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FOREWORD

Funded by PEPFAR through the Centers for Disease 
Control and Prevention (CDC), the SA SURE project 
supports 13 districts spread over five provinces 
(Northern Cape, Free State, Limpopo, KwaZulu-
Natal and Eastern Cape) and 939 health facilities in 
61 sub-districts, by strengthening local capacity to 
provide sustainable HIV-related care and treatment 
services in South Africa. 

SA SURE develops the capacity of managers and 
technical staff through mentoring and technical 

assistance, and builds local ownership to promote 
sustainability when the project ends. The project 
teams work with various stakeholders, including 
research partners, NGOs and municipalities, in 
supporting the Health Department in its quest to 
improve district health outcomes, especially those 
related to maternal, child and women’s health, HIV, 
AIDS, sexually transmitted infections and TB.
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SOUTH AFRICA’S SUSTAINABLE RESPONSE TO
HIV, AIDS AND TB – SA SURE

South Africa’s journey through the HIV and AIDS 
epidemic has been indispensably significant: we 
have responded to its tragic human impact with 
world-renowned advances in biomedical, social and 
behavioural research, and with solutions developed 
through hard-earned communal experience on the 
ground towards supporting our public health system.

For at least the last 20 years, the global AIDS 
community has valued accessible examples of 
good practice in HIV-related programming, and has 
shared these as widely as possible so that others 
can adopt the beneficial approaches and techniques 
described, and in turn, build up and share their own 
evolving body of knowledge.

We deliberately refer to ‘good’ rather than ‘best’ 
practice, recognising that – in the cycle of learning – 
adaptation and innovation are necessarily unfolding 
all the time through interventions applied in a 
multitude of contexts and dimensions; as such, a 
“best and final” model would be a limiting goal. 

The stories in this publication illustrate how Health 
Systems Trust’s SA SURE Project teams partner 

with Health Department personnel to achieve 
sustainable responses to HIV, AIDS and TB. The 
interventions take place in the small corners of our 
land where limited means and the high burden of 
disease weaken the quality of health services, 
and also in more developed spaces where health 
systems and staff need capacity. 

The teams build competence, transfer skills, 
facilitate, mentor, coach, mediate, empower, forge 
linkages, mobilise, listen, watch, measure, give 
hope, promote confidence – and above all, foster 
inclusion, commitment and self-reliance. 

Strengthening health systems in this way lays 
foundations for the progress we need to make 
towards effective delivery and impact of HIV, TB and 
related services.

Dr Themba Moeti
Chief Executive Officer, Health Systems Trust

PROJECT CONTACT

Ms Ronel Visser, SA SURE Principal Investigator and Director: Health Systems Strengthening Unit 
E-mail: Ronel.Visser@hst.org.za  Tel.: +27 (0)11 312 4524



THE SA SURE PROJECT | STORIES OF CHANGE VOLUME 1 ANTHOLOGY 3

ISSUE 1 – JANUARY 2015 
Judith King, editor

DOCUMENTING SOUTH AFRICA’S SUSTAINABLE RESPONSE TO HIV, AIDS AND TB
Judith King  ..................................................................................................................................................... 7

A LEARNING EXCHANGE FOR CHANGE:  
How community dialogue can support maternal and child health
Mpho Setlhabi ................................................................................................................................................ 8

“LET THEM COME BACK ALIVE AND HEALTHY”:  
Monitoring and rescue teams for traditional initiation processes
Songezo Madyibhi  ....................................................................................................................................... 10

EACH ONE COUNTS:  
How the Challenge Model improved uptake of TB treatment
Roger Tevan  ................................................................................................................................................ 12

THE PICTURE OF HEALTH:  
How improving pre-ART client records leads to better clinical care
Mokgadi Selepe  ........................................................................................................................................... 14

ISSUE 2 – SEPTEMBER 2015
Ross Haynes, editor

DOCUMENTING SOUTH AFRICA’S SUSTAINABLE RESPONSE TO HIV, AIDS AND TB
Judith King  ................................................................................................................................................... 19

BETTER DATA, BETTER PLANNING, BETTER SERVICE DELIVERY:  
Facility-based monitoring – a tool for facility planning to address gaps in service delivery
Vuyokazi Ntshakaza  .................................................................................................................................... 20

GOOD COMMUNICATION SUPPORTS GOOD HEALTH:  
Improving uptake of vitamin A supplementation through community dialogue
Douglas Ngcobo  .......................................................................................................................................... 22

EMPOWERING FACILITY STAFF TO SAVE LIVES:  
How setting targets for HIV counselling and testing improved services to clients
Mukondeleli (Kondi) Netshaulu .................................................................................................................... 24

TAKING HEALTH CARE TO FARMWORKERS: 
Stakeholder forums – a driver for improving farmworker communities’ access to  
primary health care services
Matshedisho (Tshidi) Mahabane .................................................................................................................. 26

CONTENTS ...



THE SA SURE PROJECT | STORIES OF CHANGE VOLUME 1 ANTHOLOGY4

ISSUE 3 – AUGUST 2016
Ross Haynes and Judith King, editors

DOCUMENTING SOUTH AFRICA’S SUSTAINABLE RESPONSE TO HIV, AIDS AND TB
Judith King  ................................................................................................................................................... 31

WATERBERG DISTRICT COMMUNITY DIALOGUES:  
Sharing and learning to keep people treated and cared for
Ega Janse van Rensburg-Bonthuyzen  ........................................................................................................ 32

EARLY DIAGNOSIS BENEFITS EVERYONE:  
Reducing the incidence of tuberculosis through improved TB screening  
Puseletso Molahloe  ..................................................................................................................................... 34

TAKING HEALTH SERVICES TO THOSE LESS PRIORITISED:  
Preventative and promotive healthcare outreach for domestic workers and job seekers
Charlotte Zuma  ............................................................................................................................................ 36

A WEALTH OF NEW HEALTH STRATEGIES: 
Meeting the integration challenge
Maria Sithole (and her co-mentors)  ............................................................................................................. 38



VOLUME 1, ISSUE 1
JANUARY 2015

King JA1, editor

1Health Systems Trust – Copy and Content Editor

Suggested citation:
King JA (ed). South Africa’s Sustainable Response to HIV, AIDS and TB:  

The SA SURE Project’s Stories of Change. Durban: Health Systems Trust; 2015 
URL: http://www.hst.org.za/publications/sa-sure-project-stories-change-january-2015





THE SA SURE PROJECT | STORIES OF CHANGE VOLUME 1 ANTHOLOGY 7

The 2014 Public Health Association of South Africa 
(PHASA) Conference will be proudly remembered 
by Health Systems Trust as the spectacular debut 
of our SA SURE colleagues. Their hard work and 
determination fuelled the development of their first 
abstract drafts for oral and poster presentations 
towards admirable final pieces and competent 
audience engagement. These novice presenters 
were praised not only for their knowledge and poise, 
but for the quality of their outputs and the value of 
their facility mentoring work in the field. 

Each SA SURE intervention described in their 
case studies represented successful groundwork 
in translating policy and evidence into contextual 
practice for targeted health systems strengthening. 
This work has yielded two key achievements in 
building a sustainable response to HIV, AIDS and 
TB: firstly, implementation in partnership with the 
Department of Health has led to its ownership as 
a cornerstone of sustainable practice; secondly, the 
SA SURE approach of project documentation with 
broadened and deepened dissemination ensures 
that others are resourced with this knowledge.

Compiling this quarterly series of SA SURE Stories 
of Change is thus the next phase in the project’s 
knowledge management: shaping the case 
studies into narrative form for wider accessibility 
by various stakeholders and audiences. This first 
edition offers four stories selected to illustrate a 
variety of challenges across a spread of locations, 
and featuring some common attributes – such as 
ingenuity, adaptation or relevance to the system 
needs – in the achievement of positive change. 

We have purposely not called these pieces ‘good 
practice’ narratives or ‘success stories’. The 
core list of criteria for ‘good practice’ comprises 
effectiveness, efficiency, relevance, sustainability, 
ethical soundness, potential for replication and 
scale-up, involvement of partnerships, community 
involvement, and political commitment.1

Each of these texts from the field explains how a 
promising approach or technique has accomplished 
the desired preliminary or intermediate outcome, 
and certainly, at least ‘effectiveness’, ‘efficiency’ and 

‘relevance’ can be claimed in each instance. Also, 
continued application of the interventions by the 
facility staff will, in due course, yield a good practice 
model in the purest sense of the term. 

However, because not all of the elements that make 
up the formal definition of ‘good practice’ can be 
shown in these accounts, and issues such as their 
replication and scale-up are yet to be tested, these 
are Stories of Change. They are tales of deliberate 
planning to support and improve the work of facility 
staff that has resulted in significant moments of 
transformation. They are an aid to creative action 
towards positive outcomes.  

The stories are shared primarily to convey the 
beginnings of good practice: interesting experiences 
of how key challenges were tackled using various 
tools, enterprise and connection to support service 
quality improvement at clinic level. They can thus 
be used as a foundational layer for building critical 
mass, which will contribute to applied research 
or implementation science for health systems 
strengthening – and as such, part of a body of good 
practice knowledge. 

The stories can help to foster an enabling environment 
so that, beyond providing technical training to 
individuals and teams, the commonplace standard of 
hampered delivery can be moved into extraordinary 
healthcare provision and management.  

The evolution of good practice as demonstrated 
through the SA SURE project will become the greater 
narrative of this series. As our lessons are analysed 
to inform ongoing refinement and diligent monitoring, 
clearer and generalisable understandings will be 
revealed in the form of principles, patterns and 
generic steps to take forward.

Judith King
Editor – Health Systems Trust

DOCUMENTING …
… South Africa’s sustainable response to HIV, AIDS and TB:  
The SA SURE Project’s stories of change

1World Health Organization. Guide for Documenting and Sharing “Best Practices” in Health Programmes. WHO Brazzaville: Regional Office for Africa; 2008. 
p 4.
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Reviewing their monthly statistics from September 
2013 to February 2014, the staff at Lusaka Clinic 
in Lejweleputswa District, Free State Province, were 
concerned at the low numbers of pregnant women 
in the locality who had booked for antenatal care 
(ANC) before 20 weeks. 

With rates ranging from 17.4% to no higher than 
52.4% over the six months, there was an urgent need 
to improve this coverage, at least to the Department 
of Health’s national target of 60%, in order to nurture 
maternal and neonatal health and consequently, 
survival in the community.

To scale up the clinic’s support of pregnant women 
and their unborn babies with essential services 
for risk detection, prevention and management – 
integrated with related beneficial programmes such 
as HIV, TB, STIs and nutrition – Lusaka Clinic worked 
with the SA SURE facility mentoring team to develop 
an innovative quality improvement intervention: 
a facilitated Community Dialogue, focused on 
identifying the barriers to early uptake of antenatal 
care. These would, in turn, inform interventions to 
improve early utilisation of the service.

Community dialogue, conducted in the local 
language, has long been proven as a powerful 
collective platform that enables a range of 
stakeholders to contribute their perspectives on a 
given issue, understand the benefits of addressing 
barriers, devise appropriate and relevant solutions, 
and mobilise for sustainable change.  

