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  EXECUTIVE SUMMARY

A high-level national dialogue on universal health coverage (UHC) was held on 21-22 November 2019 in Johannesburg. 
Participants included stakeholders from academia, policy makers, implementers, civil society and the research community. 
The conference was convened to begin to harness knowledge, much of which is tacit and experiential, for design and 
implementation of UHC, including the national health insurance (NHI). The objectives of the meeting were fourfold:

•  Dialogue –  to enable dialogue between researchers, policy makers, managers and practitioners on health system 
strengthening (HSS) and UHC (including the NHI reform) in South Africa;

• �Profiling  –  to profile current health policy and systems research in the country, including international networks which 
can be leveraged for HSS and UHC in South Africa;

• Priorities –  to jointly consider and identify future research priorities for HSS and UHC; and
• �Mechanisms  –  to identify mechanisms for ongoing and future interactions; at national and subnational levels; between 

researchers and other stakeholders, which support systems learning.

Context

The decision to hold the dialogue followed recently published diagnostic reports documenting health system challenges1, 
outputs from the 5th Global Health Symposium on Health Systems Research (held in Liverpool, October 2018) as well as a 
number of health policy initiatives including the National Health Insurance (NHI) Bill, and new Human Resources for Health 
(HRH) Strategy. The purpose of the conference was to begin to harness knowledge for design and implementation of UHC, 
including the NHI. The health system is multifaceted and complex and requires a multi-disciplinary approach to design 
an appropriate and responsive health service. South Africa (SA) has a number of players with considerable experience in 
health economics and health systems research in addition to a large, but dispersed evidence base. Making this knowledge 
accessible to inform policy reforms, guide system improvements and optimize implementation requires co-production; it 
requires examples of good performance to be harnessed, connected and formalized so that they can be translated into real 
systems learning at scale. 

Conference themes

The plenary presentations, debates and parallel sessions were organized according to key themes covering health financing, 
human resources, health information systems, quality health care, social accountability, leadership, management and 
governance; and regulatory challenges. Underpinning the dialogue themes is the recognition that SA is the most unequal 
society in the world in terms of both income and wealth. The challenges the SA health system faces, and the inequity within 
the system, are a reflection of this social reality and require collective effort as we strive towards UHC. The conference 
programme was structured into eleven plenary and parallel sessions covering the following health system issues:

• Health financing – Critical considerations for public and private sector reform
• People at the frontline of UHC
• Reforming the District Health System: Information for decision-making
• Social accountability for UHC
• From the ‘what’ to the ‘how’: A learning health system for implementation
• Achieving high-quality UHC: Complexities and contestations
• Leadership and management for UHC
• Supply side regulatory challenges for UHC

Emerging themes from the dialogue2

Health Financing: NDOH officials and researchers emphasised that the NHI is but one element of a much larger initiative to 
improve the health system. Health is complex and health services are a complex adaptive system - more work needs to be 
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done to unravel the interplay between health system design and health financing reforms proposed in the NHI, the Health 
Compact and managing the budget cuts to provinces. While new legislation will be required, many of the financing reforms 
can be tested under the current legislative framework e.g. low-cost options. The NHI should not legislate reimbursement 
mechanisms at this stage to avoid being locked into a capitation mechanism in the face of a constantly changing environment. 
There should be clear priority setting along the path to reform.

The NHI health financing reform is based on the principles of universalism and social solidarity. The system is designed on 
the basis of need and not user ability to pay. The key features of the NHI are revenue raising – in order to reduce user fees, 
increase tax funding, reduce contributions to private medical schemes over time and reduce OOP expenses; revenue pooling 
- ensuring the funding pool is as large as possible to guarantee cross-subsidisation; and purchasing - the purchaser must have 
enough power to make autonomous and strategic purchasing decisions; accountability mechanisms must be in place. The 
bottom�up�approach�to�UHC is not just about more money; it is also about changing the rules of the game for spending health 
system resources. Strategies need to be devised to reach different sub-populations - the poor and vulnerable; the non-poor 
informal sector; and the formal sector. The poor and vulnerable are most-at-risk and require deliberate attention. 

Much thought needs to go into the basis of contracting between a financer and service providers e.g. price, quality, value and 
risk. The research community should pay attention to what has happened in private markets in terms of lessons learned, what 
has worked and what has not worked. The power of the single purchaser is clear. However, a future system must be designed 
to get not only the power aspect right, but also to get the motivation and accountability aspects right as well. To make the 
purchaser more efficient requires oversight, for the benefits and costing to be moved out of the Fund, and for the notion of 
quality to be shifted from the supply side to the perspective of the patient and community. There is a need for strengthening 
scheme governance and getting funders to report on value-based�metrics to allow citizens and consumers to make evidence-
based decisions on the quality and efficiency of the care being offered. Currently the regulatory environment does not 
support an integrated system between the private and public health sectors. The HPCSA regulatory inconsistencies present 
a major hindrance and much research can be done in this area. There is no space for negotiation and honest conversation 
between suppliers and purchasers and issues of trust between funders and providers are major as evidenced by the lack of 
trust between national and provincial departments and health workers on the ground e.g. issues around safety, frozen posts 
etc. There is an enormous amount of trust building to do.

The NDOH has developed the SA Health Benefits Online Platform - an electronic system to enable providers to search any 
condition (disease) or service against defined parameters. It will provide a summary of the care pathway for every condition 
or service as well as provide a summary of the resource requirements for each visit. Currently every input required for the 
service, with the exception of HR minutes (time required to render the activity), is taken from existing policy - preventive and 
rehabilitation services still need to be added in. A service availability assessment, planning and management application is 
also available. 

For the NHI Bill to be successful the service benefits package must be affordable. In its current version the Bill is silent 
regarding spending within the confines of the allocated budget. The mismatch between supply and demand should be 
addressed by identifying areas for ‘load-shedding’ i.e. explicit disinvestment from cost-ineffective care and implementation 
of an affordable benefits package. 

People: This is a core function to get right under any financing scenarios. Salaries constitute 70% of the total spend on 
health (R130 billion) yet there is very little research and evidence gathering capacity in this very expensive area of the health 
system – we need to increase investment in HRH research. The skills mix required to deliver healthcare must be determined 
in the context of the social determinants of health, the community base, the daily lived realities of users and patients and the 
best ways in which our health system can be restructured to respond to these. A combination of financial and non-financial 
incentives is required to address the mal-distribution (urban and private sector bias) of health care workers in the country - 
rural retention requires selecting rural students and rural institutions.

We have to create the environment that enhances and advances HRH research - restrictive environments that block innovation 
in HRH must be changed to enable exploration of new models of care. The Minister must promulgate regulations that 
open up the space to create new HRH systems as part of NHI, getting the buy-in of professional councils at the same time. 
Performance management is another way of contracting – why not try new performance management models to see what 
works? Transformation is required in the education and training of health professionals to address the shortfall in the health 
workforce and a national HR information system is needed to generate reliable staffing data and to monitor the distribution 
of health workers in terms of equity.
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District level information for decision making: Developing simple health information systems and a culture of using data at 
the local level will make a significant contribution to improving efficiency and quality. Strategies to improve data use must 
take account of technical, behavioural and organisational factors. Organisational HIS design should be inclusive, promote 
ownership and include the voice of our health workforce. Often technology is promoted as the solution and not the people – 
‘the black box is not the answer’. The unique identifier is critical in transitioning from aggregated to individuated data and will 
be key to measuring progress towards UHC. Researchers should put research findings into policy briefs as a way of supporting 
policy makers to translate research into action e.g. How to integrate patient-centred data like Clinicom into DHIS.

Social Accountability: Social accountability and public participation must be strengthened. Spaces for public participation 
should be created at all levels, not just the periphery. To ensure accountability in terms of the NHI Bill we need to capacitate civil 
society to participate meaningfully in the public health system. Another way to foster accountability is through transparency, 
which not only decreases risk, but also contributes to building public trust. Structures for public participation must be well 
equipped, well-resourced and enabled, across all levels of the health system from the facility level to the national level and 
the level of the NHI fund.

There are examples of innovative strategies for community participation in strengthening health services and governance 
and citizen involvement in monitoring service delivery e.g. citizen journalism. Community voices must also be included in 
determining the benefits package – how can community voices be sensibly inserted into determining the benefits package? 
Health committees can perform a community role (reorienting the health system to be more accountable to the community), a 
health service role (surface community needs and be part of governance) and also play a role in building supportive networks 
and creating dialogue.

A learning health system: Building a culture of learning requires a long-term commitment. Enablers of a learning environment 
include leadership, information sharing, collaboration and relationship building between different actors. Employing managers 
who have the necessary capability, qualities and qualifications to perform the job they are employed to do promotes a positive 
work culture while involvement with communities is a powerful way for service providers to learn - learning organisations must 
reflect from both an inside-out as well as an outside-in perspective. Success stories such as the turnaround of the NHLS 
provide important lessons in piloting systems and structures that have become recognized best practice. 

While enabling new learning is critical, removing disablers and unlearning entrenched ways of thinking about things that 
require radical change are also important for a learning health system. Learning opportunities must include the space to work 
through challenges and make mistakes. Regarding the Bill, we require high level principles and strategic intent but we need 
to be as least prescriptive as possible in order to provide time and space to develop models on the ground, test them out and 
see what works and what doesn’t work rather than rush to push through legislation that crowds out the possibility of learning.

Achieving high quality: UHC needs to go hand in hand with high quality delivery. Despite many gains and strong commitment 
to health system quality in the form of enabling policies and legislation, major challenges persist in terms of translation of 
these into practice. This is demonstrated by examples such as the high rate of preventable maternal and neonatal deaths; 
that only 1% of facilities met national (OHSC) compliance standards and also the high expenditure on medico-legal claims. 
The SA Lancet Commission identified areas of concern in terms leadership, management and governance (LMG); information 
for quality; and integrated quality improvement systems.

We need to create enablers and remove disablers in order for frontline health workers to improve quality. Frontline workers 
can be change agents – they are able to diagnose reasons for poor quality and offer solutions, but they need to know what 
and how to escalate issues and in turn they need responsive managers. Health workers need to use data rather than just 
collect it. System-wide issues with feedback of routine information to frontline workers are one of the biggest obstacles to 
data use for action; completing this feedback loop could provide motivation for improving quality of care. There are many 
good examples of bottom up quality improvement initiatives but the challenges are fragmentation and scalability (Quality x 
coverage = impact); need to translate findings from these projects into practice.  There is a need to create an environment 
conducive to learning and innovation as opposed to a focus on rules and compliance with top-down measures (compliance 
does not equal quality).  
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Leadership and management: Leadership development is as important as pooling funds to achieve UHC. Leadership and 
management are interconnected but different. Leadership can happen at all levels, but often managers need to be authorized 
to enact that leadership. Some managers don’t think of themselves as leaders, however, leadership qualities can be nurtured 
by creating space for thinking, learning and reflection to allow them to grow into leaders. 

Leadership must be harnessed and developed at all the various levels of the health system - strategic and operational 
leadership qualities are required in different proportions to perform different functions within the system. Learning can 
come from exposure to experienced managers and some people have innate leadership qualities, but require space to 
explore. Collective initiatives are useful for collaborative learning. It requires a whole systems approach that encompasses the 
individual, team and the system – in what way does the system enable the people to learn, grow and build resilience, what 
opportunities are there for mastery? The responsibility of a manager/leader is helping people to grow. Leadership training 
is part of strengthening the system to enable leaders to function. There are good examples of new leadership development 
approaches to support emergent leaders. 

Separation of powers, roles and responsibilities of the political and administrative leadership has become a serious barrier 
in some provinces. There is the need to have better boundaries between political and civil service heads, but also for civil 
service leaders to recognize the particular pressures political leaders face and engage them in ways that acknowledge and 
help address those pressures.

Supply side regulatory challenges for UHC: Avoid pitfalls in the private sector, such as high caesarian section rates, being 
pulled through to public sector contracts. Given the culture of interventionist and curative approaches to care in the private 
sector, who is monitoring whether the private sector is following accepted guidelines? There is an urgent need for regulations 
and capacity to ensure team based (obstetrician and midwife) service delivery (HPCSA regulations hinder work in teams) 
and evidence-based practice following guidelines. Systems are required for monitoring and reporting technical quality and 
efficiency of providers in both the public and the private space.  Strategies should be introduced to improve technical quality 
(provider clinical skills, clinical decision support systems, evidence-based practice, clinical governance and audit systems for 
managers, payer and peer review) and efficiency (align financial incentives/reimbursement, value based contracting in both 
sectors) and to link all the above to accreditation.

Public health reform is about power and politics and therefore public policy development processes cannot be secret; they 
must be in the public domain and open to public participation. Policy implementation must be addressed from the initial 
stages of the development of new policies, otherwise the result is fragmented and incoherent policies lacking in meaningful 
implementation. Capabilities cannot be built in the future; these must be developed as part of the policy development 
process. If things are to be done in partnership then the obligation is to act now and this should start with language – the 
language of the debate and dialogue must change with immediate effect (# UHC the dialogue of choice). The need for 
a dedicated health care regulatory authority must be accepted – the professional councils are not able to perform their 
regulatory duties, they are fragmented and function poorly. The public sector must be strengthened in order to be viewed as 
the preferred provider, with space for experimentation and to pilot contracting from the private sector. This should be done 
in ways that are shaped for learning rather than locking us into any particular mechanisms. Intervene to stabilise the private 
sector by reviewing the prescribed minimum benefits (PMB) package and establishing a National Pricing Commission.

It is extremely important that 6 years of work on the HMI is not lost. The health system research community (DOH and 
research institutions) needs to engage with the private sector dataset.

Taking the conversation forward

Participants shared their ideas on taking the dialogue forward suggesting multiple spaces and forums for engagement and 
coproduction at national and decentralized levels and also suggested the inclusion of key stakeholders outside of the health 
sector e.g. Departments of Education and Social Development.
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  BACKGROUND AND CONTEXT3 

On the 21st and 22nd November 2019 approximately 140 high level stakeholders, representing academia, policy makers, 
implementers, civil society and researchers, participated in a national dialogue on universal health coverage (UHC) held at 
the Southern Sun Hotel, OR Tambo Airport, Johannesburg.

