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Final Report 

 

EXECUTIVE SUMMARY 

 

 
CHAPTER 1: INTRODUCTION AND BACKGROUND 
 

The Hospital Strategy Project approached the National Progressive Primary Health Care 

Network (NPPHCN) in late October 1995 to submit a proposal to research the potential role for 

communities within a decentralised hospital management system.   Four focal areas were 

included in the original briefing: 

   

 role of communities in hospital management; 

 accountability of hospital management to communities; 

 hospital governance structures; and  

 framework for implementation of community involvement. 

 

 

APPENDIX 1: RESEARCH METHODOLOGY 
 

There were four major elements to NPPHCN's research on community involvement in hospitals:  

review of international literature, scripted community forums, written questionnaires, and case 

studies. 

 

During December 1995, NPPHCN reviewed key articles from the international literature on 

community involvement in health generally, and hospitals specifically.  The initial literature 

review, however, did not contain specific information about international experiences with 

hospital governance and accountability structures (ie. Hospital Boards).  An additional literature 

review was subsequently undertaken which focused on relevant international models of 

community involvement in the governance and accountability of hospitals.  

 

To inform community members about the restructuring of hospitals and to provide them with an 

opportunity to participate in the policy formulation process, NPPHCN convened a series of 

community forums between 10 February 1996 and 19 March 1996 in all nine provinces.  Each 

of the eleven forums brought together between 30 and 60 community members to discuss issues 

related to community involvement in hospital management.  

 

To complement the group discussions, NPPHCN also designed a brief written questionnaire for 

all forum participants to complete.  The questionnaire was intended to gauge the depth of 

opinions expressed by a few vocal forum participants.  Analysis of the questionnaires allowed 

NPPHCN to find out whether most of the participants agreed with the views expressed by the 

vocal minority.  Secondly, the questionnaire afforded NPPHCN the opportunity to quantify 

public perceptions about some critical issues raised in the group discussions.   

 

NPPHCN conducted two case studies to gain in depth knowledge on two important aspects of 

community involvement.  The first case study examined the potential for an alternate structure to 

inform communities about hospital policy decisions.  The second case study identified some 

critical issues that may arise as the theory of community involvement is put into practice.   
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CHAPTER 2: COMMUNITY INVOLVEMENT IN HEALTH 

 

There are many potential benefits to be gained from actively involving the community in the 

health system.  But despite its tremendous potential, community involvement is not a "magic 

bullet" that will conquer all health problems.  International experience has shown many failed 

attempts to meaningfully involve community members.  It is important for South Africa to learn 

from these failures.   

 

International experiences suggest four preconditions that need to be met to promote and foster 

community involvement in health: 

 

 political commitment to community involvement from the government; 

 reorientation of health professionals to community involvement; 

 development of self-management capabilities of local communities;  and 

 socioeconomic situation in the country conducive to development. 

 

Thus far, South Africa has met the first and last preconditions.  

 

Clear objectives need to be established for community involvement in hospital management.  

Based on our research, NPPHCN proposes three objectives that should guide implementation of 

community involvement initiatives: 

 

 to ensure that all health services are fully accountable to the people served by them; 

 to empower and build the capacity of community members to fully participate in the 

decision making process; and  

 to allow the community to take ownership of the health facilities that they use. 

 

 

CHAPTER 3: COMMUNITY PERSPECTIVES ON COMMUNITY INVOLVEMENT 

 

Internationally, Hospital Boards have been identified as one mechanism to help communities 

take ownership of these institutions.  While Hospital Boards represent powerful structures to 

involve communities in hospital management, there are many different ways that South African 

communities believe that they can contribute to the health system.  It is critical that 

communities' enthusiasm is not stifled by focusing only on the creation of Hospital Boards. 

 

Communities clearly want to be involved in the health system. The overwhelming majority of  

respondents (98 percent) believe that communities should be involved in hospitals, with more 

than three in four persons strongly supporting community involvement in hospitals.    

 

The overwhelming majority of respondents want to be involved in hospital governance.   To 

facilitate the planning process, NPPHCN asked community members to list and prioritise 

specific issues based on the importance of involving communities in governance.  For each issue 

identified as important, specific mechanisms for community involvement are presented.   While 

Hospital Boards figured as prominent answers, they were not the only mechanisms for 

community involvement.  People then identified the training needed to fulfill each function.  

Finally, methods to evaluate the effectiveness of the interventions were suggested.  Important 

governance issues included: 

 

 strategic planning; 

 hospital management; 



 

 6 

 finance and budget;  

 labour relations. 

 

Beyond participating in the governance of hospitals, community members believed it was 

essential for hospital management to report back on important issues.  Otherwise, the 

community cannot get involved in the process.  Important accountability issues included: 

 

 quality of services; 

 planning new services and facilities; 

 finances and budget; 

 health promotion;  

 patient and community grievances. 

 

 

CHAPTER 4: COMMUNITY INVOLVEMENT IN HOSPITAL BOARDS 
 

Within the forums, there was nearly unanimous support for Hospital Boards.  Ninety-four 

percent of respondents believed that Hospital Boards represent important mechanisms to involve 

communities in the governance of hospitals.  In broad terms, people felt that the functions of a 

Hospital Board should be to: 

 

 participate in the strategic planning process; 

 advocate for communities needs; 

 ensure quality of services; 

 consult with communities on plans under consideration; 

 report back to communities on hospital progress; 

 monitor income and expenditure;  

 resolve conflict and provide mediation for staff grievances. 

 

The Hospital Board's role as advisors or decision makers for hospital management proved to be 

a difficult issue for communities.  Instead of being an advisory or decision making body, they 

believed that the Board should work with hospital management to jointly make decisions.   In 

the event of a dispute between the Board and hospital management, many different opinions 

were expressed.  The majority of people wanted the province to intervene in that instance.  Other 

individuals suggested that a mediator or the provincial parliament should intervene.  The dispute 

resolution process requires further discussion before definitive recommendations can be made at 

the provincial level. 

 

There was some fluidity in the proportional representation of each sector.  People were firm, 

however, that community representatives need to comprise more than 50 percent of the 

membership to ensure that their participation is meaningful.  The term "community 

representatives" was not explicitly defined; therefore it is unclear whether local government 

councillors or NGO/CBO representatives would qualify as community representatives.  It was 

very clear that Board members should not represent the interests of political parties in 

performing their duties.  People would be selected to serve the community's interests.    

 

In order to be elected to a Board, community members should be a member of a democratic 

community structure.  Otherwise, the Board will only contain the views of several individuals 

within the community and accountability will be diminished.  Most participants felt that there 
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should be a distinction between voting and non-voting members of the Board.  Hospital 

management should be included as non-voting members on the Board.   

 

Once elected, people anticipated that each Board would draft its own conditions of service and 

work plan within the provincial framework.  This document would also identify the training and 

support needs of the Board.  It would serve as a "memorandum of agreement" with the MEC, 

hospital management, the provincial administration, and the community from the Board's 

perspective.   

 

Participants felt strongly that Board members should be elected by representative structures to 

ensure accountability.  In many areas, this structure exists as the RDP forum or community 

development forum.  Finding a truly representative structure in a community is not always clear 

cut.  In choosing the electing structure, consideration must be given to alternative electing 

mechanisms if there are conflicting or weak structures in a community.  It is impossible to 

prescribe a uniform selection process at the national or provincial level because each community 

has different power dynamics.  The national community audit should provide some insight into 

community power structures and propose alternative selection mechanism models.   

 

Much of the discussion at the workshops about the selection process of Hospital Boards focused 

on district level hospitals.  In order to understand the proposed selection process, it is important 

to understand the community's perception of the governance structures at the district level.  The 

governance model that most forums seemed to adopt at the district level was that Hospital 

Boards and Community Health Committees ulitmately should both be accountable to the District 

Health Council (DHC).  Community Health Committees would be directly accountable to 

Community Development Forums, which would have representation on the District Health 

Council.  Thus, each facility would have its own Board, but ultimately authority would still rest 

with the District Health Council.   This model is presented in more detail in Chapter 4. 

 

There are several advantages to this alternative model of governance.  First, it provides 

maximum potential for community involvement at all delivery levels.  Second, it assures that 

hospitals are integrated into the health system at the district level.   The creation of more 

governance structures, however, will be difficult to establish and expensive for districts and 

provinces.  

 

There was very little discussion in the forums about the selection process for regional or cental  

hospitals.  It is recognised that for referral hospitals serving large areas and populations, it will 

be even more difficult to convene a representative community-based electing structure.  Once 

restructured along district lines, the Cape Metropolitan Health Forum could serve as an electing 

forum for regional and referral hospitals serving Cape Town.   Another potential option is that 

provincial RDP councils could elect representatives to provincial level hospitals and the national 

RDP Council could elect Board members for academic health centres.  In these cases, it will be 

very important to clarify to whom is the Board accountable.  Further discussion is obviously 

needed to make concrete recommendations for these hospitals.  It is clear from these 

discussions, however, that there need to be different selection processes for different categories 

of hospital. 

 

There was consensus for a 3-year term of office for Board members.  A limit of two consecutive 

terms should be set.  The initial election process could be staggered to ensure that there was 

some turnover on the Board each year. 

 



 

 8 

The consensus was that the Board should meet monthly and whenever necessary in the interim.  

Based on the functions listed above, people estimated that Board members would spend 

approximately two to three days each month to fulfill their duties.   Upon reflection, this appears 

to be an unrealistic amount of time to expect.  In reality, Board members may sacrifice one 

evening per month or a Saturday to conduct Board business.   

 

The payment of Hospital Board members proved to be a very contentious issue in many forums.  

Genuine differences of opinion existed on this issue.  Expecting them to make a large 

commitment without renumeration is not realistic.  Among participants who supported payment 

of Board members, there was a wide range of suggested payment levels ranging from R 20 per 

day to R 5,000 per annum.  The opposing view held that payment of Board members would set a 

dangerous principle for other structures and other departments.  They argued that money spent to 

pay Board members should first be allocated to administrative support, training, and transport 

costs.  Finally, they expressed concerns that people would be motivated to serve on a Board 

solely for the payment.   

 

In all forums, participants felt that there should be a mechanism to dismiss Board members who 

fail to fulfill their duties.  The province could set down conduct guideline for Board members 

that would be enforced by individual Boards.   

 

It is critical that the entire Board is accountable to the larger community.  Thus, every six 

months there should be an evaluation of the Board to assess its performance based on the goals 

and objectives that it has set.  The Board also could present make a presentation of its work to an 

annual general meeting of community members. 

 

There was unanimous support that the government should provide money for training, transport, 

and other administrative expenditures related to the Board's work.   

 

 

CHAPTER 5: TRAINING AND CAPACITY BUILDING 

 

The training requested by community members represents a combination of basic life skills 

development and management skills.   Some  of the training modules coincide with the training 

needs for community health committees and district health councils.  Thus, training programmes 

for Hospital Board members should be integrated with other training programmes at the district 

level.    

 

At all forums, participants felt strongly that the government, either at the district, provincial, or 

national level, should be responsible for coordinating, supporting, and funding training of Board 

members.  Training represents an investment in people.  There was strong support for a series of 

short courses about each topic rather than an extended training programme.   

 

The actual process of training community members is essential to the success of this effort.  

While there should be national and provincial training frameworks,  each community and 

hospital has unique dynamics, needs, skills, and histories which need to be identified and 

incorporated into the training modules.   Bypassing elements of the training process for the sake 

of expediency will only serve to undermine community empowerment and interest.  The 

following framework for training is proposed: 

 

 build a partnership with the community; 

 start a dialogue with the community; 
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 set a framework for the training programme; 

 implement the training programme;  

 provide the necessary support. 

 

In addition to capacity building support, secretarial assistance will be required.   Office skills 

training should be provided.  This will empower Board members and reduce their dependence 

on public sector administrative staff.  Available resources such as computers, printers, 

stationary, and office space also should be made available to Board members to fulfill their 

duties.  Transport should either be provided for Board related activities or compensated at a fair 

rate.  Attending frequent meetings and conducting Board business represent major sacrifices of 

time and money.   

 

The training curriculum should be should be staged to coincide with the devolution of power to 

Hospital Boards.  All Boards should begin with orientation and life skills development modules 

when they have basic governance powers.  As Boards acquire intermediate governance powers, 

members should receive additional training in management, planning and advocacy skills.  

Finally, as the Boards move to full governance powers, advanced financial and research skills 

will be introduced.  This example illustrates potential curriculum topics. Actual curriculum will 

need to reflect the specific functions delegated to Board members. 

  

 

CHAPTER 6: FRAMEWORK FOR IMPLEMENTATION 

 

 Reorientation of all professional health care workers 
 

 Appropriate curricula should be developed to train staff about the PHC approach and 

community involvement should be developed.  Then, all existing health staff at all 

levels must be retrained.  This process is not unique to hospital decentralisation, but it 

is an important precondition to effective community involvement and should occur 

within the next year. 

 

 Political and financial support 

 

 To demonstrate their political commitment to this process, Departments of Health at 

the national, provincial, and district levels must create "community involvement in 

health" budgets that will include at least:  transport costs, administrative support, 

training, and capacity building. 

