hospital 

Boards, have on numerous occasions disregarded their responsibilities and shown 

personal interest in issues such as tenders . 

The Health Governance Structures members, on the other hand , complained about the 

fact that they were not given their sitting allowance and will be given attitude if they ask 

District Managers. This was supported by an extract from the diary: 

• "They do not pay us allowances. They give us attitude. They must change their 

attitude. 11 (Summary Version of the diary of the Health Governance Structure 

members : 5) . 

5.6.16 Compliance, Focus on Quality and Promoting Transparency 

Most complaints in this theme were raised by the Health Governance Structure members. 

They felt that the Department of Health is not doing enough in terms of empowering them 

with information . The quotation extracted from the diary attests to this claim. 

• "We need to be exposed to all policies and be given autonomy to do oversight. 11 

(Summary Version of the diary of the Health Governance Structure members, P3). 

• "Managers do not share information with us." (Summary Version of the diary of the 

Health Governance Structure members, P4) . 

The District Managers were concerned that in most meetings the Health Governance 

Structures members did not assist them in solving the challenges but rather brought 

challenges mostly in as far as health service delivery is concerned . The quotation from 

diaries has been extracted to support the statement. 

• "Members should understand that their role is to come up with remedial actions and 

not complain or bring challenges to managers. 11 (Summary Version of the diary of 

the district managers, P2) . 



5.6.17 Discussion of the Findings of Phase 2, Cycle 2 

The Health Governance Structures recommended that the top structures on both District 

Managers and the Health Governance Structures should strengthen their support to the 

lower managers and officials and their structures so that challenges experienced by both 

could be reduced . without delay. A quotation from District Managers in support of the 

above statement states: 

• "Staff members and management should be included fully in all training and be 

capacitated as well". 

A concern was raised that most District Managers do not participate in meetings of the 

Health Governance Structures and show no interest in them. That creates a problem as 

these structures do not get the requisite support from District Managers to enable them to 

carry out their oversight role . 

The reseacher observed that there are institutions which understand the importance of the 

Health Governance Structures and the value that they can add to the mandate of the 

Department of Health . There are those that fail to understand the values of these 

structures and , as a result, they only regard these structures as a threat to their 

responsibilities. 

Quotation from some district managers 

• "They should be taken seriously as the community mouthpiece and be involved in 

all initiatives and their sitting allowance should be increased. " (Summary Version of 

the diary of district managers, PB). 

The researcher observed that certain Health Governance Structures regard these 

committees as just one commitment that is meant to keep them busy due to lack of 

employment. This statement is supported by a revelation on the Health Governance 

Structure members' demographical analysis about the lack of formal qualifications and 

complaints raised by the District Managers about the fact that the appointment of members 

should be reviewed to take into consideration the knowledge and skills of those who are 

interested to serve in these structures. 



Certain councillors were reported to be continually busy. They failed to attend meetings 

which was understood to sign ify that they did not see the attendance at these meetings as 

beneficial to anyone . This created problems as they were elected by the people and most 

importantly, they were expected to call community meetings for the Department of Health 

to provide the communities with health education and information on the programmes and 

projects of the Department. 

The District Managers believed that it was critical to appoint the Health Governance 

Structure members who will make an impact on health care services. 

• "People who are committed and knowlegeable should be appointed. " (Summary 

Version of the diary of District Managers). 

They believed that it was critical that the Health Governance Structures should have 

information-sharing sessions with the communities they serve . 

"Appointment of members should take into consideration the ability of members to 

think critically and rationally. " (Summary Version of the diary of the district 

managers, P1 ). 

The findings discussed under all these themes provided the researcher with a clear 

understanding of the challenges experienced by managers as well as Health 

Governance Structure members and clearly respond to all the objectives as 

identified in Chapter 1 of the study. 

5.7 CONCLUSION 

This chapter described the research process that was followed in this study. The 

application of the Participatory Action Research phases and cycles were used in this 

study. The knowledge gained during the first phase of the research process was used to 

initiate the second phase of the action research . Consistency of focus groups and themes 

were maintained throughout the research. 



CHAPTER 6 CONCLUSION AND RECOMMENDATIONS 

6.1 INTRODUCTION 

In the preceding chapter, the researcher presented the findings and discussions of the 

data analysis in accordance with the purpose for the research , as set out in Chapter 1. The 

researcher articulated the implications of the findings through the Participatory Action 

Research design for effective and implementation of the Health Governance Structures in 

the decentralised health system. This chapter covers an overview of the research results , 

provides a conclusion to the investigative objectives, recommendations , possible 

contribution to the study, limitations of this research , recommendations for further 

research , an evaluation of the Participatory Action Research and the final conclusion . 

6.2 PURPOSE OF THE RESEARCH 

The purpose of this research was to explore how an action research process, namely; 

Participatory Action Research , can support and make it possible for managers to 

effectively and efficiently implement the Health Governance Structures in the decentralised 

health system. Utilise Participatory Action Research to assess the implementation of 

Health Governance Structures in the North West Provincial Government Health 

Department, establish strategies and models to assist managers to implement the Health 

Governance Structures and examine the form and relative strengths of information 

exchange mechanisms between District Managers, Health Governance Structures and the 

community in relation to the delivery of quality health care services. 

All the participants including the researcher experienced this investigation to be a journey 

of professional development. In this process an attempt was made to close the gap 

between theory and practice in the policies and prescripts which regulate the Health 

Governance Structures . 

6.3 OVERVIEW OF THE STUDY 

In Chapter 1 an orientation to the study was presented . The research problem was stated 

as the challenges in implementing the Health Governance Structures in the Department of 

Health in the North West Province negatively influence to a greater degree the quality of 

health care in the province. 



The main objective of this study was to investigate and explore the challenges in 

implementing the Health Governance Structures in the decentralised health system. 

Justification of the study was that the Department of Health needed serious intervention 

wh ich will assist in managing the implementation of the Health Governance Structures in 

the North West Province. 

Sign ificance of the study was explored which states that the study would assist health 

management in all the provinces to develop interventions which would assist to improve 

the implementation of the Health Governance Structures so that they can play a more 

meaningful role when playing their oversight role . It also provided definitions of key terms, 

ethica l considerations and the outline of the thesis. 

Chapter 2 cove red a theoretical foundation of the existing body of knowledge of the Health 

Governance Structures. This chapter covered the historical overview of the health system 

in South Africa ; legislation governing the health system including the Health Governance 

Structures; the district health system in relation to community participation and key 

cha llenges facing the health system. 

Chapter 3 covered the Health Governance Structures in the decentralised health system. 

Good governance, the principles of good governance in the health system, the theory 

underpinning community participation concept and how it had evolved over time . This was 

ca rried out in order to identify gaps in the existing body of knowledge and to establish 

areas which had been insufficiently researched . 

In Chapter 4 the appropriate design and methodology used for data collection was 

described which necessitated the employment of the Participatory Action Research . 

Quantitative validation was added to strengthen the findings of the research . 

The process as outlined in the Participatory Action was employed. The knowledge gained 

during the first phase of the research process was used to initiate the second phase of the 

action research. Consistency of focus groups and themes was maintained throughout the 

research. 



In the quantitative method , the raw data as collected in the first phase was processed 

through the SPSS (Statistical Packaging for Social Science) system and the SPSS output 

was input into the tables . 

The research findings from the Participatory Action Research and empirical data analysis 

and reporting were undertaken in Chapter 5. Results from the Participatory Action 

Research (PAR) and empirical data were presented. 

The PAR necessitated that for each cycle participants had to develop an action plan which 

influenced further action and planning . 

Reflective diaries and participant observation are part of the Participatory Action Research 

tools which were utilised to collect the data. The findings were discussed in details . Four 

objectives as presented in Chapter 1 were responded to in this chapter. 

6.4 CONCLUSIONS OF INVESTIGATIVE OBJECTIVES 

The findings of the research are based on and discussed with specific reference to how 

the research addressed the research objectives in Chapter 1. In the following sections the 

answers that emerged from the data answer the four objectives of the research project. 

6.4.1 Key findings to the Research Objectives 

6.4.1.1 Use participatory action research to assess the Implementation of the Health 

Governance Structures in the North West Province Government Health 

Department 

In order to respond to this objective , the following themes were explored to assist 

managers to provide information: 

6.4.1.1.1 Leadership, Culture and Probity 

The findings indicated that the Health Governance Structures members do not fully 

comprehend the population that they seek to serve. As a result , they are unable to 

influence the allocation of resources to best serve the population and meet its needs. 



The findings further indicated that the Health Governance Structures do not deal with 

conflicts of interest in a way that is consistent with the requirements and the mandate of 

the Department of Health . In addition, the members do not exercise personal and 

professional integrity which includes avoiding potential conflicts of interest. 

The findings which are presented in Table 5.13 have revealed different performance 

results in the districts under these themes and the highlighted ones are the common ones 

in as far as the performance results are concerned . 

In order to respond to this objective, the following themes were explored to assist 

the Health Governance Structures members to provide information: 

6.4.1.1.2 Delegation of Authority 

Clin ical governance and leadership was found to be good in all aspects. The Health 

Governance Structure members believed that documents are there to assist structures to 

function . The members receive the necessary support to conduct their meetings. The 

institutions have annual work plans which assist them when it comes to the monitoring of 

the work of the institutions. 

The findings revealed that the Health Governance Structure members get the necessary 

support to enable them to perform their responsibilities . The members receive the 

necessary training to enhance their understanding of their roles and responsibilities. 

The findings evidenced that there is moderate delegation of authorities for the Health 

Governance Structures to perform their mandate. 

6.4.1.2 By using participatory action research, establish strategies and models in 

assisting managers to implement the Health Governance Structures. 

In responding to this objective, the following themes were explored to enable 

district managers to provide information: 



6.4.1.2.1 The Vision and Mission, Administrative Efficiency and Legitimacy of these 

Structures. 

The findings revealed that the Health Governance Structure members are not conversant 

with the Mission and the Vision of the Department of Health . This created serious 

challenges because they are expected to play an oversight role of the work of the 

Department. 

It will , therefore , be problematic for them to play an effective and efficient oversight role if 

they do not know the intention and the aspirations of the Department of Health which they 

are expected to execute and influence in order to improve health-care services. 

Lack of understanding of their responsibilities to the community was found to be a major 

challenge as it is expected of them to know the needs of the communities and the fact that 

they are representing the communities and therefore are accountable to them. 

The findings indicated that District Managers do not introduce the Health Governance 

Structure members to the staff members' prior commencement of their roles and 

responsibilities in various institutions and , as a result , they are not known by the staff 

members they are expected to work with . 

The study disclosed that the Health Governance Structure members do not receive 

adequate information in time to make informed decisions about the programmes and the 

projects of the Department of Health . This challenge has resulted in the administration of 

the Department of Health neither being effective nor efficient. This is evident from the fact 

that the findings have revealed that there are no ways and means to reduce the high cost 

in increasing operational effectiveness to maintain the high performance of the Health 

Governance Structures. 

The Health Governance Structure members have minimal understanding of their role in 

the chain that their existence as the structures is to represent the interest of the citizens in 

as far as health service delivery is concerned. 