In this case, the community dialogue intervention 
was designed to educate the participants on the 
advantages of early attendance for ANC, facilitate 

the sharing of insights on how access to and 
usage of ANC services could be improved, develop 
community-owned action plans to ensure change, 
and secure commitment and consensus from all 
stakeholders for sustaining these activities.

In preparing for the dialogue, the Ward Councillor, 
the Operational Managers of both Masilo and 
Lusaka Clinics, and the Lusaka Outreach Team 
members assisted in rallying community members 
to attend the forum. Mrs Mzikazi Masuku, from 
HST, facilitated pre-dialogue training for PHC 
Outreach Team leaders, district healthcare workers, 
community healthcare workers, the Lusaka Clinic 
Operational Manager, and HST Facility Mentors.

On 27 March 2014, 185 participants, including 
community leaders, traditional healers and Outreach 
Team members, attended the community dialogue 
held at the Mamello Creche in Theunissen. Divided 
into eight commissions (each consisting of 23 
participants and led by an Outreach Team member), 
the participants were invited to spend 30 minutes 
discussing four questions:

1. When should a pregnant woman attend an 
antenatal clinic?

2. Why are women booking late in their pregnancies 
for ANC services?

3. What can the community do to promote early 
ANC booking?

4. What can the Department of Health do to promote 
early ANC booking?

A LEARNING EXCHANGE FOR CHANGE:
How community dialogue can support maternal and child health 
Mpho Setlhabi

Participants at the Lusaka Clinic’s Community Dialogue
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Queries were welcomed, and participants were 
encouraged to express their knowledge and opinions 
freely in order to explore myths and misperceptions 
that might be held in the community. The facilitators 
engaged with the eight commissions to clarify 
issues, support their time management and ensure 
respectful interaction among the participants. 
Community members from each commission were 
selected to present the feedback.

The responses revealed that most women were  
aware of the importance of early booking for ANC 
services. The community members nevertheless 
suggested factors contributing to late antenatal 
booking at Lusaka Clinic, which included:  long 
waiting times for consultations; cultural beliefs 
that early ANC could bewitch a pregnant woman 
and lead to miscarriage; fear of HIV testing; 
women’s complacency regarding their health 
during pregnancy; perceived lack of privacy and 
confidentiality, and nurses being disrespectful – 
scolding the clients to the point of verbal abuse. 

Community members committed to take 
responsibility for encouraging women to book early 
for ANC services, and to arrange for health talks 
to be delivered at schools and youth societies. 
Parents would be urged to teach their children 
about the importance of early antenatal care, and 
the participants would share the knowledge gained 
during the dialogue with others who had not been 
able to attend.

The gathering proposed that the clinic management 
should allocate one professional nurse for ANC 
services, ensuring that waiting times were reduced 
and that the staff treat their clients with compassion 
and respect. The clinic should enable working 
pregnant women to attend ANC during their lunch-
time, and implement a ‘supermarket approach’ – 
whereby pregnant clients will be referred for ANC by 
any point of care at the clinic and booked for ANC 
on any day.

Following the community dialogue, the Lusaka 
Clinic recorded a rate for March 2014 of 71.4% 
for first antenatal visits before 20 weeks – above 
the national average, and representing a marked 
improvement in this indicator that can be causally 
linked to the immediate effects of the intervention – 
even before implementation of the plan to address 
the identified factors.

This rate was not sustained in subsequent 
months, and one of the reasons for this emerged 
through the clinic-community interaction fostered 
by the community dialogue: with mobile clinics 
not functional, pregnant women residing on farms 
cannot afford transport to the facility to commence 
their antenatal care before 20 weeks.

Efforts to address the challenges continue: the  
Lusaka Clinic Operational Manager reports that 
traditional leaders are actively mobilising the 
community for early ANC booking, and the 
professional nurses have established a ‘fast lane’ for 
all pregnant clients on a daily basis to enable swift 
service provision. During home visits, the members 
of the Ward-based Outreach Team offer pregnancy 
tests to all women of childbearing age who are not 
using contraception so that they can be referred to 
the clinic timeously.

Hosting the community dialogue for this purpose 
was a fruitful undertaking for Lusaka Clinic, as 
it harnessed the common concern, wisdom and 
agency of all role-players and stakeholders in 
tackling a persistent and critical public health 
challenge through informed, meaningful, face-to-
face exchange. It also capacitated the clinic staff 
with dialogue skills: they are now holding dialogues 
on their own and have intensified their daily health 
education activities.

In sharing and changing perceptions held by both 
the clinic personnel and the community members 
about ANC services, this ‘hands-on, hands together’ 
approach turned all the participants towards a new 
future of health and wellbeing.

IMPLEMENTING PARTNERS:
• Management and staff of Lusaka Clinic

• Free State Provincial Department of Health

• N Muvhango – University of Limpopo

CONTACT MPHO SETLHABI:
SA SURE Facility Mentor – 

Lejweleputswa District, Free State Province

email: Mpho.Setlhabi@hst.org.za  

cell: +27 (0)82 359 3719

www.hst.org.za

“Community dialogue generates a 
‘hands-on, hands together’ approach.”
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When an adolescent Xhosa boy goes through his 
traditional initiation process, he and his loved ones 
look forward to him becoming a man, and he accepts 
the challenges of this path, as befits his cultural 
heritage. In entering this rite of passage, however, 
he should not expect to run the risk of severe illness, 
mutilation and even death, nor should his family 
have to endure the pain of his suffering or of losing 
him as a result of neglect or abuse.

Year after year, public health monitors and the media 
have reported that 30 to 40 initiates in the Eastern 
Cape Province (EC) die from complications related 
to traditional circumcision (ulwaluko). In December 
2013, 30 initiates died and further unreported deaths 
were suspected. This problem has persisted for the 
past 15 years, particularly in the Qaukeni Sub-district 
of the OR Tambo District.  

Seeking to protect the health of the boys during 
the 2014 initiation season, the SA SURE team in 
the OR Tambo District worked with the Qaukeni 
Traditional Circumcision Forum, the Provincial 
Department of Health (ECDoH), and the Eastern 
Cape House of Traditional Leaders (ECHoTL) to 
devise and implement an intervention that would 
involve traditional surgeons and nurses, clinical 
health professionals, traditional leaders, the initiates 
and their parents. The situation demanded that all 
these stakeholders collaborate over the one-month 
period to learn from each other and share their 
understandings of the clinical, cultural, legal and 
practical issues associated with the process.

A rescue team of health professionals was formed 
to visit 10 initiation sites, covering 258 initiates, 

to support the traditional surgeons (ingcibi) in 
conducting accurate and complete circumcisions, 
provide clinical care and referral services to the 
initiates, and give on-site guidance to the traditional 
nurses (ikhankatha) on managing the initiates’ 
health. They also offered awareness and information 
on health and social matters related to HIV infection 
and sexual and reproductive health rights.

The team did physical examinations of the initiates 
to diagnose assaults and burns, provided the 
compulsory pre-circumcision medical testing of rapid 
Plasma Regain (RPR) and a full blood count (FBC) 
as well as voluntary HIV counselling and testing, and 
checked their dressings to avoid wound infection.  

Mild to severe dehydration, evidence of assault, 
septic circumcisions, gangrene and lung infections 
were among the common medical problems that 
the team identified in the young men. The clinical 
team observed that the traditional surgeons had 
gaps in their knowledge of healthcare needs and 
related skills, specifically in infection prevention, 
diagnosis and case referral. They also noted that 
the by-laws prescribed by the ECDoH and ECHoTL 
governing pre-initiation medical assessments and 
age restrictions were not being followed by some 
parents, traditional surgeons and traditional nurses.

At first, there was resistance to the project. Western 
medicine is denounced in traditional cultural 
contexts. Mr Lonwabo Maliwa, one of the traditional 
nurses, said: “We didn’t know the importance of your 
intervention in the beginning.”3 Also, some parents 
and traditional leaders dismiss their own roles in 
protecting the wellbeing of the initiates. However, 
through courteous approaches to community entry 
and committed stakeholder interaction, all the 
role-players came to trust one another, involving 
themselves in this worthwhile effort and appreciating 
its benefits.  

The change in the traditional nurses’ and surgeons’ 
attitude and knowledge was remarkable.  They valued 
the comprehensive skills transfer they had received 

“LET THEM COME BACK ALIVE AND HEALTHY2”
Monitoring and rescue teams for traditional initiation processes
Songezo Madyibhi

2“Mawabuye ephilile mawethu.”
3“Sasingakwazi ukubaluleka koncedo lwenu kulo msebenzi ekuqaleni.”

“Patient and respectful community 
entry and stakeholder interaction 
focused on the problem and its 
causes.”

A traditional initiation school is hidden behind this mountain.
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from the health professionals, which covered health 
education, trainings on hygienic dressing techniques 
and general care of initiates, the importance of pre-
circumcision medical tests and post-procedure 
monitoring, and symptom recognition to aid early 
diagnosis of illness. Fluid intake to avoid dehydration 
and using a single, separate blade for each initiate’s 
circumcision were key features of this guidance.  

Annual statistics from the ECDoH may yet provide 
some data on risk reduction achieved through this 
intervention, but clearly, its ultimate beneficiaries 
were the 258 initiates, not only because their health 
was preserved, but also as they came to regard 
the rescue teams as their defenders, and gained 
useful knowledge about self-care that was relevant 
for their initiation experience and for their future life. 
Close behind were the boys’ parents, who learned 
much about healthy initiation practices and their 
own responsibilities as guardians of their children’s 
wellbeing; they soon began to report suspected 
malpractices and abuse to the rescue teams. 

In terms of replication, when cultural norms are 
involved, the response will vary among different 
individuals and from context to context.  People are 
proud and protective of their culture; some are more 
open than others to learning how Western medicine 
can support, rather than intrude on, traditional medical 
methods. This intervention has demonstrated three 
important aspects of what works to dismantle such 
barriers to change:

1. Patience and respect are essential.

2. Focus should be trained on the problem and its 
causes – initiates’ illness and death results from 
clinical knowledge gaps and closed attitudes.

3. Experience in both traditional initiation and 
clinical care provides the bridge between the two 
approaches.

Inkosi Majuba, one of the traditional leaders who 
participated in the intervention, confirmed: “You did 
very good work and taught us a lot.”4

The project’s next steps for district penetration are to 
intensify the clinical education of traditional nurses, 
continue to engage with the relevant stakeholders, 
and to empower the monitoring and rescue teams. 

To sustain and scale up a broader supportive 
response to reduce health risks among initiates in 
the province, the intervention team recommends 
that the ECDoH urgently designs and maintains a 
mentoring and coaching programme – based on this 
intervention – for all practitioners involved in traditional 
initiation ceremonies.  Also, Special Courts should 
be open during every initiation season to hold to 
account those parents and traditional surgeons and 
nurses who do not follow the prescribed guidelines.

IMPLEMENTING PARTNERS:
• Eastern Cape Department of Health

• M Madlavuza – Qaukeni Sub-district Department  
 of Health

• Eastern Cape House of Traditional Leaders  
 (ECHoTL)

• Qaukeni Traditional Circumcision Forum

 

CONTACT SONGEZO MADYIBHI:
SA SURE Facility Mentor – 

OR Tambo District, Eastern Cape

e-mail: Songezo.Madyibhi@hst.org.za 
 songezo78gmail.com   

cell: +27 (0)82 312 8986 / +27 (0)78 402 930

www.hst.org.za

4“Mkhulu umsebensi owenziwa nini, nisifundise lukhulu madoda.”