 

 

 

 Creating representative community structures 

 

 Communities need to establish sufficient democratic structures to sustain their 

involvement over time.  The national community audit should document the current 

situation in communities.   Based on this research, the Provincial Administration 

should develop several democratic models for communities to adopt and implement 

depending on their particular circumstances.  This approach will be based on 

empirical evidence and attempt to balance between uniformity and flexibility.  A 

uniform, top-down approach will not work. 
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Previous international experiences with community participation in health programmes suggest 

that a different type of action plan from the traditional delivery of health services is needed.1 The 

major elements of an implementation plan are sketched out below.  Considerable energy needs 

to be invested to fully develop each of these proposals into an action plan. 

 

 Final policy decisions on Hospital Boards 
 

 District boundary and governance issues need to be resolved to place these 

discussions in context.  Provinces must determine district health boundaries and their 

relationship to local authorities.  They must also decide among the three governance 

options presented in the district health system development report. 

 

 The relationship between district Hospital Boards and other elected structures at the 

district level needs to be clarified. Each province needs to resolve which model they 

will implement in the short-term because this decision has important implications for 

the selection and training of Boards.   

 

 Establishing representative Boards will require a financial investment from the 

province. Provinces need to decide how and if they will finance community 

involvement in health initiatives.  These decisions should be finalised in the near 

future. 

 

 Provincial frameworks for community involvement 
 

 Provincial action plans for community involvement in health need to be developed in 

the short-term.  The action plans will map out the process listed below and integrate 

other efforts to involve communities in the health sector at the district, regional, and 

provincial level.   

 

 Provincial policy frameworks on community involvement should be developed.  

Ideally a national framework would be developed on community involvement to 

guide the process, but this could seriously delay the implementation process at the 

provincial level.  The provincail policy framework should clearly define the role of 

community members within governance structures in the health system.  The section 

on Hospital Boards should clearly define their composition, selection process, 

functions, accountability, and authority to prevent confusion.  Within the policy 

formulation process,  other sectors should be consulted so that all frameworks for 

community involvement are integrated.  

 

 

 As policy decisions are finalised, enabling legislation will need to be drafted at the 

provincial level.  The National Department should provide technical assistance in the 

drafting process when necessary.  The Free State province has drafted legislation that 

should be circulated to other provinces. 

 

 

 

 

                                                           

1 Rifkin, S. “Lessons from community participation in health programmes” n.d. 
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 Preparing communities for involvement 
 

 A massive orientation programme about health policies is needed.  People on the 

ground are not informed about the changes taking place in the health system.  A 

education campaign should be mounted about district health system development and 

the new primary health care plan.  This is a basic prerequisite to involve communities 

in any of the reforms proposed nationally.   

 

 After the initial orientation campaign has been complete, communities should be 

briefed on the decentralisation of health management and the role of community 

involvement.  A set of briefing charts on district development, hospital 

decentralisation, and community involvement should be developed to support this 

effort. 

 

 Training and capacity building programmes. 
 

 The role and functions of Hospital Boards need to be clarified in the short-term to 

develop specific training modules.   Many of the basic skills modules already are 

being developed as part of the health district development process.   

 

 Specific elements of the curricula for community involvement in hospitals also need 

to be developed.  These specialised modules should be developed in collaboration by 

adult education specialists, health educators, hospital management, community 

representatives, and provincial personnel.  A similar process is occurring for 

Community Health Committee training in the Western Cape. 

 

 Once new Boards have been elected, the trainer should work with Board members to 

identify their specific training needs.  Based on these discussions, training objectives, 

modules, and time frames should be agreed on. 

 

 Long-term training and capacity building (as proposed in Chapter 5) should then 

begin. 

 

 Evaluation and Monitoring 
 

 From the outset, mechanisms need to be put in place to evaluate the success of these 

efforts. Because community involvement is a dynamic process, alternative process 

indicators are necessary to evaluate it.  Ideally, the curriculum development group 

should develop evaluation and monitoring measures. 

 

 The evaluation mechanisms should be tested and refined over time. 

 

 

 Establishing  Hospital Boards 
 

 After the policy and legislative frameworks have been completed, the orientation and 

education campaigns completed, and training curriculum developed, new Hospital 

Boards should be elected.  Actual training of the Boards should begin soon after 

election based on the needs of Board members using the framework outlined in 
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CHAPTER 7.  LONG-TERM SUPPORT AND EVALUATION MECHANISMS 

SHOULD BE PUT INTO PLACE AS SOON AS TRAINING BEGINS. 

 

A final word of caution:  developing communities for involvement is a challenging process that 

will require some patience from policy makers.   Implementation strategies must be 

comprehensive and integrated.  Simply pushing forward to elect new Hospital Boards before 

adequate preparations have taken place will not accomplish their objectives. 

 

ES-1:  Summary of  Implementation Activities 
 

Issue Activities Person(s) Responsible Optimal Time Frame 

Policy decisions 

 

1 Relationship between Boards and DHC 

2 Community involvement in health 

(CIH) budget 

1,2 Provincial Administration 

and MEC 

 

2 months (By August 1996) 

Community involvement 

framework 

1 CIH action plan 

2 Policy framework 

3 Enabling legislation 

1,2 Provincial Administration 

3 Provincial Administration and 

provincial legislature 

 

1. 3 months  (August-October 1996) 

2. 3 months (October-December 1996) 

3. 6 months (December-June 1997) 

Preparing communities 

 

1 Public health education campaign 

2 Audit of structures, skills, and needs 

3 Public education on decentralisation 

process and opportunities for community 

involvement 

1, 2, 3 National and provincial 

funding and co-ordination. 

1, 2, 3 Implementation by 

provincial administrations, 

NGOs and CBOs 

1. 4 months (July 1996-November 1996) 

2. 8-12 months  (July 1996-July 1997) 

3. 4 months (January -April 1997) 

Training curriculum 

development 

1 Finalise policy decisions 

2 Develop curriculum modules  

3 Dialogue with individual Boards 

4 Commence training programme 

1 Provincial Administration 

2 Committee comprised of 

community members, ABETs, 

NGOs, Academics, and 

Provincial Administration 

3,4 Trainers and Boards 

1. 3 months (August-October 1996) 

2. 6 months (October 1996- March 1997) 

3. 2 months (April-May 1997) 

4. Ongoing (June 1997) 

Evaluation and monitoring 

mechanisms 

1 Develop evaluation criteria 

2 Test and refine 

1,2 Curriculum committee 

 

1. 3 months (October-December  1996) 

2. 3 months (January-March 1997) 

Implement new Boards 

 

1. Elect new Boards 1 Communities, MEC, hospitals, 

and others 

1. June 1997 
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CHAPTER 1: INTRODUCTION AND BACKGROUND 

 

 

1.1 HOSPITAL STRATEGY PROJECT: ORIGINAL BRIEF 
 

A central goal of the Department of Health is to develop a unified National Health System based 

on the Primary Health Care (PHC) approach within the district model. As a result, there is a 

strong commitment within the National Health System to direct more financial and human 

resources toward primary health care services.  Despite a dramatic change in emphasis, hospitals 

are envisaged to play an important role in the transformed health system.   According to the 

Department of Health, "the role of hospitals will be redefined to be consistent with primary 

health care principles."2 

 

The Hospital Strategy Project (HSP) was established in October 1995 to provide guidance and 

technical assistance to the National and Provincial Departments of Health on the transformation 

of hospital services and management. Preliminary research and negotiations with the Hospital 

Strategy Project defined the terms of reference for NPPHCN.  Four focal areas, each with a 

series of related questions, emerged from these discussions: 

   

1.1.1 Role of Communities in Hospital Management 

 

Broadly speaking, do communities want to be involved in hospital management?  If so, what are 

some mechanisms to meaningfully involve them?  Finally, what are their goals and objectives 

for involvement? 

 

 1.1.2 Accountability of Hospital Management to Communities 
 

What are the most important issues for hospital management to report back to communities? 

What are the most appropriate mechanisms to facilitate this process? 

 

 1.1.3 Hospital Governance Structures 
 

What role do communities think that they should play in the governance of hospitals? Based on 

these perceptions, what should be the composition, function, and authority of Hospital Boards? 

  

 1.1.4 Framework for Implementation of Community Involvement 
 

How can a theoretical national framework for community involvement be put into action? 

Specifically, how will this framework be integrated with other efforts to decentralise 

management and with district health system development? 

 

                                                           
2 Department of Health.  Towards a National Health System.  November 1995. 



 

 14 

CHAPTER 2:  COMMUNITY INVOLVEMENT IN HEALTH 
 

 

2.1 INTRODUCTION 
 

The active involvement of community members in the health sector was formally endorsed as a 

goal of the Alma Ata Declaration on Primary Health Care in 1978.  This Declaration reflected 

the belief that health problems were not caused simply by service delivery issues or solved by 

service delivery interventions.  A holistic approach to health was envisaged that addressed the 

root causes of poor health and empowered people in the process.  Despite endorsement of the 

Declaration, very few governments have taken up the challenge to involve communities to 

determine their health priorities and interventions.  To date, it has been largely church groups 

and NGOs that have tried to implement this concept.3 Thus, the Government of National Unity 

of South Africa's publicly stated commitment to community involvement is an important 

landmark.  Political commitment, however,  represents only one precondition to successful 

involvement of communities.   

 

Before discussing the potential benefits and limitations of the community's role in the health 

sector, it is essential to define the terminology.  Many people are unaware of the difference 

between "community participation" and "community involvement." According to a World 

Health Organisation Study Group Report4, there are various interpretations of community 

participation.  Community participation can be seen as: 

 

 the contribution of material or labour;  

 appropriate organisational structures; or 

 participation as empowerment of communities to manage health matters, enabling them 

to decide and take action that they believe is essential to their health.  

 

Community involvement, on the contrary, is a process where people express their right to be 

active in the development of appropriate health services.  It is a partnership between individuals, 

groups, organisations, and health professionals in which all parties examine the root causes of 

health issues.  Together they agree on approaches to address these issues.  The Reconstruction 

and Development Programme (RDP) aims to achieve the involvement of communities as full 

partners in their own development. 

  

 

2.2 POTENTIAL BENEFITS AND LIMITATIONS 

 

International experiences suggest four preconditions that need to be met to promote and foster 

community involvement in health: 

 

 political commitment to community involvement from the government;  

 reorientation of health professionals to community involvement; 

                                                           
3 Ngwenya, S. and Friedman I. “Public Participation”, South African Health Review 1995.  Health Systems Trustk, 

Durban 1995. 

4 World Health Organisation Study Group. Community Involvement in Health Development: Challenging Health 

Services. Geneva. 1991. 
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 development of self-management capabilities of local communities; 

 socio-economic situation in the country conducive to development. 

 

The Department of Health supports community involvement in its policy documents.  The 

financial commitment of the GNU to support development reflects a health environment for 

development.  As such, South Africa has met the first and last preconditions.   

 

There are many potential benefits to be gained from actively involving the community in the 

health system.  Community involvement is beneficial because it: 

 

 realises human rights, builds self esteem, and encourages a sense of responsibility; 

 ensures the appropriateness of health services for a community's needs; 

 develops a relationship of trust and empathy between providers and consumers; 

 encourages a sense of ownership through participatory decision making; 

 creates political awareness; 

 ensures accountability of health care workers and managers to the communities that they 

serve. 

 

But despite its tremendous potential, community involvement is not a "magic bullet" that will 

conquer all health problems.  International experience has shown many failed attempts to 

meaningfully involve community members.  It is important for South Africa to learn from these 

failures.  Some reasons behind the failures are listed below. 

 

 Preconditions for community involvement may not be present. This undermines other 

efforts. 

 

 Medical officers and health teams do not appreciate the importance or value of 

community involvement, and they often control important information by using medical 

jargon to exclude community from discussions. 

 

 People may contribute their time and energy, but have no sense of ownership because 

they were not involved in the planning or implementation of the programme.   

 

 Health development strategies have failed to encourage people to think and act for 

themselves. 

 

 It is very difficult to measure whether community involvement has been successful or 

not.  This may cause premature abandonment of the effort.  

 

 Communities' expectations often outstrip available resources,  which causes conflict 

undermining community involvement. 

 

 

2.3 COMMUNITY INVOLVEMENT IN SOUTH AFRICA 
 

In South Africa, policy makers have expressed a strong ideological commitment to community 

involvement in health and development.  The policy of  the Government of National Unity, 

emphasises the need for community involvement. The Department of Health has also endorsed 

the idea in its policy documents.  One of the Department's goals for transformation is "to foster 

community participation across the health sector, to involve communities in the planning, 
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management, delivery, monitoring, and evaluation of health services, to establish mechanisms to 

improve public accountability, dialogue and feedback between public and health providers, and 

to encourage communities to take greater responsibility for their own health promotion and 

health care."5 

 

"It is a fundamental principle of the PHC approach that there is maximal possible community 

participation in the planning, provision, control, and monitoring of health services.  For such 

community participation to be effective, it is not enough that the managers of the service simply 

are held formally accountable to an elected body.  Community development and empowerment 

are essential to the promotion and maintenance of the health  of communities, and vibrant 

community-based organisations must be accommodated within the district health structures if 

true community participation and involvement are to be realised.”6 

 

 While it is acknowledged that "there is an inevitable tension between participation and 

accountability on the one hand and on the other hand, the need to technically manage the health 

system on a day-to-day basis,"7 there is an important need to increase accountability of health 

facilities and management to the communities that they serve.  

