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Introduction:

This webinar forms parts of a series of online engagements hosted by the South African Learning
Alliance for District Health Systems (SALAD). It follows an earlier webinar on monitoring and evaluation
(M&E) of district health system (DHS performance).

Oupa set the scene by situating learning within the health system. Here, learning goes beyond individual
personal development to learning that is embedded and routinised within a system. This requires both
‘hard” and ‘soft’ data and the inclusion of diverse stakeholders. Citing the World Health Organization
(WHO) flagship report, Learning Health Systems: pathways to progress, system learning combines
formal information, reflection on action and deliberation.

Hard data refers to the quantitative forms of data. In the district health system, this could be targets
set in quarterly performance reviews and annual performance plans. ‘Soft’ or ‘warm’ data refers to the
tacit knowledge and insight into lived experiences, and the context and processes underlying system
behaviour and performance.

M&E processes play an important role in the district health system of South Africa. However, one of
the limitations of these M&E practices is the focus on upward reporting of performance on targets,
with little attention given to local learning and improvement. Oupa suggested the need to move from
monitoring and evaluation (M&E) to monitoring, evaluation and learning (MEL).



This webinar explored learning in the district health system, with a focus on system learning and in
particular, learning partnerships, in Kwa-Zulu Natal and the Western Cape.

Part I: Bishop Lavis Public Health Social Innovation Co-Creation Hub (Cape Town)

René English and Mumtaz Abbas are members of the Bishop Lavis Public Health Social Innovation Co-
Creation Hub, a learning partnership between communities in Bishop Lavis and the School of Public
and Global Health at Stellenbosch University (SU). It was established in 2019 and continues to the
present day.

The goal of the partnership is to mobilise collective action to address ‘wicked problems.” It is
characterised by formal and informal dialogues between community representatives from street
committees, community health workers and academics applying design thinking and co-creation
principles. Healthcare workers were involved in the latter part of the process. Co-creation is a
collaborative approach to problem solving where diverse stakeholders engage in collaborative
knowledge generation to identify the right problem and the right solution. The use of data, knowledge
and evidence are key to this process. One of the core principles of design thinking is to zero in on the
end users’ experiences and to embrace extreme stakeholder empathy to fully understand the end users'
experiences and points of view.

One of the activities was a three-day design thinking workshop which included community members, a
local health facility, district and provincial office staff and people who might benefit from the
intervention. They were invited to reflect on the following question: ‘how might we empower women
to drive NCD prevention within their homes and their communities?’ Design thinking involves iterative
processes of first divergent then convergent thinking to refine the problem statement, and identify and
‘protoype’ possible solutions. Community members were invited to provide input on the prototypes.
René highlighted the benefits of the process:

‘The other clear learning was that the process, the method of design thinking, enables these dialogues

and co-creation that results in iterative knowledge, production, scaffolding, but importantly distributes

power and enables the community member to be part of the process, and thereby feeling safe enough
to make a contribution to the design of the solution or the prototype.’

Being intentional and building trust is critical when working with communities.

Mumtaz offered insights as a clinician at the Bishop Lavis Clinic and as an actor embedded in the
healthcare system. She emphasised that this was an active community that was responsive to issues:

“They want more knowledge. They want to see the data. They want to be more involved. And we've
learned through this process that we shouldn't be making assumptions as to the solutions to the
challenges that this community faces, and we often, you know, make assumptions.”

Mumtaz highlighted two key learnings from her involvement in the Hub. Firstly, building trust is
extremely important and the design thinking process could be used to foster this. Secondly, as actors
within the health care system, we make assumptions about what communities need and what the
solutions to their problems are. Health system actors must be willing to collaborate and create the
conditions for dialogue and collaboration by establishing safe spaces. In light of austerity measures and



other challenges, she added that communities play a critical role in supporting the health system and
that communities must be empowered to advocate for issues in the policy space.

Part Il: KZN Primary Health Care Transformation Committee (KZN PHCTC)

Hlobisile Langa presented the KwaZulu-Natal (KZN) Primary Health Care Transformation Committee.
The KZN PHCTC is a collaborative structure between the managers of the KZN Department of Health
(KZN DoH) and academics at the University of Kwa-Zulu Natal (UKZN). It was established in 2018 when
the Chief Director of District Health Services, Mr. Jabulani Mndebele, approached the UKZN to
collaborate towards health systems strengthening and improved health outcomes. Community-
oriented primary care was identified as a vehicle in which this can be achieved.