Traditional initiates in the Eastern Cape Province
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Prior to October 2013, the TB programme at Pholong 
Clinic at Warrenton in the Frances Baard District 
of the Northern Cape had not been integrated into 
the facility’s mainstream services. Although all HIV-
positive clients were screened for TB, not a single 
client eligible for Isoniazid preventative therapy 
(IPT) had been identified and provided with this 
prophylactic. The clinic was thus not following the 
National Department of Health’s strategy to prevent 
active TB infection in people living with HIV through 
safe and effective treatment.  

Pholong Clinic is a primary health care facility offering 
an eight-hour service to a predominantly peri-urban 
community characterised by high unemployment 
rates.  The catchment population of 7 877 (as 
recorded in the District Health Information System) 
is shared among three other health facilities.  

Recognising that HIV infection significantly increases 
the risk of progression from latent to active TB 
disease – with the risk estimated to be between 
20 to 37 times greater than in those who are HIV-
negative5 – the clinic had to improve its TB services 
as a priority action.  A failure to diagnose and treat 
TB leads to ongoing transmission and places 
communities – especially children – at greater risk of 
contracting TB. Such failure also has a direct impact 
on the clinical outcomes of immune-compromised 
individuals if not prevented or treated early.  

The project intervention sought to support the clinic 

in strengthening its TB management by providing 
the staff with an approach that would address 
the relevant service and system weaknesses so 
that 100% IPT initiation could be achieved as an 
operational standard. 

Working over six months (from October 2013 to 
March 2014), the work commenced with scanning 
of the external and internal environments to gain 
up-to-date information on the facility’s methods 
of HIV service delivery. This collection covered 
relevant policies and guidelines, the demographics 
and location of the facilities, the Ward-based 
Outreach Teams, a staffing profile, levels of training 
and knowledge, the methods of data recording 
and reporting, registers and client folders, clinical 
practices and competencies, and a survey of the 
overall work climate.

The baseline information was analysed, and the team 
was provided with feedback outlining the challenges 
of the programme implementation through projecting 
the past and current quarterly performance, 
highlighting gaps in teamwork and focusing on poor 
IPT uptake. The leading and managing framework 
– featuring the Challenge Model – was adopted 
to develop a Quality Improvement Plan (QIP) that 
would strengthen the programme system.

Application of the Challenge Model enabled the 
clinic team to collectively identify its primary goal: 
to ensure that all HIV-positive clients are screened 

EACH ONE COUNTS:
How the Challenge Model improved uptake of TB treatment
Roger Tevan

5GBCHealth Issue Brief: HIV and TB – Joint action for maximum impact. GBCHealth; July 2011. http://www.gbchealth.org/system/documents/category_1/9/
GBCHealth%20Issue%20Brief_HIV%20&%20TB.pdf?1311661979 

Pholong Clinic staff, from left: K E Kote (Enrolled Nurse), D K Shomoleile (Clerk), K S Olifant 
(Volunteer), R Tevan (HST Facility Mentor), P Motlhale (Data Capturer), 

P Sekwanyane (HCT Counsellor)
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for active TB, and to initiate those eligible for IPT 
according to national treatment guidelines. The team 
used the Challenge Model to generate commitment 
to this shared vision and to prioritise actions for 
implementation. 

The team identified the root causes of low IPT 
uptake at the clinic as a lack of capacity among 
staff to implement IPT guidelines and to use the IPT 
record to enter, trace and monitor IPT-eligible clients. 
The four agreed priority actions were to conduct in-
service training and mentoring on TB prophylaxis 
guidelines, develop the IPT facility record, carry out 
a back-dated record review, and trace eligible HIV-
positive clients.

A highly inclusive stakeholder base – embracing 
every staff member from the volunteer, the lay 
counsellors, the clerk and the data capturer to all the 
clinicians at every level – was aligned and mobilised 
to implement the QIP. Led by the clinic’s Operational 
Manager and inspired by the HST Facility Mentor, 
the full team rallied in a spirit of commitment and 
trust around the mission of preventing active TB 
infection in people living with HIV. Team members 
recognised that each member plays an equally 
important role in the initial contact with their clients 
and in continuation of care thereafter. 

The HST Facility Mentor reviewed the registers and 
patient folders every week, while the Operational 
Manager did so monthly. Newly HIV-diagnosed 
clients were evaluated for TB screening, IPT, 
cotrimoxazole and antiretroviral therapy.  The cohort 
of individuals identified during the baseline exercise 
(April to September 2013) was traced and screened, 
and those not showing active TB were initiated on 
IPT. The HST Facility Mentor held regular feedback 
sessions with the team. 

A barrier to achieving the team’s overall goal was 
the requirement for all HIV-positive clients to have 
a Mantoux tuberculin skin test (TST). The result 
of this test influences the client’s IPT regimen. 
However, due to a provincial Department of Health 
moratorium, this practice has not been implemented 
in the Northern Cape, resulting in the recommended 
guidelines for care not being followed.

Loss to follow-up of ‘roving clients’ was another 
system challenge, as high levels of client migration 
result in some people being tested at one facility 
and reporting to another in the same sub-district or 
district, or in a different district.

Nonetheless, after implementing the QIP, all the IPT-
eligible clients at Pholong Clinic were initiated on 
IPT, and 13 of the 18 clients missed prior to this were 

traced and brought back into IPT care.  The clinic’s 
evaluation reflected an increase from 0% to 90.2% 
in IPT uptake for all eligible clients for the period July 
2013 to March 2014. 

In terms of staff empowerment, the Challenge 
Model enabled the Operational Manager and 
all the team members to gain direct experience 
in applying simultaneous, collaborative leading 
and management practices, and to develop the 
confidence to sustain these practices in themselves 
and in each other. They acquired the skills to inspire 
effective teamwork, foster a positive work climate, 
and maintain motivation. Above all, all were able to 
internalise the difference they make in people’s lives.

The Pholong Clinic team continues to use this 
approach to address different challenges and to 
promote cohesion as a unit. The team now knows, 
through first-hand experience, that a unified stance 
– such as sharing of tasks – can lead to numerous 
beneficial outcomes, and that regular monitoring of 
programme performance is essential for ongoing 
success.

IMPLEMENTING PARTNERS:
• D Danisa – Pholong Clinic, Frances Baard  
 Health District

• Staff of Pholong Clinic: N Marope, N Gobian,  
 P Motlhale, D Shomoleile, M Motlhabane,  
 S Motumi, K Kote, M Maribe, M Sibiya and  
 S Theron

• Northern Cape Provincial Department of Health

CONTACT ROGER TEVAN:
SA SURE Facility Mentor – 

Frances Baard District, Northern Cape Province

e-mail: Roger.Tevan@hst.org.za

cell: +27 (0)82 312 8831

www.hst.org.za

Reviewing documentation at Pholong Clinic
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In April 2013, the Roedtan Clinic staff in Waterberg 
District, Limpopo Province, were struggling to 
cope with retaining and managing the care of 
patients diagnosed with HIV but not yet initiated 
on antiretroviral therapy (ART).  Pre-ART care for 
HIV-positive people, especially those who have high 
CD4 cell counts, is critical for successful monitoring 
of these patients’ health and to ensure timely referral 
for ART.

The Roedtan Clinic team, who together offer all 
primary health care services, including pre-ART 
care, consists of one Operational Manager, four 
professional nurses (all of whom are involved in 
pre-ART care), two enrolled nurses, one enrolled 
assistant nurse, one data capturer and one HIV 
Counselling and Testing (HCT) counsellor. 

The pre-ART care phase – between testing positive 
for HIV and being enrolled on antiretroviral drugs 
(ARVs) – is categorised into three stages: Stage 1 
runs from HIV testing to receipt of CD4 count results 
or clinical staging; Stage 2 begins on receipt of CD4 
count results and extends to ARV eligibility, and 
Stage 3 applies from the point of ARV eligibility to 
ARV initiation.

Although several patient-orientated factors influence 
pre-ART clients being lost to care, a review of the 
clinic’s HCT and pre-ART registers by the SA SURE 
team, in collaboration with the Facility Manager 
and staff, showed marked documentation gaps.  
The pre-intervention baseline figures in April 2013 
reflected a total of 17 HIV-positive clients in the HCT 
register, with only six in the pre-ART register, and 
with 16 incomplete fields for CD4 results. A full audit 

of the register was conducted to understand the root 
causes of these gaps, and although the obvious 
challenge was that the nurses were overworked, the 
major factor identified was the lack of a focal person 
to run the ART programme, supported by the other 
clinic staff.  

A Quality Improvement Plan (QIP) was developed 
to address this challenge.  The intervention entailed 
training, mentoring and coaching the clinic staff in 
completing the pre-ART register and managing pre-
ART clients in line with national guidelines – such 
as screening for TB and cervical cancer, monitoring 
CD4 counts and confirming HIV clinical staging, 
in accordance with World Health Organization 
guidelines. One of the professional nurses was 
appointed to co-ordinate the ART programme, 
assisted by the HCT counsellor. A routine process 
for reviewing register completeness was developed, 
and these reviews were conducted monthly from 
April 2013 to June 2014.

THE PICTURE OF HEALTH:
How improving pre-ART client records leads to better clinical care
Mokgadi Selepe*

Roedtan Clinic sign listing services provided

Pre-ART register prior to the intervention

An ART Co-ordinator at Roedtan Clinic
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These actions have yielded a range of benefits.  
Building the capacity of the clinic team to regularly 
and comprehensively complete the pre-ART register 
not only empowered the staff with the knowledge 
and skills they needed through an experiential 
learning-and-doing process, but also increased their 
awareness of the importance of pre-ART care data. 
In turn, this has strengthening lines of care from 
HCT to pre-ART management.

Supported by Setsiba Kedibone, Roedtan Clinic’s 
Operational Manager, who encouraged ownership 
of the intervention among all the staff, the clinicians’ 
approach changed working with to deep commitment 
and eagerness to learn.  “Mentoring and coaching 
is very effective, as the mentor transfers her skills 
and knowledge to the mentee,” says Kedibone. 
The professional growth enabled through this skills 
transfer, together with the visible improvements in 
pre-ART management, allayed any concerns the 

staff may have had about an increased work-load or 
resistance to changed methods of service provision.

The routine screening of pre-ART clients for 
HIV-related conditions during every visit has reduced 
the burden of disease in the broader community. 

Moreover, when clients do not keep their appoint-
ments for pre-ART care, the tracking system is used 
to trace these clients and bring them back to care.

Continued mentoring and coaching consolidates this 
progress and contributes to sustainable practice.

IMPLEMENTING PARTNERS:
• Department of Health, Waterberg District

• Management and staff of Roedtan Clinic

• K Setsiba, M Ledwaba and K Matheka – Limpopo  
 Provincial Department of Health

 

CONTACT MOKGADI SELEPE:
SA SURE Facility Mentor – 

Waterberg District, Limpopo Province

e-mail: Mokgadi.Selepe@hst.org.za 

cell: +27 (0)72 110 7782 or +27 (0)79 402 6383

www.hst.org.za 

Pre-ART register after implementation of the QIP

“Empowering staff with knowledge 
and skills through learning-and-doing”

*Winner of the PHASA 2014 Best Oral Presentation
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Health Systems Trust is privileged to share the 
knowledge gained through our activities in the field 
under the auspices of the SA SURE Project, and 
the evolution towards good practice experienced 
through this work. 