 

In summary, a strong political will to involve communities is reflected in all the Department's 

policy documents.  At the National and Provincial levels,  more participatory management 

approaches have been adopted.  To date, these approaches have largely included only other elite 

policy makers and academics in the process.  Although two of the four preconditions for 

community involvement are satisfied, few active steps have been taken to include people at the 

grassroots level in the policy making process.  Hopefully, theory and rhetoric will be put into 

action with the development of the district health system. 

 

 

2.4 OBJECTIVES FOR COMMUNITY INVOLVEMENT 

 

Clear objectives need to be established for community involvement in hospital management.  

Three objectives should guide implementation of all community involvement initiatives: 

 

 to ensure that all health services are fully accountable to the people served by them; 

 to empower and build the capacity of community members to fully participate in the 

decision making process; 

 to allow the community to take ownership of the health facilities that they use. 

 

Community participation is a dynamic process; therefore, these objectives should be flexible to 

adapt to the changing situation 8 

                                                           
5 Department of Health.  Towards a National Health System for South Africa.  Pretoria, 1995. 

6 Department of Health, A Policy for the Development of a District Health System.  Pretoria, 1995. 

7 Ibid. 

8 Rifkin, S. “Lessons from community participation in health” n.d. 
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CHAPTER 3: COMMUNITY PERSPECTIVES ON COMMUNITY INVOLVEMENT 
 

 

Internationally, Hospital Boards have been identified as one mechanism to help communities 

take ownership of these institutions.  While Hospital Boards represent powerful structures to 

involve communities in hospital governance, there are many different ways that South African 

communities believe that they can contribute to the health system.  It is critical that 

communities' enthusiasm is not stifled by focusing only on the creation of Hospital Boards.  This 

chapter explores some creative suggestions for their involvement in the health sector put forth 

by community members.   

 

The data presented in this chapter indicate that communities have high aspirations to become 

involved in the health system.  The suggestions presented here often represent the ideal vision of 

community involvement in hospitals that could be in place after ten years.  Consideration of the 

feasibility of implementing some of these proposals is included in Chapter 6 which deals with 

implementation issues. 

 

 

3.1 CONCEPTUALISATION 

 

Based on NPPHCN's consultations, communities definitely want to be involved in the health 

system. The overwhelming majority of  respondents canvassed (98 percent) believe that 

communities should be involved in hospitals, with more than three in four persons strongly 

supporting community involvement in hospitals.   People viewed hospitals as one element of the 

overall health system.  During the forums, communities suggested many ways of getting 

involved with hospitals.    

 

Hospital security is widely recognised as a problem for staff, patients, and community members 

alike.  Communities proposed a series of  interventions that they believe can help to create a 

safer environment.   For example, volunteers can patrol the hospital premises to supplement 

security, similar to neighbourhood watch programmes.  Volunteers also could build security 

fences around hospitals that do not have them.  In addition, communities could convene 

intersectoral meetings through community development forums with the SAPS and other 

stakeholders to address the situation holistically.  Finally, communities could distribute security 

information to staff and patients to heighten their awareness and reduce risks.  Security 

represents only one issue that was raised at the forums.  People's suggestions are included here 

to stimulate discussion among policy makers about how to harness these untapped resources 

within communities. 

 

 

3.2 HOSPITAL GOVERNANCE  

 

The overwhelming majority of respondents stated that they wanted to be involved in hospital 

governance.  NPPHCN asked community members to list and prioritise specific issues based on 

the importance of involving communities in governance.  For each issue identified as important, 

specific mechanisms for community involvement are presented.   While Hospital Boards figured 

as prominent answers, they were not the only mechanisms for community involvement.  People 

then identified the training needed to fulfil each function.  Finally, methods to evaluate the 

effectiveness of the interventions were suggested.   
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A composite summary of regional forum responses is included in Table 3.1.  These suggestions 

were made within large group discussions at 11 different forums.  Therefore, it is difficult to 

quantify the results.  In the questionnaire, participants were asked to prioritise governance issues 

based on the importance of involving communities.  These results are included in this section to 

give some indication of the relative importance of each issue to community members. 

 

Table 3.1: Community Involvement in Governance Issues 

 

Issue Mechanism Training Evaluation 

Strategic planning Situational analysis and 

needs assessment 

completed by community 

Joint strategic planning 

sessions 

Planning process 

Research skills 

Number of community 

members who participate 

Whether community needs 

assessment/situational analysis 

are used by management 

Hospital management Representatives on 

Hospital Board 

Hospital operations Opinion of Board members 

Views of electing forum 

Finances and budget Representative on 

finance committee 

Budgeting and 

accounting skills 

Contribution of Board member 

Budgeting and accounting 

skills transfer 

Labour relations Oversight of employment 

practices 

Intervention channel 

during dispute 

Public sector 

employment practices 

Labour Relations Act 

Review of crisis management 

procedures to determine 

effectiveness 

 

3.2.1 Strategic Planning 
 

Across all forums, communities felt that they should be involved in the hospital's strategic 

planning process.  Behind quality assurance, which is discussed under accountability issues, 

strategic planning was rated as the second most important issue (out of ten) for communities to 

be involved. 

 

One important contribution to the strategic planning process that people expressed at several 

different forums was their knowledge of the community's health needs.   People on the ground 

felt that they were in the best position to understand these issues, but they did not have the skills 

to present the information in a useable format.  To document their knowledge, communities 

expressed a desire to participate in community-based research to develop a situational analysis 

of the health needs and services available in the community.   Using this research, communities 

and hospital management could then develop a strategic plans to address their needs.  

Participatory research methodologies are supported by Essential National Health Research 

(ENHR) policies.  

 

There is evidence within South Africa that successful strategic planning partnerships can be 

established.  The Mpumalanga Department of Health, Welfare, and Gender Affairs has 

embarked on an ambitious process to assist district facilitating teams in drafting situational 

analyses and strategic plans for health districts.  The district facilitating teams are comprised of 

health managers, health workers, and community representatives.  The process has required 

substantial time commitment, training, resources, and outside assistance over a six month 

period.  As such, community-based research must be considered a long-term strategy for 

Hospital Boards.  A summary of this process is currently being drafted and will be circulated to 

other provinces. 
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Additionally, people mentioned participation on Hospital Boards as a means to influence 

strategic planning.  A more detailed description of the roles and functions of Hospital Boards 

will be provided in Chapter 4. 

 

Community involvement could be measured by the number of community members who are 

participating in the research and strategic planning.  Additionally, one could assess how much of 

the community-based research was used by hospital management for planning purposes.  

Finally, one could survey community members to determine their knowledge and acceptance of 

the hospital's strategic plan.  

 

3.2.2 Hospital Management 
 

Hospital management was characterised as the day-to-day operations that make a hospital run.  

It is important to note here that day-to-day operations do not imply daily interaction with 

hospital management, the term was used in contrast to long-term strategic planning.   

 

In all forums, participants felt that Hospital Boards were the most appropriate mechanisms to get 

involved in basic hospital management issues  People felt that some basic training in hospital 

operations and general principles of organisational management, particularly participatory 

management, would help them participate effectively on a Board.  One could interview Board 

members and development forum representatives to assess the influence and performance of 

community representatives on Hospital Boards.   

 

3.2.3 Finance and Budget 
 

Although many community members expressed reluctance to get involved in hospital financial 

and budgetary matters, with some prompting people acknowledged the importance of their 

participation.  Hospital finances were ranked only as the eighth (out of 10) most important issue 

for community involvement in governance.  These results may reflect respondents' lack of 

experience with financial matters and consequently a lack of confidence in their ability to make 

a meaningful contribution. 

 

In several forums, communities suggested that the representation of a properly trained 

community representative on the finance committee of a Hospital Board would maximise their 

influence.  A clear need for training on basic budgeting and financial issues was expressed so 

that the representative could make a meaningful contribution.   

 

3.2.4 Labour Relations 
 

During the nurses' strike last year, many communities felt caught in the struggle between health 

management and health workers.  Both sides appealed to communities to support their positions, 

but communities did not feel empowered to make a positive contribution to the situation.   

 

As a result, some people who attended the forums wanted communities to take a more proactive 

role in labour relations.  Participants in Bisho and Umtata in the Eastern Cape, and 

KwaZulu/Natal felt particularly strongly about this issue.  Specifically, these communities 

wanted to oversee the employment process to ensure that it is fairly administered.  They 

expressly did not want control over individual hiring and firing decisions.  In fact, community 

involvement in the actual hiring and firing of health personnel was rated as the least important 

issue in hospital management by questionnaire respondents. 
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If future disputes arise between hospital management and staff, community members want to 

serve as mediators to resolve the crisis.  To fulfil this role, people will need to be educated about 

the Public Service Commission's regulation of employment and the new Labour Relations Act.  

One could review crisis management to determine whether community members had a positive 

or negative impact.  While there may be potential to implement these suggestions on a informal 

basis, it is not clear that community members could formally serve as mediators under the 

Labour Relations Act and other laws. 

 

 

3.3 ACCOUNTABILITY OF HOSPITAL MANAGEMENT 
 

On the whole, forum participants placed a much stronger emphasis on accountability then on 

governance.  In several forums, groups tasked with listing governance issues focused instead on 

accountability.  Partially, this may be explained by some confusion about the terminology used.  

Within plenary discussions, it was clear that people first demanded accountability to allow them 

to participate in the decision-making processes.  This sentiment was later echoed during 

discussion about whether a Hospital Board should advise or make decisions for hospital 

management. 

 

Community members believed it was essential for hospital management to report back on 

several important issues. Without information, communities cannot become involved.  

Participants views on accountability issues are summarised in Table 3.2. 

 

 

Table 3.2:  Community Involvement in Accountability Issues 

 

Issues Mechanism Training Evaluation 

Quality of services Patient surveys 

Promotion of health 

rights charter 

Use of community media 

Research skills 

Advocacy skills 

Number of community members 

participating in research 

Measure confidence of patients 

Planning new services 

and facilities  

Situational analysis of 

community needs 

Use of community agents 

to facilitate debate 

Research skills 

 

Number of submissions on new 

services or facilities 

Finances and budget Presentation of financial 

audit statement by 

hospital management to 

public meeting 

Skills to understand an 

audit statement  

Budgeting and accounting skills 

transfer 

Health promotion  Using community radio 

stations 

Newsletters 

Health forums 

Re-orientation of 

management 

Health promotion skills  

Penetration of health promotion 

messages 

Number of people participating 

Community and patient 

grievances 

Advocacy 

Public Relations Officer 

Advocacy skills Number of unresolved grievances 

Home visits to determine level of 

satisfaction 

 

 

 

3.3.1 Quality of Services 
 

Ensuring the quality of services delivered in hospitals was rated to be the most important issue 

for hospital management to report back to communities.  Within all of the forum discussions, 
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people felt strongly about the quality of care delivered in the public sector.  It seemed that 

participants could relate to how they were treated by health professionals. 

 

Participants suggested some ambitious and innovative mechanisms to ensure high quality care.  

Armed with baseline information from their situational analyses, communities can help to 

develop an ongoing evaluation of health services to ensure that the services provided are 

meeting their needs.  People suggested that could include periodic patient surveys to assess the 

quality of care provided.  

 

In many forums, communities identified the need for a Health Rights Charter to change the 

balance of power between patients and providers.  Participants suggested that they would 

actively promote the creation and dissemination of a Health Rights Charter.  People believed 

that changing the current dynamic by empowering patients would improve the quality of care.  

Here again, participants expressed a need for basic research skills to help them evaluate the 

quality of services.  The number of community members who participate in the evaluation 

process could serve as one indicator of the level of their involvement. 

 

  3.3.2 Finances and Budget 
 

As under governance, forum participants reluctantly acknowledged the importance of 

accountability around hospital financial matters.  Some people felt that an independent audit of 

the hospital's financial statement would help communities to become more informed about 

financial matters.   There was support for the hospital drafting a simplified audit statement of 

hospital revenues and expenditures with adequate explanations to be widely circulated in the 

community.   

 

Interested community members then could review the audit statement to ensure that it accurately 

reflected hospital expenditures.  Additionally, hospital management could present its annual 

budget to the community development forum or an annual general meeting for debate and 

consideration.  A simple mechanism could be established for the community to ratify the 

hospital budget and strategic plans for the coming year.  Even with simplification of the process, 

people will need basic financial skills training.  Acceptance of the hospital budget by community 

members should indicate the success of the discussion process. 

 

  3.3.3 Planning New Services and Facilities 

 

People at all 11 forums believed that it is the obligation of hospital management to keep the 

community informed about the establishment of new services and important hospital policy 

changes.   These issues were rated as the third (out of 10) most important for accountability to 

communities. 