The composition of the Committees was found wanting in terms of meeting the legal 

requirements thereof; and the reduced number of committees was creating a problem in its 

exclusion of important stakeholders who were to assist the process of reaching more 

people in the communities for better health outcomes. This was found to be a challenge 

and was seen to be a major threat which will defeat the intended purpose of establishing 

these structures, which is to improve community participation in health care services. 

Legitimacy of the Health Governance Structures was also questionable in that District 

Managers were not pleased about the composition and representation of various 

stakeholders in these structures and the fact that some of them seem not to be 

representing community members but their own interests. 

The findings also revealed that the Health Governance Structures have played a 

significant role in ensuring that there are adequate resou rces for the institutions and that 

has been done through the initiation of fund raising strateg ies. 

In order to respond to this objective, the following themes were explored to assist 

the Health Governance Structures Members to provide information: 

6.4.1.2.2 Integrity and Ethical Behaviour 

The findings are that District Managers play their role in ensuring that the work of the 

Health Governance Structures gets the necessary support in terms of development of 

policies and procedures. However, a challenge is that there is no policy in place to deal 

with disclosure of gifts to the Health Governance Structure members. 

6.4.1.3 Examine the form and relative strengths of information exchange 

mechanism between district managers, Health Governance Structures and 

the community in relation to the delivery of quality health care services 

using participatory action research methodology. 

In responding to this objective, the following themes were explored to come up with 

information from the district managers: 



6.4.1.3.1 Effective committees/boards, roles and responsibilities, impact on service 

delivery and compliance, focus on quality and promoting transparency. 

The study examined and explored the following themes to establish the existence and 

effectiveness of information exchange mechanisms between management of the 

Department of Health , the Health Governance Structures and the community members; 

the effectiveness of the Health Governance Structures, roles and responsibilities of these 

structures, impact made by these structures on health service delivery, matters of 

compliance on health policies , ensuring quality on health service delivery and promoting 

transparency whilst executing oversight responsibilities . 

The findings revealed that the Health Governance Structure members have an appropriate 

range of expertise , experience and diversity to make effective structures, that is , members 

have skills such as financial , legal , human resources and so on. They have been provided 

with the necessary skills such as monitoring and evaluation training to enable them to play 

their oversight role . 

The findings have also revealed that these committees are not effective in disseminating 

information to the communities. Most of them do not comprehend their roles and 

responsibilities and , as a result, fail to understand their roles and responsibilities . 

It all subsequently has a negative impact on the delivery of quality health care services to 

the communities. 

The findings further revealed that the Health Governance Structures selectively report 

health concerns raised in the communities they represent. The District Managers have 

serious doubts about whether the Health Governance Structures members contribute 

adequately to the work of these structures. The fact that they do not give feedback to them 

in meetings about the concerns of the communities was found to be a major challenge 

towards the provision of effective and efficient role playing . 

Participants alleged that the Health Governance Structures do not add value to their mind 

set in terms of promoting high level strategic discussions. 



They also believed that these structures have not at any stage displayed commitment 

towards the promotion of health awareness campaigns and programmes and thus viewed 

them as the structures which do not assist to enhance community participation in health 

service delivery. 

In responding to this objective, the following themes were explored to come up with 

information from the Health Governance Structures: 

6.4.1.3.2 Effectiveness, Performance Orientation and Disclosure and Transparency. 

The findings indicate that the performance of District Managers is effective in ensuring that 

the Health Governance Structures perform their roles and that service delivery is 

improving . It was found that there is an acceptable level of transparency displayed when 

deal ing with these structures. 

The roles of the Heath Governance Structures are clearly defined and that committee 

meetings do take place as scheduled . 

The structures are given an opportunity to review their own performance and that of the 

sub-committees. However, the findings have revealed that it was difficult for the Health 

Governance Structures to regularly review the effectiveness of their institutions against the 

plans and the targets set. 

6.4.1.4 Use results of the study to come up with solutions to the challenges in 

implementing the Health Governance Structures in the decentralised health 

system. 

In responding to this objective , information provided by both the District Managers and the 

Health Governance Structures members for objective 1, 2 and 3 has provided detailed 

information on the challenges experienced by both parties whilst performing their various 

responsibilities . 

The challenges are related to policy issues , operational matters, institutional structure 

issues on both the part of the district managers and the Health Governance Structure 

members. 



6.5 RECOMMENDATIONS 

The following recommendations have been put in place in line with the find ings of all four 

objectives responded to by participants under the below listed themes . It was 

recommended that: 

6.5.1 Utilise participatory action research to assess the implementation of the 

Health Governance Structures in the North West Province Government Health 

Department. 

6.5.1.1 Leadership and Culture and Probity. 

There is more that remains to be executed by the Department of Health to strengthen 

leadership and culture and probity in as far as management of governance culture is 

concerned . The outcome would benefit the community in the sense that access to health 

care services will be improved . 

Th is would also ensure that they hold District Managers accountable to apply cl inical 

governance principles which are in line with the mandate of the Department of Health for 

providing quality health care to the communities . 

In the research findings it was evident that Leadership , Culture and Probity have a 

negative impact on the effective implementation of Health Governance Structures in the 

Department of Health . 

It was recommended that more efforts need to be put in place as recommended by both 

District Managers and the Health Governance Structures to ensure that workshops and 

formal trainings are continuously conducted to capacitate the Health Governance 

Structures to fully understand the mandate of the Department of Health and the community 

they serve. 

The Health Governance Structures should conduct community meetings to understand the 

population they serve. When in touch with the needs specific to a commun ity they will be 

able to influence the manner in which the Department of Health allocates the resources to 

the communities . 



6.5.1.2 Clinical Governance, Leadership and Delegation of Authority 

Delegation of authority should be made clear to the Health Governance Structure 

members and that it should be reviewed to enable members to execute their mandate 

ful ly. 

6.5.2 By using participatory action research, establish strategies and models to 

assist managers to implement the Health Governance Structures. 

6.5.2.1 The Vision and Mission, Administrative Efficiency and Legitimacy of these 

Structures. 

There is a lot to be undertaken to ensure that the Health Governance Structures are 

introduced to the staff members and that they are given the right information timeously to 

empower them to make informed decisions which will benefit the communities they serve. 

The Health Governance Structure members should be orientated on the functions of the 

various health facilities and be introduced to the staff members immediately after being 

appointed and that relevant information such as acts and policies should be availed to all 

the Health Governance Structure members as part of the orientation material to capacitate 

them to perform their oversight role. 

The number of committee members per institution should be increased to include 

representation of more stakeholders . This would assist to ensure that the broader 

communities receive information from the Health Governance Structures. 

Development of polices, such as an Integrity Policy, that need to be publicised to address 

challenges such as conflict of interest experienced from the Health Governance 

Structures, was recommended as an action which needed urgent attention . 

Capacitation of the Health Governance Structure members was viewed as a vehicle that 

will ensure that District Managers are held accountable and to properly enact their 

responsibilities. In addition , they will be able to ensure that clinical governance principles 

are applied throughout the health services. 



Workshops and training will enlighten the Heath Governance Structure members to 

exercise personal and professional integrity and to avoid conflicts of interest whilst 

pursuing their roles and responsibilities for the Department of Health . 

In the literature review, the Health Governance Structures were perceived as an important 

vehicle to improve community participation . Capacitating them was viewed by participants 

as a good investment in ensuring the quality of health care in the North West Province 

especially in the Department of Health . 

Participants recommended that strategies need to be developed in the Department of 

Health to improve legislation that is currently in place. The Health Governance Structure 

members must be orientated prior to commencement of their duties at the various 

institutions to ensure that they play a meaningful role and understand the purpose of their 

existence. 

6.5.3 Examination of the form and relative strength of Information exchange mechanisms 

between district managers, Health Governance Structures and the community in 

relation to the delivery of quality health care services using participatory action 

research methodology. 

6.5.3.1 Effective committees/boards, roles and responsibilities, impact on service 

delivery and compliance, focus on quality and promoting transparency. 

Recommendations by participants focused on ensuring that the Health Governance 

Structures were capacitated by the Department of Health by conducting workshops so that 

they can have a clear understanding of their roles and responsibilities. The involvement of 

higher learning institutions was recommended to provide formal training to members. 

Participants recommended that a joint programme or schedule should be developed by 

both parties , that is , District Managers and the Health Governance Structures to ensure 

the involvement of community members in health service delivery. 

Participants recommended that financial resources should be increased to enable all 

parties to perform their responsibilities. The sitting allowance for the Health Governance 

Structures, should be increased to motivate them to perform optimally. 



It was further recommended that Standard Operating Procedures be developed so that 

there can be un iformity in line with how the Health Governance Structures perform their 

oversight roles . In addition , an Annual Plan for the Health Governance Structures should 

be developed which will be monitored from time to time. 

Parti cipants recommended that a template should be developed which will be used by the 

Health Governance Structures to provide feedback in various structures after holding 

community meetings. 

6.5.3.2 Effectiveness, Performance Orientation and Disclosure and Transparency. 

Tra nsparency and compliance of policy and government prescripts appeared to be a 

challenge which needed to be addressed . 

This was supported by the fact that the findings have revealed that the Health Governance 

Structures do not accurately report health concerns raised by the communities that they 

are representing . Therefore, community participation in the delivery of health care is 

minimal. 

6.6 CONTRIBUTION OF THE BODY OF KNOWLEDGE 

6.6.1 Implications for Theory 

A pivotal contribution of th is study is that it demonstrated that involvement of both the 

District Managers and the Health Governance Structure members should be strengthened 

as it is very criti cal in ensuring that the communities are aware of the programmes and 

projects of the Department of Health and that they are informed of what is happening and 

are able to influence the direction of policies and strategies to enable communities to 

receive quality health care . 



Figure 6.1 Conceptual Framework 

The problem statement as stated in chapter 1 supported by literature has revealed that 

information does not reach the community which result in poor quality health care being 

delivered to the communities because their voices are not taken into consideration due to 

the fact that Health Governance Structures do not play a critical role in ensuring that there 

is consultation , and that feedback on health service delivery is provided back to the 

Department of Health to enable them to improve the health services. 

The findings has revealed that it is critical to ensure that there is a strong link among the 

three stakeholders to ensure that there is continuous consultation on how health services 

should be rendered and that feedback is also provided to the Department of Health to 

improve their services. The flow is depicted in figure 6.1 above . 

Should the process as depicted in figure 6.1 not be followed , it will lead to the communities 

not being informed on what the Department of Health is embarking on as far as service 

delivery is concerned and Managers on the other hand , will make decisions on behalf of 

the communities on what the service is required which might not adequately address their 

needs. This means that the Health Governance Structures would also be failing both the 

Department of Health and the communities since they would not be carrying out thei r brief, 

which is to ensure that information reaches both the Department of Health and the 

communities . 

Applying Action Research has helped District Managers and the Health Governance 

Structure members to reflect on their actions, to investigate , inquire and develop curiosity 

that will lead to problem solving with purposeful questions and answers (Boyer, 1990) . 



This study has also demonstrated that a Participatory Action Research approach can be 

successfully used as an instrument to transform the manner in which service is being 

rendered to the community by the Department of Health with the involvement of the 

communities. 