The decision to hold the dialogue came in the wake of recently published diagnostic reports documenting health system 
challenges4, outputs from the 5th Global Health Symposium on Health Systems Research: Advancing health systems for all 
in the SDG era’ (held in Liverpool, UK, October 2018) as well as a number of health policy initiatives including the National 
Health Insurance (NHI) Bill, and new Human Resources for Health (HRH) Strategy. 

The conference did not intend to replicate these diagnostics nor serve as a policy think tank. Its purpose was to begin 
to harness knowledge for design and implementation of UHC, including the NHI. The health system is multifaceted and 
complex. Therefore it requires a multi-disciplinary approach, covering very wide and very deep perspectives, to design an 
appropriate and responsive health service. South Africa (SA) has a number of players with considerable experience in health 
economics and health systems research in addition to a large, but dispersed evidence base. While some is formal, much of 
this knowledge is tacit and experiential – how do we access and formalize this knowledge to inform policy reforms, guide 
system improvements and optimize implementation? It requires co-production for examples of good performance to be 
harnessed, connected and formalized so that they can be translated into real systems learning at scale. 

Objectives

The conference was convened with the following four objectives:

•  Dialogue - to enable dialogue between researchers, policy makers, managers and practitioners on health system 
strengthening (HSS) and UHC (including the NHI reform) in South Africa;
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• �Profiling – to profile current health policy and systems research in the country, including international networks which 
can be leveraged for HSS and UHC in South Africa;

• Priorities – to jointly consider and identify future research priorities for HSS and UHC; and
• �Mechanisms – to identify mechanisms for ongoing and future interactions; at national and subnational levels; between 

researchers and other stakeholders which support systems learning.

The dialogue was conceptualized by the South African Medical Research Council (SAMRC), higher educational institutions 
engaged in health policy and systems development research, and the National Department of Health (NDOH) and organized 
by the SAMRC. Health systems research represents a gap in the SAMRC scope of work and this meeting is a step towards 
addressing the breach – building a portfolio of open and independent work that contributes towards shaping policy dialogue, 
including NHI, but goes beyond to support health systems strengthening (HSS) in broader (and more complex) terms. The 
two-day meeting served as an important initial platform for dialogue and co-production to build the body of evidence that 
can inform decision makers/support decision-making.

Due to time constraints the Scientific and Steering Committee (SSC) did not issue a call for abstracts. Instead the programme 
was organized according to key themes representing consensus around the diverse set of ideas, interests, approaches and 
orientations of SSC members, outputs from a short consultation held in February 2019 and the acknowledged dimensions of 
a health system.  Results of the Public Health Association of South Africa (PHASA) research prioritization process survey were 
also taken into account.

Conference themes

The conference programme was structured into eleven plenary and parallel sessions covering the following themes:

DAY 1

Session 1 (Plenary):  Setting the scene – Providing the context and the opening address
Session 2 (Plenary):  Health financing – Critical considerations for public and private sector reform
Session 3 (Plenary):  People at the frontline of UHC
Session 4 (Parallel):  Reforming the District Health System: Information for decision-making
Session 5 (Parallel):  Social accountability for UHC
Session 6 (Plenary):  From the ‘what’ to the ‘how’: A learning health system for implementation

DAY 2

Session 7 (Plenary):  Achieving high-quality UHC: Complexities and contestations
Session 8 (Parallel):  Leadership and management for UHC
Session 9 (Parallel):  Supply side regulatory challenges for UHC
Session 10 (Plenary):  Reflections on the two days and way forward
Session 11 (Plenary):  Closing and remarks by the Minister of Health

Underpinning the work of the SSC and the dialogue themes is the recognition that SA is the most unequal society in the 
world in terms of both income and wealth. The challenges the SA health system faces and the inequity within the system 
(public-private sector divide) are a reflection of this social reality and require collective effort as we strive towards UHC. The 
added value the UHC National Dialogue brings to the table is that participants do not have a vested interest in any particular 
outcome regarding NHI implementation, but rather in robust HSS research to inform decisions going forward. 

This document presents a high-level summary of the discussions emanating from the conference plenary presentations, 
debates and parallel sessions. Copies of the presentations can be accessed on the SAMRC website http://uhcs.samrc.ac.za 
and audiovisual recordings of some sessions are available on the Bhekisisa website https://bhekisisa.org/article/2019-11-22-
watch-live-day-2-universal-health-coverage-national-dialogue/. 
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  SESSION 1:  THE NHI BILL: CHALLENGES, ISSUES 
AND DEBATES

Dr Anban Pillay, Acting Director General (DG) at the NDOH delivered the conference keynote address. He discussed the 
systemic and contextual challenges facing the SA health system that require us to be pragmatic, innovative and imaginative 
in our commitment to UHC5. The G20 Ministers Meeting in 2019 focused on UHC implementation in developing countries, 
getting Ministers of Health and Treasury to work together in a symbolic marriage of the two sectors. Besides close collaboration 
with Treasury, NDOH would benefit from a good working relationship with research and academic institutions. The research 
community can play an invaluable role by bringing the weight of its critical insights to bear and making proposals on how 
things could be done better. 

It is important to appreciate that the NHI model will need to start in a particular way and evolve. In the short term the focus 
should be on the start rather than the endpoint - make inputs that deal with the clauses in the Bill as they are currently 
structured and suggest changes or amendments (rather than just complaining and criticizing). There is a need for the sector 
to develop a clear research agenda with defined outcomes to enable us to move from where we start to where we want to go.

5�� SA�signed�the�commitment�to�UHC�as�outlined�in�SDG�3.8�at�the�UN�Meeting�in�2019
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Key NHI implementation challenges  

SA’s NHI implementation challenges fall into three main categories. Firstly, the high quadruple burden�of�disease (BOD); 
and secondly, the country faces several health�system�issues that include structural problems, resource constraints and poor 
quality of service delivery.6  The quality of public sector health services must be addressed to gain public confidence. This 
makes it vitally important to share examples of and lessons from current good practice. Thirdly, contextual�challenges caused 
by the economic slowdown have resulted in austerity measures and budget cuts that have impacted funding for statutory 
posts e.g. interns and community service posts. The consequences of these cuts need to be demonstrated to Treasury as 
financial constraints leading to implicit rationing at the service delivery level. The Presidential Health Compact has been 
established to deal with many of the issues that bedevil the health system and lessons can also be drawn from BRICS and 
other African countries.

NHI concerns and related key questions requiring research

Each of the following points raised in the keynote address requires research to inform the debates.

1. �Single�payer-single�purchaser� fund:� If this clause were amended to a multi-payer system would NHI become more 
affordable? Literature shows that both single and multi-payer systems have problems. Conversations should be about 
solutions and addressing the inherent problems of NHI systems – what are the problems with single payer systems and 
does the Bill in its current form address these?

2.  Referral�systems: the Bill proposes that access to higher levels of care is only possible via referral i.e. everybody accesses 
the system via PHC. What are the risks and challenges we might face with a referral system structured in this way and 
what is the role of the multi-disciplinary team in addressing these? Is there really an appreciation of how the different 
parts of the system work together? Do these teams have the capacity to work together? Do they understand how to 
work together? How do patients access care within this model without bearing the brunt of tensions between health 
professionals? 

3.  Central�hospitals – There is tension within the provinces regarding central hospitals becoming semiautonomous. How 
will this affect healthcare and how do we integrate semiautonomous central hospitals into provincial health departments?

4.  Benefits package – How to define medical necessity and cost effectiveness? What criteria will the benefits committee 
apply and would these criteria be appropriate for SA? Require rational explanations/justifications for exclusions. How 
do we bring on board patients and civil society to assist with determining the benefits package?

5.  Free�at� the�point�of� care – If service is free at point of care, but linked to a capitated PHC service model, will no 
co-payment result in patients inundating waiting rooms? Structuring co-payments is problematic; the Ghanaian co-
payment system, for example, has resulted in a two-queue system – one for those that have money for co-payment 
and the other those that don’t. Will the public understand the copayments that they are supposed to pay at point of 
care and how these will be billed to users? If they don’t understand does this provide a gap for exploitation and over-
servicing?

6.  Governance�and�the�centralization�of�the�Minister’s�powers – Does the Minister have too much power? What level of 
power is required for a political head to have responsibility and to enable them to be held accountable? In light of 
problems with political accountability in SA careful thought is required to find the correct balance.

7.  Presentation�of�benefits – NHI requires a very different structure from insurance models, as it should be designed as 
an access model at the level of patient presentation at point of care. A lot of work needs to be done in this area on the 
principle of evidence-based medicine and how this can be incorporated in the system.

8.  Costs�and�pricing – There is debate as to what is the true cost of service delivery. We do not know the absolute cost of 
efficient health services in either private or public sector. 

9.  Role�of�medical�schemes – medical schemes have a complementary role according to the Bill as it stands i.e. they will 
provide benefits not covered by NHI. What does this mean? If you have a package with a treatment protocol that will 
exclude patients from certain levels of care – is this complementary cover? If patients bypass the referral system by 
choice – is this complementary? If there are long waiting times and patients can bypass these – is this complementary? 
The key question here is; “Does allowing this undermine the social solidarity principles?” 

6��� �These�range�from�historical�problems�of�access�in�a�service�system�devised�along�old�racial�lines;�human�resources�for�health�(HRH)�challenges�in�terms�of�

production�and�distribution;�inadequate�infrastructure�to�deliver�NHI.
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  SESSION 2:  HEALTH FINANCING – CRITICAL 
CONSIDERATIONS FOR PUBLIC AND 
PRIVATE SECTOR REFORM

This session took the form of plenary presentations on topics covering national 
health financing reform, private health sector regulation, and the NHI package 
of care. These were followed by a debate on “What�are�the�most�critical�design�
and�implementation�considerations�for�NHI�as�a�financing�reform?” Contributors 
to the session, which was moderated by Fareed Abdullah (SAMRC), included 
John Ataguba (HEU, UCT), who presented an overview of health financing; 
Shivani Ranchod (PERCEPT), who provided an understanding of private sector 
regulation; and Susan Cleary (UCT), who shared an understanding of the 
package of care7. The debate panelists were: Nicholas Crisp (NDOH)8, Anban 
Pillay (NDOH), Marumo Maake (National Treasury), Thulani Matsebula (World 
Bank)9 and Jeanne-Marie Tucker (Clinton Health Access Initiative)10.

Key themes emanating from the session inputs

NHI Bill and implementation – Nicholas Crisp
NHI is a health�financing�system�only; it is not the service delivery entity. It 

will, however, force a radical change in the way health services are delivered. 
Health care is a human right to which everyone should have equitable access based on need not income. [Slide 5 of Nicholas’ 
presentation]

A�single�NHI�fund will be set up as a schedule 3A entity and will contract directly with service providers to purchase services 
(benefits). Money will be appropriated by parliament; the Fund will not set up alternative taxation or revenue generation 
methods. It will replace a large portion of the provincial equitable share funds. Functions of the Fund include: health care 
benefits and provider payment design; health product procurement; digital information; risk and fraud management; as well 
as user and service provider management.

Portability�– Everyone must register on the system; once registered patients should be able to access services across the 
country. An effective registration system is fundamental to understanding whether we are achieving equity in the system. A 
new registration system is required (will not be utilizing Department of Home Affairs system).

Referral�pathways – must be designed to manage transfer of patients from one facility to another, regardless of whether said 
facilities are public or private, in a predetermined manner.

Accreditation�of�providers�– Providers will need proof of certification from the Office of Health Standards Compliance (OHSC) 
to apply for accreditation from the Fund to provide a particular package of services. 

Overview of health financing reform in SA – John Ataguba
The NHI�health�financing�reform is based on the principles of universalism and social solidarity. The system is designed on the 
basis of need and not user ability to pay. Health financing under NHI is attempting to move away from the current situation - 
where the public sector is severely under resourced, patient out of pocket (OOP) payments in the private sector are growing 
and private health insurance covers only a small proportion of the population - towards a scenario in which the large pooled 
fund is accessible to everyone and OOP payments are reduced. Health financing can potentially be used as a tool to reduce 
inequality.

7�� http://uhcs.samrc.ac.za/Presentations/Cleary%20.pdf;

8�� http://uhcs.samrc.ac.za/Presentations/Crisp.pdf�

9�� http://uhcs.samrc.ac.za/Presentations/Thulani.pdf

10�� http://uhcs.samrc.ac.za/Presentations/Tucker.pdf
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The key�features�of�the�NHI�are:�(1)�Revenue�Raising�– in order to reduce user fees, increase tax funding, reduce contributions 
to private medical schemes over time and reduce OOP expenses; (2)�Revenue�Pooling - Ensuring the funding pool is as large 
as possible to guarantee cross-subsidisation,11 medical schemes to provide top up cover. (3)�Purchasing - the purchaser must 
have enough power to make autonomous and strategic purchasing decisions; accountability mechanisms must be in place.

Private sector regulation: Impact on value, innovation and an integrated system – Shivani Ranchod
What�is�the�impact�of�(private�sector)�regulation on value, innovation and an integrated system? Is the market dysfunctional 
because it is private or because it is poorly regulated? Would a private sector with good regulation produce better health 
outcomes? In the absence of a well-regulated private sector it is difficult to know. Much thought needs to go into the basis of 
contracting between a financer and service providers e.g. price, quality, value and risk. The research community should pay 
attention to what has happened in private markets in terms of lessons learned, what has worked and what has not worked. 