 

Participants viewed this as a communication problem between hospital management and 

communities.  People felt that community agents, such as CBOs, civics, and street committees 

already serve as communicators on a number of development issues.  It was suggested that these 

organisations could simplify and translate hospital proposals for broader dissemination in the 

community.  They could facilitate workshops and forums to solicit the views of the 

communities. 

 

Additionally, communities could broadcast on community radio to discuss hospital management 

proposals and feed back the opinions of the community.   Community agents would need timely 

access to hospital policy information to facilitate this process.  The Cape Metropolitan Health 
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Forum, discussed later in this chapter, presents a case study about the dissemination of 

information to communities about proposed hospital policy changes. 

 

Some quantitative indicators of the success of these efforts are the number of public workshops 

and the number of public comments that hospital management receives about new facilities and 

services.  A difficult, but more meaningful measure would be to test the community's knowledge 

of hospital proposals. 

 

  3.3.4 Health Promotion  

 

As mentioned above, hospital management does not have the resources to create effective 

communication channels with communities; therefore, communities proposed to facilitate the 

two-way flow of information between communities and hospitals.   Community agents can 

extend health promotion messages beyond the hospital through creative media that is acceptable 

to their communities.  To successfully implement this proposal, hospitals must invest in training 

people within organisations with basic health promotion skills.  One can measure the penetration 

of health promotion messages and the number of organisations participating in these efforts to 

assess its effectiveness.  It must be noted that currently very little health promotion takes place at 

the hospital level.  Hopefully, this will change with the proposed transformation of the health 

system. 

 

  3.3.5 Patient and Community Grievances 
 

As stated above, information and communication appear to lie at the heart of many patient and 

community grievances with hospital staff and management.  Without a proper flow of 

information through relevant communication channels, communities will be excluded from the 

decision making process.   

 

Community agents can convene workshops and meetings to discuss patient and community 

grievances.  They could consolidate and prioritise the issues and then present them in a 

systematic way to hospital management.  In return, hospitals should provide a dedicated 

employee (an ombudsperson or public relations officer) with the authority to  address patient 

and community grievances directly or refer them to the Hospital Board for resolution.  The 

number of unresolved grievances and the attitudes of community members could serve as 

indicators of the success of this initiative. 
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3.4 A CASE STUDY:  THE CAPE METROPOLITAN HEALTH FORUM 

 

The Cape Metropolitan Health Forum (CMHF) provides one potential model for national, 

provincial, and regional hospital management to exchange information with the "communities" 

that they serve.  The CMHF is a non-statutory debating forum with representatives from 

various constituencies in Cape Town: community-based organisations (CBOs), non-

governmental organisations (NGOs), community health committees, employee bodies and 

unions, health service rendering authorities, political structures, training and research 

institutions, professional associations, and the private sector.  The forum is in the process of 

restructuring to mirror the development of its constituencies. 

 

Red Cross Memorial Children's Hospital serves as a superspecialised referral hospital for all 

children in South Africa and it supplies specialist paediatricians for the Western Cape.  It also 

provides primary care services for children living in the Cape Town metropolitan area.  As a 

result of  restructuring of the national health system, the hospital faces deep budget cuts with 

the movement of funds from tertiary hospitals to the primary care level.  Although the hospital 

is designated as a superspecialised referral centre, it provides a substantial amount of primary 

care through its outpatient clinics.   

 

In response to the proposed budget cuts, the hospital has decided to refer children who walk 

into the hospital to surrounding primary health care clinics for treatment.  Their preliminary 

estimates suggest that two-thirds of their current outpatients would be redirected to other 

centres.  This major shift in policy will impact many families who value the hospital and use it 

for all of their children's medical care.  Because of the reduction in patients, the hospital plans 

to free some medical staff to work on a sessional basis at the surrounding facilities. 

 

After an extensive internal review process to develop a proposal, hospital management 

presented their proposal to the CMHF for debate.  The CMHF does not have the authority to 

accept or reject the plan.  The hospital was informing this structure about the proposed policy 

change and asking for their comments on it.  Representatives from community health 

committees in one area voiced concern about the proposal.   In response to these concerns, the 

CMHF has established a subcommittee to workshop the proposal with the communities 

impacted by the plan to get their opinions.  This process is still in progress so it is too early to 

determine the outcome. 

 

Structures like the CMHF provide an opportunity for hospital management to report directly to 

a wide range of community structures by giving them an opportunity to debate major policy 

issues.  This forum may relieve pressure on a few Board members to account for all hospital 

decisions and may address the issue of accountability at larger referral hospitals.  The body has 

no statutory authority and its recommendations are sometimes ignored by hospital 

management, making it difficult to recommend as a governance structure in its current form.   
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CHAPTER 4:  COMMUNITY INVOLVEMENT IN HOSPITAL BOARDS 
 

 

This chapter synthesises community opinions about Hospital Boards gathered from the forums 

and questionnaires.  It examines the conceptualisation of Boards, their composition, and the 

selection process and terms of office for Board members.  It concludes with summaries from 

several international attempts to "democratise" Hospital Boards, drawing some important 

lessons for South Africa. 

 

 

4.1 CONCEPTUALISATION  
 

Within the forums, there was nearly unanimous support for Hospital Boards.  Ninety-four 

percent of participants believed that Hospital Boards represent important mechanisms to involve 

communities in the governance of hospitals.  

 

Almost universally, forum participants felt that it was not acceptable for the provincial 

government to be solely responsible for overseeing hospital management decisions.  People 

argued that the provincial government is distant from people affected by the local hospital's 

decisions.  Additionally, they felt that the government does not have the capacity to ensure that 

decisions made by different hospitals are suitable to communities.  People affected by such 

decisions must have a say and Hospital Boards are an effective way to do this.   Hospital Boards 

are not important only at the local level.  People thought that it was critically important for 

communities to be involved at all hospital levels from district to academic health centres.   

 

In summary, forum participants presented the following  goals and objectives for their 

involvement on Hospital Boards:  

 

 to advocate for the aspirations of communities: 

 to be involved in the drafting of all polices that directly impact on the community; 

 to be involved in the implementation and evaluation of these policies. 

 

In broad terms, people felt that the functions of a Hospital Board should be to: 

 

 participate in strategic planning process; 

 advocate for communities needs; 

 ensure quality of services; 

 consult with communities on plans under consideration; 

 report back to communities on hospital progress; 

 monitor income and expenditure; 

 resolve conflict and provide mediation for staff grievances. 

 

The Hospital Board's role as advisors or decision makers for hospital management proved to be 

a difficult issue for communities.  Instead of being an advisory or decision making body, they 

believed that the Board should work with hospital management to jointly make decisions.   Most 

participants stressed that the goal of the Board should be to work in collaboration with 

management rather than in an adversarial manner. 

 

In the event of a dispute between the Board and hospital management, many different opinions 

were expressed.  The majority of people wanted the province to intervene in that instance while 
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others expressed distrust in provincial officials, fearing that they would automatically side with 

hospital management.  More than one in four thought that the Board should have final authority 

to resolve disputes with hospital management.  Other individuals suggested that a mediator or 

the provincial parliament should intervene.  The dispute resolution process requires further 

discussion before definitive recommendations can be made at the provincial level. 

 

 

4.2 COMPOSITION OF HOSPITAL BOARDS 
 

Workshop participants suggested that Hospital Boards should contain between 12 and 20 

representatives depending on the size of the hospital and community dynamics.  Representatives 

should be selected from the following comprehensive list of potential stakeholders:   

 

 community-based organisations/non-governmental organisations/civics ; 

 local councillors; 

 legal, financial, and business experts; 

 religious organisations; 

 youth structures; 

 community health committees; 

 hospital management (ex officio members); 

 hospital employees; 

 disability organisations; 

 users of services; 

 referral clinic and health centre representatives. 

 

There was some fluidity in the proportional representation of each sector.  People were firm, 

however, that community representatives need to comprise more than 50 percent of the 

membership to ensure that their participation is meaningful.  The term "community 

representatives" was not explicitly defined; therefore it is unclear whether local government 

councillors or NGO/CBO representatives would qualify as community representatives.  It was 

very clear that Board members should not represent the interests of political parties in 

performing their duties.  People would be selected to serve the community's interests.    

 

In order to be elected to a Board, community members should be a representative of a 

democratic community structure.  Otherwise, the Board will only contain the views of several 

individuals within the community and accountability will be diminished.  To improve the 

channels of communication between Boards members and the community, people felt that Board 

members should have to report back  to a structure.  Often people sit as representatives on 

structures, but never report back on their activities.  It should be noted that the majority of 

participants at the forums attended as representatives of structures, which could bias this finding. 

 

Once elected, people anticipated that each Board would draft its own conditions of service and 

work plan within the provincial framework.  This document could also identify the training and 

support needs of the Board.  It would serve as a "memorandum of agreement" with the MEC, 

hospital management, the provincial administration, and the community from the Board's 

perspective.  Thus, the suggestions contained in this chapter are meant to serve as guidelines to 

develop the framework rather than as prescriptive recommendations. 

 

Most participants felt that there should be a distinction between voting and non-voting members 

of the Board.  Hospital management should be included as non-voting members on the Board.  
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Their reasoning followed that managers will exert tremendous influence over the Board based 

on their position and their control of vital information.   Moreover, they will obviously vote to 

support their own proposals.  Giving them additional voting privileges would shift the balance of 

power and undermine the influence of community representatives. 

 

People recognised the need for executive officers.   They recommended the creation of  Chair, 

Vice Chair, Secretary, Vice-Secretary and Treasurer.  The role and functions of the executive 

committee vis a vis other Board members should be clearly defined in its conditions of service.  

The Chair should be selected from among the community representatives.   

  

Due to the technical nature of the hospital management and the specialisation required, people 

felt that the Board may need subcommittees with particular expertise to carry out its functions.  

Some suggested subcommittees include: 

 

 research; 

 finance; 

 evaluation; 

 training and education. 

 

The creation, composition, terms of reference, and authority of subcommittees, however,  should 

be defined by each Board individually.  The regulations governing the creation of 

subcommittees and the work of the Boards could be based on the Rules of the National 

Assembly governing Portfolio Committees.  

 

 

4.3 SELECTION PROCESS AND TERMS OF OFFICE 
 

Participants felt strongly that Board members should be elected by representative structures to 

ensure accountability.  In many areas, this structure exists as the RDP forum or community 

development forum.  Ideally, the health substructure should be responsible for choosing Hospital 

Board members at the district hospital level.   As the case study of Khayelitsha at the end of this 

chapter reveals, finding a truly representative structure in a community is not always clear cut.   

 

In choosing the electing structure, consideration must be given to alternative electing 

mechanisms if there are conflicting or weak structures in a community.  A new Board elected by 

an undemocratic process will have less credibility than current Boards.  It is impossible to 

prescribe a uniform selection process at the national or provincial level because each community 

has different power dynamics.  The national community audit proposed in Chapter 6 should 

provide some insight into community power structures and propose alternative selection 

mechanism models.  The selection of  locally elected councillors should be carefully considered 

as an option. 

 

Much of the discussion at the workshops about the selection process of Hospital Boards focused 

on district level hospitals.  In order to understand the proposed selection process, it is important 

to understand the community's perception of the governance structures at the district level.  The 

governance model that most forums seemed to adopt at the district level was that Hospital 

Boards and Community Health Committees ultimately should both be accountable to the District 

Health Council (DHC).   Community Health Committees would be directly accountable to 

Community Development Forums, which would have representation on the District Health 

Council.  Thus, each facility would have its own Board, but ultimately authority would still rest 

with the District Health Council. (For further discussion of models of governance at district 
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level, see Hospital Strategy Project, A National Policy Framework for Decentralisation of 

Hospital Management, “Chapter 4: Governance and Accountability”, June 1996.) 

 

There are several advantages to this model of governance.  First, it provides maximum potential 

for community involvement at all delivery levels.  Second, it ensures that hospitals are 

integrated into the health system at the district level.   It will also facilitate information flow 

between different levels of facilities, mirroring referral patterns of patients.  The creation of 

more governance structures, however, will be difficult to establish and expensive for districts 

and provinces.  Thus, in the short-term, it may not be practical to establish separate Hospital 

Boards at district level hospitals.  The next preferable alternative is to create subcommittees 

within the DHC to oversee district hospitals. 

 

As stated above, there was very little discussion in the forums about the selection process for 

regional and central hospitals.  It is recognised that for referral hospitals serving large areas and 

populations it will be even more difficult to convene a representative community-based electing 

structure.  Once restructured along district lines, the Cape Metropolitan Health Forum could 

serve as an electing forum for regional and referral hospitals serving Cape Town.   Another 

potential option is that provincial RDP councils could elect representatives to provincial level 

hospitals and the national RDP Council could elect Board members for academic health centres.  

In these cases, it will be very important to clarify to whom is the Board accountable.  Further 

discussion is obviously needed to make concrete recommendations for each level hospital.  It is 

clear from these discussions, however, that there need to be different selection processes for 

different level hospitals. 

 

There was consensus for a 3-year term of office for Board members.  People reasoned that it 

would take time for representatives to become comfortable with their responsibilities; therefore 

it would be counterproductive to re-elect Board members every year or two.  On the other hand, 

people felt that members should not sit on Boards for too long and become too powerful.  Thus, 

a limit of two consecutive terms should be set.  The initials election process could be staggered 

to ensure that there was some turnover each year. 

