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Abstract
Background: A system-wide health system strengthening (HSS) initiative, the Health Systems Governance and Accountability 
(HSGA) intervention, was developed, translated to policy, and implemented in the Free State province. This study assessed 
health managers (HMs) and community representatives’ (CRs) views of  the intervention and whether it improved integration 
and performance.
Method: A questionnaire survey among 147 HMs and 78 CRs and 14 focus group discussions (FGDs) with a mean of  10.3 
participants and a total of  102 HMs and 42 CRs, were conducted. The questionnaire and FGD data were descriptively and the-
matically analysed to triangulate findings.
Results: Many HMs (44%) mostly positioned at the operational levels indicated that implementation of  the HSGA interven-
tion did contribute to integration of  health services. Most CRs (54%) believed that communities were actively involved in the 
intervention. However, both the self-administered questionnaire and the FGD data evidenced lack of  policy awareness among, 
especially, operational-level HMs.
Conclusion: From the perspectives of  HMs and CRs, the implementation of  the intervention was viewed as a step forward in 
strengthening public healthcare to respond to system deficiencies in the Free State province. Earlier engagement of  especially 
operational-level HMs during reforms may be beneficial in successfully implementing HSS interventions.
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Introduction
Since 1994, several health policies that focus explicitly 
on alleviation of  inequity in healthcare service provision 
have been implemented in South Africa1-3. These includ-
ed the introduction of  free-health policies, the district 
health system, and health sector reforms such as prior-
itisation of  primary health care (PHC), in itself  a social 
justice philosophy4. PHC re-engineering in South Africa 
aims to improve community health through ward-based 
PHC outreach teams (WBPHCOTs), school health ser-
vices and district clinicals specialist teams (DCSTs)5-6. 

Other relatively recent reforms are the establishment of  
‘Ideal clinics,’ defined as clinics that open on time and 
have staff, infection control measures and security to 
protect the staff  and patients7 and a ‘One patient-One 
File’ system. The net effect of  these reforms was more 
equal distribution of  public health resources, as well as 
greater access to services for previously deprived groups2. 
However, stark policy-implementation gaps – fuelled by 
inefficient processes or systems such as limited financial 
resource allocations and delegations, top-down directives, 
and ineffective supervision and performance manage-
ment systems – frequently occurred, and there may have 
been an overall lack of  systems thinking8-9.
Many international health policies recognise the World 
Health Organization’s (2008)10 vision that communities 
should be involved in shaping PHC services11. South 
Africa’s National Health Act (No. 63 of  2003)12 requires 
the establishment of  clinic and community health cen-
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tre (CHC) committees with functions prescribed in the 
provincial legislation in question. A representative hos-
pital board for each central hospital (such as Universitas 
Hospital in the Free State province) with functions pre-
scribed by the national Minister of  Health must be in ex-
istence. The relevant Member of  the Executive Council 
(MEC) at the provincial level must appoint a representa-
tive board for each public health establishment classified 
as a hospital or for each group of  such establishments 
and prescribe the functions and procedures for meetings 
of  these boards. Although community participation also 
takes many other forms such as volunteerism by non-gov-
ernmental organisations (NGOs) and faith-based organi-
sations (FBOs) in clinic data capturing and lay counselling 
services, it is especially through their participation in clin-
ic and CHC committees and advocacy in hospital boards 
that communities can contribute to identifying the health 
system’s weaknesses and help to refine necessary changes 
in the organisational workings of  public health systems at 
the grassroots level.
The health and wellbeing of  South Africans – the ma-
jority of  whom are dependent on government services13 

– remain plagued by a relentless burden of  infectious 
and noncommunicable diseases14-15, persisting social dis-
parities, and inadequate human resources for health1-2,17 

to provide care for a growing population with a rising 
tide of  refugees and economic migrants18. Despite the 
fact the public health system has been transformed into 
an integrated, comprehensive national service, failures in 
leadership, stewardship and management have led to in-
adequate implementation of  good policies19. It is general-
ly accepted that public health services in South Africa are 
not always of  sufficient quality to be effective20. External 
factors such as political preferences for the appointment 
of  public health managers (HMs) have been reported to 
influence the employment of  public health profession-
als21. Resulting management skill deficits have a detrimen-
tal effect on the quality of  public health services. Shortag-
es and high migration of  health professionals1-2;17;20;22, as 
well as wide inequality23-25 and unemployment26-28, further 
limit the capacity of  the public health sector to meet the 
health needs of  the nation.
The international COVID-19 outbreak has emphasised 
the need to strengthen public health systems29 and to 
adopt systems thinking in doing so30. The idea of  adopt-
ing a system or ‘whole-system’ approach to understand 
and implement public health system strengthening (HSS) 
interventions has gained traction in modern times, espe-

cially among health policy-makers31-33. ‘Whole-system’ de-
signs and methodologies are also increasingly applied in 
health systems research34-38. A ‘whole-system’ approach 
inculcates a way of  thinking that considers the impor-
tance of  linkages and interdependencies between the 
components of  a healthcare system39-40. Systems thinking 
is also useful to assess the effectiveness of  public policy 
implementation and service delivery41-42.
In the current setting, initial understanding of  the de-
ficiencies of  the public health services provided by the 
Free State Department of  Health (FSDoH) was based on 
a multi-method situation appraisal19. A system-wide HSS 
initiative, the Health Systems Governance and Account-
ability (HSGA) intervention, was developed, translated to 
policy, and implemented. The HSGA intervention and its 
formalisation into an official policy, the HSGA policy43, 
was designed to address fragmentation and improve pub-
lic health service delivery in the Free State by the provin-
cial health department in collaboration with its stakehold-
ers. The considered intervention model was an integrated 
approach to health service delivery in the Free State prov-
ince starting from the community up through all levels 
to the central health services. It was designed to improve 
health system performance by effectively supporting the 
interaction between disease-specific programmes, com-
plemented by a precise routine assessment method, i.e., 
the BSC performance-monitoring tool44-45. This study 
aimed to assess HMs and CRs’ views on whether pub-
lic health service integration had indeed been enhanced 
and if  the integration of  the roles and responsibilities 
of  HMs and CRs, as well as attempts to enhance the 
Health Information Management System, had improved      
‘whole-system’ operations.

Methods
Design, population and sampling 
A cross-sectional survey including, firstly, an anony-
mous self-administered questionnaire involving 147 HMs 
and 78 CRs and, secondly, 14 focus group discussions 
(FGDs) with 102 HMs and 42 CRs was conducted in the 
2017/18 financial year. The mean number of  participants 
per FGD was 10.3. In the case of  both the HMs and the 
CRs convenience sampling applied in as far as only those 
respondents who responded to invitations to sessions to 
complete the self-administered questionnaire, and con-
duct the FGDs, were included. The participating HMs 
(n=102; 70.83%) mostly worked at the facility (clinic/
CHC or hospital) level where they were responsible for 
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operational-level programmes. In the current study, mem-
bers of  the hospital boards and clinic and CHC commit-
tees whose views on an intervention to strengthen public 
healthcare in the Free State were sought, are referred to as 
community representatives (CRs). As governors of  these 
facilities, they were well placed and sufficiently informed 
to report on different systems aspects. The CRs are en-
titled to access any public health information from clinic 
operational managers or hospital CEOs.
 
