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Preface

A key element of health system development in the Western Cape over the last 10 years has been
strengthening of the community-based services as part of the primary health care platform. In
particular, the idea of Community Oriented Primary Care (COPC) as an approach has gained traction,
with models emerging in both urban and rural settings of the province. In 2023, the Western Cape
Department of Health & Wellness (WCDH&W) issued a Position Statement outlining the origins,
principles and practices of COPC for the province.

The approach to COPC in the Western Cape draws inspiration from the original Pholela experiments
of the 1940s, and parallels recent developments in other parts of the country, notably in Gauteng
and Kwazulu-Natal. COPC has also emerged as a theme of common interest in a recently formed
national learning network, the South African Learning Alliance on the District Health System (SALAD),
bringing together higher education institutions and decision makers from across South Africa.

In light of growing national interest in COPC, on 14™ August 2024 the WCDH&W joined forces with
two higher education institutions (the Universities of Cape Town and Western Cape) to host a one-
day national workshop on COPC.

The workshop was intended as a forum for dialogue, networking and exchange between players
involved in designing and implementing COPC and other community-based initiatives across the
country. A total of 50 people attended the workshop, including representatives from the national
and provincial departments of health of the Western Cape, Gauteng, Kwazulu-Natal, Mpumalanga,
Free State, and the Eastern Cape; and five higher education institutions. The WHO’s Alliance for
Health Policy and Systems Research (AHPSR), which funded the workshop, was also represented.

The workshop sought to:

e Clarify the relevance, key principles and elements of COPC in the light of current health system
realities within and across provinces

e Share experiences with implementation of COPC - successes, challenges, enablers and barriers

e Elicit priorities for future development of COPC

The workshop was structured to maximise participation, and took the form of panel discussions,
‘world café’ sessions and group priority setting exercises (see appendix 1 for the programme).

This report summarises the inputs and key insights that emerged from a rich day of exchange, which
were captured in a ‘graphic harvest’ as these unfolded (see next page). The report begins with a brief
overview of the COPC concept, followed by summaries of the discussions and inputs that followed,
with links to an audio recording of a panel discussion and background material on provincial
experiences prepared for the workshop provided in appendixes.

The workshop was planned and facilitated by a team consisting of Saadiq Kariem, Nonhlanhla Nkosi,
Muzzammil Ismail, Oupa Motshweneng, Hassan Mahomed, Charlyn Goliath and Deborah Cana of
the WCDH&W, Lucy Gilson, Eleanor Whyle and Tumelo Assegaai from UCT; Helen Schneider and
Karessa Govender from UWC; and Bob Mash from Stellenbosch University. Aku Kwamie attended
from the AHPSR. Helen Schneider compiled the report.

The workshop was hosted under the auspices of the Healthcare 2030 Strategy Review, a
collaborative project between the WCDH&W, UCT and UWC.
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What is Community-oriented Primary Care?

Bob Mash of Stellenbosch University introduced the workshop with an overview of the origins, a
definition and the key principles of COPC.

COPC is defined as: “a continuous process by which primary health care is provided to a defined
community on the basis of its assessed health needs, by the planned integration of primary care
practice and public health”?

The Pholela Health Centre model, established in 1940 by Sydney and Emily Kark in KwaZulu-Natal is
widely seen as the precursor to COPC. The Pholela experiments demonstrated health gains from
combining public health and primary care principles, addressing social conditions and determinants
of health, adopting evidence-informed approaches to service provision, and incorporating
community empowerment and participation into service delivery. The Pholela experience went on to
inform the subsequent 1978 Alma Ata Declaration on PHC.

In a scoping review of more recent COPC models in Africa by Bob and colleagues,? nine key principles
were identified as embodying the approach:

Principle
A defined community

A multidisciplinary team approach

A comprehensive approach COPC is a mindset shift from

An equitable approach thinking about patients in the
Analysis of local health need PHC facility to thinking about
Prioritisation of health needs and assets people in the whole community
Community participation

Evidence-based and scientific
Service integration around users

A key element of the approach is a mindset shift in PHC, from thinking about patients in the PHC

facility (a practice population) to thinking about people in the whole community (a population at

risk). The current Ward Based Primary Outreach Team (WBQOT) is an essential ingredient but does
not necessarily equate with implementation of COPC.

The scoping review highlighted the achievements, challenges, enablers and constraints of
contemporary COPC models.

1 Abramson J. Community-oriented primary care—strategy, approaches, and practice: a review. Public Heal Rev
1988;16:35-98!

2 Mash B, Ray S, Essuman A, Burguefio E. Community-orientated primary care: a scoping review of different
models, and their effectiveness and feasibility in sub-Saharan Africa. BMJ global health. 2019 Aug 1;4(Suppl
8):e001489.



What and where are the current COPC models in SA?

After Bob’s introduction, Hassan Mahomed facilitated a panel of key players implementing COPC
models across the country. They .

included two models in Gauteng ‘
(University of Pretoria and the

Chiawelo Community Practice),
Kwazulu-Natal’s Community
Based Model and COPC in the
Western Cape. These models
have been introduced over the
last 13 years, after the national
PHC re-engineering and Ward
Based Team strategies in 2011,
but drawing on longer histories
of community based services.
These models operate at
different scales and have been initiated and driven in different ways. All are considering their
relevance and positioning in the National Health Insurance (NHI) reforms going forward.

Model Inception | Coverage

University of Pretoria model 2011 *  Tshwane District
*  Gauteng & North-West Provinces
*  Mining communities in 5 provinces

Chiawelo Community Practice 2014 * Chiawelo CHC

Western Cape COPC 2016 * Urban and rural learning sites
*  Provincial policy

KwaZulu-Natal Community Based 2018 e 11 districts

Model *  Provincial policy

Listen to the accounts of the models by the panelists here and read short summaries of each
appended to this report.

KZN’s Community based Model (Hlobisile Langa)

KwaZulu-Natal (KZN) is the home of the original COPC model in the Pholela Health Unit of Harry
Gwala District. Drawing inspiration from this historical experience, the KZN Department of Health
and other stakeholders came together in 2018 to affirm a Community-Based Model (CBM) for the
province focusing on preventative, promotive, curative and rehabilitative health care. The CBM has
since been adopted in all 11 districts in KZN covering a population of 12,8 million people. The CBM
links to another important province wide strategy, Operation Sukuma Sakhe (0SS), which is an
integrated and coordinated service delivery system through intersectoral collaboration between
government departments, communities, NGOs and other services providers.

Chiawelo Community Practice (Shabir Moosa)

The Chiawelo Community Practice was set up as a family-oriented practice at the Chiawelo CHC using
a team approach, involving community health workers, clinical associates and a doctor, and serving a
population of ~10,000 people. It was prompted by a combination of thinking on GP contracting, the
lack of integration of CHW and facility based teams, and the need for greater community


https://soph.uwc.ac.za/wp-content/uploads/2024/11/COPC_Panel_Discussion.m4a

participation. In this model the CHW contribution is better recognised and facility and
household/family-based information and other systems are integrated. It is intended as a model for
GP-led teams under NHI, funded through capitation contracts.