 

The consensus was that Board should meet monthly and whenever necessary in the interim.  

Based on the functions listed above, people estimated that Board members would spend 

approximately two to three days each month to fulfil their duties.   Upon reflection, this appears 

to be an unrealistic amount of time to expect.  In reality, Board members may sacrifice one 

evening per month or a Saturday to conduct Board business.  People who serve on Hospital 

Boards most likely will sit on other structures, restricting their actual time commitment to the 

Board. 

 

The payment of Hospital Board members proved to be a very contentious issue in many forums.  

Genuine differences of opinion existed on this issue.  Some people argued that Board members 

should be compensated for their time.  They will have significant responsibilities in governing 

hospitals.  Expecting them to make a large commitment without remuneration is not realistic.  

Among participants who supported payment of Board members, there was a wide range of 

suggested payment levels ranging from R 20 per day to R 5,000 per annum. 

 

The opposing view held that payment of Board members would set a dangerous principle for 

other structures and other departments.  People would begin to demand payment for serving on 

any committee or structure.  They also cited the potentially high cost involved in paying every 

Hospital Board member.  They argued that money spent to pay Board members should first be 

allocated to administrative support, training, and transport costs.  Finally, they expressed 
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concerns that people would be motivated to serve on a Board solely for the payment.  Paying 

members would destroy the spirit of voluntarism and democracy in South Africa.   

 

There was unanimous support that the government should provide money for training, transport, 

and other administrative expenditures related to the Board's work.  These issues are covered in 

more detail in Chapter 6. 

 

In all forums, participants felt that here should be a mechanism to dismiss Board members who 

fail to fulfil their duties.  The following deeds were given as examples that would warrant 

dismissal:   gross misconduct, missing three consecutive meetings, mal-administration, and 

sexual harassment.  The province could set down conduct guideline for Board members that 

would be enforced by individual Boards.  People felt that Board members should be responsible 

for determining whether to dismiss someone based on provincial guidelines.   

 

It is critical that the entire Board is accountable to the larger community.  Thus, every six 

months there should be an evaluation of the Board to assess its performance based on the goals 

and objectives that it has set.  Results of the evaluation should be widely distributed to 

community members and the electing forum for discussion.   The Board also could present make 

a presentation of its work to an annual general meeting of community members. 

 

 

4.4 INTERNATIONAL EXPERIENCES WITH DEMOCRATIC HOSPITAL BOARDS 
 

As with all published literature, there is a definite bias toward documenting and researching the 

health systems of developed countries like the United States, Great Britain, and Canada.  Many 

other nations have reformed their health systems and tried to involve communities in various 

governance structures, but there have been few published articles documenting their 

experiences.  Despite this limitation, South Africa can learn some important lessons from the 

successes and failures of other nations' efforts at community involvement.  At the same time,  

South Africa must document its own health transformation process to contribute an African 

experience to the international literature. 

 

 

4.4.1 Great Britain 
 

The strong influence of the British National Health System (NHS) on South African health 

policy development is apparent.  It can be seen in the conceptualisation of the district health 

system and the "purchaser-provider split" envisaged as a long-term strategy to promote 

efficiency.  Because the proposed South African model is so similar to Great Britain, it is 

imperative to examine, but not necessarily adopt, British strategies for engendering community 

participation in the health system. 

 

In the NHS, individuals participate in the governance of health services and facilities through 

several structures. One such structure, the Community Health Councils, were introduced in 

1974.  These bodies are composed of people nominated from local authorities, voluntary 

organisations, and the regional health authority (RHA).  Although they have the right to access 

public information, the right to visit hospitals, and access to senior management, the councils 

have few powers in practice.9 

                                                           
9 Jewkes R and Zwi A. “A National Health Service - the UK experience.”  Critical Health, November 1991. 
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An additional mechanism for community involvement is the NHS Board which consists of an 

executive and part-time non-executive Board members. The Boards must present an annual 

report to the Ministry of Health, the Audit Commission, and the local community assessing the 

hospital's performance. 

 

Local NHS Boards are constituted as statutory bodies with a separate legal identity.  Laws and 

regulations prescribe the structure, functions, and selection and responsibility of Boards.  NHS 

Boards are responsible for owning and managing hospitals and are accountable to the Ministry 

of Health, who is accountable to Parliament for the delivery of services and the expenditure of 

state funds.   

 

The functions of the NHS Boards and their non-executive members have been broadly outlined 

by central government in the enabling legislation.  NHS Boards are responsible for: 

 

 annual and long-term strategic planning; 

 overseeing the delivery of services;  

 monitoring performance against objectives;  

 providing financial stewardship;  

 ensuring high standards of behaviour;  

 appointing, appraising and remunerating senior executives;  

 ensuring dialogue between the organisation and communities.10 

 

Non-executive Board members are expected to:   

 

 provide oversight of staff relations with the public and the media;  

 participate in professional conduct and competency inquiries;  

 participate in staff disciplinary appeals;   

 oversee the procurement of information management and technology;  

 comprise the audit committee;  

 handle non-clinical complaints as lay conciliators or adjudicators.11 

 

Great Britain has developed a series of sophisticated orientation manuals and guidebooks to help 

educate the public about their role in the health system in general and on NHS Boards 

specifically.  One such document, Taken on Board was written to help develop the role of non-

executive local NHS Board members.  Interestingly, the primary messages of the report are very 

consistent with the inputs made by community leaders at the community forums in South Africa.  

The main messages are listed below: 

 

 Induction programmes must be individually tailored to give people information about 

national structure and  policy, their organisation and the local health services. 

 

 The role and functions of non-executive Board members should be clearly established at the 

local level. 

 

                                                           
10 Welsh Offic.  Corporate Governance in the NHS:  Code of Conduct and Accountability.  January 1995. 

11 Ibid. 
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 Giving non-executives a specific focus area can increase their involvement as they gain 

understanding. 

 

 Non-executive members can build on their knowledge by meeting with providers and other 

individuals outside the Board. 

 

 Previous decisions of the Board should be followed up rigorously to determine what progress 

has been made. 

 

 Non-executive members should be involved in strategy development and should monitor 

implementation.  

 

 Each Board should specify performance reports that it wants to see.  These reports should be 

presented in an accessible format. 

 

 Non-executive Board members should take the lead in working with communities, providing 

them with information, listening to their concerns, and ensuring that the Board addresses the 

issues raised.12 

 

While the technical level of writing of this document makes it inappropriate for South Africa at 

this time, the idea of drafting a national or provincial briefing manual with background 

information for new Board members warrants serious consideration. 

 

Despite government's clearly stated aims, structures and guidelines, many critics question 

whether significant community involvement has been achieved in the NHS.  Some researchers 

believe that community participation is insufficient within the NHS and subject to party political 

manipulation because of the lack of local accountability.13  nother study found that NHS Boards 

have few black or ethnic minority non-executive members (45 out of 1531).  The authors argued 

that it is very difficult for Board members to address the needs of communities that they do not 

understand.14  urther criticism suggests that Boards are dominated by professionals and are not 

clear about their roles.  As a result, NHS Boards manage hospitals effectively, but are not 

accountable to local needs.15 

  

Great Britain has much to teach South Africa about the drafting of laws and regulations to 

establish a new system of hospital governance.  The NHS experiences can provide guidance in 

the drafting of enabling and implementation legislation.  Additionally, British educational 

materials on the health system present a good model to introduce new Board members to the 

new health system and hospital management.  While the conceptualisation of community 

involvement is strong and Britain may have achieved management efficiency through their NHS 

Boards, it is clear that they have not effectively engaged communities and particularly 

disadvantaged communities in this process. 

 

                                                           
12 Audit Commission.  Taken on Board Corporate Governance in the NHS:  Developing the Role of Non-Executive 

Directors.  London 1995. 

13 Ibid. 

14 Dilline L. “Ethnic composition of NHS Boards”  BMJ, Volume 307, 20 November 1993. 

15 Hunt P. “Accountability in the National Health Service”  The Journal of Parliamentary Affairs n..d. 
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4.4.2 Quebec 
 

In  Quebec, efforts to democratise its Hospital Boards have particular relevance for South 

Africa.  Before reform legislation was introduced, wealthy elite citizens formed the core of 

Hospital Boards.  They served as patrons for the hospital rather than representatives of the 

public's interests. Indeed, many hospitals in the province had been founded and managed by 

groups of wealthy citizens who exerted over the hospitals through their role on the Board.  The 

system was perpetuated as Board members would invite their business colleagues, friends, and 

relatives to replace outgoing members. 

 

In 1971, the Quebec Provincial Government passed legislation to restructure the provincial 

health and social service system, the major goal of which was to increase community 

participation in the health system.   Within the restructuring process, Quebec sought to replace 

the existing elite Hospital Boards with "democratic" Hospital Boards representing each of the 

hospital's major interest groups. 

 

The legislative reforms were implemented in 1973.  Hospitals in the province were ordered to 

dissolve their Boards and to select more representative structures. Under the new dispensation 

members would serve two year terms, and would be chosen as follows:  

 

 two hospital users elected at a constituent meeting; 

 two representatives from the major socio-economic groups of the community nominated by 

civics and appointed by government, and four representatives of the Hospital Corporation 

were selected at an annual general meeting; 

 one hospital professional, one physician, one non-professional staff member, and one resident 

-each selected by their colleagues; 

 one representative from a local referring clinic appointed by that clinic.16 

 

At that time, there was great apprehension among hospital management, labour unions, and elite 

Board members who tried to position themselves for the changes. Their fears were unfounded as 

hospital management played a central role in the reconstitution  of Boards effectively controlling 

the selection process.  They held most of the information about the process and attempted to use 

it to re-elect upper income members.  Although the percentage of business and financial 

representatives declined significantly (from 56% in 1972 to 17% after reforms were 

implemented), the overall socio-economic profile of the Boards was largely unchanged. 

 

New members were effectively limited by their lack of experience, their lack of confidence, and 

their lack of understanding about how they were supposed to contribute to the Board. In the 

absence of any formal training programmes, hospital administrators assumed responsibility for 

much of the "training" of new members.    

 

New Board members were instructed by management as to which issues were appropriate for 

Board consideration, the need for confidentially of Board discussions, and the impropriety of 

representing special interests on the Board.  These unstated rules effectively silenced many new 

members.  The statutory composition of the Boards made it very difficult for community 

members to achieve a majority of votes in opposition to management proposals.  Additionally, 

hospital management controlled the flow of important  information to the Board.   

                                                           
16 Eakin, J. “Survival of the Fittest? The Democratisation of Hospital Administration in Quebec.”  International 

Journal of Health Service.  Vol. 14, No. 3 1984. 
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The lack of clarity about the role of the new Boards caused strain in their relationship with 

hospital managers who felt that the Boards slowed down the decision making process because 

they were not familiar with hospital policies. In addition, hospital management felt 

uncomfortable about the presence of their employees on the Board.  As a result, hospital 

management and the old "elite" Board members moved much Board business outside of formal 

meetings.   

 

In summary, the plan to "democratise" Hospital Boards in Quebec led to the election of 

community members on Boards, but did not empower communities.17  In fact, a Commission of 

Inquiry, convened at that time, suggested many participatory mechanisms to involve 

communities but these were rejected in favour of simply allocating four out of 14 seats on the 

Board to community representatives.18 

 

In the final analysis, the Quebec government has admitted that public participation in the health 

system has not worked, as there has been a concentration of power for hospital management and 

hospital governance has actually become less democratic.19  Instead of increasing the influence 

of community members on hospital management, one researcher found that the reforms actually 

weakened the authority of Boards.  

 

There are several lessons to be learned from experiences in Quebec where community 

participation in hospitals did not take hold: 

 

 A "top-down" approach to community involvement is not effective, as the demand for 

democratisation must come from the communities themselves, and not from the political 

agenda of the government. 

 

 There must be a majority of community representatives on Hospital Board. In Quebec, people 

were not interested in participating in a minority position in the highly technical issues related 

to running a hospital.20  One researcher found that community advocates were able to develop 

much stronger power bases outside Boards that influenced policy through Parliament and the 

media.21 

 

 The absence of adequate training programmes to educate new Board members about their 

role in ensuring community accountability  created space for hospital management to steer 

Boards in the direction of their own narrow interests.  

 

                                                           
17 O’Neill, M. “Community Participation in Quebec’s Health Care System:  A Strategy to Curtail Community 

Empowerment?”  International Journal of Health Services,  Volume 22, Number 2, Pages 287-301, 1992. 

18 Ibid. 

19 Eakin, J. “Hospital Power Structure and the Democratisation of Hospital Administration in Quebec.”  Social 

Science Medicine,  Vol. 18, No. 3. 1984. 

20 O’Neill. 1992. 

21 Ibid. 
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 Community participation must be rooted in communities.  In Quebec, there were no 

mechanisms to link Board members with the broader community or other community 

initiatives. 

