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Foreword by Director General of Health   

These guidelines for District Health Planning and Reporting (DHP&R) for the period October 2005 to March 2007 are published by the National Department of Health (NDoH) in terms of Chapter 5 of the National Health Act, Number 61 of 2003. The intention is for each district to complete, by the 30th September 2005, a plan that will assist managers to improve service delivery over the following 18 months, and that can influence the allocation of budgets for the 2006/07 financial year. Subsequent district health plans will be due by 30 September each year for the following financial year.

The health district is where national and provincial legislation and policies are implemented and where local needs and priorities are addressed. District health planning is vital to ensure that all activities and interventions in a health district are: 

· Structured and appropriately co-ordinated; 

· Responsive to local needs; 

· Aligned over time to address motivations for adequate resources which are to be equitably distributed on the basis of need; and 

· Consistent with national and provincial priorities, policy and legislation. 

These guidelines include a ready-made template for the plan and a step-by-step guide on how to manage the planning process and how to complete the DHP template. A checklist has also been included to help assess the capacity of the health district to implement its DHP. This is because the key objective is not to have DHPs developed and placed on shelves, but to ensure that plans are implemented so that service delivery is strengthened.

These revised Guidelines should also improve the alignment between District Health Plans, Provincial Strategic Plans and the Integrated Development Plans drawn up by each municipality. 

In each health district, the District Management Team (DMT) should take responsibility for co-ordinating the development of the DHP, monitoring its implementation and compiling quarterly and annual progress reports.  It is essential that the DMT assesses at the outset the capacity of the district to implement the DHP, and quantifies the gaps that exist.  A costed analysis of the gaps must be used to advocate for additional resources. Each health district should also ensure that the DHIS includes high quality data for that district. This will greatly facilitate local level planning and monitoring. Districts should also strive to conduct District Health Expenditure Reviews (DHERs) to generate in-depth analyses of expenditure at district level and to develop strategies to address areas of inequity and inefficiency, through the planning and budgeting processes.

Provinces are the main providers of district health services, and provincial level managers have a significant role to play in supporting health districts during the planning and implementation cycle. Support will be needed from provincial managers responsible for District Health Systems, Primary Health Care, Health Information Systems, Planning, Finance, Human Resources and Quality Assurance, as well as from the managers of priority programmes. 

I hope that districts will use these revised DHP guidelines to strengthen their planning processes, and that officials working at district, provincial and national levels will continue to share with each other their experiences in planning and implementation.

……………………

Mr. T.D. Mseleku

Director General: Health 

Date: 
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Introduction

This document is a revision of the National Department of Health Guidelines for District Health Planning and Reporting issued in April 2003. The purpose is to provide a guide and format to assist districts to produce an annual district health plan, as required in terms of the National Health Act 2003. Because the Act came into effect on 2 May 2005, the first set of statutory District Health Plans will be for the 18 month period 1 October 2005 to 31 March 2007. 

The District Health Planning process provides an opportunity for district managers to: 

· Strengthen Primary Health Care services through more systematic planning of improvements; and

· Improve implementation of plans and the monitoring and evaluation of service delivery. 

The 2003 DHP guidelines have been used by a number of health districts across the country. Those guidelines have been extensively reviewed and revised in the light of experience and of the need to align them with the requirements of the Public Finance Management Act (PFMA), the National Health Act and the agreed Format for Strategic Plans of Provincial Health Departments for Financial Years 2005/06 to 2007/08.

These revised guidelines are simpler to use than the original 2003 version. They list the minimum requirements for a district health plan for the 18 month period October 2005 to March 2007, indicate what else should be included if possible, and offer support and guidance in the development of these plans. Every district must complete the minimum requirement. Those that have done some planning before, and those that get good support from the province, should be able to complete several more tables. Some districts will be able to complete the full plan and to add additional annexures.

Provincial health planning should involve a process of interaction between provincial level managers and health district and hospital managers. Provincial managers formulate health policies and strategies for the province in the context of the National Health Sector Strategic Framework and the policy priorities of the Member of the Executive Committee (MEC) for Health. District level managers must plan their activities within these frameworks and priorities, but according to their particular circumstances.

These DHP Guidelines also facilitate improved integration between DHPs and Integrated Development Plans (IDPs), developed in terms of Section 25 of the Local Government: Municipal Systems Act 2000. In all sections of the plans, health districts are urged to integrate the health plans with the other plans of local government so that these DHPs become the health sections of the relevant IDPs.

A monitoring and evaluation component has been built into the guidelines and potential sources of data have been identified. Focus has been placed on routine data collected through the District Health Information System (DHIS), as well as other authoritative sources. This means that reports on progress towards the targets set in the DHPs can easily be extracted from the DHIS.

The revision of the guidelines has drawn from various sources, including the: 

· National Health Act, (Number 61 of 2003) Chapter 5; 

· Strategic Priorities for the National Health System 2004-2009 (July 2004); 

· NDOH Format for Strategic Plans for Provincial Departments of Health as informed by National Treasury Requirements (May 2004) AND Public Finance Management Act (as amended 1999);  

· Public Finance Management Act (as amended 1999); 

· District Health Information System (DHIS 2005); 

· NDOH Minimum Indicator Set (2005); and 

· NDOH Primary Health Care Package for South Africa (2001).  

The Guidelines for District Health Planning, 2005, consist of three sections:

· Section A: District Health Plan Template,

· Section B: Guidelines to Completing the District Health Plan, and  

· Section C: Updates to Contextualising the District Health Planning Process. 

Section A: 

The District Health Plan template provides the format and content of the plan. It assists district management to align their priorities and targets with those agreed at national and provincial levels of NDoH and the Provincial Department of Health (PDOH). Before completing the template, managers should systematically review the context of service delivery and existing capacity, and the baseline data and its quality, and only then set realistic targets. A checklist to help assess district-level capacity is included. 

Section B: 

The step by step guideline to completing the District Health Plan Template provides clear instructions, explains why the information is useful and provides practical advice about how to access, generate and interpret the information as aligned to specific indicators, targets etc. 

Section C: 

The District Health Planning process is updated and placed in context, with reference to the: roles and responsibilities of the planning team; what to do and when; and consolidating and finalising the plan. This section concludes with a list of frequently asked questions and offers answers based on the experiences of districts that completed district health plans in 2003 and 2004. 
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Section A: District Health Plan Template

Please review the “instructions” below, noting the linkage between Section A and Section B (the step by step guideline to completing the DHP template).  

INSTRUCTIONS: 
1. To begin working with the DHP template, open the electronic version of Section A, from the CD provided. Highlight and copy Section A (from the cover page until the end of the template) and paste into a new Word document. Give this new document a name and it will be the district’s working draft plan. 

2. Use “Section B: Guidelines to Completing the DHP Template” to assist you with completing the template. This will provide the user with the necessary tips and guide notes to completing the DHP template. 

3. The DHP template includes the nationally agreed indicators and targets. These should be retained. Some are used for reporting internationally, such as on progress towards the Millennium Development Goals. 

4. Provincial targets that are different from the national targets should be noted in the comments section under each table and must be taken into account in choosing appropriate targets for the district. Any additional indicators required by a province or a district (e.g. for Immunisation) should be put in new tables labelled, for example, Table 4 A. Please do NOT change the numbering of the existing tables. 

5. District wide data gives an average for the district. This often obscures important variations between sub-districts. Most tables therefore ask for baseline data and targets for each sub-district. Some strategies will be appropriate for particular sub-districts, while other strategies will be applied across the whole district. Completing the DHPs in this standardised way will enable managers at all levels to compare intra-district and inter-district variations in resource allocation and performance.

6. To complete the DHP, districts should identify needs and priorities unique to their district, in addition to the national priorities. See Sections B and C for assistance with identification and prioritisation of your needs. 

7. All the tables of “strategies to address problems” require the district to identify problems or gaps and to develop appropriate objectives and strategies. These objectives should be “SMART”. In these guidelines, where there is an objective with ‘E.g.’ in front of it, the objective is an example that can be used, or you can replace it with your own objective. 

8. Districts are encouraged to insert additional tables, graphs and maps relevant to that district. These additional tables, graphs and maps should be labelled A, B, C etc (as indicated in point 4 above) and the list of tables and figures at the start of the document should be adapted and updated accordingly.  

REPORTING: 

9. The format of the template is intended to make it easy to complete quarterly reports on progress. The format for quarterly reports from the province has already been agreed and a suggested format for each district to report to the province is attached / will be circulated by 30th September 2005.
10. Where targets are attained, sub-districts and districts should be congratulated on their achievements and are requested to share strategies and activities leading to achievements. Where targets are not met, or where gaps in information exist, possible reasons for poor achievement or improving data capture should be described.
COMPACT DISK: 

11. The DHP&R 2005 compact disk contains core reference documents and additional information, for districts to use, namely: 

a. The DHP&R Guidelines, 2nd Edition, 2005, in electronic format, together with Part A: DHP Template as a separate electronic file for districts to copy and use; 

b. A comprehensive District Health Information System report, aligned to the DHP, containing the indicators and baseline data per province, district and sub-district for 2003/04 and 2004/05 has been prepared. In certain instances, the data may differ from that available in the districts at the time of compiling the DHP. This is due to the time lag of data capture and exporting to the national database. The tables are aimed at providing support to districts, where data is not easily accessible. For consistency, districts are still advised to utilise the expertise of their health information officers for clarification where necessary;  

c. The DHP&R guidelines 1st edition, dated 2003, noting the sections on Annual Reporting, Planning Tools, Etc.; 

d. District Health Systems Development-HR in Health: PHC Staffing Model, 2004; and 

e. Department of Local Government files noting Integrated Sustainable Rural Development Programme (ISRDP) and Urban Renewal Plan (URP) documents. These are specifically important for identified nodes within South Africa. In addition, there are tools for conducting audit / profiles of sectoral service delivery targeted within the nodes, and formats for reporting. These documents are useful for Provinces and Districts to ensure that Strategic Plans are informed by and aligned to Local Government Integrated Development Plans. In essence it will enable the strengthening of bottom-up and top-down linkages between various planning frameworks. 
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Foreword

Insert a brief foreword written by the councillor responsible for health, the municipal manager or the health district manager. Ideally insert with signatures. Recognise the following content areas: 

· Highlights of the executive summary of the plan (highlights and key priorities and interventions and recommendations);

· Strategy related to translating the district health plan to the Implementation/ Operational Plan; and

· Commitment to the implementation and monitoring of this plan.

(Insert a page break here)

Abbreviations 

(Use the suggested list and add abbreviations specific to your district, such as, clinic and hospital names where abbreviated.) 

AIDS           
Acquired Immune Deficiency Syndrome 

ALOS          
Average length of stay

BOR            
Bed Occupancy Rate 

CHC
Community Health Centre

CHWs
Community Health Workers

CPN
Chief professional nurse

DHAC 
District Health Advisory Council

DHC
District Health Council

DHER 
District Health Expenditure Review 

DHIS
District Health Information System 

DHP
District Health Plan

DHS
District Health System

DoH 
Department of Health

DOTS
Directly Observed Treatment Short-course

EHS 
Environmental Health Services 

ENAs
Enrolled Nursing Auxiliaries

ENs
Enrolled Nurses

FTE
Full-time equivalent

HBC
Home based care

HIV
Human Immuno-deficiency Virus

HR 
Human Resources 

IDP
Integrated Development plan

INP
Integrated Nutrition Programme

LG 
Local Government 

MC
Mobile clinic

MCWH
Maternal, child and women's health

MDGs
Millennium Development Goals

MDR   
Multi-drug resistant

MOU 
Mid-wives Obstetrics Unit 

MTEF
Medium-term expenditure Framework

NDOH
National Department of Health

NGO
Non-governmental Organisation

NHA
National Health Act of 2003

NPO 
Non-profit Organisation 

OPD
Out patient department

PDE
Patient day equivalent

PDOH
Provincial Department of Health

PFMA
Public Finance Management Act

PHC
Primary Health Care

PMS   
Performance Management System

PMTC
Prevention of mother-to-child Transmission

PN
Professional nurse

PNs
Professional Nurses

PPP
Public/Private Partnership

Pt
Patient

PTB
Pulmonary tuberculosis

QOC 
Quality of care

SLA
Service Level Agreement

SPS
Strategic position statement

STI
Sexually transmitted infection

TB
Tuberculosis

TOP
Termination of pregnancy

VCT
Voluntary Counselling and Testing 

WHO
World Health Organisation
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(Insert a page break here)

Map of the District

Insert a map to show location of district in province, as well as sub-districts demarcation where possible. Options include an electronic version, either inside the document, or as a separate attachment. If not possible, insert a photocopied map into the hard copies. 

(Insert a page break here)

Executive Summary

Once the DHP is completed, provide a two page summary, highlighting the main challenges, objectives, indicators and targets set. Importantly, the issue of translating the DHP to the Operational – Implementation plan needs to be touched upon noting the service delivery challenges and processes of monitoring and assessing the progress and performance of the district. 

(Insert a page break here)

Introduction 

Write a brief introduction (maximum 1 page) explaining the rationale for the DHP, the method and sources used to complete the DHP. Add a brief description of your district explaining the geographical, demographic and socio-economic profile.

(Insert a page break here)

Mission, Vision and Policies

Provide information pertaining to the: 

· Provincial Department of Health: 

· Vision and mission (from Provincial Strategic Plan e.g. Health Care 2010); 

· Provincial priorities (e.g. Provincial Growth and Development Programme); and 
· DHS development priorities as applicable within the Province and aligned to the District. Areas that need to be covered include the: legislative framework, boundaries, management of health services and functional integration, financial arrangements, human resource plans and governance issues (e.g. roles of the District Health Council). (See Section B for further details). These matters will inform the specific management level priorities and strategies for the period under review. 

· Local Government: 

· Vision and mission, with specific reference to health services provision. 

(Insert a page break here)

Review and Priority Setting

This is a crucial component of the planning process, as it determines which objectives the district will address as priorities for the next year (2005/06 or 2006/07 as applicable). Districts will need to ensure that the priority needs are succinctly reviewed and motivated and included in the DHP. These will be in addition to the objectives already set out in the DHP template. 

The DHP objectives and priorities should cover the full PHC platform, which includes community-based and facility-based (clinic and district hospital) services. Environmental Health Services (EHS) are part of community based services, however classified as non-facility based services, under the DHER (See diagram below). 

Diagram 1: The Primary Health Care Service Platform 


[image: image3]
The DHP template provides a range of objectives that have been prioritised for all districts, based on the NDOH and Provincial Strategic Plan priorities. However, certain sections of the DHP require the district to identify gaps and needs unique to the district for which it will have to set objectives and indicators. For example, the service delivery plan asks that the district identify management problems and gaps in the PHC package.  

Identify the gaps and needs based on a review of the districts health services and thereafter, decide which priorities will be addressed within the next year. Sub-district-level problems and gaps should not be neglected and these must be included where appropriate.

To assist the district with identifying needs and gaps, consult your Situational Analysis, Annual report for the preceding year, and the District Health Expenditure Review. Sections B and C of the “Guidelines for District Health Planning and Reporting, Revised 2005” provide further information on how to review and prioritise needs. In addition, for further information on tools and prioritising see Part D of the Guidelines for District Health Planning and Reporting, 2003. 

District Health Plan: Core Component Review and Plans 

The DHP is composed of five inter-related components, covering community based- as well as facility-based health care services. (See Section B: Guidelines to Complete DHP Template). These include: 

· Service Delivery;

· Support Services; 

· Human Resources;

· Finances; and  

· Infrastructure. 


A. 1 Health Service Delivery

2.1 Priority Health Conditions and Programmes


2.1.1 District Health Priorities and PHC Priority Conditions 

Districts are required to complete the table below, noting the priority setting process (See Section B). Once completed the priorities across the province, district and sub-districts should be aligned according to “rated” priorities (e.g. priority number 1 HIV and AIDS at Province, District and all sub-districts).  

Table 1: Health Priorities and PHC Priority Conditions Per Province, District and Sub-district 

PROVINCIAL, DISTRICT AND SUB-DISTRICT SPECIFIC COMMUNICABLE AND NON-COMMUNICABLE PRIORITIES

Provincial
District
Sub-district ………………
Sub-district ………………
Sub-district ………………
Sub-district ………………
Sub-district ………………

1. 
1. 
1. 
1. 
1. 
1. 
1. 

2. 
2. 
2. 
2. 
2. 
2. 
2. 

3. 
3. 
3. 
3. 
3. 
3. 
3. 

4. 
4. 
4. 
4. 
4. 
4. 
4. 

5. 
5. 
5. 
5. 
5. 
5. 
5. 

6. 
6. 
6. 
6. 
6. 
6. 
6. 

Data Source: 
DHIS, Provincial Strategic Plan, District Annual Report, MDGs 

Target Source: 
Provincial Strategic Plan 

2.1.2 Priority Programmes 

For the tables below, determine the baseline information proceed to set realistic targets for 2005/06 and 2006/07 years. 

For example, if VCT test uptake rate is 60% (baseline), the target could be 63% for 2005/06. Or where the baseline is unknown the targets may be firstly to measure the baseline and then a second target may be to increase VCT uptake rate by 3% on baseline. The targets also allow for sub-districts to build improvements on their current baselines. Note: in certain instances information off the DHIS may only be according to calendar year (e.g. January 2004-December 2004), however where financial year aligned information is available it must be used. 

2.1.2.1 Maternal, Child, Women’s Health and Nutrition (MCWH&N)

2.1.2.1.1 Child Health (less than 5 years of age)

a) Nutrition

Table 2: Nutrition Indicators - Trends and Targets 

Sub-district
Low birth weight rate in facility

(Target <10%)
Weighing rate under 5 years (Target 80%)
Not Gaining weight rate under 5 years


Severe Malnutrition under 5 years incidence
Vitamin A coverage  - new mothers 

(Target 80%)
Vitamin A coverage under 1 year

(Target 80%)


2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target

Sub-district:  







































Sub-district:







































Sub-district:







































DISTRICT



















Notes: 

· Vitamin A coverage columns are only from 2004/05 given that the policy was only initiated in 2004. 

Source of data: 
DHIS 

Target source: 
Provincial Strategic Plan: 36

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________
Table 3: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..
Nutrition - Low birth weight rate in facility

(Target <10%)





……………..
Nutrition - Weighing rate under 5 years (Target 80%)





Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






b) Vaccine Preventable Diseases

The following tables pertain to objectives and strategies to address “improvement in provision and management of childhood illness through IMCI” and “improvements in the % of children fully immunised – noting indicator, as reflected in table: % of children <1 year fully immunised (annualised). Note: training strategies and issues (e.g. indicator - % of all Professional Nurses trained in IMCI) should be referred to Human Resources sub-section 3 of DHP Template). 
Table 4: Immunisation Coverage - Trends and Targets 

Sub-district
BCG Coverage

(Target 90%)
Measles coverage under 1 year

(Target 90%)
Immunisation coverage under 1 year

(Target 90%)
Number of confirmed measles cases 

(Target 0 cases)


2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)

Sub-District: 



































Sub-District: 



































Sub-District: 





















































DISTRICT

















Source of data: 
DHIS, Measles surveillance system

Target source: 
Provincial Strategic Plan: 35, 36

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 5: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 6: Child Health Services: DTP-Hib Coverage, Immunisation Drop-out Rates, and Service Provision - Trends and Targets 

Sub-district
DTP-Hib 3 coverage

(Target 80%)
Immunisation drop-out rates
% Facilities providing IMCI services



DTP-HIb 1st to 3rd dose (Target < 10%)
Measles 1st to 2nd dose

(Target < 10%)



2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)









































































DISTRICT

















Notes: 

· DTP-Hib 3 coverage is used as a proxy indicator for availability, accessibility, acceptability of Child Health service provision

Data source: 

DHIS 

Target source: 
Provincial Strategic Plan 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 7: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.1.2.2 Maternal and Women’s Health              

a) Reproductive Health      

Table 8: Maternal and Women’s Health: Cancer Screening and Family planning - Trends and Targets 

Sub-district
Cervical cancer screening coverage

(Target 15 %)
Women year protection rate


2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)









































DISTRICT 









Data source: 

DHIS and TOP surveillance 

Target source: 
Provincial Strategic Plan p35, 36 
Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 9: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 10: Maternal and Women’s Health: ANC and TOP Services - Trends and Targets 

Sub-district 
ANC Coverage

(Target 80%)
ANC visits before 20 weeks rate

(Target 40%)
Termination of Pregnancy (TOP) Rate 


2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)

























































DISTRICT 













Table 11: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 12: Maternal and Women’s Health: Deliveries, Caesarean, Live Birth and Delivery Rates -Trends and Targets 

Sub-district
Delivery rate in facility

(Target 80%)
Caesarean section rate 

(Target < 11%)
Still birth rate in facility

(%)
Delivery rate in facility to women < 18 yr

(Target <13%)


2003/04
2005/06 Target 
2006/07 Target
2003/04
2005/06 Target 
2006/07 Target
2003/04
2005/06 Target 
2006/07 Target
2003/04
2005/06 Target 
2006/07 Target







































































DISTRICT













Data source: 

DHIS 

Target source:
Provincial Strategic Plan: 25

Comments / interpretation of data in table above (narrative)

______________________________________________________________________________________________________________________________________________________________________________________________________

Table 13: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Shortcomings and Gaps
Strategies and Targets



Objective
Strategies 
Target
Target date

Sub-District: 