Since the researcher was an active participant in the entire process, this has also 

encouraged her to reflect critically on how policies can be developed and be reviewed from 

time to time with inputs from those who are directly representing and/or benefiting from the 

services. 

Active participation of the Health Governance Structure members and the District 

Managers in this study has developed a deeper understanding by both parties on the 

critica l need to engage each other in ensuring that the communities receive improved 

health services . 

The use of reflective diaries as a data-collection method to generate rich data in the 

Participatory Action Research proved to be successful as it gave participants an 

opportunity to express their true feelings and frustrations and not to expose, or feel 

exposed by, the opinion and harsh judgement of others . Participants were able to reflect, 

interpret and objectively accept proposed improvements from the ideals of others . 

The primary goal was not the production of an objective body of knowledge that can be 

generalised to large populations. 

Instead , its purpose was to build collaboratively - constructed descriptions and 

interpretations of events that enable groups of people to formulate mutually accepted 

solutions to their problems. 

It is essential to note that the aim of the research was not only to build a theory but to 

address challenges that existed when implementing the Health Governance Structures 

and to ensure that there is improvement in the manner health care is delivered in the 

Department of Health in the North West Province . 



Most participants appreciated this exercise and indicated that it enhanced their knowledge 

and understanding of the challenges of each group. The processes also enhanced 

professional and community practices of each group. 

6.6.2 Implications for Practice 

The findings have revealed that there is a need to change the manner in which 

consultation was carried out before amongst the three stakeholders . The fact that Health 

Governance Structures were not held accountable before to ensure that they disseminate 

information to and from the community has been identified as a major obstacle which 

impede on the delivery of quality health care to the communities. 

The manner in which structures were established should be considered especially 

regarding qualifications and ensuring that broader representation of stakeholders is taken 

into consideration . 

Capacity building and empowerment of these structures in terms of provision of resources 

to enable them to play a meaningful oversight role have emerged as critical factors not to 

be ignored. 

6.7 CHALLENGES AND LIMITATIONS OF THE RESEARCH 

The qualitative mode of data gathering made it impossible for the findings to be 

generalised. The results differ in most aspects as each District is unique in as far as 

geographical location, population and cultural aspects are concerned . 

However, the main goal was to obtain in - depth information from the participants' point of 

view on how to improve , or to devise a model on how to improve, the implementation of 

the Health Governance Structures in a decentralised health system. 

One of the initial challenges of the research was that the participants questioned the 

objectivity of the application of the Action Research method. They did not readily believe in 

its method and found the process to be time consuming for them . As a result, there was a 

delay in the collection of data since the researcher had to convince all participants to agree 

to the Action Research method which is applicable to this study. 



Participants wanted to shorten the process. One of the contributing factors was that they 

have not been exposed to the Action Research processes and strongly believed in 

quantitative and qualitative research methods. Participants raised issues on the 

subjectivity of the findings of the Action Research . 

Some participants would not attend all the sessions. When they did attend they delayed 

progress as they would raise issues which had been dealt with in the meeting that they did 

not attend . Getting everybody together at the same time was a challenge in this study. 

Trustworthiness and credibility were of the utmost importance for the successful 

completion of the research . 

Hence the researcher had to listen to what participants wanted such as developing the 

questionnaire together and using scientific tools to validate the findings of the Action 

Research processes. 

The engagement was a worthwhile exercise as all participants agreed and were satisfied 

with the processes, even though they were adding to their workload and prolonging the 

project timeframe. 

Participants trusted the researcher with sensitive information . The researcher, therefore, 

had to be sensitive when sifting the data to focus on only data relevant to the research and 

to avoid becoming personal and biased . 

6.8 RECOMMENDATIONS FOR FURTHER RESEARCH 

Using the Participatory Action Research as a research method to strengthen the Health 

Governance Structures for the realisation of quality health care is recommended . 

This can assist in ensuring that communities have a say in the service that is being 

rendered to them. 

This project raised a number of questions and concerns about the level of education 

required for the Health Governance Structure members. 



This was critical , especially because most District Managers are highly qualified and they 

considered the lack of formal education and skills of most of the Health Governance 

Structures members as an impediment to the members performing a meaningful oversight 

role . This requires more expanded investigation . 

This study proposes further research in exploring the working relationship between the 

Health Governance Structure members and the District Managers as it was evident in the 

manner issues were raised that there is a need to investigate the causes of this challenge. 

6.9 CONCLUSION 

Participatory Action Research was considered by the researcher to be the appropriate 

research design to use for data generation in this study because it led to the 

transformation of both participants and the context in which action took place (Pedler, 

2008) . Collaboration in the action leaning set gave each participant an opportunity to 

reflect on his/her own experiences and allowed participants an opportunity to suggest on 

how to improve the performance of the Health Governance Structures. 

Since an Action Research is based on democratic principles, there was no power struggle 

and the idea of separating District Managers and the Health Governance Structures I don't 

understand how. The Participatory Action Research stimulated intellectual curiosity to 

activate participants to learn from each other (Suber-Skernitt, 2011 ). 

Each participant was regarded as equally important and honest to self and others . Trust, 

respect, value of opinions and taking responsibility to own action assisted in maintaining 

the momentum and encouraged all participants to achieve the intended goal. 

The Participatory Action Research process was a journey of personal and professional 

growth which the researcher strongly recommends for these types of research projects . 

The Health Governance Structures are an important vehicle in ensuring that communities 

have access to quality health care services as enshrined in the South African Constitution 

(No. 200 of 1993). However, if the Health Governance Structures fail to deliver on their 

mandate of playing a pivotal oversight role , it will be difficult for communities to achieve the 

intended mandate. 



It is, therefore , critical for both the District Managers and the Health Governance Structure 

members to co-operate and empower one another for an improved delivery of health 

services. They are all agents of change . 

The researcher concurs fully with the findings of this study that it is critical that there is a 

link between the three role players to ensure that information on how health services is 

rendered reach the communities through Health Governance Structures and on the same 

breath, inputs from the c_ommunities are taken back to the Department of Health which 

was not a case before the study. 

Failure to do so would result in the communities always complaining about the fact that the 

Department of Health is fa il ing on its mandate. 
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APPENDIX A: MANAGERS/EX OFFICIO$ QUESTIONNAIRE 

I WHAT IS THIS QUESTIONNAIRE ABOUT? 

Background? 

The Department of Health in the North West Province has established Health 

Governance Structu res. The purpose of establishing these structures is to ensure that 

the communities of the North West Province understand the programmes and projects 

of the Department of Health and are able to influence the decisions taken by the 

Management of the Department of Health in far as health service delivery is concerned . 

These structures are expected to serve as a vehicle between the Department of Health 

and the communities with the purpose of improving the quality of health care in the 

province. However, there are serious challenges in as far as functionality of these 

structures is concerned. The improvement in the effectiveness and efficiency on the 

functionality of these structures will assist the Department of Health to improve the 

provision of quality health care to the community of the North West Province. 

What is the purpose of this questionnaire? 

In order to understand the challenges of these structures, participants are requested to 

complete the questionnaire. This exercise requires all participants to provide honest 

answers for the benefit of assessing the performance of the Health Governance 

Structure. The responses will primarily be used for completion of my PHO research as 

well as to determine the challenges and make recommendations to strengthen the 

Health Governance Structures. 

Who must complete this questionnaire? 

Management in the four districts, namely; Ngaka Modiri Molema, Bojanala , Dr. Kenneth 

Kaunda and Dr. Ruth Segomotsi Mompati (only those who are serving in the Health 

Governance Structures). 

What to do with the completed questionnaire? 

To be forwarded to the District Co-ordinators 



Ms. S Skosana : SRoffice@nwpg.gov.za 

Mr. G Tlholatlung : GTlholatlung@nwpg.gov.za 

Mr. M. Nkgobang : MNkgobang@nwpg .gov.za 

Ms R. Lebeko : RLebeko@nwpg.gov.za 

Any questions, please contact: Ms M. Tlhogane (082 302 6089) 

Or mtlhogane@nwpg.gov.za 

Please complete by placing an X next to the category which best suits your statement 

if you are completing the questionnaire manually or electronically) 

1. Department North West Province Health 

2. Management (Managers/Ex 
Responsibility officio in the 

Committees/Boards) 

Name of the 

district 

Bojanala = 1 

Ngaka Modiri Molema=2 

Dr. Kenneth Kaunda=3 

Dr. Ruth Segomotsi Mompati=4 

4. Gender Male= 1 Female= 2 



-

5. Race Black/African =1 White =2 Coloured= 3 Indian = 4 

6. Age Group 18 - 24=1 25 - 39= 2 40 - 49= 3 50-59 =4 

7. Education Lower than high High School=2 College/Universit Postgraduate= 

level school=1 y=3 4 

8. Length of 1-3=3yrs 3-6=6yrs 6-9=9 yrs 

service in the 

structures 

I 

SCALE 

I 

Please indicate your level of agreement with each statement. Please tick the 

appropriate box appearing next to each statement. The boxes have the following 

meaning : 

Yes =1 No=2 

If you are completing the questionnaire in soft copy (electronically) - please place an 

"X" in the box that best describes your choice with each statement. 

If you are completing the questionnaire in hand copy (on paper) - please put an X in 

the box that best describes your choice with each statement. 

YES NO 

e.g. Health Governance Structures understand the mandate X 

of the department fully . 

r 
Thank you for your willingness to complete this questionnaire. We wish 

I 



to assure you of the following facts that: 

The questionnaire is being rolled out to all the four districts of the North West Province. 

Please note that: 

Your identity will remain anonymous - your name will definitely not be included in the 

report, so please be open and honest when responding to the questionnaire. There are 

also no right and wrong answers , it is your OPINION that counts. 

Role of the Health Status Comments I Action required (how to 

Structure: t----,-------; improve in this area) Governance 

Committee/Boa rd 

Vision and Mission: 

Are you confident that all 

the committee/board 

members understand the 

mandate of the 

department? 

Do the members of the 

committee/board 

understand that their 

purpose (their mission) is 

to represent the interests of 

the citizens of the 

community and the 

beneficiaries of health 

services? 

Yes No 



Are you confident that the 

members of your 

committee/board are 

adequately knowledgeable 

about the department's 

projects and programmes? 

Were the members of the 

committee/board oriented 

in the premises and 

introduced to the staff prior 

to the commencement of 

their duties in the 

institution? 

Are you confident that the 

members of the 

committee/board receive 

adequate information in the 

right format and at the right 

time in order to make 

informed decisions? 

Administrative efficiency: 

Does the committee/board 

have sufficient knowledge 

to constructively review 

management's evolving 

strategies for achieving the 

outcomes/results that are 

set? 

Are there ways to maintain 

the high performance of 



the committee/board while 

reducing costs to increase 

operational effectiveness? 

Leadership and Culture: 

Are you confident that the 

committees/boards have 

appropriate structures , 

processes and resources in 

place to monitor, manage 

and improve the safety of 

care and the service 

delivery environment? e.g . 

top structures supporting 

the lower ones to improve 

their functionality. 

Does the committee/board 

understand the population 

they serve as well as 

making sound resource 

allocation decisions 

regarding how best to 

serve the population? 