University of Pretoria ICT enabled COPC Model (Jannie Hugo)

The University of Pretoria’s (UP) information and communication technology (ICT) enabled COPC
Model was introduced in Tshwane District in 2011, following the PHC re-engineering policy reform,
as a partnership between UP Department of Family Medicine and local and provincial authorities. By
2016 close to 90,000 households in Tshwane had been registered by 1188 CHWs. In 2015, Mamelodi
had achieved 90% coverage by 470 CHWs. The model has also been implemented in mining
communities across five provinces. The model is supported by a custom mhealth information system
interoperable with the District Health Information System (DHIS). The model has a structured
methodology to entry and engagement grounded in complexity theory, namely: a) collaborative
relationships between agents is more important than the nature of the agents, b) importance of local
context, c) things can emerge that have not been expected, such as a successful substance abuse
programme in Tshwane. COPC should be seen as a practice rather than a pre-set plan. The model is
comprehensive across the continuum from community to clinic to hospital, and clinical associates
have emerged as the centre of integration and coordination of care, able to ‘move between the
hospital, the facility manager, the CHW, the clinic and the surgeon’. In 2018, six higher education
institutions developed a comprehensive COPC based plan for NHI, but this was never implemented.

Western Cape models of COPC (Annie van Rensburg, Liz Pegram)

The provincial HealthCare 2030 Strategy, formulated in 2014 proposed a shift in focus from curative
to preventive services. Since then, COPC has emerged as a key platform of the health system,
culminating in a provincial position statement on COPC in 2023. The position statement spells out
the principles, processes and practices of COPC which has unfolded in distinct ways in rural and
urban areas.

Cape Town metro's COPC journey started in 2017 with COPC learning sites in each of the sub-
structures. At the time, community-based services were fragmented and disease-specific. The first
step was to develop a comprehensive approach in geographically coherent catchment areas or
nodes, and to integrate data collection systems. While the concepts of COPC are simple,
implementation is complex. In scaling the model, there was a realisation of the need for more
guidance, which led to the co-creation of a toolkit for facilities in implementing COPC, emphasizing
local context and collaborative approaches. In rural districts, COPC was introduced as an approach
rather than a specific service. Local teams in 16 learning sites developed their own ‘recipes’ from
2018 based on community needs, emphasizing wellness and community engagement. Since the start
there has been a focus on whole of society approaches, “first 1000 days’ and community capacity
enhancement. Post-COVID, the focus is on scaling COPC with existing resources.



What are the experiences of implementation?

After the inputs of panellists the workshop broke up into groups, rotating through a series of
‘stations’ addressing experiences of implementation in the following themes: organising the
continuum of care, capacitation of teams, reorienting PHC facilities towards COPC, strategies for
community engagement and intersectoral collaboration, enabling actions at sub-district, district and
provincial levels, and monitoring and evaluation strategies. The discussions were facilitated by
members of the workshop planning group who summarised key lessons in a plenary session.

Organising the continuum: integrated care pathways

Principles

) INTECRATED
CAZE PATHWAYS

e (Re)-organise the health system from the patient’s perspective

e Integrate care across the platform from community to hospitals

e Provide comprehensive services that manage the person as whole,
including outside the formal health system through intersectoral
collaboration

e Maximise opportunities to manage patients within the household, esp.

stable, chronic care

© SEE FEON PATIENTS PELSPECTIVE
INTEGIATE ACPOSS ALL PLATFORNS
Ly (OMMULNITY 1o HOSPITALS
© PEFELZAL PATHUAYS ACE DIFFECENT
To (ARE PATHL AYS
© COUABOTATE & (0-OCDINATE SERUICEF

HAVE AW GATURS o ASSIST CLIENTS
IN NAVIGATING SYSTEM

O BLiLD CLENT AGE NCY

Create capacity for the continuum

e Organise care pathways (this is different from referral pathways)

e (Capacitate health workers to do case management

o Navigator(s) and technology help patients move through the health
system

e  Build community agency through communication and health literacy

Systems

e Move away from manual patient data collection to mHealth and electronic systems
e Ensure adequate supportive supervision and training of those within the pathway
o Develop comprehensive plans for down referral of patients from hospital levels

(Re)orienting PHC facilities and teams

Create an enabling environment at all levels

e Political rhetoric and messaging on the importance of COPC

e National Department of Health develops supportive policy on
COPC/PHC as the model of care

e Office of the Premier champions COPC and enable intersectoral action

e District Health Management Teams advocate for and prioritise COPC

e  Facility managers are trained and oriented

e Hospital clinicians advocate for and support COPC

ORIENTING PRy

© INTENTIONALLY BUILD THE
TEAM RELATIONSHIFS

(0-0PT & ENGAGE HOSPITAL
SPEUALISTS To SUPPORT COPC

D TEAIN SKIUS FoR oMMUNITY

Integrated teams for a clearly defined community e e o bl
& E

e The facility manager needs to see themselves as an “area manager”
responsible for health in the defined community beyond the facility,
champion community and stakeholder engagement and collaboration

e The DHIS and targets/indicators create competition between facility-
based and community-based team members for the data to meet the
targets; integrate the data (from mobiles, CHWs, facilities) to enable
collaboration and not competition

e Define geographical boundaries as natural catchment areas of WBOTs, rather than political
wards, especially in urban areas (alignment easier in rural areas). However, this may make it
difficult to connect with the appropriate community leaders and stakeholders



e Manage dynamics/relationships between facility and community-based team members, based
on respect and trust. Assessing the functionality of key relationships and working on difficult
relationships should be an intentional activity.

e Nurture relationships between the team and other sectors/organisations in the community, build
a culture of collaboration

e Give attention to the role of the private sector and how they fit in

e Community engagement/feedback should go beyond clinic committees to a broader cross-
section of the community.

Capacitating the PHC team

e Undergraduate and pre-service training programmes should prepare health professionals and
workers for COPC

e COPC should be an integral part of NHI and supported with new financing streams. For example,
empanelment may help define the community and capitation may promote more attention on
prevention and promotion

e Provide tools and toolkits for COPC to engage communities or map stakeholders (cf. WC and UP
models)

Beyond the household: strategies for community engagement, intersectoral
collaboration

Identify and build on promising initiatives across the country, such as:

o Western Cape: Ancillary Health Care worker project, training farm workers in collaboration with
farm producers; Grapevine Venture, intersectoral collaboration to address teenage pregnancy;
CALM Agenda (Connect, Align, Learning and Making)

DMMUNITY

ENGAGENENT &

NTERSECTORAL (OLLABOEATIO
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PEFRAME VALVES £ GOALS
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DUNITED FAONT FOR SERVILE
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© Builo coMmunITy TEUST

LITH HONESTY

e Eastern Cape: Mentor mothers and Thuma Mina Approach, linking
health promoters to traditional leaders and community structures,
ensuring integrated service delivery with DSD and NGOs, tackling
teenage pregnancy and malnutrition

e Kwazulu-Natal: War rooms, weekly meetings led by local counsellors
and community leaders to tackle multisectoral issues, including health
and housing, representative from each government department, with

©7)

links to Provincial AIDS council and monitoring by Office of the Premier;
Household Champions, trusted family member in the household acts as
health worker/health facility liaison

e Free State: District development model, focus on coordination,
monitoring and documenting impact

Implementation: tips, tricks and tools for implementation

e Acknowledge complexity, including history

e Build trust: requires particular skills to facilitate ‘bridging conversations’ and overcome
differences

e Build cultural competency and social facilitation: “Community engagement is a muscle we need
to exercise” “Cultural competency is not a skill we are born with. It must be part of the
curriculum.” Health care workers need training to be able to do this

e Invest in relationships: important to be able to pick up the phone, know exactly who to call

e Goslowly

e Flatten hierarchies



Develop a template for monitoring, for example, quarterly reviews including community
members and clinic committees

Governance structures for community engagement should be representative, centred around
clinic committees, community representatives receive a stipend, included in planning and
decision making

Translate high-level plans to household level: many initiatives function well at municipal level but
don’t change the lives of communities. COPC and Whole of Society Approach (WOSA): need to
invest in strategies to ensure trickle down to frontline

Enablers to community engagement and intersectoral collaboration

Shared methodology for community engagement e.g. Community capacity development
methodology

Endorsement at higher levels of the systems

Speaking the language of other departments (reframing for intersectoral collaboration) e.g.
frame benefits in terms of keeping learners in school

Invest time: essential for building relationships and trust

Barriers

System wide and system deep enablement at sub-district,
district and provincial levels

New capabilities needed to work within complex adaptive systems

Complexity of community dynamics and multiple moving parts

Staff time is very limited

Lack of buy-in of senior managers

Governance structures: over-formalisation and TORs

Health departments tend to dominate and ‘tell’ instead of listening.