Regulation�and�the�basis�for�contracting – The power of the single purchaser is clear. However, it is important to consider what�
motivates�the�single�purchaser to make decisions in the interest of the patient on a continuous basis. A future system must 
be designed to get not only the power aspect right, but also to get the motivation and accountability aspects right as well. 
To make the purchaser more efficient requires: (1) Oversight; (2) For the benefits and costing to be moved out of the Fund; 
and (3) For the notion of quality to be shifted from the supply side to the perspective of the patient and community. Currently 
funders are insufficiently motivated, what can we do to make sure that the NHI Fund is motivated to do strategic purchasing 
in the interest of the patient? Having a powerful single entity is not enough to ensure that we have strategic purchasing, there 
needs to be motivation.

Regulation,� social� solidarity� and� strategic� purchasing – SA stopped implementing the envisaged regulatory pathway for 
medical schemes in 2007. Schemes then switched from efficiency to risk selection (attracting younger and healthier) as 
a means to compete, setting the industry up for inefficient strategic purchasing ability. There is a need for strengthening 
scheme governance and getting funders to report on value-based�metrics to allow citizens and consumers to make evidence-
based decisions on the quality and efficiency of the care being offered.

Regulation�and�innovation – There is little innovation in the private sector despite a wide range of possibilities and incentives 
for change. Taking multidisciplinary palliative care teams and the regulatory impediments imposed by the Health Professions 
Councils of South Africa (HPCSA) as one such an example, how can they be legally regulated to work together and how can 
they be remunerated as a team? In the medical schemes environment, no new schemes have been registered since 2006 
resulting in a closed environment that is anticompetitive with no real innovation. The Council for Medical Schemes (CMS) has 
outdated notions of managed care, no low-cost benefit options (LCBOs) are yet available and there is effectively a closed 
environment for primary health insurers.

Regulation�and�an�integrated�system�– Currently the regulatory environment does not support an integrated system between 
private and public. The HPCSA regulatory inconsistencies present a major hindrance and much research can be done in this 
area.

Constraints�on�supply�side�innovation – coding systems haven’t been updated since 2006 and there is no space for negotiation 
and honest conversation between suppliers and purchasers.

Issues�of�trust - between funders and providers are major as evidenced by the lack of trust between national and provincial 
departments and health workers on the ground e.g. issues around safety, frozen posts etc. There is an enormous amount of 
trust building to do.

Economics and the health benefits package – Susan Cleary
Affordability must be taken seriously – for the Bill to be successful we must ensure that the service benefits package is 
affordable. In its current version the Bill is silent regarding spending within the confines of the allocated budget. The mismatch 
between supply and demand should be addressed by identifying areas for ‘load-shedding’ i.e. explicit disinvestment from 
cost-ineffective care and implementation of an affordable benefits package, implementing task shifting and to stop setting 
our health workers up for failure by expecting them to do more with less. If health workers were given a more manageable 
workload it would improve the working conditions as well as improve quality of care resulting in population health gains and 
improved equity. 

11�� Without�cross�subsidisation�there�is�no�longer�solidarity�nor�sustainability
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The service benefits package – Jeanne-Marie Tucker
The�Service�Benefits�Framework�(SBF)�- is a normative framework bringing together all existing policy and clinical guidelines 
to define the current health care services provided in the public sector, with a focus on PHC services. The SBF is structured 
according to the condition (disease), defined service (n=330) and the care pathway (n=812). Every visit can be costed 
according to human resources, medicines, diagnostics, equipment and consumables utilised. A total of 812 care pathways 
are being costed according to the PHC standard treatment guidelines (STGs). 
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SA�Health�Benefits�Online�Platform – this electronic system enables providers to search any condition or service against 
defined parameters. It will provide a summary of the care pathway for every condition (disease) or service as well as provide 
a summary of the resource requirements for each visit. Currently every input required for the service, with the exception of 
HR minutes (time required to render the activity), is taken from existing policy - preventive and rehabilitation services still 
need to be added in. A service availability assessment, planning and management application is also available. The work to 
date has been about structure, taking existing content and structuring it in a way that allows a range of audiences to answer 
questions about what is currently being provided; it will contribute to new work on coding for equipment, pharmaceuticals 
etc. A number of consultations have been held and collaborations set up on how to link across public and private sectors.

Applications�of� the�SA�Health�Benefits�system include: (1) Support good governance in benefit design; (2) Public-private 
sector alignment including contracting; (3) Support supply side system strengthening; (4) Assess provider service availability; 
and (5) Cost/develop a needs based budget for NHI implementation 

Critical consideration for public and private sector reform – Thulani Matsebula
The bottom�up�approach�to�UHC is not just about more money; it is also about changing the rules of the game for spending 
health system resources. Strategies need to be devised to reach different sub-populations - the poor and vulnerable; the 
non-poor informal sector; and the formal sector.  

Segmentation� and� targeted�benefit strategies to each sub-population ensures that no one is left behind. The poor and 
vulnerable are most-at-risk and require deliberate attention. Voluntary health insurance is not a viable path to UHC, but 
is a useful transition measure. NHI Phase 1 activities12 will likely impact the poor and vulnerable. However, SA’s human 
capital index (HCI)13 of 41% is of grave concern – ‘a child born in SA today would be 41% productive as an adult than if s/he 
completed her education and had full health.’14 The role of the health sector is crucial in improving the HCI. 

 

12��� �These�include�ward�based�PHC�outreach�teams�(WBPHCOTs),�the�integrated�school�health�programme�(ISHP),�district�clinical�specialist�teams�(DCSTs)�and�

GP�contracting

13�� �The�HCI�converts�expected�child�survival,�quality�adjusted�years�of�schooling,�adult�survival,�and�stunting�rates�into�estimates�of�future�worker�productivity.�

https://www.bmj.com/content/367/bmj.l5706

14�� https://www.worldbank.org/en/news/feature/2019/06/24/why-everyone-in-south-africa-should-care-about-the-countrys-human-capital
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Questions and comments from the floor

How�do�we�approach�the�affordability�question�and�how�much�will�NHI�cost?
The benefits package must be defined, prioritized and costed. Treasury has been working with DOH and the NHI costing/
financing�paper�will�be�published�soon. Institutional arrangements also need to be clarified - the role of national, provinces 
and semi-autonomous central hospitals. A key question to balance discussion on what it would cost to implement NHI is 
to consider�the�cost�of�not�implementing�these�reforms. The aim must be to spend every rand efficiently and appropriately 
according to the needs of the patient.

How�will�the�medico-legal�fraternity�be�controlled�once�the�defined�benefits�package�is�implemented?
The processes for defining these guidelines and standards are very critical given the context of medico-legal claims in SA. 
The benefits package is described in terms of disease management and not based on the number of visits – civil society and 
patient groups must be involved so that there is a clear understanding of how the package was arrived at.

How�do�we�measure�outcomes�in�the�private�sector�and�are�there�any�examples?
SA has no examples of value-based research and no concrete examples of value-based contracting to work with; a missed 
opportunity to learn as a country. Besides measuring quality in terms of accreditation and compliance inspection, as is 
established practice, value-based contracting considers outcomes as well. How do we measure outcomes in the public and 
private sectors? The HMI could not find any publicly available data on health outcomes in the private sector – what can we 
do about that?

Will�segmenting�benefits�not�entrench�the�current�situation?
Segmentation is not about the benefits but rather about paying deliberate attention to the poor and vulnerable that are at 
most risk.

How�do�we�make�the�purchaser�more�efficient?
Oversight – take the benefits and costing outside of the fund and move the quality from the supply side to the perspective 
of the patient and community.
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Areas requiring research

The following were pointed out during the presentations and discussions as important research areas to move the country 
towards effective UHC.

Research�to�inform�NHI�fund�functions
•  NHI Fund – effective systems to manage the estimated ZAR 5 billion that will transact a week to purchase health 

services. 
•  Health care benefits and provider payment design – this function might be carried by the NHI Fund or outside of the 

Fund e.g. by the Department of Health (DOH).
• Health product procurement using purchasing power to obtain the lowest possible product price.
•  Digital information – must be secure to protect against hacking. Programing will utilize artificial intelligence (AI) to assist 

with recognizing possible fraud and corruption.
• Risk and fraud management
• User and service provider management, including patient registration and provider accreditation.

Research�on�value-based�contracting15 - engage with value-based contracting from the start and explore the following areas 
as part of the research agenda:
•  Revise the NHI Bill so that it does not name the reimbursement mechanism to avoid being locked into a capitation 

mechanism in the face of a constantly changing environment 
• Create the conditions for experimentation with value-based approaches in the private sector
• Look to environments with successful value-based solutions e.g. India
•  Acknowledge the impediments and put in place data systems, coding, measurement and costing, start training and 

capacitation, and build trust with providers.

Research�required�for�a�defined�set�of�benefits
•  Public-private sector alignment including contracting – useful for making comparisons, providing clarity about which 

services need to be seen at a primary level and which services should be referred; shift services to the appropriate level 
to be more explicit. This is important for contracting, as reimbursement may be done at a certain level.

•  Supply side system strengthening - provide clarity on public sector alignment of health information systems; broader 
implications of addressing issues of coding systems, and data requirements for reporting.

• Assess provider service availability
•  Cost/develop needs-based budget for NHI implementation - presenting a cost optimisation challenge, calculating the 

level of need in the country, the cost implications of this and starting to address the gaps in supply.

15��� �Leapfrog�to�Value�is�an�early-stage�health�initiative�incubated�by�GDI�that�is�building�a�coalition�around�value-based�care.�Value-based�care�aligns�patients,�

payers,�and�providers�around�a�common�goal:�achieving�the�best�health�outcomes�at�the�best�cost.�https://globaldevincubator.org/leapfrog-to-value-

initiative-launches-with-flagship-report/
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  SESSION 3:  HUMAN RESOURCES: PEOPLE AT THE 
FRONTLINE OF UHC

This plenary session focused on supportive systems for frontline health workers, lessons in contracting and retention of 
providers as well as transformative thinking in terms of health professions education for UHC in SA. Tessa Marcus (UP) 
presented on the community oriented primary care (COPC) model being implemented in Tshwane,16 Linda Mureithi (HST) 
on lessons from general practitioner (GP) contracting models in NHI pilot sites17, Prudence Ditlopo (Wits) presented results 
of a longitudinal study on retention of frontline nurses18 and Lionel Green-Thompson (ASSAF) shared current views on 
reconceptualising the education of health professionals.19 

Themes emanating from the session

Health� is� complex� and�healthcare� is� a� complex� adaptive� system – The skills mix required to deliver healthcare must be 
determined in the context of the social determinants of health, the community base, the daily lived realities of users and 
patients and the best ways in which our health system can be restructured to respond to these. Healthcare is a complex 
adaptive system comprised of relationships and interactions, non-linear connectedness, multiple stakeholders with many 
interests but with agency to make decisions. It is about cooperation and competition that emerges from interdependence, it 
is about trust, and feedback loops. An effective system must respond to the complexities of health e.g. sanitation, housing, 
water, hunger, violence, education etc. and not just diseases. When the focus is on health much can be done about the BOD 
- 75% of the BOD is preventable. Improving�the�health�literacy of the population is a key part of improving primary care, 
getting people to know, understand, prevent and manage their own conditions. Health literacy happens in the home and 
community and providers should work together with people not just provide health care to people.

Changing the game to provision of health�services�to�and�from�the�home – currently we structure the system with health 
facilities and specialists at the centre, while in reality the issues are playing out in the community i.e. outside of the system. 
We need to change the game and manage diseases in communities. Instead of seeing the health facility as the endpoint we 
need to think about health services to and from the home.

Technology�enabled�PHC�delivery - Service Learning Research, an ICT enabled COPC platform, is a local and specific planning 
toolkit. The toolkit has been used to model services in different local contexts to plan and intervene using best available 
information, allowing services and human resources to be recalibrated. Health teams provide community-based services to 
a defined number of households. 

 16�� http://uhcs.samrc.ac.za/Presentations/Marcus%20.pdf
17�� http://uhcs.samrc.ac.za/Presentations/Mureithi.pdf

18�� http://uhcs.samrc.ac.za/Presentations/Ditlopo.pdf

19�� http://uhcs.samrc.ac.za/Presentations/Thompson.pdf
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Coordinated�referral�pathways – cooperative practice across service and levels of care is an essential component of patient 
centred coordinated care pathways. There must be multidisciplinary decision-making and service delivery (involving clinicians, 
allied professionals, community health workers (CHWs), students, patients and families) and ICT to support information, 
service continuity, learning and performance management. 

General�practitioner�(GP)�contracting�models – The following three GP contracting models were implemented in NHI pilot 
sites: (1) Centralized�purchaser�model where the NDOH contracts the GP and the GP is paid by a contracted payroll company; 
(2) Contracted�purchaser�model in which a consortium of a large NPO, recruitment organization, and district based support 
partners; and (3) Decentralised�purchaser�model where the contract was held with the district health office (DHO) and GPs were 
placed on the district payrolls. All three contracting models were essentially iterations of the centralised-purchaser model. 
The contracted purchaser model was most rigid and the decentralized purchaser model was most relational. Emergence of 
the other models was strongly influenced by purchaser capacity to manage contracts, payments and recruitment processes.
 

Retaining�frontline�nurses�– results of a longitudinal study tracking employment choices, job location, working conditions and 
job satisfaction of a cohort of 377 newly qualified nurses (2009-2017) showed relatively high job turnover (¾ of the nurses had 
changed jobs at least once) and complex job patterns (334 nurses have 86 different job patterns). There was a shift towards 
working in the private sector and in urban areas highlighting the problems of maldistribution of HR within the SA health 
system. Professional nurses training in a rural province and/or who were born or married in a rural area were more likely to 
remain in a rural area. Rural allowance serves as an incentive for rural placement. Older nurses (>35 years) and those that 
indicate nursing as their first-choice career were more likely to remain in public sector while males were less likely to stay in 
public sector employment. Rural�retention�requires�selecting�rural�students�and�rural�institutions. A combination of financial 
and non-financial incentives may be important. 