In this second edition of the Stories of Change 
series, the narratives of the four interventions 
presented offer compelling testimony of how 
particular approaches and tools have enabled wider 
coverage of health services, closer collaboration 
among all stakeholders and role-players, and the 
positive effects of targeted training and mentoring 
to empower facility staff in providing efficient and 
equitable health care.

The stories describe the origins and application 
of location-specific and contextualised strategies, 
using tools for service improvement drawn from 
the Leadership Development Programme that has 
proved invaluable in the work of the SA SURE teams. 

One of these is the Root Cause Analysis approach, 
which was used to:

 » achieve “Better data, better planning, better 
service delivery” and thereby devise sound 
Operational and Quality Improvement Plans at 
facility level (p. 8); 

 » build a foundation upon which “Good 
communication leads to good health”, in 
so doing improving the uptake of vitamin A 
supplementation (p. 10); and 

 » show how training and mentoring of facility 
staff to improve uptake of  HIV counselling 
and testing, as well as target-setting for these 
services, is “empowering facility staff to save 
lives” (p. 12). 

Another LDP approach is the Challenge Model, 
used for determining key issues to be raised in 
a stakeholder forum convened to improve rural 
communities’ access to comprehensive health 
services by “Taking health care to farmworkers”  
(p. 14).

The golden thread running through these 
intervention stories is that of connection, dialogue 
and relationship-building – the power of authentic, 
focused engagement among those who deliver, 
facilitate, need and use public health services. The 
benefits of awareness, knowledge and skills attained 
through the bridging and bonding that occurs during 
stakeholder fora and community dialogues form the 
substance of the change that has been cultivated.

As important is the deeper legacy of this work, found 
in the essential sociality that drives the agents of 
the health system to demonstrate their genuine 
commitment to the wellbeing of all patients, and that 
nurtures the realisation among users of the health 
system that each and every one of them matters.

Judith King
Copy and Content Editor – Health Systems Trust

DOCUMENTING …
… South Africa’s sustainable response to HIV, AIDS and TB:  
The SA SURE Project’s stories of change
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When starting out to support the preparation of the  
OR Tambo District Health Plan, the SA SURE  
project’s M&E Mentor learnt that the district’s 
healthcare facilities did not routinely prepare 
Operational Plans. The mentor recognised this as 
an ideal touchpoint for health system strengthening 
intervention since, without these plans, the facility 
managers would not be able to evaluate their patient 
outcome indicators. 

Effective operational planning is crucial for 
maximising the use of available – invariably limited 
– resources and, as part of the planning process, 
targets are set against which performance can 
be measured. Similarly, comprehensive, reliable 
data are key to successful planning, meaningful 
performance monitoring and effective decision-
making. Consequently, inadequate planning and 
poorly utilised, unreliable data will challenge facility 
managers in assessing and improving their facilities’ 
performance, because they will not be able to 
accurately determine degrees of progress.

The 2013/14 District Health Barometer1 tells us 
that OR Tambo District is the most populous of 
the six district municipalities in the Eastern Cape 
Province, with a population approaching 1.4 million. 
The district covers around 80% of what used to 
be marginalised homeland in Transkei, with much 
of it being deeply rural. Unemployment levels are 
extremely high, while literacy rates are very low. 
In its favour, however, the district was selected to 
be a National Health Insurance (NHI) pilot district, 
resulting in the injection of additional resources to 
boost service delivery. The Eastern Cape Province 
generally faces major challenges in service delivery, 
and the rural health facilities are no exception. 
District Management resolved that the planned 
facility-based monitoring intervention should include 
all 146 of the district’s primary health care facilities 
or, in this case, clinics. No district hospitals were 
included in the intervention.

The initiative promoted the routine use of reliable 
data for the development of Quality Improvement 
Plans that address gaps in the quality of patient care. 
A Root Cause Analysis tool was used to investigate 
data and planning deficits and to ascertain training 
needs. The methodology uses the familiar “but 
why?” question to systematically explore a situation 

to identify the ‘root cause’ of the problem. Figure 
1 is a diagrammatic representation of the ‘drilling 
down’ exercise in which the inadequate use of 
facility data is identified as a causal factor because, 
in the absence of operational plans, targets are not 
set and there is therefore no pressing need for an 
effective data management process. Because the 
data were not being used routinely, the quality went 
unchecked and was thus very poor. It emerged that 
the underlying reason for this low level of usage was 
that the facility managers had never been trained in 
data management and utilisation.

The analytical description of the situation laid the 
foundation for what proved to be a very successful 
health systems strengthening intervention. Using 
preparation of the operational plans and district health 
plans as the end objective, the facility managers 
from the 146 facilities were trained, mentored and 
coached on:

 » data management;

 » the National Indicator Data Set (NIDS);

 » use of information for decision-making;

 » planning and information cycles; and

 » target-setting.

BETTER DATA, BETTER PLANNING,  
BETTER SERVICE DELIVERY:
Facility-based monitoring – a tool for facility planning  
to address gaps in service delivery  Vuyokazi Ntshakaza

Root Cause Analysis

Facilities not using their own data

Targets not set per facility

Operational plans not developed at facilities

Facility managers not exposed to using data 
for planning and management

Facility managers never trained 
on data management

WHY?

WHY?

WHY?

WHY?

Figure 1: Diagrammatic depiction of a root cause analysis  
 process

1 Massyn N, Day C, Peer N, Padarath A, Barron P, English R, editors. District Health Barometer 2013/14. Durban: Health Systems Trust; October 2014.
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Facility managers gathered per sub-district to jointly 
carry out the Root Cause analyses, whereafter 
they underwent training in data management 
and utilisation, and in planning. Facility-based 
performance profiles were presented and discussed. 
Operational managers were supported in using their 
own facility data for developing Operational Plans, 
along with Quality Improvement Plans, designed 
to address identified gaps and improve patient 
outcome indicators.

Through the intervention, all 146 facilities developed 
Operational Plans, and 87% (127 of the 146) 
developed Quality Improvement Plans focusing 
on their lowest-performing indicators. Operational 
managers are now driving a process of target-setting 
for their facilities. Facility staff are engaging with their 
own data on a monthly basis as a way of monitoring 
progress. Most importantly, managers have a sense 
of ownership of the developed plans. The SA SURE 
project’s Facility Mentors, working closely with the 
clinic supervisors and supported by the sub-district 
and district management teams, are monitoring the 
implementation of the Quality Improvement Plans.

This story of change illustrates: 

 » the realised potential of a partner initiative;

 » how decentralised or facility-based planning 
enhances the effectiveness and appropriate-
ness of facility-based monitoring, because 
the indicators used are based on an individual 
facility’s performance rather than on the collec-
tive district profile; and

 » that managers become increasingly proactive in 
planning and monitoring when they understand 
their data and the status of their own facility’s 
performance. 

Anecdotal accounts, supported by the Monitoring 
and Evaluation Mentor’s personal observations, 
have strengthened the knowledge gained from 
reports, indicating that:

 » identifying and focusing on a smaller number 
of problematic indicators at one time leads to 
benefits beyond just the expected improvement 
in indicator values;

 » through development and implementation 
of Quality Improvement Plans, activities are 
aligned and tasks are assigned to appropriate 
positions, resulting in the professional nurse 
no longer feeling solely responsible for all 
outputs and other capacity, such as that of lay 
counsellors, being used more effectively; and

 » concentrating on only two or three indicators at a 
time harnesses the team’s effort to target these 
issues and, in effect, reduces the workload, as 
the staff focus on specifics rather than trying to 
resolve all the challenges simultaneously.

IMPLEMENTING PARTNERS:
• OR Tambo facility staff and District Health 
Management Team 

• Eastern Cape Department of Health

• OR Tambo HST SA SURE team

• N Mdondolo, Eastern Cape Department 
of Health (co-author of the original poster 
presented at the PHASA Conference in 
September 2014)

CONTACT VUYOKAZI NTSHAKAZA:
SA SURE M&E Mentor –  
OR Tambo District, Eastern Cape Province

email: vuyokazi.ntshakaza@hst.org.za

cell: +27 (0)78 099 0311

HST website: www.hst.org.za

Facility managers workshopping health issues Training, mentoring and coaching facility managers  
in Operational and Quality Improvement Plans
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Vitamin A deficiency is a public health problem in 
most parts of the world, especially in Africa and 
South-East Asia, with the greatest impact being 
on young children and pregnant women in low-
income countries. In children, lack of vitamin A 
causes severe visual impairment and blindness and 
significantly increases the risk of severe illness, and 
even death, from common childhood infections such 
as diarrhoeal disease and measles.2

The Department of Health’s (DoH) vitamin A 
supplementation strategy focuses on a bi-annual 
vaccination for children in their second to fifth 
years (12 to 59 months). Primary health care 
(PHC) facilities are responsible for administering 
this programme, the success of which is monitored 
through the District Health Information System.  

Despite the hard work of PHC outreach personnel 
running mobile clinics and the family health teams 
in the Zululand Health District of Kwazulu-Natal 
Province, the district was failing to reach its vitamin 
A coverage target. A low-performing facility, Njoko 
Clinic, was selected for a special intervention using 
community dialoguing to interact with the main 
stakeholders.

Njoko Clinic, reporting to St Benedictine Hospital, is 
situated in a deep rural area about 30 kilometres from 
the small town of Nongoma. Poor road infrastructure 
hampers access and clients are sometimes 
transported to the facility using alternative forms 
of transport such as donkeys, sleds and even 
wheelbarrows. The clinic is small and very busy, 

serving a catchment population of over 20 600 
people with an estimated under-5 population of just 
over 2 000 children. With around 200 to 250 clients 
coming to the clinic every day, the patient queues 
often exceed the capacity of the waiting area and 
extend out into the open. The pressure on the 
professional nurses is immense, as noted by one, 
“Even as I am talking to you now, there are patients 
waiting for my attention”.

Njoko Clinic’s uptake of vitamin A doses for children 
aged 12-59 months in September 2013 was 
only 49%. In October 2013, prior to holding the 
community dialogue, the DoH district and facility 
staff, with support from Health Systems Trust’s SA 
SURE Project Facilitator, conducted a Root Cause 
Analysis exercise to clarify their own perceptions of 
the barriers to uptake. 

On 21 November 2013, 70 members from a broad 
range of community-based organisations met to 
discuss the low uptake of vitamin A supplementation. 
The participants included traditional birth attendants 
and health practitioners, local community leaders, 
representatives of faith-based organisations, 
members of the Clinic Committee, community 
caregivers (CCGs), community-based organisations, 
officials from the Departments of Health, Social 
Development and Education, and stakeholders 
involved in Operation Sukuma Sakhe (‘War Rooms’).

The clinic staff shared how the low health indicator 
values reflected inadequate use of the services 
offered by the clinic, and explained how this could 
adversely affect the health of community members. 