 

In the last several years, Quebec has again restructured community participation in the health 

system, placing  a greater emphasis on community empowerment.  They have identified four 

factors necessary to maximise community input on Boards:  

 

1. provide them with adequate information; 

2. create a strong mandate in the community to support their positions; 

3. find individuals with strong personalities to stand up to administrators; 

4. create mechanisms for Board members to easily access their constituencies.  

 

It is not yet known whether these new reforms will produce different results, but the lessons 

learned from Quebec's twenty years of experience are invaluable for South Africa. 

  

4.4.3 Cuba   

 

There are strong historic and current links between Cuba and South Africa.  The mass 

democratic movements in both countries lay at the heart of resistance politics and they form the 

foundation for new democratic societies.  Cuba has more than 30 years experience in attempting 

to integrate the mass democratic movement into formalised governance structures in all sectors, 

including health.  Additionally, the presence of 100 Cuban health professionals throughout the 

country presents a unique opportunity for South Africa to learn first hand about their 

experiences. 

  

In Cuba, there are three ways in which community involvement in health takes place: 

 

1. People Power Assemblies. Public officials are elected to People Power Assemblies at the 

provincial and national level to represent community interests. The Cuban Constitution states 

that all authority comes from the people and all accountability comes from the state to the 

people. Thus People Power assemblies at each level of government appoint the personnel of 

the administrative agencies assigned to it.  

 

2. Hospital advisory committees. According to the Constitution, the functions of each hospital 

are determined under norms set by the Ministry of Health.  Politically and administratively, 

hospitals answer to the municipal or provincial authority depending on their size.  Provinces 

are responsible for tertiary and secondary level facilities while municipalities are responsible 

for municipal hospitals and health centres. Each facility has an advisory committee comprised 

of representatives or mass organisations.  Hospital management must consult with the 

advisory committee on issues that affect or require participation from the community.   

Community residents have the power to request the removal of health workers although this 

is rarely done.   

 

3. The Family Doctor Programme. Cuba has developed a unique Family Doctor Programme 

that attaches a family doctor and a nurse to every 120-140 families.  This programme has 

engendered a sense of co-operation between  health professionals and community members.   

The family doctor and nurse are responsible for all of the health needs of the community.   In 

addition to curative services, doctors carry out health education and health promotion in their 

communities. One study found that "these programmes have been successful in educating the 

population at large in health matters, and have served as means of training individuals, civil 
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organisations  and communities as a whole in topics related to individual and collective 

health.  By elevating individuals' and communities' understanding of health matters, and 

promoting collective discussion and solution of health problems, the family doctor 

programme has also strengthened Cuban families' and communities' participatory skills."22 

 

Cuba presents a different paradigm of community involvement in health from the British and 

Canadian models, which focus on community representation on governance structures.  Cuba 

has done that, but they have also refocused the role of their health professionals from curative 

service provider at a clinic to public health officer for a community.   Family doctors are 

expected to participate actively in community life.  Whether South Africa adopts the Cuban 

Family Doctor model or not, it should definitely incorporate the concept of active participation 

in community activities by health professionals.   This approach should permeate the health 

worker reorientation process, future medical curriculum development, and district health system 

development. 

 

4.3.4 Zambia 

 

At the time of independence in Zambia, the government undertook major efforts to build health 

facilities and train doctors and nurses to provide access to free health care for all of its citizens.  

Because of limited government funds, a two-tiered health system developed with private 

hospitals for the rich and free state hospitals for everyone else.   Three levels of hospital were 

created:  district level hospitals, general hospitals at the provincial level, and referral hospitals in 

Lusaka.   

 

Declining government revenues forced a 30% decline in real terms in health spending between 

1981 and 1991.  This financial crisis resulted in the shortage of drugs and equipment and the 

exodus of staff to the private sector.  Civil service restrictions required that managers consult 

with the Ministry of Health headquarters in Lusaka for most decisions. These poor working 

conditions led to civil unrest among health workers. In response, major reforms were proposed 

for the health system. 

 

After political changes in the early 1990's, the Zambian Government put forward a wide range 

of proposals to reform their health system.  At the centre of these reforms was the re-

establishment of fees for health care services and the decentralisation of health administration.23  

The reforms proposed long-term financial autonomy, organisational restructuring, and the 

increased use of commercial management principles in the health sector. 

 

The first Hospital Management Board was created for the University Teaching Hospital in 

Lusaka in 1985.  Under the 1992 legislation reforms, this idea was expanded and the creation of 

health management boards was permitted for all hospitals and districts in Zambia.  These Boards 

would be permitted to set their own fees, determine conditions of service for staff, and take 

decisions concerning the health services for which they were responsible.  At the same time, the 

role of the national Ministry of Health in day-to-day administration of hospitals was greatly 

reduced.  A Central Board of Health assumed responsibility for broad policy formulation and 

supervision of individual Boards.  It was believed that these governance changes would increase 

the influence of communities and individuals over the administration of hospitals.   

                                                           
22 UNICEF, UNFPA, OPS, OMS, and MINSAP.  Cuba’s Family Doctor Programme  Havana, 1991. 

23 Mpuku H.  Economic and Social Consequences of Managerial Reforms of the Health Industry in Zambia.  

Presentation to Human Sciences Research Council.  November 1993. 
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In the government's reform proposal, Hospital Boards were expected to provide leadership and 

strategic vision for their institutions.  Board members were supposed exercise their authority 

without threat of political interference and their terms of office were to be secured.  The 

selection of Board members was supposed to reflect the communities served by the hospital:  

those who pay fees and those who would be impacted by changes in health services.  In addition, 

the selection process was to be transparent.  Caution was advised to prevent Boards from being 

dominated by health professionals at the expense of community interests. Along with these 

changes in governance, medical professionals and managers were supposed to be reoriented and 

retrained to cope with the decentralisation of authority. 

 

Unfortunately, because these reforms have so recently been implemented, it is difficult to 

evaluate their effectiveness and to measure the impact on community involvement in the health 

system.  The vague descriptions of the selection process and the role of Board, however, could 

make it difficult to implement these reforms.  In the end, South Africa should strike a balance 

between the very specific, detailed language used in Canada and Great Britain and the general 

principles found in Zambia.  It is clear, however, that South Africa should heed Zambia's 

warning about the politicisation of governance structures and find a way to depoliticise Hospital 

Boards so that they serve community interests and not political interests in their work.
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4.5 CASE STUDY:  DETERMINING COMMUNITY REPRESENTATIVE 

STRUCTURES 

 

 

 

A new district hospital has recently been built in Khayelitsha, a township 20 km outside of 

Cape Town.  The Cape Metropolitan Council has been attempting to work with the 

community to involve them in the planning and development of the hospital.   

 

Last year, partially in response to the proposed hospital, a Khayelitsha Health and Welfare 

Forum was established as a substructure of the Khayelitsha Development Forum.  After its 

formation, the Health and Welfare Forum called for the dissolution of all other community 

health structures, stating that all decisions about health in Khayelitsha should be 

considered by the Forum in the future.   This organisation based its authority on its status 

as an RDP structure and the policies on community involvement in the Western Cape 

Health Plan. 

 

Another community organisation, the Khayelitsha Co-ordinating Committee, was 

established in 1992 to facilitate dialogue between community health committees working 

at the grassroots level.  Individual community health committees were elected directly 

from the community and many were trained by NGOs.  They have been active in 

Khayelitsha for several years and are recognised within their communities.  They called 

into question the legitimacy of the Health and Welfare Forum as a representative of 

community interests.  At the insistence of the Health and Welfare Forum, this structure 

dissolved and people, who previously had been active in the community, became quiet.   

The Forum has indicated that they will call for the re-election of all health committees in 

Khayelitsha to ensure that they are "representative."  As a result, much of the groundwork 

already done will be duplicated in the quest for "representation." 

 

In trying to be inclusive, the CMC has invited both groups to participate in the hospital 

development process, but the Co-ordinating Committee has not responded to their 

invitations.  As a result, the CMC has been dealing primarily with the Khayelitsha Health 

and Welfare Forum.  Currently, the CMC is in the process of allocating jobs at the hospital 

to community members.  The Health and Welfare Forum is assisting the CMC in the 

process.  When the hospital is opened, presumably the Forum will assist in the selection of 

Board members.  If in six months time, another structure successfully challenges the 

Health and Welfare Forum, many of their decisions could be reviewed and reversed.   

 

This case study illustrates the power struggles that take place within communities.  In an 

area where unemployment is greater than 50 percent, control over job selection gives a 

structure tremendous influence.  Similarly, Hospital Boards will be viewed as powerful 

institutions.  Consequently, there will inevitably be battles to "represent the community." 
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CHAPTER 5: TRAINING AND CAPACITY BUILDING 
 

 

As witnessed from experiences in Quebec, electing representatives to sit on a governance 

structure is not sufficient unless they have been given adequate training to contribute to the 

process.  Appropriate training and capacity building are essential to make sure that communities 

can make a meaningful contribution.  Without a serious commitment to training, these proposals 

will be reduced to tokenism and co-option.  It is important to state from the outset that training 

of communities to participate in governance structures is an expensive, time consuming, and 

difficult process.  

 

 

5.1 COMMUNITY PERSPECTIVE ON TRAINING 

 

After considering the functions identified for a Hospital Board, people clearly expressed the 

need for some specific skills training to fulfil these tasks adequately.   Some potential training 

topics suggested by community members are listed below.  Subjects have been divided by type 

of training. 

 

5.1.1 Life Skills/Orientation 

 

 PHC orientation/district health system; 

 roles, functions, and expectations of Hospital Boards; 

 communication skills and assertiveness training, including reading and writing skills; 

 problem solving skills; 

 conflict management and mediation skills. 

 

5.1.2 Basic Management Skills 

 

 planning skills; 

 management skills; 

 advocacy skills. 

 

5.1.3 Advanced Skill Development 

 

 financial and budgeting skills; 

 research skills; 

 human resource development and performance appraisal skills. 

 

The training requested by community members represents a combination of basic life skills and 

development and management skills.   If the training modules coincide with the training needs 

for community health committees and district health councils, then training programmes for 

Hospital Board members could be integrated with other training programmes at the district level.  

Hospital Board members may need several advanced modules specific to hospital management, 

but the majority of their training should be similar to the other structures at the district level.  

This will help to integrate the governance structures and create some economy of scale.  

Providing life skills training will build capacity so that people can participate in many different 

forums beyond health issues.   
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At all forums, participants felt strongly that the government, either at the district, provincial, or 

national level, should be responsible for co-ordinating, supporting, and funding training of 

Board members.  They argued that training represents an investment in people, documented in 

the RDP.  Logistically, participants expressed support for a series of  short courses rather than an 

extended training programme.  Ideally, each training module should  last  from one day to 

several weeks with follow-up support provided.    

 

Some community members suggested that NGOs and CBOs should be involved in the training 

process.  They felt comfortable working with these organisations and trusted them.  Other 

people suggested the development of short courses through a School of Public Health.  Training 

institutions should be chosen based on their ability to deliver, their understanding of training 

methodologies and the PHC approach, and their acceptability to the community. 

 

Whoever provides the training, people felt strongly that they want it to take place within their 

community.  Participants did not want to "go on a course" to learn these skills.  People felt that 

training should be provided for all Board members, not just for community representatives.  This 

will build a team spirit among Board members and prevent the marginalisation of community 

members. 

 

 

5.2 FRAMEWORK FOR TRAINING 

 

The actual process of training community members is essential to the success of this effort.  

Training should be mandatory for every Board.  There are no short cuts for this process.  While 

there should be national and provincial training frameworks,  each community and hospital has 

unique dynamics, needs, skills, and histories which need to be identified and incorporated into 

the training modules.   Bypassing elements of the training process for the sake of expediency 

will only serve to undermine community empowerment and interest.  NPPHCN proposes the 

following framework for training.24  More details about each phase are provided in the 

implementation strategy in Chapter 6. 

 

5.2.1  Build a Partnership with the Community. 

 

For many years, NPPHCN has worked in under-resourced communities.  One of the valuable 

lessons of this experience is the importance of building a relationship and partnership with the 

community.  Building a partnership is not easy and takes time, but NPPHCN has identified it as 

a crucial step prior to implementation of a training programme.  The community's need to take 

responsibility for its health must be respected during the process.  The creation of a partnership 

with the community lays the foundation for follow-up support after training has been completed.   

 

The two public education campaigns and the community audit proposed in Chapter 6 should 

provide opportunities to develop partnerships with communities.  These partnerships will be 

strengthened after the elections of Hospital Boards. 

 

 

  5.2.2 Start a Dialogue with the Community. 
 

                                                           
24 Framework has been adapted from Matiwana, M.  “Dyanamics and Process in the Training of Health 

Committees.”  presented at Adult Education and Training and its Role in National Reconstruction and Dvelop 

Conference.  Cape Town 7-10, November 1995. 
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This is a consultative process during which the need to train is discussed.  It may take a long 

time to establish a Board's training needs, depending on availability and how much groundwork 

has been done previously.  Dialogue between people seeking training and people who possess 

the capacity to train is essential to ensure that training matches a  Board's needs.   