Is the committee/board 

able to create and foste r a 

culture where 

are utilised to 

resources 

provide 

maximum access to the 

community served , 

including minimising 

waiting times whilst 

receiving care along the 

care continuum? 



Have the committee/board 

ever empowered the 

management of the 

institution/ department to 

put in place policies and 

procedures that streamline 

patient flow procedures 

and associated decision

making? 

The committee/board 

ensures that the manager 

of the institution and senior 

managers clearly 

understand and enact their 

responsibilities and are 

enabling clinical 

governance principles and 

processes to be applied 

throughout the health 

service? 

Legitimate: 

Does the composition of 

your committee/board meet 

the legal requirements/ set 

criteria for health 

governance structures? 

Does the committee/board 

permit and facilitate the 

effective participation of 

stakeholders in the major 

governance and 

management decisions? 



Are you convinced that the 

access to information , 

consultation , or decisions 

of the committee/board and 

management do not favour 

the interests of some 

partners and participants 

over others at both the 

governance and 

management level? 

Are you satisfied with the 

composition and the 

reduced number of 

co mm ittee/boa rd 

members? 

Has the committee/board 

assisted/played any role in 

ensuring that there are 

adequate resources for the 

institution/department? 

e.g . Initiating a fundraising 

strategy. 

Probity: 

Are you convinced that the 

members of the 

committees/boards are 

exercising personal and 

professional integrity, 

including the avoidance of 

conflicts of interest? 



Is it true that the 

committee/board deals with 

conflicts of interest in a way 

that is consistent with the 

requirements and mandate 

of the department? 

Is it true that the 

committee/board discusses 

and responds to priority 

safety and quality matters 

at every meeting? 

Are you satisfied that the 

committee/board 

empowers the manager of 

an institution to take steps 

to assure and improve 

safety and quality? 

Effective committees/boards: 

Is your committee/board 

having appropriate range 

of expertise , experience 

and diversity to make it an 

effective structure? e.g. 

members with skills on 

financial , legal , human 

resources etc. 

Were the members of the 

committee/board provided 

with all the necessary skills 

to enable them to play their 

oversight role fully? e.g. 

Induction workshops for 



members, Monitoring and 

Evaluation training. 

Is there any 

impact/implementation 

made by members of the 

committee/boards post 

attending relevant capacity 

building programmes 

offered by the department? 

e.g. Monitoring and 

Evaluation training 

Does the committee/board 

provide feedback of the 

meetings/activities 

conducted to the 

community on awareness 

and health promotion 

programs? 

Roles and responsibilities: 

Are you confident that the 

committee/board members 

understand their respective 

roles and that of the 

management? 

Do you have any proposed 

mechanisms to modify and 

amend the roles and 

responsibilities of the 

committee/board , over 

time? 



Do records show evidence 

that health governance 

structures conduct 

monitoring activities on 

health service delivery, to 

help determine the 

direction of programme 

improvement efforts? 

Do the health governance 

structures under your 

institution accurately report 

health concerns raised by 

the communities that they 

represent? 

Do the members of the 

committee/board offer 

constructive feedback 

regarding the safety and 

quality of health services, 

both as individual 

consumers and as a 

community 

stakeholders? 

of 

Would you regard the 

health governance 

structures as the relevant 

mechanisms for enhancing 

community participation in 

health services delivery? 

Have the committee/board 

at any stage shown 

commitment/interest 



toward the promotion of 

health awareness 

campaigns 

programmes? 

and 

Are you confident that the 

committee/board members 

act as ambassadors of the 

department to the 

community and other 

stakeholders? 

Are you confident that the 

committee/board members 

follow through on 

commitments they have 

made to the communities? 

Impact on Services Delivery: 

Do you agree that the 

impact of the 

committee/board role can 

be evaluated by the extent 

to which the key principles 

of clinical governance 

underpin the culture of an 

institution? 

Have the committee/board 

made any partnership with 

the community in the 

planning and improvement 

of services? 

Are you confident that most 

or all committee members 



contribute adequately to 

the work of the committee? 

Does the committee/board 

ask probing questions on 

behalf of the "patients" -

while providing feedback to 

the department? 

Are you satisfied that the 

committee/board ensures 

consumers are informed of 

and actively involved in key 

improvement initiatives? 

Are there methods of 

ensuring that the changes 

and improvements are 

sustained beyond the 

short-term? 

The committee/board 

meetings are designed to 

promote high level strategic 

discussions that "add 

value" to the thinking of the 

manager of the institution 

and other senior staff 

members. 

Compliance, focus on quality and promoting transparency: 

The processes of the 

committee/board are open 

in order to ensure 



accountability and 

responsibility to 

beneficiaries and other 

stakeholders of the 

department. 

Do you agree that the 

committee/board sends a 

strong message to the 

community that "safety and 

qual ity" are priority issues 

to the health service? 

A. Recommendations 

What do you think should be the focus area on the Health Governance Structures in 

the next term? 

What other training would you recommend as being relevant to ensure that the 

members play their oversight role? 

B. General 

What do you think should be done to improve the overal l performance of the Health 

Governance Structures? 

Is there any other relevant information which was not covered in the questionnaire? 

If so , please comment below: 

Thank you for your participation 



APPENDIX 8: HEALTLH GOVERNANCE STRUCTURES QUESTIONNAIRE 

I WHAT IS THIS QUESTIONNAIRE ABOUT? 

Background? 

The Department of Health in the North West Province has established Health 

Governance Structures. The purpose of establishing these structures is to ensure that 

the communities of the North West Province understand the programmes and projects 

of the Department of Health and are able to influence the decisions taken by the 

Management of the Department of Health in far as health service delivery is concerned . 

These structures are expected to serve as a vehicle between the Department of Health 

and the communities with the purpose of improving the quality of health care in the 

province. However, there are serious challenges in as far as the functionality of these 

structures are concerned . The improvement in the effectiveness and efficiency on the 

functionality of these structures will assist the Department of Health to improve the 

provision of quality health care to the community of the North West Province . 

What is the purpose of this questionnaire? 

In order to understand the challenges of these structures, participants are requested to 

complete the questionnaire. This exercise requires all participants to provide honest 

answers for the benefit of assessing the performance of the Health Governance 

Structures. The responses will primarily be used for completion of my PHD research as 

well as to determine the challenges and make recommendations to strengthen the 

Health Governance Structures. 

Who must complete this questionnaire? 

Health Governance Structure Members in the four districts, namely; Ngaka Modiri 

Molema, Bojanala, Dr. Kenneth Kaunda and Dr. Ruth Segomotsi Mompati . 

What to do with the completed questionnaire? 

To be forwarded to the District Co-ordinators. 

Ms. S Skosana : SRoffice@nwpg.gov.za 



Mr. G Tlholatlung : GTlholatlung@nwpg.gov.za 

Mr. M. Nkgobang : MNkgobang@nwpg.gov.za 

Ms R. Lebeko : RLebeko@nwpg .gov.za 

Any questions, please contact: 

Any questions, please contact: Ms M. Tlhogane (082 302 6089) 

Or mtlhogane@nwpg.gov.za 

Please complete questionnaire by placing an X next to the category which best suits 

your statement if you are completing the questionnaire either electronically or 

manually. 

1. Department North West Province Health 

2. Responsibility Health Governance Structure Members 

3. Name of the Bojanala= 1 

district 
Ngaka Modiri Molema=2 

Dr. Kenneth Kaunda=3 

Dr Ruth Segomotsi Mompati=4 

4. Gender Male= 1 Female= 2 

5. Race Black/African =1 White =2 Coloured =3 Indian =4 

6. Age Group 18-24=1 25-39=2 40-49=3 50-59=4 

7. Education Level Lower than high High College/Universit Postgraduate=4 

school =1 School=2 y=3 



8. Length 

service 

structure 

in 

of 1-3= 3years 

the 

3-6=6years 6-9=9years 

SCALE 

Please indicate your level of agreement with each statement. You will notice the numbers 1, 

2 and 3 appearing next to each statement. The numbers have the following meaning : 

1= Not Met 2= Partially Met 3= Fully Met 

If you are completing the questionnaire in soft copy or hard copy (electronically) - please 

place an "X" next to the statement wh ich best describes your choice . 

1. Example : Is the committee clear about their roles 

and responsibilities? 

Not 

Met 

Partially Fully 

Met Met 

X 

Thank you for your willingness to complete this questionnaire. We wish to assure you of 

the following facts that: 

The exercise is being rolled out to all the four districts of the North West Province. 



Assessment Scoring Key: 

When you are completing this questionnaire, it is important to consider the evidence to 

back it up where you feel you are on the sca le between not met / partially met/ and 

fully met. 

Fully Met: You are confident that the procedure is actively in place and you have the 

evidence to support it. 

Partially Met: You partly carry out the practice or the practice needs adapting or 

improving and you have some evidence to support it. 

Not Met: You do not carry out the practice and you have little or no evidence. 

Please note: Your identity will remain anonymous - your name will definitely not be 

included in the report, so please be open and honest when responding to the 

questionnaire. There are also no right and wrong answers, it is your OPINION that 

counts. 

C. Principles 

Seven governance principles have been identified as enhancing the Health Governance 

Structures to play their oversight role in line with the two legislations, the National Health 

Act of 2003 and the North West Health, Developmental Social Welfare and Hospital 

Governance Institutions Act of 1997: 

Principle 1: Clinical Governance and Leadership 

Clinical Governance Not Partially Fully Our Suggested Evidence 

and Leadership Evidence 
Met Met Met (examples only) 

Is the institution's Constitution Legislative 

committee/board Framework e.g. 

described in written National Health Act 

documents? and Provincial Health 

Act 



Are the activities / roles of 

your structure in line with 

the objectives laid out in 

the departmental 

strategic plan? 

Is the committee clear 

about who the 

beneficiaries 

stakeholders 

department are? 

Does the 

and 

of the 

institution 

where you serve have an 

annual work plan? 

What procedures are in 

place to assist the 

committee/board to 

regularly monitor and 

evaluate the work of the 

institution? 

Is the management of the 

institution actively 

supporting or providing 

appropriate resources to 

the committee/board as 

and when needed? For 

example: arranging 

Review 

offered. 

service 

Needs 

assessment. 

Satisfaction surveys. 

Awareness of 

governing document. 

Committee inductions. 

Records of service 

users. Register of 

Members. 

Funders 

bodies. 

document. 

Statutory 

Governing 

Operational plan . 

Work plans. Service 

level agreements. 

Staff reports . 

Financial reporting 

against budget. 

On-going monitoring 

and review. 

Venue arranged. 

Invitations issued. 

Logistical 

arrangements 

Secretarial 

services 

Availability 

made. 

support 

provided. 

of 



meetings of the managers (ex-officio) 

committee/board . during the 

committee/board 

meetings. 

Principle 2: Responsibi lity and accountability 

Responsibility and Not Partially Fully Our Suggested Evidence 

accountability evidence 
Met Met Met (examples only) 

Have the rules outlined in Constitution . 

the governing document 

been followed in relation 
Rules . By-laws 

to : Standing orders . 

- the election of Minutes. 

committee/board? 

- quorum for meetings? 

- selection of members? 

