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Appendix 1:Flow chart diagram on establishment  health governance structures (DHC, Hospital Boards, clinic and community health centre committees)
LIST OF ACRONYMS

ABET


: Adult Basic Education
AIDS


: Acquired Immuno Deficiency Syndrome

ANC


: Ante Natal Clinic
ART


: Anti Retroviral Treatment
AFP


: Acute Flaccid Paralysis
CTOP


: Choice on Termination of Pregnancy

DOTS


: Direct Observed Treatment System
DHAC


: District Health Advisory Committee
DHC


: District Health Council

DHF


: District Health Forum

DPCH


: District Portfolio Councilor for Health
DM


: District Manager
EDL


: Essential Drug List
HCT


: HIV Counseling and Testing

HIV 


: Human Immuno Virus
MEC


: Member of the Executive Council
PHC


: Primary Health Care
PFMA


: Public Finance Management Act
PMTCT

: Prevention of Mother To Child Transmission
SDHF


: Sub-District Health Forum
SDM


: Sub-District Manager
STI


: Sexually Transmitted Infection
TB


: Tuberculosis
DEFINITION OF TERMS
Accountability: Obligations of all tiers of the publicly funded health system to account to the public for their actions and performance, and for those bodies that fall under their governance.
Clinic Committee: A committee formed by members from the community surrounding the clinic (catchment area) who act as a link between the community and the clinic staff and who look after the health needs of the community.
Committee:  A properly constituted representatives of communities to clinic and community health centre committees.
Community Health Centre: A facility which is open 24 hours a day, 7 days a week, at which a broad range of PHC services are provided. It also offers accident /emergency and midwifery services with a doctor on site.
District Health Council:

Fixed clinic: An appropriately permanently equipped facility at which a range of Primary Health Care services are provided. It is open at list 8 hours a day in 5 days a week.

Health Facility: Refers to a clinic, community health centre and hospital rendering health services.

Health Post: A health post is a room in a house or other structure in a community from which a range of elementary PHC services are provided.

Health Indicator: Health indicators are normally numbers or values that can be measured and reflect change over time. 
Hospital Board:
Governance: The way in which control is exercised over health facilities and services, and the powers vested in the governing body, in this case, health authorities at district, provincial and national level, to exercise such control.
Mobile Clinic: A mobile clinic is a temporary service from which a range of PHC services are provided and where a mobile unit/bus/car provides the resources for the service.

Satellite Clinic: A facility that is a fixed building where one or more rooms are permanently equipped and from which a range of PHC services are provided. It is open for up to 8 hours per day and less than 4 days per week. 
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1. INTRODUCTION
The users of health facilities should be an integral part of health services, and not merely be seen as the passive recipients of services. They need to be organised into a structure which will relate to the health system. A structure of governance is therefore required that will at all times be accountable to the communities served, but at the same time ensure that the efficient delivery of services occurs with the increasing demands on the system.
2. BACKGROUND

The National Health ACT 61 OF 2003 in line with section 27 (2) of the Constitution of the Republic of South Africa was passed. This section directs that the state must take reasonable legislative or other measures to achieve 
realisation of the right of every South African to have access to free health care. The act deals with a variety of issues that seeks to ensure that our people indeed have affordable, accessible and community based health services. The 
act emphasises the three main principles; our partnership with the people of South Africa; our people to take responsibility of their health; benefit the 
previously isolates and disadvantaged people; and protect those who cannot 
protect themselves. The act serves as an instrument to overcome the legacy of poverty, disease and underdevelopment.
The Primary Health Care (PHC) approach emphasises the need for intersectoral collaboration and co-ordination and recognises that the provision of health services alone does not create healthy communities and that the social determinants of health must be addressed at all times. There needs to be meaningful participation of the community and all other stakeholders and role-players concerned with the health of the people in the district. 
This is a fundamental principle of the PHC approach that there must be maximal possible community participation in the planning, provision, control and monitoring of health services. Community development and empowerment is essential to the promotion and maintenance of the health of communities, and vibrant community-based organisations must be accommodated within the health structures if true community participation and involvement is to be realised.
It is against this background that a policy is developed to ensure that the community is regularly consulted and their views are integrated to the functioning of health facilities, ensure representation within structures that need to be in line with the demographics of the particular area, ensure that committees report regularly not only about the minutes of the meetings but also about the state of the facility in terms of the departmental objectives, structures established need to have a fair representation of women, people with disabilities, youth and minorities where they exist; and a programme to be developed to be able to build capacity and monitor its implementation.
2.1 Objectives of governance structures
· To assist the institutional management in meeting the greater burden of responsibility as a result of delegation of powers;
· To ensure that the institutional management meets its obligations in terms of its performance agreements; and
· To ensure that institutional management is responsive to community needs.
3. PURPOSE OF THE POLICY
To provide a framework for the establishment and functioning of hospital boards, community health centre/clinic committees and District Health Councils in South Africa.
4. OBJECTIVES OF THE POLICY
General Objectives

a) Involve communities in the various aspects of planning and provision of the health service within their local and or catchment areas;
b) Establish mechanisms to improve public accountability and promote dialogue and feedback between the public and health providers, i.e. public hospitals, clinics and community health centers; and
c)
Encourage communities to take greater responsibility for their own health, through participation in health promotion and healthy lifestyles.