Data collection
Containing both structured and open-ended questions, 
the self-administered questionnaire elicited HMs and 
CRs’ views on the effectiveness of  the HSGA implemen-
tation in improving ‘whole-system’ performance in re-
spect to seven goals of  the health department, namely, to 
improve 1) leadership/governance, 2) financial manage-
ment, 3) workforce management, 4) PHC re-engineering, 
5) infrastructure management, 6) the Health Information 
Management System; and 7) referral and ‘whole-system’ 
interventions. The FGDs were conducted by research as-
sistants experienced in this technique to supplement the 
quantitative data obtained through the self-administered 
questionnaire with a more in-depth qualitative under-
standing of  whether and how public health service inte-
gration had been achieved and had, or had not, improved 
‘whole-system’ operations. All sessions were audiotaped 
with the permission of  the participants and transcribed 
verbatim. At the start of  the group session, participants 
completed an attendance register and an informed con-
sent form. A protocol and focus group guide were used 
to introduce the study and the focus group questions. 
The research assistant facilitated the group discussions to 
keep the participants focused on the topics of  interest. 
The average length of  the group discussions was 60 min-
utes. During the FGDs the participants could also revert 
to their home languages, i.e., mostly Sesotho and Afri-
kaans, to better express their views.
 
Data analysis
The self-administered questionnaire data were descrip-
tively analysed using STATA 1246. The FGD data were 
transcribed and analysed for emerging issues using NVi-
vo 947. However, the FGD data analysis, interpretation 
and reflection were continuous and already commenced 
during discussions and transcribing.

Ethical considerations
Both the self-administered questionnaires and the FGDs 
were completed in private conference rooms or halls at 
the district hospitals. Participation in the study was vol-
untary. As the questionnaire was completed anonymous-
ly and numbers were allocated as identifiers during the 
FGDs, little or no risk were associated with participation 
in the study. The study participants were not paid for and 
did not have to pay to participate in the study. All partic-
ipants signed an informed consent form. The study was 
approved by the Health Sciences Research Ethics Com-
mittee of  the University of  the Free State (Referral num-
ber HSREC 11/2016).

Findings
The findings are presented according to the aforemen-
tioned departmental goals.
 
Leadership/governance
Table 1 presents the self-administered questionnaire find-
ings on HMs and CRs’ views on achieving the leadership/
governance goal. In respect to whether health sector re-
forms were implemented, a large proportion of  the HMs 
(n=70; 47.62%) stated that they ‘did not know.’ Contrari-
ly, most CRs (n=46; 58.97%) opined that health sector 
reforms were indeed taking place. Regarding whether 
district health plans were being implemented, most HMs 
(n=87; 59.18%) agreed that these plans were implement-
ed, while almost a third (n=43; 29.25%) ‘did not know.’ 
Whether hospital service delivery plans were implement-
ed, the largest proportion of  the HMs (n=72; 48.98%) 
‘did not know,’ while about four in every 10 (n=61; 
41.50%) indicated that the plans were indeed being im-
plemented. Whether clinic management structures were 
in place and functional, the largest proportion of  more 
than four in every 10 HMs (n=65; 44.22%) affirmed the 
existence and functionality of  these structures. However, 
just more than a third (n=50; 34.01%) ‘did not know.’ 
Regarding their views of  the corporate office’s influence 
on district health plans (n=107; 72.79) and hospital health 
plans (n=111; 75.51), about three-quarters of  the HMs 
‘did not know.’
The self-administered questionnaire findings corroborat-
ed the views expressed by the HMs in the FGDs, during 
which a recurring emerging theme was that plans from 
higher levels were not carried through:
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“Things are not seen to the end. There are good things that were 
started like I think it was after 2015/2016, principals from the 
province came down to us wanting to know what we needed, and we 
developed action plans. We were promised things that were never 
done. It was a good initiative, but it was never seen through” 
[Facility Operational Manager].

The CRs expressed similar views during the FGDs:
“The problem is that the Department would come with programmes 

but will not sustain them.”
“Get the resources in place and then come back to tick the box to 
say why is there no improvement or why is there only small improve-
ment, while you have all your equipment, all your resources, the 
ambulance system in place, the forms are there.”
“The policies are very good on paper, we read them, we hear about 
them, but when it comes to the implementation part of  it, it just 
doesn’t happen.”

Financial management
Table 2 depicts the HMs and CRs’ views on achieving 
the financial management goal as discerned through the 
self-administered questionnaire. The largest proportions 
of  both the HMs (n=57; 38.7%) and CRs (n=22; 28.21%) 
agreed that all hospitals charged fees for services as re-
quired. However, most of  the HMs indicated that they 
‘did not know’ whether records of  accounting proce-
dures were in place (n=82; 55.78%), periodic audits were 
conducted (n=91; 61.90%), monthly financial reports 
were delivered (n=85; 57.82%), and whether expenditure 
reports (n=70; 47.62%), revenue reports (n=71; 48.30%), 
records of  accounting procedures (n=77; 52.38%), peri-

odic audit reports (n=84; 57.14%) and monthly financial 
reports (n=75; 51.02%) were in use. A prominent theme 
emerging from the FGDs with both the HMs and CRs 
was constant resource scarcity:
“We do not have enough resources for the implementation. If  the 
resources were there, it would be easier for the model to work. One 
may say that we should push ourselves for the model to work, but 
you cannot push yourself  if  you do not have resources” [Unit lead-
er].
“Our clinic is in town and our building belongs to the municipality. 
There is a very small space for consultation. When you go for med-
ication at the pharmacy it is far. You have to walk a distance and 
there are stairs which is a problem for old people and the disabled” 
[CR].
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Table 1: Views related to Goal 1 Leadership/governance 
 

 Yes 
n (%) 

No 
n (%) 

DNK 
n (%) 

HMs 
(n=147) 

Health sector reforms implemented 67 (45.58) 10 (6.80) 70 (47.62) 
District health plans implemented 87 (59.18) 17 (11.56) 43 (29.25) 
Hospitals service delivery plans 
implemented 

61 (41.50) 14 (9.52) 72 (48.98) 

Clinic management structures in place and functional 65 (44.22) 29 (19.73) 50 (34.01) 
Corporate office influenced district health plans 33 (22.45) 7 (4.76) 107 (72.79) 
Corporate office influenced hospital health 
plans 

28 (19.05) 8 (5.44) 111 (75.51) 

CRs 
(n=78) 

Health sector reforms were implemented 46 (58.97) 14 (17.95) 18 (23.08) 

 
 HMs, health managers; CRs, community representatives, 
DNK, do not know 
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Workforce management
Table 3 portrays the HMs and CRs’ views on achievement 
of  the workforce management goal. The largest propor-
tion of  HMs indicated that only ‘some’ district staff  had 
HR functions such as job descriptions (n=53; 36.30%), 
training (n=59; 40.41%) and career (n=61; 41.78%) plans, 
and staff  assessment (n=62; 42.47%) and rotation (n=67; 
45.89%) systems. The largest proportion of  HMs also 
indicated that only ‘some’ hospital staff  had job descrip-
tions (n=63; 43.15%), training (n=67; 45.89%) and ca-
reer (n=70; 47.95%) plans, and staff  assessment (n=73; 
50.00%) and rotation (n=74; 50.68%) systems. A com-
mon theme during the FGDs was workforce or human 
resource (HR) scarcity. One HM stated:
“What happens at this hospital is that you have to receive that 
patient, but because you don’t have such people with such skills, the 
anaesthetist, what happens to that patient? Complications come, 

now preventable medico-legal hazards or medical litigations will oc-
cur. On the other hand, working relationships with [HMs] become 
strained because now you start fighting” [Unit leader].
The CRs likewise voiced concerns about human resource 
(HR) shortages:
“We have only one assistant pharmacist and when she has personal 
stuff  we have no one to replace her. Sometimes it happens that she is 
not there and there is only one sister at work. The sister has to con-
sult and go to the pharmacy to dispense medication to the patients, 
which is almost impossible.”
 