How do you identify Action plans. Staff and 

whether or not progress volunteer reports and 

is being made against the supervision . 

departmental agreed 

plans? 
Reviewed , updated 

policies . Minutes of 

meetings. 

Monitoring and 

evaluation . 

Achievement of 

outcomes. 



Are you aware of your 

duty of care to 

employees, service users 

in terms of health and 

safety? 

Are you aware of the 

legal compliance 

obligations of the 

department? 

Does the 

committee/board 

recognize , promote and 

value equality and 

diversity? 

Is the committee/board 

actively involved in 

knowing the population 

that they serve and 

ensuring accessibility of 

the Comprehensive 

Primary Health Care to 

Fire and Health and 

Safety. Risk 

assessments. Fire 

alarms, extinguishers , 

First Aid Policies and 

procedures in line with 

good practice and 

legislation 

Letters of offer. 

Insurance Contracts of 

Employment. 

Leasing agreements. 

Equal 

policy. 

opportunities 

Data 

Protection . 

Equal opportunity 

policy. Training In the 

composition 

committee , 

volunteers , 

beneficiaries . 

of your 

staff, 

Awareness and 

promotion campaigns . 

Catchment 

Awareness 

maps. 

and 

promotion campaigns. 

Adequate signage 

available and visible . 

Provision made for 



the said population? 

Is the financial reporting 

to the committee/board 

clear, transparent, readi ly 

understood by all 

members 

meeting? 

at each 

If you have premises and 

other assets, are they 

used and maintained 

effectively? 

Does the 

committee/board 

consider and manage 

risks (uncertainties , 

people with disabilities 

i.e. parking ramps, 

toilets and bathroom 

facilities . 

Information boards on 

the services offered by 

the institution. 

Agenda of meetings. 

Treasurer's input. 

Management 

accounts . Income and 

Expenditure sheet. 

Adequate 

guidance/mentoring 

Maintenance log . 

Fire safety procedures. 

Security procedures. 

Planning for renewal. 

Monitoring usage e.g. 

schedule of income 

analysis . 

Assets register. 

Leases Tenancy and 

agreements. 

Risk assessments 

carried out. 

Risk register in place. 



threats) , both short-term 

and long-term, in all 

aspects of the institution 's 

work? 

Does 

committee/board 

the 

have 

clear 

procedures/guidelines to 

distinguish between staff 

and volunteer 

responsibility? 

Does the 

committee/board play its 

oversight role in relation 

to the recruitment and 

management of staff? 

Consideration of: 

• Governance 

risks . 

• Operational 

risks. 

• Financial risks . 

• External risks . 

• Compliance 

risks . 

Training . 

Minutes of meetings. 

HR policies . 

Volunteer policies . 

Organisation charts . 

Role descriptions. 

Induction workshops . 

Governance 

Handbook. 

Equal opportunity. 

Grievance and 

disciplinary policies . 

Bullying 

harassment. 

and 

Dismissal and 

redundancy. 



Principle 3: Effectiveness 

Effectiveness 

Is the role of you r 

committee/ board clearly 

defined? 

Are your committee 

meetings effective? 

Has 

committee/board 

you r 

received appropriate 

information and guidance 

in relation to its 

Not Partially Fully Our 

Evidence 
Met Met Met 

Remuneration . 

Leave entitlements. 

Recruitment and 

selection tra ining . 

Pension provision . 

Suggested Evidence 

(examples only) 

Written 

descriptions. 

ro le 

Induction workshops. 

Appropriate agenda. 

Quorums met. 

Minutes including 

records of decisions 

made . Regular reports 

and other info received 

Held regu larly Well 

attended . 

Induction 

materials. 

pack/ 

Governance training . 



governance role? Mentoring . 

Governance events I 

seminars/conferences. 

Regular policy 

updates. 

Principle 4: Performance Orientation 

Performance Not Partially Fully Our Suggested 

orientation Evidence Evidence(examples 
Met Met Met 

only) 

Does the Committee members 

committee/board survey. 

regularly review its own 

performance and that of 
Consultation . 

its sub-committees? Terms of reference . 

Minutes. Use of 

monitoring and 

evaluation information 

including outcomes. 

Does the Monitoring systems. 

committee/board 

regularly review the 
Evaluations. 

organisation 's Satisfaction surveys. 

effectiveness against 

plans and targets? Staff reports . 

Consultation with 

stakeholders. 

Regularly review and 

renew organisation 



wide pol icies . 

Are the results of Opening of suggestion 

patients' satisfaction boxes and responding 

surveys or complaints to concerns raised by 

documented and followed users of health 

up? services. 

Principle 5: Delegation 

Delegation Not Partially Fully Our Suggested Evidence 

evidence 
Met Met Met (examples only) 

Do the committee/board , Terms of reference . 

staff, volunteers and sub-

committee members 
Ro le descriptions. 

understand thei r Minutes Policies. 

delegated authorities and 

have they been Induction workshops . 

appropriately trained? 
Training registers . 

Does the Minutes of meetings. 

committee/boa rd monitor 

and review the 
Reports Evidence of 

implementation of 
decisions taken in line 

delegated authorities? 
within agreed 

parameters . Fair 

distribution of work. 

Does the committee Induction workshops. 

communicate the 

functions for sub-
Governance manual. 

committees, officers and Governance training . 
staff and does it provide 



sufficient training to 

enhance their 

understanding? 

Principle 6: Integrity and Ethical Behaviour 

Integrity and Ethical Not Partially Fully Our 

Behaviour 

Does the committee have 

a policy on payments to 

its members which is in 

line with the governing 

document? 

What procedures are in 

place to deal with 

conflicts of interest? 

Do you have procedures 

in place to deal with gifts 

and hospitality? 

Does the 

committee/board have a 

policy to deal with internal 

conflicts? 

evidence 
Met Met Met 

Suggested Evidence 

(examples only) 

Is this permitted by the 

governing document? 

Policy on payments. 

Conflicts of interest 

register. Out of pocket 

expenses policy. 

Conflicts of interest 

policy. Conflicts of 

interest register. 

item on Stand ing 

agenda . Governing 

document. Minutes. 

Policy on gifts. 

Guidelines. 

Code of conduct. 

Clear role boundaries. 

Governing document. 



Legislation. 

Complaints procedure. 

Suggestion boxes. 

Principle 7: Disclosure and transparency 

Disclosure and Not Partially Fully Our Suggested Evidence 

transparency evidence 
Met Met Met (examples only) 

Is the committee/board Information provided is 

open, responsive and timely, relevant, 

accountable to the users , accurate and good 

partners and other quality AGM . 

stakeholders? 
Consultations. 

Member/user 

participation. 

Regular meetings. 

Partnership 

agreements . 

Reports to funders . 

External audit 

/evaluation. 

Community audit. 



Overall impressions / General 

What would you regard as the main successes by the department? 

What would you regard as the main challenges that the department has encountered? 

Recommendations 

What recommendations would you offer to enhance health services delivery? 

What recommendations would you offer to improve the performance of the Health 

Governance Structures? 

General 

Is there any other relevant information which was not covered in the questionnaire? 

Thank you for your time and for sharing your experiences. 



APPENDIX C: ACTION PLAN 

Theme Activity Expected 

Outcome/ 

Output 

Target 

No or¾ 

Time

Frame 

Responsibl Resources 

e person/ 

group 

(department) 

Clinical Conduct Get inputs 24 villages On a Managers Catering , 

Governance, community 

Leadership and health 

Probity lmibizos in 

villages 

and concerns Per district monthly 

from basis 

communities 

to improve 

access to 

health care 

and Health transport 

Governance Venue 

Structures Community 

mobilization 

(governance) 

Responsibility Workshop Structures to 2 Quarterly Managers Catering, 

transport, 

boardrooms, 

manuals, 

personnel 

and for HGS on be workshops (within 6 

Accountability role empowered per district 

and Vision and clarification 

Mission, 

Legitimate 

on policy 

imperatives 

Introduction 

of new 

To know and All health 

understand 

membe~ ~ who and 

the staff what is being 

done in the 

department 

facilities 

Training on Effective and All 

months of 

the 

research) 

During 

next 

meetings 

of 

structures 

Within 6 

capacitate Efficient committee months 

members to Committees members 

effectively which assist 

and to improve 

efficiently service 

play their delivery 

oversight 

role 

Performance Developme Existing 4 districts Draft to be All Catering , 

Orientation and nt of the Annual Plan presented participants transport, 

Impact on Annual Plan in the next stationery, 

Service sessions boardrooms 



Delivery 

Effectiveness Monitoring Wel l 4 districts As and All Boardrooms, 

and of the mon itored when participants catering , 

Admin istrative Annual Plan Annual Plan meetings transport 

Efficiency and of the HGS takes 

Effective place 

Committees 

Delegations Develop Existing 1 Draft to be All Catering , 

standard Standard document presented participants transport, 

operating Operating in the next stationery, 

procedure Procedures sessions boardrooms 

Integrity and Developme Existing 1 policy Draft to be All Catering , 

Ethical nt of the Ethics Policy presented participants transport, 

Behaviour Ethics in line with in the next stationery, 

Policy for the mandate session boardrooms 

HGS of the 

department 

Disclosure and Developme Existing 1 Draft to be All Catering , 

Transparency nt of Disclosure presented participants transport, 

Com pliance, Disclosure forms in line in the next stationery, 

focus on forms for with the sessions boardrooms 

quality and HGS government 

prom oting prescripts 

trans parency 



APPENDIX D: SUMMARY OF REFLECTIVE DIARY FOR MANAGERS 

Participants agreed to use the themes as agreed upon during the initial stage of the 

research and to align their discussions to the themes. 

They also agreed that only key quotes from the summarised version of both focus groups 

should be used in the research report. 

1. Responsibility and Accountability 

The seriousness of the responsibility and accountability principle was seen in addressing 

the structures, systems and processes that assure the quality, accountability and proper 

management of an organisation 's operation and delivery of health care services. 

However, certain members were skeptical about other aspects of responsibility and 

accoutability principles. Members indicated that the Health Governance Structures do not 

plan the oversight roles in relation to the recruitment and management of the staff. They 

further indicated that structures do not have clear procedures and guidance to distinguish 

responsibility of staff members against their responsibilities. 

• " ... no proof or evidence that they are representing the communities ." "Governance 

must hold community meetings to report on health issues and challenges."(P9). 

• "Members do not stick to their roles and responsibilities. They, at times , tend to 

confuse their roles with that of managers." 

• "Some members lose focus when it comes to their roles and responsibilities 

because of their political affiliation ." 

2. Efficient and Effective Committees 

Effectiveness can be regarded as a measure of the extent to which a particular 

intervention works . 

Extended knowledge of the Health Governance Structures among others was perceived to 

reinforce the quality and patient safety dimensions of the medical role and to facilitate the 

review of programmes and projects related to clinical , financial and operations portfolios. 



In view of this , several measurable questions and concerns were raised around the 

effectiveness principles. It was blatantly clear that the majority of the participants agreed 

that the roles of the Health Governance Structures were defined for them and that they 

received appropriate information and guidance in relation to their governance roles . 

However, some felt negative about that. 