Specific objectives:-

a)    
To sensitise stakeholders about the legal framework that governance structures 
i.e. clinic 
and community health centre committees, hospital boards and District Health Councils;
b)     

To provide mechanisms for the establishment of governance structures;
c)  To provide and indicate roles, powers, functions and responsibilities of governance structures;
d) To provide mechanisms sharing of information on health matters;
f)
To empower governance structures in order to play a meaningful oversight and advocacy role;
h)      To empower District Health Councils to ensure that hospital boards, clinic and community health centers committees account for their activities through submissions of periodic reports and presentation of their oversight work regarding their functionality; and 

j)
To provide roles and functions of District Managers and Sub District managers in relation to governance structures.
5. GOVERNANCE STRUCTURES AS ORGANS OF POWER
The establishment of Organs of Peoples’ power was in 1983 as an affirmation that the oppressed people of South Africa are not just waiting for liberation but are active participants in the unfolding national democratic struggle.
This meant that an organ of state such as the Department of Health must create an environment conducive to communities to participate in the provision of health services at all levels.
The National Health System will actively promote community participation in the planning, provision, control and monitoring of health services. Fundamental to this approach is accountability to local communities and decentralisation of decision-making. The essence of this policy is to empower communities to take part in the provision of health services where they live.
6. PRINCIPLES UNDERPINNING ACCOUNTABILITY AND COMMUNITY INVOLVEMENT

6.1 All South Africans should be equipped with the information and the means for identifying behavioural change conducive for improvement in their health;
6.2 people should be afforded the opportunity of participating actively in various aspects of planning and provision of health services; and
6.3 The Department of Health should provide the public with regular updates on progress, results and emerging issues related to its work, and should ensure that people participate in the development of national policy.

7.  POWERS AND FUNCTIONS OF GOVERNANCE STRUCTURES
7.1. Assist and support institutional management with policy and strategy as follow:
· In setting institutional policy appropriate for the functioning of a hospital, clinic or community health centre within provincial and national policy guidelines;
· In ensuring equitable access to services by all the designated communities within the provincial boundaries; and

· In formulating strategy and drawing up plans for the institution within the constraints of the budget.

7.2 Advisory and Technical support

· Provide expert advice and input into institutional management as required;

· Provide a visible presence at the institution on a regular basis to build relations with staff and gain an understanding of institutional working conditions in order to enhance community participation in the affairs of the institution; and

· Assist in  monitoring the performance agreements between province and institutional management 
7.3 Oversight
· Exercise the right of access to any information which may be required by the District Health Council (DHC), hospital board, clinic or community health centre committee;

· To receive regular management reports on institutional progress;

· Conduct regular  structured site visits at the institution, at least three (3) times per year, to support quality health care delivery; and
· Monitor decisions made at the DHC, hospital board or committee meetings to ensure effective and efficient service delivery.

7.4 Financial and expenditure review

· Review financial reports on a monthly basis where applicable, to ensure financial efficiency and probity;
· Governance structures should ensure that independent auditing of the institution’s financial statements is done on an annual basis;

· DHC to submit regular financial statements and present an annual financial report to province;

· Recommend and support the budget prepared by the institution;
· Make recommendations to the MEC on financial matters;

· Make recommendations to the province regarding the institutions’ infrastructure and maintenance programmes;

· Support approval of architectural plans for submission to the district and province; and
· Support approval of purchases of equipment for submission to district and provincial tender procedures where appropriate.

7.5 Staffing and personnel issues

· Assist management in the appointment of staff at the institution as panel members in the selection committee;
· Review institutional staffing practices to ensure fairness;

· Assist institutional managers in conducting disciplinary proceedings and resolving disputes where appropriate;
· Assist institutional managers create career development pathways for staff members; 
· Improve working conditions in the institutions through sponsorship of recreation facilities; and
· Recommend outstanding staff for commendation by the MEC.

7.6 Community Participation

· Expand community participation by means of open board/ committee meetings, open days at the institution, in conjunction with the institution;
· Ensure regular report back meetings and the dissemination of information to the community through meetings and wide distribution of annual reports;

· Monitor the effectiveness of routine channels of communication between the institution and the community;
· Provide a forum to listen to grievances of patients and the public at large;

· Monitor the investigation and resolution of complaints;

· Take an active interest in the welfare of patients and the development of ethos of caring at all levels in the institution; and
· Improve patient facilities through sponsorship of e.g. TVs, libraries and advising institutional management on the establishment of shops and other facilities.

7.7 Advocacy and fundraising

· Act as advocates of the institutions’ interests to the district, province and the public at large;
· Build support for the institution by fostering partnerships in the wider community;

· Raise additional funds for the institution; and 
· Assist management in the appropriate deployment of funds.
The minimum amount of funds raised that must be externally audited will be a sum of R50 000 and above.