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.1.2.3 Comprehensive HIV&AIDS Care, Management and Treatment

a) Sexually Transmitted Infections 

Table 14: STIs - Trends and Targets 

Sub-district 
STI treated new episode incidence
STI Partner notification rate

(Target 100%)
Partner treatment rate
(Target 40% )


2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)

Sub-District A: 













Sub-District B:









































DISTRICT 













Source of data: 
DHIS 

Target source: 
Provincial Strategic Plan: 29 

Other possible areas for review:

Objective
Indicator

1. Improve STI Syndromic management 
% Folders reflecting correct treatment on DISCA

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 15: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






b) Comprehensive HIV & AIDS Care, Management and Treatment

Table 16: HIV Testing (VCT) - Trends and Targets  

Sub-district (name)
HIV Testing Rate (excluding ANC)
Proportion of ANC clients tested for HIV


2004/05
2005/06 (Target)
2006/07 (Target)
2004/05
2005/06 (Target)
2006/07 (Target)

Sub-District A: 







Sub-District B:































DISTRICT







Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 17: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 18: Nevirapine (PMTCT) and Condom Distribution – Trends and Targets 

Sub-district 
Nevirapine uptake among pregnant women with HIV
Nevirapine dose to baby coverage

(Target 20%)
Male condom distribution rate

(Target 7)


2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target













































DISTRICT 










Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 19: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 20: Accredited Sites for the Comprehensive Plan for HIV and AIDS Care, Management and Treatment   – Trends and Targets
Sub-district
Number of accredited sites
Number of accredited sites that are functional
No. of people assessed
CD4 Testing Rate


2003/04
2005/06 Target 
2006/07 Target
2003/04
2005/06 Target 
2006/07 Target
2003/04
2005/06 Target 
2006/07 Target
2003/04
2005/06 Target 
2006/07 Target







































































DISTRICT













Data source: 

DHIS, HIV&AIDS program

Target source:       
Provincial Strategic Plan: 28, 29 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 21: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 22: Accredited Sites for the Comprehensive Plan for HIV and AIDS Care: ART Treatment   – Trends and Targets
Sub-district 
Total patients on ART Registered (number)
% Of ART patients on any regimen
Defaulting Rate


2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target

Sub-District A: 










Sub-District B:
































DISTRICT 










Data source: 

DHIS, HIV&AIDS program

Target source:       
Provincial Strategic Plan: 28, 29 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 23: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.1.2.4 Tuberculosis 

Table 24: TB - Trends and Targets

Sub-district 
TB interruption rate

(Target <10%)
New TB smear positive cure rate (Target >85%)
TB Notification rate




2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)

Sub-District A: 













Sub-District B:









































DISTRICT 













Data source: 

DHIS & TB program managers

Target source:
Provincial Strategic Plan: 29

Comments / interpretation of data in table above (narrative)

________________________________________________________________________________________________________________________________________
____________________________________________________________________
Table 25: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 26: TB Incidence, DOTs and Turnaround Time - Trends and Targets

Sub-district
% New smear +ve pts cured
% New smear +ve pts who convert to smear –ve at 2 months
% TB patients on DOTS
Turn-around time of smear positive TB results. (Also under Laboratory Services) 


2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)

Sub-District A: 

















Sub-District B: 











































































































DISTRICT

















Data source: 

DHIS & TB program managers

Target source:
Provincial Strategic Plan: 29

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________
Table 27: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Districts should, include in their strategies to strengthen TB, the following: 

· Appointment of a District TB Co-ordinators; 

· Improvements to Laboratory services; 

· Improvements to the quality of the DOTS programme; and 

· Strengthen drug supply and management.  

2.2 Quality Assurance 

Quality assurance usually includes clinical standards, operational safety standards, staff-patient relationships, community participation and perceptions of quality. 


Tables 28 and 30 below, outline a few important quality assurance indicators to improve on. Districts should complete the tables per sub-district and consult the provincial and district quality assurance policies and plans and employee satisfaction surveys. 

Table 28: Quality Assurance: Improve Staff – Patient – Community Relationships at Clinics – Trends and Targets  

Objective
Improve staff –patient – community relationships

Indicator
% Clinics with complaints and compliments system
% Clinics with patient -satisfaction surveys
Percentage of clinics with patient rights and Batho Pele posters
Percentage on of clinics with functional Clinic Committees


Sub-district






2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)

Sub-District A: 

















Sub-District B: 











































































































DISTRICT

















Data source: 

District Programme Managers  

Target source: 
Provincial Strategic Plan (reference 72).  

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 29: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 30: Quality Assurance: Improve Staff – Patient – Community Relationships at District Hospitals– Trends and Targets  

Objective
Improve staff –patient – community relationships

Indicator
% Hospitals with complaints and compliments system
% Hospitals with Patient -Satisfaction surveys
Proportion of hospitals with Patient Rights and Batho Pele posters
Proportion of clinics with functional hospital boards 

Sub-district






2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)

Sub-District A: 

















Sub-District B: 











































































































DISTRICT

















Data source: 

District Programme Managers  

Target source: 
Provincial Strategic Plan (reference 72).  

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 31: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 32:  Quality Assurance: Clinical Care and Supervisory systems – Trends and Targets 

Objective
Improved quality of clinical care:
Improved clinic supervision

Indicator
Percentage of MOU’s and district hospitals having monthly mortality and morbidity meetings
% of  Clinics visited by a Supervisor

Sub-district




2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)









































DISTRICT 









Data source: 

District Programme Managers  

Target source: 
Provincial Strategic Plan (reference 72).  

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 33: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.3 District Health System (DHS) Service Management and Supervision 

2.3.1 District and Sub-district Management Structures

Insert an organogram (or adapt the example below) of the district and sub-district management structures indicating the:

· Names and post levels of appointed personnel;

· Vacant posts – indicate name and post level of person acting in post where applicable;

The organogram must contain at least the District-, DHS -, PHC-, Hospital Services-, Infrastructure -, Financial-, HR- and Support Service managers (Pharmaceuticals, Transport, and Information Systems). 

Diagram 2: DHS Management Organogram


[image: image4.wmf]Sub-District 1

Manager

(Acting)

Community Based

Manager

Manager

CHC/Clinic

Satellite

Mobile

Sub-District Hospital

Manager

Clinic Services

Manager/

PHC supervisors

Support Services

Manager (s)

(Admin, HR, Finance etc.)

Sub-District 2

Manager

Sub-District 3

Manager

(Vacant)

District Hospital Manager

District Manager


Comments / interpretation of the above organogram (narrative): 

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 34: Objectives to Improve Management – Trends and Targets 

Objective
To improve facility management

Indicator


Each facility has an allocated facility manager

Sub-district



2003/04
2004/05
2005/06 (Target)
2006 /07 (Target)


Clinics clustered according to specific service areas within sub-district 
Clinics a + b + c and d, do not have a designated manager
All clinics to have a designated manager with appropriate support from management
All clinics & designated managers operating with set efficiency standards noting review systems, data collection, interpretation etc.



















DISTRICT 





Table 35: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.3.2 Supervision 

Table 36: Supervision in PHC facilities - Trends and Targets 

Sub-district
%  PHC facilities with allocated supervisor end March 2006

(Target 100%)
Estimated % of Supervision Trips for which transport was available during 2004/05(Target 100%)
Supervision rate

(Target 100%)


2003/04
2004/05 Baseline 
2005/06 Target 
2006/07 Target 
2003/04
2004/05 Baseline 
2005/06 Target 
2006/07 Target 
2003/04
2004/05 Baseline 
2005/06 Target 
2006/07 Target 

Sub-district 













…………













Sub-district













…………



























DISTRICT 













Source of data: 
DHIS & District Management Team 

Target source:

Provincial Strategic Plan: 24

Comments / interpretation of data in table above (narrative):

____________________________________________________________________________________________________________________________________________________________________________________________________________

To complete Table 37 below, the district should set targets to improve its supervision system. 

Table 37: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.4 PHC Service Delivery and Package 


2.4.1 Current PHC, EHS and District Hospital Services 

Provide an outline of current PHC Services within the District and Sub-districts. This should be addressed based on the current services; comparison to the national PHC package and thereafter addressing the health priority programmes. 

Estimated Population Served by Public Health Sector Facilities

Insert information pertaining to facilities and the respective estimated catchment populations being served, using Table 38 below. 

Noting that satellites and mobiles are part of PHC services, districts may complete a table like Table 38, to define the Estimated Population per satellite clinic and mobile. 

Table 38: Population Served by Public Health Sector Facilities 

Sub-district
Population
Number of fixed facilities


*Estimated population per facility type and district hospital bed


Total Population
Population density
Fixed Clinics 
CHCs
District hospitals
Usable district hospital beds
Clinic (Target  < 10,000)
CHC 
District  hospital 


District hospital beds (Target 0.5 beds per 1,000 people)

Sub-district: 











Sub-district:











Sub-district:











DISTRICT 

AVERAGES 











DISTRICT 

TOTAL 











Notes: 

· Although an estimated catchment population is available for each PHC facility in the DHIS, it may not be practical to list all facilities. Please calculate the average population by facility type, dividing the population by the number of facilities of that type in each sub-district. Districts preferring to list population per individual facility may do so by adding an appendix.

Data source: 

DHIS and/or Provincial DOH 

Target Source: 
Provincial Strategic Plan 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________
Table 39: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.4.2 PHC Services: Availability and Estimated Utilisation 

Table 40: PHC Services and Estimated Utilisation – Trends and Targets  

Sub-district
Number Fixed PHC Facilities (Clinic + CHCs)
% PHC Facilities with Allocated Managers
Total PHC head-count
Utilisation Rates





Utilisation rate under 5 years - PHC

(Target 5 visits)
Utilisation rate - PHC

(Target 3.5 visits)



2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target) 
2006 /07 (Target)

Sub-District: 





































Sub-District:





































Sub-District:
























































DISTRICT


















Data source: 

DHIS 

Target source: 
Provincial Strategic Plan, Integrated Health Planning Framework 

(IHPF)

Comments / interpretation of data in table above (narrative)

______________________________________________________________________________________________________________________________________________________________________________________________________

Table 41: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






As stated above, noting that satellites and mobiles are part of PHC services, districts may complete a table like Table 38, to define the indicators listed per satellite clinic and mobile. 

2.4.3 PHC Services – Nurse Workload and Referral Rate to Doctor

Table 42: PHC Services: Nurse workload and Referral Rate to Doctor- Trends and Targets  

Sub-district
Nurse clinical work load – PHC (all categories) 

(SA 2004 - 38 patients / nurse / day)
Referral rate to doctor

(SA 2004 - 2.4 %)


2003/04
2004/05
2005/06 (Target)
2006 /07 (Target)
2003/04
2004/05
2005/06 (Target)
2006 /07 (Target)

Sub-District A: 









Sub-District B: 



























































DISTRICT









Source of Data: 
DHIS 

Target Source: 
Provincial Strategic Plan 

Comments / interpretation of data in table above (narrative)

______________________________________________________________________________________________________________________________________________________________________________________________________

Table 43: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.4.4 Environmental Health Services 

Table 44 below list several summary indicators in order to provide an overview of EHS provision and management. These are regarded as minimum, noting that the EH DHIS, should be functional in time for the next revision of the DHP. 

Table 44: Environmental Health Services- Staffing Levels – Trends and Targets 

Sub-district 

(Name)
Number EHP posts funded
EHP posts vacancy rate (%)
EHP total post  (PDoH + LG) vacancy rate
Population

(National norm for population per EHP is 1:15,000)


PDoH
LG
PDoH
LG
Target 2005/06
Target 2006/07
Total population
Population per EHP (total funded posts LG + PDoH)









































DISTRICT









Notes:

· Staff data to be provided for as at the end of March 2005

· Environmental Health Practitioners (EHP) – (previously EHOs), is staff holding a formal qualification or an equivalent specialised qualification (e.g. Air Pollution Specialist). These EHPs also include Community Service EHPs.

Comments / interpretation of data in table above (narrative)

______________________________________________________________________________________________________________________________________________________________________________________________________

Table 45: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 46: Environmental Health Services – Selected Indicators – Trends and Targets 
Sub-district 

(Name)
% Food premises complying with R 918
Medical Waste safe disposal rate
Water sample (human consumption) compliance rate


2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target

Sub-district 










……………










Sub-district 










……………










Sub-district 










……………










DISTRICT 










Comments / interpretation of data in table above (narrative)

______________________________________________________________________________________________________________________________________________________________________________________________________

Table 47: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.4.5 District Hospital Services  

Table 48: District Hospitals: Summary Indicators: CEOs, Beds and Gateway Clinics – Trends and Targets 

Sub-district
Number hospitals
Number hospitals with appointed CEOs
Number actual beds
Total Number usable beds
%  Actual beds used
Number district hospitals with Gateway clinics


2004/05 
2005/06 Target 
2006/07 Target
2004/05 
2005/06 Target 
2006/07 Target
2004/05 
2005/06 Target 
2006/07 Target
2004/05 
2005/06 Target 
2006/07 Target
2004/05 
2005/06 Target 
2006/07 Target
2004/05 
2005/06 Target 
2006/07 Target

District Hospital: Name: …………



























































DISTRICT



















Comments / interpretation of data in table above (narrative)

______________________________________________________________________________________________________________________________________________________________________________________________________

Table 49: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 50: District Hospital: Beds, Bed Utilisation, ALOS - Trends and Targets 

Sub-district
Patient day equivalent - total (PDE)
Usable bed utilisation rate – total (PDE)

(Target 72%)
Average length of stay - total (ALOS)

(Target 3.2 days)


2003/04
2004/05
2005/06 Target


2006/07 Target 
2003/04
2004/05
2005/06 Target


2006/07 Target 
2003/04
2004/05
2005/06 Target


2006/07 Target 

District Hospital: Name: …………























































DISTRICT 













Notes: 

* Delivery coverage in facilities is used by World health Organisation as a proxy for availability, accessibility and acceptability of referral services, including district hospitals.  

Data source: 

DHIS 

Target source: 
Provincial Strategic Plan: 25 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 51: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 52: District Hospital: OPD, Casualty and PHC Services at Hospitals - Trends and Targets

Sub-district (name)
Hospital ambulatory headcount (OPD + Casualty)
OPD as % of ambulatory headcount
Casualty as % of ambulatory headcount



2003/04
2004/05
2005/06 Target
2003/04
2004/05
2005/06 Target

Sub-District: 








……………








Sub-District:








……………

















DISTRICT








Data source: 

DHIS 

Target source: 
Provincial Strategic Plan: 25 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 53: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.4.6 PHC Package Objectives – Summary 

Reflecting on the above tables, add any additional PHC package information. Note that gaps in delivering the PHC package also refers to problems with regard to the way the services are organised, including matters like patient flow and referral systems. 

The district is expected to set objectives to improve priority problems in service organisation. 

Table 54:  Objectives in Filling the Gap in the PHC Package – Trends and Targets 

Sub-district 
Gap / Objective
Indicator
Baseline

2004/05
2005/06 

Target
2006/07 

Target

Sub-District: 






…………
 E.g. Antenatal services not provided at all clinics 
 % Of clinics providing antenatal care
Number of clinics not providing ANC =X. These are clinic a, b, c
Number of clinics not providing ANC reduced to Y
Number of clinics not providing ANC reduced to Z 

Sub-District:  













Sub-District:  













DISTRICT SUMMARY 






A.2 Support Services 

2.5 Pharmaceutical Services

Under this sub-section the district should provide information to address each objective to improving pharmaceutical services and provide explanation on strategies to addressing the objective in the practical context. 

For example, if the objective is to ensure effective drug supply, translate the activities and targets within the table below. 

Table 55: Pharmaceutical Service Objectives & Indicators - Trends and Targets

Sub-district
Tracer items stock out rate 

(Target 0) 


2003/04
2004/05
2005/06 (Target)
2006/07 (Target)

Sub-district: 





…………..





Sub-district: 





…………..





DISTRICT





Data source: 

DHIS, Provincial Strategic Plan and District Pharmacist 

Target source:
Provincial Strategic Plan 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 56: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.6 Laboratory Services 

Under this sub-section the district should provide information for improving laboratory services and explain strategies to address the objectives in the practical context. Laboratories referred to in this section, are laboratories (e.g. National Health Laboratory Services) used by public health care facilities (provincial and local government) only.  

Objective: To optimise effectiveness and efficiency of laboratory services noting 

· TB sputum test turnaround time (Target: < 48 hours)

· CD4 test turnaround time (Target: maximum of 6 days)

Table 57: Laboratory Service Indicators - Trends and Targets

Sub-district

(Name)
Number of laboratories in sub-district
TB smear result turnaround time

> 48 hours (Target 0%)
CD4 test turnaround time (Maximum of 6 days) (%)


2003/04 Baseline


2004/05 Baseline


2005/06 Target
2006/07 Target


2003/04 Baseline


2004/05 Baseline


2005/06 Target
2006/07 Target


2003/04 Baseline


2004/05 Baseline


2005/06 Target
2006/07 Target



Sub-District A: 



























Sub-District B:



























DISTRICT













Source of data: 
DHIS, DMT & Laboratories 

Target source: 
Provincial Strategic Plan: 29

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 58: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.7 Equipment and Maintenance

Under this sub-section the district should provide information to address each objective for improving equipment and maintenance and provide explanation on strategies to addressing the objective in the practical context. 

Objective: To ensure that all clinics have adequate equipment 

Table 59:  Equipment and Maintenance Objectives and Indicators - Trends and Targets

Sub-District:
Objective
Indicator
2003/04 Baseline


2004/05 Baseline


2005/06 Target
2006/07 Target



Sub-District A:








Ensure all clinics have adequate equipment according to the Draft Essential Health equipment list
Percentage of clinics with essential PHC equipment.






Ensure allocation of budget for maintenance within district and sub-districts
Budget allocated according cost centres as per district priorities





Sub-District B:























DISTRICT 







Source of Data: 
District management, DHIS  

Target information:  Provincial Strategic Plan

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 60: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.8 Transport 

Objective: To ensure that transport is available for each of the following: patients, supervisors, support visits by doctors and specialized service providers, training etc. 

Table 61:  Emergency Transport and Ambulances Objectives and Indicators - Trends and Targets

Sub-district

(Name)
Emergency Transport / Ambulances


Ambulances / 1,000 people
15 minutes urban response time

(Target 100% cases)
40 minutes rural response time

(Target 100%)


2004/05 
2005/06 Target 
2006/07 Target 
2004/05 
2005/06 Target 
2006/07 Target 
2004/05 
2005/06 Target 
2006/07 Target 

Sub-District A: 





















Sub-District B:





















DISTRICT 










Source of Data: 
Emergency Medical Services, Transport officers 

Target information:  Provincial Strategic Plan PSP: 47

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 62: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.9 Health Information Systems

A well-functioning health information system is an essential management tool. The NDOH and Provincial Departments have attached increased importance of a fully functioning health information system, as it is critical to help monitor and evaluate all health care needs and activities.  

Outline the challenges and plan for improving health information systems. The functioning of the DHIS and personnel capacity for using health information should be reviewed.   

E.g.: Objective: Management teams use valid and reliable data for decision-making

Table 63:  Health Information Systems Capacity - Trends and Targets 

Sub-district
PHC
District Hospital 


Number PHC facilities
Dedicated full time info personnel
Access in information office to:
Number hospitals
Dedicated full time info personnel
Access in information office to:



District Info Officer
Data Typist
E-mail
Internet

Hospital Info Officer
Data Typist
E-mail
Internet

Sub-District A: 











2003/04 











2004/05











2005/06 Target 











2006/07 Target 











Sub-District B: 











2003/04











2004/05











2005/06 Target 











2006/07 Target 











Sub-District C: 











2003/04











2004/05











2005/06 Target 











2006/07 Target 











Etc. 











DISTRICT 











DISTRICT INFO OFFICE











Source of data: 
DHIS & DMTs.  

Target source: 
Provincial Strategic Plan 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 64: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 65: Current Level of District and Sub-district on DHIS Grading – Trends and Targets 

Sub-district 
DHIS Level


Level 1 – Collects data
Level 2 – Collects data & verified
Level 3 – Use of data for monitoring and evaluation, planning and budgeting


PHC 

Facilities 
District 

Hospitals 
PHC Facilities 
District Hospitals 
PHC Facilities 
District Hospitals 

Sub-District A: …………







2004/05







2005/06 Target 







2006/07 Target 







Sub-District B: ……………







2004/05







2005/06 Target 







2006/07 Target 







Sub-District C: ……………







2004/05







2005/06 Target 







2006/07 Target 







Etc. 







DISTRICT 







Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 66: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






A.3 Human Resources 


2.10 Human Resource Vacancies 

The table below pertains to human resource vacancies. While specific staff categories are covered in the tables above, this table is a summary. Importantly the information needs to be focused on how the district management plans to reduce vacancies. This will require careful review of the current staffing levels, gaps and critical posts.  

For purposes of completeness the table should be replicated for both provincial and local government personnel. State clearly if this is not the case. Adapt the table to the number of sub-districts you have. 

Information for Community Health Workers (CHWs) are not included in Table 67, given that they are remunerated by NGOs and/or CBOs. Table 69 provides details for CHWs. 

Source of data: 
HR Managers 

Target information: 
Provincial Strategic Plan, NGO reports and Plans.  