20 Universal Health Coverage (UHC)  -   National Dialogue

 

Key�issues�in�reconceptualising�the�education�of�SA�frontline�health�workers – this list has been distilled from a ‘localised’ 
version of the Lancet Commission Report that provides a consensus view on transformative efforts needed in the education 
and training of SA health care professionals20. The aim is to reconfigure the training platform for health care professionals in 
order to address the quantitative and qualitative shortfall in the health workforce and ultimately improve health. The report 
has 16 recommendations and six themes relevant to frontline health workers. The following are pertinent issues lifted from 
these recommendations: (1) Student selection – selection criteria must be reviewed and adapted to place emphasis on rural 
recruitment and the insertion of rural activities into curricula; (2) Matching qualifications with the HRH plan - match education 
with human resource planning and create a multi stakeholder forum for tracking demand and supply and to provide advice; (3) 
Single framework for competencies in the professions – create a hybrid competency based education model that emphasizes 
the process of learning, rather than professional scopes of practice; (4) Inter-professional Education and Collaborative Practice 
– promote interdependence of education, service provision and multisectoral practice (Joint Health Sciences Education 
Committee - JHSEC); (5) Clearly defined qualification for teachers in the health professions; and (6) Create an expanded role 
for universities (Higher Education) in internships and community service. 

 

20��� �Academy�of�Science�South�Africa�(ASSaf),�2018.�Reconceptualising�Health�Professions�Education�in�South�Africa.�http://research.assaf.org.za/

handle/20.50011911/95?show=full
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Implications for NHI

Implications�of�GP�contracting�models�for�the�NHI
•  Contracting non-state providers requires significant financial and general management capacity, resources and 

experience;
• Allowance for adaptability to the local context and capacity is vital;
•  Knowledge of existing systems, institutional knowledge and experience in contracting are important considerations for 

future contracting. Softer issues like relationships with the providers and support from higher levels are also important.
• Contracting unit for PHC (CUP) – what is the role of province, district, sub-district, facility?

Retention�of�nurses�–�implications�for�the�NHI
•  Better national HR information systems are needed to generate reliable staffing data and monitor heath worker 

distributions
•  Longitudinal HR data is more useful for tracking and understanding health worker movements over time but expensive. 

If studies cannot be conducted then health professions councils could be brought in as an alternative to collect better 
longitudinal information.
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Questions and considerations for HRH research and practice

Getting�research�into�policy�and�practice�(GRIPP).�How are we going to see the translation of this exceptional evidence base 
into actual change in the health system? How to harness the learnings and knowledge for implementation into UHC? We 
need a number of conversations and dialogues to start this.

Increase�investment�in�HRH�research – Almost 2/3 of the public sector health budget (R130 billion a year) is spent on the 
health workforce, yet the community of HRH researchers and the amount of money going into research is small. Little or 
nothing is spent on producing evidence and testing new proof of concept models to improve HRH and as a result HRH 
practice in the health system has not changed to meet evolving needs. Do we want to build an HRH research practice? If so 
we need to invest heavily in that research community and build communities of practice. We also need political will to take 
up this research even if we put money towards it, without the political will changing things from the top we won’t get very far. 

Expand�the�scope�of�HRH�research - For example when we talk about skills mix we need to start talking in concrete terms 
about mid-level workers in that skills mix. We need to talk concretely about integrated health teams, multidisciplinary teams 
and take steps towards manifesting that in practice; this requires evidence and research. The HPCSA doesn’t allow teams – 
why not change the rules to allow for teams and test out new models? 

Create� environments� that� enhance� and� advance� research – restrictive environments that block innovation in HRH must 
be changed to enable exploration of new models of care. The Minister must promulgate regulations that open up the 
space to create new HRH systems as part of NHI, getting the buy-in of professional councils at the same time. Performance 
management is another way of contracting – why not try new performance management models to see what works? Research 
into RWOPs and moonlighting, working conditions and practice environments, new curriculum in nursing, change HPCSA 
rules about teams etc. We have to create the environment that enhances and advances the research. 

Make�HRH�data�accessible - a permanent HR information unit is required to address problems like the serious lack of data 
around the availability and distribution of health professionals. Data should be collected on a continuous basis and not only 
every five years when a new HRH plan is drawn up.
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  SESSION 4:  REFORMING THE DISTRICT HEALTH 
SYSTEM (DHS): INFORMATION FOR 
DECISION MAKING

This parallel session profiled research and practice related to health information management systems at district, provincial 
and national levels. Eddie Sampier (Tembisa Hospital) described behavioural factors relevant to competence scores in 
data capturers at PHC facilities21; Tshegofatso Maimela (UP) shared a case study on data utilization for decision-making 
among facility and district managers in Johannesburg22; Bey-Marrie Schmidt (Cochrane SA) presented the enablers of a data 
harmonization innovation in WC23; Verona Matthews (UWC) gave a presentation on the role of information in human resource 
management (HRM) and implications for decision making at sub-district level24; Andrew Boulle (UCT) provided insights into 
second generation routine health information systems25; Gaurang Tanna (NDOH) presented on reimagining data use at 
various levels of the health system26; and a joint presentation by Thulile Zondi (NDOH) and Candy Day (HST) provided an 
update on systems development for measuring UHC in SA.27

21�� http://uhcs.samrc.ac.za/Presentations/Sampier.pdf

22�� http://uhcs.samrc.ac.za/Presentations/Mailmela.pdf

23�� http://uhcs.samrc.ac.za/Presentations/Schmidt.pdf

24�� http://uhcs.samrc.ac.za/Presentations/Mathews.pdf

25�� http://uhcs.samrc.ac.za/Presentations/Boulle.pdf

26�� http://uhcs.samrc.ac.za/Presentations/Tanna.pdf

27�� http://uhcs.samrc.ac.za/Presentations/Zondi.pdf
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Highlights from the presentations

Data� capturer� behavioural� factors� relevant� to� HIS – the PRISM framework was used to assess the relationship between 
individual characteristics of these data capturers and their data quality checking knowledge and competence scores. The type 
of employment contract (permanent staff did better) and prior training were important for HIS knowledge while prior training 
and high motivation levels were important for competence. The study recommends improving job security and in-service 
training for data capturers as well as exploring reasons for poor motivation and other factors that lead to poor data quality. 
 

Organisational�factors�that�support�data�use�for�decision�making�in�PHC�managers - the study utilised the PRISM framework 
to explore the organizational factors that support data use for decision-making amongst PHC managers. It found that there 
is suboptimal use of available data systems and that the culture of reporting is not useful for data use. Organisational factors 
facilitating data use include an enabling policy environment for DHMIS data management, availability of HIS tools and ICT 
to support the generation of data. Organisational level constraints are: lack of training for HIS personnel and managers, 
lack of supervision, limited availability of HIS personnel, and a culture of excluding facility managers in DHMIS decisions 
and focusing on the reporting of raw data instead (compliance with reporting rather than interpretation of data for decision 
making). Recommendations are to build HIS capacity to improve the use of data, take into account the needs of the people 
using the data for improvement and shift the culture from reporting to data use. 
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The�role�of� information� in�Human�Resources�Management�and� implications� for�sub-district�and�district�decision-making - 
A key objective of this case study, conducted in an urban and a rural district, was to explore the factors which hinder or 
strengthen district-based HRM of the public health workforce. The study found that HRH data in the DHMIS is misaligned to 
the health system objectives. District structures vary and there are multiple levels and types of HRH managers and they vary in 
their own understanding of their responsibilities with regards to HRH information and have not prioritised HR information as 
part of their duties. There is reliance on the Persal information system with limited use of technology to enhance information 
use for HRM. HR managers demonstrated the capacity to perform information management, but the shared role of HRM is 
undermined by the absence of reliable up to date information, leading to line managers developing duplicate information 
systems. The absence of reliable information is a hindrance to achieving both operational and strategic objectives, as well as 
for the monitoring and managing of the public health workforce. 
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Second� generation� routine� HIS� – This presentation traced the evolution of HIS and highlighted the lessons learned in 
transitioning from aggregated to individuated data systems in the WC. Differences between first and second generation HIS 
are outlined in tabular form in the table below.

Table 1: Differences between first and second-generation health information systems

1st generation routine HIS 2nd generation routine HIS

District Health Management Information System Personal health records and health intelligence 

Aggregate data and indicators Person-level data, and indicators aggregated from unit data 

Minimum dataset approach and information pyramid, 
rigorous interrogation of indicator selection 

Person-centric administrative and clinical data required for 
delivering care 

Dedicated data collection tools for tallying elements 
unrelated to patient care 

Data collection embedded in clinical records and 
transactional management information systems 

DHIS (aggregate data system) the primary management tool Consolidated data environment for person level data with 
health data science capacity to derive value 

Summary of lessons�learned�in�transitioning�from�aggregated�to�individuated�data:�(1) Incrementalism, starting with unique 
identifier – labels are the glue that make the system work; (2) Consolidated�person-level�data�environments (health information 
exchange or data centre) and�building�data�competence – a good set of analysts with the right competencies to work with 
the data is required; often technology is promoted as the solution and not the people – ‘the black box is not the answer’; (3) 
Service�delivery�focus�before�agency/aggregate/dashboard focus - A recent paper profiling the WC Provincial Health Data 
Centre;28 (4) Beneficiation�before�dependency – data beneficiation by using evidence from multiple sources to track episodes 
(e.g. pregnancy episode) and build cascades by combining episodes with attributes, comorbidities and health observations 
of interest; (5) Avoiding�multiple�fragmented�systems in primary care facilities – integration is the first step. For UHC we need 
to estimate a case mix for the capitation model – we are a long way away from having claims data to see who has what, but 
we can see some simple indicators. 

28�� https://ijpds.org/article/view/1143
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Enablers�of�a�data�harmonization�innovation�in�the�WC – This study explored the motivations, opportunities and key success 
factors for a data harmonization innovation i.e. the Provincial Health Data Centre (PHDC) in the WC. Participants included 
PHDC staff, iALARM researchers, sub-district information officers, frontline health workers and managers. The table below 
lists what the research found were the critical success factor for the project. 

Table 2: Enablers of data harmonisation innovation in the WC

Internal enablers External enablers

Structure: government –university collaboration
-   Relationships with city, province and university 

stakeholders
-  Legitimacy as a government initiative
-  Financial and HR from university
-  Piloting of district health processes on research topics

WC RHIS
-  Individual level data
-  Clinicom system

Team: champions and mini champions
•   Champion (innovator) supported by a passionate 

team
•  Flexible, multi-skilled and distinct tasks
•    Previous experience with health services and local 

databases

Frontline HC workers
-  Track HIV cascade outcomes and events over time
-    Routinised HIV cascade report e.g. to evaluate service 

performance, motivate for additional resources, 
patient level tracking interventions

Lessons�for�the�success�of�the�project�on�data�harmonization�innovation�in�WC: (1) Driven by on the ground data needs; (2) 
Dedicated team of innovators (champions) that know health services and databases well; (3) Adaptable skills for ongoing/
changing needs and transition of innovation; (4) Optimizing existing technical infrastructure, networks and funding; and (5) 
Introducing formal data procedures to help clarify the purpose and legitimacy of the innovation.

Reimagining�data�use�at�various� levels�of�the�health�system�for�strategic�and�operational� level�decision-making,�planning�
and�learning - There is a need to improve coverage and effectiveness of services to improve health outcomes and impact. A 
7-step district level decision making/planning process was developed in an attempt to assist districts to use their data better. 
The table below provides a summary of what worked well and what didn’t work so well with the process. 
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Table 3: Strengths and challenges of the 7-step district planning process

Worked well Did not work well

Drastically shortened template, with pre- populated district 
profile (epi, demography, service platform, referral system, 
etc), 

Process still too tedious - Priority setting not easy, and too 
many interventions, and way too many actions, making it 
onorous. 

Data use improved (Districts expected to identify district 
specific goals, and interventions) 

MRFs are good, but there are way too many other forums/
meetings. 

Collective decision making through an MRF, to define actions 
for each management level (PHC, SD, Hosp, District, Prov)

Collaboration between clinicians and managers still very 
challenging, and many non-technical reasons. 

Common logical framework for districts to identify population 
groups they targeting – facilitiating integration across 
programmes. 

Timeframes for data collection, sign-off, reporting, and use 
overlap and confusing. 

Alignment of logic between the management processes, and 
clinical governance processes. Clinicians and managers are 
shown why they have to work together. 

Target setting needs improvement. Targets imposed 
in a linear fashion (top-down), rather than a dialogue to 
determine the best target (realistic) for the district.

Three quality lenses promoted that must be used in tandem: 
Health system (Ideal Clinic / OHSC); Patient perspectives 
(complaints and PEC); Clinical (PPIP, CHIP, PSI) 

Multiple algorithms for clinical governance (3 feet, 
M4RP, IPC) duplication. (PPIP, CHIP, MRFs, StatsSA death 
notification, DHIS, IPC)

Requires that indicators, and actions are monitored in tandem. Data collection poor (lack of understanding of data, but 
also perception is they do it for us) 

Data access is fragmented
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Measuring�UHC�and�implications�for�health�information�systems�development�in�SA - This presentation is meant to highlight, 
share lessons and insights on current NHI measurement efforts, and implications for the future of UHC in SA. The UHC�service�
coverage�index is a single indicator reported on a scale of 0-100 that is computed from the geometric mean of a set of tracer 
indicators (originally 16). At present data is limited to the public sector only, and there are many situations where raw data 
cannot be used and surveys have a place. Currently there is a remarkable time series but there are gaps. Work is at a point 
where work can begin on developing the UHC M&E framework.