7.8 Meetings of the DHC, Hospital Boards, Clinic and Community Health Centre Committees

· The Council/board/committee will meet monthly at a time and place determined;

· The chairperson and the secretary will determine the agenda and convene the meeting;
· The designated secretary will give at least seven (7) days written notice for ordinary meetings and such a notice will state the date, time and venue of the meeting;

· Provincial, district and institutional authorities and staff in attendance will not have voting powers;
· In the event of the deadlock, the chairperson will have a casting as well as a deliberate vote;

· Any inadvertent or accidental omission by the secretary to notify a member of the DHC, hospital board or clinic and community health centre committee of a meeting to be held shall not invalidate the proceedings of such a meeting or a resolution taken thereat, provided that a satisfactory explanation for the omission is given to the chairperson; and 
· A meeting of the DHC, hospital board or clinic and community health centre committee shall be open to the public unless such a council/ board/ committee decides otherwise.
7.9 Minutes of meetings

· The secretary of the council/ board/ committee shall keep minutes of the proceedings of every meeting;
· The minutes shall contain properly arranged details of the business transacted at the meeting and each member of the council/ board/ committee shall be furnished with a copy of such minutes; and
· The secretary shall submit minutes of the proceedings of each meeting of the council/ board/ committee and, if passed as correct, shall be confirmed by the signature of the chairperson concerned.

7.10 Reporting

· The council/ board/ committee in conjunction with the institutional management must develop its own business/ operational plan for each financial year;

· The  council/ board/ committee must submit to the MEC, bi-annually reports detailing their work, achievements and constraints; and
· The council/ board/ committee will also participate in all performance review fora and be represented at the District level.

7.11 Training and orientation

In order to function effectively, governance structures members need to undergo specific training and induction programmes covering:

· Provincial health policy and priorities linked to national;

· Local health priorities;
· The structure and functions of the District, sub-district, hospital, clinic and community health centres in their area;
· The relationship between the institution and other local or district  health services; and

· Reporting requirements of institutional management to the council/ board/ committee and council/ board/ committee to the MEC.
The training and induction of governance structures members shall take place within a period of three months from the date of appointment.
8. CHALLENGES FACING GOVERNANCE STRUCTURES:
· Transport to move to and from facilities;
· Facility budgets exclude governance structures;
· No time off for meeting held during working hours for members who are employed elsewhere; and
· No telephones to be contacted for meetings.
9. LEGAL AND POLICY PRESCRIPTS
This policy is informed by the following Constitutional and Legislative prescripts:-
Constitution of South Africa Act 108 of 1996:

Chapter 2 section 7 enshrines the right of all people in our country and affirms the democratic values of human dignity equality and freedom.

Government White paper: Batho Pele:
The White Paper makes provisions for implementation of Batho Pele principles e.g. Consultation, Service Standards Access, Courtesy, Information, openness, transparency, Redress and Value for money. 

White Paper for the Transformation of the Health System: in South Africa: April 1997.

The document clearly states that Clinic and Community Health Centre committees will exercise real power in their dealings with facility management and their interaction with MEC for Health. 

National Health Act, No 61 of 2003:

Section 42 of the National Health Act makes provisions for the establishment of Clinic and Community Health Centre Committees.

10. VACANCIES IN THE COMMITTEE
A Vacancy will occur when:

a) Member dies

b) Member resigns in writing through the chairperson or secretary.

c) In exceptional circumstances, a member resigns verbally in a committee meeting and minuted as such.

d) A member absents himself/herself for three (3) consecutive 
meetings of the  committee without being granted leave of absence by the chairperson

e) The chairperson shall advice the Hon MEC within 30 days when the vacancy occurs.

f) Replacements shall be confirmed by the Hon MEC within 90 days of being vacant.

g) The MEC may appoint person(s) co-opted on advice of the committee.

11. DEVELOPMENT OF CONSTITUTION AND CODE OF CONDUCT
Each committee is required to develop a constitution / code of conduct to govern their conduct during the execution of their day to day operations. The code of conduct must be approved by a DPCH on behalf of the Hon. MEC for Health.
12. CONSTITUENCY FEEDBACK MECHANISM
a)
A General community meeting will be held once in six months or when necessary to consult with the broader community on health issues 

b) 
Minutes should be written in every meeting.

c)
Clinic committees to report to community meetings and other community gatherings where possible.

e)
Management of health facility must provide secretariat support to committee members. (This provision does not take away the role of the elected secretary from the community; instead the official will be an added advantage to the committee.)

f)
Elected clinic and community health centre members will be responsible to mobilise, organise and provide for feed back to their constituency or communities where the health facility is located.
13.  IMPLEMENTATION DATE
The policy comes into effect on the……..
14. SCOPE OF APPLICABILITY
This policy is applicable to all District Health Councils, district hospital boards, CHC and clinic committees, in the public health sector of South Africa. It is not yet applicable to the private health sector.
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