GOOD COMMUNICATION  
SUPPORTS GOOD HEALTH:
Improving uptake of vitamin A supplementation through community dialogue
Douglas Ngcobo

  Njoko Clinic

  Inadequate infrastructure - poor roadways

2 World Health Organization. Micronutrient deficiencies – vitamin A deficiency. [Internet]. [cited 22 May 2015]. URL: http://www.who.int/nutrition/topics/vad/en/
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Through dialoguing, the community identified the 
following as the main factors contributing to the low 
uptake of vitamin A vaccine in their community: 

 » Poor understanding of the importance of 
vitamin A supplementation for children

 » Negative attitudes towards CCGs administering 
vitamin A at household level

 » Long distances from the homesteads to the 
clinic

 » Long queues and excessive waiting times at 
the clinic.

Although the focus of the community dialogue 
remained vitamin A supplementation, the reasons 
for poor uptake of other important but poorly 
performing health service indicators were also 
explored. Proposed solutions identified through the 
community dialogue and subsequently implemented 
included:

 » CCGs distributed isiZulu pamphlets to the 
community explaining the benefits of vitamin A. 

 » Outreach teams visited the areas that are not 
served by CCGs.

 » Njoko Clinic staff presented daily health talks on 
vitamin A supplementation before commencing 
their daily routine.

 » Local leadership (the izinduna) committed to 
supporting a vitamin A campaign in their areas.

 » Operation Sukuma Sakhe officials committed 
to supporting Phila Mntwana centres where 
vitamin A doses are administered by the CCGs.

The outcome of the community dialogue intervention 
was astounding. After implementing the proposed 
solutions for only one quarter (January to March 
2014), Njoko Clinic’s uptake of vitamin A doses 
for children aged 12-59 months rose from 49% to 
almost 66%. Even more encouraging is that the 
improvement noted at the time of the intervention 
is continuing, with the indicator value frequently 
exceeding 90%, and even higher when the CCGs 
undertake campaigns or outreach programmes. An 
added benefit of the community dialogue was an 
increase in antenatal visits before 20 weeks and 
an improvement in the uptake of the immunisation 
services over the subsequent months.

The intervention offered valuable lessons worthy of 
replication by other facilities responsible for vitamin 
A supplementation, the main one emphasising the 
necessity of adequate and effective communication 
between the health facility and the community that 

it serves. Previously, the community viewed the 
CCGs’ main role as visiting households to conduct 
health education and monitor adherence to chronic 
medication. More recently, the CCGs have been 
trained in administering vitamin A vaccines and 
issuing deworming tablets, but the community was 
unaware of their expanded role. Explaining this 
change led to the community’s acceptance of the 
CCGs as extensions of the clinic.

This story of tangible change presents community 
dialoguing as a powerful stakeholder engagement 
intervention that enables citizens’ involvement 
in critical health service issues and promotes 
meaningful community ownership of public health 
services. Despite their best efforts, facility staff can 
seldom reach their service delivery targets on their 
own. Enhanced interaction with other stakeholders, 
such as CCGs, School Health and Ward-based 
Outreach Teams and community members, resulted 
in a noticeably stronger working relationship with 
local community members. Such teamwork has 
helped Njoko Clinic to improve not only its vitamin 
A coverage, but other poorly performing indicators 
as well.

IMPLEMENTING PARTNERS:
• Management and staff of Njoko Clinic 

• KwaZulu-Natal Department of Health

• T Buthelezi, Zululand Health District (co-author 
of the original poster presented at the PHASA 
Conference in September 2014)

CONTACT DOUGLAS NGCOBO:
SA SURE Monitoring and Evaluation Mentor – 
Zululand District, KwaZulu-Natal Province

email: douglas.ngcobo@hst.org.za

cell: +27 (0)79 693 2287

HST website: www.hst.org.za

Community dialogue in progress at Njoko Clinic
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Despite impressive advances reported in managing 
the HIV and AIDS epidemic in South Africa, marked 
challenges still exist. The situation is worsened by 
the pandemic’s comorbidity with tuberculosis (TB), 
creating a situation where health service providers, 
together with those supporting them, must 
constantly seek new and better ways to increase the 
effectiveness and efficiency of related services.

Early diagnosis of HIV positivity in individuals can play 
a major role in limiting its spread and linking clients 
to care and treatment. Successful implementation 
of HIV counselling and testing (HCT) services 
facilitates such early diagnosis and allows eligible 
clients to be rapidly registered for appropriate care 
and initiated into antiretroviral treatment. Similarly, 
early diagnosis of TB limits the spread of infection 
and facilitates early commencement of treatment.

Linked to HCT, the subsequently introduced provider-
initiated counselling and testing (PICT) approach has 
been shown to improve HCT coverage at facilities. 
With this in mind, Mosesetjane Clinic in Limpopo 
Province’s Waterberg District added PICT to its 
basket of services. Yet, even after implementation 
of PICT, the clinic’s health information reflected that 
for the period April to June 2013, the facility’s HCT 
coverage was only 31%, this against the Health 
District’s expected target of 60%. The 31% indicator 
value was adopted as a baseline against which to 
evaluate the success of the intervention recounted 
in this story of change.

Mosesetjane Clinic is situated in a deep rural area 
some 16 kilometres from the town of Mokopane 
(formerly known as Potgietersrus). The recently built, 
modern clinic serves a population of around 14 000 
people, with those living in scattered homesteads, 
practising subsistence agriculture and some farming 
of cattle, goats and sheep. Residents of the area are 
heavily dependent on government departments and 
the mines for formal employment.

The clinic is centrally situated in its catchment area 
and is accessible by tar road. The furthest that clients 
must walk to reach the clinic is about seven kilometres. 
The infrastructure is potentially adequate. Water is 
pumped from a borehole, but is brackish and there is 
no purifying apparatus. Electricity is drawn from the 
national grid and a back-up generator is installed, but 
is not yet functional. The staff component includes 
11 professional nurses, including the Operational 

Manager, and two lay counsellors trained by the 
Red Cross Association. The clinic provides a  
24-hour service, but the layout of the premises makes 
it difficult for the night-duty staff member to monitor 
the clients, as the labour ward is separate from the 
reception area and the consultation rooms. The 
facility responds to an average monthly headcount 
of around 3 500 patients. 

The clinic staff, supported by the SA SURE project’s 
Facility Mentor, embarked on a course of action to 
improve the facility’s HCT results and impact positively 
on the community’s health status. The outcome of 

Mosesetjane Clinic, with the mobile staff’s wooden  
headquarters alongside

Mosesetjane Clinic staff

Mosesetjane Clinic’s reception area

EMPOWERING FACILITY STAFF TO SAVE LIVES:
How setting targets for HIV counselling and testing improved services  
to clients
Mukondeleli (Kondi) Netshaulu
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the clinic team’s initiative proved valuable, with the 
additional benefit of further unexpected results. 

Using a Root Cause Analysis approach, the facility 
staff met in October 2013 to explore the reasons 
for their clinic’s low uptake of HCT services. An 
important finding was that not all professional 
nurses were implementing PICT during their client 
consultations, and that during the reported quarter in 
2013, the HIV testing that was done was conducted 
mainly by the clinic’s two lay counsellors. In order 
to turn this situation around, 
the team members identified 
the facility’s daily, weekly, 
monthly and annual targets 
necessary to reach (and 
thereafter hopefully exceed) 
the district’s HCT target of 
60% – as illustrated in the 
accompanying figure – which 
the facility staff used to set a 
daily PICT/HCT target per 
professional nurse.

The Root Cause Analysis included a rapid skills 
assessment conducted among the clinic staff, which 
revealed that 27% of the professional nurses had 
not yet received HCT training. The SA SURE Facility 
Mentor therefore trained, mentored and coached all 
the clinic’s professional nurses on implementing the 
PICT guidelines, thereby empowering those without 
HCT training and refreshing the skills of the trained. 
In addition, the Facility Mentor mentored the facility’s 
lay counsellors to enhance their provision of quality 
counselling and testing.

To underpin the sustainability of the intervention, the 
facility manager undertook to routinely monitor the 
number of clients tested by the service providers, 
both individually and as a group, against the accepted 
daily and monthly target. In addition, HIV testing 
uptake was monitored during the facility’s quarterly 
review meetings using health information indicators 
from the District Health Information System (DHIS).

The positive impact of this system strengthening 
intervention was soon evident. From the 31% HCT 
uptake for the quarter ending June 3013, coverage 
increased markedly to 52% for the July–September 
2013 quarter, and levelled off at 54% for the quarters 
ending in December 2013 and March 2014. Figures 
reflecting the relative sustainability of the intervention 
show that, although there was some fluctuation over 
the ensuing quarters, HCT uptake had risen to 64% 
by the end of the January to March 2015 quarter, 
thus exceeding the District target.

While the intervention was aimed specifically at 
improving HST coverage at the facility, with a view 
to reducing the spread of HIV in the community, 
other health services indicator values paralleled 
the increase in HCT coverage. Screening for TB 
improved following the intervention and prevention 
of mother-to-child transmission of HIV indicator 
values was strengthened. 

Quality improvement interventions of this nature 
provide valuable lessons for possible adoption in 
other areas. In support of other reported findings, 
implementing PICT and daily target-setting for each 
service provider improved HCT coverage. Offering 
training and mentoring on PICT and supporting 
nurses to achieve their daily target motivated them 
to test and counsel increasing numbers of clients for 
HIV. The marked improvement in the HCT coverage 
inspired staff cohesion and enhanced team work 
at the clinic, while the involvement of the nurses in 
setting their own targets motivated them to achieve 
their targets.

IMPLEMENTING PARTNERS:
• Management and staff of Mosesetjane Clinic 

• Limpopo Department of Health

• S Rabekane, Waterberg Health District  
(co-author of the original poster presented at 
the PHASA Conference in September 2014)

CONTACT MUKONDELELI (KONDI) 
NETSHAULU:
SA SURE Facility Mentor –  
Waterberg Health District, Limpopo Province

email: mukondeleli.netshaulu@hst.org.za

cell: +27 (0)72 374 9169

HST website: www.hst.org.za

Training included the importance of good record-keeping
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Maintaining national core standards for health 
services is crucial for ensuring universal healthcare 
coverage in South Africa. However, challenges 
arise in commercial farming areas where the 
population is sparsely spread over rural terrain. 
Recognising the limited level of health service 
provision to such marginalised communities, the 
local facilities’ management saw the need to test 
ways to complement and strengthen the existing 
health services. To achieve this, a stakeholder forum 
was established as a way of improving farming 
communities’ access to primary health care (PHC) 
services and provision of a comprehensive health 
service package. 

The forum operates in Naledi Sub-district in Free 
State Province’s Xhariep Health District. The sub-
district has three fixed clinics providing PHC services, 
while two mobile clinics and one School Health Team 
visit sites at least once a month on a roster basis to 
serve the farming communities. Referral systems 
facilitate clients’ access to services not provided by 
the mobile clinics and the School Health Team. 

The decision to establish a stakeholder forum 
was preceded by an in-depth reflection, using the 
Leadership Development Programme’s Challenge 
Model as a service improvement tool. The model 
provided a framework for identifying deficiencies in 
service delivery and enabled the project initiators to 
identify their clients’ need for service provision where 
they could reach it. The framework also emphasised 
the need for joint effort by the many stakeholders 
who are able to positively influence the determinants 
of disease affecting the farmworker communities 
– here referring not only to the farm workers 
themselves but also their families, school learners 
and all those living on or linked to commercial farms.