Large proportions of  the HMs indicated that they ‘did 
not know’ whether staff  roles in performance agree-
ments were up-to-date (n=66; 45.21%) and if  the morale 
of  staff  was assessed (n=61; 41.78%) in their institutions. 
Contrarily, the largest proportion of  CRs (n=26; 33.33%) 
indicated that staff  morale was indeed assessed.
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Table 2: Views related to Goal 2 Financial management 
 

 All Most Some None DNK 
 n (%) n (%) n (%) n (%) n (%) 
HMs Hospitals charged fees for services 57 (38.78) 19 (12.93) 31 (21.09) 9 (6.12) 31 (21.09) 
(n =147) Records of accounting procedures in place 37 (25.17) 15 (10.20) 6 (4.08) 7 (4.76) 82 (55.78) 

Periodic audits conducted 31 (21.09) 9 (6.12) 8 (5.44) 8 (5.44) 91 (61.90) 
Monthly financial reports delivered 41 (27.89) 11 (7.48) 4 (2.72) 6 (4.08) 85 (57.82) 
Expenditure reports in use 44 (29.93) 17 (11.56) 10 (6.80) 6 (4.08) 70 (47.62) 
Revenue reports in use 43 (29.25) 17 (11.56) 11 (7.48) 5 (3.40) 71 (48.30) 
Record of accounting procedures in use 33 (22.45) 21 (14.29) 11 (7.48) 5 (3.40) 77 (52.38) 
Periodic audit reports in use 32 (21.77) 8 (5.44) 16 (10.88) 7 (4.76) 84 (57.14) 
Monthly financial reports in use 46 (31.29) 13 (8.84) 8 (5.44) 5 (3.40) 75 (51.02) 

CRs Hospitals charged fees for services 22 (28.21) 11 (14.10) 17 (21.79) 16 (20.51) 12 (15.38) 
(n=78)      
 CR, community representative; DNK, do not know; 
HM, health manager; n, number 
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PHC re-engineering
Table 4 describes the HMs and CRs’ views on re-engi-
neering of  and improving access to PHC. Large propor-
tions of  the HMs indicated that school health (n=62; 
42.76%), outreach (n=63; 43.15%), healthy lifestyle pro-
motion (n=60; 41.10%), family health (n=62; 42.47%), 
DCST (n=49; 33.56%), and contracted general practi-
tioner (n=57; 39.04%) and ‘development partner’ (n=59; 
40.41%) services were at least ‘partially’ integrated into 
the system.
Most CRs (n=56; 71.79%) indicated that communities 
were ‘actively involved’ in implementing the ‘Ideal clinic,’ 

defined as a clinic that opens on time and has staff, infec-
tion control measures and security to protect the staff  and 
patients7. Most CRs also agreed that communities were 
actively involved in implementing the ‘One Patient-One 
file’ system, i.e., a single patient identifier and a single file 
containing all the medical history of  an individual patient 
(n=51; 65.38%). They also mostly agreed that commu-
nities were ‘actively involved’ in the implementation of  
the HSGA intervention (n=42; 53.85%). Just less than 
half  of  the CRs (n=37; 47.44%) believed that communi-
ties were ‘actively involved’ in implementing the Balanced 
Scorecard (BSC) performance-monitoring tool.
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Table 3: Views related to Goal 3 Workforce management 
 

 All staff Most staff Some staff No staff DNK 
n (%) n (%) n (%) n (%) n (%) 

HMs Districts had job descriptions 21 (14.38) 40 (27.40) 53 (36.30) 8 (5.48) 24 (16.44) 
(n=146) Districts had training plans 14 (9.59) 38 (26.03) 59 (40.41) 11 (7.53) 24 (16.44) 
 Districts had career plans 11 (7.53) 35 (23.97) 61 (41.78) 14 (9.59) 25 (17.12) 
 Districts had staff assessment systems 15 (10.27) 37 (25.34) 62 (42.47) 10 (6.85) 22 (15.07) 
 Districts had staff rotation systems 11 (7.53) 31 (21.23) 67 (45.89) 12 (8.22) 25 (17.12) 
 Hospitals had job descriptions 10 (6.85) 39 (26.71) 63 (43.15) 4 (2.74) 30 (20.55) 
 Hospitals had training plans 7 (4.79) 37 (25.34) 67 (45.89) 8 (5.48) 27 (18.49) 
 Hospitals had career plans 7 (4.79) 32 (21.92) 70 (47.95) 9 (6.16) 28 (19.18) 
 Hospitals had staff assessment 6 (4.11) 35 (23.97) 73 (50.00) 6 (4.11) 26 (17.81) 
 Hospitals had staff rotation systems 5 (3.42) 37 (25.34) 74 (50.68) 4 (2.74) 26 (17.81) 
    Yes No DNK 
    n (%) n (%) n (%) 
 Hospitals had up-to-date staff status reports   33 (22.60) 6 (4.11) 107 (73.29) 
 Performance agreements of all the staff in HM’s institution   59 (40.41) 21 (14.38) 66 (45.21) 
 up-to-date      
 Morale of staff in HM’s institution is assessed   48 (32.88) 37 (25.34) 61 (41.78) 
  All staff Most staff Some staff No staff DNK 
  n (%) n (%) n (%) n (%) n (%) 
CRs Morale of the staff is always checked 26 (33.33) 13 (16.67) 11 (14.10) 13 (16.67) 15 (19.23) 
(n=78)
  

         CR, community representative; DNK, do not know; HM, 
health manager; n, number 
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 Hospitals had training plans 7 (4.79) 37 (25.34) 67 (45.89) 8 (5.48) 27 (18.49) 
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 Hospitals had staff rotation systems 5 (3.42) 37 (25.34) 74 (50.68) 4 (2.74) 26 (17.81) 
    Yes No DNK 
    n (%) n (%) n (%) 
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 up-to-date      
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  All staff Most staff Some staff No staff DNK 
  n (%) n (%) n (%) n (%) n (%) 
CRs Morale of the staff is always checked 26 (33.33) 13 (16.67) 11 (14.10) 13 (16.67) 15 (19.23) 
(n=78)
  