Recommendations�for�UHC�measurement�systems: (1) Extending HMIS (including DHIS) to cover the whole population and 
routine data providing effective coverage; (2) Strengthening routine data as a core M&E component; (3) Consider cascades 
to identify reasons for ineffective coverage; (4) Harmonisation of survey sources and address limitations of frequency, 
disaggregation, biomarkers; (4) Interoperability / crosswalks between data sets, using both survey and routine data; (5) 
Analytic techniques – small area estimation, adjustments for bias, missing groups, denominators, gaps, aligning reporting 
periods – document and institutionalize 

National�Digital�Health�Strategy�2019-2024 – many of the issues presented during the research presentations have been 
picked up in the Digital health strategy. Most importantly we are not starting from scratch; we have a lot to learn from. NHS 
Digital has recently released a report that acknowledges that a top-down doesn’t work – you need guidance from the DoH, 
but definitely need some bottom-up inputs. It will be very difficult to implement a national patients record system from the 
top down. 

Singular�data�system�from�the�NDOH - There are plans to have one data system for the health sector. There is a health patient 
registration system, but in the long-term an entire electronic health system will be required. NDOH is working with CSIR to 
look at standards for interoperability.

Policy�briefs�and�DHIS�dialogues�- New research is showing us old things (e.g. the research on data capturers) so something 
is not working! How do we continue this dialogue focused just on DHIS? There is lots of evidence of lessons from people; the 
purpose of the meeting is to foster dialogue. Researchers should put research findings into policy briefs as a way of telling 
policy makers what they should do e.g. How to integrate patient-centred data like Clinicom into DHIS. 
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Implications for NHI

Optimising�organisational�factors�to�promote�data�use
•  Data use strategies should take account of technical, behavioural and organizational factors and leverage current 

enablers (integrate policies, processes and practices) 
•  Organisational HIS design and culture of DHMIS should be inclusive, promote ownership and include the voice of our 

health workforce.

Information�use�for�human�resource�management
•  A M&E framework for HRH with clear performance objectives and indicators, accompanied by capacity building in M&E 

and HRM, is a potential leverage point to influence the current need for reliable information
• Investment in better HR information systems would strengthen the implementation of NHI

Measuring�universal�health�coverage�
•  Finalise the comprehensive NHI framework – according to various phases, model adopted, and health outputs and 

outcomes 
•  Crucial to develop a cohesive and comprehensive framework of information systems M&E for NHI so that all aspects of 

the health system processes, access to care and financial risk protection for the entire population is considered, if we 
are ultimately to improve health outcomes 

• Patient electronic record and key features such as unique identifier; 
• Institutionalizing key surveys such as SADHS; 
• Implement recommendations of NHI Phase 1 Evaluation; 
• Implement the Digital Health 2019-2024 
• Acquire and build expertise to measure financial risk protection measurement
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  SESSION 5:  SOCIAL ACCOUNTABILITY FOR 
UNIVERSAL HEALTH COVERAGE

This parallel session discussed issues of social accountability in the health system. Leslie London (UCT) discussed strengthening 
health committees to reorient the health system towards community29; Martina Lembani (UWC) presented innovative strategies 
for community participation in improving MCH services in rural EC30; Masutane Modjadji (Health-e) shared insights on the role 
of citizen journalism in health system accountability31; while Russell Rensburg (RHAP) provided perspectives on the role of civil 
society in holding government accountable.32

Highlights from the presentations

How�to�strengthen�clinic�committees�and�reorient�the�health�system�towards�the�community� - This presentation explores 
Health Committees (HCs) as a vehicle for social accountability with UHC as the practical expression of Health as a Human 
Right and PHC as the heartbeat of the NHI. HCs can perform a community role (reorienting the health system to be more 
accountable to the community), a health service role (surface community needs and be part of governance) and also play 
a role in building supportive networks and creating dialogue. According to the National Health Act, 2003 the functions of 
the HC must be prescribed in provincial legislation resulting in diverse roles and formations of health committees across the 
different provinces. This limits the ability of the community voice to influence health policy and service delivery as envisaged 
in Constitution and the National Development Plan (NDP). HC members report no recognition, training, support or payment 
from the services. However, HCs are mandated by the NHI and can work as intended, for example the Ray Alexander Workers 
Clinic, which is a joint employer-employee run clinic. 

 

Innovative�strategies�for�community�participation�in�improving�maternal�health�service�provision�in�rural�EC�- EC has good 
policies on community participation which establishes functioning HCs and hospital boards, as well as CHW programmes 
but implementation happens in only a few health facilities. Innovative strategies that were effective for improving community 
participation included: (1) Multiple levels of engagement enabling intersectoral collaboration; local NGOs were harnessed 
as a resource for capacity building; (2) Successful community participation is based on trust so building and nurturing 
relationships to increase trust plays a pivotal role in effective community participation; (3) Accountability mechanisms such 
as reporting, follow up and action on meeting minutes; (4) Effective supervision including regular feedback meetings as well 
as the use of technology (WhatsApp groups); and (5) Proactiveness and commitment to engaging NGOs meaningfully and 

29�� http://uhcs.samrc.ac.za/Presentations/London.pdf

30�� http://uhcs.samrc.ac.za/Presentations/Lembani.pdf

31�� http://uhcs.samrc.ac.za/Presentations/Nkosi.pdf

32�� http://uhcs.samrc.ac.za/Presentations/RENSBURG.pdf
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intersectoral collaboration for implementation. Challenges: Resources to support implementation of community engagement 
activities. Key lessons: Creating spaces where people can innovate and learn from their mistakes (bottom up approaches) and 
improving accountability systems including M& E systems. 

 
The� role�of� citizen� journalism�and� the�media� in� health� system�accountability,� and� information� sharing – There is a huge 
mainstream media gap in terms of reporting on the experiences of peripheral communities. Citizen journalism exposes the 
challenges at the grassroots level. Citizen monitoring of government service delivery has become popular worldwide as a way 
of monitoring service delivery; it is a very important component of accountability. The Health-e programme is very important 
in challenging this mainstream media gap. The programme has trained 70 citizen journalists (CJs) in telling stories from their 
communities. Initially they told stories without seeking solutions. More recently identifying solutions has become part of the 
role of the CJs e.g. tracking stock-outs using the essential medicines monitoring tool. Shortages and stock-outs (especially 
ARVs) are brought to the attention of the NDOH. After reporting on a story the CJs are trained to follow up: they monitor the 
issue to see if there have been any changes or improvements. 
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The� role�of� civil� society� in�holding�government� accountable,�what� should�be� the� focus� for�NHI?�– Much of the thinking 
around the NHI focuses on the supply at the expense of the demand side. Health is not just about health care; it is also about 
enablement. The inequality that shapes the demand side must be responded to. There are many sites of struggle for civil 
society in actually realising this: (1) Governance; (2) Population coverage; (3) Allocative equity; (4) Benefit design and (5) Service 
delivery models. The presentation raises a number of questions against each of these ‘sites of struggle’ e.g. Governance:�
How is power distributed between institutions, public and private? How do we give life to the governance structures that we 
have in place? What are the implications of a governance structure with NDoH at the top and community members at the 
bottom? Population�coverage: Does the Section 27 right to healthcare services include undocumented migrants? The Bill 
makes no provision for marginalised groups such as rural communities - how do we ensure that those most in need of care 
are adequately resourced? Benefits�design – How can we think about prioritisation of those in marginalised areas with priority 
access to benefits i.e. a complete package to those who need it most rather than a narrow package to everyone? Service�
delivery�models – How do we contract in private sector doctors without eroding capacity in the public sector? 
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Comments and questions from the floor

How�can�we�ensure�accountability�in�terms�of�the�NHI�Bill? Accountability can be improved in two ways in terms of the NHI 
Bill. Firstly, involvement should be extended – it is not just about representivity; we need to capacitate civil society to be 
involved meaningfully. We need to formulate a proper role for the Stakeholder Advisory Committee (SAC) so that it can 
advise and facilitate meaningful participation in the public health system. Civil society should be involved in the board of the 
fund. A second way to foster accountability is through transparency – which not only decreases risk, but also contributes to 
building public trust. Structures for public participation must be well equipped, well-resourced and enabled, across all levels 
of the health system from the facility level to the national level and the level of the NHI fund.
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Can�HC�be�a�vehicle�for�meaningful�participation? Yes, but only if they are enabled; they need to be trained, well resourced, 
given time to be represented at all the different levels not just kept hidden away at the facility level. They need to be 
represented at the district, province and national level. Give clinic committees more power

What�mechanisms�for�accountability�exist�at�the�lower�level�–�to�the�community�itself,�rather�than�accountability�to�the�health�
system?�Traditional leadership is an important interface for accountability back to the community and also as a mediating 
body between HCs, CHWs and community members. If this works then there is two-way feedback here. It is really important 
that the functioning of the HC is democratic and sound; a major function of their role in feeding back to the community. 
However, that requires resources - to pull together a meeting needs time, a meeting place, airtime to organize etc. Those 
resources are key for the accountability function of the HC back to the community.

Collaboration�for�the�benefits�package�–�how�far�off�are�we�from�actually�consulting�communities�and�end�users?�How�far�off�is�
the�capacity�for�strengthening�the�existing�community�participation�especially�in�terms�of�the�benefit�package? This is a good 
research question for us, how can we have more than just public health specialists, health economists and epidemiologists 
determining the benefits package, how can community voices be sensibly inserted into determining the benefits package 

What�local�level�and�wider�processes�can�we�implement�to�mobilise�resources�for�HCs? The EC experience was not a systems 
approach necessarily but they looked for local resources within their communities ensuring that well-resourced people, such 
as business people were incorporated into the HCs so they could help fund the work.

Areas for research

Some�useful�research�questions�going�forward�thinking�about�HCs�in�the�context�of�UHC
•  Given the NHI context, how does community participation become meaningful? How can they provide input into 

decisions on the benefits package?
• HCs - a vehicle for democracy or arm of a health service?
• How can facility-based participation translate into broader engagement at higher levels
• Do they address the social determinants of health (SDH)?
• What input could they provide to deciding on the benefits package?
• Volunteerism versus stipend? 
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  SESSION 6:  LEARNING HEALTH SYSTEM FOR 
IMPLEMENTATION – FROM WHAT TO 
HOW

This session took the form of a round table discussion on addressing the policy-implementation gap in South Africa. Krish 
Vallabhjee (WCDOH), Konrad Motlhabane (NWDOH), Lesley Robertson (GPDOH/Wits) and Tim Tucker (SEAD) made up 
the panel and provided perspectives through the lens of a clinician, district, provincial and national management. Recurring 
themes running through the discussions throughout the day centred around trust, relationship and leadership. 

The challenges of translating policy into action:

As�a�clinician – some challenges on the ground are low staffing numbers and inappropriate organograms ‘stuck in a colonial 
era’ in the face of increasing demand and referral pathways that don’t work ultimately resulting in unnecessary deaths. Lack of 
understanding of policies e.g. Mental Health Policy on deinstitutionalization was implemented without support for patients/
families and half the budget is still spent on standalone psychiatric services. There is also the difficulty of communicating 
challenges to higher levels e.g. DHIS measures only in-hospital mortality when half the patients don’t get to hospital thus the 
magnitude of the problem is underestimated.

District�level�challenges to improving responsiveness – policy to practice requires change, which cannot be legislated. There 
is inability to conceptualize the bigger picture e.g. integration without a clear picture of how to integrate the levels of 
government; most people want the clear picture from the start and the end-goal needs to be communicated in order to get 
buy-in. The best way is just to start and learn from experience; from dealing with the practical challenges.

Provincial�perspective – there have been some successes in policy implementation e.g. access to PHC and ART. Need to 
examine the robustness of policy development processes (context, content, actors); sometimes the diagnostic may not be 
correct; it should be a hybrid of top-down and bottom-up processes. Throwing more policies and standards at the symptoms 
of a failing health system works perversely to ensure that health workers at the coalface are under chronic, intractable pressure. 
Continuous budget cuts aggravate the situation.

NHLS� turnaround – this success story serves as an example of transformation of a fragmented organization (14 different 
laboratories with different standards) to a global best practice organization. Now NHLS is a single body serving the entire 
public health system with a standardized end-to-end laboratory service. It is also a platform for research and teaching 
ensuring standardization of laboratory related education and accreditation of professionals. Although NHLS has had financial 
challenges it does provide important learning�opportunities in terms of piloting systems and structures. Examples of learnings 
from the turnaround process include: (1) Standardised�bulk�purchasing�of�test�kits which offers important lessons as a global 
best practice in bulk purchasing to drive down prices. The private sector utilizes the same number of staff as NHLS and spends 
approximately double the budget to provide 60% of the output of NHLS. Test kits account for 50% of the private sector 
costs. (2) NHLS�corporate�data�warehouse�– test data from all service points (smallest rural clinic to large tertiary hospital) are 
entered into a single universal data warehouse. This enables probabilistic matching to identify duplications within the dataset 
and harness that data to improve patient care. Advocate for private sector data to be logged in the corporate data warehouse 
for business intelligence and to track and monitor the UHC and patient care.

Reflections on a learning health system

Experience from the WC

Create�a� learning�environment – This is difficult in the public sector as the environment is not conducive to learning; the 
focus is on compliance, meeting attendance and a punitive culture. Creating a culture of learning involves an environment 
that allows feedback, where senior management invites and is open to and welcomes honest feedback - an atmosphere to 
connect, collaborate and learn.
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Change�management – the provincial management team reduced the number of agenda items in senior meetings to no more 
than three to allow deeper, meaningful conversations in one hour of unstructured discussion.

Harnessing�the�wisdom�in�the�room – the provincial team has changed the way of doing monitoring and evaluation (M&E) to 
quarterly deep dives on a particular theme using small group discussions instead of Powerpoint presentations. Colleagues 
external to the department are invited e.g. clinicians and academicians and the meeting allows for the conversation to 
emerge around the M&E topics. This has moved the thinking from single loop learning – worrying about whether the target 
has been met to triple loop learning where deeper conversations are held questioning assumptions.

Learning� from�the�past�– a reflection exercise on 20 years of the WC DOH was led by academic colleagues to examine 
strengths and weaknesses that allowed the department to reflect in a deeper manner that one doesn’t get by looking back 
on a quarterly or annual horizon. 