The Naledi Stakeholder Forum comprised clinic 
managers, mobile clinic nurses, a school health 
nurse, environmental health practitioners, a social 
worker, community health workers, lay counsellors, 
an occupational therapy practitioner, a dentist 
and a dietician. The Forum members took up the 
challenge of providing a sustainable, comprehensive 
health services package to the Naledi farmworker 
community. 

A series of meetings and consultations was held 
with the stakeholders and, drawing on the Forum 
members’ experience that community outreach 
events can have a deeply positive impact on health 
outcomes, the group decided to stage a community 
outreach event offering comprehensive health 
services known to improve people’s health status. 
Through an event hosted at the centrally situated 
Helvetia Farm School, the Forum was able to 
engage pragmatically and directly with the farming 
community. 

A community member being screened for health conditions

TAKING HEALTH CARE TO FARMWORKERS:
Stakeholder forums – a driver for improving farmworker communities’ access 
to primary health care services
Matshedisho (Tshidi) Mahabane

Pre-ART register prior to the intervention

A health worker welcoming community members  
to the health day
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The event, held on 8 March 2015, registered 266 
clients (including adults and children). Participants 
came from far and wide. Farm owners generally 
provided transport, but some participants travelled 
under their own steam, as illustrated by the 
horse-drawn buggy photographed at the event. 
Health services provided on the day included HIV 
counselling and testing, and TB screening and 
smear testing using GeneXpert® for those with 
TB symptoms. Four adults tested HIV-positive, of 
whom some were immediately initiated on Isoniazid 
prophylactic therapy (IPT) and were referred to 
the mobile clinic for further care. Forty women 
received Pap smear screening for cervical cancer, 
of which one was found to have an abnormal result. 
Nineteen men underwent medical male circumcision 
(MMC) – which reflects the ongoing promotional 
work done by the Mobile Clinic teams and another 
district NGO partner, the South African Democratic 
Teachers’ Union (SADTU) that performs MMCs 
throughout the district. One diabetic and seven 
new hypertensive clients were diagnosed. Dental 
health screening and tooth extractions were done. 
A health talk was delivered on maintaining hygienic 
environments, while the schoolchildren were given 
health screenings and the dietician held health talks 
with breastfeeding mothers. Occupational health 
assessments were also done.

In addition to the practical aspects of testing, initiating 
health service interventions and appropriate health 
education, other positive outcomes of the outreach 
were noted. The community members appreciated 
that the services were scheduled conveniently 
for them on a Saturday and rendered within their 
locality. The Stakeholder Forum event also boosted 
the dedication, morale and team spirit of the Naledi 
facilities’ staff.

The Naledi Stakeholder Forum’s outreach event 
demonstrated the value of building partnerships 
with farm owners and farm schools to ensure the 
success of such events. Helvetia Farm School’s 

principal has long been a strong supporter of the 
school health initiatives and was present throughout 
the event. Following the March outreach event, the 
Sub-district held two more successful outreach days 
during 2014.

In addition to the gains made on the health front, the 
Stakeholder Forum strengthened interdepartmental 
collaboration. At subsequent outreach events, 
representatives of key government departments 
addressed other social issues and determinants of 
disease. Home Affairs processed birth registrations 
and issued identity documents. The Department 
of Social Development assisted with grants. The 
Department of Education partnered more closely 
with the School Health Team to address cognitive 
deficiencies and learning challenges among 
learners. The Department of Housing and Human 
Settlements advised on health-related housing 
issues. 

The outstanding success of the March 2014 
Naledi Sub-district health services outreach event 
at Helvetia Farm School emphasises the value of 
the stakeholder forum as a model for improving 
and maintaining the health status of, in this case, 
farmworker communities. The ongoing nature 
of these events supports the sustainability and 
replicability of the model.

Possibly the most telling and moving testimonials to 
the model and to the dedicated health workers who 
display innovation and commitment are the following 
transcriptions, translated from the original Sesotho, 
recorded at the community outreach event.

Interviewer: “.... the important thing we would like 
to know is your perspective, as one of people who 
attended the outreach ... concerning the outreach 
event.”

Respondent 1: “We really benefited a lot as ... we 
are unable to get to the facility ... and we managed 
to get the health services that we really needed ... as 
some workers fear to seek medical services.”

Community members used varied forms of transport  
to attend the event.

  SADTU team’s medical male circumcision facility
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Respondent 2: “Wow, it was helpful (laugh) ... 
especially because our husbands were even tested 
... As women we usually receive these services from 
mobile clinics ... but our men are always in the field 
during the week ...”

Respondent 3: “Yes, we would love to have these 
service[s] regular[ly] ... Like I said we don’t usually 
get to the facilities due to transport ... farmers also 
refuse us going to the facility during the week.”

IMPLEMENTING PARTNERS:
• Management and staff of Naledi Sub-district, 
Free State Department of Health

• SADTU Medical Male Circumcision Mobile 
Team

• Sisters M Lesia and T Masiloane, Facility 
Operational Managers in Naledi Sub-district  
(co-authors of the original poster presented at 
the PHASA Conference in September 2014)

CONTACT MATSHEDISHO (TSHIDI) MAHABANE:
formerly SA SURE Leadership Development 
Mentor – Xhariep District, Free State Province; 
now Project Manager for Quality Improvement 
in Dr Kenneth Kaunda District with the Wits 
Reproductive Health and HIV Institute.

email: tshidi26@yahoo.com

cell: +27 (0)82 551 9247

HST website: www.hst.org.za
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DOCUMENTING …
… South Africa’s sustainable response to HIV, AIDS and TB:  
The SA SURE Project’s stories of change

This is the third and closing edition in Volume 1 of The 
SA SURE Project’s Stories of Change. This series 
was originated in 2015 by Health Systems Trust 
as a means of knowledge management through 
narrative form, drawn from the interventional work 
of the SA SURE project teams and their partners in 
and around public health facilities. 

Shaping these accounts in the manner of ‘story’ 
as a presentational style allows for documenting 
the project’s experiences of health systems 
strengthening within a humanising context that 
honours the vision of people-centred health care. 

In this edition, the four case stories illustrate the 
germination and cultivation of evolving good practice 
by prizing what individuals in the fieldwork teams 
have done, and are doing, in collaboration with a 
range of stakeholders to ‒ in the words of medical 
anthropologist and physician Dr Paul Farmer: 
“change the discourse about what is possible to 
achieve”.

For example, when Waterberg District health 
structures reached a cul-de-sac in understanding 
and addressing poor treatment adherence and lack 
of retention in care among patients with chronic 
illnesses, the advent of a community dialogue 
programme targeting this issue raised a giant wave 
of community-held wisdom that empowered all 
participants with the insights and innovation needed 
for sustainable solutions (p. 4).

In Mangaung, improved TB screening was 
accomplished by equipping facility staff with 
enhanced leadership and management skills and 
tools, alignment with a collective commitment to 
quality improvement, and the motivational thrust 
of positive results stoking efforts to maintain and 
exceed heightened rates of service (p. 6).

Observations from the field and in the media 
abound with daunting descriptions of the many 
people whose circumstances place them at varying 
degrees of isolation from public health services. 
Recognising that those less prioritised are, in reality, 
very vulnerable, the Kloof Clinic team in eThekwini 
Municipality has developed a formidable outreach 
response to this need by bringing services to a large 
population of domestic workers and job seekers in a 
tightly localised area (p. 8).  

Finally, a composite view of integrated service 
quality improvement is encapsulated in changes 

driven by the team at Empathe Clinic in uMzinyathi, 
KwaZulu-Natal. At this facility, passion for efficiency 
and a bedrock of accountability has turned every 
negative stereotype of South Africa’s public sector 
primary health care on its head (p. 10).

The programmatic quest of the SA SURE Project has 
been to deliver measurable and replicable results for 
a lasting impact towards overcoming the country’s 
co-epidemics of HIV/AIDS and TB. 

It also seeks to contribute to the science of health 
outcomes: knowing what quality of care can be 
achieved and how to achieve it.

Beyond the academic, strategic and operational 
reporting of this quest, journalling such stories of 
change records a deeper search for know-how, 
using a less distant angle of regard for the real 
people, uplit by the ethical and ideological aims of 
entrenching health as a human right.

Judith King
Copy and Content Editor – Health Systems Trust
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WATERBERG DISTRICT COMMUNITY DIALOGUES:
Sharing and learning to keep people treated and cared for 
Ega Janse van Rensburg-Bonthuyzen

Over 60 people filled the Modimolle Municipality’s 
Boardroom in Limpopo Province’s Waterberg District 
on 17 March 2015. Along with an excellent turnout 
of community members, participants attended in 
their working capacities or represented governance 
structures in the district, such as the Local AIDS 
Council, and the presence of the Executive Mayor 
heightened the importance of the occasion. 

All those present understood the seriousness of the 
topic to be explored: why patients on medication for 
chronic ailments do not adhere to their treatment 
regimens, and why the district struggles to keep 
patients in care, resulting in unacceptably high loss 
to follow-up, as reflected in monthly health service 
information reports.

Waterberg District’s Executive Mayor KE Lekalakala (left) is 
welcomed by the SA SURE Project’s District Co-ordinator, Ria 
Molewa

Research shows that retaining people in care 
improves their chances of survival, and in cases of 
communicable disease, limits its spread – yet many 
patients do not remain in care. Adhering to treatment 
regimens is important not only for HIV-positive 
patients and those with active tuberculosis (TB), but 
for all those on medication for conditions such as 
hypertension, diabetes and other chronic, non-
communicable diseases. 

The scale of the problem requires all stakeholders 
and role-players to seek and apply effective methods 
of retaining in care all patients suffering from chronic 
ailments. And what better way to identify the reasons 
for such public health issues than by gathering the 
views and insights of the very people particularly 
affected by this problem?

Health System Trust’s SA SURE Project team uses 
community dialogue as a means of collecting and 
sharing information to support the strengthening of 
health systems. Dialoguing with the community was 

selected as the best strategy to assist Waterberg 
District in probing the causes of the problem and, 
in collaboration with the civil society stakeholders, 
seeking solutions. 

Excellent attendance at the Modimolle Community Dialogue on 
17 March 2015

Two further community dialogues were held in 
Thabazimbi and Lephalale Municipalities following 
the successful Modimolle event. The three fora 
resulted in a grand harvest of interesting perspectives 
explaining the situation, enriched by many valuable 
ideas for improving treatment adherence and 
retention in care. 

The dialogues provided a sound basis from which 
all concerned stakeholders could build a response 
to the problem, which was described by community 
members as being caused by two broad categories 
of factors: those associated with the health system, 
and those related to the users themselves. 

The health system-related factors arose firstly from 
how easy or difficult it was for the patients to use the 
services. Could the patients actually get to the health 
facilities, particularly in rural areas (accessibility), 
were the services and medication available when 
they got there (availability), and could community 
members rely on receiving the chronic care services 
that they needed when they did arrive (reliability)? 