Resource and budget sharing: existing structures dis-incentivise resource sharing (e.g. Public
Finance Management Act)

Political polarisation: reliance on local political leaders, with high turnover and low trust
Unrealistic expectations on the part of community members: “What people want is not
necessarily what can be delivered.”
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support COPC as a practice

‘whole system’ work (in health sector and across sectors) includes:
seeing policy as process, enabling relationships, emergence (not a
rigid document), and developing relevant capacity

Leadership skills/practices of enablement and political navigation (not
as instruction)

Mindsets of integration, whole system focus

Shared and common purpose

Political support from Office of the Premier

Recognise/develop structures and processes that enable collaboration

Using what we have more effectively (e.g. District Councils)
Develop new ones

Develop organisational flexibility and enablement

confronting existing hierarchy and slowness
new orientations, roles of corporate services



encouraging learning, creating time to think before acting
providing whole system/COPC induction for health professionals
offering guidance for implementation

ensuring policy review

Consolidate sub-district as platform for COPC/whole system work, with support from District
Office/higher levels

Address critical resourcing issues

Tackling CHW employment conditions and stipend

Funding re-allocations

Strengthening staffing for COPC

Developing Health Professional training and curricula to support COPC/whole system focus



Monitoring, evaluation, learning (MEL)
information systems, mhealth, use of data in decision-making, documenting impact

System design and infrastructure

Human and other resources

Currently too many systems, national vs provincial vs NPOs, MH, TB child health, with little/no
interoperability

Need to move to mHealth: reliance on paper-based tools threatens validity BUT this requires
investment, confidentiality risk

Internet and connectivity: need backups when systems go down,
offline capability to capture to sync later when online.
Standardization of tools including screening tools in KZN

Need to link CHW and PHC info systems: closing the feedback
loop builds trust; implementation of CHW referrals digitally and
build around processes, solid integration of CBS at all levels with
feedback

© INTERGPERARILITY OF
SYSTEWMS

D PAPER. vs TECH FOR CHA /'
LSEETY & SAFETY

BLILD DATA SYSTEMS AZOUND
B core. PRocEsSES
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IN A CEFERZRAL PATHLA
FoZ (OMMUNITY
FEEDBACK

\

Need for analytic capability/epidemiologists

Need for data capturers: facility cadres see as additional work
mHealth currently an unfunded mandate and therefore not
sustainable

Challenges with security and safety for CHWs especially if they
are carrying phones

Indicators and utilization of data

Lack of data on process and outcomes

Only 5% data collected gets uploaded to DHIS and therefore limits responsiveness and thus is not
used

Indicator definition: How do we define households? Are we forgetting backyard dwellers? How to
identify high risk households e.g. TB and at risk children

National tried to standardise indicators for COPC

Assessing effectiveness and performance

Lack of studies looking at effectiveness of COPC
Require integration of info into systems to assess effectiveness.

CHWs: How do we evaluate the performance of CHWSs? Are there competency assessments?



What are priorities for spreading and scaling the lessons of COPC?

After the world café session, participants were invited to identify priorities for spreading and scaling
the lessons of COPC: each person generated five priorities which were then combined and
thematically grouped with others at each table, and then discussed in plenary.

There was general consensus that COPC held much potential and should become a core organizing
idea in a future NHI. COPC needed to be communicated and ‘launched’ at multiple levels, supported
by a national vision and policy framework on COPC, and resourced implementation strategies. This
requires political prioritization and commitment.

Other priorities going forward included (elaborated in Appendix 3):

e Developing and strengthening models of integrated care and care pathways, provided through
multi-disciplinary teams centred on CHWs, clinical associates and family physicians, in
conjunction with PHC facility teams

e Implementation and change management strategies, drawing on the methodologies and toolkits
of existing COPC sites

e Training and ongoing support of multi-disciplinary teams

e Intersectoral governance in whole of government and whole of society approaches, enabled by
the development of social facilitation and cultural competencies

e Investment in monitoring, evaluation and learning systems, leveraging digital innovations




Reflections on Community-Oriented Primary Care, the South African
experience

Aku Kwamie of WHO'’s Alliance for Health Policy and Systems Research reflected on what she had
heard during the day, offering observations on the value of lesson learning across settings — whether
between provinces or from the local to the global sphere: ‘the distance from Cape Town to Geneva
may be long, but we are in the same time zone’

‘the distance from Cape
Town to Geneva may be
long, but we are in the
same time zone’.

She noted, firstly, the value of the practice-
informed evidence that was collected in the
workshop, on what it takes to do and
sustain COPC. While approaches may differ
across settings, concepts and implementation challenges are shared, and
much can be gained from documenting and systematising the experiences of
real-life systems. This scholarship, however, remains lean. This requires
moving away from outdated knowledge systems based on didactic and
researcher-dominated models of knowledge translation, premised on false
dichotomies between evidence generators and users.

Secondly, she emphasised the importance and relevance of applied systems
thinking and systemic approaches, seeing COPC as a complex intervention in
a complex system displaying the features of complex adaptive systems:
emergence, feedback, tipping points, self-organisation, time delays and path
dependency. More time is needed for interventions, not only to build
trusted relationships, but also to achieve systems change. This requires
thinking differently about evaluation. She added that systems thinking can be seen as an approach
for increasing equity as more actors across system are engaged in problem definition and sense-
making of the system.

Finally, she expressed appreciation for the energised ‘PHC vibe’ in the discussions and pondered
how best to capture this in telling the story of COPC, how to articulate and codify without calcifying.
If Pholela could influence Alma Ata, can these current debates influence the global frameworks that
will emerge post-SDGs, especially in current contexts of global austerity?

10



Closing thoughts

Keith Cloete, Head of Department of the WCDH&W provided concluding thoughts on advancing
COPC. He proposed four key capabilities:

1)

2)

3)

4)

Social complexity is at the centre of COPC, and the response must be commensurate. He
highlighted in particular the social facilitation capabilities required for community participation.
Tertiary hospital care may be clinically complex, but is socially simple; PHC may be clinically
simple but is socially complex’

Collaboration: COPC involves a wide variety of actors that need to be intentionally engaged in
collaborative governance arrangements. This requires acknowledging that others may see the
world differently and that the health sector is often seen as ‘wanting to take over’.

Leadership and stewardship: Traditional command and control approaches of bureaucratic
hierarchies are not the way. COPC requires ‘systems leadership’ capabilities of system awareness
and connecting individuals and teams in collaborative arrangements amongst a diverse array of
actors to address complex problems

Learning: the workshop highlighted how new thoughts emerge when we create opportunities to
be and think together. Learning requires humility, sensemaking and openness to other points of
view: ‘standing in curiosity’. Thinking together is a ‘super-power’. How best can learning on COPC
be advanced e.g. through the SALAD network?

‘Tertiary hospital care may
be clinically complex, but is
socially simple; PHC may be
clinically simple but is
socially complex’

11



UNIVERSITY of the
WESTERN CAPE

APPENDIX 1: PROGRAMME

A | Western Cape
«rw/ GOvernment

Community-Oriented Primary Care (COPC)
Workshop Programme
Hotel Verde, 14 August 2024, 9h30-16h15

The workshop is jointly organized by the Western Cape Department of Health & Wellness and higher education
institutions in the province, and is intended as a forum for dialogue and networking between players involved in
designing and implementing COPC in South Africa.