Information required for: 

a) Financial Year 2004/05, ending March 2005 for 2005/06 DHP 

b) Financial Year 2005/06, ending March 2006 for 2006/07 DHP  

Table 67: District Personnel Post Establishment and Vacancy Rates per Sub-district 

1
2
3
4
5
6
7
8

Health sub-district
Personnel category
Post Establish-ment 

(=5+6)  
Posts approved and funded 
 Post approved and not-funded
Posts filled 
Vacancy rate (%)

(=6/4 * 100)  
Number per 100,000

(=6/100,000)



2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 

Sub-district A
(i) PHC facilities














Medical officers














Professional nurses














Pharmacists














Mid-Level Health Worker : Pharmacy Assistant  














Mid-Level Health Worker : Auxillary Services Assistant 














Mid-Level Health Worker :














Other: 














(ii) District hospitals














Medical officers














Professional nurses














Pharmacists














Other : 













Sub-district B
(i) PHC facilities














Medical officers














Professional nurses














Pharmacists














Mid-Level Health Worker : Pharmacy Assistant  














Mid-Level Health Worker : Auxillary Services Assistant 














Mid-Level Health Worker :














Other: 














(ii) District hospitals














Medical officers














Professional nurses














Pharmacists














Other : 













District Totals 
(i) PHC facilities














Medical officers














Professional nurses














Pharmacists














Mid-Level Health Worker : Pharmacy Assistant  














Mid-Level Health Worker : Auxillary Services Assistant 














Mid-Level Health Worker :














Other: 














(ii) District hospitals














Medical officers














Professional nurses














Pharmacists














Other : 




























Table 68: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 69: CHWs per Sub-district and District  

Information required for Financial Year 2004/05, ending March 2005. 

Sub-District
CHWs Estimated need per 100,000
Number of CHWs currently deployed
Number of Generic CHWs Trained
Number of CHWs on Stipend


2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target
2004/05
2005/06 Target
2006/07 Target

Sub-district: 



























Sub-district:



























Sub-district:



























DISTRICT AVERAGES 



























Notes: 

· Where appropriate table can be repeated if both the Provincial Department and NGOs are responsible for CHWs. 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 

Table 70: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.11 Training

Table 71: Human Resource Training Objectives and Indicator - Trends and Targets 

Sub-district (name) 
Objective E.g. To have optimal skills development of staff as document in skills development or training plan


Indicator: Skills Development Plan compiled and implemented


2004/05 Baseline


200506 Target


2006/07 Target 




Skills Development Plan?

Yes / No
Date for completion of Skills Development Plan 


Sub-district: 









Sub-district: 









Sub-district: 









DISTRICT SUMMARY 




Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 

Table 72: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






The table below should be used to document the districts and sub-districts plans to provide training. Ensure that the plan addresses the training needs that may arise from the targets as set in the DHP to improve service delivery (for example, training needs to fill PHC gaps and to improve priority health programme indicators).

Table 73: Priority Training: Objectives and Indicators - Trends and Targets 

Sub-district (Name) 
Training priorities
Indicator
2004/05 Baseline


2005/06 Target


2006/07 Target



Sub-district: 






………….
To increase the number of  advanced midwifery 
No of PHC nurses trained in advanced midwifery
Only 20 out of  150 PHC nurses in the sub-district  have advanced midwifery training 
80/150 PHC nurses have advanced midwifery training
120/150

have advanced midwifery training








Sub-district : 




















Sub-district : 




















DISTRICT SUMMARY 






Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 

Table 74: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






A.4 Finance 

2.11 District & Sub-district Financial Management Systems 

Table 75: Objectives to Improve Financial Management Systems – Trends and Targets 

Sub-district (Name) 
Indicator
2004/05 Baseline


2005/06 Target


2006/07 Target 

Sub-district:…………..: Example of listing objectives

E.g. Cost-efficient health services
Cost per visit of PHC clinic
Cost per PHC patient 
Adjustments based on sub-district comparisons and provincial average
Translating costing information into planning 

E.g. Conducting DHER 
Completed DHER 
Partial DHER completed and training put into place 
Complete DHER 2004/05 for entire district noting use for planning 
Complete DHER 2004/05

E.g. Effective financial management
Accurate financial information available and presented at DMT meeting
DHMT not conducting review of expenditure 
Quarterly review of expenditure
Quarterly review of expenditure

E.g. Improved access and review of Basic Accounting System Reports 
Monthly review of BAS report with report of trends 
No access to BAS report 
Monthly access of BAS Reports and reported upon and review at DMT
Monthly access of BAS Reports and reported upon and review at DMT

E.g. Establish cost centres at facility level for all clinics 
Proportion of clinics that are cost centres
Only CHCs have cost centres
All clinics to have cost centres
All clinics to have cost centres

Sub-district B:







Sub-district C:







DISTRICT SUMMARY 





Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 
Table 76: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






2.12 Expenditure and Budgets on PHC Services and District Hospital Services  

The tables below document the financial information a district needs in order to manage services. Ideally the figures should cover both provincial and local government contributions. If not, this should be clearly stated. Use figures for a financial year (and not a calendar year) to be in line with a budget cycle. 

Table 77: Expenditure on PHC Services including Clinics, CHCs and Environmental Health Services 

Sub-district 
Public Health expenditure per uninsured person 

(or per total sub-district & district population)


Expenditure compared to Budget (variance maximum of 5%)


Total (Target R247,00)
PHC Facility Visit

(Target R78,00)
Expenditure on Personnel (%)
Expenditure on Maintenance (%)
Proportion of clinics & CHCs that are cost centres
Environmental Health

(Target R13,00)



2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 

Sub-District A: 































Sub-District B:















































Sub-District C:















































DISTRICT















Sources of data: 
BAS Reports, DHIS (new suggested Minimum Indicator Set), DHERs, NDOH Norms 

Target information: 
Provincial Strategic Plan 23, 25 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 
Table 78: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 79: Expenditure on District Hospitals   

Sub-district
Expenditure on Personnel (Target 62%)
Expenditure on Drugs (Target 11%)
Expenditure on Maintenance (5-10%)
Patient Day Equivalent (PDE) (Target R814,00)
Income patient fees as % of total budget
Expenditure compared to Budget (variance maximum of 5%)


2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 
2004/05 
2005/06 

Sub-District A:













……………..













Sub-District B:













……………..













Sub-District C:













……………..













DISTRICT SUMMARY 













Sources of data: 
BAS Reports, DHIS (new suggested Minimum Indicator Set), DHERs, NDOH Norms 

Target information: 
Provincial Strategic Plan 23, 25 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 
Table 80: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






The “Transfer to Municipalities and NGOs” tables should quantify the actual and projected transfer cost. Adapt the table to accommodate the number of local municipalities in your district.

Table 81: Transfers to Municipalities– Actual and Projected Expenditure per Authority - Trends and Targets 
Municipalities
Actual Audited 

2003/04
Actual

2004/05
Projected

2005/06
Projected

2006/07

District Municipality





Local municipality 1 





Local municipality 2 





Local municipality 3 





District Total 





Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 
Table 82: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 83: Transfers to Non-governmental Organisations (NPOs and CBOs): Actual and Projected Expenditure per organisation - Trends and Targets 
NGOs / NPOs / CBOs 
Actual Audited 

2003/04
Actual

2004/05
Projected

2005/06
Projected

2006/07

NGOs: 

a. 





b. 





CBOs 

a. 





b. 





District Total 







Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 
Table 84: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Provide the information on provincial expenditure for the past year (2004/05), the current budget (2005/06) and the projected budget (2006/07). To complete this table you will need to consult with the finance managers at district and provincial level. The total provincial cost divided by the total population will be the per capita PHC expenditure that is funded by province (inclusive of district hospital expenditure).

Districts which have conducted and completed DHERs will have an added advantage. 

The table needs to be completed per Sub-district and the combination of the sub-districts will result in the districts information. (where more sub-districts that catered for in table repeat the table and adjust accordingly). In completing financial tables, you are requested to round off to Rands in thousands (‘000s) or millions (000,000’s) where applicable. 
Table 85: Total Expenditure per Provincial Sub-programmes (including transfers to municipalities) - Trends and Targets 

Sub programme
Sub-district: A 
Sub-district: B
Sub-district: C
Sub-district: D
District Totals 


2004/05 Actual 
2005/06 Budget
2006/07 Projected
2004/05 Actual 
2005/06 Budget
2006/07 Projected
2004/05 Actual 
2005/06 Budget
2006/07 Projected
2004/05 Actual 
2005/06 Budget
2006/07 Projected
2004/05 Actual 
2005/06 Budget
2006/07 Projected

2.1 Sub-district Management
e.g. 100,000
110,000 














2.2 Clinics
















2.3 Community Health Centres
















2.4. Community Services
















2.5. Other Community Services 
















2.6 HIV & AIDS

(Conditional grants)
















2.7. Nutrition

(Conditional grants) 
















2.8 Coroner services
















2.9 District Hospitals
















Total Population 
















 Per capita PHC expenditure
















Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________ 
Table 86: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






In the table below, provide a sub-district breakdown of total cost for personal PHC services (including district hospitals and excluding environmental health). The total sub-district cost of PHC expenditure divided by the total population in that sub-district will be the per capita PHC expenditure at sub-district level. This will allow you to make sub-district comparisons to assess inequities in per capita expenditure. 

Table 87: Total expenditure (2004/05) and Budget (2005/06 and 2006/07) on Personal PHC Services, by Sub-District - Trends and Targets 

Expenditure
Sub-district 1
Sub-district 2
Sub-district 3
Total District


2004/05 Actual 
2005/06 Budget 
2006/07 Budget 
2004/05 Actual 
2005/06 Budget 
2006/07 Budget 
2004/05 Actual 
2005/06 Budget 
2006/07 Budget 
2004/05 Actual 
2005/06 Budget 
2006/07 Budget 

2.1 District or sub-district Management













2.2 Clinics













2.3 Community Health Centres













2.4. Community Services













2.5. Other Community Services 













2.6 HIV & AIDS

(Conditional grants)













2.7. Nutrition

(Conditional grants) 













Other Allocations















District Municipal own contributions 















Local Municipal own contributions















TOTAL EXPENDITURE 













Total Population
e.g. 150,000
e.g. 160,000
e.g. 170,000
e.g. 120,000
e.g. 130,000
e.g. 140,000







 Per capita PHC expenditure















Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________
Table 88: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






A.5 Infrastructure 


Table 89: Number of Public Health Sector Facilities (PDoH & LG) by Type and Authority 

Sub-district (name)
Total population
Mobiles
Satellite Clinics
Fixed Clinics
CHCs
District Hospitals
Regional Hospital (only if providing level 1 care)



PDoH
LG
PDoH
LG
PDoH
LG
PDoH
LG
Number
Number

Sub-District A: 












2004/05 












2005/06 












2006/07 












Sub-District B:












2004/05 












2005/06 












2006/07 












Sub-District BC












2004/05 












2005/06 












2006/07 












DISTRICT












2004/05 












2005/06 












2006/07 












Source of Data:
DHIS, DHER, DHIS DHP Summary Report as per NDOH & PDOH 

Target Source: 
Provincial Strategic Plan 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 90: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 91: Public Health Sector Facility (PDOH & LG) and NGO Infrastructure Overview per sub-district

Sub-district (Name): 
% of Clinics, CHCs & District Hospitals with:


Piped water

(Target 100%)
Adequate Sanitation

(Target 100%)
Working Telephones

(Target 100%)
Electricity

(Target 100%)


2004/05 
2005/06 
2006/07 
2004/05 
2005/06 
2006/07 
2004/05 
2005/06 
2006/07 
2004/05 
2005/06 
2006/07 

Sub-District A:













PDOH 













Clinics 













CHCs













District Hospital 













LG 













Clinics 













CHCs













Other:













NGOs 













Clinics: 













Other: 













Sub-District B:













PDOH 













Clinics 













CHCs













District Hospital 













LG 













Clinics 













CHCs













Other:













NGOs 













Clinics: 













Other: 













DISTRICT



























Notes: 

· Adequate Sanitation: Use Dept. of Water Affairs & Forestry definition: at least a flush or VIP toilet

Source of data:
DHIS (semi-permanent data), Integrated Development Plans (LG)

Target Source:
Provincial Strategic Plan 

Complete table per sub-district. 

Comments / interpretation of data in table above (narrative)

____________________________________________________________________________________________________________________________________________________________________________________________________________

Table 92: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Table 93: Capital Expenditure on Infrastructure for District 

Authority
Infrastructure Category and Specify: 

a. Type of Facility (e.g. Clinics, CHS, District hospital) 

b. Name & sub-district locality 
Previous year 2004/05 Baseline

R’000s
Budget

2005/06

R’000s
Budget

2006/07

R’ 000s

PDOH 


New Construction: 

· Project 1 (note (a) and (b) above) 

· Project 2 (note (a) and (b) above)





Sub-total: New construction





Upgrading / Rehabilitation / Renovation:   

· Project 1 (note (a) and (b) above)

· Project 2 (note (a) and (b) above)





Sub-Total: Upgrading/Rehabilitation/renovation  




LG 


New Construction: 

· Project 1 (note (a) and (b) above)  

· Project 2 (note (a) and (b) above)





Sub-total: New construction





Upgrading / Rehabilitation / Renovation:   

· Project 1 (note (a) and (b) above)

· Project 2 (note (a) and (b) above)





Sub-Total: Upgrading/Rehabilitation/renovation  




PDOH+LG


Sub-total “Combined” Total New Construction





Sub-total: “Combined” total upgrading and rehabilitation





TOTAL 




Source of data: Provincial Strategic Plan and Budget Programme 2; Integrated Development Plans (LG). 

For an adequate District analysis the table must be completed at sub-district level. 

Comments / interpretation of data in table above (narrative)

________________________________________________________________________________________________________________________________________________________________________________________________________________________
Planning for Monitoring and Evaluation Mechanisms 

To achieve the targets set in the DHP, district management will need to carry through the appropriate changes in operations. 

Operational managers therefore need to be aware of the targets and they need to show through their operational plans, how the targets will be achieved. These translate into the Performance Management System requirements. 

Identify the main mechanisms which the district and sub-districts will use to monitor and evaluate whether the implementation of the district plans is focused on achieving targets. 

See “Section B: Guidelines to the DHP Template” for an example of an operational plan. 

Table 94: Monitoring and Evaluation of the DHP

Sub-district 
Objective
Indicator
2004/05 

Baseline


2005/06 

Target
2006/07 

Target


Monitoring

Sub-district A:


E.g. Implementation of DHP and achievement of targets: alignment with operational plans
Operational plans in Infrastructure, Service delivery, Support services, HR and Finance show how the DHP objectives will be achieved. 
No Operational Plan 
Operational and administration managers to produce operational plans that show how the DHP targets will be achieved.1

Quarterly monitoring by management


E.g. Quarterly review of the DHP (including:  

· Performance assessment of service delivery 

· Quarterly review of district budget to expenditure
All monthly and quarterly reports to indicate progress on set DHP targets 
No DHP and no reviews 
Quarterly reports include the DHP targets 
Entrench the DHP Process & focus on strengthening quarterly reviews 
Quarterly monitoring by management


E.g. Annual report used to update the DHP
Annual report documents progress on DHP targets 
Not done 
Annual report produced.

Six monthly monitoring by management


E.g. Ensure DHER conducted each year as per set activity timetable 
DHER Work plan and reports according to final completion of DHER and final DHER 
DHER conducted 
DHER Produced as per work plan 
DHER and Quarter review process 
Quarterly monitoring by management and focus as per DHER Activity Time-table 

Sub-district B:

























Sub-district C:

























District Summary:









Comments / interpretation of data in table above (narrative)

________________________________________________________________________________________________________________________________________________________________________________________________

Table 95: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Annexures to the DHP 

Annexure 1: Provincial Performance Indicators for District and Sub-District Health Services  

Table 96 should be completed as a Summary to the DHP. 

To ensure linkages between the District and provincial planning processes and to minimize duplication, as motivated by the ideal of “bottom-up planning”, districts and sub-districts are required to complete the following tables with Provincial Performance Indicators, as adapted from the NDOH Provincial Strategic Plan (table number DHS 6). 

In addition, if successfully completed this will enable the first step to correctly capture and reflect on district level outputs and performance, which will enhance the “validity“ of Provincial Plans as submitted to the NDOH. 

Please complete the tables, noting the information required may already be reflected on other tables under the Finance section of the plan. 

Source of Data: BAS Reports and Provincial Strategic Plan Provincial: DHS 7, DHS 8; Annexure 3, HIV3; Annexure 4, MCWH 3, Annexure 5: PREV 3. 

Table 96: Performance Indicators for District Health Services (PSP DHS6) 

Indicator1
Type
2003/04
2004/05
2005/06
2006/07
2007/08
National target 2007/08

INPUT

1. Uninsured population served per fixed public PHC facility
No
 
 
 
 
 
<10,000

2. Provincial PHC expenditure per uninsured person 
R
 
 
 
 
 
N/A

3. Local government PHC expenditure per uninsured person 
R
 
 
 
 
 
N/A

4. PHC expenditure (provincial plus local government) per uninsured person
R
 
 
 
 
 
274

5. Professional nurses in fixed PHC facilities per 100,000 uninsured person
No
 
 
 
 
 
130

6. Sub-districts offering full package of PHC services 
%
 
 
 
 
 
100

7. EHS expenditure (provincial plus local govt) per uninsured person
R
 
 
 
 
 
13

PROCESS 

8. Health districts with appointed manager 
%
 
 
 
 
 
100

9. Health districts with plan as per DHP guidelines
%
 
 
 
 
 
100

10. Fixed PHC facilities with functioning community participation structure
%
 
 
 
 
 
100

11. Facility data timeliness rate for all PHC facilities
%
 
 
 
 
 
100

OUTPUT 

12. PHC total headcount
No
 
 
 
 
 
N/A

13. Utilisation rate – PHC
No
 
 
 
 
 
3.5

14. Utilisation rate - PHC under 5 years
No
 
 
 
 
 
5.0

QUALITY

15. Supervision rate
%
 
 
 
 
 
100

16. Fixed PHC facilities supported by a doctor at least once a week
%
 
 
 
 
 
100

EFFICIENCY 

17. Provincial PHC expenditure per headcount at provincial PHC facilities 
R
 
 
 
 
 
78

18. Expenditure (provincial plus LG) per headcount at public PHC facilities 
R
 
 
 
 
 
78

OUTCOME 

19. Health districts with a single provider of PHC services
%
 
 
 
 
 
100

1 'Fixed' means clinics plus community health centres. 'Public' means provincial plus local government facilities.

Annexure 2: Human Resource Indicators for District and Sub-District Health Services  

A.2.1 Nurses

A.2.1.1 Nurses in PHC Facilities

Table 97: Nurses in PHC Facilities - Trends and Targets

Sub-district
Professional Nurses (PNs)
Enrolled nurses (ENs)
Enrolled Nursing Auxiliaries (ENAs)
Funded posts per 100,000 population


Funded posts
Funded posts filled
*   % Funded posts vacant 
Funded posts
Funded posts filled
*   % Funded posts vacant
Funded posts
Funded posts filled
*  % Funded posts vacant
PNs (Target 130)
ENs
ENAs

Sub-District A: 













2004/05













2005/06 Target 













2006/07 Target 













Sub-District B: 













2004/05













2005/06 Target 













2006/07 Target 













Sub-District C: 













2004/05













2005/06 Target 













2006/07 Target 













Etc. 













DISTRICT AVERAGES 













2004/05













2005/06 Target 













2006/07 Target 













Notes : 

· % funded posts vacant  = vacancy rates as at the end of March 2004 and/or 2005  

· As a minimum districts should complete the table for 2004/05 baseline year and for 2005/06 

Data source : 
DHIS, HR Officers, District and Sub-district Management Teams

Target source :
Provincial Strategic Plan: 23

Comments / interpretation of data in table above (narrative)

________________________________________________________________________________________________________________________________________________________________________________________________

Table 98: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategise and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






A.2.1.2 Nurses in Hospitals

Table 99: Nurses in Hospitals Objectives and Indicator - Trends and Targets 

Sub-district
Professional Nurses (PNs)
Enrolled nurses (ENs)
Enrolled Nursing Auxiliaries (ENAs)
Funded posts per hospital bed


Funded posts
Funded posts filled
*   % Funded posts vacant (Target < 15%)
Funded posts
Funded posts filled
*   % Funded posts vacant
Funded posts
Funded posts filled
*   % Funded posts vacant
PNs
ENs
ENAs

Sub-District A: 













2004/05













2005/06 Target 













2006/07 Target 













Sub-District B: 













2004/05













2005/06 Target 













2006/07 Target 













Sub-District C: 













2004/05













2005/06 Target 













2006/07 Target 













Etc. 













DISTRICT AVERAGES 













2004/05













2005/06 Target 













2006/07 Target 













Notes : 

· % funded posts vacant  = Vacancy rates as at the end of March 2004 and/or 2005  

· As a minimum districts should complete the table for 2004/05 baseline year and for 2005/06 

Data source : 
District Management, HR Officers, Hospital Managers

Target source :
Provincial Strategic Plan: 23

Comments / interpretation of data in table above (narrative)

________________________________________________________________________________________________________________________________________________________________________________________________

Table 100: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






A.2.2 Doctors

Table 101: Doctors Objectives and Indicator - Trends and Targets 

Sub-district
Medical Officers
Funded posts per 100,000 population (hospital and PHC posts)


Funded posts
Filled posts Medical Officers
Filled posts community service doctors
*   % Funded posts vacant (total doctors)
Medical officers (total)
Medical officers  (Target non-rural 18.7)
Medical officers  (Target rural 12.2)

Sub-District A: 








2004/05








2005/06 Target 








2006/07 Target 








Sub-District B: 








2004/05








2005/06 Target 








2006/07 Target 








Sub-District C: 








2004/05








2005/06 Target 








2006/07 Target 








Etc. 