         CR, community representative; DNK, do not know; HM, 
health manager; n, number 
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Infrastructure management and the Health Infor-
mation Management System
Table 5 depicts the HMs and CRs’ views on, firstly, in-
frastructure management and availability of  equipment 
and, secondly, the Health Information Management Sys-
tem. Regarding infrastructure management, the largest 
proportion of  HMs (n=68; 46.58%) indicated that they 
did not participate in meetings on strategic infrastructure 
planning. Most HMs also stated that availability (n=68; 
53.54%) and maintenance (n=85; 58.22%) of  equipment 
at health facilities did not meet expectations. Nearly six 
in every 10 HMs thought that the lack of  infrastructure 
maintenance (n=87; 59.59%) and unavailability of  equip-
ment at health facilities (n=86; 58.90%) had a ‘negative’ 
influence on public health system performance. HMs fre-
quently raised the lack of  maintenance during the FGDs:
“There is absolutely no maintenance. There was this buzz word 
that was called ‘maintenance hub,’ and we bought into it saying at 
least if  my door is broken, assistance will just be a call away. Or 
maybe one of  the clinics would be having a hub where I could call 
to say my stuff  is broken. But now you have to go on trying to fix 
stuff  like your light bulbs. You are frustrated because you want to 
use something, but you can't” [facility Operational Manager].
Equal proportions (n=25; 32.05%) of  the CRs agreed 
or disagreed that they participated in meetings on stra-
tegic infrastructure planning. As with most HMs, most 
CRs also indicated that infrastructure availability (n=45; 
57.69%) and maintenance (n=41; 52.56%) at health fa-
cilities did not meet expectations. Large proportions of  
the CRs believed that the lack of  infrastructure mainte-

nance had a ‘negative’ (n=27; 34.62%) or a ‘very nega-
tive’ (n=17; 21.79%) influence on public health system 
performance. Even larger proportions thought that the 
unavailability of  equipment at health facilities had a ‘neg-
ative’ (n=29; 37.18%) or ‘very negative’ (n=22; 28.20%) 
influence on the system’s performance.
In terms of  the Health Information Management Sys-
tem, most HMs agreed that it was possible to indicate 
the five diseases with the highest consultation rates based 
on the District Health Information System (DHIS) in 
all districts (n=78; 53.06%), and in their own district 
(n=80; 54.79%). Almost a third (n=47; 32.41%) of  the 
HMs believed there were ‘seldom’ and a further almost 
two in every 10 (n=26; 17.93%) that there were ‘never’ 
any shortages of  health statistics forms at health facil-
ities during the previous 12 months. Nearly two-thirds 
(n=96; 66.21%) of  the HMs believed that health facilities 
always’ submitted data to the DHIS. More than a quarter 
(n=39; 26.90%) stated that they ‘did not know.’ The larg-
est proportion (n=42; 28.97%) of  HMs also stated that 
they ‘did not know’ how often health facility staff  anal-
ysed statistics for decision-making. However, according 
to many HMs, the statistics were ‘always’ (n=40; 27.59%) 
or ‘mostly’ (n=34; 23.45%) considered for decision-mak-
ing. Many of  the HMs believed that district-level staff  ‘al-
ways’ (n=40; 27.59%) or ‘mostly’ (n=29; 20.00%) provid-
ed feedback to health facilities in response to submitted 
reports. Again, more than a quarter (n=42; 28.97%) of  
the HMs said they ‘did not know.’ The largest proportion 
(n=54; 37.24%) of  the HMs also ‘did not know’ how of-
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Table 4: Views related to Goal 4 PHC re-engineering 
 

 
Views on extent to which PHC services were integrated 
into system 

Completely 
n (%) 

Partially 
n (%) 

Not at 
all 
n (%) 

DNK 
n (%) 

HMs (n=146) School health teams 42 (28.97) 62 (42.76) 5 (3.45) 36 (24.83) 
Outreach services 42 (28.97) 63 (43.15) 8 (5.48) 33 (22.60) 
Healthy lifestyle promotion 38 (26.03) 60 (41.10) 13 (8.90) 35 (23.97) 
WBPHCOTs 35 (23.97) 62 (42.47) 11 (7.53) 38 (26.03) 
DCST services 32 (21.92) 49 (33.56) 19 (13.01) 46 (31.51) 
Contracted general practitioners 23 (15.75) 57 (39.04) 15 (10.27) 51 (34.93) 
Development partners 39 (26.71) 59 (40.41) 6 (4.11) 42 (28.77) 

 Views whether communities were actively involved in implementation 
of health reforms 

Yes 
n (%) 

No 
n (%) 

DNK 
n (%) 

CRs (n=78) Ideal clinic 56 (71.79) 6 (7.69) 16 (20.51) 
HSGA intervention 42 (53.85) 7 (8.97) 29 (37.18) 
BSC performance-monitoring tool 37 (47.44) 5 (6.41) 36 (46.15) 
One patient-One file 51 (65.38) 3 (3.85) 24 (30.77) 

BSC, Balanced Scorecard; CR, community representative; DCST, District Clinical Specialist Team; DNK, do not know; HM, health 
manager; HSGA, Health System Governance and Accountability; n, number; PHC, primary health care; WBPHCOT, ward-based PHC 
outreach team 
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ten health activity monitoring mechanisms such as charts 
and diagrams were used, although relatively large propor-
tions said such mechanisms were ‘mostly’ (n=36; 24.83%) 
or ‘always’ (n=24; 16.55%) used. The majority of  HMs 
indicated that they ‘did not know’ how often tradition-
al leaders (n=84; 57.93%), NGOs (n=80; 55.17%) and 
FBOs (n=94; 64.83%) submitted reports to the DHIS. 
The theme of  health information resource scarcity was 
often raised during the FGDs:
“We don’t even have a photocopy machine through the whole of  
Mangaung Metro” [Facility Operational Manager].
“If  you haven’t got stationery to work with, everything else falls 
apart” [Facility Operational Manager].

Regarding the CRs’ views, almost two-thirds (n=50; 
64.10%) affirmed that it was possible – based on the 
DHIS – to indicate which five diseases had the highest 
consultation rates in their district. The largest proportion 
(n=25; 32.05%) of  CRs thought that health facilities ‘sel-
dom’ experienced shortages of  statistics forms. However, 
the largest proportion of  CRs (n=24; 30.77%) was also 
of  the view that health facility staff  ‘seldom’ analysed sta-
tistics for decision-making. Less than a third of  the CRs 
(n=25; 32.05%) indicated that district-level managers ‘al-
ways’ provided feedback to health facilities in response to 
reports submitted.
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Table 5: Views related to Goal 5 Infrastructure management and Goal 6 Health Information Management System 
 

   Yes 
n (%) 

Partially 
n (%) 

No 
n (%) 

DNK 
n (%) 

Infrastructure 
management 

HMs 
(n=146) 

Participated in meetings on strategic infrastructure planning 22 (15.07) 22 (15.07) 68 (46.58) 34 (23.29) 
Availability of equipment met expectations 15 (11.81) 31 (24.41) 68 (53.54) 13 (10.24) 
Infrastructure maintenance met expectations 8 (5.48) 19 (13.01) 85 (58.22) 34 (23.29) 
 VN 

n (%) 
Neg 
n (%) 

SN 
n (%) 

NN 
n (%) 

DNK 
n (%) 

Influence of unavailability of equipment on 
health service performance 

86 (58.90) 17 (11.64) 11 (7.53) 6 (4.11) 26 (17.81) 

Influence of lack of maintenance on health 
systems performance 

87 (59.59) 15 (10.59) 13 (8.90) 2 (1.37) 29 (19.86) 

 Yes 
n (%) 

Partially 
n (%) 

No 
n (%) 

DNK 
n (%) 

CRs 
(n=78) 