 

  5.2.3 Set a Framework for the Training Programme. 

 

Depending on the background of the people to be trained, the programme could be divided into 

specific and general modules.  The emphasis of the training should always be to build the 

capacity of the Board in the broadest sense possible.  At this point, the relationship between a 

Hospital Board and other community structures is clarified. The logistics of the training 

programme, venue, time and length of training are also agreed upon.   

 

This process should occur between Hospital Boards and the trainer soon after the election.  

Training should take place as a team in order for the group to provide an opportunity for 

interlearning.  Again, information gathering from the community audit will inform this process. 

 

  5.2.4 Implement the Training  Programme. 

 

It is a challenge to the trainer to design the training programme in such a way that all members 

of the Board can participate in training activities.  The trainer must also be innovative to hold 

their attention.  This necessitates that training is done in the language of the participants.   

 

  5.2.5 Provide the Necessary Support. 

 

Beyond training, additional support mechanisms will be necessary to help Board members carry 

out their duties.  The prime objective of this capacity building support should be to strengthen 

community involvement.  Support can be rendered through structured follow-up training or 

through an organisation or institution that will serve a reference role for Hospital Board 

members.  It is important that accountability of Board members remains with their constituency 

and not with the reference organisation. 

 

 

5.3 PRACTICAL CONSIDERATIONS 

 

Office skills training should be provided.  This will empower Board members and reduce their 

dependence on public sector administrative staff.  Available resources such as computers, 

printers, stationary, and, where possible, office space should be made available to Board 

members to fulfil their duties.  In addition to capacity building support, secretarial assistance 

will be required and will need to be provided. 

 

Transport should either be provided for Board related activities or compensated at a fair rate.  

Attending frequent meetings and conducting Board business represent major sacrifices of time 

and money.  A uniform reimbursement policy needs to be established at the provincial level to 

ensure that the system is not abused.  Because these policies may impact other sectors, they 

should be discussed and ratified at the Cabinet level. 

  

Meeting the basic administrative and transport requirements of Board members will ensure that 

people are chosen on the basis of merit and not because of their financial situation or access to 

transport. 
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5.4 SPECIFIC RECOMMENDATIONS FOR TRAINING HOSPITAL BOARDS 

 

Providing formal in-depth training in all of the subject areas indicated above would be a 

formidable task, and consideration must be given to the fact that Hospital Board members will 

have other full-time jobs.  The principles of participatory training, including learner centredness, 

flexibility, experiential and problem-based learning should form the basis of all training.  The 

learning process should be as important as the training outcomes.  Outcomes will be developed 

with the development of the curriculum. 

 

Since time availability of participants is a certainly likely to limit the amount of theoretical 

content that can be covered in separate training sessions.   Weekend or one week short courses 

are likely to be the longest periods of time available for training.  These short courses should 

present a mixture of repetition and new material to allow for the periodic inclusion of new Board 

members. 

 

The training curriculum should be staged to coincide with the devolution of power to Hospital 

Boards.  All Boards should begin with orientation and life skills development modules when 

they have basic governance powers.  As Boards acquire intermediate governance powers, 

members should receive additional training in management, planning and advocacy skills.  

Finally, as the Boards move to full governance powers, advanced financial and research skills 

will be introduced.  This example illustrates potential curriculum topics. Actual curriculum will 

need to reflect the specific functions delegated to Board members. 

 

In order to maximise the inherent capacity of Board members, it is important that the training 

method builds on their prior knowledge and experiences.  Intensive workshops run by 

facilitators with experience in adult education methods are likely to offer the best method of 

training.  Tasks should be set for Board members to work on between workshops.  Convened 

several times per year, these workshops would expand the skills of all Board members and foster 

a team spirit.  The district management training programme in KwaZulu/Natal convened by The 

Centre for Health and Social Studies (CHESS) and funded by the Health Systems Trust 

represents a model of this training methodology25. 

 

The training of Board members should be seen as a continuous process of investigation and 

exploration followed by action.  Members would then reflect upon their experience and then 

learn again after reflection. 

 

It must be accepted that the development of a broad range of skills in all participants can only be 

achieved after many years of continuous training.  In the interim, patience, tolerance, and a 

willingness to share their expertise will be required of professional and highly skilled Board 

members to engender community involvement.  Where possible, Board members should be 

encouraged to improve their own formal education in areas that are relevant to hospital 

management. 

 

Recognition of this training under the new National Qualifications Framework is important. The 

Department of Health should explore ways of gaining appropriate recognition. 
 

                                                           
25 See Centre for Health and Social Studies The District Team: Problem Solving Programmes in KwaZulu/Natal. 

Hosptial Systems Trust. 1995 
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CHAPTER 6:  IMPLEMENTATION FRAMEWORK 
 

 

"It has become clear that community involvement for health cannot emerge and develop without 

the deliberate support of appropriate mechanisms at different levels.  The evidence to date 

suggests that in those countries where community involvement in health has begun to develop, it 

has done so with the assistance of a range of support mechanisms.  In the first instance, 

however, it is important to establish the preconditions for community involvement, that is the 

factors that can favourably affect the necessary mechanisms.26 

 

 

6.1 PRECONDITIONS TO COMMUNITY INVOLVEMENT 

 

6.1.1 Reorientation of All Professional Health Care Workers 
 

Appropriate curricula should be developed to train staff about the PHC approach and community 

involvement should be developed.  Then, all existing health staff at all levels must be retrained.  

This process is not unique to hospital decentralisation, but it is an important precondition to 

effective community involvement and should occur within the next year. 

 

6.1.2 Political and Financial Support 
 

To demonstrate their political commitment to this process, Departments of Health at the 

national, provincial, and district levels must create "community involvement in health" budgets 

that will include at least:  transport costs, administrative support, training, and capacity building. 

 

6.1.3 Creating Representative Community Structures 

 

Communities need to establish sufficient democratic structures to sustain their involvement over 

time.  This will require a critical mass of people with energy and commitment to the process of 

establishing these structures.   

 

The national community audit should document the current situation in communities.   Based on 

this research, the Provincial Administration should develop several democratic models for 

communities to adopt and implement depending on their particular circumstances.  This 

approach will be based on empirical evidence and attempt to balance between uniformity and 

flexibility.  A uniform, top-down approach will not work. 

 

 

6.2 POTENTIAL OBSTACLES  
 

As evidenced from the international literature, it is very difficult to translate theories from paper 

into practice.  It is critical to anticipate some potential obstacles in the implementation of this 

new system and recommend potential solutions.    

 

 

6.2.1 Educating the Community Around Health Issues 

 

                                                           
26 World Health Organisation.  The Challenge of Implementation:  District Health Systems for Primary Care.  

Geneva, 1988. 
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The majority of people in South Africa have little understanding of basic health policy issues.  

Participants in the Eastern Cape forums were asked about their knowledge of the district health 

system.  Most community representatives had never heard of the district health system 

development process and had never seen the discussion document.  In many communities, the 

delivery of health care services is not a priority issue.  People are more concerned with food, 

employment, housing, and clothing.  Health professionals and policy makers then artificially try 

to place health services on the community's agenda.  Without basic knowledge of health issues, 

many community members simply are not interested in participating.   

 

Thus, a massive orientation on the Primary Health Care approach and the Department of 

Health's policies is essential.  Additionally, wide community involvement will only develop 

through an intersectoral approach that addresses the full range of community needs.  It is 

artificial to discuss the relationship of community members and hospitals independently.   

Attempts to develop community involvement must occur within the broader discussion of 

district development and the RDP. 

 

6.2.2 Relationship Between Health Professionals and Communities 
 

It is a common myth that government, health professionals, and communities share the same 

perspective.  In Quebec, community representatives on Hospital Boards were treated with 

disrespect by both doctors and hospital managers.  Their knowledge was believed to be 

unscientific.  According to one hospital administrator in South Africa, "We have often used that 

horrible word 'ignorance' to describe our underprivileged communities, but as far as this is 

concerned the greatest ignorance is culpable ignorance associated with many of our medical and 

administrative folk in hospital administration.27 

 

A re-orientation of health workers and community members must take place.  Both sides 

recognise that their attitudes represent major obstacles to successful community involvement.  It 

is important to realise that past methodologies for re-orienting health workers have not been 

very effective.  Health workers have been trained to repeat the "right words," but their basic 

attitudes remain unchanged.  This needs to be addressed in the curriculum development process. 

 

6.2.3 Marginalisation of Community Members Within Governance Structures 
 

In Quebec and Cuba, researchers found that despite the presence of community members within 

a structure, they were often marginalised by health professionals and managers.  They did not 

have the technical expertise to understand the discussions and remained on the sidelines.  Much 

official business was conducted outside of Board meetings to reduce the influence of 

communities.  These experiences demonstrate that simply voting someone onto a structure does 

not guarantee influence. 

 

Extensive training and capacity building, as proposed in Chapter 5, will be necessary to prepare 

community representatives.  In addition, hospital management and professionals must present 

information in a format that is understandable for all community members.  Technical jargon 

and literacy should not be used to marginalise community members.  To minimise this 

phenomenon, it is critical that the Chair of the Board is a community member.  Otherwise, 

hospital management and the Chair could broker deals outside of meetings and effectively 

bypass the Board. 

                                                           
27 Gilpin, T.  “Community Participation in Health Care”,  presentation on 16 May 1991. 
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6.2.4 Conflicting / Weak Community Development Structures 
 

It is important to acknowledge that community involvement is political by nature.  It involves 

the election of individuals to represent a constituency.  As such, it is attempting to change the 

power structure within a community.  Shifting power relationships in a community will cause 

conflict.   Some communities have addressed this issue and put representative structures in 

place.   Other communities are in the midst of power struggles between different factions 

claiming to represent community interests.  Some areas have not begun to address these issues.  

The Khayelitsha case study presents a powerful example of the interrelationship between health, 

community involvement, and politics. 

 

During the next year, a concerted effort should be made to identify representative community 

structures during the community audit.  Government cannot establish these structures, but it 

should certainly encourage and facilitate this process.   Without a representative structure in 

place, community involvement will not take hold. Each Hospital Board must be reviewed based 

on its merit and credibility by the community.  While in practice, most existing Boards will be 

dissolved and re-elected, it is important to assess the previous Board's work in an effort to learn 

from their experiences. 

 

6.2.5 Exclusion of the Poor from the Selection Process  
 

Within South Africa, there are examples of communities choosing nurses, teachers and other 

professionals that do not stay in the area as their "community representatives."  Meanwhile, 

other people are elected to structures simply because they have transport or a  telephone.  

Finally, professionals with the most education and skills are usually chosen over less educated 

persons.  The combination of these factors leaves the poorest and most marginalised community 

members without representation.  

 

To address these issues, explicit criteria need to be established for the selection of Board 

members.  NPPHCN suggests that they should be based on a person's commitment and 

activeness in the community.   Transport and financial issues should be removed from the 

selection process if sufficient resources are made available by government.  Within the Board, 

every effort must be made to accommodate people at their current educational level and 

understanding.   
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Table 6.1:  Some Obstacles to Implementation 

 

Potential Obstacles Possible Solutions 

Community members are largely uniformed 

and not interested in health issues. 

Massive public awareness campaign 

Intersectoral approach to community 

involvement 

Health professionals and communities have 

had a poor relationship. 

Re-orientation and re-education programme 

for both communities and health workers 

 

Communities are often marginalised within 

governance structures. 

Implementation of training programme 

Information should be clear and 

understandable for community members 

Chair of Hospital Board should be from 

community 

In many communities, conflicting or weak 

development structures exist. 

Establishment of representative structures in 

each community as a priority 

 

Poor people are often excluded from 

election to structures. 

Criteria for selection of members 

Sufficient resources and support to level the 

playing field 

 

 

6.3 AN IMPLEMENTATION STRATEGY 

 

Previous international experiences with community participation in health programmes suggest 

that a different type of action plan from the traditional delivery of health services is needed.28  

The major elements of an implementation plan are sketched out below.  Considerable energy 

needs to be invested to fully develop each of these proposals into an action plan. 

 

6.3.1 Final Policy Decisions on Hospital Boards 

 

District boundary and governance issues need to be resolved to place these discussions in 

context.  Provinces must determine district health boundaries and their relationship to local 

authorities.  They must also decide among the three governance options presented in the district 

health system development report. 

 

The relationship between district Hospital Boards and other elected structures at the district level 

needs to be clarified.  Two generic models have been proposed by the Hospital Strategy Project 

and a third model is presented in this report.  Each province needs to resolve which model they 

will implement in the short-term because this decision has important implications for the 

selection and training of Boards.   

 

Establishing representative Boards will require a financial investment from the province. 

Provinces need to decide how and if they will finance community involvement in health 

initiatives.  These decisions should be finalised in the next two months. 

 

 

 

                                                           
28 Rifkin, S.  “Lessons from community participation in Health programmes.” n.d. 
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6.3.2 Provincial Frameworks for Community Involvement 
 

Provincial action plans for community involvement in health need to be developed in the short-

term.  The action plans will map out the process listed below and integrate other efforts to 

involve communities in the health sector at the district, regional, and provincial level.   

 

Provincial community involvement policy frameworks should be developed.  Ideally a national 

framework would be developed on community involvement to guide the process, but this could 

seriously delay the implementation process at the provincial level.  