DISTRICT AVERAGES 








2004/05








2005/06 Target 








2006/07 Target 








Notes : 

· % funded posts vacant  = vacancy rates as at the end of March 2004 and/or 2005  

· As a minimum districts should complete the table for 2004/05 baseline year and for 2005/06 

Data source: 

District Management and HR Officers 

Target source:
Provincial Strategic Plan 

Comments / interpretation of data in table above (narrative)

________________________________________________________________________________________________________________________________________________________________________________________________

Table 102: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






A.2.3 Pharmacists 

Table 103: Pharmacists and Pharmacy Assistants Objectives and Indicators - Trends and Targets 

Sub-district
Dedicated sub-district pharmacist (yes/no)
Funded posts
Funded posts vacant
Vacancy rates re funded posts



Pharmacist
Pharmacy assistant
Pharmacist
Pharmacy assistant
Pharmacist
Pharmacy assistant

Sub-District A: 








2004/05








2005/06 Target 








2006/07 Target 








Sub-District B: 








2004/05








2005/06 Target 








2006/07 Target 








Sub-District C: 








2004/05








2005/06 Target 








2006/07 Target 








Etc. 








DISTRICT AVERAGES 








2004/05








2005/06 Target 








2006/07 Target 








Data source: 

District Management and HR Officers 

Target source:
Provincial Strategic Plan 

Comments / interpretation of data in table above (narrative)

________________________________________________________________________________________________________________________________________________________________________________________________

Table 104: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Section B: Guidelines to Completing the District Health Plan Template


B.1. Introduction

Section B is a strep-by-step guide for completing the DHP Template. It gives instructions for filling in the tables in the template, explains why the information in the tables is useful and gives practical advice about how to find and/or produce this information. The guidelines are based on the experience of those districts that completed their DHP in 2003 and 2004. 

The target audience for Section B includes those staff members who are tasked with the co-ordinating, supporting and participation in the DHP planning process. The district manager, the district planning team and the provincial planning support team should make this section part of their core reading. The information in Section B can also be used as reference material for the discussion groups in the district and sub-district planning workshops. 

The main body of the DHP is composed of five inter-related components, namely: 

1. Service Delivery

2. Support Service

3. Human Resources

4. Finances 

5. Infrastructure

The Service Delivery component is the core business of the PHC system. It covers the delivery of the full PHC package of services, the management and supervision of these services, how well the service performs in terms of health outcomes and quality assurance. The other four components in the DHP - support services, human resources, finances and infrastructure - are the resources required to support the core business of PHC service delivery. The five components are inter-related in that an objective in one component will often have implications for other components. For example, if under Service Delivery, you want to improve supervision by employing an additional supervisor, you would need plan for this in the HR component and plan for the extra expense in the Finance component.   

In the template, each of the 5 components above has a similar layout: a brief introduction, detailed instructions and one or more tables that you need to complete.  

In most cases, there will be a general table that requires the districts to identify the main shortcomings and gaps and then to set objectives, strategies and targets for addressing these problems. See table below. The re-inclusion of the objective column it to ensure alignment to the each areas Table pertaining to trends and targets. Importantly, sub-districts responses should be supported by the District. The district summary row, allows for a summary of the range of shortcomings and gaps across sub-districts and once completed will show whether issues are common or particular to specific sub-districts. 

Table example: Objectives, Strategies and Targets to Address Identified Shortcomings and Gaps

Sub-district

(Name)
Objective & Indicator 
Shortcomings and Gaps
Strategies and Targets




Strategies 
Target
Target date

Sub-District: 






……………..






……………..






Sub-District:






 ……………..






Sub-District:






 ……………..






DISTRICT SUMMARY






Many of the tables already have objectives and indicators for which you are required to set a target.  In addition, you are required to add your own objectives where appropriate. Section C of this document - Guidelines to the DHP Planning Process - gives some advice about how to determine the districts own gaps and needs. 

The DHP aims to cover the full PHC Platform. The PHC Platform is composed of the three parts of the PHC service delivery system: community-based services, facility or clinic-based services and hospital-based services, as illustrated by the diagram below. EHS is included under this platform. 

The Primary Health Care Platform 

A comprehensive DHP should, therefore, have three sub-sections for each of the five components (infrastructure, service delivery, support services, human resources and finance). For example, if the Service Delivery component asks that you identify management problems and gaps in the PHC package, this should be done for community-based services, for clinic services and for district hospital services. 

For the first round of DHP planning, it may be difficult to adequately address the full PHC Platform. It is suggested that districts focus on clinic-based services and then, where feasible, address the community-based and district hospital services. 

Important aspects of the district hospital and community-based services could be addressed in the body of the main DHP. If the plans are too bulky or they are incomplete, then rather put it in the appendix.  Districts may also consider focusing on a particular aspect of community-based care like home-based care.  

Although districts may want to concentrate only on clinic services, remember that the interface between district hospitals and clinic services is usually an area where there is a lot of room for improvement exists. Efforts should be made to include the district hospital manager(s) in the DHP planning process. Alternatively, the district hospital components could be delegated to a hospital manager to co-ordinate. 

The diagram above shows the full range of primary health care services that include community-based services, clinic services and the district hospital. This is known as the ‘Primary Health Care Platform”.  Note that in this diagram, district hospitals have been included under the “Facility-based” platform.  It is joined by a dotted line to show that though it is part of the PHC, it is often separately managed.  In your template, this PHC Platform is included under the “Review and Priority Setting” heading.

The DHP Template refers to several reference documents that the officials should be familiar with. You may need to consult the following documents during the planning process, namely: 

· National Health Act, Number 61 of 2003; 

· NDOH Primary Health Care Service Package: This is a list of PHC services that should be provided at each PHC facility; 

· NDOH Primary Health Care Norms and Standards: This document outlines a range of norms and standards for clinical services, support services, planning, monitoring and more;  

· Clinic Supervision Manual (CSM): The CSM is a guidebook for clinic supervisors on how to do supervision and quality assurance. It incorporates the Norms and Standards and it has tools for monthly supervision as well as less frequent in-depth reviews for health programmes; 

· Quality Assurance Policy of the NDOH (and that of your PDOH) where available;  

· District Situational Analysis and Annual Report (for preceding year); 

· District Health Expenditure Review (DHER); 

· District Health Systems Development: HR for Health: PHC Staffing Model, 2004 (NDOH). This document is useful for those districts with the expertise to assess the adequacy of their staffing profile; 

· Provincial DoH Strategic Plan for 2005/06;

· Census 2001 from Statistics South Africa, as unadjusted under the DHIS; and 

· Strategic Priorities of the National Health System (2004-2009). 

Although the DHP Template does not include operational planning, for your information, we have included a discussion and an example of an operational plan format at the end of Section B. Consult the DHP& Reporting Guidelines of 2003 for additional information on Operational Planning.  

At times, it is difficult to keep an overview of the DHP because there are several components, many tables and a lot of content.  To assist districts, we have included a diagram on the next page that provides you with a visual overview of the full DHP and the steps that feed into the planning process. 

B.2. District Health Plan: Overview 


Table of Contents

Below is a copy of the Table of Contents of the DHP. A column for comments that will clarify each heading is included. You will notice that the 5 core components of the DHP are numbered to remind you that these components are the main substance of the DHP.  

Two additional sections are included because they are important parts of the planning process. The “Review and Priority Setting” section is the process you will go through in the planning workshops and it will inform what additional problems you should address in the DHP. The “Planning for Monitoring and Evaluation Mechanisms” section describes the next steps you need to consider once completing the DHP. 

CONTENTS
COMMENTS

Cover Page
Provided in the DHP Template. Insert the name of the district and province, Name & logo of health authorities. Insert the date of final draft.

Table of Contents
Provided in the DHP template. Add page numbers once the document is finalised. This may be adapted by the district. 

List of Tables, Diagrams & Maps 
List the table with table, diagram and map numbers and titles.

Foreword
The district manager(s) introduces the purpose of the DHP, acknowledgement to the participants and signs it. (1pg or less)

Abbreviations
List of abbreviations used in the DHP. Make sure to include the names of facilities that you may have used abbreviations for in completing the DHP. 

Acknowledgement
The district manager and planning team thanks the participants for their co-ordination of and contributions to completing the DHP.

Map of the District 
Include a district map that shows sub-districts and, if possible, the health facilities. It may be best to attach an electronic map separately to reduce the size of the document. You could also insert a photocopy into print copies. 

Executive Summary
Highlights of the main strategies, targets, problems and the plans to address these in the 5 key areas (maximum 2 page summary). 

Introduction
Provide background on purpose of DHP, planning method, sources of information and a profile of your district (maximum of 1 page). 

Mission, Vision and Policies
Include both Province and Local Government vision and objectives relevant to PHC, including DHS development. (See example in the text). LG where applicable, if the authority is rendering health services. 

Review and Priority Setting
Review of the district and sub-districts situational analysis. A brief list of main problems & service gaps, highlighting those problems to be addressed in the plan (1-2pg).

1. Service Delivery 
How well are the services managed, what are the gaps and how to fix them?

     1.1 Priority Programmes
Setting targets for improvement in selected priority programmes.

     1.2 Quality Assurance
Setting targets for improvement in a selected range of QOC measures.

     1.3 Management and    

           Supervision
Line management and supervision gaps and challenges that will be addressed.

     1.4 PHC Service Package
Gaps in the PHC package and problems in service organisation such as patient flow and referrals.  

2. Support Services 
Addressing key challenges in key support service areas, including laboratory services, pharmaceutical services, equipment and maintenance, transport and health information systems. 

3. Human Resources 
Addressing challenges in human resources such as personnel numbers, skills mix, vacancies and training.

4. Finance 
Addressing the challenges of financial management such as information on expenditure, budgets and cost management.

5. Infrastructure
Planned new facilities, expansion, major renovation and maintenance.

Planning for Monitoring and Evaluation
Mechanisms for monitoring and evaluating the DHP and linking it to operational planning

Annexures 
Attach relevant supporting documentation. 

Insert information as requested for the following headings. Refer to the comment section of the Table of Contents above for guidance. 

Acknowledgements 

The District manager(s) thanks the planning committee and the participants who contributed to the completion of the DHP. 

(Insert a page break here)

Map of the District

Ideally, the district map should show the sub-district boundaries and, if possible, the location of health facilities.  Possible sources of maps include: the local government Integrated development Plan co-ordinator, the provincial DOH, the land survey department or the Internet.   

(Insert a page break here)

Executive Summary

Once the DHP is completed, provide a 2-page summary, highlighting the main challenges, objectives and targets set. The summary should include the main objectives set in the 5 core components. An example is below. 

(Insert a page break here)


Introduction 

Write a brief introduction (maximum 1 page) explaining the rationale for the DHP, the method and sources used to complete the DHP. Add a brief description of your district explaining the geographical, demographic and socio-economic profile.

Mission, Vision and Policies

· Provincial Vision & Mission including critical information on DHS issues (see below) 

· Local Government Vision & Mission

This information is available in the provincial strategic plan and the IDP. Where there are several local municipalities and a district municipality delivering services, it may be easier to use the District municipality vision and mission for local government. In addition, include specific provincial level priorities as outlines in provincial strategies (e.g. from Provincial Growth and Development Plan). Below is an example of provincial health department objectives relevant to PHC.


Under this section, you may want to comment on the latest developments with the DHS and how this may be affecting your ability to plan. As you know, implementing the DHS is an NDOH and Provincial objective. The following six areas of DHS development are relevant, namely:

· How is your province or district responding to the legislative framework for implementation of DHS, especially considering National Health Act (2003)?

· Are the boundaries of health districts contiguous with (the same as) municipal boundaries? Are you a cross-border district? 

· Have there been any decisions or plans about a single management for PHC services? Any progress with governance issues such as putting in place the District Health Council and District Health Authority? 

· Have there been any financial arrangements made for the implementation of a single management? 

· Has there been any human resource plans made for the implementation of a single management?  

Review and Priority Setting

The DHP template provides you with a range of objectives that has been prioritised for all districts, based on the NDOH and provincial strategic plans. However, certain sections of the DHP require you to identify additional problems and needs unique to your district for which you have to set objectives and indicators yourselves. 

The process of reviewing your services in order to prioritise problems is a step in the planning cycle you need to take before you are able to complete the DHP (See Section C: Guidelines to the DHP Planning Process for more detail). You are asked to identify your priority needs based on a review of your health services, in addition to the objectives already set out in the DHP Template.  Although the information you provide will overlap with the content you decide to put into the tables, it helps to provide a quick summary of your district’s problems.  

In the template, you merely list the problems, gaps and indicate which of those you will address for the next year. Problems and gaps on sub-district-level should not be neglected, so include these where appropriate.

To assist you with identifying needs and gaps, consult your Situational Analysis, District Health Expenditure Review or Annual Reports if available. Managers and staff are often keenly aware of the gaps and needs, even where there is no formal review of services and they are encouraged to use this knowledge.  

In setting priorities, the knowledge of what resources you have to achieve the targets is also important. Based on your resources and capacity, you may need to scale down the number of the priorities you will address in the DHP.

Consider the following factors when reviewing your situational analysis, identifying your needs and prioritising areas for intervention, namely:

· What are the Provincial and NDOH policy directives and priorities that the district and sub-district will need to respond to within the next year? 

· What are the objectives and targets set for District Health Services (Programme 2) in the Provincial DoH Strategic Plan for 2005/06?

· Are there additional health and social services priorities of Local Government (as documented in the IDP) that we need to include in our DHP?

· What are the major health problems (and causes of death) in our district and do we want to add a few more health indicators in the DHP? 

· What are the most important gaps in the district and/or sub-districts that we can address in the DHP for next year? Include gaps in the PHC package and key challenges in delivering the PHC package and improving quality of care.

· What human resource and financial resources and limitations do we have that will determine what objectives we set in the DHP?  

B.3. Health Service Delivery

The health service delivery component represents the core business of the PHC system and is at the centre of the DHP in terms of its importance. The Service Delivery and “service design” component refers to:

· What services are offered; 

· To whom are services provided (estimated population by type of facility); 

· How well these are organised, 

· How well the service is performing in terms of achieving goals, objectives and targets); and 

· What quality of services and quality assurance measures are in place?

Under the DHP the service design should address the following four key areas:

2.1 Priority health programmes; 

2.2 Quality assurance;  

2.3 Management and supervision; and  

2.4 Primary health care services and package. 

3.1 Priority Health Conditions and Programmes

Improving the outcomes in health priority programmes is considered one of the key challenges of the DHS. The priority programmes in this DHP were selected from a range of health priority programmes that are monitored by the NDOH as per the Provincial Health Strategic Plans and according to the Millennium Development Goals. The chosen indicators are used as key indicators for assessing improvements in the general PHC system. If you can effect improvement in these key areas, the assumption is that this will result in improvements in the general PHC service delivery.  

The DHP Template focuses on the following programmes:    

· Maternal, Child and Women’s Health and Nutrition (MCWH&N); 

· STI and Comprehensive HIV and AIDs Care Management and Treatment; and 

· TB. 

This section has several tables, one for each of the priority programmes:

Table 1 requires a focus on Health Priorities and PHC Conditions, and other tables (2, 4, 6) focusing on malnutrition, child immunisation, antenatal coverage and integrated management of childhood illness (IMCI). Table 8, 10 and 12, focuses on Maternal and Women’s Health noting indicators such as cervical cancer screening coverage, TOP rate, ANC visits and coverage. 

For HIV and AIDS and STI Health Priority Indicators there are various tables focused on: STI services, ART sites and services, VCT - PMTCT, and Condom distribution. (See Tables 14, 16, 18, 20, and 22). 

The Tuberculosis Health Priority Indicators reviewed include: TB cure rate, two-month conversion rate, TB patients on DOTS and sputum turnaround time. (See Table 24 and 26). 

The indicators in the DHP template were chosen because they measure critical aspects of priority programmes, they are a sub-set of and aligned to the provincial quarterly monitoring reports and they are often part of routine monitoring via the DHIS. 

In addition to these indicators, you may want to add one or two indicators that you think need to receive increased attention in your district.

Once you have decided on the final list of indicators, you need to start setting targets for how you want to improve in across the selected indicators. Ideally, you want to have agreement between provincial and local government service authorities about what would be realistic targets for the district and or sub-districts. PHC supervisors and facility managers should also be consulted about targets as they are the frontline staff who will be responsible for implementing the appropriate changes at facility level. The planning workshop example suggested in Section C (Guidelines to the DHP Planning Process) is one way to organise this process of consultation.  

Importantly the tables all request baseline information and require the districts to set realistic targets for improvement for 2005/06, while keeping in mind the provincial and national targets. For example, if VCT test uptake rate is 60 % (baseline), the target could be 63% for 2005/06. Or where the baseline is unknown, the first target may be to measure the baseline and a second target may be to increase VCT uptake rate by 3 % on that baseline. Sub-districts should be allowed to set targets based on their own baselines and not only that of the district. For your baseline figures, you should to use a calendar year (e.g. January 2004- December 2004) and not a financial year.  

Please note that in district-wide objectives, baselines and targets often obscure the sub-district variation in service performance and need.  Wherever possible, include objectives and targets specific to certain sub-districts, even if this requires you to include additional tables. Alternatively, you can discuss the sub-district breakdown in the narrative below the tables. 

3.2 Quality Assurance 

Quality assurance usually includes clinical standards, operational safety standards, staff-patient relationships and community participation. Quality assurance is one of the key activities of the service that often falls through the cracks.  Checking the quality of service delivery is the responsibility of each unit delivering a service. A clinic manager, for example, is responsible for quality control in the clinic. The person responsible for quality assurance of clinics is the Clinic or PHC Supervisor. Programme managers also provide some oversight and need to assist the PHC supervisor to do in-depth quality assurance in priority programmes.  
Some quality assurance policies include a supervision component whereas others have made a separate policy on supervision. The Clinic Supervisor’s Manual (CSM) is recommended by the NDOH as the main quality assurance tool. For a broader overview of quality assurance, consult the NDOH quality assurance policy and that of your province.

Quality assurance is difficult to do in an area as complex as health where there are many steps involved in receiving health care and the outcomes are not always measurable. Table 28, 30 and 32: Quality Assurance: Clinical Care and Supervisory Systems and Improving Staff – patient and community relationships, outline a few important quality assurance indicators that your district should improve on. 

Concluding Comment to Component Service Delivery

Setting realistic targets is not easy. For instance, suppose the national target for TB cure rate is 85%, and your TB cure rate is 52%. If you have shown an improvement of 1% over the last two years, it would be unrealistic to set your next annual target as 60% unless you have a dramatic plan for improvement to back it up. We suggest you review your performance over the last three years and aim for a marginal improvement that you think you can realistically deliver with existing resources and systems. 

However, setting targets is easy compared to actually achieving them. Setting targets alone will not produce any improvements. Managers will have to be active in changing operations and in implementing interventions for efficiency gains in the short, medium and long term. Therefore, it cannot be “business as usual” if the district is serious about service improvement. District managers, in conjunction with PHC supervisors, programme managers and facility managers, require a team approach to effect these improvements. (See notes on operational planning at the end of this section).

Look for specific interventions that can deliver “quick wins” as well as ongoing supervision to ensure they are implemented properly, monitored monthly or quarterly and that these interventions are reviewed and fine-tuned to ensure improved results. In the long term, there should be a service improvement plan for each of priority health programmes that is based on knowledge of South African and international “best practice”. 

3.3 DHS Service Management and Supervision

Management and supervision have been identified as the key areas for improvement in order to strengthen the DHS, as well to improve health care services and health outcomes. The NDOH Norms and Standards document outlines a range of factors that should be addressed in terms of clinic services, support, training, planning and monitoring. It provides guidelines for what is considered an acceptable level of health care. Ideally you should be regularly assessing your services using these norms and standards. This is, in effect, what the Clinic Supervisor’s Manual (CSM, Revised 2004) does. The CSM provides for routine monthly visits that assess services against reasonable standards. It calls for action plans to address those problems that are within the control of the facility and the district and it provides for monitoring and evaluation. Due to its importance as a management tool, clinic supervision is included as a separate objective here and again as a sub-section Quality Assurance. 

To identify management problems and ways to improve them, one should have clarity about the management structure. You are, therefore, asked to draw organograms of the district management structure. An organogram (Diagram 2) is included as an example in the Template. Be sure to indicate where both provincial and local government are managing services. (Draw separate provincial and local government organograms if needed). Where the structures have been “functionally integrated” this needs to be included. 

Use the organograms to describe the management challenges you wish to prioritise in the DHP. Adapt or redraw the example below. It is important to note where there are gaps or vacancies in the organograms. Put actual names in the boxes or type “vacant" or a relevant comment about the position, as illustrated in the example. In addition, provide a narrative that explains the challenges and problems you want to highlight. 

In this section, you need to indicate the main management and supervision challenges that you want to address in the next year. To complete this section, you need to complete tables: one with objectives to improve management (Table 34 and 35) and one with objectives to improve supervision (Table 36 and 37). 

District managers and staff are often keenly aware of the problems in management and supervision, but it may be difficult to disentangle this into a single problem with solutions that you can address within the next year. To assist you with completing Table 34 and 36, we offer some questions you could ask to help identify and prioritise challenges. 