Participated in meetings on strategic infrastructure planning 25 (32.05) 18 (23.08) 25 (32.05) 10 (12.82) 
Availability of equipment met expectations 17 (21.79) 15 (19.23) 45 (57.69) 1 (1.28) 
Infrastructure maintenance met expectations 20 (25.64) 12 (15.38) 41 (52.56) 5 (6.41) 
 VN 

n (%) 
Neg 
n (%) 

SN 
n (%) 

NN 
n (%) 

DNK 
n (%) 

Influence of unavailability of  
equipment on health system performance 

22 (28.20) 29 (37.18) 16 (20.51) 4 (5.12) 7 (8.97) 

Influence of lack maintenance on health 
system performance 

17 (21.79) 27 (34.62) 14 (17.95) 4 (5.13) 16 (20.51) 

Health 
information 
management 
system 

   Yes 
n (%) 

No 
n (%) 

DNK 
n (%) 

HMs 
n (147) 

Whether possible based on the DHIS to indicate five diseases with the 
highest consultation rates in all districts 

78 (53.06) 12 (8.16) 57 (38.78) 

Whether possible based on the DHIS to indicate five diseases with the 
highest consultation rates in HM’s district 

80 (54.79) 13 (8.90) 53 (36.30) 

 Always 
n (%) 

Mostly  
n (%) 

Seldom  
n (%) 

Never  
n (%) 

DNK  
n (%) 

Frequency of statistics form shortages at 
facilities 

11 
(7.59) 

18 (12.41) 47 (32.41) 26 (17.93) 43 (29.66) 

Frequency of submission of data to the DHIS 
by facilities 

96 
(66.21) 

7 (4.83) 3 (2.07) 0 (0) 39 (26.90) 

Frequency of analysis of statistics for decision-
making by facility staff 

40 
(27.59) 

34 (23.45) 24 (16.55) 5 (3.45) 42 (28.97) 

Frequency of feedback reports to facilities by 
district-level staff 

40 
(27.59) 

29 (20.00) 42 (28.97) 13 (8.97) 5 (3.45) 

Frequency of use of health activity monitoring 
mechanisms 

24 
(16.55) 

28 (19.31) 36 (24.83) 54 (37.24) 45 (31.03) 

Frequency of submission of reports to the 
DHIS by traditional healers 

6 (4.14) 6 (4.14) 18 (12.41) 5 (3.45) 84 (57.93) 

Frequency of submission of reports to the 
DHIS by NGOs 

27 
(18.62) 

20 (13.79) 11 (7.59) 17 (11.72) 80 (55.17) 

Frequency of submission of reports to the 
DHIS by FBOs 

8 (5.52) 12 (8.28) 7 (4.83) 24 (16.55) 94 (64.83) 

 Yes 
n (%) 

No 
n (%) 

DNK 
n (%) 

CRs 
(n=78) 

Whether possible to indicate five diseases with the highest 
consultation rates in CR’s district 

50 (64.10)  9 (11.54)  19 (24.36) 

 Always  
n (%) 

Mostly 
n (%) 

Seldom  
n (%) 

Never 
n (%) 

Frequency of statistics form shortages at facilities 11 (14.10) 19 (24.36) 25 (32.05) 23 (29.49) 
Frequency of submission of data to the DHIS by facilities 22 (28.21) 15 (19.23) 27 (34.62) 14 (17.95) 
Frequency of analysis of statistics for decision-making by 
facility staff 

19 (24.36) 14 (17.95) 24 (30.77) 21 (26.92) 

Frequency of feedback reports to facilities by district-level 
staff 

25 (32.05) 9 (11.54) 21 (26.92) 23 (29.49) 

Frequency of use of health activity monitoring 
mechanisms 

27 (34.62) 10 (12.82) 18 (23.08) 23 (29.49) 

Frequency of submission of reports to the DHIS by 
traditional healers 

25 (32.05) 13 (16.67) 16 (20.51) 24 (30.77) 

CR, community representative; DHIS, District Health Information System; DNK, do not know; FBO, faith-based organisation; HM, health manager; n, number; 
Neg, negative; NGO, non-governmental organisation; NN, not negative; SN, somewhat negative; VN, very negative 
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Referral and ‘whole-system’ interventions
Table 6 depicts the HMs and CRs’ views on optimising 
referral and ‘whole-system’ interventions (i.e., the HSGA 
intervention and the BSC performance-monitoring 
tool). Most HMs believed that referral processes (n=93; 
64.14%), referral notes (n=85; 58.62%) and monitoring 
of  waiting times (n=80; 55.17%) were ‘always’ in place. A 
large proportion (n=64; 44.14%) also stated that ambu-
lance referral or dispatch systems were ‘always’ in place. 
However, according to the largest proportion of  HMs 
(n=44; 30.4%), referral feedback reports were ‘seldom’ 
received. Most of  the HMs also ‘did not know’ whether 
agreements on the referral of  patients from traditional 
leaders (n=83; 57.24%) and NGOs (n=73; 50.34%) were 
in place. A prominent theme during the FGDs with HMs 
was that plans and changes were insufficiently commu-
nicated to and discussed with lower cadres of  HMs and 
staff:
“Since 2015, as you see us, we don’t have information to say con-
fidently that we know about the model. The exposure I personally 
had about it was like in a conference setup where you cannot really 
interact with it because it was just a presentation. However, I think 

it is a viable model that can benefit many institutions” [Facility 
Operational Manager].
 
Regarding the HMs’ views on the effects of  the imple-
mentation of  the HSGA intervention and the BSC per-
formance-monitoring tool, large proportions believed 
that the intervention (n=65; 44.22%) and the tool (n=60; 
40.82%) contributed to the integration of  health service 
delivery. Similar proportions of  the HMs believed that 
the HSGA intervention (n=61; 41.50%) and the BSC 
performance-monitoring tool (n=60; 40.82%) contrib-
uted to improving health outcomes. The issue of  plans 
from higher levels not being carried through arose again 
during the FGDs with both HMs and CRs:
“When the model was actually introduced formally, the senior man-
agement teams at different facility levels were the ones that were 
exposed to the whole unpacking of  the model, but I think cascading 
down has been an issue” [Facility Operational Manager].
“I think the system is very good and the aim of  it is excellent, but 
the implementation is not there” [CR].
“This needed to be communicated down to the communities as well 
so that they understand why they are not referred to their preferred 
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hospital and so that they do not feel dissatisfied that they are not 
looked after well” [CR].
The largest proportions of  CRs indicated that referral 
processes (n=38; 48.72%), referral notes (n=41; 52.56%), 
referral feedback reports (n=34; 43.59%), ambulance re-
ferral/dispatch systems (n=36; 45.15%), monitoring of  
waiting times (n=33; 42.31%) and agreements on referral 
of  patients from traditional healers and NGOs (n=26; 

33.3%) were ‘always’ in place. Regarding the CRs’ views 
on the effects of  the implementation of  the HSGA in-
tervention, most thought that the intervention contrib-
uted to integrate health service delivery (n=53; 67.95%) 
and improve health outcomes (n=38; 64.41%). Likewise, 
they mostly believed that the BSC performance-monitor-
ing tool contributed to integrate health service delivery 
(n=39; 66.10%) and improve health outcomes (n=43; 
72.88%).
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Table 6: Views related to Goal 7 Referral and whole-system interventions 
 
 Always 

n (%) 
Mostly 
n (%) 

Seldom 
n (%) 