The structure was formalised through approval from the Head of the Health Department and the Senior
Management Committee and the Dean of UKZN’s School of Public Health. In the inception phases, the
KZN PHCTC collectively developed a theory of change and identified themes that were assigned to
working groups. These themes included PHC supervision, clinical governance, referrals, and tools. The
group then identified key stakeholders, developed smart objectives and an M&E framework. It was
important for meetings to be routinised and the group meets monthly. They have returned regularly to
the objectives to determine whether interventions are aligned with the goals. The interventions are
incrementally implemented and evaluated at pilot sites before they are scaled up.

A set of interventions emerged from these sub-committees. These include a community mental health,
education and detection tool (CMED), a mental health screening tool for primary health care which is
being used widely, community mapping and the development of Integrated Multi-Stakeholder Health
Promotion and Wellbeing Strategy, led by the Office of the Premier.

Hlobisile iterated the connection between the province and the district, sub-district and facilities. These
feedback loops were critical in ensuring that the province was aware of the status of the pilot projects
and to inform lower structures of decisions that were made at the provincial level.

Hlobisile reflected on ingredients for a successful learning collaboration:

e Putting aside egos and focusing on the vision

e Commitment to the shared vision

e Frequent and planned engagements

e Leadership with the freedom and capability to innovate

e The ability to embrace discomfort especially when engaging with different cultures
e Immersion in the process and flexibility to adapt

e Mutual respect

Given time constraints, existing structures such as DHMT and PHC meetings were used to provide
feedback and to engage with lower structures.

Hlobisile specifically commented on the value of a learning partnership between the KZN DoH and an
academic partner:

e The PHCTC provides a platform to share ideas and learn
e UKZN provides the research capital to assist KZN DoH
o Anplatform to support curriculum reforms



e Optimising the societal relevance and impact of research conducted.

There have been several achievements since the structure’s inception.

ACHIEVEMENTS

1. The development of:
e The KZN Referral Standard Operating Procedure (SOP)
e C(linical Governance guidelines

Inputs on COPC made into medical students’ curriculum

A package of integrated services for clients with long-term multiple health conditions

multimorbid conditions (MLTC) through ENHANCE (NIHR)

An Integrated Multi-Stakeholder Health Promotion and Wellbeing Strategy (IMHPWS)
5. Integrated Person-centred Detection and Education Tool aligned with the life course

approach (draft phase)

Zamasomi Luvuno offered her perspectives through the lens of an academic in the KZN PHCTC. She
emphasised how universities tend to operate independently of the healthcare system, yet:

“But we're all serving the same community as the people in higher education. We prepare the health
workers who go out and work for the department. So, in a sense, if you look at it, the Department of
Health is really our customer.”

By partnering with the health department, universities are able to provide education that is responsive
to the health system. One of the objectives of the KZN PHCTC was to develop pre- and in-service
curricula that align with the strategies of the department.

She echoed earlier sentiments on the value of merging evidence-based practice with the lived realities
of those on the frontline, leading to research that is socially relevant.

Insights from webinar participants

The webinar elicited robust discussion from attendees where they shared their experiences and
insights. These discussions covered several themes, summarised below.

It was made evident that despite the difficulties associated with engaging with communities, it was
something that must be done, ‘whichever way we look at it, we need to do this’. An investment and
commitment by higher education to prepare future health professionals in how to engage with
communities was emphasised. Funding these programs and efforts inside health care and higher
education institutions requires more work.

Communities are not homogenous. In spite of this, there are people in the community that are eager
to get involved and support the healthcare system. It was our duty as health professionals to establish
safe spaces where community members can engage.

A common theme among speakers and attendees was trust. Investing in time, the belief that ‘this is a
process that should not be rushed’, being open and transparent, having good intentions, engaging
ongoingly and consistently and showing up in person all continued to building trust. ‘They valued that
we kept coming back’. Engaging communities can be messy, there is discomfort and conflict and



mistakes made along the way. Yet relationships are at the heart of health systems, connecting the

structures and levels of care.

A tension exists between what communities want and what we design. If we want to engage
meaningfully with communities, we must overcome the tendency of inflexible thinking which can act

as a hurdle for communities to participate.