Broad questions to ask include: 

· How well is your district performing in terms of achieving priority health targets and outcomes? Is your district reaching the national and provincial and district targets and if not, what are the main reasons? The reasons will probably be a combination of the following: external factors (environmental, socio-economic), internal factors (lack of personnel, drugs or transport) and inefficiencies in the health service (the need to get better results with current resources). The DHP should identify where the management and supervision can be strengthened to improve the service performance, be it motivating for more staff, tightening supervision, providing training or improving technical support within health programmes.   

Specific questions you could ask include: 

· Do you have adequate line management in terms of numbers, appropriate placement and skills? Line management refers to operational managers from the facility level, to area and district supervisors to district managers.

· Do you have a supervision system in place (for example, regular visits with facility reports and follow-up, use of the CSM)? 

· Is the staff receiving enough clinical/technical support from supervisors and programme managers? 

· Are the lines of authority and the communication channels working as well as they should between operational line managers and programme managers as well as with support services staff?  

· Do you have appointed facility managers (even if informal) who act as the responsible authority for that clinic?

· If there are problems in any of these areas, what plans are you putting in place to address them? 

3.4 PHC Service Delivery and Package
In this section of the DHP, you should identify gaps in the provision of the PHC package and how you plan to address these in the next year. Gaps in services refer to infrequent and inadequate service provision of PHC services based on current services as compared to the NDOH Package. In completing the tables districts should specify gaps according to sub-districts. If feasible, include in the appendix a checklist with the gaps in the PHC package per-sub-district and per facility, as compared to the NDOH PHC package.

There are various tables to complete, namely Table 38 through to 40, ranging from providing basic information of population served, utilisation etc. Some tables require a focus on objectives to addressing the “gaps” in achieving “phased” and set district – sub-district level targets. 

A distinction is being made between gaps in the PHC package and problems with the way the service is functioning or the way it is organised. Table 42 refers to the way the service is organised, reviewing indicators on patient flow and referral system. Further examples, are poor emergency response, unreliable transport to take referred patients to hospital, no triage system, no fast quest for immunisation or for dispensing chronic medicine and long waiting times. You are asked to set objectives to improve priority problems in service organisation (Table 43). 

Table 44 and 46 refer to EHS noting the current provision, management and gaps in delivery by way of highlighting targets, noting staffing norms, compliance with regulations. This is done according to Section 32(1) of the Health Act (Number 61 of 2003), recognising that every Metropolitan and District Municipality must ensure that appropriate Municipal Health Services are provided in their respective areas.  Municipal Health Services include: Water quality monitoring; Food control; Waste management; Health surveillance of premises; Surveillance and prevention of communicable diseases (excluding immunisations); Vector control; Environmental pollution control; Disposal of the dead and Chemical safety. It is noted that the indicators are regarded as a minimum at this stage, noting that the EH DHIS, should be functional in time for the next revision of the DHP. 

The sub-section also zones in on District Hospital services, given the relative importance within the DHS. Specific indicators pertaining to beds, PDEs, occupancy levels and ALOS are reviewed in Table 48 and 49 and OPD and casualty services provided in Table 52. For further information on calculations you are referred to the DHIS and the DHP&R of 2003. Again, managers have the opportunity of assessing current service provision, in terms of efficiency, service standards as compared to norms in relation to objectives and targets. The Provincial Strategic Plan is a vital reference point in this regard given hospital level priorities. A translation to PHC and DHS is important especially in terms of developing services and improving access, referrals and utilisation.  

In the example below, the district identified their PHC service gaps when they did a DHER. They used this information to inform the Human Resource component and the Support Services component of their DHP. They outlined recruitment plans for a mental health nurse (re-deployment from the district hospital) and motivated for additional personnel for rehabilitation and doctor services. In the Support Services component, they planned to strengthen the patient referral transport system by ring-fencing funds per sub-district. The district pharmaceutical supplies that were previously transported from the regional depot were now going to be supplied by the district hospital pharmacy which was being expanded to accommodate the extra load.  (See Table 54 which requires you to set objectives to fill the gap in services). 


B.4. Support Services

The core business of all support services is to provide the services necessary for staff to deliver effective and efficient PHC services. Good service delivery is often compromised by the lack of well-functioning support services. Second to expenditure on personnel, support services, particularly pharmaceuticals, is a major cost driver.  This is a key reason to address challenges in these areas.

In the DHP Template, there are six tables to complete, Tables 55, 57, 59, 61, 63 and 65, for each of the five areas listed below. You are asked to complete tables, highlight major challenges (under separate tables) for each of the following five areas:

1. Pharmaceutical services;

2. Laboratory services; 

3. Equipment and maintenance; 

4. Transport; and 

5. Health Information Systems. 

The targets you set for improvement in the “Priority Health Conditions and Programmes” (Section 2.1) may require you to plan for specific improvements in support services. For example, a target to ‘Improve STI Syndromic management’ may require you to ensure that STI drugs are always in stock.  If STI drug stock-outs have been identified as a problem in your district or sub-district, you should consider adding this as an objective to be addressed in Table 49 and 50: Objectives in Pharmaceutical Services.

In particular, a well-functioning health information system is an essential management tool. The NDOH and provincial departments are putting increasing emphasis on the importance of a fully functioning health information system as it is critical to help us monitor and evaluate everything we do in the health services. In Table 63 and 64, Health Information systems and strategies to address shortcomings, you are asked to outline the challenges and plan for improving health information systems. Issues related to the functioning of the DHIS and personnel capacity for using health information should also be reviewed (Table 65 and 66). 

B.5. Human Resources 

Personnel costs make up the biggest proportion of the health budget. This, together with the fact that health service delivery is dependent on the availability of expert staff, makes personnel our most valuable resource. Ideally, each province and district should have a human resource plan that addresses problems of recruitment and retention. 

In the DHP Template, there is a summary table on human resources which should be completed. This includes addressing staffing levels and vacancy rates (Nurses, Doctors, Pharmacists) (Table 67). In addition, Table 69 had been added to outline information on CHWs. The Annexure to the DHP contains additional HR tables which are optional and districts may complete these if time is available or if the information is easily available (see Tables 97, 99, 101, and 103). Table 70 and 72: Tables 71 and 73 are specific to human resource development as it deals with training. 

In the DHP template, you are asked to highlight the major human resource challenges faced by your district. In particular, you are asked to prioritise what HR challenge you plan to address for the next year. Remember that the targets you set in the other components of the DHP may have human resource implications. For example, filling a particular gap in the PHC package like providing more antenatal services may require that you provide specific training, that you re-allocate staff and/or that you recruit additional staff.  You should make sure to include such human resource implications in Table 71 and 73.  

All managers complain about a lack of staff but how does one support this with evidence that will convince your superiors that your personnel shortage is real? Some of the questions that need answers are: Is it an absolute shortage of staff numbers; is the shortage in all facilities; can personnel be shifted from less busy clinics; is it a problem of not enough of the right category of staff (e.g. support nurses) or can training help to address the shortage of certain skills?  

You are not expected to answer these complicated management questions in this DHP. However, it is important to know the number of staff you have in each category, where they are stationed and what vacancies you have (Table 67 and 68). A next step, after your first DHP, is to make an assessment of how adequate your staffing profile is for the workload you have. A NDOH Model for PHC Staffing is currently in its pilot phase and should be available next year to help you assess the adequacy of your staffing profile (for more information, consult the NDOH document titled ‘District Health Systems Development-HR in Health: PHC Staffing Model, 2004).

3.5 Training

A frequent problem with training is not that there is a lack of training courses, but that the training is not adequately managed and followed up. Problems that have been raised across districts include the need to prioritise and co-ordinate training courses, to plan in advance, to provide relief staff where possible and to do follow-up support and supervision to ensure training knowledge is applied.

For example, one district indicated that operational managers, programme managers and trainers should improve on the following areas.


In Table 71: Human Resource Training Objectives - Trends and Targets, you are asked to outline the main challenges in training. In Table 73: Priority Training, you are asked to list priority training needs that will be addressed in the next year. Ensure that you address the training needs that may arise from the improvements targets you set in other components of the DHP. Training, for example, will often be required to fill PHC gaps and improve priority health indicators.

The following example was extracted from a completed DHP (2004). The table does not follow the same format as in the Template, but clearly shows that the district has a plan in place to address their priority training needs. 

Example: Priority Training

Organisational Education, Training and Development Priorities
Number of training courses/ education interventions by NQF level


FET (Further education and training)
HET (Higher education and training)


Level

2
Level

3
Level

4
Level

5
Level

6
Level

7
Level

8

PEP program



16




Pharmacy Assistant training
1
3






IMCI



4

16
2

Child Abuse


2





Client Care (Batho Pele)
15
1
6
5

2


Diabetes Mellitus
3

2
4
4

1

HIV & AIDS Awareness
11

1
6




HIV & AIDS Counselling
3







IMCI 



2




B.6. Finance

One of the main intended benefits of the district planning process is that districts can begin to link service plans with budgeting. Currently, the budgeting cycle is fairly independent of specific needs or plans that the district may have. In the future this should change and the DHP is one way to bring about this change. For example, if the district decides that it needs to increase the TB detection rate for next year, it should be able to request that next year’s budget for laboratory expenses be increased to cover the additional cost of TB tests. 

For this DHP, we are concentrating on addressing more basic financial management issues. In Table 75: Objectives to Improve Financial Management Systems – Trends and Targets, you are asked to identify what the main financial management challenges are and plan how these will be addressed. The emphasis is on improving the routine monitoring of financial information at district level. 

Set objectives to improve your financial management systems. For example, in some districts, there are no cost centres at facility level, making it difficult to assess cost-efficiency. You may want to consider doing a District Health Expenditure Review (DHER) as one of your objectives for next year. The DHER will help you answer questions about cost efficiency, equity, resource allocation and sustainability. It could also help set up a system to ensure regular monitoring of finances.

Remember, that you need to also link the finance component with the other four components in the DHP. For instance, if there are any additional personnel or support services costs arising from the objectives set in Infrastructure, Service delivery, Support Services and Human resources, and then you should record in these in this part of the DHP. 

To make proper financial management decisions, you need to have access to basic financial information at district level, such as the district budget and expenditure. Table 81 and 83: Transfers to Municipalities and Non-governmental Organisations– Actual and Projected Expenditure per Authority, Tables requires you to record what funds for PHC are being transferred to LG and NGOs. 

Table 77: Expenditure on PHC Services, including Clinics, CHCs, and EHS and Table 79: Expenditure on District Hospitals and Table 85: Total Expenditure per Provincial Sub-programmes and Table 87: Total Expenditure and Budget on Personal PHC Services, by sub-district asks that you provide the past expenditure, current budget and projected budget for 2006-07 on both a district level and on a sub-district level.  Note that the term “Personal PHC” refers to all community, clinic and district hospital-based services, but excludes environmental health.  Ideally the figures should cover both provincial and local government contributions, but the latter information may be difficult to access during the planning phase. For the financial section you should figures for a financial year (and not a calendar year) to be in line with the budget format. 

The per capita expenditure per year gives you an idea of how much you are spending annually on primary health care per person in your district. The total provincial cost divided by the total population will be the per capita PHC expenditure that is funded by province. The same applies in the sub-district: the total PHC costs for a sub-district, divided by the population in that sub-district will be the per capita expenditure per person in that sub-district. This allows you to make sub-district comparisons to determine if there are gross inequities in per capita expenditure  

In the example below, there is a wide variation of per capita expenditure among the sub-districts (R137 to R97). This information is useful for management in that it indicates areas of inequity that would have to be investigated and addressed. 

Example: DHER: Total Expenditure on Personal PHC service (per sub-district)

(Note that in this example, the district hospital expenditure was excluded. The table is in a different format because it was extracted from a DHER)


B.7. Infrastructure 

This section requires information on existing health services infrastructure and major capital works being undertaken and planned within the district. Table are provided to outline the list of health sector facilities and infrastructure review (e.g. Piped water, sanitation, telephones, electricity) according to sub-district and district (Table 89 and 91). 

Given the long time lag between identifying a need and commencing the work, you may want to plan more than one year ahead. Importantly, you will need to consult with both the Provincial and Local Government offices, and NGOs where necessary, about the building needs and plans for your district.

Infrastructure changes could include the maintenance of mobile units or building of satellites. Include provision for expanding – upgrading – rehabilitation or building PHC-based training facilities if these are required in the next three years. Note that some districts may want to plan and budget for any building renovations their pharmacies need to undergo in order to be compliant with the new Pharmacy Act.

Table 93: Capital Expenditure (as per Budget Programme 2) in the DHP template asks for information about capital works undertaken in the previous year, to be conducted during the current year and those planned for 2005/06 and 2006/07. Use figures for a financial year (and not a calendar year) to be in line with the budget cycle. Only the top three priority projects need to be included in the plan. If you have a comprehensive list of current and planned (budgeted) capital works, then include it in the appendix to the DHP. 

Where projects are not funded from the provincial budget, they should be presented in a separate table or in the narrative. Conditional grant expenditure should be identified if there is funding from this source. Include community-based infrastructure plans (e.g. building or renovating a step-down facility).

B.8. Planning for Monitoring and Evaluation

As part of the district planning process, we need to think about how we will monitor and evaluate the targets we set.  Normally we look at operational performance, using key indicators to show us how well we are doing.  A well functioning District Health Information System (DHIS) that produces good quality data is essential for this purpose.  Routine reporting mechanisms such as quarterly reports can provide us with this information, so we include this in a table below. 

A major problem in all planning is that there is a gap between planning and implementation. There are various reasons for this gap, but part of the problem is that plans remain general and do not give details of how the changes will be implemented. This is the kind of detail that is usually expected in operational plans.  So, in order to address this problem, we are including an objective about how well the district converts the DHP to operational plans. The first objective in Table 94: Monitoring and Evaluation of the DHP requests that you compile operational plans and that the operational plans should include the objectives in the DHP. 

Table 96 is a summary table aligned to the Provincial Strategic Plan and it captures the Performance Indicators for DHS. 

The Annual report is in effect a progress report on the DHP, so we include it in this table. The annual update of the DHP should therefore draw on the findings in the annual report. The DHP is considered a “rolling plan”, so objectives that were not achieved, should be rolled over to the next year. In the next DHP new targets are then set for those objectives not achieved and for any new objectives you will add. 

Concluding comment

The DHP is now complete. As we mentioned earlier, one problem is that the DHP often does not progress to the operational planning stage.  Though this template involves strategic and not operational planning, we have included a section that gives advice on how to carry out this next step.  This is not a formal part of DHP process, but it is a vital step if the DHP process is to have any impact on improving PHC service delivery. 

B.9. Translating the DHP to Operational – Implementation Plan  

3.6 What is an Operational plan? 

To achieve the objective and targets set in the DHP, you will have to develop detailed operational plans or implementation plans to show what interventions will be implemented, by whom, by when and how you will measure progress. 

An operational plan, or implementation plan, is usually for one year or shorter. The focus of the operational plan is usually on those areas targeted for improvement and not on all the routine activities in a particular programme or unit. 

There are various formats for an operational plan, which may vary depending on the province or the requirements of the provincial treasury, but all operational plans should include the following elements:

· How you plan to achieve the targets you set,

· Who is responsible for ensuring that the interventions are implemented,  

· By when the interventions will be implemented, 

· How you will monitor that the interventions are implemented according to plan, and 

· How and when will you evaluate if the interventions have achieved the targets.  

An example of an operational plan format is included below. 

The interventions chosen in your operational plan are usually carefully chosen to ensure they bring about the required improvements. Interventions will depend on some of the following factors: 

· You have done an analysis of the reasons for why a particular objective is not achieved, and you will design interventions to address the main problems, 

· You will base interventions on knowledge of what interventions will bring about the desired improvements (based on “best practice”),

· You are able to rally the resources necessary to implement the intervention, as well as motivating and supporting staff,

· You are able to monitor and ensure that implementation goes according to plan and you fine-tune it along the way, and

· You are able to monitor and evaluate progress, give feedback where appropriate and adjust plans where objectives are not fully achieved. 

3.7 Who is responsible for operational plans?

All managers in charge of operations or in charge of a department or unit are responsible for operational planning. This means that district managers, PHC supervisors, line managers and even clinic managers should be doing operational planning.  

Though health programme managers are not line managers, they are still responsible for operational planning as they are in charge of technical assistance for service improvements in their programmes. However, since the PHC supervisor is the line manager responsible for the implementing and monitoring the programme interventions, programme managers must involve supervisors in their operational plans. Also, the various operational plans of the health programmes need to be well co-coordinated so that clinic staff are not overwhelmed with interventions competing for their attention. 

Operational planning is not a new activity that is being introduced but is a standing requirement of any managerial job. Managers may not be currently doing formal operational planning but they are always making changes to improve service delivery as they go along. Operational planning is a way of ensuring that your job as a manager is more systematic in bringing about improvements.  

3.8 How are the DHP and Operational Plans Linked? 

The link between the DHP and operational plan can happen on several levels, namely: 

· The DHP provides strategic focus to operational planning

The DHP provides the strategic focus for operational plans, in that it highlights the main priorities of each component of the service. Operational plans in any of the five core components of the DHP (Infrastructure, Service Delivery, Support Services, Human Resources and Finances) will therefore need to have the objectives in the DHP first on their list. The operational plan is a way of linking operations on the ground (in facilities) with the strategic objectives of the district. 

· The operational plan is the vehicle for implementing the objectives of the DHP.

The operational plans for each of the five core component of the DHP will have to show in detail how they plan to achieve the targets set for each objective. The operational plan is what will determine what interventions will be used to bring about improvements and what resources will be required to do this.  

The operational plan can contribute to making the next annual update of the DHP a more realistic planning exercise as it can inform managers of the limitations and the opportunities for improving services. In turn, the DHP can help to strengthen the next round of operational planning by prioritising improvements in those areas that hamper operational improvements. Another way to support operational planning is that the DHP can motivate for the required resources to be made available in the next budget cycle. 

· The monitoring and evaluation of the DHP and operational plans use the same mechanisms.

Operational plans are usually the plans that are monitored on a regular basis, monthly or quarterly, using routine information systems. Quarterly reports based on the operational plan will therefore be include the objectives in the DHP and will in effect be an interim progress report on DHP targets. 

3.9 Example of an Operational Plan to Improve Tuberculosis Control

· Note that operational plans for health priority programmes are usually compiled by the programme manager. However, this should be done in conjunction with the PHC supervisor. 

· The indicators below are the ones included in DHP Template, but an operational plan would normally have a wide range of objectives based on the key areas that need to be improved. If a new service or an expansion of an existing service is planned, this should also be included in the operational plan.   
Table: Example of Plan to Improve TB Control 

Objective
Interventions
Q

1
Q

2
Q

3
Q 4
Responsible official and team
Additional resources
Monitoring

To increase the % of new smear +ve pts cured from 56 % to 

58 % 


Identify the following clinics for intervention:

· Clinics with largest TB caseload

· Under performing clinics 


X




X
TB Programme manager 

Supervisor & TB co-ordinator
Insert as appropriate
· Quarterly monitoring of Electronic Register/ DHIS

· Quarterly TB meetings to review quarterly reports.  


· Ensure clinic with largest caseload has the bulk of the staff and pharmaceutical resources
X
X
X
X
District managers with above team 

· 


Focus on getting quick wins:

· Close success and cure rate by ensuring patients sputum is taken and recorded at the end of treatment.

· Set clinic specific targets
X
X
X
X
Supervisor and TB co-ordinator and Tb staff.

· 


· Strengthen the supervision and support of TB staff.

· TB Co-ordinator to provide in-service training. 
X
X
X
X
Supervisor and TB co-ordinator

· 

Increase 2- month conversion rate for new smear +ve pts from X % to Y % 
(Insert specific interventions, based on knowledge of  “ best practice”)






Quarterly monitoring of DHIS indicator





















Increase the no. of TB patient on DOTS from X number to Y number 
(Insert specific interventions, based on knowledge of  “ best practice”)






Monthly monitoring of DHIS indicator





















Improve the TB sputum turn-around time in sub-district A and C to below 72 hours


(Insert specific interventions, based on knowledge of  “ best practice”)




























Insert other objectives 





























Section C: Contextualising the District Health Planning Process

C.1. Introduction

This third and final section of the Guidelines for District Planning and Reporting is designed to help you manage the district health planning process. In the past, districts have struggled with how to move from the NDOH Guidelines (2003) to actually compiling a DHP. 

Based on the experiences of a few districts that produced a DHP, this section provides you with a step-by-step guide for managing a participatory planning process. This section also outlines the responsibilities of both the district (including LG) and the provincial managers. Finally, it lists the questions that have been most frequently raised by district personnel and it offers answers based on the experiences in these districts. 

Whereas Section A and B of the revised guidelines should be read by all the participants in the district planning process, Section C is targeted towards those who are responsible for co-coordinating the planning process. In other words, this section is essential reading for the district manager, the district management planning team and the provincial planning support team. 

The aim of the planning process is to access the information required to complete the DHP Template and to get agreement between the role-players where this is required. The information required includes what the priority problems are and what the targets for improvements are (for the next year) in the five core components of the DHP: Infrastructure, Service Delivery, Support Services, Human Resources and Finances.    

The guidelines refer to planning at district level; however, the same guidelines should be used to develop sub-district and institutional (facility based) health plans. Districts should ensure that the appropriate tables reflect appropriate information per sub-district and reflect district totals and /or averages and norms. 

Table: Example: District Priorities Objective: Improve Immunisation Coverage 

Sub-district 
Indicator 
Financial Year 



2003/04
2004/05
2005/06
2006/07

Sub-district A 

60
65
70
72

Sub-district B 

55
60
62
64

Sub-district C 

50
55
58
60

C.2. Why a DHP: Rationale and Objectives   

As outlined in the introduction to the DHP guideline and recognising the importance of the motivation of the Director General, the following DHP rationales and objectives should be kept in mind. District Managers should ensure that all officials involved in the process are fully briefed on these imperatives. 