Never 
n (%) 

DNK 
n (%) 

HMs 
(n=147) 

Referral Processes to refer patients to other facilities in place 93 (64.14) 18 (12.41) 2 (1.38) 0 32 (22.07) 
Referral notes (from a lower to a higher level) in place 85 (58.62) 23 (15.86) 5 (3.45) 1 (0.69) 31 (21.38) 
Referral feedback reports (from higher level back to lower 
level) in place 

33 (22.76) 24 (16.55) 44 (30.34) 15 (10.34) 29 (20.00) 

Ambulance referral/dispatch systems in place 64 (44.14) 41 (28.28) 7 (4.83) 2 (1.38) 31 (21.38) 

Waiting times in healthcare facilities monitored 80 (55.17) 28 (19.31) 5 (3.45) 1 (0.69) 31 (21.38) 
Agreements on referral of patients from traditional healers 
in place 

15 (10.34) 7 (4.83) 6 (4.14) 34 (23.45) 83 (57.24) 

Agreements on referral of patients from NGOs in place 23 (15.86) 19 (13.10) 16 (11.03) 14 (9.66) 73 (50.34) 

CRs 
(n=78) 

Referral Processes to refer patients to other facilities in place 38 (48.72) 10 (12.82) 10 (12.82) 8 (10.26) 12 (15.38) 
Referral notes (from a lower to a higher level) in place 41 (52.56) 10 (12.82) 9 (11.54) 4 (5.13) 14 (17.95) 
Referral feedback reports (from higher level back to lower 
level) in place 

34 (43.59) 14 (17.95) 9 (11.54) 7 (8.97) 14 (17.95) 

Ambulance referral/dispatch systems in place 36 (46.15) 8 (10.26) 15 (19.23) 9 (11.54) 10 (12.82) 
Waiting times in healthcare facilities monitored 33 (42.31) 10 (12.82) 11 (14.10) 11 (14.10) 13 (16.67) 
Agreements on referral of patients from traditional healers 
and NGOs in place 

26 (33.33) 9 (11.54) 10 (12.82) 11 (14.10) 22 (28.21) 

     Yes 
n (%) 

No 
n (%) 

DNK  
n (%) 

HMs 
(n=147) 

Whole- 
system 
interventions 

HSGA intervention contributed to integrating health service delivery 65 (44.22) 18 (12.24) 64 (43.54) 
BSC performance-monitoring tool contributed to integrating health service delivery 60 (40.82) 23 (15.65) 64 (43.54) 
HSGA intervention contributed to improving health outcomes 61 (41.50) 17 (11.56) 69 (46.94) 
BSC performance-monitoring tool contributed to improving health outcomes 60 (40.82) 23 (15.65) 64 (43.54) 
HSGA intervention contributed to integrating health service delivery 53 (67.95) 9 (11.54) 16 (20.51) 
BSC performance-monitoring tool contributed to integrating health service delivery 39 (66.10) 7 (11.86) 32 (22.03) 
HSGA intervention contributed to improving health outcomes 38 (64.41) 5 (8.47) 35 (27.12) 
BSC performance-monitoring tool contributed to improving health outcomes 43 (72.88) 4 (6.78) 31 (20.34) 

BSC, Balanced Scorecard; CR, community representative; DNK, do not know; HM, health manager; HSGA, Health System Governance and Accountability; 
n, number; NGO, non-governmental organisation 
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Discussion
The discussion is again structured according to the seven 
departmental goals.
 
Leadership/governance
In order to operate a provincial health system, district 
health plans are developed under the direction of  the 
corporate office by the district managers. Their teams 
comprise of  operational managers based in the facili-
ties and the programme managers and coordinators that 
support them. Thwala et al.48 posited that the position-
ing of  the district managers as frontline service delivery 
‘stewards,’ and provincial-level managers as ‘overseers,’ 
places the role of  leadership/governance at the core of  
health service delivery to ensure that the district health 
system (DHS) works to achieve common goals. Contrary 
to Kemppainen’s49 observation that HMs should lead the 
implementation of  plans within their organisations and 
influence their teams to respond to plans and reforms, 
including implementation of  daily management pro-
cesses, this was apparently not the case in the Free State. 
This could partially be attributed to employee attitudes as 
three of  the most significant barriers to managing change 
include lack of  management visibility and support, em-
ployee resistance to change and inadequate management 
skills50.
Effective management skills are key to helping organi-
sations through times of  change. Applebaum & Wohl50,      
p. 279 wrote that notwithstanding the best efforts of  senior 
healthcare executives, major change initiatives often fail: 
“Change threatens the very stability and continuity that 
managers are attempting to control; therefore, change 
and managers are not natural partners.” According to 
these authors, even those managers cognisant of  the need 
for change resist parts that they see as “too major, too 
risky, or too different.” However, successful initiatives to 
improve systems management and transformation have 
been reported. In 2019, a case study of  a rural district 
in Mpumalanga province in South Africa described how 
declines in morbidity and mortality from severe acute 
malnutrition in young children were achieved following a 
district HSS approach embedded in supportive policy and 
processes at the national and provincial levels38. Centred 
on real-time death reporting, analysis and response, the 
HSS interventions produced three kinds of  system-level 
change: 1) knowledge and use of  evidence by providers 
and managers (‘ways of  thinking’), 2) leadership, partici-
pation and coordination (‘ways of  governing’) and 3) in-

puts and capacity (‘ways of  resourcing’). The study found 
that ‘whole-system’ approaches and coordinating action 
at multiple levels, were imperative in building enabling en-
vironments at the frontline.
 
Financial management
Public hospitals in South Africa are compelled to col-
lect revenue as part of  their budget and in line with their 
revenue collection strategy. While large proportions of  
both the HMs and CRs agreed that all hospitals charged 
fees for services, more than half  of  the HMs indicated 
that they ‘did not know’ whether financial management 
procedures and reports were in place. This is concerning 
since these are day-to-day financial management func-
tions, and HMs are expected to know about them. There-
fore, the observed spate of  ‘don’t know’ was an unex-
pected response from fiduciaries entrusted to know and 
enact their mandate and internal functional and financial 
responsibilities.
Many HMs who lacked knowledge about basic manageri-
al financial functions may have risked managerial abdica-
tion of  responsibility or accountability as regulated by the 
Public Finance Management Act (PFMA)51 and Nation-
al Treasury Regulations and Instruction Notes52-53. Giv-
en the importance of  financial resources as a driver of  
change38;54, these are concerning findings. However, the 
explanation for the wave of  ‘don’t know’ answers could 
again be that the survey may have been conducted too 
early in the HSGA intervention process. Indeed, imple-
mentation of  the HSGA model may have contributed to 
improved financial management over the longer term as 
in 2016/17 and again in 2017/18 the FSDoH obtained 
unqualified audit opinions55.
 