Time

Activity

09h00-09h30

Coffee/tea and networking

09h30-10h00

Setting the scene

Welcome, background to the workshop (Nonhlanhla Nkosi, WCG:H&W)
Overview of the day (Helen Schneider, UWC)

An introduction to COPC (Bob Mash, Stellenbosch University)

10h00-10h45

What’s in a name?

Panel discussion of different perspectives on the relevance, principles and elements of COPC
Facilitator: Hassan Mohamed (WCG:H&W, SU)

Panellists: Hlobisile Langa (KZN DOH), Shabir Moosa (Gauteng DOH, Wits), Jannie Hugo
(University of Pretoria), Annie van Rensburg (WCG:H&W), Liz Pegram (WCG:H&W)

10h45-11h00

Coffee/tea on the move

11h00-12h30

Experiences with implementation

World café sessions — participants have the opportunity to participate in 20 minute discussions

in four of the following six themes:

1) Organising the continuum: integrated care pathways

2) Training and ongoing development

3) (Re)orienting PHC facilities and teams

4) Beyond the household: strategies for community engagement, intersectoral collaboration

5) System wide and system deep enablement at sub-district, district and provincial levels

6) Monitoring, evaluation, learning (MEL): information systems, mhealth, use of data in
decision-making, documenting impact

12h30-13h00

Report back (5 minutes per group)

13h00-14h00

Networking lunch

14h00-15h00

Advancing the principles and approaches of COPC in South Africa: what are the priorities?
Group discussions and report back

15h00-15h45

Key take aways from the discussions

Facilitator: Lucy Gilson (UCT)

Panel discussion of reps from other provinces: Cheryl Nelson (Mpumalanga DOH), Nontlantla
Zamxaka (Eastern Cape DOH), Grace London (Free State DOH), Charlyn Goliath (SA Learning
Alliance for the DHS).

15h45-16h15

Reflections from afar: Aku Kwamie (WHO Alliance for Health Policy and Systems Research)
Concluding thoughts: Keith Cloete (WCG:H&W)

16h15

Tea and departure
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APPENDIX 2: PROVINCIAL MODELS

KwaZulu-Natal’s Community-Based Model

Background
KwaZulu-Natal (KZN) is the home of the original Community Oriented Primary Care (COPC) model of the 1940s,

introduced by Sydney and Emily Kark in the Pholela Health Unit of Harry Gwala District. Drawing inspiration from this
historical experience, the KZN Department of Health and other stakeholders came together in 2018 to affirm a
Community-Based Model (CBM) for the province focusing on preventative, promotive, curative and rehabilitative
health care. The CBM has since been adopted in all 11 districts in KZN covering a population of 12,8 million people.
The intervention

The core team for the CBM includes community health workers (CHWSs) organized into Ward-Based Primary
Healthcare Outreach Teams (WBPHCOQOTs), School Health Teams (SHTs), supported by Operational Managers (OMs)
and PHC Managers. KZN currently has 10048 CHWs, 451

@ KWATAL NATALPROVINCE Why is KZN focusing on Community Based
Outreach Team Leaders (OTLs), 210 School health teams, and Services?
201 mobile teams, spread across the 11 districts. Promatonand and ustainatle
Prevention of Diseases Health System
CBM is underpinned by five key elements: NHI
. N . . Unive |
1. Coordination of Community Based Services Health.
. . . Coverage
2. Capacity building :
. L. Promotes People Promotes partrlershlp,
3. Supportive supervision centred sporosch  Community
.« . ;:SEZOS::;?‘E participation through
4. Provision of resources oss
5. Population Based Information System

Empowering people to be in control of their health

The outreach teams, CHWSs, Outreach Team Leaders (OTLs),
SHTs and other cadres are continuously capacitated on their scope of work through the Regional Training Centres,
including use of tools and data management.

The CBM draws on the following strategies a) Household Champion, b) Operation Sukhuma Sakhe (0SS) and, c) the

decentralization of PHC services.

a) Household Champions are family members nominated by the family, and were introduced to improve early
detection of illness and timeous referral to health services. They are also responsible for taking care of health
needs and support family members who are chronically ill.

b) Operation Sukhuma Sakhe (OSS) was conceived in 2011, following the province’s earlier ‘War on Poverty’
campaign in 2008. The aim of 0SS is an integrated and coordinated service delivery system through intersectoral
collaboration between government departments, communities, NGOs and other services providers. Community
members are encouraged to actively engage in how local services are provided at the ward level.

c¢) The management of PHC services has been decentralized from districts to sub-districts. District hospitals
(regional hospitals in some instances) and CHCs are required to support clinics in their catchment areas. In
preparation for NHI, the management of PHC in sub districts acts as a precursor for Contracting Units for Primary
Care (CUPs).

The Household Champions initiative is currently being piloted in Umzinyathi District and will be scaled to the
remaining districts in future. The other two strategies are implemented in all 11 districts.

In addition to the above, the Integrated Multistakeholder Health Promotion and Wellbeing Strategy (IMHPWS),
initiated in 2022, seeks to bring government departments and other sectors, including civil society, to work towards
promoting healthy behaviours for all persons in KZN. A health promotion campaign, ‘Isibhedlela kubantu’, translated
to “Taking the hospital to the people”, has been introduced. Isibhedlela kubantu aims to reach communities, screen
for all conditions, provide clinical and allied services, identify defaulters and get them back to treatment and refer
where appropriate. All districts are expected to conduct at least one Isibhedlela kubantu, per month. Clinics with low
headcount have been advised to schedule weekly outreach services, instead of waiting for clients to present to
clinics.

Implementation Strategies

Implementation processes have included the following:
e Partnership with UKZN and establishment of Primary Health Care Transformation Committee
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e Stakeholder engagement — Provincial Managers, Management Committee (MANCO), Civil Society, UKZN School
of Nursing, National Department of Health

e A COPCIndaba

e District Roadshows

e KZN PHC Conference and Declarations

Barriers and enablers

Barriers Enablers

e Limited resources: human, vehicles, e Qutreach teams (CHWs, OTLs, SHTs and other cadres)
materials continuously capacitated through the Regional Training Centre.

e Supervision of the outreach teams e Willing and self-driven teams
not well established e Availability of field workers from other departments and

e Lack of participation of other organisations, e.g. community development workers
government departments in the OSS | e  Partnership with UKZN and PHC Transformation Committee as
and IMHPWS a learning collaborative; co-developed Theory of Change map,

o Difficulty mobilising involvement of associated priorities for interventions, action points, and task
local traditional and political teams
leadership

Outputs

The outputs thus far:
e Capacitated outreach teams (WBPHCOTs, SHTs and others) on CBM
e IMHPWS presentation for all stakeholders, including MANCO
e Regional Roadshows on CBM and IMHPWS
e Established Integrated Multistakeholder Health Promotion and Wellbeing Strategy (IMHPWS) committees at
all levels, Provincial, Districts, and local.
e Community mapping
e Surveillance and management communicable diseases, e.g. M-Pox, through IMHPWS

Intermediate and long-term outcomes are
e Reduction in lost to follow up
e Reduction in teenage pregnancy
e Reduction in severe malnutrition for children under 5 years of age
e Self-reliant communities, through IMHPWS and effective CBM

Further reading
KwaZulu-Natal Department of Health. Promoting community oriented primary care in KZN: Voices from the ground.