The legislative context is derived from several sources, however there are two acts from which the DHP is derived, namely the: 

· National Health Act, Number 61 of 2003, as promulgated 1st May 2005, noting the key provisions, as related to the planning, are stated under:

· Section 3(2): Provision of services equitably within limits of available resources; 

· Section 12: Duty to disseminate information;

· Section 21(3): Preparation of strategic, medium term health & hr plans annually;

· Section 21(5): Integrated national & provincial plans must be submitted annually to national health council;

· Section 25(3) + (4): HOD to prepare strategic, medium term health & HR plans & submit plans to the DG within timeframes & guidelines determined by National Health Council;

· Section 25(4): Provincial health plans must conform with national health policy;

· Section 33(1): District Health Plans; and 

· Section 33(2): District Human Resource Plans. 

· Importantly, one needs to recognise the inter-relationship to the Local Government Municipal & Systems Act, and the Public Service Act, etc.

· Public Finance Management Act, as amended 1999. 

The central rationale for the DHP could be summarised as the responsibility and need to: 

· Provide financial information useful for economic, political & social decisions;

· Demonstrate accountability & stewardship; and  

· Provide information useful to evaluate managerial & organisational performance. 

These translate into the following objectives, namely: 

· Objective 1: 

· To provide financial information useful for determining financial viability;

· Objective 2: 

· To provide information useful to determine fiscal compliance;

· Objective 3: 

· To provide information useful to determine managerial performance; and  

· Objective 4: 

· To provide information useful to determine the viability of services provided. 

The above objectives are not arranged according to importance, and should be seen as inter-linked and aligned. 

The diagram below provides a descriptive overview of the above: 

Diagram: DHP Rationale and Objectives 


[image: image5]
C.3. Who Must Complete the DHP?

Compiling a DHP is the district managers and district management teams responsibility. Planning to improve services is a core responsibility of any management position, but it often neglected when managers are busy or they function in crisis management mode or they are not formally requested by their superiors to produce plans. 

If there are two district managers, a local government and a provincial district manager, then both are responsible for the DHP, but only one person should lead the process. Given that primary health care is the responsibility of the provincial department of health, the provincial district manager will ultimately be held responsible for the completion of the DHP. 

The district manager should therefore by the driver of the project and he/she should appoint a small planning team to assist. The district planning team should ideally receive some technical support from the province, should they require this. (See ‘Role of the Provincial Task Team’ below).

Who is the district planning task team?  The district manager appoints a small group of managers (2-5 people) who will help to get the job done efficiently. The planning task team (PTT) should be selected from the district health management team (DHMT), so it is in effect a sub-committee of the DHMT. However, additional staff members with the required expertise can be co-opted onto this planning team. The district manager should be the leader of the team.  Although the district manager could delegate the leadership of the planning process, she will still have to oversee the process. 

Accountability on completing the set DHP is principally that of the district management team, however the Provincial Health Council and Provincial Health Advisory Committee, are ultimately responsible. 

C.4. How Long Does It Take To Complete the DHP?

Compiling the DHP the first time around, can take anything from three to six months, depending on whether the district can free up staff to co-ordinate and undertake the process and depending on how participatory the planning process is. Subsequent annual updates should take considerably less time. 

It is recommended that the co-ordinator of the planning process be freed up from some of their regular duties as this will speed up the completion of the DHP. Do not underestimate the amount of time and effort that this process requires. (In some districts, it took nearly 6 months to complete the DHP and that was with the assistance of a provincial planner and an external facilitator!). 

In the initial data-gathering phase, accessing accurate data can be both time-consuming and frustrating. Not all the information can be found in the DHIS and information from different sources (such as programme managers) are sometimes contradictory. Setting up sub-district and or district planning workshops is time-consuming and you should expect delays along the way.  Once you have a complete draft based on the information from the workshops, getting final comments from the main role-players will extend the time required even further. 

Now that you are given a DHP template to work with, the time taken to complete the DHP can be reduced. If you are forced to fast track the DHP, then you may have to consider reducing the level of participation. The district manager, together with the planning committee would then have to identify problems and set targets, although this is not ideal. In this case, the sub-district managers should definitely be consulted and also the PHC supervisors, as they are the ones who will be responsible for implementation and monitoring. 

C.5. How Does The Planning Happen?

Remember that there are various ways to do a planning process and the district needs to find what works best in their own setting. The following steps are suggested for the DHP planning process. 

Phase A: Initiating the Planning Process

1. The district manager should initiate the process by liaising with the relevant PHC provincial manager.  Where feasible, the district manager should ask for a memorandum from the provincial PHC manager. The memorandum (instruction and mandate) should formally request the district to compile a DHP, it should stipulate a reasonable timeframe and it should outline what provincial technical support will be available. (See “Role of Provincial Task Team’).  If the province timeframes are unrealistic (the DHP takes a minimum of 3-4 months to complete first time round), then the District manager should negotiate for a more realistic timeframe. 

2. A positive attitude towards the DHP on the part of the district manager will be a great asset in completing the DHP.  The support of the district management team is also important, as it requires a team effort to complete the DHP. The District Manager needs to give regular feedback on the progress of the DHP and keep managers motivated to participate and to provide information when requested. It should be noted that the district manager and the DHMT should make the final decisions about the content of the DHP. 

3. The district manager then appoints the district planning task team.  If the task team needs assistance, they should liaise closely with a planner or any appointed person in the provincial office who can assist them (See Role of the Provincial Planning Task Team). It facilitating a review of the district the following “checklist for assessing the capacity to conduct the Health Plans process” is provided.  

Table: Checklist for assessing the capacity of a district to conduct the district health plan process

NUMBER 
QUESTION 
YES
NO

1. 
Is there an appointed district manager responsible for implementation of the plan?



2. 
Is there a district operational plan for the forthcoming financial year 05/06?



3. 
Do the service targets in the district health plan coincide with those in the provincial plan? 



4. 
Has the district management team formally adopted the plan as the blueprint for its activities for the next year?



5. 
Are the baseline figures on which service targets based, objectively derived from DHIS or some other verifiable source of information?



6. 
Are the resources available to the health district sufficient to implement the plan?



7. 
Is there a mechanism whereby the plan (and its components) will be formally reviewed on a quarterly basis and remedial action taken if necessary?



8. 
Will the provincial DOH be involved in such a review mechanism?



9. 
Will the provincial DOH ensure that there is support to the district if obstacles (e.g. insufficient transport) arise which cannot be solved at district level?



10. 
Does the DMT regularly (monthly) review the data arising from the DHIS and other sources of information




SCORE


…out of 10
…out of 10

Note: 

· A district which scores less (number of “yes”) than 5 out of 10, will probably not be able to conduct and implement any plans and consequently need to reassess its team, capacity and systems linkages. In addition, provincial level support will need to be provided to enable the DMT to address the process of developing a plan. 

Phase B: Identifying DHP Activity Phases and Timing – Work Plan and Dates 

The diagram and table below illustrated the core activities and suggested dates for the DHP (including the DHER). This must be aligned with the district’s own activity timetable. These tables will be updated by the NDOH by July 2005. 

Diagram: Cyclical Phases and Activities of District Health Planning 
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TIMING & ACTIVITIES - FOUR SEASONS OF PLANNING

APRIL- MAY -

JUNE:  Review 

Audit of Previous 

Year (Annual 

Report & DHER)

JUNE- SEPTEMBER:

Service Delivery Plan

AUGUST- DECEMBER: 

Budget / Strategic Plan 

(Finance Section)

JAN-MARCH:

Operational Plan 

(365 days) 

Quarterly Plans 

(4 x 100)


Table: Details of the DHP Cyclical Phases and Activities 

Month
Activities

April to May - June


· Review Audit of Previous year’s activities (situational analysis together with all quarterly reports)

· Review Tools: 

· I District Annual Report

· ii. District Heath Expenditure Review 

June-August


· Service Delivery Plan: 

· To be based upon Annual Report and other National/ Provincial and Departmental prerogatives. 

· District Health Plan Year 1 becomes the Annual Performance plan for the Coming Financial Year (adapt accordingly) 

· Strategic Planning start

August to December


· First draft of the Departmental Strategic Plan (Inputs From DHP’s Form The Basis For The Programme 2 Inputs) 

· Process Of Compiling The Budget Commences: Finalisation Of The Draft MTEF And MTBPS

· Finalisation Of The Budget (Officially Approved)

· Draft of the Operational Plan for Forthcoming Financial Year

· Preparation Of The Quarterly  (100) Day Plans For Forthcoming Financial year

January to March


· Finalisation of the Budget (Officially Approved)

· Finalisation of the Operational Plan for Forthcoming Financial Year

· Preparation of the Quarterly  (100) day plans for Forthcoming Financial Year

Table: DHER Activities and Timetable 

Month 
Date 
Indicative dates 
Macro-Activity 
DHER Phase 
Assessment - Output 
Responsible Persons 

April

 
Week 1
4th to 8th April

 
Initiation of DHER process within District 
Phase 1: Plan the Review 
Agenda & Meeting 
District manager & DMT 



4th to 8th April

l
Workshop 

DHER Task Team

 
Phase 2: Plan the Review 

Determine a DHER task team 


Initiating process within District: noting all stakeholders and management 
District manager & DMT & Local Government & Programme Managers, Hospital CEOs, Information Officers, etc. 






Appropriate authorisation & responsibilities 
District manager & DMT & DHER Task Team 


Week 2 & 3
11th to 22nd April 
Distribution of DHER Data capture forms and their completion
Phase 3: Collect & compile Data


Forms circulated to relevant officials, managers and facilities


Programme managers, Hospital CEOs and clinic supervisors/ managers





22nd April

 
Final date for submission of completed forms 



Completion of forms 





Week 4
25th 29th April


Data capture onto master spreadsheets

Data validation 


Phase 4: Data compilation by District and validation


Merge all facility data from each LSA/Sub District into one master spreadsheet per District.
DHERTT & District Information Officers








Cross checking data and ensuring capture of budgets and expenditure according to cost centres. 


May

 
Week 5
2nd to 6th May

 
Analysis & interpreting data 
Phase 5: Calculate & interpret indicators.


Reviewing data & indicators, interpreting and analysis and update and create further graphs.
Programme managers, Hospital CEOs & DHERTT 




Week 6
9th to 13th May 


Assessing findings and Recommendations 
Phase 6: Findings & Recommendations 


Review of main findings, priorities & agreements 


Programme managers, Hospital CEOs & DHERTT 




Workshop 



District level workshop to review findings 
Programme managers, Hospital CEOs & DHERTT from each District 


Week-7
16th to 20th May 
Compile Draft Report 
Phase 7: Report writing 
Draft Report, sections written by various task members
DHERTT 


Week 8
23rd to 27thMay 
Final Report prepared 
Phase 8: Final Report 
Report to be checked and edited 
District Managers & DMT & DHER Task Team 



30th May
Send off Report to DoH
Phase 9: Submit report
Final Report & signed and ready for submission to Provincial DoH
DHERTT

C.6. Role of the District Planning Task Team

Phase C: Gathering Information and Completing DHP 

4. The district planning task team should study the revised NDOH Guidelines for District Health Planning, Revised (2005), and become familiar with the new DHP Template (Section A: the District Health Plan Template). The DHP Template is the framework for your DHP and the task of the team is to complete it as best as you can. Section B: Guidelines To Completing the DHP is also essential reading. If you need more background on the DHP, you can consult the NDOH Guidelines for District Health Planning and Reporting 2003.  

5. Start preparing a skeleton draft of the template by filling in as much of the information as you can, before starting the planning workshops. Focus on getting baseline information. You will need to do a document review. There are several sources of information to consult.

· The District Health Information System (DHIS) 

· A rapid review of all the current strategic and operational plans relevant to PHC. This includes management and programme plans, operational plans, district and provincial plans as well as local government plans. Much of the key information on mission and vision and the key strategic objectives should be gathered from this document review. 

· Review the health plans in the municipal Integrated Development Plan (IDP). 

· Review the situational analysis, district health expenditure review, and annual report for the district (where available) for baseline information on resources and service performance. 

· Additional reference documents include:

· NDOH PHC Package;  

· NDOH PHC Norms and Standards; 

· NDOH Quality Assurance Policy; and 

· Clinic Supervisor’s Manual (2004). 

6. Please note that in the absence of a situational analysis, the DHER or annual report, the district will take longer to complete the DHP. Important baseline information will have to be gathered first, especially human resource and financial information. Also, if the district does not have a DHIS that can provide accurate information, the task will become more difficult.  In these cases, you may need to allocate more time to complete a rapid situational analysis at the same time as doing the DHP.  

C.7. Sub-district Planning Phase 

7. Once a skeleton DHP is ready, the document should be distributed in preparation for sub-district planning. Sub-district management teams should have a planning session where they: 

· Review the priorities set in the DHP. (See Review and Priority Setting in Section B).

· Identify and prioritise gaps, challenges and problems to be addressed within their sub-district, using the DHP Template framework.

· The team should make suggestions for provisional targets for the indicators in the DHP and generate initial ideas about how to achieve the targets. 

Ideally, the sub-district planning meeting should be co-facilitated by a member of the district planning task team who can guide them through the template. The emphasis should be on realistic and measurable targets. (See Example of a District Health Planning Workshop) 

Note that if the sub-district planning process does not take place, the district management team would have to do this initial planning phase of planning.  

C.8. Compiling a Provisional Draft of the DHP  

8. The district planning task team should summarise the submissions from sub-districts and use the information to inform the writing of a provisional draft of the DHP. The provisional draft should have the following information:

· The main gaps, challenges and problems that the DHP will address.

· Provisional targets for the priorities in the DHP template and the priorities identified by the sub-districts. 

· Provisional ideas about what interventions are required to achieve the targets. 

· Provisional ideas about what, if any, additional resources will be required to achieve the targets.  

· NOTE: If there are major gaps in the information, spell out a process and timeline for filling the information gaps. 

C.9. Consolidating the District Planning Process 

9. Once a provisional DHP is ready, the district management team should arrange a district-planning workshop to scrutinize and agree on the provisional priorities and targets. Consider inviting a wider spectrum of role-players to this workshop as a way of increasing awareness and participation in the DHP process. The same process as for the sub-district planning workshops is suggested, but this time, discussion is based on the information provided in the provisional DHP. At this workshop, participants should:

· Review and agree on the priorities in the DHP. (See Review and Priority Setting in Section B).

· Agree on the targets for the indicators in the DHP. Remember, targets can be absolute (e.g. increase the district TB cure rate from 60 to 62%) or they can be relative (e.g. a 2% increase on the (unknown) baseline of the sub-district). 

· Agree on the way forward to ensure that the DHP targets can be achieved. For example, what resources may be required and how will you access these? Who is responsible for further, detailed planning, implementation and monitoring?

· Determine which monitoring and evaluation mechanisms are already in place that can be used to monitor progress of the DHP.

The leader of the district planning task team should facilitate this district-planning workshop (with assistance from a provincial planning support person, if required). The duration of previous workshops has been one-and-a-half to two days (See Example of a District Planning Workshop Agenda below).

C.10. Finalising the DHP 

10. The co-ordinator of the district planning team completes the DHP by using the information generated in the workshop. This involves a lot of time spent writing while still chasing after managers to fill the gaps in the information.  

11. Distribute this final draft to all sub-district management teams for final revisions. Note: If there were still major gaps in the information, the task team would have to be proactive about eliciting the information from the relevant parties. This may require a smaller follow-up planning session with key managers on a sub-district or district level. 

12. The document will probably go through several drafts before a final draft can be presented for approval to all the parties. (One district produced six drafts before arriving at the final document!). This can be done via email, as an item at standing monthly meetings, or at a second planning workshop. 

C.11. Endorsing the DHP

13. Have the final DHP endorsed (with a signature), by both provincial and local       

government officials and politicians. The DHP should at least be presented to         the district municipal council via the district municipal health manager or municipal councillors. 



C.12. Role of the Provincial Planning Task Team

14. The provincial department of health, being ultimately accountable for primary health care, has the responsibility to ensure that the district manager/s completes the DHP and to provide technical support where required. 

a) To initiate the DHP planning process, the provincial PHC manager should issue a memorandum formally requesting the district manager to compile a DHP. The timeframes should be reasonable. Experience has shown that compiling a DHP the first time around can take a minimum of 3-4 months. 

b) A provincial planning task team should provide technical support to the districts. The team who is responsible for the annual MTEF plans at provincial level may be able to give advice. Ideally, the person appointed for technical support should be freed up from some of their duties to enable them to respond to requests for assistance. The provincial support person or team should have in-depth knowledge of all three sections of the Guidelines for District Health Planning, Revised 2005. 

c) Technical support could take various forms depending on the requirements of the district. The DHP process requires some form of a district management structure, so in some provinces, setting up district management or strengthening existing teams may have to be part of the DHP support process.  Where there are functioning district management teams in place, the technical support may involve motivating the district manager to start the process, helping with adjusting the NDOH template for the province, helping to access information for a first draft, facilitating planning workshops and more. 

d) In one province, the technical task team consisted of one person in the Policy and Planning unit and one external facilitator. They were called on to assist in the following ways: 

· Adjust the NDOH planning guideline into a provincial template for use by all the districts, 

· Call together the local government and provincial district managers into an interim district management team to co-ordinate the DHP planning process,

· Do a document review of all current district, programme, provincial and municipal plans relevant to PHC,

· Assist with accessing district health information at provincial and programme level to provide baseline information on resources and programme performance (health outcome information),  

· Assist with accessing census data for the districts,

· Provide technical assistance with calculating indicators,

· Commission a District Health Expenditure Review that also provided a Situational Analysis with baseline information on resources and service performance, 

· Write the first skeleton draft using information from the document review, including the provincial strategic objectives and the findings of the District Health Expenditure Review, 

· Help prepare and co-facilitate a district planning workshop where needs were identified, priorities set and targets for improvements were negotiated,

· Help write the first DHP draft based on the outcomes of the planning session,

· Organise and co-facilitate the second planning session where the DHP went through the final round of changes,

· Help to write and edit a final draft, and 

· Advise on the use of the DHP to enhance monitoring and evaluation and decision-making.

C.13. Frequently Asked Questions about the DHP Process 

The table below provides a set of questions and answers commonly asked and derived from the experiences of districts and sub-districts. 

Theme
Question
Answer & Guide Notes

Programmes and Services included in DHP 
Why is Rehabilitation Services (or other health programmes) not included in this DHP?


The DHP is a strategic plan and not every aspect of the health service is covered. The NDOH has over 13 separate health programmes. So, in the DHP, only certain key priority health programmes have been addressed. The twelve indicators in the DHP template were chosen because they measure critical aspects of priority programmes, they are a subset of provincial quarterly monitoring reports and they are often part of routine monitoring via the DHIS. However, all health programmes should benefit from the health systems improvements that are planned in the DHP, for example, improvements in PHC Service Delivery, Support Service, HR and Financial management.

Indicators used in the DHP template 
Where do the indicators in the DHP template come from? 
The five focus areas and the indicators are chosen from NDOH and PDOH strategic plans. They represent a range of priority areas that need to be strengthened to improve the functioning of the health service. 

Targets & indicators 
Which Targets should be used for indicators?  
Where applicable, National & Provincial Strategic Planning Targets have been inserted into the DHP tables, to be used by districts in setting their own “realistic” targets. Importantly this is part of the provincial and district priority setting process. 

DHP period (1 year versus 3 years) 
I’m confused, is this DHP a one-year or a three-year plan?


The National Treasury requires provinces to plan ahead for at least 3 years and to update this annually, creating what is called ‘rolling’ plans.  In this DHP, to make it easier, we are asking you to plan for one year. This should be updated annually.

Population 
Do I use uninsured population or total population when calculating population indicators?


Given that we do not have reliable information about the percentage of insured people at district level, the total district population should be used when calculating the appropriate population based indicators. Districts are advised to consult the DHIS to source population information. The source of data must be clearly referenced. 

EHS 
Does the DHP include Environmental Health Services? 


The strategic focus of the DHP is on Personal PHC, meaning it excludes environmental health as local authorities now manage it.  However, in terms of comprehensive service delivery, this is an artificial distinction. Many interventions to improve health outcomes will require close co-operation with environmental health personnel, so you should at least consult the Environmental Health plans as part of your document review. 

Local Government Services 
Is the DHP a provincial or a local government plan?


Where local government delivers a PHC service, it is essential that they are part of the joint planning. This should at the least, include the head of health of the district municipality and PHC supervisors. In actual fact, where local government delivers a personal PHC service, their DHP should be basis for the Service Level Agreement with the Provincial DoH.

District Hospitals 
What if I can’t get the district hospital to participate in the DHP planning process? 


The participation of the district hospital should be strongly encouraged. Alternatively, provide the medical superintendent with the DHP template and guidelines and ask that they compile a district hospital plan that can be attached to the DHP. If you are unable to plan with the district hospital, ask the provincial head office to liaise directly with them and to keep you informed of their District Hospital Plan. 

Community Participation 
How do I include representatives from the community?


One way is to include municipal councillors and/or the health forum chairperson in your planning workshop. Consider distributing the DHP template and the final draft to NGOs that the health department has close working relationships with.  