 

The policy framework should clearly define the role of community members within governance 

structures in the health system.  The section on Hospital Boards should clearly define their 

composition, selection process, functions, accountability, and authority to prevent confusion.  

Within the policy formulation process,  other sectors should be consulted so that all frameworks 

for community involvement are integrated.  

 

Once policy decisions are finalised, enabling legislation will need to be drafted at the provincial 

level.  The National Department should provide technical assistance in the drafting process when 

necessary.  The Free State province has drafted legislation that should be circulated to other 

provinces for information. 

 

6.3.3 Preparing Communities for Involvement 
 

A massive orientation programme about health policies is needed.  People on the ground are not 

informed about the changes taking place in the health system.  A education campaign should be 

mounted about district health system development and the new primary health care plan.  This is 

a basic prerequisite to involve communities in any of the reforms proposed nationally.   

 

A national sponsored audit of the representative structures, skills and information channels that 

already exist within communities should be completed in the short-term.  This is a challenging, 

but vital project for community involvement.  

 

NPPHCN recommends a three pronged approach to the audit to addressed issues raised in this 

paper.  The audit should research the civil society power structures within communities.  (eg. 

Who represents whose interests? Who are the power brokers?) In addition, the audit should 

determine the level of skills among community members to feed into the training process.  (Are 

community members literate? What skills do they possess?)  Finally, the audit should examine 

information channels in communities.  (How is information disseminated?  Who controls access 

to information?  Where do blockages exist?) 

 

After the initial orientation campaign has been complete, communities should be briefed on the 

decentralisation of health management and the role of community involvement.  A set of 

briefing charts on district development, the hospital decentralisation, and community 

involvement should be developed to support this effort. 

 

Based on our experience, NPPHCN proposes the cascade model of information dissemination 

for both campaigns.  A single workshop is held at the national level with representatives 

attending from each province.  These representative then facilitate workshops at the provincial 

level for district representatives, who facilitate workshops at the district level for community 

leaders, who distribute it to community members. 
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6.3.4 Training and Capacity Building Programmes 
 

The role and functions of Hospital Boards need to be clarified in the short-term to develop 

specific training modules.   Many of the basic skills modules already are being developed as part 

of the health district development process.   

 

Specific elements of the curricula for community involvement in hospitals also need to be 

developed.  These specialised modules should be developed in collaboration by adult education 

specialists, health educators, hospital management, community representatives, and provincial 

personnel.  A similar process is occurring for Community Health Committee training in the 

Western Cape. 

 

Once new Boards have been elected, the trainer should work with Board members to identify 

their specific training needs.  Based on these discussions, training objectives, modules, and time 

frames should be agreed on. 

 

Long-term training and capacity building (as proposed in Chapter 5) should then begin. 

 

6.3.5 Evaluation and Monitoring 

 

From the outset, mechanisms need to be put in place to evaluate the success of these efforts. 

Because community involvement is a dynamic process, alternative process indicators are 

necessary to evaluate it.  Ideally, the curriculum development group should develop evaluation 

and monitoring measures. 

 

NPPHCN proposes the following framework developed by Bichmann, Rifkin, and Shrestha to 

evaluate the effectiveness of  community involvement efforts.29  They have identified five 

potential evaluation indicators:  needs assessment, leadership, organisation, resource 

mobilisation, and management.  For each indicator, a series of supplementary questions can be 

created to determine the breadth and depth of community involvement.  Based on this 

information a composite score can be assigned for community involvement.  Obviously, much 

research and refinement would be needed to adapt this framework to hospitals in South Africa, 

but it represents an interesting conceptual model to stimulate debate.  

 

The evaluation mechanisms should be tested and refined over time. 

 

 

6.3.6 Establishing Hospital Boards 

 

After the policy and legislative frameworks have been completed, the orientation and education 

campaigns completed, and training curriculum developed, new Hospital Boards should be 

elected.  Actual training of the Boards should begin soon after election based on the needs of 

Board members using the framework outlined in Chapter 6.  Long-term support and evaluation 

mechanisms should be put into place as soon as training begins. 

 

A final word of caution:  developing communities for involvement is a challenging process that 

will require some patience from policy makers.   Implementation strategies must be 

comprehensive and integrated.  Simply pushing forward to elect new Hospital Boards before 

                                                           
29 Bichmann, W. Rifkin, S. Shrestha, M.  “Towards the measurement of community participation.”  World Health 

Forum.  1989. 
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adequate preparations have taken place will not accomplish their objectives and will undermine 

the development of strong community representation in health in South Africa. 



Final Report 

 

Table 6.2:  Summary of Implementation Activities 

 

Issue Activities Person(s) Responsible Optimal Time Frame 

Policy decisions 

 

1 Relationship between Boards and DHC 

2 Community involvement in health 

(CIH) budget 

1,2 Provincial Administration 

and MEC 

 

2 months (By August 1996) 

Community involvement 

framework 

1 CIH action plan 

2 Policy framework 

3 Enabling legislation 

1,2 Provincial Administration 

3 Provincial Administration and 

provincial legislature 

 

1. 3 months  (August-October 1996) 

2. 3 months (October-December 1996) 

3. 6 months (December-June 1997) 

Preparing communities 

 

1 Public health education campaign 

2 Audit of structures, skills, and needs 

3 Public education on decentralisation 

process and opportunities for community 

involvement 

1, 2, 3 National and provincial 

funding and co-ordination. 

1, 2, 3 Implementation by 

provincial administrations, 

NGOs and CBOs 

1. 4 months (July 1996-November 1996) 

2. 8-12 months  (July 1996-July 1997) 

3. 4 months (January -April 1997) 

Training curriculum 

development 

1 Finalise policy decisions 

2 Develop curriculum modules  

3 Dialogue with individual Boards 

4 Commence training programme 

1 Provincial Administration 

2 Committee comprised of 

community members, ABETs, 

NGOs, Academics, and 

Provincial Administration 

3,4 Trainers and Boards 

1. 3 months (August-October 1996) 

2. 6 months (October 1996- March 1997) 

3. 2 months (April-May 1997) 

4. Ongoing (June 1997) 

Evaluation and monitoring 

mechanisms 

1 Develop evaluation criteria 

2 Test and refine 

1,2 Curriculum committee 

 

1. 3 months (October-December  1996) 

2. 3 months (January-March 1997) 

Implement new Boards 

 

1. Elect new Boards 1 Communities, MEC, hospitals, 

and others 

1. June 1997 
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APPENDIX ONE:  RESEARCH METHODOLOGY 

 

 

A.1 LITERATURE REVIEW 
 

During December 1995, NPPHCN reviewed key articles from the international literature on 

community involvement in health generally, and hospitals specifically.  This brief literature 

review provided insight into the benefits of involving communities in the health system and 

highlighted some obstacles to meaningful involvement experienced in other countries.   It 

provided the foundation for the consultation process and helped to frame many discussion 

questions. 

 

The initial literature review, however, did not contain specific information about international 

experiences with hospital governance and accountability structures (ie, Hospital Boards).  An 

additional literature review was subsequently undertaken which focused on relevant 

international models of community involvement in the governance and accountability of 

hospitals. Additional articles on community involvement in health and hospitals were analysed. 

The review focused on the experience of four countries:  Great Britain, Quebec (Canada),  Cuba, 

and Zambia.   All relevant articles are available from NPPHCN. 

 

 

A.2 COMMUNITY FORUMS 
 

To inform community members about the restructuring of hospitals and to provide them with an 

opportunity to participate in the policy formulation process, NPPHCN convened a series of 

community forums between 10 February 1996 and 19 March 1996 in all nine provinces.  Each 

of the eleven forums brought together between 30 and 60 community members to discuss issues 

related to community involvement in hospital management.  Table A.1 provides details on the 

dates, venues, and attendance of the forums. 
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Table A.1:  Summary of Community Forums 

 

Province 

(City)  

Date Number of Participants 

Free State  

(Bloemfontein) 

10 February 1996 48 

Northwest  

(Mmbatho) 

17 February 1996 55 

KwaZuLU/Natal  

(Durban) 

17 February 1996 45 

Western Cape  

(Cape Town) 

17 February 1996  48 

Eastern Cape  

(Port Elizabeth) 

17 February 1996 60 

Eastern Cape  

(Bisho) 

18 February 1996 52 

Eastern Cape  

(Umtata) 

19 February 1996 55 

Gauteng  

(Johannesburg) 

24 February 1996  39 

Mpumalanga  

(Nelspruit) 

24 February 1996 38 

Northern Cape 

(Kimberley) 

16 March 1996 29 

Northern Province 

(Pietersburg) 

19 March 1996 30 

Total Participants  499 

 

Forums were designed to solicit the views of a broad range of community stakeholders. 

NPPHCN invited a mixture of community participants including representatives from: NGOs 

and CBOs, community health committees, development forums, health professionals, health 

management, and government.  Some individual community members not aligned with any 

structures were also invited although the majority of participants represented community 

structures. 

 

NPPHCN believed that it was critical for community members to be given the opportunity to 

express their own views without intimidation from health professionals.  Efforts were made to 

limit the number of health professionals at each workshop.  Labour union representatives also 

were purposely excluded from these discussions. Naledi, a consortium partner, is independently 

examining personnel and labour issues within hospital decentralisation.   

 

In preparation for these forums, NPPHCN drafted a detailed input on the district health system 

with particular emphasis on community involvement in health.   In our view, it would not have 

been meaningful to discuss community involvement in hospitals without first ensuring a basic 

understanding of the Department of Health's overall transformation plans.  This view was 

confirmed by the lack of familiarity of most participants with  national health policy documents. 

 

To systematically elicit the views of participants, NPPHCN developed a series of probing 

questions.  The focus of each forum was to develop a national framework with specific policy 

recommendations; therefore participants were encouraged to move beyond simple identification 
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of problems and restatement of RDP rhetoric. Participants were challenged to present specific, 

concrete proposals for change.   

 

Each forum consisted of between five and six hours of input and discussion, with the majority of 

time spent in group discussions.  The workshops provided the opportunity to discuss issues in 

plenary and in small group sessions to ensure greater participation.  In addition, all workshops 

were conducted both in English and in the majority language of the province to accommodate all 

participants.   

   

There were two primary objectives for the community forums: 

 

to gain a better understanding of how communities want to involve themselves in the 

management and administration of hospitals; 

 to get feedback from community members on specific issues raised in the Hospital 

Strategy Project's draft proposal on governance and accountability. 

 

To complement the group discussions, NPPHCN also designed a brief written questionnaire for 

all forum participants to complete.  The questions were very similar to those asked in the group 

discussions.  The questionnaire was written in English and translated orally for forum 

participants. 

 

The questionnaire was intended to gauge the depth of opinions expressed by a few vocal forum 

participants.  Often several participants dominate group discussions thereby giving their own 

opinion extra influence on the research.  Analysis of the questionnaires allowed NPPHCN to 

find out whether most of the participants agreed with the views expressed by the vocal minority.  

Secondly, the questionnaire afforded NPPHCN the opportunity to quantify public perceptions 

about some critical issues raised in the group discussions.   

 

365 written questionnaires were completed and analysed.  This analysis has been used to support 

recommendations made throughout this document.  Although, the respondents do not represent 

the views of all South Africans, they can serve as a barometer to gauge the intensity of a 

particular constituency's attitudes about community involvement in hospitals.  

 

 

A.3 CASE STUDIES 

  

NPPHCN conducted two case studies to gain in depth knowledge on two important aspects of 

community involvement.  The first case study examined the potential for an alternate structure 

to inform communities about hospital policy decisions.   

 

Red Cross Memorial Children's Hospital in Cape Town is attempting to dramatically reduce the 

number of non-tertiary care patients seen by its outpatient clinic.  This plan reflects national 

pressures to shift money and resources from tertiary level to primary level care.  A task force 

within the hospital drafted a proposal that would turn many patients away from the outpatient 

clinic and redirect them to neighbouring district hospitals, health centres, and clinics.  Recently 

the hospital presented its proposal to the Cape Metropolitan Health Forum, a voluntary structure 

representing all the health stakeholders in the area, for debate.  NPPHCN has interviewed key 

stakeholders within the Cape Metropolitan Health Forum and the hospital to gain a better 

understanding of the benefits and limitations of this consultation process. 
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The second case study identified some critical issues that may arise as the theory of community 

involvement is put into practice.  To learn from the experiences of a community trying to 

involve community members in the development of a new hospital,  NPPHCN interviewed 

several community leaders in Khayelitsha.   

 

A new district hospital has recently been built and the community has been actively involved in 

the planning process of that institution.  The Khayelitsha Health and Welfare Forum is 

attempting to implement the proposals on community involvement contained in the Western 

Cape Provincial Health Plan.  There has been some conflict among health structures in 

Khayelitsha about who represents the views of community members.  To better understand the 

issues, NPPHCN reviewed the relevant sections of the Western Cape Provincial Health plan and 

interviewed members of the Khayelitsha Health Co-ordinating Committee, the Khayelitsha 

Health and Welfare Forum, and the Cape Metropolitan Council. 
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