Durban: KZN DoH; 2019. Available at:
https://www.hst.org.za/publications/NonHST%20Publications/COPCStorybook web.pdf
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COPC at Chiawelo Community Practice, Soweto

The intervention

Doctor-led primary health care team, providing comprehensive COPC to a defined population,

initially 10000 people. The model included:

Deployment of community health workers into the community
Re-orientating primary care services to their community
Promoting health

Engaging stakeholders

Meant to be a role model for GP-led teams under NHI.

Implementation strategies

Located in one of the buildings at Chiawelo Community Health Centre.
Led by a family physician

Deployment of CHWs:

Employment of 20 CHWs and 1 enrolled nurse as team leader using research funds.
CHWs collected information from households in ward 11 as per the household
registration form for ward-based outreach teams.

Household data collated by the CHWs into a community profile.

Household problem lists were followed up on to address health issues.

Training of CHWs once a week.

Re-orientating primary care to community

Registered patients (household registration by CHWs) invited to attend CCP instead of
usual CHC for acute or chronic medical problems.

A phone booking system for patients.

Five CHWs initially managed the practice in terms of reception, vital signs, overall
coordinator). Later a professional nurse and enrolled nurse were employed.

Patient records integrated with household registration form and all family members
together in one family folder, linked to the CHW.

Patients consulted by 3 interns (doing the family medicine rotation) and a more
permanent clinical associate.

Engage stakeholders

CHWs mapped stakeholders and assets in community

Regular engagement with community (e.g. councilors), health (e.g. private GPs) and
government stakeholders (e.g. schools, police).

Annual stakeholder meeting to identify priorities and give feedback

Monthly stakeholder meetings mostly involve patient group leaders

Targeted health promotion

CHWs address social determinants by linkage to local resources
CHWs educate on risky behaviours and support adherence in chronic patients at home
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CHWs do screening and promote health during their household visits and at schools
CHWs run 5 health clubs in the community (physical activity, social support, health
literacy)

CHWs run campaigns e.g. on drug abuse

CHWs deliver medication

Clinicians give feedback and instructions to CHWs in the family folders

Chronic care flowchart in facility for preventing complications

Determinants (barriers and enablers)

Family physician has other public sector duties. (-)

Forced expansion of CCP to wards 12, 15, 16 and 19 in 2018 led to poor supervision of
CHWs and poor selection of new CHWSs with lower performance (-)

Larger population had reduced satisfaction (-)

Limited range of services as CHC does not provide supplies and equipment for
immunisations, family planning and ANC (-)

Rotation of CHWs in the facility led to poorer administrative functioning (-)

Strong stakeholder engagement supported adoption by district when research funds
ended (+)

COVID-19 disrupted the monthly stakeholder meetings (-)

Implementation and health outcomes

Utilisation 0.67 visits per person per year (< than usual public or private rates)
Access and satisfaction high, compared to CHC.

Better records and guideline adherence in chronic care, compared to CHC.
Costs 25% of public service expenditure per capita.

Moosa S. Community-oriented primary care for National Health Insurance in South Africa. Afr ]
Prm Health Care Fam Med. 2022;14(1), a3243. https://doi.org/ 10.4102/phcfm.v14i1.3243
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University of Pretoria ICT enabled Community-oriented Primary Care Model

Geographical and population coverage

The University of Pretoria Community-Oriented Primary Care (COPC) Model was introduced in Tshwane

District in 2011, following the PHC re-engineering policy reform. The model has since been implemented

in:

1. Tshwane District (2011-2012): Pilot in 9 Communities with 105 community health workers (CHWs),
+22,837 households mapped (in 7 communities); 80,000 individuals registered;

2. City of Tshwane (2014-2016): 89,260 households registered; 276,092 individuals assessed by 1188
CHWs; In 2015 Mamelodi achieved 90% coverage by 470 CHWs;

3. All districts of Gauteng Department of Health (2017-2018): Training and Implementation Support

4. City of Johannesburg/Ekurhuleni (2018): Train the Trainers Capability Model. Master trainers (n=39),
Team Leaders (n=287); CHW Training (n=2523);

5. North West Province, Bojanala District in collaboration with North West University (2018-2019):
Master Training/Team leader training; 133 WBOT teams; 664 CHWs, 41661 households and 130,231
individuals registered and assessed (2019); in three districts in North West Province (2020-2022).

6. Anglo-American mining communities (2019-2022): ICT enabled COPC in 135 public primary healthcare
clinics, with 100 clinical associates and 1,769 CHWs in 13 districts across five South African provinces.

Model design
Information and communication technology (ICT) enabled COPC, which is a clinically led, system

integrated community based service. Key element:

e The team is comprised of CHWs, team leaders (nurses) supported by nurses, clinical associates, family
physicians

¢ Training: Cascade model of training that
is work integrated using capability

Master

approach to learning Trainers
e Planning: ICT enabled approach to o
. . . . District/Sub-district/
planning, incl. household registration Mines
and mapping of ‘Local Institutional Training of Trainers
4 Facility Manager/ Other
Support Assets . . professional/Team leader
e Key activities: comprehensive primary
care that is responsive to disease and Clinic Staff/ CHWs

health issues as they arise, including
harmful substance use, local epidemics
or pandemics.

e Referral: sending into and receiving
from public health facilities

e Information system: ICT enabled gadget
and web platform AitaHealth
(proprietary m-health system), can interface with DHIS.

e Governance: Steered by UP Dept Family Medicine with public and private/third sector stakeholder
partners
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Implementation strategy

*GEOMAP CLINIC CATCHMENT

*DETERMINE CHW/NUMBER OF HHS=CHWPRACTICE
Prepare  -suocer

*ENGAGE MANAGEMENT AT ALL LEVELS ACROSS ALL DISTRICT INST

*ENGAGE COMMUNITY LEADERSHIP

¢ TRAIN — CASCADE MODEL/ WORK -/ -LEARN

¢ LISA (LOCAL INSTITUTIONAL SUPPORT ASSESSMENT)- CHW
PRACTICE AREA, TEAM PRACTICE AREA

I m I e m e nt *HOUSEHOLD REG, HEALTH STATUS ASSESSMENT
p ¢ CLINIC/HOSPITAL (FACILITY) LED TASKINGS (CONTACT
TRACING/DISCHARGE TO HOME CARE FOLLOW-UP ETC.)

¢ COMMUNITY TEAM LED — LINKAGE TO FACILITY/ALLIED SERVICE
PROVIDER

*DATA INFORMED DECISION MAKING

*LEARNING (Content+ KARS)
Revi eW *PERFORMANCE

*SERVICES

*PARTNERSHIPS

*HEALTH AND DISEASE PROFILE

Outputs and outcomes

e High benefit-to-cost ratio (+3) in modelling work

e Development of HR capacity, CHW competencies, self- and community confidence

e COPC work led to Community Oriented Substance Use Programme (COSUP) in Tshwane that changed
the national landscape towards evidence based harm reduction including Opioid Substitution
Therapy.

e Introduced COPC into SAPRIN/Health and Demographic Surveillance Site.