HR & Finance Information 
I don’t have any of the HR and Finance information asked for in the DHP. How can I be expected to plan without this information?
You are right, HR and financial information is essential for planning.  However, HR and financial planning information may not be well established on a district level. In many instances this is a difficult component of the DHP. If insufficient information is available, for example a completed DHER, the DHP district team should use the process as an opportunity to liaise with HR and finance managers to emphasise the importance of this information. You should identify this as a priority problem for the DHP and make plans to improve the information flow. 

Planning 
Why do I need to do more planning when there are already too many plans floating around? 


Answer: The DHP is a strategic plan that is required by the new Health Act (2003), in addition to whatever other operational plans you may have in place.  More importantly, it is an opportunity to consolidate fragmented planning. It requires managers from different authorities and on different levels (e.g. supervisors, programme and support services managers) to have a common focus on the district’s strategic priorities. The DHP is also a first step towards linking service needs to budget. 

A completed DHP 
The DHP is completed, what now? 


Answer: Congratulate yourselves and start focusing on how you will achieve the targets. Compiling a DHP in itself will not bring about any changes, but will merely re-focus everyone on the priorities. To achieve your targets, it cannot be ‘business as usual’—so your team will have to delegate tasks to the responsible people who need to demonstrate how they will effect the required changes., by writing it into their operational plans. See notes on operational planning at the end of Section B).  Don’t forget to set a date for reviewing your progress, writing your annual plan and updating your DHP for the next year. 

DHIS 
Where do districts and sub-districts get information from? 
Answer: Sub-districts and district should obtain DHIS data from their Sub-district, District- and Provincial Information Officers / Managers. The NDoH (Cluster: PHC, Districts and Development), in consultation with the Provincial DHS co-oridinators, will release a comprehensive DHIS report per province, district and sub-district with the most updated DHIS data organised according to the key National and Provincial indicators. 

Capacity & Support 
Based on what is expected in the DHP are all districts able to comply? 
This a fundamental question. The DHP process as ushered in by the NDOH is one which is derived from the legislative context, noting the Health Act (2003) and PFMA (1999). In preparing the 2003 DHP, many districts experienced difficulties in fully complying to all of the tables and details of the plan. This was a critical lesson informing the process of the DG for Health amending the 2005 guideline. Capacity assessment of the district in terms of its ability to conduct and develop a DHP is necessary and critical. Both districts and provinces need to assess this at various stages of the year, in order to define “real needs” in capacity. This may highlight human resources, the mandate to do the work, the systems related linkages (e.g. DHIS, BAS reports, etc.). 

Lessons on Conducting DHP 
What does experience of conducting a DHP reveal and highlight? 
Based on the experience of one district (a metro in Western Cape), the following lessons were learnt: 

· Be realistic and keep it simple (e.g. focus on what you can do together and not the theory, 

· Keep the joint objectives limited and focussed (e.g. the 80-20 principle as the more you put in on the tables the more difficult it becomes to review and monitor (once systems are in place and functioning you can add to this!), 

· Build on existing commonalities between the two authorities, 

· Start planning with each authority and not just jointly, 

· Senior managers support is required, 

· Empower the sub-district managers, 

· Avoid complex additional relationships in the process of planning (vital to ensure proper implementation of the DHS), and 

· Recognise different financial and budgeting systems and allow for each to present its expenditure and budget information based on its respective its formats (e.g. PDOHs and LG).  
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NDOH, PDOH & IDP STRATEGIC OBJECTIVES & PRIORITIES


GAPS, NEEDS, TARGETS





SITUATIONAL ANALYSIS 


(ANNUAL REPORT & DHER) 














REVIEW AND PRIORITY SETTING





PLANNING FOR MONITORING AND EVALUATION





A.4. FINANCE


General 


Expenditure 


Budgets 


Indicators of performance 








A.3. HUMAN RESOURCES


General


Staffing


Skills mix


Vacancies 


Training





A.2. SUPPORT SERVICES


Pharmaceutical    supply 


Laboratory services


Transport


Equipment & maintenance


Health information systems








A.1. SERVICE DELIVERY


Health priority programmes MCHWH&N, 


Quality assurance


HIV&AIDS, STIs, TB 


Management and Supervision


PHC service package & organisation of services








A.5.  INFRASTRUCTURE


Access to health facilities:


Existing facilities


Maintenance, renovation, expansion


New facilities


Training facilities





DISTRICT HEALTH PLAN


The five inter-related components should cover the PHC platform: 


Community-based, Clinic-based & District Hospital Services


(Key challenges / gaps in each of these components need to be identified and planned for in the DHP)





Example from Executive Summary West Coast District Health Plan 





2.  Service Delivery 


Line management and supervision: Supervision is being strengthened through the employment of 5 additional supervisors and the use of the Clinic Supervisors’ Manual which is being rolled out to the whole district


 PHC package gaps: The home-based care programme, step-down and hospice care are expanding. 


 Gaps in the clinic-based PHC package are being addressed through training, recruitment, improving patient flow and supervision. Pharmacy personnel, in particular, are being recruited and trained. 


Gaps in the hospital PHC package are being addressed through the Maintenance of Competency training programme.


2.3. Targets for improvement in priority programmes have been set. Health information systems are a major gap and will be strengthened through extra personnel. 


2.4 Quality of Care: Projects to reduce waiting times and to improve dispensing of chronic medicine are outlined. STI Quality of care will be assessed on annually, using DISCA.
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Example for District X: Issues to be addressed in the training plan:





Training should be scheduled for the year ahead of time. 


The training should be spread out across the year so as not to pressurise the district at the end of the year.  


More training should be offered in a central place within the district and less outside of the district (to cut down on traveling time and expenses).


There should be more joint training between District Hospital, CHC and local government staff to ensure consistency in treatment and continuity of care. 


There should be more careful selection of staff for training. Staff should not be requested to go for training if this need has not been identified or just to fill a space on a training course. 


There is a need for locums as relief staff to enable staff to attend training without compromising the service. 


On completion of  training, staff should be placed in an environment where they can utilize their newly acquired skills to improve service delivery


The following issues will have to be raised in future plans:  Incentives for rural staff, recruitment difficulties, and follow-up after training to improve effectiveness.





Example of PHC Service Gaps in District X (2004): 


The DHER highlighted specific weaknesses in the core package of services as detailed below:


-Mental Health Services (not enough mental health nurse visits per sub-district)


-Rehabilitation Services (need monthly OT and Physio visits per sub-district) 


-Outreach services to Clinic and CHC’s from District Hospitals (more doctor visits to clinics are required)


-A District-based pharmacy service is required


-Patient transport for referral to the district hospital needs to be improved.  











Example of Provincial Department of Health Strategic Objectives


The priority provincial projects (of relevance to the District PHC) are:


Implement the District Health System


Improve Health promotion/disease prevention (immunisation. coverage, 


Cervical smear coverage, foetal alcohol syndrome, child accident prevention)


Improve treatment and prevention in HIV & AIDS/STI/TB


Expand home-based care


Changes in chronic care for mental health patients (de-institutionalisation)


Improve primary care services (clinics and CHCs)


Revitalisation of District Hospitals


Increase revenue generation


Improve Quality of care














EXAMPLE OF A DISTRICT HEALTH PLANNING WORKSHOP AGENDA


 


PROGRAMME





WORKSHOP PARTICIPANTS: …………. 





PURPOSE OF THE WORKSHOP 


Identify and prioritise gaps, challenges and problems to be addressed within the DHP.


Set targets and make plans to address the priorities.





SESSION 1: PLENARY


Review the provisional draft of the DHP.


Identify the gaps in the provisional draft that should be addressed by this workshop.





SESSION 2: SMALL GROUPS 


Each group discusses the Service Delivery component and as well as one of the other 4 areas (Infrastructure, Support Services, Human resources, Finance).  Each small group should:  


Review the DHP provisional draft and consider whether you have additional priorities (add these to the appropriate tables),


In particular, revisit the Service Delivery Plan and prioritise the PHC service gaps,


Set targets where required or review the targets set in the provisional DHP (targets may be absolute—from 38 to 40 %—or relative—2% increase on the (unknown) district or sub-district baseline),


Brainstorm possible ideas for interventions that can help to achieve the targets set in the DHP.  Discuss what additional Support Services, HR and Finance resources may be required for these interventions,


Discuss, where appropriate, who will have the responsibility for further planning to achieve the objectives in each area. 





SESSION 3: SMALL GROUPS 


Continue with the work in Session Two


 


SESSSION 4: PLENARY


Each of the groups gives feedback on a) through e) above. 





SESSION 5: PLENARY


Summarise the workshop input to the provisional DHP. 


Agree on the proposed changes and additions.


Discuss the process and responsibility for finalising the DHP. 











SUMMARY OF RESOURCE CHANGES ON SERVICE DELIVERY





NOTE: 





The service delivery component is the central process of the PHC system. It covers the: 


Delivery of the services noting the PHC package of services, 


Management and supervision of these services, and 


Assessing how well the service performs, in terms of health outcomes and quality assurance.  





The other four components in the DHP - infrastructure, support services, human resources and finances - are the “resources” required to support the core business of PHC service delivery. 





The five components are inter-related in that an objective in one component will often have implications for other components. For example, if under Service Delivery, you want to improve supervision by employing an additional supervisor, you would need to plan for this in the HR component and plan for the extra expense in the Finance component.   





The DHP template provides a range of objectives prioritised for all districts, based on the main causes of morbidity, disability and mortality at national and international levels. Each district and sub-district must identify gaps in meeting the set national targets and strategies for addressing these conditions and to identify province- district and sub-district specific conditions which contribute to the main causes of morbidity, disability and mortality. Objectives and targets must be set to address these problems, however priorities need to be set based on where the highest impact can be made in terms of reducing morbidity, mortality and disability, taking into consideration available resources.  





In setting priorities, the knowledge of resources available to achieve the targets, is also important. Based on available resources and capacity, the number of the priorities to be addressed in the DHP, may have to be scaled down.


 





Identify current services and gaps in the provision of the PHC Services in relation to the PHC package and how the district intends to address these in the next year. The PHC Package is aimed at providing promotive, preventive, curative and rehabilitative services to address the main causes of morbidity, disability and mortality. 





If feasible, include in the appendix, a checklist with the gaps in the PHC package per facility, as compared to the national PHC package. Also indicate the date on which the last audit of PHC services was conducted (e.g. as conducted in 2004/05, or based on rapid assessment undertaken in 2005).





A.5. INFRASTRUCTURE


Access to health facilities:


Existing facilities


Maintenance, renovation, expansion


New facilities


Training facilities





Based on the specific health related Millennium Development Goals (MDGs), SA mortality profiles and SA NDoH and Provincial goals, objectives and indicators, specific promotive, preventive, curative and rehabilitative services should be provided for the conditions. These areas are outlined in the sub-sections below. Please add in specific provincial, district and sub-district priority conditions.





In this DHP template the programmes are related to the range of international and national priority health programmes that are monitored by the NDoH via the provincial health plans. A significant emphasis of this sub-section, is related to priority programmes and the associated indicators, which are introduced to assess the improvements in the PHC system. While the broad categories include Maternal, Child and Women’s Health and Nutrition (MCWH&N); and STIs and Comprehensive HIV and AIDS Care, Management and Treatment; and TB, an alternative approach is to review the information according to:  


(a) Children less than 5 years old: 


Malnutrition, Vaccine Preventable Conditions with emphasis on measles, Pneumonia, Diarrhoea 


(b) Reproductive Health 


(c) Non-communicable Conditions: 


Injuries, Chronic Conditions, Hypertension, Diabetes, Cancer, Mental Health 


(d) Communicable Conditions: 


HIV and AIDS, STIs, TB, Malaria 


Note: for (c) and (d) all age groups as relevant (including children of less than 5 years old and Women of Child Bearing Age). 








This section presents guide notes for completing the District Health Plan Template. It provides additional information, tips, suggestions, and explains why the information is useful. It also provides practical advice about how to access, generate, validate, interpret and analyse the information.  Kindly note that in addition to the tips provided in Section A, these notes should be read as complementary. 





This section provides an update and contextualisation of the District Health Planning Process, with reference to the following: roles and responsibilities of the planning team, what to do and when, consolidating and finalising the plan. This section concludes with a list of frequently asked questions and offers answers based on the experiences of districts that completed district health plans completed in 2004. 





This section should outline the existing health service infrastructure, including that of the PDOH, LG and NGOs, etc., and capital works planned for the district, within the period under review. 





Given the long time lag between identifying a need, budgeting, tendering, commissioning and commencing work, it is necessary to plan for more than one year ahead, in collaboration with PDoH and LG and National Conditional Grant allocations. 





If not funded from the provincial budget, details should be presented in a separate note. Conditional grant expenditure should be identified if there is funding from this source. Include community-based infrastructure plans (e.g. building or renovating a step-down facility).





Use figures for a financial year (April to March) to be in line with the budget cycle. For LG adjustments will need to be made, however the difference in timing translate to three-months, noting the time from April to July, of the respective financial years. 








The Service Delivery component represents the core business of the District Health System and is at the centre of the DHP in terms of its importance. The Service Delivery and “service design” component refers to:


What services are offered;


To whom are services provided (estimated population by type of facility);


How well these services are organised;  


How well the services are performing in terms of achieving goals, objectives and targets; and 


What quality of services and quality assurance measures are in place.





The DHP therefore should address the following four key areas:


2.1 Priority Health Programmes;  


2.2 Quality Assurance; 


2.3 DHS Service Management (including district and sub-district management and supervision); and  


2.4. Primary Health Care Services and Package. 








Management and supervision have been identified as the key areas for improvement in order to strengthen the DHS, as well as to improve health care services. When identifying the main management and supervision challenges and planning for addressing gaps and shortcomings, the following questions provide guidance: 


How well is the district performing in terms of priority national, provincial and district health targets?  


What are the main reasons for not achieving specific priority targets? The reasons will probably be a combination of external factors (environmental, socio-economic), internal factors (lack of personnel, drugs or transport) and inefficiencies in the health service (the need to get better results with current resources). 


Are there adequate line managers (operational managers from facility- to district managers, including all levels of supervision) in terms of numbers, appropriate placement and skills? 


Are the lines of authority and the communication channels working as well as they should between operational line managers and programme managers as well as with support services staff?  


Do facilities have appointed facility managers (even if informal) who act as the responsible authority for that clinic?


Is there an effective supervision system in place (for example, regular visits with facility reports and follow-up, use of the Clinic Supervisor’s Manual)? 


Are the staff receiving enough and appropriate clinical and technical support from supervisors and programme managers? 


Is there results based monitoring and evaluation system, with valid and reliable data available to identify shortcomings and to monitor progress towards targets?





If there are problems in any of these areas, the DHP should identify where management and supervision can be strengthened to improve the service performance, be it motivating for more staff, tightening supervision, providing training or improving technical support within health programmes.   





Setting targets for service delivery need to be realistic, taking into consideration performance over the past 3 years, as well as available resources and systems. A team approach needs to be followed for planning, (as well as selection and implementation of interventions that can lead to “quick wins”) and supervision, as well as monthly / quarterly monitoring and fine-tuning to ensure improved results.





INSERT DISTRICT NAME








(Insert District and Province Name)





 (Insert date of finalisation)








(Insert Province and District logo)





A.4. FINANCE


General 


Expenditure 


Budgets 


Indicators of performance 








This section of the DHP template addresses support services, including: 


Pharmaceutical services, 


Laboratory services, 


Equipment and Maintenance, 


Transport, and 


Health Information Services. 





For each of the support services listed, the district plan needs to systematically highlight and address specific challenges. Recognising the targets set for improvements in the “Health Priority Programmes” the linkage to and implications for support services are critical. For example, the support services plan should address specific interventions which will contribute to improve STI management and, STI drug stock-outs.  





Please note: 


Expenditure information linked to support services should be captured under the Finance section of the plan, and 


Support services human resource needs need to be included under each support service area. The reason being that the DHP templates Human Resource section is limited to personnel providing direct health care services. 





In this section, the district plan should highlight the major human resource challenges in order of priority.





The targets set in the rest of the DHP may have human resource implications, for example, filling a particular gap in the PHC package (like providing more antenatal services) may require specific training, re-allocation of staff or additional staff. You should make sure to include such human resource implications in tables addressing training. 





Questions that can provide guidance with regard to HR planning include:


Is the staffing and skills mix profile adequate for the workload and patient needs?


Is there an shortage of staff or can personnel be shifted?


Is there a problem regarding categories of staff (e.g. professional nurses perform duties that can be performed by enrolled nurses or nursing auxiliaries OR are lower category nurses diagnosing and prescribing drugs out of their scope of practice)?


Can training help to address the shortage of certain skills?





E.g.: Objective: To ensure adequate staffing for providing quality health care services 








This sub-section requires information pertaining to training objectives and indicators and the main challenges and strategies in training as well as the priority training needs that will be addressed in the DHP. 





Note the linkages to service delivery improvements as aligned to set targets which are directly linked to priority programmes. E.g. training on HIV and AIDS counselling & treatment may be required to address PHC gaps regarding HIV and AIDS service provision and to improve priority HIV and AIDS related health indicators.





The district’s training plan needs to be informed by the sub-district plans together with due review of the Provincial level strategies (noting the skills development plan and allocations via the skills levy contributions). Additional attention needs to be applied to local government and NGOs (e.g. community based organisations).  





Problems that have been raised across districts include the need to:  


Prioritise and co-ordinate training courses; 


Plan in advance; 


Provide relief staff where possible; 


Ensure that as much as possible training happens in the district, rather than pulling health workers out of the district for extended periods of time; 


Ensure that training initiated by higher levels of the health system (Provincial and National DoH) takes into account district specific priorities; and 


Conduct follow-up support and supervision to ensure knowledge is applied.





Districts need to link services planning to budgets and financial planning. The DHP should support budgeting for planned services based on identified needs, e.g. if the district plans to increase the TB detection rate, it should be able to request additional funds to cover costs of increased testing. In addition, District Health Expenditure Reviews (DHERS) should be conducted to assess previous financial year’s expenditure patterns, with highlights on performance criteria and indicators on resource allocation, efficiency, equity, and sustainability. The DHER is a core component of the finance sub-section and a range of indicators are required for the adequate completion and forward planning.  





The sub-section starts by examining the financial management systems, noting the set practices, support systems and capacity is part of this sub-sections review. Therefore, the plan needs to identify what the districts and sub-districts main financial management challenges are and outline how these will be addressed. As per previous sub-sections the district is expected to set objectives to improve the districts and sub-districts financial management and specific financial indicators. 





Where relevant the data from the DHER and Provincial Expenditure Reports need to be utilised to complete the tables. 





Note if there are any additional personnel and other costs arising from the plans made in the other four inter-related components in the DHP, namely: infrastructure, service delivery, support services and human resources, these need to be included in this sub-section. 
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Revision and modification





Action 





Revised 











Revised





Management 


Review and 


(Decision making)





Controlling and reporting


analysis


(Useful Information)





Yearly 


Budget outlays


(Financial viability) 





District 


Operational year plans 


(Service & Managerial performance)





Provincial 


Fundamental aims and goals 


(Fiscal compliance)





A.3. HUMAN RESOURCES


General


Staffing


Skills mix


Vacancies 


Training





Monitoring the quality of service delivery is the responsibility of each unit delivering a service. A clinic manager is responsible for quality control in the clinic. Programme managers also provide program specific oversight and need to assist the PHC supervisor to do in-depth quality assurance in respective priority programmes.  





The Clinic Supervisor’s Manual (CSM) is recommended as one of the main quality assurance tool. For a broader overview of quality assurance, the NDoH and PDoH quality assurance policies can be consulted.  





This section sets out the template for the District Health Plan. The District Management Team must use this to draft and develop their district’s health plan for the period October 2005 to March 2007. It provides the format and identifies what content is required.





A schedule drawn from the DHIS will be made available by the NDoH from 30 June 2005. This will give, for every district and sub-district, all the baseline data for 2003/04 and for 2004/05 that are required to complete the relevant columns in most of the tables. This will make it much easier to decide on appropriate targets for 2005/06 and for 2006/07. Should a district not agree with the baseline data provided, it must make it clear that it is using other data and must also submit the corrected data, via the province, to the NDoH.





District capacity should also be assessed, using the checklist provided, to ensure that the plan includes practical strategies and budgets to increase resources and to build capacity where appropriate. Targets must also be realistic given the capacity constraints and the time it will take, if the strategies and budgets are approved, to fill relevant posts.