• "Governance is not assisting to improve the quality on health care . There is no 

visible profile change on service delivery." (P2). 

• Activities are not done in time and even the scheduled dates are not respected. " 

(P2). 

• "The Health Governance Structures did not play any significant oversight roles. 

There can be improvement if the right people can be appointed ." (Summary 

Version of the diary of the district managers, P2) . 

The District Managers indicated that members did participate in and provide reports in 

meetings, however, the inconsistency of the quality reporting was cited as a challenge . 

It was indicated that the Health Governance Structure members tend to tender apologies 

when they were expected and required to attend meetings. The non-attendance has a 

negative impact on service delivery. 

It was evident that most District Managers were not satisfied with the work of the Health 

Governance Structures. They expected more from these structures in terms of improving 

the health outcomes. However, the Health Governance Structures in the diaries raised 

issues on the fact that budget constraints cited by the Department of Health made it 

difficult for them to play an effective and efficient oversight role. 

• "These members must be continuosly trained and workshopped on health issues to 

understand the constitutional mandate of the Department. " (P3) . 

3. Performance Orientation and Impact on Service Delievery 

Pertaining to the performance orientation principle , participants indicated that the results of 

patients' satisfaction survey or complaints are documented and followed-up. Not all the 

participants were convinced that this process was followed . 



The evidence for the impact of consumer and community participation on health service 

practices and outcomes is patchy at best" . However, the importance of evolving patients 

and the Health Governance Structures on the effectiveness of the operations was viewed 

to be imperative . Eventually, the lack of linkage between patients and providers at large 

often lead to lack of service delivery often which contends with distorted information and 

power inbalances. 

• "These committee [members] do not read. They come to the meetings unprepared. 

We are failing to meet targets when assessed for the National Core Standards." 

(P3). 

• "The Health Governance Structures are disregarding their roles and responsibilities 

but want to fiddle with administration which is our responsibility. We must develop 

policies of disclosure and ethics for them because we are regulated and they are 

not. " (P3) . 

4. Delegation 

The Health Governance Structures and sub-committee members clearly understood their 

delegated authorities. They had been appropriately trained . However, participants 

indicated that more resources need to be made available to ensure that the training of 

structure members takes place to enhance their understanding on their delegated 

responsibilities. 

5. lntergrity, Ethical Behavior, Disclosure and Transparency 

Participants felt strongly that there were no procedures in place to deal with gifts . They 

said that unavailability of procedures might be leading to a compromise of quality health 

care on whether it was meeting the needs of the population it serves. 

However, an overwhelming majority of members indicated that their structures are open , 

responsive and accountable to the users, partners and other stakeholders . 

Some participants believed that policies should be reviewed to reconsider the 

qualifications of members who are appointed to serve on the Health Governance 

Structures. This is supported by quotations such as: 



• "Maybe we need to look at aligning the policies of these structures with that of the 

private sector where board members are seriously interviewed and appointed on 

the basis of their experiences." (Summary Version of the diary of the district 

managers: P2) . 

The District Managers recommended that it is important to interview the prospective 

Health Governance Structure members before they are appointed . This will assist in 

appointing members who have a passion and the relevant knowledge and skills required to 

assist the Department of Health to execute its mandate. The following quotations support 

the statement: 

• "Level of education must be considered when appointing these [members] 

structures so that they can respond to institutional needs and stop complaining 

about stipends." (Summary Version of the diary of the district managers: P2) . 

• "The Health Governance Structures need to be workshopped on how to assist the 

Department of Health to reduce costs ."(Summary Version of the diary of the district 

managers: P5). 

The District Managers raised concerns about the fact that some of the Health Governance 

Structures, especilly councillors , tend to politicise these meetings and deviate from their 

roles and responsibilities even after they were workshopped on those roles and 

responsibilities. They suggested that political intervention needed to be strengthened from 

the top down to the lower levels , to address these challenges . 

A concern was raised about the fact that some of the Health Governance Structures are 

unable to avoid conflicts of interest. The District Managers said that most of the Health 

Governance Structures members are interested in their family members getting jobs in the 

Department of Health . 

Others want to influence who should be awarded tenders by the Department. This has 

resulted in conflicts between District Managers and the Health Governance Structures 

members which have a negative impact on service delivery. 



Facility Managers emphasised the fact that they are overworked due to the shortage of 

staff. 

• "These Health Governance Structures members think that they are here for tenders 

and appointments of staff. They brought CVs of some community members for 

appointment as cleaners and they want to participate in on tender committee 

meetings." (P6) . 

6. Responsibility, Accountability, Vision and Mission, Legitimate 

The District Managers in this theme felt that most of the Heath Governance Structures do 

not understand their roles and responsibilities . 

They cited an example of governance members wanting to dismiss officials not knowing 

that it is not their respons ibility to appoint and/or dismiss government officials . 

Another burning issue was that the Health Governance Structure members wanted to do 

the actual administration such as sitting in on tender committee meetings and the 

recruitment processes of officials. According to them this could compromise their oversight 

roles . 

7. Effectiveness and Administrative Efficiency 

In this aspect, a concern raised was that the Health Governance Structures were not 

assisting to make a positive impact on heath service delivery. 

The District Managers believed that some of the Health Governance Structure members 

were serving on these committees to better their own interests. They strongly suggested 

that only people who are willing to serve the communities should be appointed to 

participate on these structures. 

• "Councillors think that they are policemen and women. They just come to the clinics 

to harass us. We will leave these facilities and go elsewhere." (P7) . 



8. Performance Orientation and Impact on Service Delivery 

The District Managers raised concerns about certain Health Governance Structures 

members who do not know the communities they serve. As a result, they do not give any 

feedback to community members on the programmes and projects of the Department of 

Health . 

This in turn , has a negative impact on the health outcomes. Concerns were also raised 

about certain members serving on these committees to serve their own interests rather 

than the interests of the community members. Examples were cited about members who 

do not serve on any community structures and had no constituencies. 

9. Delegations 

In this theme, both the District Managers and the Health Governance Structures members 

identified gaps in the policies . 

It was stated that there are no standard operating procedures for the Health Governance 

Structure members to assist them in doing their work. 

They also mentioned that each institution was taking its own route when dealing with 

aspects such as providing resources to the Health Governance Structure members , be it 

financial or the provision transport for them to carry out their duties. 

10. Integrity and Ethical Behaviour 

The District Managers are concerned that certain Health Governance Structure members, 

especially those at the top structures such as the District Health Councils and the Hospital 

Boards, have on numerous occasions disregarded their responsibilities and shown 

personal interest in issues such as tenders . 

11. Compliance, Focus on Quality and Promoting Transparency 

The District Managers were concerned that in most meetings the Health Governance 

Structures members did not assist them in solving the challenges but rather brought 

challenges mostly in as far as health service delivery is concerned . 



The quotation from diaries has been extracted to support the statement. 

• "Members should understand that their role is to come up with remedial actions and 

not complain or bring challenges to managers." (Summary Version of the diary of 

the district managers, P2) . 

• "They should be taken seriously as the community mouthpiece and be involved in 

all initiatives and their sitting allowance should be increased." (Summary Version of 

the diary of district managers, PB) . 

Certain councillors were reported to always tender apologies. They failed to attend 

meetings wh ich was understood to mean that they did not see the attendance at these 

meetin gs as beneficial. This created problems as they were elected by the people and 

most importantly, they were expected to call community meetings for the Department of 

Hea lth to provide the communities with health education and information on the 

programmes and projects of the Department. 

The District Managers believed that it was critical to appoint the Health Governance 

Structure members who wil l make an impact on health care services. 

• "People who are committed and knowlegeable should be appointed ." (Summary 

Version of the diary of District Managers) . 

They believed that it was critical that the Health Governance Structures should have 

information-sharing sessions with the communities they serve . 

• "Appo intment of members should take into consideration the abil ity of members to 

think critically and rationally." (Summary Version of the diary of the district 

managers, P1 ). 

All the participants including the researcher experienced this research as a journey of 

professional development. 

12. Leadership, Culture and Probity 

Participants indicated that the Health Governance Structures members do not understand 

the population that they serve. As a result, they are unable to influence the allocation of 

resou rces to best serve the population and meet its needs. 



The Health Governance Structures do not deal with conflicts of interest in a way that is 

consistent with the requirements and the mandate of the Department of Health . In addition , 

the members do not exercise personal and professional integrity which includes avoiding 

potential conflicts of interest. 

13. Delegation of Authority 

The Health Governance Structure members get the necessary support to enable them to 

perform their responsibilities. The members receive the necessary training to enhance 

their understanding of their roles and responsibilities . 

It was indicated that there is moderate delegation of authorities for the Health Governance 

Structures to perform their mandate. 

14. The Vision and Mission, Administrative Efficiency and Legitimacy of these 

Structures 

The Health Governance Structure members are not conversant with the Mission and the 

vision of the Department of Health . This created serious challenges because they are 

expected to play an oversight role of the work of the Department. 

It will , therefore , be difficult for them to play an effective and efficient oversight role if they 

do not know the intention and the dreams of the Department of Health which they are 

expected to influence in order to improve health-care services. 

Lack of understanding of their responsibilities to their communities was found to be a 

major challenge as it is expected of them to know the needs of the communities and the 

fact that they are representing them and , therefore , are accountable to them . 

The Health Governance Structure members have little understanding in the fact that their 

existence as the structures is to represent the interest of the citizens as far as health 

service delivery is concerned . 



The composition of the Committees was found not to meet the legal requirements and the 

reduced number of committees was creating problems in the sense that important 

stakeholders are left out who were to assist the process of reaching more people in the 

communities for better health outcomes. 

This was found to be a challenge and was seen to be a major threat which will defeat the 

intended purpose of establishing these structures wh ich is to improve community 

participation in health care services. 

Legitimacy of the Health Governance Structures was also questionable in the sense that 

District Managers were not happy about the composition and representation of various 

stakeholders in these structures and the fact that some of them seem not to be 

representing community members but their own interests. 

The Health Governance Structures have played a significant role in ensuring that there are 

adequate resources for the institutions and that has been done through the initiation of 

fund raising strategies. 

15. Integrity and Ethical Behaviour 

The District Mangers play their role in ensuring that the responsibilities of the Health 

Governance Structures get the necessary support in terms of development of policies and 

procedures. However, a challenge is that there is no policy in place to deal with the 

disclosure of gifts to the Health Governance Structure members. 

16. Effective committees/boards, roles and responsibilities, impact on service 

delivery and compliance, focus on quality and promoting transparency. 

The Health Governance Structure members have an appropriate range of expertise, 

experience and diversity to make effective structures, that is , members have skills such as 

financial , legal , human resources and so on . 

They have been provided with the necessary skills such as monitoring and evaluation 

training to enable them to play their oversight role . 



These committees are not effective in delivering information to the communities . Most of 

them do not understand their roles and responsibilities and , as a result, they fail to 

understand the roles and responsibilities of the managers and this has a negative impact 

on the delivery of quality health care services to the communities. 

The Health Governance Structures do not accurately report health concerns raised in the 

communities they represent. The District Managers have serious doubts about whether the 

Health Governance Structures members contribute adequately to the work of these 

structures. The fact that they do not give feedback in meetings about the concerns of the 

communities was found to be a serious challenge in as far as the provision of effective and 

efficient role playing is concerned . 