A second factor (health services management) played 
a big part in patients not adhering to their medication 
or dropping out of care completely. Participants 
recounted how, after struggling to reach the facility, 
they had been told that their chronic medication was 
“out of stock”, and how they sometimes learnt only 
later in their course of treatment that the medication 
should be taken in a special way. Community 
members requested that health facilities optimise 
the appointment booking systems to accommodate 
working people who cannot afford to sit in a queue 
(sometimes for the entire day), as well as those who 
are informally employed and have responsibilities in 
the home. 
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Thirdly, the community confirmed that they are no 
longer willing to ‘take whatever comes’, and that the 
services provided must meet certain expectations 
and levels of acceptability (service acceptability). 
Some health workers queried the effectiveness 
of how clinic staff’s performance and productivity 
are monitored and evaluated – at times they felt 
discouraged, as it seemed that no matter how 
hard they worked, merit-driven benefits were not 
awarded. Also, the roles of treatment supporters and 
community caregivers needed clarification. A fourth 
health system-related factor was the quality of the 
interaction between the health service provider and 
the patient (provider-patient interaction), particularly 
when imparting health information and education, 
and managing side-effects.

These personal perspectives and direct experiences 
are of immeasurable value for those striving to 
make a difference in improving the health status 
of community members. These understandings 
confirm that the responsibility for improvement lies 
not only with the users of chronic medication users, 
but also with the community-based, faith-based 
and non-governmental organisations to which they 
belong and which have the potential and capacity to 
support them.

A heated group discussion at the Thabazimbi Community 
Dialogue on 18 March 2015

The issues related to the users themselves included 
affordability (such as food security, transport 
costs and social grants); mobility (of the patients); 
psychosocial dynamics (stigma, social support and 
discrimination, and lay, religious and traditional 
beliefs and misconceptions); psychological factors 
(depression, denial, feeling better after some time 
on treatment, personal commitment to health and 
care, treatment fatigue, and alcohol and substance 
abuse); and lastly, physiological challenges (such as 
the side-effects of the medication).

The participants proposed numerous strategies to 
improve adherence and reduce loss to follow-up. 
Among these were: improvement of mobile services 
and outreach in rural areas; reduction of waiting times 
in fixed clinics; extended clinic hours; eliminating 
medication stock-outs; providing stable patients 
with medication for up to three months; better filing 

systems; improved training for nurses and community 
caregivers; caring for caregivers; expansion of 
community dialogues and community-based health 
and treatment education; ensuring confidentiality 
in facilities; more respectful and compassionate 
staff attitudes; thorough physical examination; 
routine health and treatment information, and 
linkages between facilities; addressing poverty; and 
strengthening social support for patients on chronic 
treatment.

These observations and suggestions from civil 
society and the ranks of the service providers 
serve to strengthen the knowledge base of chronic 
medication users, inform strategies for civil society 
group efforts, innovate ways to improve health 
delivery, and highlight issues for governance 
structures to address.

By providing a platform from which many diverse 
voices can be heard and counted, the three 
community dialogues represented successful 
interventions for securing community buy-in to 
listening, sharing and learning about issues relating 
to their health and wellbeing. 

The dialogues also showcased the functionality of 
Local AIDS Councils. 

Most importantly, these facilitated gatherings 
provided the first opportunity for the members of 
these communities, civil society organisations, 
facility governance structures and Department 
of Health officials to sit together and reflect jointly 
and meaningfully on this particular aspect of 
strengthening the health system.

IMPLEMENTING PARTNERS:

• Management and staff of Waterberg District, 
Limpopo Department of Health

• District and Local AIDS Councils

• Waterberg District Municipality

• SA SURE Project’s Waterberg team members; 
Health Systems Trust

CONTACT EGA JANSE VAN RENSBURG-
BONTHUYZEN

email: ega.bonthuyzen@hst.org.za

cell: +27 (0)82 773 3033

HST website: www.hst.org.za

Note: A full report on the intervention is available as 
a project output.
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EARLY DIAGNOSIS BENEFITS EVERYONE:
Reducing the incidence of tuberculosis through improved TB screening
Puseletso Molahloe

Lerato Tshabalala1 was struggling with a persistent 
cough, which was not uncommon among her 
schoolmates, especially during the winter months. 
Her grandmother, with whom she had lived since 
her mother’s death, encouraged regular school 
attendance towards getting a good job in the future. 

One day, when the District School Health Team 
visited her school, the nurse gave Lerato a referral 
letter to the local clinic for TB screening. After her 
classes the following afternoon, Lerato and her 
grandmother made the trip to Freedom Square 
Clinic, a primary health care facility in Mangaung 
Metropolitan Municipality in Free State Province, 
serving about 36 850 people on a daytime-only, five-
days-a-week basis. 

After a short wait following their arrival at the clinic, 
Lerato was called to a consultation room, where the 
nurse collected a smear-sample of her sputum and 
made an appointment for her to return and receive 
the test result.

     

South Africa has one of the world's worst TB 
epidemics, fuelled by HIV co-infection and 
complicated by widespread multi-drug resistance. 
As with many communicable diseases, TB occurs 
and flourishes in conditions of poverty, malnutrition, 
crowded living, inadequate sanitation and poor air 
circulation. Finding and treating TB is crucial, as 
early diagnosis facilitates treatment and limits the 
spread of infection.

In December 2013, the Joint United Nations 
Programme on HIV/AIDS (UNAIDS) initiated a 
strategy towards ending the AIDS and TB pandemics. 
The ‘Fast-Track’ strategy was adopted in December 
2014, and South Africa committed to achieving the 
new and bold targets aiming, by 2020, to have:

 » 90% of people living with HIV and 90% of those 
with TB knowing their status;

1  Fictitious name and person

 » 90% of diagnosed HIV and TB cases admitted 
to treatment; and

 » 90% of HIV-positive clients with suppressed 
viral loads and 90% of TB clients treated 
successfully.

Moreover, from 2016, the goal is to implement the End 
TB Strategy adopted by the World Health Assembly 
in May 2014. With its targets being linked to the 
Sustainable Development Goals, implementation 
of this strategy is intended to reduce, by 2035, the 
number of TB deaths by 95% (compared with 2015 
levels) and the number of new cases by 90%. 

Sister Mosele Sani, Freedom Square Clinic’s 
Operational Manager, was concerned in December 
2013 when she noted that the clinic’s TB screening 
rate was only 47%. Through a concerted effort by 
the facility staff and supported by Health Systems 
Trust’s SA SURE Project, this rate increased to 
87% by December 2014, with a peak of 99% in 
September. The methods used at the clinic to 
improve its TB screening rate offer ideas for other 
facilities to introduce similar improvements towards 
achieving the first of the 90% targets for TB control. 

As with any improvement in health service delivery, 
sustaining the advances and benefits is a challenge, 
but in this case, the clinic’s health information 
records show that the improved TB screening rate 
was not a once-off success. The significant gains 
made between December 2013 and December 
2014 have been maintained, and the monthly TB 
screening rates following the intervention through 
to March 2016 were seldom below 80%, with many 
being recorded in the upper 90s.

The notable change in the clinic’s TB screening 
rate began early in 2014 with the facility staff being 
involved in the Leadership Development Programme 
(designed by Management Sciences for Health). 
A key element of the programme – the Challenge 
Model process – provided a framework for identifying 
gaps in the clinic’s service delivery, including the low 
TB screening rate. This model prompts linkage of 
the facility’s mission and vision to its actual outputs, 
while identifying desired and measurable outcomes. 
Other facets of the programme, such as the Fishbone 
and the Root Cause analysis techniques, were of 
great value in developing a Quality Improvement 
Plan (QIP), which formed the basis of this health 
system strengthening intervention.
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The clinic staff monitored the related health 
indicators on a monthly basis and the results were 
evaluated in the facility’s review meetings. The SA 
SURE Facility Mentor conducted regular coaching 
sessions with individuals and groups linked to TB 
screening services, and mentored those responsible 
for reaching their monthly TB screening targets.

The intervention benefited from enthusiastic 
engagement by all key stakeholders, which triggered 
increased motivation among the team to excel in 
TB management. For example, when the problem 
analysis revealed that the standardised TB screening 
tool had not yet been provided to the facility, the staff 
took the initiative and designed an improvised tool 
to use in the interim. Thereafter, every member of 
the staff engaged in TB screening activities in the 
facility. 

TB screening being carried out by an admin clerk in the 
reception area at Freedom Square Clinic

Along with their regular review of the TB screening 
data and discussion of the QIP activities, the clinic 
staff members routinely share additional ideas for 
strengthening the intervention and devise steps 
for implementation. An important development 
generated by this practice was the assignment of a 
dedicated community health worker to conduct TB 
screening at the clients’ entry point into the facility; 
this is in keeping with the requirements of the Ideal 
Clinic strategy, and a tangible response to the 
World Health Organization’s recommendation that 
people living with HIV be systematically screened 
for symptoms of TB at each contact with the health 
service. 

How did these interventions support young Lerato? 
On her return to the clinic for her sputum test 
results, she and her grandmother were delighted 
to learn that her TB test was negative. The nurse 
prescribed some cough mixture, although her cough 
was already much better. Lerato’s grandmother 
was given advice on healthy nutrition, and she was 
referred to the local social worker for help in applying 
for a child support grant. The extra funds would ease 
the financial burden on their household and enable 
them to make the suggested changes in their diet. 

And into the future, they both visit Freedom Square 
Clinic regularly to receive health checks and follow-
up services, knowing that prompt diagnosis and 
effective care benefits themselves and those around 
them.

IMPLEMENTING PARTNERS:

• Sr Mosele Sani, Sr Mammy Moshane and 
clinic staff, Freedom Square Clinic, Mangaung 
District, Free State Department of Health

• SA SURE Project’s Mangaung team members; 
Health Systems Trust

CONTACT PUSELETSO MOLAHLOE

SA SURE Nurse Mentor, Mangaung District,  
Free State Province

email: puseletso.molahloe@hst.org.za 

cell: +27 (0)83 411 8883

website: www.hst.org.za

A community health worker conducts 
TB screening in the waiting area at 
Freedom Square Clinic.
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Betty Sithole2 hurried to board the taxi so that she 
could reach the clinic before it closed. To finish 
earlier than usual, she had rushed through her day’s 
chores as a domestic worker in the suburb of Kloof 
in KwaZulu-Natal Province. 

Betty and her friends had often discussed the “Know 
your status” billboards, and with her husband’s 
agreement, she had decided, just as a precaution, 
to visit the clinic for HIV testing and counselling 
(HTC). She wondered if her friends would succeed 
in getting time off to avoid this last-minute rush for 
the same purpose.  

Elsewhere in Kloof, the “Better Off Knowing” adverts 
had been worrying Mandla Buthelezi2 recently. Had 
he been careful enough all the time? Why was his 
cough so persistent? Could his endless job-hunting 
be so demoralising that it was making him sick? 
He felt that he was forever standing in queues for 
application forms, attending occasional interviews, 
checking on the outcomes, or waiting hopefully at 
the casual workers’ pick-up points. With life being 
so tough that even earning enough for food was a 
challenge, it was not surprising that he was thin.

“The taxis usually fill up and leave so promptly when 
I travel,” Betty thought to herself. “I hope this one 
leaves in time. I wish the clinic would change its 
hours to accommodate us working people!”

The Nursing Services Manager at the Kloof Primary 
Health Care Clinic, Sister Bridglall, had long been 
concerned about having to turn away disappointed 
clients at closing time. In fact, with the support of 
Health Systems Trust’s SA SURE project staff, 
Sr Bridglall and her team had already explored 
the issue of adequately servicing the increasing 
numbers of clients responding to the “Know your 
status” campaign. So many of these clients worked 
full days and could not afford to take time off work to 
be tested for HIV – and there were many of them, as 
the clinic served some 6 800 people.