PLANNING FOR MONITORING AND EVALUATION





SUMMARY OF RESOURCE CHANGES ON SERVICE DELIVERY





REVIEW AND PRIORITY SETTING





NDOH, PDOH & IDP STRATEGIC OBJECTIVES & PRIORITIES


GAPS, NEEDS, TARGETS





A.2. SUPPORT SERVICES


Pharmaceutical    supply 


Laboratory services


Transport


Equipment & maintenance


Health information systems








A.1. SERVICE DELIVERY


Health priority programmes MCHWH&N, HIV&AIDS, STIs, TB 


Quality assurance


Management and Supervision


PHC service package & organisation of services








DISTRICT HEALTH PLAN


The five inter-related components should cover the PHC platform: 


Community-based, Clinic-based & District Hospital Services


(Key challenges / gaps in each of these components need to be identified and planned for in the DHP)





Step 2





SITUATIONAL ANALYSIS 


(ANNUAL REPORT & DHER) 














Step 1





Step 3





Step 4








� Where applicable districts may add in ward based community health committees (as required by the Municipal Structures Act (1998) and Municipal System Act (1999). 
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		NAME OF DISTRICT:						OVERBERG
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		CAPE AGULHAS														CAPE AGULHAS

		Napier Satelite		C		S		6,868						6,868		Napier Satelite		C		S		X

		Elim Satelite		C		S		2,903						2,903		Elim Satelite		C		S		X

		Struisbaai Satelite		C		S		9,115						9,115		Struisbaai Satelite		C		S		X

		Waenhuiskrans Satelite		C		S		3,476						3,476		Waenhuiskrans Satelite		C		S		X

		Bredasdorp (ODM Bestuur)		C		M		7,030						7,030		Bredasdorp (ODM Bestuur)		C		M		X

		Bredasdorp PGS Clinic & Mobile		C		C/M		41,210						41,210		Bredasdorp PGS Clinic & Mobile		C		C/M		X

		Bredasdorp Mobile 1 & 2		C		M		8,508						8,508		Bredasdorp Mobile 1 & 2		C		M		X

		TOTAL						79,110						79,110								- 0

		OVERSTRAND												- 0		OVERSTRAND

		INSTITUTION												- 0		INSTITUTION

		Hermanus PHC		O		CHC						11,034		11,034		Hermanus PHC		O		CHC						X

		Hermanus, Mt Pleasant,Zwelihle,Onrus		O		C				64,263				64,263		Hermanus, Mt Pleasant,Zwelihle,Onrus		O		C				X

		Gansbaai Clinic		O		C				12,852				12,852		Gansbaai Clinic		O		C				X

		Kleinmond Clinic		O		C						23,153		23,153		Kleinmond Clinic		O		C						X

		Stanford Clinic		O		C		14,436						14,436		Stanford Clinic		O		C		X

		Hawston Clinic		O		C						22,111		22,111		Hawston Clinic		O		C						X

		Stanford Mobile 4		O		M		2,571						2,571		Stanford Mobile 4		O		M		X

		TOTAL						17,007		77,115		56,298		150,420								- 0		- 0		- 0

		SWELLENDAM												- 0		SWELLENDAM

		INSTITUTION		S										- 0		INSTITUTION		S

		Suurbraak Clinic		S		C		9,969						9,969		Suurbraak Clinic		S		C		X

		Barrrydale Clinic		S		C						20,687		20,687		Barrrydale Clinic		S		C						X

		Barrrydale Mobile 2		S		M		4,272						4,272		Barrrydale Mobile 2		S		M		X

		Buffeljagsrivier Clinic		S		C		6,127						6,127		Buffeljagsrivier Clinic		S		C		X

		Railton Clinic		S		C		30,618						30,618		Railton Clinic		S		C		X

		Swellendam Mobile IV & V		S		M		11,428						11,428		Swellendam Mobile IV & V		S		M		X

		TOTAL						62,414		- 0		20,687		83,101								- 0		- 0		- 0

		THEEWATERSKLOOF												- 0		THEEWATERSKLOOF

		INSTITUTION												- 0		INSTITUTION

		Caledon Mobile1 + Tesslaarsdal		T		M		7,471						7,471		Caledon Mobile1 + Tesslaarsdal		T		M		X

		Caledon Mobile 2		T		M		7,117						7,117		Caledon Mobile 2		T		M		X

		Caledon Mobile 3		T		M		9,010						9,010		Caledon Mobile 3		T		M		X

		Caledon Mun Clinic		T		C				24,736				24,736		Caledon Mun Clinic		T		C				X

		Grabouw Mobile 1		T		M		11,048						11,048		Grabouw Mobile 1		T		M		X

		Grabouw Mobile 2		T		M		11,154						11,154		Grabouw Mobile 2		T		M		X

		Grabouw Satelite		T		S		8,396						8,396		Grabouw Satelite		T		S		X

		Grabouw CHC		T		CHC						61,419		61,419		Grabouw CHC		T		CHC						X

		Villiersdorp Mobile 1		T		M		15,032						15,032		Villiersdorp Mobile 1		T		M		X

		Villiersdorp Mobile 2		T		M		7,611						7,611		Villiersdorp Mobile 2		T		M		X

		Willa Clinic - Villiersdorp		T		C				19,038				19,038		Willa Clinic - Villiersdorp		T		C				X

		Riviersonderend Clinic		T		C		15,144						15,144		Riviersonderend Clinic		T		C		X

		Greyton Clinic (+Voorstekraal & Bereaville)		T		S		5,467						5,467		Greyton Clinic (+Voorstekraal & Bereaville)		T		S		X

		Genadendal Clinic		T		S		12,186						12,186		Genadendal Clinic		T		S		X

		Botrivier Clinic		T		C		9,908						9,908		Botrivier Clinic		T		C		X

		Total						119,544		43,774		61,419		224,737

								DM MANAGED		LM MANAGED		PROVINCE MANAGED		- 0

		TOTAL						278,075		120,889		138,404		537,368

								52%		22%		26%

								278,386

								TOTAL

								537,368

								100%

				MOBILES		SATELLITES		CLIN/MOBILES		CLINIC		CHC		TOTAL

		DM		102,252		48,411		41,210		86,202				278,075

		OVERSTRAND LM								77,115				77,115

		THEEWATERSKLOOK LM								43,774				43,774

		PROVINCE								65,951		72,453		138,404

		TOTAL		102,252		48,411		41,210		273,042		72,453		537,368

		DM		37%		17%		15%		31%				52%

		OVERSTRAND LM								100%				14%

		THEEWATERSKLOOK LM								100%				8%

		PROVINCE								48%		52%		26%

		TOTAL		19%		9%		8%		51%		13%		100%





PER CAPITA

		EXPENDITURE PER CAPITA OVERBERG - 2001-02

				CAPE AGULHAS		OVERSTRAND		SWELLENDAM		THEEWATERSKLOOF		TOTAL

		EXPENDITURE

		DM		2,011,686		432,470		1,587,124		3,039,880		7,071,160

		LM				2,498,391				3,550,537		6,048,928

		District Surgeons		551,450		549,087		793,883		1,698,627		3,593,047

		Region : Programs		409,499		856,838		454,476		1,522,996		3,243,809

		Region : Head-Office		103,076		215,676		114,397		383,356		816,505

		TOTAL Expenditure		3,075,710		4,552,463		2,949,879		10,195,397		20,773,449

		% of District Expenditure		15%		22%		14%		49%		100%

		DEPENDANT POPULATION		22,446		46,966		24,911		83,480		177,803

		% of District Population		13%		26%		14%		47%		100%

		COST PER CAPITA		137		97		118		122		117





DEFICIT

		OVERBERG DM																										OVERBERG DISTRICT

				No Consults		278,075		COST PER ATTENDANCE								OVERBERG DM

								Total Expenditure		Cost/consult		%				Own contribution		Province		Other LG		Deficit		Total						Own contribution		Province		Other LG		Deficit		Total

						PERSONNEL		4,885,292		17.57		69%				240,000		6,379,546		- 0		451,614		7,071,160				DM		0.86		22.94		- 0		1.62		25.43				DM		25.43

						Drugs		926,000		3.33		13%				3%		90%		0%		6%		100%				OVERSTRAND LM		17.59		14.81		- 0		- 0		32.40				OVERSTRAND LM		32.40

						ADMIN		1,048,455		3.77		15%		Per consult		0.86		22.94		0.00		1.62		25.43				THEESWATERSKLOOF LM		32.39		48.72		- 0		- 0		81.11				THEESWATERSKLOOF LM		81.11

						OTHER		211,413		0.76		3%				B- Municipal debt				959,368								PROVINCIAL PHC				28.16						28.16				PROVINCIAL PHC		28.16

						HEAD OFFICE		804,566		2.89		11%				Environmental Health

						TOTAL		7,071,160		25.43		100%				Own contribution		Province		Other LG		Deficit		Total

																1,291,507		120,000		172,881		- 0		1,584,388

																82%		8%		11%		0%		100%

		OVERSTRAND LM

				No Consults		77,115		COST PER ATTENDANCE								OVERSTRAND LM

								Total Expenditure		Cost/consult		%				Own contribution		Province		Other LG		Deficit		Total

						PERSONNEL		1,787,353		23.18		72%				1,356,391		1,142,000		- 0		- 0		2,498,391

						Drugs		268,000		3.48		11%				54%		46%		0%		0%		100%

						ADMIN		209,181		2.71		8%		Per consult		17.59		14.81		0.00		0.00		32.40

						OTHER		233,857		3.03		9%								- 0

						HEAD OFFICE		- 0		- 0		0%				Environmental Health

						TOTAL		2,498,391		32.40		100%				Own contribution		Province		Other LG		Deficit		Total

																1,384,324		84,000		- 0		- 0		1,468,324

																94%		6%		0%		0%		100%

		THEESWATERSKLOOF LG

				No Consults		43,774		COST PER ATTENDANCE								THEESWATERSKLOOF LG

								Total Expenditure		Cost/Attend.		%				Own contribution		Province		Other LG		Deficit		Total

						PERSONNEL		1,742,667		39.81		49%				1,418,037		2,132,500		- 0		- 0		3,550,537

						Drugs		710,500		16.23		20%				40%		60%		0%		0%		100%

						ADMIN		355,400		8.12		10%		Per consult		32.39		48.72		0.00		0.00		81.11

						OTHER		741,970		16.95		21%

						TOTAL		3,550,537		81.11		100%				Environmental Health

																Own contribution		Province		Other LG		Deficit		Total

																614,851		63,000		0		- 0		677,851

																91%		9%		0%		0%		100%
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DEFICIT
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		INFORMATION REQUIRED FROM THE REGION

		District Surgeons

						OT		O0		OC		Ot		O		OT

				Total		CALEDON		GANSBAAI		NAPIER		RSE		SWELLEND		VILLIERSD

		Expenditure		3,593,047		637,441		549,087		551,450		166,546		793,883		894,640

		Consults		85,417		20,709		9,243		11,561		5,068		20,679		18,157

				42.06		30.78		59.41		47.70		32.86		38.39		49.27

		Expenditure on Province run PHC facilities

				OO		OO		OO		OT		OS		OC

				HERMANUS		HAWSTON		KLEINM		GRABO		BARRYDA		BREDASD

		PERSONNEL		415,552		55,306		299,009		1,168,513		267,603		232,459

		DRUGS		904,000		106,798		175,688		519,636

		MEDICAL SUPPLIES				16,756		11,246		54,986		14,137

		X-RAY								9,000

		LABS						2,468		6,791

		ADMIN		8,262		14,940		35,510		12,487		14,675		2,487

		EQUIPMENT SMALL

		OTHER : Specify		5,427		49,918

		TOTAL		1,333,241		243,718		523,921		1,771,413		296,415		234,946

		Programs												TOTAL REGION		Boland		Overberg

				Personnel		Admin		Stores		Equipment		Prof + SPEC				62%		38%						BOLAND		Overberg

		TB						2 588 000				249 000		2,048,920		1,270,330		778,590				ngo

		AIDS		21 923		48 474		145 912				167 081		383,390		237,702		145,688				ngo

		Nutrition		337 620		30 922		90 455		69 927		5 873		534,797		331,574		203,223

		Mental Health		734 762		45 218		615 603				26 140		1,421,723		881,468		540,255

		Oral Health		2,548,056		165 109		178 867				48 684		2,940,716		1,823,244		1,117,472

		Vaccine						1 206 794						1,206,794		748,212		458,582

		TOTAL												8,536,340		5,292,531		3,243,809				total

		Regional office : management cost for PHC

		Regional Head Office costs allocated in proportion of expenditure on PHC and hospitals.

		Only fill in the 'Total Expenditure' column, the rest will be calculated automatically.

		PAWC REGION		Total Expenditure		Share		Head Office costs		BOLAND		OVERBERG

		Program 1 : office		7,448,776						62%		38%

		PHC (Program 2.2)		54,824,838		29%		2,148,698		1,332,193		816,505

		Hospitals (2.4 and 3)		135,233,502		71%		5,300,078





DM

		

		(Based on financial statements of Financial Year 2001/2002)

		ACTUAL EXPENDITURE PERSONAL HEALTH 2001-02

				EXPENDITURE				Provincial facilities

								OO		OO		OO		OS		OT		OVERBERG

								HERMANUS		HAWSTON		KLEINM		BARRYDA		GRABO CHC		TOTAL

						PERSONNEL		415,552		55,306		299,009		267,603		1,168,513		2,205,983

						DRUGS		904,000		123,554		186,934		14,137		574,622		1,803,247

						ADMIN		8,262		14,940		35,510		14,675		12,487		85,874

						OTHER		5,427		49,918		2,468				15,791		73,604

						TOTAL		1,333,241		243,718		523,921		296,415		1,771,413		4,168,708

				NUMBER OF ATTENDANCES

								22,111		23,153		20,687		20,687		61,419		148,057

				COST PER CONSULTATION PROVINCIAL FACILITIES

		ENVIRONMENTAL HEALTH 2001-02

								Amount

				Total Expenditure				1,584,388

				Received from the Region				120,000

				Paid by B to C				172,881

				Own Contribution				1,291,507

								OO		OO		OO		OS		OT		OVERBERG

								HERMANUS		HAWSTON		KLEINM		BARRYDA		GRABO CHC		AVERAGE

						PERSONNEL		18.8		2.4		14.5		12.9		19.0		14.9

						Drugs		40.9		5.3		9.0		0.7		9.4		12.2

						ADMIN		0.4		0.6		1.7		0.7		0.2		0.6

						OTHER		0.2		2.2		0.1		- 0		0.3		0.5

						TOTAL		60.3		10.5		25.3		14.3		28.8		28.2

								OO		OO		OO		OS		OT		OVERBERG

								HERMANUS		HAWSTON		KLEINM		BARRYDA		GRABO CHC		AVERAGE

						PERSONNEL		31%		23%		57%		90%		66%		53%

						Drugs		68%		51%		36%		5%		32%		43%

						ADMIN		1%		6%		7%		5%		1%		2%

						OTHER		0%		20%		0%		0%		1%		2%

						TOTAL		100%		100%		100%		100%		100%		100%





Overstrand

		LOCAL AUTHORITY NAME: OVERBERG DISTRICT MUNICIPALITY (CATEGORY C)

		INFORMATION REQUIRED FROM LOCAL GOVERNMENT CATEGORY B AND C

		(Based on financial statements of Financial Year 2001/2002)

		ACTUAL EXPENDITURE PERSONAL HEALTH 2001-02

				EXPENDITURE				LG run facilities		PROVINCE direct contribution		TOTAL

										lg& prov

										BREDASD

						PERSONNEL		4,652,833		232,459		4,885,292

						DRUGS						- 0

						ADMIN		1,045,968		2,487		1,048,455

						TRANSPORT(Mobile)		170,347				170,347

						OTHER		41,066				41,066

						TOTAL		5,910,214		234,946		6,145,160

				Head-Office Expenditure by Municipal Health Department      (excluding Environmental Health)

						Expenditure not included in above table

						PERSONNEL		698,747

						ADMIN		92,717

						OTHER : Specify		13,102

						TOTAL		804,566

				Staff employed by C working in B run facilities

										Indicate name of Local Government

								Total		DM		LG1		LG2		LG3

						Staff Expenditure

				Money paid to other LG - to render services for your LG

						Name of LG

						Amount

		ACTUAL INCOME PERSONAL HEALTH 2001-02

				From the WCPA Region

						Indicate for what		Subsidy		Drugs		Labs		Nutrition		TB		AIDS		Medical Supplies		Total

						Amount		4,795,000		843,000		423,600		350,000						83,000		6,494,600

				From other LG - to render services for them

						Name of LG

						Amount

				Own contribution

						Amount		240,000		Legal Amount

								178,646		Illegal/officially unfunded (only C's)

						B- Municipal debt		Theewaterskloof		Overstrand		Swellendam		Kaap Agulhas		TOTAL

								387,314		181,531		115,650		274,873		959,368

		ENVIRONMENTAL HEALTH 2001-02

								Amount

				Total Expenditure				1,584,388

				Received from the Region				120,000

				Paid by B to C				172,881

				Own Contribution				1,291,507

				DM		278,075		COST PER CONSULTATION								OVERBERG DM

								Total Expenditure		Cost/consult		%				Own contribution		Province		Other LG		Deficit		Total

						PERSONNEL		4,885,292		18		69%				240,000		6,379,546				451,614		7,071,160

						DRUGS		926,000		3		13%				3%		90%		0%		6%		100%

						ADMIN		1,048,455		4		15%		Per consult		0.86		22.94		0.00		1.62		25.43

						OTHER		211,413		1		3%				B- Municipal debt				959,368

						HEAD OFFICE		804,566		3		11%

						TOTAL		7,071,160		25		100%				Environmental Health

																Own contribution		Province		Other LG		Deficit		Total

																1,291,507		120,000		172,881		- 0		1,584,388

																82%		8%		11%		0%		100%
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Theeswaters

		NAME OF LOCAL AUTHORITY: OVERSTRAND MUNICIPALITY (CATEGORY B)

		INFORMATION REQUIRED FROM LOCAL GOVERNMENT CATEGORY B AND C

		(Based on financial statements of Financial Year 2001/2002)

		ACTUAL EXPENDITURE PERSONAL HEALTH 2001-02

				EXPENDITURE				LG run

						PERSONNEL		1,787,353

						DRUGS

						ADMIN		209,181

						TRANSPORT(Mobile)

						OTHER : Specify		161,857

						TOTAL		2,158,391

				Head-Office Expenditure by Municipal Health Department      (excluding Environmental Health)

						Expenditure not included in above table

						PERSONNEL

						ADMIN

						OTHER : Specify

						TOTAL

				Staff employed by C working in B run facilities

										Indicate name of Local Government

								Total		DM		LG1		LG2		LG3

						Staff Expenditure

				Money paid to other LG - to render services for your LG

						Name of LG

						Amount

		ACTUAL INCOME PERSONAL HEALTH 2001-02

				From the WCPA Region

						Indicate for what		Subsidy		Drugs		Labs		Nutrition		TB		AIDS		Medical Supplies		Total

						Amount		802,000		247,000		72,000		40,000						21,000		1,182,000

				From other LG - to render services for them

						Name of LG

						Amount

				Own contribution

						Amount		1,356,391

		ENVIRONMENTAL HEALTH 2001-02

								Amount

				Total Expenditure				1,468,324

				Received from the Region				84,000

				Paid by B to C

				Own Contribution				1,384,324

						No Consults		COST PER CONSULTATION								OVERSTRAND LM

						77,115		Total Expenditure		Cost/consult		%				Own contribution		Province		Other LG		Deficit		Total

						PERSONNEL		1,787,353		23.18		72%				1,356,391		1,142,000				- 0		2,498,391

						DRUGS		268,000		3.48		11%				54%		46%		0%		0%		100%

						ADMIN		209,181		2.71		8%		Per consult		17.59		14.81		- 0		- 0		32.40

						OTHER		233,857		3.03		9%								- 0

						HEAD OFFICE		- 0		- 0		0%

						TOTAL		2,498,391		32.40		100%				Environmental Health

																Own contribution		Province		Other LG		Deficit		Total

																1,384,324		84,000		- 0		- 0		1,468,324

																94%		6%		0%		0%		100%
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		LOCAL AUTHORITY NAME : THEEWATERSKLOOF MUNICIPALITY (CATEGORY B)

		INFORMATION REQUIRED FROM LOCAL GOVERNMENT CATEGORY B AND C

		(Based on financial statements of Financial Year 2001/2002)

		ACTUAL EXPENDITURE PERSONAL HEALTH 2001-02

				EXPENDITURE				LG run

						PERSONNEL		1,742,667

						DRUGS

						ADMIN		355,400

						TRANSPORT(Mobile)		13,380

						OTHER : Specify		608,590

						TOTAL		2,720,037

				Head-Office Expenditure by Municipal Health Department      (excluding Environmental Health)

						Expenditure not included in above table

						PERSONNEL

						ADMIN

						OTHER : Specify

						TOTAL

				Staff employed by C working in B run facilities

										Indicate name of Local Government

								Total		DM		LG1		LG2		LG3

						Staff Expenditure

				Money paid to other LG - to render services for your LG

						DM		Greyton		Genadendal		Riviersonderend		Total

						Amount		120,858		1,500		266,456		388,814						NOT PAID

		ACTUAL INCOME PERSONAL HEALTH 2001-02

				From the WCPA Region

						Indicate for what		Subsidy		Drugs		Labs		Nutrition		TB		AIDS		Medical Supplies		Total

						Amount		1,302,000		650,000		120,000		90,000						60,500		2,222,500

				From other LG - to render services for them

						Name of LG

						Amount

				Own contribution

						Amount		1,418,037

		ENVIRONMENTAL HEALTH 2001-02

								Amount

				Total Expenditure				677,851

				Received from the Region				63,000

				Paid by B to C

				Own Contribution				614,851

						No Consults		COST PER CONSULTATION								THEESWATERSKLOOF LG

						43,774		Total Expenditure		Cost/consult		%				Own contribution		Province		Other LG		Deficit		Total

						PERSONNEL		1,742,667		39.81		49%				1,418,037		2,132,500		- 0		- 0		3,550,537

						DRUGS		710,500		16.23		20%				40%		60%		0%		0%		100%

						ADMIN		355,400		8.12		10%		Per consult		32.39		48.72		0.00		0.00		81.11

						OTHER		741,970		16.95		21%

						TOTAL		3,550,537		81.11		100%				Environmental Health

																Own contribution		Province		Other LG		Deficit		Total

																614,851		63,000				- 0		677,851

																91%		9%		0%		0%		100%
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