Participants believed that the Health Governance Structures do not add value to their 

thinking in terms of promoting high level strategic discussions. They also believed that 

these structures have not at any stage shown commitment towards the promotion of health 

awareness campaigns and programmes and viewed them as the structures which do not 

assist to enhance community participation in health service delivery. 

17. Effectiveness, Performance Orientation and Disclosure and Transparency. 

The performance of District Managers is effective in ensuring that the Health Governance 

Structures perform their roles and that service delivery is improving . It was found that there 

is an acceptable level of transparency displayed when dealing with these structures. 

The roles of the Heath Governance Structures are clearly defined and that committee 

meetings do take place as scheduled . The structures are given an opportunity to review 

their own performance and that of the sub-committees. However, the findings have 

revealed that it was difficult for the Health Governance Structures to regularly review the 

effectiveness of their institutions against the plans and the targets set. 

18. RECOMMENDATIONS 

The following recommendations have been put in place in line with the themes. It was 

recommended that: 



18.1 Leadership and Culture and Probity. 

More should be done by the Department of Health to strengthen leadership and culture 

and probity in as far as management of governance culture is concerned. The outcome 

would benefit the community in the sense that access to health care services will be 

improved. This would also ensure that they hold District Managers accountable to apply 

cl inical governance principles which are in line with the mandate of the Department of 

Health for providing quality health care to the communities. 

It was recommended that more efforts need to be put in place as recommended by both 

district managers and the Health Governance Structures to ensure that workshops and 

formal trainings are continuously conducted to capacitate the Health Governance 

Structures to fully understand the mandate of the Department of Health and the community 

they serve . 

The Health Governance Structures should conduct community meetings to understand the 

population they serve. By understanding the needs specific to a community they will be 

able to influence the manner in which the Department of Health allocates the resources to 

the communities. 

18.2 Clinical Governance, Leadership and Delegation of Authority 

Delegation of authority should be made clear to the Health Governance Structure 

members and that it should be reviewed to enable members to execute their mandate 

fully. 

18.3 The Vision and Mission, Administrative Efficiency and Legitimacy of these 

Structures 

More needs to be done to ensure that the Health Governance Structures are introduced to 

the staff members and that they are given the right information at the right time to 

empower them to make informed decisions which will benefit the communities they serve. 



The Health Governance Structure members should be orientated on the functions of the 

various health facilities and be introduced to the staff members immediately after being 

appointed and that the relevant information , such as acts and policies , should be availed to 

all the Health Governance Structure members as part of the orientation material to 

capacitate them to perform their oversight role. 

The number of committee members per institution should be increased to include 

representation of more stakeholders . That would assist to ensure that the broader 

communities receive information from the Health Governance Structures . 

Development of polices such as an Integrity Policy to address challenges such as conflicts 

of interest experienced from the Health Governance Structures, was recommended as an 

action which needed urgent attention. 

Capacitation of the Health Governance Structure members was viewed as a vehicle that 

will ensure that District Managers are held accountable and to properly enact their 

responsibilities. In addition , they will be able to ensure that clinical governance principles 

are applied throughout the health services. 

Workshops and training will enlighten the Heath Governance Structure members to 

exercise personal and professional integrity and to avoid conflicts of interest whilst 

pursuing their roles and responsibilities for the Department of Health . 

Participants recommended that strategies need to be developed in the Department of 

Health to improve legislation that is currently in place. 

The Health Governance Structure members must be orientated prior to commencement of 

their duties at the various institutions to ensure that they play a meaningful role and 

understand the purpose of their existence . 

18.4 Effective committees/boards, roles and responsibilities, impact on service 

delivery and compliance, focus on quality and promoting transparency. 

Recommendations by participants focused on ensuring that the Health Governance 

Structures were capacitated by the Department of Health by conducting workshops so that 



they can have a clear understanding of their roles and responsibilities . The involvement of 

higher learning institutions was recommended to provide fo rmal training to members. 

Participants recommended that a joint programme or schedule should be developed by 

both parties , that is, District Managers and the Health Governance Structures, to ensure 

the involvement of community members in health service delivery. 

It was also recommended that Standard Operating Procedures should be developed so 

that there can be uniformity in line with how the Health Governance Structures perform 

their oversight roles. In addition , an Annual Plan for the Health Governance Structures 

should be developed which will be monitored from time to time. 

Participants recommended that a template should be developed which will be used by the 

Health Governance Structures to provide feedback in various structures after holding 

community meetings. 

18.5 Effectiveness, Performance Orientation and Disclosure and Transparency. 

Transparency and compliance of policy and government prescripts appeared to be a 

challenge which needed to be addressed . 

The Health Governance Structures do not accurately report health concerns raised by the 

communities that they are representing . 

The community participation in the delivery of health care is minimal. 



APPENDIX E: SUMMARY OF REFLECTIVE DIARIES FOR HEAL TH 

GOVERNANCE STRUCTURES 

Participants agreed to use the themes as agreed upon during the initial stage of the 

research and to align their discussions to the themes. 

They also agreed that only key quotes from the summarised version of both focus groups 

should be used in the research report. 

• Lack of resources such as the availability of transport makes it difficult for us to 

execute our mandate fully. 

• The Department always cites challenges such as shortage of veh icles and the 

budget. 

• This is one of the reasons we are reluctant to serve on committees because we are 

always told about the lack of budget and it prevents us to perform our oversight role 

properly. 

1. Clinical Governance and Leadership 

The Health Governance Structures are described in written documents and that the 

structures are clear about who the beneficiaries and stakeholders of the Department 

are . There are so many documents many which we are expected to read . 

"The Department of Health has so many policies and legislation , we do not have time 

to go through them all what we need is service delivery". 

• "Health officials must for once leave their degrees and treat us well. When we go to 

clinics they see uneducated people and do not care whether we are there or not" 

(P5) . 

2. Responsibility and Accountability 

• "The Department does not give us an opportunity to sit in on the interviews. We 

suspect that they employ their relatives ." (P10) . 



• "We need to be part of the decisions when tenders are evaluated . You always talk 

to us about transparency. What is it that they are hiding when evaluating 

tenders?"(P4). 

3. Delegation 

• "We do not know why are we not being given the reports , especially the budget one. 

We want to know what is the government money being used for."(P2) . 

• "Why is this clinic not serving 24 hours? These nurses are lazy. They like tea time 

and lunch time. And not on tea or lunch time , you will find them gossiping when 

patients are waiting in long queues"(P8). 

• "For the Health Governance Structures to make an informed decision is based on 

the part of officials who consider the importance of structures and also influenced 

by the commitment and effectiveness of structures in executing their 

responsibilities. " (P5) . 

• Clinical governance and leadership was found to be good in all aspects . The Health 

Governance Structure members believed that documents are there to assist 

structures to function . The members receive the necessary support to conduct their 

meetings. The institutions have annual work plans which assist them when it comes 

to monitoring the work of the institutions. 

4. lntergrity, Ethical Behavior, Disclosure and Transparency 

• ''These officials are corrupt. They steal government money and use it for their own 

benefit rather than buying medication for patients. They must go." (P4) . 

• "We are not doing this work to benefit ourselves. But we want communities to have 

access to quality health care service." (Summary Version of the diary of the Health 

Governance Structures:P5). 

• In regard to this aspect, the Health Governance Structures members in turn raised 

concerns that processes are not followed by District Managers when appointing 

officials and awarding tenders. They believed that policies and government 

prescripts are not followed to the letter by management. 



• The Health Governance Structure members were concerned that the shortage of 

staff compromises service delivery as patients tend to queue for a long time and 

District Managers were not taking steps to rectify the situation. 

• In this category, the Health Governance Structure members raised issues of 

inadequate resources in the Department of Health . This was regarded as serious 

because it has a negative impact on service delivery. 

• They raised issues such as lack of emergency vehicles , the shortage of staff and 

lack of medication in the facilities . This concern was also raised under the theme 

"Effectiveness". 

• The researcher observed that in this theme, each focus group made serious 

accusations about the other focus group members with regards to service delivery. 

The Health Governance Structures members, on the other hand , complained about the 

fact that they were not given their sitting allowance and will be given attitude if they ask 

District Managers. This was supported by an extract from the diary: 

• "They do not pay us allowances. They give us attitude. They must change their 

attitude ." (Summary Version of the diary of the Health Governance Structure 

members: 5) . 

5. Disclosure and Transparency 

The Health Governance Structure members raised a concern about certain things which 

were not done and that the District Managers do not inform them about such issues. 

They suggested that they must always be taken on board with regards to what is 

happening in the Department of Health . 

• "They should be transparent and stop informing us only when there are problems. 

They have introduced the programme of visiting households, but they are not taking 

us on board ." (Summary Version of the diary of the Health Governance Structure 

members, P8). 



Inadequate funds, lack of qualified personnel, inadequate logistics and equipment, poor 

in terpersonal relationships, lack of transparency and a high rate of illiteracy were concerns 

which were noted . 

Most complaints in this theme were raised by the Health Governance Structure members. 

They felt that the Department of Health is not doing enough in terms of empowering them 

with information . The quotations extracted from the diary attests to this claim. 

• 'We need to be exposed to all policies and be given autonomy to do oversight. " 

(Summary Version of the diary of the Health Governance Structure members, P3) . 

• "Managers do not share information with us." (Summary Version of the diary of the 

Health Governance Structure members, P4) . 

• "We are unable to perform our oversight role because there is no transport to visit 

other facilities which are part of monitoring and supporting other structures." (P6). 

• "Increase our stipends. You can 't give us R150.00 for attending Clinic Committee 

meetings. It is too little. Increase it. That is why we are not participating." (P8) . 

• "Councillors are supposed to assit us to call meetings. Those people are not doing 

anything . They don 't attend meetings. Come voting time, you will see them ."(P6) . 

6. Performance Orientation and Impact on Service Delivery 

• "If we are not given our sitting allowance it is difficult for us to attend these 

meetings. We cannot use our money to attend goverment meetings. We are 

volunteering our time. People must understand that. " (P7). 

• "These nurses are always not available to sit in meetings with us. They think they 

are [better] educated than us. We don 't care about their education. We are here to 

serve the community." (3). 

• "Managers always tell us that there is no money, what are we going to tell our 

communities if they ask us about the shortage of nurses in their facilities , the 

shortage of ambulances, and the shortage of medication? These nurses give 

communities Panado. Nurses have bad attitude. Ambulances do not go to the 

villages ." (Summary Version of the diary of the Health Governance Structure 

Members, PS) . 



7. Compliance, Focus on Quality and Promoting Transparency 

A concern was raised that most District Managers do not attend meetings of the Health 

Governance Structures and have no interest. 

8. Recommendations 

The Health Governance Structures recommended that the top structures on both District 

Managers and the Health Governance Structures should strengthen their support to the 

lower managers and officials and their structures so that challenges experienced by both 

could be reduced . without delay. A quotation from District Managers in support of the 

above statement is as follows : 

• "Staff members and management should be included fully in all training and be 

capacitated as well". 