Further reading

1. Tessa S Marcus 2018,2022, 2024 COPC- A Practical Guide Publisher: Department of Family Medicine,
University of Pretoria ISBN: 978-0-620-81307-5 Available at:
https://www.researchgate.net/publication/327495860

2. Honiball, N., & Marcus, T. (2020). The use and value of maps in Community-Oriented Primary Care:
Does process matter?. African Journal of Primary Health Care & Family Medicine, 12(1), 9 pages. doi
https://doi.org/10.4102/ phcfm.v11i1.2099

3. Bennett R, Marcus TS, Abbott G, Hugo JF. Modelling cost benefit of community-oriented primary
care in rural South Africa. Afr J Prm Health Care Fam Med. 2020;12(1), a2225. https://doi.org/
10.4102/phcfm.v12i1.2225

4. Meyer ED, Hugo JFM, Marcus TS, Molebatsi R, Komana K. Why high tech needs high touch:
Supporting continuity of community primary health care. AfrJ Prm Health Care Fam Med.
2018;10(1), a1616. https://doi.org/10.4102/ phcfm.v10i1.1616

See additional publications: https://www.up.ac.za/up-copc-research-unit
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What is COPC

Definition
Community-Oriented Primary
Care (COPC) can be defined as:

e
[Ep—
"a continuous process by which fil ﬁ@.

L /\ Dot & Evdenc:
& W w

primary care is provided to a
defined community on the basis
of its assessed health needs

through the planned integration

of public health practice with the g T - pEws
. . SAPS e ‘Muricipoly
delivery  of  primary  care @ Pl =
. " om0 AR rwvate neam
services? o r:::_; E e

and  “primary care  where
professionals from different disciplines and approaches work together
with organisations and people in defined communities to identify and

respond systematically to health and health-related needs in order to

improve health4.” COPC  Figure 1: Diagrammatic illustration of COPC approach

mobilises resources in places where people live, learn, work and
socialise and is designed fo enable everyone to confribute fo and

benefit from health.

Principles

There are fundamental principles that underpin and informs the COPC
approach.  These principles are: 1) A defined community: The
community served, is specifically defined in geographical terms, e.g., a
health facility drainage area or a sub-council and this includes social
communities such as members of religious groups, sporfs clubs, efc. 2)
A multi-disciplinary team approach: COPC involves a team of health
workers that typically includes community health workers, nurses, a
medical officer, team coordinator/s and admin support. Notably other
health professionals are required to support the functioning of the
Primary Health Care team. These
may include the family physician, dietician, physiotherapist,
occupational therapist, pharmacist, hospital-based specialists or social
worker. In some areas, the team might also include a community-based
rehabilitation worker>. 3) A comprehensive approach: Within the
defined community, a COPC approach engages people of all ages,
genders and includes attention to health promotion, disease
prevention, treatment, rehabilitation and palliation. The aim of COPC is
fo shift the focus of the health services from a reactive service that is
largely only able to respond to people when they become ill enough
to present themselves for care at a health facility, to proactively looking

at the needs of a whole community and addressing the most important

> Abramson J. Community-oriented primary care-Strategy, approaches, and pracfice: A review. Public Health Rev.
1988;16(1-2):35-98.

+ Abramson J.H. and Kark $.L. Community Oriented Primary Care: Meaning and Scope. In: Institute of Medicine (US) Division
of Health Care Services; Connor E, Mullan F, editors. Community Oriented Primary Care: New Directions for Health Services

Delivery. Washington (DC): National Academies Press (US); 1983.

5 Mash R, Goliath C, Mahomed H, Reid S, Hellenberg D, Perez G. A framework for implementation of community-

orientated primary care in the Metro Health Services, Cape Town, South Africa. Afr J Prm Health Care Fam Med. 2020;12(1),
Q2632.

https://doi.org/10.4102/phcfm.v12i1.2632

challenges in partnership with relevant stakeholders, role-players and
community members to ensure a well population. It is for this reason
that COPC places a particular emphasis on health promotion and
disease prevention in the community. 4) Equity is a central principle in
the practice of health care. To ensure equity in health, healthcare
needs fo be accessible, affordable, appropriate, and relevant. 5)
Person-cenitred care: A pro-active community-based service that
addresses health risks and needs at the household and community level
will improve person-centred care, health outcomes and health equity
within a community. é)Data-driven and Evidence-based: This requires
access to reliable, accurate and timeous data that includes (but is not
limited fo) health-related data supplemented by community profiles.
The COPC team should coordinate interventions in line with the
context-specific information collected within the defined geographic
area. 7) Whole-of-Society Approach: COPC must employ a Whole-of-
Society Approach that includes the multi-disciplinary health team as
well as stakeholders and role-players from other sectors, other
government  departments, Non-Governmental  Organisations,
Community-Based organisations and community members. This team
function in the demarcated geographic area as the Area Based Team
(ABT). There must be joint decision-making, and prioritisation of
community needs to address the social determinants of health.
Stakeholder engagement is critical to this process. 8)Change
management process: Traditionally health care provisioning has been
unidirectional, from provider to service user, and cure focused. COPC
challenges this paradigm by shiffing the focus of cure towards
prevention and health promotion; and the authority for health to a
partnership with internal and external health and social care actors,
including local communitiesé.  This partnership is built on mutual
empowerment where authority, responsibility and capacity are
shared’. Mulfidisciplinary  co-operation and non-hierarchical
collaboration are the cornerstones of COPCE. In order to facilitate this
paradigm shift, implementation of COPC must be guided by a clear
change management process that enables implementation sites to be

supported by change agents af the Operations Meso level.

Why COPC

Background

Recognizing the interdependence of health and development,
the Sustainable Development Goals (SDGs) provide a
comprehensive plan of action for people, planet and prosperity and for
ending the injustices that underpin poor health and development
outcomes. SDG 3 aspires to ensure health and well-being for all,
including a bold commitment to end the epidemics of AIDS,
tuberculosis, malaria and other communicable diseases by 2030. It also
aims to achieve universal health coverage and provide access to safe
and effective medicines and vaccines for all’.

In alignment with the SDGs, the strategic vision of the Western Cape
Government: Health and Wellness, as encapsulated in Healthcare
2030, advocates for a health system that holds people at its core;
grounded in the values of equity, solidarity and social justice'®. The
intention is a provincial health system that brings care closer to where

people live, learn, work, socialise and/or play, with the expressed

¢ Kinkel, H.-F., Marcus, T.. Memon, S., Bam, N., & Hugo, J. (2012). Community oriented primary care in Tshwane District, South

Africa: Assessing the first phase of implementation. African Journal of Primary Heaith Care and Family Medicine, 5 (1), 1-9.
7 Ibid

@ Lenihan, P., & liffe, S. (2001). Community-Oriented Primary Care: A muliidisciplinary Community-Oriented Approach to
Primary Care? Journal of Community & Applied Social Psychology, 11, 11-18.

# https://www.jointsdgfund.org/sustainable-development-goals/goal-3-good-health-and-well-being
10 Western Cape: Health Department. (2015). PHC Position Paper.
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purpose of enabling wellbeing!'. It thus has a strong focus on
capacitating the Primary Health Care component of the system with an
emphasis on the Home and Community Based Care (HCBC) setting.
The 2030 PHC care contfinuum involves two distinct but interconnected
care settings in the form of Home and Community Based Care (HCBC)
and Primary Care. The two settings work in tandem as they
collaboratively service the health needs of a defined population,
organised in a network of clearly demarcated geographical areas.
HCBC is embedded in the local context and is innately designed to
foster stable, long-term personal relationships with households that build
understanding, empathy, and trust'2. It recognises the potential of
individuals for self-help and thus involves an array of context-sensitive
interventions that supports the actions people take to maintain health
and wellbeing, prevent illness and accidents, care for minor ailments
and long-term conditions, recover from periods of acute illness, and
hospitalisation. Primary Care is ambulatory in nature and provides a
range of curative, rehabilitative, palliative, and preventative services at
a number of service points optimally located to allow for easy access.
The Community Oriented Primary Care (COPC) has been identified as
a means to give effect to this 2030 vision for PHC and in recent years a
number of COPC learning sites have been established across the
province. The focus of these learning sites has been on the design and
piloting of a population based PHC service delivery model that enables

universal health coverage (UHC).