Workforce management
Human resources (HR) have been described as one of  
the three most imperative health system inputs. The other 
two important inputs are physical capital and commodi-
ties56. Provision of  quality healthcare services requires a 
committed and dedicated workforce that can work within 
an environment conducive to unleashing internal talents 
or skills. While service industries outside the health sec-
tor continuously demonstrate that transformational and 
service leadership styles are most efficacious in energis-
ing HR within organisations, healthcare organisations 
are often dominated by leaders who practice outmoded 
transactional types of  leadership57. The 1997 White Paper 
for the Transformation of  the Health System in South 
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Africa58 directed that management authority should be 
decentralised to the provincial and district levels to allow 
for a greater degree of  autonomy and that HMs should 
be supported in acquiring the skills required to manage 
the HR of  a decentralised health service.
In the current study, the largest proportion of  HMs in-
dicated that only ‘some’ staff  in the districts and hospi-
tals had job descriptions, training and career plans, and 
staff  assessment and rotation systems. Large proportions 
of  the HMs indicated that they ‘did not know’ whether 
staff  roles in performance agreements were up-to-date 
and if  staff  morale was assessed in their institutions. Ba-
sic HR management capability challenges were thus evi-
dent among the HMs. A previous study59 suggested that 
poor performance within organisations was directly re-
lated to weak or poor leadership, consequently yielding 
a negative impact on employee morale, performance and 
service delivery. A survey of  American medical directors 
indicated that competencies related specifically to health-
care and clinical skills proficiencies, were more highly rec-
ognised relative to generic administrative or management 
skills60. This negated the fact that some background in 
management or some specialised training in healthcare 
management are essential skills for effective management 
of  health services. Therefore, the importance of  deter-
mining management capabilities and providing appro-
priate skills training was required as part of  an overall 
management development process to improve policy and 
procedure implementation and health systems function-
ing61. This is corroborated by the National Department 
of  Health which directs that HMs should be supported 
in acquiring the competencies required to manage a de-
centralised health service with context-sensitive workload 
indicators62. The current study’s findings suggest that 
to deal with capacity challenges, HMs in the Free State 
would particularly benefit from training in leadership, HR 
and organisational behaviour.
 
PHC re-engineering
Former South African Health Minister Aaron Motsoale-
di’s turnaround strategy considered PHC re-engineering 
to be the main and foundational pillar of  health system 
reform63. A well-functioning DHS is required for effec-
tive re-engineering of  PHC. This strategy requires strong 
leadership and greater emphasis on health promotion, 
prevention, and community participation and empower-
ment64. The current study considered the HMs’ views on 
the extent to which PHC re-engineering services, includ-

ing school health, outreach, healthy lifestyle promotion 
(e.g., anti-tobacco, alcohol and substance abuse), family 
team (WBPHCOT), DCST, contracted general practi-
tioner, and ‘development partner’ services were integrat-
ed into the Free State public health system. Large propor-
tions of  the HMs thought that such services were only 
‘partially’ integrated. This is concerning because PHC is a 
vital pillar for fundamental health care at the community 
level and is also considered a cost-effective modality65.
On the positive side, most CRs affirmed that commu-
nities were involved in implementing interventions (e.g., 
Ideal clinic model, HSGA intervention, BSC perfor-
mance-monitoring tool and One Patient-One file reform 
efforts). However, in September 2021, Ritshidze66, p. 39 
reported that only six out of  22 PHC facilities it moni-
tored in three of  the five districts in the Free State had 
‘functional’ clinic committees.
Adopting the view that the extensive revisions to the 
health system represent ‘whole-system’ (as opposed to 
piecemeal or programmatic) change, Gilson et al. (2017)67 
enumerated the lessons learnt in transforming the health 
system in the Western Cape and made recommendations 
for the successful implementation of  such an approach. 
These included meeting the need for new PHC models 
oriented to the wider health and social challenges facing 
populations in the 21st century; development of  inter-sec-
toral partnerships and multiple forms of  patient and 
community engagement; and innovative action to address 
the health challenges of  particularly vulnerable groups 
and communities. However, recent evidence shows that 
health committees are not functioning effectively in South 
Africa68. Factors impacting negatively on health commit-
tee participation include health committees’ unclear roles; 
committee members’ skill deficits; facility managers and 
ward councillors’ negative attitudes; and limited resourc-
es, support and recognition69.
 
Infrastructure management and the Health Infor-
mation Management System
Infrastructure is considered an integral aspect of  quality 
health service provision and a key pillar supporting the 
fundamental objective of  promoting good standards of  
care for all patients70, p. 5: “This requires scrutiny of  ev-
ery element of  the life cycle of  a device from the specifi-
cation of  requirements, through evaluation of  competing 
products, decontamination, procurement, introduction, 
maintenance and quality assurance to disposal and fund-
ed plans for equipment replacement.” However, old and 
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poorly maintained healthcare infrastructure is a pervasive 
problem affecting the delivery of  quality healthcare in 
many parts of  South Africa71 and the Free State prov-
ince72. In this study, HMs and CRs’ views on whether 
infrastructure availability and maintenance met expec-
tations and the effects thereof  on public health system 
performance were assessed. Most HMs indicated  that 
they did not participate in infrastructure planning meet-
ings, that the infrastructure’s availability and maintenance 
did not meet expectations, and affirmed the ‘negative’ or 
‘very negative’ influence that unavailability of  equipment 
and lack of  maintenance had on the public health sys-
tem’s performance.
Most of  the CRs stated that they at least ‘partially’ par-
ticipated in infrastructure planning meetings. However, 
they also mostly agreed with the HMs that the availability 
and maintenance of  infrastructure maintenance did not 
meet expectations. It is thus clear that the public health 
infrastructure in the Free State was not congruent with 
the view that “the quality of  patient care and access to 
services is essentially determined by the quality of  infra-
structure, quality of  training, competence of  personnel 
and efficiency of  operational systems”73. Ritshidze66, p. 
16 recently reported that of  the 22 clinics in the districts 
of  the Free State it monitored, 27% were in poor con-
dition, 95% needed additional space, 43% did not have 
enough room in the waiting area, 60% of  toilets were in 
a ‘bad condition,’ and 27% of  patients said facilities were 
‘dirty’ or ‘very dirty.’
Since the early 1980s, the WHO has emphasised the im-
portance of  the Health Information Management System 
and skills training in implementing an integrated PHC  ap-
proach74. Healthcare should be supported by systems to 
deliver care that is ‘safe, effective, patient-centred, timely, 
efficient, and equitable,’ and health information manage-
ment has a critical role in designing such a system75. As 
more money is spent on health information management, 
the demand for the cost-effectiveness of  healthcare cre-
ates new pressures to assess their impact and whether 
they are achieving “their putative benefits and justifying 
their costs”76, p. 549. Research in the Western Cape prov-
ince emphasised the need for new forms of  monitoring 
and evaluation that take a ‘whole-system’ perspective: 
“extending beyond services and programmes to system 
functions, drawing in a wider range of  perspectives and 
knowledge, and considering not only what but also how 
health-system change is unfolding”67, p. 64.
When the opinions of  the HMs and CRs in the Free State 