• The findings indicated that District Managers do not introduce the Health 

Governance Structure members to the staff members' prior commencement of their 

roles and responsibilities in various institutions and , as a result , they are not known 

by the staff members they are expected to work with . 

• Participants indicated that the Health Governance Structure members do not get the 

correct information in time to make informed decisions about the programmes and 

the projects of the Department of Health . This challenge has resulted in the 

administration of the Department of Health not being effective and efficient. 

• Participants said there are no ways and means to reduce the high costs in 

increasing operational effectiveness to maintain high performance of the Health 

Governance Structures. 

• Participants recommended that financial resources should be increased to enable 

all parties to perform their responsibilities . The sitting allowance for the Health 

Governance Structures should be increased to motivate them to perform optimally. 



APPENDIX F: PARTICIPANTS OBSERVATIONS BY THE RESEACHER: KEY POINTS 

• The researcher observed the participants in sessions in their respective Districts 

which gave her an opportunity to develop an understanding of the environment in 

which they work. 

• The researcher could empathise with the frustration experienced by both categories 

of participants, that is, both the District Managers and the Health Governance 

Structures members as they raised matters of a serious nature which prevented 

them from performing their work optimally. 

• The following section deals with the findings of the observations made by the 

researcher in the sessions attended in the various Districts . 

• Observations are classsied under each theme since themes were consistantly 

maintained by participants. 

1. Clinical Governance, Leadership and Probity 

• The District Managers felt that the Health Governance Structures in most cases did 

not have a clear understanding of the communities they serve. As a result, it made it 

difficult for them to influence decisions of the Department of Health in as far as the 

distribution of resources were concerned . 

• A concern was raised about the fact that some of the Health Governance Structures 

are unable to avoid confl icts of interest. The District Managers said that most of the 

Health Governance Structures members are only interested in their family members 

getting jobs in the Department of Health . 

• Others want to influence who should be awarded tenders by the Department. This 

has resulted in conflicts between District Managers and the Health Governance 

Structures members which has a negative impact on service delivery. 

• The researcher attended all these sessions and cou ld deduce in these meetings 

that the Health Governance Structures did not raise many issues under this theme 

and were mostly satisfied about the leadership in their various structures. 



• However, complaints were coming from the Health Governance Structures at the 

lower level , that is, the Clinic Committees. The researcher could deduce that the 

Health Governance Structures members are not getting the necessary support 

when attending meetings. 

• Facility Managers emphasised the fact that they are overworked due to the 

shortage of staff. 

2. Responsibility, Accountability, Vision and Mission, Legitimate 

• The District Managers in this theme felt that most of the Heath Governance 

Structures do not understand their roles and responsibilities. 

• They cited an example of governance members wanting to dismiss officials not 

knowing that it is not their responsibility to appoint and/or dismiss government 

officials . 

• Another burning issue was that the Health Governance Structures members wanted 

to do the actual administration such as sitting in on tender committee meetings and 

the recruitment processes of officials. According to them this could compromise 

their oversight roles . 

• In regard to this aspect, the Health Governance Structures members in turn raised 

concerns that processes are not followed by the District Managers when appointing 

officials and awarding tenders . They believed that policies and government 

prescripts are not followed to the letter by the management. 

• The Health Governance Structure members were concerned that the shortage of 

staff compromises service delivery as patients tend to queue for a long time and 

that the District Managers were not taking the necessary steps to rectify the 

situation . 

• The researcher found it evident through observation that the Clinic Committees 

were not referred to when tender issues were discussed because District Managers 

referred to higher structures such as the Hospital Boards . 



• It was also evident that challenges raised on tender issues came mostly from the 

Health Governance Structure members who were politicians or councillors. 

3. Effectiveness and Administrative Efficiency 

• In this aspect, a concern raised was that the Health Governance Structures were 

not assisting to make a positive impact on heath service delivery. 

• The District Managers believed that some of the Health Governance Structure 

members were serving on these committees to further their own interests. They 

strongly suggested that only people who are willing to serve the communities should 

be appointed to sit on these structures. 

The following quotations in the District Managers' diaries supported the 

statement: 

• "The Health Govern ance Structures did not play any significant oversight roles . 

There can be improvement if the right people can be appointed." (Summary Version 

of the diary of the district managers, P2) . 

• The District Managers indicated that members did participate in and provide reports 

to meetings, however, the inconsistency of the quality of reporting was cited as a 

challenge. 

• It was indicated that the Health Governance Structures members tend to tender 

apologies when they were expected and required to attend meetings. The non 

attendance of meetings has a negative impact on service delivery. 

• It was evident that most District Managers were not satisfied with the work of the 

Health Governance Structures. They expected more from these structures in terms 

of improving the health outcomes. However, the Health Governance Structures in 

the diaries raised issues on the fact that budget constraints cited by the Department 

of Health made it difficult for them to play an effective and efficient oversight role. 



• "Managers always tell us that there is no money, what are we going to tell our 

communities if they ask us about the shortage of nurses in their facilities , the 

shortage of ambulances, and the shortage of medication? These nurses give 

communities Panado. Nurses have bad attitude. Ambulances do not go to the 

villages. " (Summary Version of the diary of the Health Governance Structure 

Members, P5) . 

4. Performance Orientation and Impact on Service Delivery 

• The District Managers raised concerns about certain Health Governance Structure 

members who do not know the communities they serve. As a result, they do not 

give feedback to community members on the programmes and projects of the 

Department of Health . 

• This in turn has a negative impact on the health outcomes. Concerns were also 

raised about certain members serving on these committees to serve their own 

interests rather than the interests of the community members. Examples were cited 

about members who do not serve on any community structures and had no 

constituencies . 

• In this category, the Health Governance Structure members raised issues of 

inadequate resources in the Department of Health . This was regarded as serious 

because it has a negative impact on service delivery. 

• They raised issues such as lack of emergency vehicles , the shortage of staff and 

lack of medication in the facilities . This concern was also raised under the theme 

"Effectiveness". 

• The researcher observed that in this theme , each focus group made serious 

accusations about the other focus group members with regards to service delivery. 



5. Delegations 

• In this theme, both the District Managers and the Health Governance Structures 

members identified gaps in the policies. 

• It was stated that there are no standard operating procedures for the Health 

Governance Structure members to assist them in doing their work. 

• They also mentioned that each institution was taking its own route when dealing 

with aspects such as providing resources to the Health Governance Structure 

members, be it financial or the provision transport fo r them to carry out their duties. 

• The researcher observed that District Managers are handling the issue of transport 

differently. There is a need for uniformity in terms of streamlining the operations of 

the Health Governance Structures in the various facilities. 

6. Disclosure and Transparency 

• The Health Governance Structure members raised a concern that certain things 

were done and that the District Managers did not informed them about such issues. 

• They suggested that they must always be taken on board with regards to what is 

happening in the Department of Health. 

• "They should be transparent and stop informing us only when there are problems. 

They have introduced the programme of visiting households, but they are not taking 

us on board." (Summary Version of the diary of the Health Governance Structure 

members, P8) . 

• Inadequate funds , lack of qualified personnel , inadequate logistics and equipment, 

poor interpersonal relationships, lack of transparency and a high rate of illiteracy. 



7. Integrity and Ethical Behaviour 

• The District Managers are concerned that certain Health Governance Structure 

members, especially those at the top structures such as the District Health Councils 

and the Hospital Boards, have on numerous occasions disregarded their 

responsibilities and shown personal interest in issues such as tenders. 

• The Health Governance Structures members, on the other hand , complained about 

the fact that they were not given their sitting allowance and will be given attitude if 

they ask District Managers. This was supported by an extract from the diary. 

• "They do not pay us allowances. They give us attitude. They must change their 

attitude." (Summary Version of the diary of the Health Governance Structure 

members: 5) . 

8. Compliance, Focus on Quality and Promoting Transparency 

• Most complaints in this theme were raised by the Health Governance Structure 

members . They felt that the Department of Health is not doing enough in terms of 

empowering them with information . The quotation extracted from the diary attests 

to this claim. 

• "We need to be exposed to all policies and be given autonomy to do oversight." 

(Summary Version of the diary of the Health Governance Structure members, P3). 

• "Managers do not share information with us." (Summary Version of the diary of the 

Health Governance Structure members, P4) . 

• The District Managers were concerned that in most meetings the Health 

Governance Structures members did not assist them in solving the challenges but 

rather brought challenges mostly in as far as health service delivery is concerned . 



The quotation from diaries has been extracted to support the statement. 

• " Members should understand that their role is to come up with remedial actions and 

not complain or bring challenges to managers. " (Summary Version of the diary of 

the district managers, P2) . 

• The researcher observed that certain Health Governance Structures see these 

committees as a way of keeping themselves busy due to lack of employment. 

• This statement is supported by revelation on the Health Governance Structure 

members' demographical analysis about the lack of formal qualification and 

complains raised by the district managers about the fact that appointment of 

members should be reviewed to take into consideration knowledge and skills of 

those who are interested to serve in these structures. 

• Certain councillors were reported to be busy always. They failed to attend meetings 

which was understood to mean that they did not see the attendance at these 

meetings as beneficial. This created problems as they were elected by the people 

and most importantly, they were expected to call community meetings for the 

Department of Health to provide the communities with health education and 

information on the programmes and projects of the Department. 

• The District Managers believed that it was critical to appoint the Health Governance 

Structure members who will make an impact on health care services. 

• The reseacher observed that there are institutions which understand the importance 

of the Health Governance Structures and the value that they can add to the 

mandate of the Department of Health . 

• There are those who do not understand the values of these structures and , as a 

result , they tend to see these structures as threat to thei r responsibilities . 
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APPENDIX H: PICTURES OF SOME DOCUMENTS REVIEWED 

Governance Handbook of 2004, Acts and other documents 



APPENDIX I: FOCUS GROUPS SCHEDULE MANAGERS AND HEALTH 

GOVERNANCE STRUCTURES 

NAME OF THE DATE VENUE COORDINATORS 

DISTRICT 

DR. KENNETH KAUNDA 07 November 2016 EMRS Co llege Orkney Ms. Skosana 

02 December 2016 Municipality Hall 

13 January 2017 EMRS College Orkney 

10 February 2017 Municipality Hall 

06 March 2017 EMRS Co llege Orkney 

NGAKA MODIRI 14 November 2016 Ratshidi Hall Mr. Tlholatlung 

MOLEMA 05 December 2016 Big 5 Boardroom 

20 January 2017 Big 5 Boardroom 

03 February 2017 Big 5 Boardroom 

10 March 2017 Big 5 Boardroom 

DR. RUTH SEGOMOTSI 21 November 2016 Naledi Mu nicipality Hall Mr. Nkgobang 

MOMPATI 08 December 2016 Tlou le Tau Hall Ganyesa 

23 January 2017 Taung Community Hall 

24 February 2017 Naledi Municipality Hall 

07 April 2017 Naledi Municipality Hall 

BOJANALA DISTRICT 25 November 2016 Municipality Hall Ms. Lebeko 

12 December 2016 Civic Centre 

27 January 2017 JST Hospital Hall 

17 February 2017 JST Hospital Hall 

10 April 2017 JST Hospital Hall 

Focus Groups agreed to amend the schedule as and when the need arise. 