In line with the healthcare reforms required to enable UHC, the Department
has prioritised COPC as a critical element of service re-design as articulated

in Health is evervbodv’s business: A framework for action over the 2022

COPC as part of the service redesign

The affordability and sustainability of UHC is dependent on most services
being provided at the primary health care (PHC) level, with referral to
other levels of care only when necessary. Health promotion,
preventative care and early presentation at the PHC level will reduce
the probability of complications and the need for expensive medical
interventions. 13

In the framework for action over the 2022 MTEF, the Western Cape
Government: Health & Wellness re-affirmed its focus on re-organising
care around peoples’ needs and expectations, making health services
more socially relevant and more responsive to a changing world. A
people-centric health system is person-centred, provides integrated
and comprehensive care, that is delivered by a competent
interdisciplinary team responsible for the health of all, in a defined
geographic area. It requires a whole of society approach which means
that health is everybody's business and does not stop at the boundaries
of the health system if we are to address the social determinants of
health and wellbeing.

Service re-design processes within the Department acknowledges that
area-based partnerships will deliver person-centred care through
collaboration and coordinating services around people’s needs. This
approach is af the heart of COPC, which is the enabling mechanism for
the implementation of key innovations, including Differentiated Models
of Care (DMOC) and Telehealth initiatives, and addressing
departmental priorities such as HIV & AIDS, TB, Mental health and
Violence Prevention.

The COPC approach can also be applied to the area of Emergency

Medical Services (EMS). EMS provides a critical service and has

1 Westem Cape Govemment: Health. (2014). Healthcare 2030: The Road fo Wellness. Cape Town: Western Cape
Govemment.
12 Western Cape: Health Department. (2015). PHC Position Paper
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explored interventions that actively includes community participation,
such as the Community First-Aider Response (C-FAR) and the Vaxi-Taxi
initiative that provides a community-based Covid-19 vaccination
service. These initiatives are indicative of the potential for Community-

Oriented Emergency Care (COEC)approach within COPC.

Towards a sub-district model

The Department is developing the sub-district model that aligns
governance arrangements for UHC. The NHI Bill 2019 refers to
Contracting Units for Primary Health Care (CUPs) which comprises of a
district hospital, clinics or community health centres, outreach teams &
private providers organised in horizontal networks within the specified
geographical sub-district area. This concept is well aligned to the

principles of COPC.

Benefits of COPC and Learnings from pilot sites

Although health performance indicators were not set for the COPC pilot

sites, results suggest positive impacts, as follows:

- Reducing unnecessary home contacts and screenings by CHWs,
as well as unnecessary referrals of screened persons

- Increased visits to ECD facilities and appropriate referrals of
children under 5 years to PHC facilities

- Reducing PHC totfal headcount (especially 5 years and older),
while increasing PHC headcount under 5 years

- Increased cervical cancer screening, antenatal 1st visits before 20
weeks, deworming dose (12-59 months) and Vitamin A (12-59
months)

- Increased case finding: Severe malnutrition (children under 5),
Pneumonia (children under 5) and Children with Diarrhoea with
Dehydration New

The early learnings derived from the 15 learning sites in Rural Health
Services and 4 learning sites in Metro Health Services of a population

based PHC service delivery model are (amongst others):

- The need for robust change management to guide the process.

- An allowance for flexibility that considers local context, but within
clearly defined policy parameters.

- The need to re-design existing service delivery models and
processes, towards collaborative service models that include all
service providers (including the NPO and private sector).

- The re-defining of the roles of CHWs within the context of multi-
disciplinary PHC teams.

- The need to reflect on meaningful community engagement and
frue community ownership, within the context of the value gained
from the Community Capacity Enhancement (CCE) training of
front-line staff members.

COPC in action

Implementation considerations:
COPC implementation is an iterative process, conducted in
collaboration with community members, and involves the following

steps’:

2 National Distiict Healfh Policy Framework & Strategy 2014-2019 (2015).
14 Mash B, Ray S, Essuman A, et al. Communityorientated primary care: a scoping review of different models, and their
effectiveness and feasibility in sub-Saharan Africa. BMJ Global Health 2019:4:e001489. doi:10.1136/ bmjgh-2019-001489
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Figure 2: COPC process
It is acknowledged that various parts of the health system have

already started implementing COPC and are at various stages of

these steps.

Define a community: Within the sub-district model, the COPC approach
will be applied in smaller, more manageable geographic areas that are
defined by collective agreement at sub-district & district level, e.g., an
area can be defined in accordance with a health facility drainage
area or a cluster of wards or demarcated nodes. A single health facility
drainage area may be too large to manage as a single COPC area
and may then require to be split info smaller areas or “nodes”. The sub-
district management is responsible to ensure that all areas with the sub-
district are accounted for and allocated to a geographic node. Figure
3 below provides an illustration of how a single sub-district can be
divided into smaller, more manageable nodes for the implementation

of a COPC approach:
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Figure 3: Node illustration Paradise Health SD

The facility manager assumes the stewardship role within the node and
along with the multidisciplinary team, ensures that all functional
arrangements within the node are planned for and executed. This
should give due consideration for the alignment of the Community
Health Workers (CHW) activities and services to the 250 households : 10-
20 CHWs & team lead. This serves as a functional arrangement within
the CBS platform for the provision, coordination and planning of health

services as agreed with the clinic, CDC or CHC.

Develop a community profile that describes the main characteristics of
the community (demographics, socio-economic status, etc.). This
process must include a mapping of all stakeholders and resources

within  the community. Community participation and stakeholder

1s Mash R, Goliath C, Mahomed H, Reid S, Hellenberg D, Perez G. A framework for implementation of community-orientated
primary care in the Mefro Health Services, Cape Town, South Africa. Afr J Prm Health Care Fam Med. 2020;12(1), a2632.
https://doi.org/10.4102/phcfm.v12i1.2632
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engagement is essential fo the successful implementation of COPC.
Platforms for engagement must be created or existing platforms
expanded upon to ensure that community members and stakeholders
are informed that a COPC approach is being followed and that they
are key partners in the process. Analysis and prioritisation of health
needs must be done in collaboration with the community. The ABT
should be primarily responsible for the coordination, planning,
implementation, and monitoring of the community level interventions.
The ABT can comprise of appropriate members of service delivery
entities as well as community representatives within the local
geography. The ABT must be supported by the sub-district and district
management feams. Analyse local health needs and assets: COPC
includes the gathering of information on health needs of the
community as well as institutional or organisational assets within the
community that can help to address those needs. Assets can be
defined broadly in terms of inter-sectoral actors and not just healthcare.
Prioritisation of health needs and interventions: The analysis of health
needs must lead to a process of prioritisation that identifies the most
important needs and plans interventions to address the priorities.
Interventions should be planned in an inter-disciplinary and inter-
sectoral manner. Community needs should inform the service design
considerations such as operating hours, staff utilisation, meeting the
needs of fixed and fluid communities (such as farming communities),
enabling self-care and agency amongst patients. Ongoing monitoring,
reporting and periodic evaluations: All inferventions must be routinely
monitored, reported on and periodically evaluated to assess
effectiveness and impact. Priority indicators should be developed in an

inter-disciplinary and inter-sectoral manner.

Key considerations

Alignment to NPO Service Package

The Department accesses the services of Community Health Workers
(CHWs) by means of contracting local NPOs. The NPOs receive funding,
deliver and report on a package of services according to a contract
with the Department’s. This contract with the NPO must be aligned to
the COPC framework to ensure that NPOs do not overlap the
geographically defined areas for COPC implementation and that NPOs
are able to adequately respond to the identified health needs of the

community.