were sought on whether it was possible to identify the five 
diseases with the highest consultation rate in their areas 
of  jurisdiction, both groups mostly affirmed that this was 
indeed possible. Also positive was that most HMs thought 
there were ‘never’ any shortages of  health statistics forms 
at health facilities and that health facilities ‘always’ sub-
mitted data to the DHIS. Worrying was that the largest 
proportion of  HMs said they ‘did not know’ how often 
health facility staff  analysed statistics for decision-mak-
ing. According to about half  of  the HMs, statistics were 
‘always’ or ‘mostly’ considered for decision-making.
The Health Information Management System is a tool 
intended to enable HCWs at every level to use data for 
planning, implementation and evaluation. Notable in the 
current study was that many HMs lacked knowledge or 
awareness of  health information management proce-
dures. Subsequently, the aims of  the Health Information 
Management System and the DHIS to contribute posi-
tively to managerial functions of  planning, trend analysis, 
and ensuring quality and efficient healthcare, could not be 
achieved, and these systems did not serve as a driver of  
decentralised decision-making77.
The DHIS is a platform on which people, processes and 
technology interact to support the operations and gen-
eral management to plan, decide, organise and manage 
the delivery of  quality healthcare services78. Therefore, 
buy-in by both top and operational-level managers is es-
sential for adopting and implementing the DHIS as a tool 
for management. In instances where the DHIS has not 
been adopted as a strategic imperative, the lack of  com-
mitment thereto by management at many levels manifests 
as an obstacle to the effective implementation of  HSS 
interventions.
Despite wide training on the use of  the DHIS, HMs and 
HCWs were essentially unable to put the data collected 
to best use for planning and decision-making. It seems 
that the training of  HMs needs to include continuously 
supporting them and providing oversight on the impor-
tance, ability and use of  health information76. Williamson 
et al.74 recommended that monitoring of  the progress 
of  implementation of  DHISs must be at three levels of  
the information system establishment: firstly, at the lev-
el of  data collection, capturing, validation and reporting; 
secondly, at the level of  data interpretation and presen-
tation; and, thirdly, at the level of  information use for 
decision-making and planning. Appropriate use of  DHIS 
data can transcend good patient care and improve plan-
ning, administrative effort, clinical research and strategic 
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information management to improve health system per-
formance77;79.
Research in several African countries have reported se-
rious challenges in implementing DHIS2. A Malawian 
study aimed at evaluating how available interface elements 
influence usability in DHIS2, found that lack of  relevant 
editing features and lack of  conformity to the “Keep It 
Simple, Stupid (KISS) and minimalistic design principle” 
were challenges negatively affecting the usability of  the 
system80. A study to evaluate the quality of  reporting of  
key indicators of  childhood malaria during the first four 
years of  DHIS2 implementation in Senegal established 
that in contrast to public facilities of  which 92.7% re-
ported data in the DHIS2 system during the study period, 
only 15.3% of  the private facilities used the reporting sys-
tem. The quality of  reporting for malaria indicators in the 
Senegal DHIS2 had improved over time and the system 
was found to be suitable for use to monitor progress in 
malaria programmes. However, the study recommended 
that Senegalese health authorities should maintain the fo-
cus on broader adoption of  DHIS2 reporting by private 
facilities, the sustainability of  district-level data quality re-
views, facility-level supervision and feedback mechanisms 
at all levels of  the health system81. A Nigerian case study 
demonstrated the high potential for effective monitoring 
of  maternal and neonatal health using DHIS282. Howev-
er, coordinated action was needed at multiple levels of  
the health system to maximize reporting of  existing data, 
rationalise data flow, routinise data quality review, feed-
back, and supervision, and ongoing maintenance.
 
Referral and ‘whole-system’ interventions
The WHO states that “[a]n effective referral system en-
sures a close relationship between all levels of  the health 
system and helps to ensure people receive the best possi-
ble care closest to home” and can help to ensure cost-ef-
fective use of  hospital facilities, while allowing for time-
ous access to specialist services83. Further to this source, 
in developing countries many clients seen at outpatient 
clinics at secondary facilities could be more appropriately 
looked after at PHC facilities at a lower overall cost to 
both the client and the health system.
Assessing or monitoring referrals between healthcare ser-
vices and workers can demonstrate the accomplishments 
of  collective efforts, the balanced use of  resources and 
capabilities through efficient use of  network members, 
and the avoidance of  duplication of  efforts84. In the 

current study, most HMs stated that referral system pro-
cesses were ‘always’ in place. A smaller number claimed 
they ‘did not know.’ Large proportions of  HMs believed 
that that implementing the HSGA and the BSC perfor-
mance-monitoring tool ‘whole-system’ interventions 
contributed to integrate health service delivery and im-
prove health outcomes, while most CRs affirmed that the 
referral systems were ‘always’ or ‘mostly’ in place.
Relatively few studies on initiatives to bring about 
‘whole-system’ change in health care in South Africa have 
been published. In 2014, a case study of  factors facilitat-
ing early implementation of  PHC reform in the Western 
Cape province, defined ‘whole-system’ interventions as 
“those that entail system wide changes in goals, service 
delivery arrangements and relationships between actors, 
requiring approaches to implementation that go beyond 
projects or programmes”35. The study found that success-
ful implementation of  the PHC outreach team strategy 
was characterised by factors such as a favourable provin-
cial context of  a well-established district and sub-district 
health system and longstanding values in support of  
PHC, a collective vision for the new strategy, distribut-
ed leadership and ownership of  the new policy, an im-
plementation strategy that ensured alignment of  systems 
and appropriate sequencing of  activities, privileging of  
community dialogues and local manager participation in 
the early phases, establishment of  special implementation 
structures to enable feedback and ensure accountability, 
and an NGO partnership to support implementation.
A limitation of  the current study is that its cross-sectional 
design precludes reporting of  the longer-term impact of  
the concomitant implementation of  HSGA intervention 
and BSC performance-monitoring tool. A strength of  
the study is that it is the first ‘whole-system’ assessment 
of  a HSS intervention in the Free State province, using 
more than one technique, which allowed for triangula-
tion of  findings. The positionality of  the first author as 
political executive driving the HSS intervention, may be 
interpreted as limitation as an element of  bias may have 
been inevitable. However, the fact that the researcher was 
the executive authority of  the FSDoH, could also be in-
terpreted as a strength of  the study. Indeed, the position 
held by the first author enabled the scale of  the inter-
vention and high level of  participation by employees and 
senior managers. This provided for deeper insights into 
issues not readily observable to an external observer and 
conveyed a deeper awareness of  multiple problems with-
in the health system.
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Conclusion
Policy-makers and managers of  organisational transfor-
mation initiatives in healthcare can benefit from periodic 
assessments of  the implementation of  HSS interven-
tions. Midcourse assessments of  progress and response 
to evidence of  unintended, emergent developments, pro-
vide decision-makers with opportunities to reassess and 
modify their plans. In the current study, HMs and CRs’ 
views of  a system-wide intervention to strengthen pub-
lic healthcare in the Free State, the HSGA model, were 
studied. The great number of  ‘don’t know’ responses to 
questions about leadership/governance, financial man-
agement, workforce management, PHC re-engineering, 
infrastructure and information management, and referral 
and whole-system interventions, were likely indicators of  
serious policy-implementation gaps and did not portend 
well for the state of  public healthcare in the Free State. 
The preponderance of  “don’t know” answers about is-
sues that fall within the realm of  their day-to-day activi-
ties – as also outlined in their job descriptions – requires a 
re-look at what the possible reasons for this apparent ap-
athy and seeming policy-implementation gaps could be.
On the positive side, the HMs and CRs mostly thought that 
the HSGA intervention and the BSC performance-moni-
toring tool were effective in integrating public health ser-
vice delivery and improving performance and creating a 
good platform for achieving the desired outcomes. How-
ever, more research may be necessary to understand how 
earlier engagement with lower-level operational managers 
and functionaries can be used to facilitate the uptake and 
sustainability of  HSS interventions.
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