Thinking�partnerships that allow a collective thinking space with a good mix of academia, global experience and service 
delivery. This takes the form of an HPSR Journal club with academic colleagues (every 2 months for the past 7 years) attended 
by senior level people from the department. This space allows for free and frank conversation. The province has resisted 
creating to do lists from these thinking spaces, and instead allow for learning and ideas emanating from these discussions to 
permeate into the departmental language. Colleagues in academia choose the journal articles and in turn enjoy the service 
delivery aspect that the discussions offer them.

Working�with�other�departments�in�a�whole�of�society�approach�(WOSA)�– political buy-in for WOSA was crucial and it has re-
energised officials from different departments to look at issues with an open mind. It creates the space for more meaningful 
thinking and engagement with each department reporting back to the HODs.  There is no extra budget for testing this 
approach it is just about how we work together differently.

Concluding� thoughts – building a culture of learning doesn’t happen overnight it is a long haul process. Examples from 
WC do not require expensive investment or external consultants but do require enablers: leadership, information sharing, 
collaboration and relationship building between different actors. For bottom up learning the organization must be intentional 
and this must be enabled from the top. 

Experience from a district learning initiative in NWP

NWP in collaboration with Wits University implemented a work improvement teams strategy (WITS). 

Peer� learning - Sub-district teams were encouraged to do research projects and share these at research conferences. In 
addition there was practical learning and sub-district improvement based on what they were learning. Learning teams would 
resolve their own challenges at sub-district level and share these learnings at district and provincial levels. 

Provide�learning�opportunities - teams that were part of the WITS programme were attached to institutions of higher learning 
that facilitated peer review thus generating knowledge among peers and coming up with innovative ways of improving the 
quality of patient care. 

Community�benefit - Learning at a district level empowers those that are given the delegated powers. Involvement with 
communities is a powerful way for service providers to learn - learning organisations must look from both an inside and 
external perspective. NWP utilised universities in the province to conduct formal training of the governance structures e.g. 
clinic committees, hospital boards to promote active community participation in the delivery of services.

Capability�- employ managers who have the necessary capability, qualities and qualifications to perform the job they are 
employed to do.

A clinician’s perspective of a learning health system

What have we learnt from Life Esidimeni? There has been some positive change with implementation of more clinician driven 
systems where clinicians are more involved in developing clinical guidelines. 

The learning system is there, listening is sort of there, but implementation is a long way off. There has been tremendous 
learning at the National�Drug� Programme that has witnessed similar gains in terms of procurement as with NHLS. The 
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programme has also employed directors who are suitably qualified and at provincial have worked intensively on developing 
the drug formulary.

From the audience

Need�to�be�incorporating�health�promotion�and�behavior�change�into�what�we�do.�There�are�different�sectors�outside�of�
health�that�need�to�help.�How�do�we�effectively�implement�behavioural�interventions�as�we�don’t�seem�to�be�learning�this?�
Usually�the�conversation�ends�with�“there�are�other�sectors�outside�of�health�that�need�to�be�involved”
-  In some areas the (patient) support groups that have been established could go a long way. We use paper-based media 

for health promotion; we need electronic media to access young people and to promote the use of peer education. 
People must be involved in their health system to promote self-reliance so the role of health committees is very 
important.

-  A good example is how we have changed behavior around smoking in SA. Prevalence of smoking has halved since the 
introduction of the tobacco legislation. Behavioural change does require some kind of enforcement – alcohol laws for 
example needs regulation and enforcement – we haven’t passed a single law to enforce behaviour change for alcohol. 
We need to consider looking at the case of smoking and handle alcohol in the same way? Try a population-based 
campaign, creating social norms that underpin the behavioural change (a culture where, as with smoking, alcohol 
consumption is not accepted), rather than a punitive approach.

-  Behavioural interventions lie at the heart of the ‘health not disease’ discussion that underpins the inter-sectoral, WOSA 
approach. 

A�learning�HS�requires�enablers�but�it�also�requires�the�absence�of�disablers�-�concern�that�it�might�entrench�disablers�such�
as�the�CUPs�that�will�be�incredibly�restrictive�and�writing�into�legislation�things�that�go�against�enabling�learning�processes.�
We�need�to�work�out�what�is�in�the�best�interests�of�the�people�without�tying�ourselves�to�restrictive�structures�for�perpetuity.
-  We speak a lot about learning, but unlearning is also an important part because we have such entrenched ways of 

thinking about things that it requires radical change. Regarding the Bill, we require high level principles and strategic 
intent but we need to be as least prescriptive as possible in order to provide time and space to develop models on the 
ground, test them out and see what works and doesn’t work rather than rush to push through legislation that crowds 
out the possibility of learning

-  Great opportunity to look at categories of disablers as there may be unintended negative consequences of implementing 
the Bill as it stands.

How�much�spare�capacity�is�available�for�private�sector�to�contract�NHLS?�
Currently NHLS does not have spare capacity. There is good infrastructure but there has been suboptimal investment in 
infrastructure upgrades due to provinces not paying their bills. NHLS has electronic gate keeping that blocks repeat tests 
except according to the clinical guidelines. This obviates the seeming over-servicing of private sector. According to the NHI 
Bill the NHLS will be the provider of pathology services. Potentially NHLS can be a national laboratory and subcontract to the 
private sector at a given price.  
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  SESSION 7:  ACHIEVING HIGH-QUALITY UNIVERSAL 
HEALTH COVERAGE: COMPLEXITIES 
AND CONTESTATIONS

This session took the form of plenary presentations on topics covering the use of Quality Improvement (QI) methods and 
approaches; using data to drive improvement in quality of care; strengthening leadership, management and governance; and 
integrating the patient voice as a key driver of quality care. Contributors to the session included Yogan Pillay (NDOH) who 
shared lessons from bottom up QI projects; Rajesh Patel (BHF)33 shared insights into effective coverage in the private health 
sector, and Lilian Dudley (SU)34 who provided an overview of the SA Lancet report’s diagnostic findings and recommendations. 

Some examples of improving quality from the bottom up 

The�QI�Initiative�for�sexual,�reproductive,�maternal�and�neonatal�health�(SRMNH) - in this initiative health workers generated 
and implemented simple change ideas focusing on processes for generating outputs. For example at Letaba Hospital hand 
washing and incubator hygiene reduced neonatal sepsis in the neonatal care unit. The initiative identified a number of good 
practices: (1) Ownership of projects by the people on the ground – no ‘parachuted in’ solutions; (2) Team work involves 
bringing the entire team together to solve their own problems - CHWs and cleaners are included on QI team; and (3) 
Involvement of leadership at all levels.   

The�CLEVER35 Maternity Care initiative in Tshwane was implemented in response to complaints about poor service quality 
and lack of respectful care during labour and delivery. No new resources were provided for it to be implemented, except 
an additional amount of support and mentorship with monthly meetings. It requires the involvement of a wide range of 
stakeholders including clinicians, data managers, and public health experts all led by the district manager. It has yielded 
results in the form of reduced neonatal and maternal mortality and a decrease in severe acute malnutrition (SAM).

33�� http://uhcs.samrc.ac.za/Presentations/Patel.pdf

34�� http://uhcs.samrc.ac.za/Presentations/Dudley.pdf�

35�� Clinical�care,�Labour�ward�management,�Eliminate�barriers,�Verify�care,�Emergency�obstetric�simulation�training�on�autopilot,�Respectful�care
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Strengthening�agency�and�problem�solving�within/across� the�scalable�unit�–�escalation�protocol. CLEVER identified what 
interventions can be done at low or no cost and created a matrix of who in the system needs to be part of fixing it. This lead 
to creation of an escalation protocol aimed at activating leadership across all levels of the system. 

Co-creating�quality – quality is not the preserve of some people and not others, we need to demystify quality and engage 
users/patients and health workers to create quality. An unintended consequence of MomConnect (an initiative established 
in 2014 that uses cellphone technology to support maternal health) is that users have been sending unsolicited compliments 
and complaints. These present an opportunity that can be harnessed for providers and users to work together to improve 
the quality of services. 

Measuring�effective�health�coverage�in�the�private�health�sector�– BHF conducted a pilot study to measure access to essential 
services, medicines and vaccines and obtained an effective coverage score of 34.3% (open schemes 29.6% and restricted 
schemes 39.8%). The key to quality of care is monitoring and evaluation and implementing an electronic health record. 
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Overview of the SA Lancet Commission’s key diagnostic findings and recommendations 

Conceptual� framework�– the focus was on clinical care within a health systems perspective. A quality health system must 
improve population level health outcomes as well as equity in terms of health outcomes. This requires improved access to 
quality health care and responsiveness to patient needs. Empowered health care providers across the spectrum of care – 
including preventive, rehabilitation and palliative – are needed to achieve this.  In addition the system must address the social 
determinants of health and have good leadership and governance to provide oversight of the quality of the health system.
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Key�diagnostic�findings – despite many gains and strong commitment to health system quality in the form of enabling policies 
and legislation, major challenges persist in terms of translation of these into practice. This is demonstrated by examples such 
as the high rate of preventable maternal and neonatal deaths; that only 1% of facilities met national (OHSC) compliance 
standards and also the high expenditure on medico-legal claims.  There are three main areas of concern: (1) Leadership, 
management and governance (LMG); (2) Information for quality; and (3) Integrated quality improvement systems.
•  Leadership�management� and� governance – gaps in ethical LMG contribute to poor quality of care. In the public 

sector there is corruption and lack of financial accountability; in the private sector there is lack of transparency and 
accountability to members; health professionals regulatory bodies adopt a reactive rather than proactive approach to 
promoting quality of care; and there are numerous barriers to social accountability.

• �Information�for�quality�– while there is commitment to measurement and numerous (fragmented) health information 
system (HIS) platforms these produce mainly input and process measures with few outcome and impact measures. Data 
is not person-centred and data quality and use is inadequate – this leads to lack of use feeding into a vicious cycle 
where there is low uptake (data not used for action) leading to neglect and lack of improvement. In addition, the lack of 
interoperability of systems does not allow an integrated view of care across the entire system.

• �Quality�improvement – there are numerous policy and legislative imperatives but a lack of ‘how’. There are also numerous 
QI initiatives across both public and private sectors. However these are fragmented across diseases, levels of care and 
sectors and are not embedded within the system therefore have limited overall impact. 

Recommendations
-  Enhance governance and leadership for quality & equity – strengthen the role of OHSC, CMS, health professional 

councils
-  Develop an integrated national health system performance dashboard that is more person centred, has more 

performance outcome measures and takes account of all levels and sectors.
-  Develop an integrated QI programme of action (POA) at national and provincial levels. Set up an inclusive national 

steering committee to provide stewardship of the process.

Thoughts from the discussants and the floor

OHSC - the role of the regulator in improving quality seeks to be developmental, incremental and supportive. There is a social 
component to quality; a culture of doing the right thing all the time. Very few facilities comply with standards and those that 
do find it difficult to sustain. There is a need to move away from viewing quality as the responsibility of one actor and ensure 
that leaders at all levels embrace quality. The work of the regulator is to contribute to QI through the way it measures and 
assesses compliance. Assessments should be holistic and findings of OHSC inspections should be written up in a manner that 
they inform QI initiatives throughout the system. 
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South�African�Medical�Association�(SAMA) – Doctors focus on quality to their patients at an individual rather than at a systems 
level.  There is still fragmentation on the ground and this hinders translating ideas into action. Those doctors that are put into 
management roles feel poorly equipped to perform these functions and are not trained or supported to do so. The Lancet 
Commission focused on leadership at national level but not at individual and local level so this was not identified. Doctors are 
committed and conscientious people and burnout in the doctor community is rife.

Other - Is compliance our definition of quality? Allow people to have the authority to do things differently. Quality is a team 
approach - everybody from the senior professional to CHW. Flatten the hierarchy so that everybody gets a chance to input 
on quality. Should the focus be on sharing the lessons from QI projects or should we have QI initiatives in each facility? 
In Thailand the first question at site visits is what QI initiative do you have and accreditation comes second. It is about 
establishing and entrenching the culture of QI. 

Take�home�messages�–�from�the�frontline
- �Frontline�workers�can�be�change�agents�– they are able to diagnose reasons for poor quality and offer solutions, but 

there is significant paralysis and powerlessness. Frontline staff need to know what and how to escalate issues and in turn 
they need responsive managers

-  There�needs�to�be�active�leadership. Health staff must work in teams. Public health experts need to be more integrated 
into implementation teams (3 feet approach).

-  Data�and�information�packaging�and�utilization - Health workers need to use data rather than just collect it. System-
wide issues with feedback of routine information to frontline workers are one of the biggest obstacles to data use for 
action. Health workers spend hours filling out statistics that are meaningless unless the information comes back to them. 
Completing this feedback loop could provide motivation for improving quality of care. The manner in which data is 
packaged might contribute to the problem of poor utilization. Information from the Ideal health facility platform that 
collects complaints, compliments and safety incidents is not shared so staff members are not aware of compliments (but 
they are made aware of complaints). 

-  Knowledge�translation - Need to translate findings into practice e.g. the results from 300 projects by 6th year students, 
who have no positional authority but have done amazing work, could make a big difference to improving services. 

Areas requiring further investigation  

• How do we scale up good practices? 
• Should good practices be scaled up or should the focus be on enabling problem solving at a local level?
• How do we recognize and acknowledge good performance and capacitate those who are not doing well?
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  SESSION 8:  LEADERSHIP AND MANAGEMENT FOR 
UNIVERSAL HEALTH COVERAGE

This session was structured as a panel discussion on developing and harnessing leadership capacity at various levels of the 
health system. Marsha Orgill (UCT) presented on efforts to strengthen district leadership and management capacity in a rural 
district, Carrie Brooke-Summer (SAMRC) gave her experience of working with managers adopting health innovations at PHC 
level, and Nonhlanhla Nxumalo (Wits) shared experiences of a leadership development initiative for PHC managers in an 
urban setting. Beth Engelbrecht (Western Cape) provided additional commentary and reflection.