Early diagnosis of diseases, combined with 
increased understanding of the importance of 
preventative measures, made a valuable contribution 
to health systems strengthening in the area. Failure 
to diagnose and treat disease is likely to result in 
further transmission when infectious, or progression 
to advanced stages when not infectious.

2  Fictitious names and persons

Using the Challenge Model ‒ a technique designed 
to highlight obstacles to service delivery and their 
root causes ‒ the Kloof Clinic personnel selected 
and prioritised remedial actions. The staff members 
were coached and mentored by the SA SURE 
Nurse Mentor in conducting a bottleneck analysis, 
through which they evaluated potential methods for 
increasing access to the clinic’s HTC services. 

The clinic team decided to launch a community 
outreach intervention, focusing initially on two 
groups: domestic workers, who struggle to visit the 
clinic during opening hours, and the numerous job 
seekers in the area, who have to choose between 
job-hunting or seeing to their health issues. A quality 
improvement plan (QIP) was developed, designed 
around taking health services to a site that would be 
convenient for these clients without disturbing their 
schedules or having them wait in long queues in the 
clinic. 

This intervention would thus also increase the 
clinic’s performance towards achieving the UNAIDS 
and the National Department of Health’s new 90-90-
90 strategy targets, and so contribute to an overall 
improvement in the facility’s and the district’s efforts 
to improve their client population’s health.

A local church was secured as the clinic’s community 
outreach site, providing space for domestic 
workers and job seekers to access HTC services 
more easily, and allocating a room for confidential 
consultations. Once launched in August 2015, the 
community outreach programme grew in popularity, 
with increasing attendance noted by the third week. 
An improvement in the related health indicators 
was seen in the second month of the initiative, and 
grew on a monthly basis thereafter. A comparison 
of the pre- and post-intervention monthly averages  

TAKING HEALTH SERVICES TO THOSE LESS  
PRIORITISED:
Preventative and promotive healthcare outreach for domestic workers and job 
seekers
Charlotte Zuma

Job seekers on site
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Delivery of outreach services through the community outreach 
site

(July/August against September to December) of the 
15‒49-year age group provided with HTC services 
rose by 44% from 225 to 404 clients, with a high of 
499 in November.

The outreach programme proved so successful that 
it was later expanded beyond the HTC services to 
include cervical screening and condom distribution. 
Condom distribution more than doubled from a 
monthly average of 5 360 to 11 160, while the 
averages for cervical cancer screening rose from six 
to 16 clients per month during the intervention’s first 
three months. Close linkages with the community 
resulted in all of these screened clients receiving 
their results. Twenty-eight women were transported 
to the hospital for further treatment, as were other 
clients needing procedures that could not be 
conducted at the outreach site. 

The facility staff took the initiative to make the project 
work: even when absenteeism led to a shortage of 
capacity, the clinic would still release staff for the 
outreach programme to ensure that there was no 
break in service delivery. The health workers were 
prepared to walk to the outreach site when transport 
was a problem, and the Health Systems Trust 
vehicle often delivered medication and resources 
and transported staff.

The close involvement with the stakeholders, 
including the clients and community caregivers, and 
the clinic staff’s commitment to the programme, led 
to strong local ownership, laying the foundations for 
a sustainable intervention. Recent figures show that 
visits to the outreach facility have risen to around 
650 per month. In addition to the planned services, 
other health issues have been identified, including 
hypertension, diabetes, new pregnancies and 
clients needing further management after cervical 
screening.

This initiative also illustrates how building an 
effective relationship of mutual understanding and 
establishing a trusting dynamic between the mentor 
and staff mentees is a critical component in health 
system strengthening interventions.

Both Betty and Mandla were relieved when they 
learnt about the community outreach programme 
as a new format for healthcare delivery that brought 
services to them. Enrolling in the programme 
confirmed their health status, and the treatment 
and care they received supported their improved 
wellbeing.

IMPLEMENTING PARTNERS:

• Sr S Bridglall and staff, Kloof Primary Health 
Care Clinic, eThekwini District, KwaZulu-Natal 
Department of Health

• SA SURE project’s eThekwini team members; 
Health Systems Trust

CONTACT CHARLOTTE ZUMA

SA SURE Nurse Mentor, eThekwini District, 
KwaZulu-Natal Province
email: charlotte.zuma@hst.org.za
cell: +27 (0)76 359 4868
website: www.hst.org.za

Note: A poster version depicting the original 
intervention was presented at the 2016 International 
AIDS Conference held in Durban from 17 to 22 July.
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A WEALTH OF NEW HEALTH STRATEGIES:
Meeting the integration challenge

Maria Sithole (and her co-mentors)

An old man sitting outside Empathe Clinic in Dundee 
was remarking to casual listeners that far fewer 
community members were waiting for services, both 
within and outside the facility. Was this not proof, he 
asked, that the nurses were chasing patients away? 
The health services were declining at the clinic, he 
claimed, and the community no longer wished to use 
the services.

Empathe Clinic in Dundee, uMzinyathi District, KwaZulu-Natal  
with the Operational Manager, Sr Myaka, at the entrance

It so happened that one of the passers-by that 
morning was the District Co-ordinator for Health 
Systems Trust’s SA SURE project in uMzinyathi 
District. She knew that the old man’s observation – 
that fewer people were waiting for services – was 
actually the successful outcome of years of hard 
work by the clinic staff, supported by her project’s 
team members, in changing the way the services 
are delivered. The improvements included halving 
the patients’ maximum waiting time from five to two-
and-a-half hours – and this through delivering more 
efficient rather than sub-standard services.

The District Co-ordinator explained to the man that 
fewer people were waiting at the clinic because 
the Clinic Manager and her staff are successfully 
implementing new strategies. He reflected on this 
and acknowledged that, rather than arriving long 
before the clinic opened to get a better place in the 
queue, being given an appointment at his previous 
visit actually suited him better. It allowed him time to 
take his cattle out to graze in the morning before he 
came to the clinic. 

Many community members appreciate the 
improvements they have experienced at Empathe 
Clinic and in March 2016, a client survey scored 
a 92% satisfaction level. The facility’s extended 
opening hours ‒ particularly its operation on 
Saturday mornings since 2012 ‒ enable community 
members to use the health services around their 
work schedules. In fact, this change resulted in 
an increase in client numbers by almost 2 000 per 
month.

Over the past five years or more, numerous health 
service strategies aimed at improving the quality 
of service delivery have been introduced in South 
Africa. The changes place considerable demands 
on the existing services, and especially on the facility 
staff – but the new strategies also bring advantages. 
Empathe Clinic exemplifies a facility that has 
successfully integrated the new strategies into its 
existing services, suggesting that Sister Myaka and 
her team are worthy recipients of their numerous 
awards and certificates.  

Sr TG Myaka (right), Operational Manager of Empathe Clinic 
with Sr CJ Smith, Deputy, at her side. 

Rather than having the people coming to the health 
facilities for services, some of the new strategies 
take the health services to the people. In 2009, the 
National Department of Health introduced Primary 
Health Care (PHC) re-engineering, featuring 
service-orientated initiatives such as the District 
Clinical Specialist Team, the Ward-based Outreach 
Team and the School Health Team. This strategy, 
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together with the more recent Central Chronic 
Medicines Dispensing and Distribution (CCMDD) 
programme, led to annual client numbers dropping 
from 16 000 to 11 000. The CCMDD is estimated to 
have contributed more than half of this improvement.
Through the CCMDD programme, almost 1 800 
clients now collect their chronic medication from one 
of seven convenient pick-up points in the community. 
The pre-packaged chronic medication is issued for 
a two-month period, and clients only return to the 
clinic every six months for a check-up, collection of 
blood samples and a new prescription. A domestic 
worker confirmed how pleased she was about the 
two-monthly issue of medication, as she had been 
finding it difficult to ask for a day off every month 
to attend the clinic. Chronic medication clients 
who do not yet qualify for inclusion in the CCMDD 
programme can collect their medication via a ‘fast-
queue’ at the clinic, and thus avoid waiting in the 
general patient queue.

The relocation of eligible patients to the CCMDD 
programme is happening at a very opportune time 
as the Minister of Health’s new ‘test and treat’ 
policy, whereby HIV-positive clients’ CD4 count will 
no longer determine their eligibility for treatment, 
starts on 1 September this year. The clinic is bracing 
itself for an influx of new patients being enrolled for 
treatment.

While some new strategies relieve the pressure on 
the healthcare facilities, others look at improving the 
quality of the services.

The National Health Insurance (NHI) strategy, 
carrying the vision of universal health care for 
all citizens, led to the setting of National Core 
Standards for healthcare quality. From this initiative 
grew the Ideal Clinic Realisation and Maintenance 
(ICRM) strategy with multiple demands for changes 
in the way that clinical services are managed, 
such as improved patient administration systems, 
including computerised, electronic medical records 
for managing patient information in the facility. 
For Empathe Clinic, an important outcome of this 
process has been the introduction of an appointment 
system to streamline the flow of patients and enable 
successful follow-up of treatment defaulters. 

Empathe Clinic’s baseline assessment at the start of 
the Ideal Clinic initiative scored only 57%. Eighteen 
months later, in March 2016, the clinic scored an 
encouraging 82% and work continues to reach the 
elusive 100%. A major advance has been contracting 
a sessional doctor at the clinic for three mornings a 
week. Each consulting room is now a fully ‘single-
stop’ service, ensuring that clients do not have to 
queue and re-queue for different health issues.

Close on the heels of the ICRM initiative was 

the UNAIDS 90-90-90 strategy’s bold targets to 
strengthen the diagnosis and treatment of HIV and 
TB. True to form ‒ and despite an initial reaction of 
“Oh no, not another new idea” ‒ Empathe Clinic has 
successfully integrated the new strategy into its daily 
operations. 

A tribute to the health system strengthening efforts at 
Empathe Clinic is reflected in a community member’s 
message to the clinic’s Operational Manager. She 
expressed relief that she no longer spends a whole 
day every month collecting her chronic medication 
at the clinic, and shared how empowered she 
felt through having been well informed about 
the CCMDD programme, and that she is now 
responsible for managing her medications herself. 
“I was so accustomed to being checked at the clinic 
each time that I did not believe that I could receive 
my medications from another source, and then just 
collect it and still be able to do my other chores in 
town.”

A professional nurse shared that, because routine 
patients do not have to be seen by a nurse each 
time, she feels she is able to provide a better service 
to her remaining clients. The clinic staff report 
that the community is displaying a growing sense 
of ownership of the services and a much more 
collaborative approach.

IMPLEMENTING PARTNERS:

• Management and staff, uMzinyathi District, 
KwaZulu-Natal Department of Health

• Sr TG Myaka and her team, Empathe Clinic, 
uMzinyathi District

• SA SURE project’s uMzinyathi District team. 
Health Systems Trust

CONTACT MARIA SITHOLE

SA SURE Nurse Mentor, uMzinyathi District, 
KwaZulu-Natal Province

email: maria.sithole@hst.org.za

cell: +27 (0)82 265 3159

website: www.hst.org.za
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