Alignment to Departmental strategies and policies
All interventions implemented within the COPC model must be aligned
to departmental strategies and policies, e.g., counselling strategy,

testing policies for infectious diseases, wellness strategy, etc.

Governance Arrangements

Effective governance arrangements must enable the bottom-up, top-
down and horizontal accountability mechanisms.  This will require
adequate human resource capacity, available and accessible
information technology (IT) and information management capability,
and commensurate financial resources (budget). Governance
arrangements are essential fo ensure smooth implementation of COPC.
Due consideration must be given to how inter-sectoral collaboration
between government departments and across different spheres of
government can best be governed at the local level. Roles,

responsibilities, and mandates must be clearly defined locally and
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across spheres of government. Figure 4 provides an illustration of the
governance arrangements within the Department of Health to give

effect to a COPC approach.

Sub-district Office

Node 1: Node 2: Node 3: Node 4:
Area-Based Area-Based Arec-based Area-Based
Team Team Team Team

Figure 4: proposed governance arrangements for effective COPC

Flexibility in implementation

Allowance must be made for some flexibility in how the COPC
approach is implemented at local levels. Contextual and
environmental differences will influence implementation and models
must be adaptable to these local redlities.

Potential implementation challenges

Common challenges that have been experienced in the application of
COPC principles predominately relate to the relational and
informational elements of the approach. Working in a collaborative
manner with a diverse set of actors can be a real challenge. From an
informational perspective, striking a balance between implicit and tacit
knowledge is fraught with complexity as it surfaces the power dynamics

between actors.

Enablers for successful implementation

Table 1:COPC enablers
Access to Adequate ICT infrastructure and access to information

information technology is required across the health service platform. Sub-
district level access to all relevant data sources (Health, SAPS,
DSD, Education, etc.)

Communication An embedded communication strategy is required that
addresses infernal and external communication needs.
The use of virtual platforms and social media must be explored
to strengthen communication at local levels.
Context-specific language use is critical.
Relationship- There needs to be an acknowledgement and understanding of
Building the time investment required to build trust relationships within
communities and amongst stakeholders.

Relationship management takes place vertically and

horizontally.
Resource Mechanisms are required to enable sub-districts to influence
Allocation resource allocation.

Equitable resource allocation should not be based on facility
headcounts but also give due consideration to efforts aimed at
health promotion and disease prevention and interventions that
are implemented on the community-based platform.
Flexibility at sub-district level (via strategic purchasing) to ensure
that community needs are met.
Community Health managers and healthcare workers need to be
Engagement empowered to engage communities effectively. Community
capacity enhancement methodology to be strengthened.
It is only through effective community engagement that an
understanding can be gained on what the needs are.
Change The implementation of a COPC approach must be
Management accompanied by a change management process within the
health system and with service beneficiaries. There is a need for
a mindset shift amongst the communities on how they

conceptualize a health service.
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Getting started
Below is a step-by-step outline to guide the implementing teams. This
should be a collaborative effort between the district, sub-district teams

and operational managers in the nodes.

1.Define the COPC team
2. Define the geography
3.Conduct Stakeholder Mapping
4.Community profiling & needs
5.Engage stakeholders & community

6. Asset mapping

7.Establish engagement platforms

8.Priortiy setting & developing interventions

9.Implement & ongoing M&E

10 Periodically review

Figure 5: COPC step-by-step getting started

Departmental agreed timeline for implementation

It is recommended that all district health teams implement the COPC
approach by the end of the 2023-2024 financial year cycle.
Implementation should be phased in to ensure adequate support from
the Operational MESO level to the COPC teams.

Conclusion

The successful implementation of a COPC approach in the Western
Cape province will allow us to design healthcare interventions that
remain responsive to the needs of our communities in the spaces where
they live, learn, work and socialize. It will allow us to do priority setting at
a local community level with relevant stakeholders and to leverage
resources within  communities. The COPC approach is a useful
mechanism fo infroduce interventions that will address new and existing
health problems, including epidemics and socio-economic challenges

that impact on the health outcomes of communities.
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APPENDIX 3: PRIORITIES FOR SPREADING AND
SCALING COPC

Theme

Details

Policy and
resources

Formalise the COPC concept and create a common definition and understanding
Develop a national vision and policy framework for COPC that includes governance,
monitoring and evaluation and human resource arrangements

Implement regulatory changes

Link COPC to developments around NHI and the district development model (DDM)
Develop an implementation plan and mobilise resources, including dedicated
budget/resources

Launch COPC at all levels: from national, to provinces, districts, sub-districts and facilities

Political
commitment
leadership, and
governance

Political commitment and senior executive leadership buy-in to COPC

Distributed leadership across whole system: from CBS, to facility, sub-district, provincial
and national levels

Whole of government (WOGA) and whole of society (WOSA) approaches

Strengthen the sub-district model

Models of care
integrated care
pathways

Develop and implement comprehensive programmes/packages across the life course
Strengthen promotive and preventative care

Ensure care coordination and collaboration in person-centred care pathways, including
referral and follow up

Ensure linkages with PHC facilities and empower and free-up facility managers to be
COPC steward Confirm geographic delineation, mapping/profiling to determine resource
needs

Strengthen multi-disciplinary teams, advancing the role of clinical associates. COPC
Practice/practitioners take responsibility for care coordination in the health system
(Public/private/NGO)

Develop team-based model in clinics/CHCs for empanelled populations under NHI

Put COPC in NHI implementation plans, NHI contracting parameters to include COPC

Implementation
support, change
management
strategies

Create a common language and understanding of COPC as a way of working

Toolkit: for assessing and strengthening relationships in MDT, and implementation,
community profiling and diagnosis of targeted interventions, resource mapping through
an intersectoral lens

Mapping the need and resources in a defined space/system, use geo-mapping

At local level negotiate a common understanding of priorities and how these will be
achieved

COPC champions/mentors to support sites

Capacitation,
training
mentoring

Capacity building on COPC for all health workers

COPC training in professional undergraduate courses of the multi-disciplinary team
Build social facilitation capabilities to improve stakeholder engagement and community
participation activities

Strengthening cultural competence in PHC teams

Training of CHWs to be aligned with community needs and disease burden of the
communities, develop the qualification, one-year national training

Systems of support, supervision and continuing education and mentoring
Capacitate facility and area managers to lead the team in COPC through toolkits and
family physician support

Build agency amongst stakeholders so they can make informed decisions — patients,
families, staff, community

Team approach to training

Stakeholder
engagement
and community
participation

Ensure stakeholder/community involvement from the star, plan and coordinate activities
with patients and communities
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Strengthen platforms of engagement and outreach programmes with communities,
including community health forums, clinic committees, hospital boards, and district
health councils

Requires dedicated and trained staff

Actively build relationships and collaboration between a) facility and community based
team members, b) PHC and community CHC/ forums, c) PHC and other sectors

Share examples of practical positive outcomes of community involvement

Data systemes,
M&E, learning

e Investment in digital data collection (people, systems and equipment)

e Strengthen use of technology to a) optimize referrals b) community/household
screening

e Technology to create online mapping tools to ‘visualise’ COPC areas wrt to
stakeholders and assets

e Use local-level data to determine local priorities for action, decision making

e Feedback systems: results of data collected to communities, automated reports for
services, stakeholders etc.

e Build up architecture and interoperability (semantic) for COPC data: integrate data
from CHWs and facility

e Document good practices and learn from experiences of others

e Develop/establish inter-provincial communities of practice

e Opportunity for cross provincial strategic engagement where best practices and
lessons learnt can be evaluated for community benefit

e Optimise evaluation for impact strategy (life course based and/or programmes-based)

e Do COPC-based implementation research as examples for UHC/NHI
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