Highlights from the presentations

Understanding�efforts�to�strengthen�leadership�and�management�capacity�at�district�level�in�a�rural�setting - The work was 
conducted in the Eastern Cape (EC) and focused on the process of building the capacity of the extended District management 
Team (DMT) by a new district manager. Observations and interviews were conducted and the process of transforming a poorly 
functioning DMT (where there was no vision, where meetings lasted all day, no relationship between data and the discussions, 
no accountability and staff on the management team who were not formally part of the DMT and seemed to have no role) into 
a well-functioning unit, was tracked. Changes�implemented – the new manager recognized the role of the DMT in ‘making 
sense of the district’ and introduced a core agenda for the meeting, introduced corporate governance; he rearranged the 
way in which data is presented; problems must be presented with a potential solution that has been discussed with people 
on the ground; donor partners form part of the DMT; and defined job descriptions (JDs) for the ‘informal’ people that were 
part of the meeting. Lessons�learned; (1) Capacity development does not need to be external - workplace based learning is 
effective and there are managers in the system with the requisite transferable skills; (2) Routine daily meetings – use these 
spaces for collaboration and integration, as a place for relationship-building especially when rapid change is taking place. 
Giving managers voice makes people feel recognized, it provides dignity and an opportunity for them to have a say in the 
workplace; (3) Institutional change takes courage – can draw on policies, but systems thinking (referred to here as the capacity 
to think between the building blocks) is a real strength. 

PHC�and�sub-district�on�managers’�perceptions�and�experiences�of�adopting�health�innovations�into�health�facilities - This 
work focused on managers’ perceptions and experiences of integrating mental health interventions into chronic diseases 
care for HIV and diabetes patients across 24 facilities in WC. Policy fatigue and the idea of doing more with less are sensitive 
issues within the health system at implementation level. Facility and operational managers are key resources to introducing 
new interventions and they serve as a pressure point - dealing with pressure above and below within the system; they 
need to manage, but get drawn into clinical care because of pressure of high patient loads. Challenges� identified – lack 
of communication structures down the chain leading to feelings of disempowerment; there is resistance amongst the staff 
to any change as the result of high workloads and poor organisational environments. Management has to take the lead in 
terms of a positive attitude to adopting new policies and encourage staff to adopt as well. Changes�suggested – Provide 
managers insight and training into leadership capabilities and harness these e.g. realize that they are important role models 
to staff and need to lead from the front in terms of new policies and protocols; time & energy devoted to understanding their 
staff members personalities and motivations; improve the organizational climate – some managed organized their own team 
building sessions; building trusting relationships (above and below) – people will do extra work and will support you when 
you need it if good relationships have been established.

Leadership�development�with�PHC�managers�in�an�urban�setting,�Gauteng – Wits have had a presence in Sedibeng since 
2016 so have established relationships with district personnel. Introduction of a leadership initiative was raised in ongoing 
conversations with the management team in terms of stressors from district, community and the province. The intervention was 
implemented with 15 managers and facilitated by a life coach. The thinking environment is a shift from the more conventional 
leadership development approaches and focuses on collective learning and an experiential approach to problem solving 
and relationships. The facilitator conducts the sessions outside of the managers’ normal working environment. All facility 
managers kept a diary for reflective practice. Monthly meetings focused on emotional intelligence and social intelligence 
(networking) – they learned about distributive leadership, adaptive leadership and the value of networks – and formed a 
WhatsApp group for support. Challenges: It is a time-consuming approach and needs to run over time to manifest any 
effects. It worked because of the relationship between the researchers and the district and because the emergent approach 
responded to the lived experience of the managers. Lessons�learned – more traditional models of leadership should move 
towards reflective practices and leadership development approaches towards supporting emergent leaders.
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Inputs from the discussant

How�do�we�enable�new�managers�to�take�up�their�space? By defining roles and purpose and then giving people the autonomy 
to do what they want to do. When dealing with metal health and integration we need to work in a mindset of abundance 
rather than scarcity and escape the mindset of a victim. Managers are clinicians so we need to assist junior managers to make 
that shift. Need to recognize that management teams do not have all the answers and feel comfortable staying in the problem 
a bit longer; we need to shift from the technical to the relational. From a systems perspective we need to deal with the power 
imbalances so that we level the playing fields. When we visit services try to find what is going well rather than the problems 
only (appreciative approach). Assist managers to deal with stressors; we must invest in resilience and teams. Allow the system 
to be comfortable with emergence and dispersed leadership at all levels. Allow and authorize people to make mistakes.

Question and answer session

Leadership�versus�management
Leadership and management are interconnected but different. DMTs have a mandate to manage, but developing a shared 
vision is a leadership competency. Leadership can happen at all levels, but often managers need to be authorized to enact 
that leadership. Managers often don’t think of themselves as leaders, but it is something that can be nurtured e.g. rotational 
chair, Friday outings for team building. Need�to�manage�power�dynamics – the health system is a hierarchy, but some people 
on the ground have good relationships with their managers at district and sub-district. Can nurture� leadership�qualities - 
grow them into a leader with the space to think. Encourage�learning – how do use current spaces for reflection? How do you 
strengthen the strategic and operational parts of leadership in different proportions at different parts of the system?

Promoting�leadership – Can be done by learning from exposure to managers and some people do have innate leadership 
qualities, but require space to explore. Collective initiatives are useful so that they can learn from each other. Hold conversations 
around how to draw in and nurture your staff. Some managers have a wealth of tacit knowledge and have had experience 
of working in a well-functioning system plus a network across the nationally; this enabled the managers in the system to act. 
Those who hold the purse and the enforce compliance to rules have the power; shift the power to service delivery by asking 
the frontline what they need to deliver services. Senior managers need to understand the shock to the system; takes courage 
to push back e.g. Ideal clinic in WC implemented a year later because the system wasn’t ready. The ingredients of a good 
leader is a person who challenges and this requires courage and for one to be naïve enough to challenge the system.

What�do�we�do�need�to�do�differently�to�build�the�leadership�in�the�system�recognizing�it�is�not�only�up�to�individuals�-�need�
chains�of�leaders�across�the�system?
One way to look at leaders is as those who can change the organizational culture. Leaders have a service mentality so look at 
the routine day-to-day tasks (micro-environment) to support them to enact their leadership e.g. reward people for initiative 
not just their daily management duties. It requires a whole systems approach that encompasses the individual, team and the 
system – in what way does the system enable the people to learn, grow and build resilience, what opportunities are there for 
mastery? Your responsibility as a manager/leader is helping people to grow. Leadership training is part of strengthening the 
system to enable leaders to function.

Power�balance�between�politicians�and�senior�officials�–�boundaries�and�burn�out.�
There is the need to have better boundaries between political and civil service heads, but also for civil service leaders to 
recognize the particular pressures political leaders face and engage them in ways that acknowledge and help address those 
pressures; “Politicians�don’t�want� to�be�surprised�and�don’t�want� to�hear�about�bad�new�through�the�media….trust�your�
managers�but�you�have�to�have�intelligence�to�know�what�is�happening”�(Beth Engelbrecht)
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  SESSION 9:  SUPPLY SIDE REGULATORY CHALLENGES 
FOR UNIVERSAL HEALTH COVERAGE

This session took the form of case studies and reviews of supply side challenges in the quest for UHC. Presenters included: 
Emmanuelle Daviaud (SAMRC) who presented a caesarian sections (CS) as a case study for NHI, Duane Blaauw (Wits) who 
presented a case study on the quality and efficiency of public and private PHC providers and implications for oversight and 
regulation36, Lungiswa Nkonki (SU) who presented on supplier side problems and taking forward the recommendations from 
the HMI37, and Reno Morar (UCT) who spoke about key provider regulatory changes required for SA38.

CS�as�a�case�study�of�the�health�systems�challenges�for�the�NHI – Caesarian sections were used as a case study to understand 
the underlying health systems drivers for differences in the public and private sectors and how these could be addressed in 
the NHI environment. CS rates in the public sector are 27% and have increased across all provinces between 2006 and 2015. 
The risk of maternal death is thrice as high after CS than normal delivery. There are provincial inequities in CS safety and 
skilled staff e.g. Limpopo has major gaps in terms of skills for delivering safe CS. This means there could be some benefit 
in contracting with the private sector to close that gap. In the private sector the rate for CS is 73.6%, of which 39.7% are 
emergency CS. The average fee for CS is higher than for vaginal deliveries, so money is a major driver for why the rate is so 
high. Drivers of the CS rate in public versus private sectors include: women and community factors; demographic and health 
status; health professional factors, as well as organisational and system factors. WHO guidelines state that CS rate should be 
around 18%, beyond which there is no clear indication of benefit. Given the culture of interventionist and curative approaches 
to care in the private sector, who is monitoring whether the private sector is following these guidelines? There is an urgent 
need for regulations and capacity to ensure team based (obstetrician and midwife) service delivery (HPCSA regulations 
hinder work in teams) and evidence-based practice following guidelines. However, regulations will take time. If contracting 
of private sector clinicians occurs earlier, will the CS rate in public sector move towards 70% and how can we ensure that it is 
not destructive for the public sector? 

 

36�� http://uhcs.samrc.ac.za/Presentations/blaauw.pdf

37�� http://uhcs.samrc.ac.za/Presentations/Nkonki2%20.pdf�

38�� http://uhcs.samrc.ac.za/Presentations/Morar2.pdf�
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Case�study�on�the�quality�and�efficiency�of�public�and�private�primary�care�providers�- Achieving UHC will require greater 
attention to the quality and efficiency of service provision. Since UHC/NHI includes contracting with private PHC providers 
an assessment of the relative performance of public and private providers as well as appropriate contracting and monitoring 
systems is required. This case study was designed to address these important knowledge and research gaps. Researchers 
conducted an audit study of management of adult acute bronchitis in PHC services in public and private sector (cash patients) 
to investigate unnecessary antibiotic prescribing and management of a simple clinical case requiring supportive care. The 
study compared the quality of care in public and private sector against three outcomes: (1) Technical quality of care (effort), 
(2) Responsiveness, and (3) Efficiency. Results: There was low quality of care by both public and private providers; technical 
quality and responsiveness was higher in private sector, but private sector was more wasteful. Unnecessary use of antibiotics 
was high in both sectors. Implications�for�UHC: Clinical practice is not evidence based and providers do not follow guidelines 
impacting negatively on both quality and efficiency of PHC. The unnecessary antibiotic prescribing has implications for 
antimicrobial resistance (AMR) and there is significant wastage. Private sector GPs offer a slightly higher rate of technical 
quality but at the expense of efficiency. Careful design of contracts might mitigate the quality/efficiency trade off. Implications�
for�supply�side�oversight: Systems are required for monitoring and reporting technical quality and efficiency in both the public 
and the private space.  Strategies should be introduced to improve technical quality (provider clinical skills, clinical decision 
support systems, evidence-based practice, clinical governance and audit systems for managers, payer and peer review) 
and efficiency (align financial incentives/reimbursement, value based contracting in both sectors) and link all the above to 
accreditation. 

An� overview� of� supplier� side� problems� and� taking� forward� the� recommendations� from� the� HMI� - The HMI focused its 
investigation on hospitals, doctors and funders. The process of inquiry was governed by transparency and fairness and 
included: 43-million individual patient records; 11-million admissions; specially commissioned studies; numerous written 
submissions as well as public hearings and seminars. At a national level three big hospital groups dominate the market 
in terms of both admissions and number of beds. These groups have enjoyed consistent and sustained profits, with no 
meaningful disruptive entry into the market; a small group of independent hospitals present no meaningful threat. Doctors 
bring patients into hospitals and therefore the big three hospital groups attract practitioners more easily. Accessing accurate 
data on the number of beds and measuring occupancy is a challenge and therefore an important consideration for a national 
information system.  Equally there are no measures of quality or outcomes in the sector, implying that the real competition 
is based on price only. There is no reliable database to inform where practitioners are working in the private or public 
sector. Bilateral negotiations between funders and facilities were practical, because of the small number of stakeholders, but 
negotiations were largely categorised by increases in fee for service reimbursement models rather than other reimbursement 
mechanisms - fee for service contracts can promote perverse practices in terms of over servicing. There is no real motivation 
for funders to contract better or be rigorous in the pressure they put on providers. The introduction of innovative initiatives 
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is limited e.g. multi-disciplinary teams are virtually non-existent even though international literature shows how effective and 
cost effective they are. Funders, practitioner associations and HPCSA rules also hamper innovative models. Over servicing is 
driving health care costs up but without any associated evidence on improvement of outcomes. Funders market is also highly 
concentrated. A review of ethical rules of the professional councils is required. 

 

The�South�African�health�sector�regulatory�environment�–�Observations�and�‘obligation�to�act’�–�A�critical�element�for�securing�
universal�health�coverage�- The challenges are: (1) Doing things differently; (2) Doing things in partnership; and (3) Doing 
things for a common purpose i.e. to build strong health systems to ensure UHC and access to quality care. Public health 
reform is about power and politics and therefore public policy development processes cannot be secret; they must be in 
the public domain and open to public participation. Policy implementation must be addressed from the initial stages of the 
development of new policies, otherwise the result is fragmented and incoherent policies lacking in meaningful implementation. 
Capabilities cannot be built in the future; these must be developed as part of the policy development process. If things 
are to be done in partnership then the obligation is to act now and this should start with language – the language of the 
debate and dialogue must change with immediate effect (# UHC the dialogue of choice). Public policy development must 
be open and transparent; any documents must be put in the public domain. The need for a dedicated health care regulatory 
authority must be accepted – the professional councils are not able to perform their regulatory duties, they are fragmented 
and function poorly. The public sector must be strengthened in order to be viewed as the preferred provider, with space for 
experimentation and to pilot contracting from the private sector. This should be done in ways that are shaped for learning 
rather than locking us into any particular mechanisms. Intervene to stabilise the private sector by reviewing the prescribed 
minimum benefits (PMB) package and establishing a National Pricing Commission (2010 NDOH proposal). 
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Questions and comments:

Patient�preference�– the high antibiotic prescription rate has to do with pressure from patients to be given antibiotics. It is vital 
to educate patients and empower users to understand quality.

A�fee�for�service�paradigm and NHI do not fit together – capitation models are not fit for purpose.

Dialogue – we have polarised the conversation, we need to get in the same room and have the difficult conversations, 
we don’t need a third party all the time, we can have those conversations ourselves, but we need to create the conducive 
environment for them to work together. Statutory councils are wedded to the past, how can we improve them as they are or 
do we need to restructure completely?
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  SESSION 10:  REFLECTIONS ON THE TWO DAYS 
AND WAY FORWARD 

This session was moderated by Edith Madela-Mntla (NHRC). Moeketsi Modisenyane39 (PHASA/NDOH), Asha George (UWC), 
and Sinesipho Nwosu (PHM) presented their reflections and key take home messages from the discussions over the previous 
two days before it was opened up to audience. Helen Schneider made the closing remarks. 

Main take-home messages and recommendations for future knowledge generation dialogues

Sinesipho�Nwosu – provided her recommendations and reflections from a community perspective. Over the past two days 
a lot has been said about quality, health financing, SDH and health inequalities. However, very little has been said about 
how the drivers of health inequalities - social determinants of health, income, class, environments, and political power - are 
explicitly linked to ill health e.g. the prevalence of TB in poor communities. Addressing SDH is central to the implementation 
of UHC and this requires well-resourced research. A disease focus manages the illness without building a bridge from ill health 
to wellness. The emphasis should be on the holistic (as opposed to selective) PHC that includes the social determinants of 
health.

Moeketsi�Modisenyane�– provided his reflections under the theme leadership and governance. Collective action and creative 
solutions are required in pursuit of our common goals. UHC is a direction and not a destination; it requires progressive 
realisation – small goals and small steps and engagement with political, social, economic, environmental and technological, 
data and social innovations. We need to address the power (political) dynamics between a doctor and a nurse, a health care 
worker and a community member. Top down reforms must be complemented by a bottom up process of strengthening the 
health system in order to address lack of access and poor quality in the public health system. We need to develop distributed 
leadership and management capacity and share lessons. Delivering on the promise of high quality and efficient health 
services requires a focus on the people and attention to prevention, PHC, public health and values of respect, dignity and 
compassion. We need to monitor progress and promote accountability. 

39�� http://uhcs.samrc.ac.za/Presentations/Modisenyane.pdf
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Asha�George – there is much rich information in the research community, but also huge information gaps and lack of 
transparency, especially in the private sector. More research is needed in this area, but are we asking the right research 
questions and do we have the right platforms for linking this information to reforms? Unfunded mandates – if we don’t invest 
further we will be on the brink of a blackout. We are committed to the word “community participation” but we don’t invest in 
the processes to meaningfully engage and bring that word alive; need to address who are the community actors and health 
promotion. The plenaries focused on inputs – financing, HR, quality but we need to come to a common understanding not 
only about the what, but also the how – processes, trust, building relationships cut across all of this. All these inputs are about 
power and we need to understand the coalitions that need to be built to effect change.

Questions and comments from the floor 

How� to� deal� with� unfunded�mandates� when� there�will� be� no� new� resources� in� the� foreseeable� future? There are huge 
inefficiencies in the system as well as a lack of prioritisation and rationing takes place in an unplanned way. The challenge is 
for researchers to come up with clear guidelines on how money could be more wisely spent. There are also ways that don’t 
require resources e.g. innovative spaces to problem solve such as the journal clubs in WC. Develop investment studies to 
determine how much would be saved by focusing on prevention and health promotion instead of a system designed for 
curative health care.

Rebranding�the�next�five�years�as�a�learning�and�negotiation�process - to still learn from the first five years of NHI and make 
sure that a structured reflection process can take place. We failed to learn from the pilot sites because we haven’t really 
examined what the causes of failure were – was it poor planning, poor reporting, or a lack of understanding in communities? 

Are�we�using�the�current�investment�effectively�and�efficiently?  We recognise that individuals are unique and different, but 
how does this square with our collective ethos? We employ people as individuals and then ask them to be responsible in a 
collective way; there is no track record of collective responsibility. External analysis of efficiencies must be done in partnership 
with providers – change comes from working together in a culture of learning and co-development. We need investment in 
knowledge – working smarter rather than harder. Collective responsibility needs to be examined on a case-by-case basis (Life 
Esidumeni versus smaller issues); individual or collective responsibility needs to be interrogated in context.
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6 key ideas to take away

1.  We need knowledge – in times of enormous crisis the impulse is to go in boots and all and act, but we need to 
take time to think, to reflect. What should guide us is our common vision, the willingness to engage systematically 
across multiple levels and creating the avenues for people to engage across all levels

2.  Health systems learning – HS are complex adaptive entities and we can never predict all the eventualities we 
will face when we plan; our plans need to be designed to unfold with learning by doing, to be flexible and 
responsive to the complexity of the health system. Are there instances of over-design that could lead to unintended 
consequences that we need to think about for e.g. in the design of the CUPs?

3.  Remove the disablers from frontline providers who are trying their best in a difficult environment; stop the descent 
of vertical QA initiatives and accreditations onto the heads of frontline workers which only hinder their ability to 
respond innovatively and effectively

4.  We need bottom up systems strengthening, collate the stories and studies, harness the knowledge and move it up 
stream

5.  Change requires coordination and collaboration we need to think about multi-disciplinary teams and how things 
break down at the interface of the system, for example the referral systems

6. Stronger and distributed leadership across all levels of the system is required to achieve all the above.

Way forward:

•  Think carefully about what this means for a knowledge generation agenda. Certainly we need new and invigorated 
research agendas for HRH, social accountability, community participation, and we need ways to systematically collate 
and harness the lessons from the coalface, looking at research that documents and identifies ways of removing disablers 
to frontline practice. It is not only about what research we do, but also about how we do it – new ways of conducting 
research are vital. 

• Learn to work with diversity
• Focus on building relationships and trust
•  Finally, we would like your ideas on how to take all of this forward in a national dialogue, but we need multiple forums 

and spaces for engagement and coproduction at national and subnational levels.

Feedback from participants on charting the way forward (written)

•  There is a need for ongoing conversation through electronic journal clubs, webinars and social media platforms to share 
ideas

• Have more dialogues or symposiums but with smaller groups (working groups) that address specific themes
• DOH should convene Provincial Dialogues with their academic partners and involve more academic institutions
•  Research findings should reach leaders (policy briefs) and open doors to engage at every level.  There is a lot of 

research, however, the learning must be shared and the organisation should allow a learning health system
• The private sector needs to be included in conversations and dialogue
• Executive/senior managers of DoH need to participate in the dialogues 
•  It is not enough to merely have a dialogue – concrete resolutions and commitments should be made before the end of 

the dialogue
•  Need inputs and participation from other sectors e.g. Department of Basic Education (DBE), Department of Social 

Development (DSD)
•  Avail the opportunity for frontline health workers/implementers to share their experiences, challenges and lessons 

learned (their stories)
• Decentralise the dialogues to province, district, sub-district and community levels
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  SESSION 11: CLOSING PLENARY 

This session was facilitated by Glenda Gray. The Minister of Health, Dr Zweli Mkize gave the closing session keynote address. 
Fareed Abdullah and Helen Schneider provided him with a ‘snapshot’ summary of the conference discussions after which 
participants had the opportunity to pose questions to the Minister.

Remarks by the Minister of Health

•  The Minister noted the comprehensive conference programme covering very relevant topics e.g. supply-side issues 
such as high C/S rates in the private sector that was also mentioned in the HMI, HRH, security of medicine supplies, 
quality of care and staff attitudes. He expressed appreciation that the discussions had centred around supporting 
effective NHI implementation rather than debating whether or not the country should have NHI.

•  The NHI Bill is currently in parliament and provincial consultations are taking place. So far consultations have been held 
in MP, LP, NW, and NC; people are hopeful about what NHI can offer. The work now is about getting the Bill passed and 
developing a NHI framework specifically tailored for the SA environment and conditions. Feedback from the research 
community is important in terms of new approaches to implementation. 

•  NHI will require public sector funding and additional sources of income in order to avoid catastrophic household costs. 
The question is not can SA afford an NHI, but rather can SA afford not to implement a NHI. A study conducted by the 
University of Nairobi shows that investment in health increases GDP by creating healthy communities. SA should be 
charting the way forward in this regard through community mobilization, disease prevention and development of human 
capital. We also need to invest in public health sector infrastructure upgrades, using creative financing mechanisms, 
develop HR and ensure security of medicine supplies. Price escalation will be contained by purchasing large volumes.

•  The Minister cited comparisons between SA and Turkey, a country similar to SA in terms of population size and a large 
influx of migrants. After implementation of NHI client satisfaction increased from 46% to >70% in Turkey. There are 
also lessons from Japan that implemented NHI during economic recession (after World War II) and now has one of the 
largest aging populations in the world. 
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•  The interface between policy makers, researchers and practitioners needs to be tightened. Academics and researchers 
should accompany the Minister on international visits, partner with relevant international institutions and develop 
appropriate local solutions from the lessons. Areas requiring research include:

 o  Capitation – independent price setting by the Healthcare Pricing Commission. There are huge variations in prices 
in the SA health sector and poor regulation and supervision of the private sector. The system needs to be rebooted 
and readjusted

 o  Determine the disease treatment protocols and guidelines with input from health professionals to decide which 
conditions will be covered by NHI and which will not. What is not covered will create space for medical schemes.

 o  Health patients’ clinical records and digital health - need guidance from those versed in this. The challenge in 
public health systems is efficiency, quality (from cleanliness to staff-patient attitudes); as well as accuracy and 
maintenance of medical records (pertinent for medico-legal claims). 

 o  Interesting research work would be how to improve the quality of care but make it more affordable. Benchmark 
against what is happening elsewhere in the world, make it more affordable, maintain quality of care and discover 
new methods of delivering care. SA has a depth of technical research capacity; this community should do the 
research and evaluation required to develop context specific knowledge informed by international experience to 
support local implementation of NHI. 

Snapshot summary of the two days40 

•  There is a great deal of evidence that the NHI is an important instrument to achieve equity especially between the 
public and private health sectors 

•  The NHI is only one component of health reform and key elements from all the other areas discussed in this meeting 
– human resources, leadership and managament, governance, the health system, social accountabily, and regulation - 
need as much attention 

•  Certain aspects of the NHI Bill may prove to be restrictive in the future; there was consensus that there is a need for 
flexibility, to avoid overdesign and to allow room for piloting/experimentation/learning

•  Urgent priorities requiring ‘back to basics’ solutions are in the arenas of human resources, training, quality improvement 
and using information for management. 

• Leadership and management needs some specific plans 
•  There is a wealth of knowledge, experience and expertise in health systems research in South Africa; much of this 

wisdom is tacit and needs to be harnessed and translated into systems-level learning
•  There is strong belief that South Africa has the resources and the people as well as the willingness and commitment to 

achieve good quality health care that is equitably and efficiently distributed 
•  There should be ongoing dialogue and detailed discussion in many of these areas - a bridge needs to be built between 

the health systems research community and the decision makers; there must be meaningful participation from people 
at the frontline, users of the service and communities  

•  The health systems and policy research community and the research agencies are able, ready and willing to work with 
the department on the NHI, health financing reform in the health compact and health action plans and the health 
market environment as we work towards UHC.

•  How can we help! 

Questions and comments from the floor

What�is�the�Minister’s�opinion�on�the�training�of�midlevel�workers�as�a�cost-effective�measure�to�deliver�healthcare?  There is 
space for continuous engagement and evaluation. We need to look at successes and failures and decide what we do. Another 
category is CHWs – we need to look at strengthening CHWs by providing them with good support and supervision. Develop 
mHealth apps that can provide patient records and support effective patient management. 

We�all�have�a�role�to�play�in�NHI�-�proposal�that�we�each�identify�1-3�things�we�can�do�to�support�NHI�and�then�feedback�
on�what�we�are�doing.�Minister’s suggestion is to use the NHI War Room in the Presidency and the Ministerial Advisory 
Committee as entry points to bring the themes discussed during the dialogue to think through the debates. A thinking body 
is required so let’s start to close the gap. The Minister tasked Prof Gray and Dr Pillay to make the linkages in order not to lose 
the momentum of what has been started.

40�� http://uhcs.samrc.ac.za/Presentations/Symposium%20Summary.pdf



57Universal Health Coverage (UHC)  -   National Dialogue

Concern�raised�regarding�health�infrastructure�and�care�pathways�that�are�being�spoken�about,�but�don’t�exist�in�the�township�
e.g.�Thembisa�has�no�regional�and�district�hospitals. A team from Health, Treasury and DPSA are looking into the approach 
to infrastructure upgrades - looking at creative financing mechanisms and ways of refurbishment, as there will be no NHI 
without good quality infrastructure. Lot of discussion needs to go into it and there will be an announcement in due course; 
infrastructure is at the core of these reforms.

Access�to�affordable�medicines�and�diagnostics�and�what�the�Ministry�will�do�to�facilitate�this�– The department is involved 
in programmes to bring medicines closer to people (CCMDD programme). A stock visibility system (SVS) that tracks stock 
levels has been implemented to manage medicine shortage and stock outs. A clear rule has been issued for provinces to ring 
fence money for medicines so that it cannot be used for other purposes. In the longer term looking at pricing committee to 
set the most reasonable price for medicines, devices and laboratory tests. SAPHRA is dealing with the regulatory framework 
on quality of medicines to combat counterfeit drugs. We need to open up and make SA a strong, vibrant pharmaceutical 
manufacturing hub. SAPHRA is working on the backlog of drug registrations and we need to ensure optimal utilization of 
medicines.

Glenda Gray thanked the Minister for his time and presence, reiterating the overwhelming theme of the meeting ‘How can 
we help?’ before declaring the meeting closed. 
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