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LIST OF ACRONYMS

ABET


: Adult Basic Education
AIDS


: Acquired Immuno Deficiency Syndrome

ANC


: Ante Natal Clinic
ART


: Anti Retroviral Treatment
AFP


: Acute Flaccid Paralysis
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
HIV 


: Human Immuno Virus
MEC


: Member of the Executive Council
MSH


: Management Sciences for Health
PHC


: Primary Health Care
PFMA


: Public Finance Management Act
PMTCT


: Prevention of Mother To Child Transmission
SDHF


: Sub-District Health Forum

STI


: Sexually Transmitted Infection
TB


: Tuberculosis
TOP


: Termination of Pregnancy
VCT


: Voluntary Counseling and Testing
DEFINITION OF TERMS
ART defaulter rate: No of Clients defaulting anti retroviral treatment 

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.
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 and community health centre.
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. 

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. 
.
FOREWORD

The Primary health Care System recognises that formal structures for community participation are essential components of the health system.  The Community Health Committees or Clinic Committees as outlined in the National Health Act, 61 of 2003, serve to facilitate such participation.

The Community Health Committees comprise an elected body of people who together with the head of the health facility and ward councillor serve as the representatives of the community at the local clinic or local community health centre.  They serve to enhance partnership and collaboration between the community and the health facility staff including the provision of oversight activities on behalf of the Member of the Executive Council responsible for Health.    
Their aim is to involve communities in the planning and provision of health services, promoting public accountability and encouraging communities to take greater responsibility for their health.  Broadly, they serve as the dynamic link between the community, health facility, and district health council as well as fostering co-operative governance.  

This policy aims to assist and guide communities towards the establishment of Clinics and Community Health Centre Committees in the Province of the Eastern Cape.  Furthermore, it provides for the co-ordination and establishment of  the clinic committee forums at sub-district level for the purpose of sharing information on health matters.
I am therefore looking forward to a working relationship with the Committees that will be officially established through this policy and I am confident that they will play a significant and important role in the contribution to better health services for the people of the Eastern Cape Province especially the implementation of Primary Health Care Services. 
Hon  P MAJODINA : MPL
MEC for HEALTH
Date_______/_______/2009
1.

INTRODUCTION

The provisions of this policy document stipulates clearly the processes that will culminate to the establishment and proper functioning of clinics and community health centre committees in the Province of the Eastern Cape. 
According to the National Health Act no 61, 2003 Chapter 6 Section 42 stipulates that Provincial Policy must at least provide for the establishment of committees for a clinic, group of clinics, and community health centers.
In compliance with the National Health Act No 61 of 2003 the Eastern Cape Department of Health has developed this policy on the establishment and functioning of Clinics and Community Health Centre Committees that will ensure that both management and communities maintain a transparent and accountable public service.  The emphasis of the policy will be more on the roles of communities in exercising their oversight functions in relation to the performance of clinics and community health centers.
This policy will cover amongst other things the following; alignment to legal framework, structural arrangement of committees, clear objectives of the policy, roles and functions of Clinic and Community Health Centre Committees.  Because of the large numbers of clinics within the Province, this Policy further provides for the establishment of Community Health Forums at district and Sub district levels in order to co-ordinate the functioning and communication processes for the large number of different Clinic Committees and Community Health Centre Committees.
2. BACKGROUND

Currently, Clinics and Community Health Centre Committees are in existence on interim basis in most parts of the Eastern Cape Province. There are challenges facing these interim committees and they emanate from the fact that there is no uniform policy guideline to regulate the establishment and functioning of the Clinic and Community Health Centre Committees. These challenges include the following:-
· Lack of participation in the activities of the Clinic and Community Health Centre committees by some communities.

·  Inability of the Eastern Cape Department of to ensure, strengthen and monitor functionality of the Clinic and Community Health Centre Committees on regular basis.

· Conflicting roles between clinic management and the interim Clinic and Community Health Centre committees.
· No proper guidelines to undertake oversight responsibilities including lack of reporting capabilities by the interim committees.
In the absence of Provincial Policy guidelines on functioning of Clinic/community health centre Committees, the department made use of MSH /Equity Guide lines in ensuring that community committees are functional in certain districts.
The Policy Development Unit together with District Development Unit worked with a focus group, selected from various stakeholders involved with clinic committee activities in the Nelson Mandela Metro to develop a concept document on establishment and functioning of Clinic and Community Health Centre committees.  The concept document was then used as the basis for consultation with stake holders from all health districts in the Province of the Eastern Cape.  Number of stakeholders contributed in the development of this policy document amongst others include, community organizations, departmental officials, organized labour, local councilors, District Health Advisory Committee and District Health Council and many others. Having consulted   all heath districts, a provincial workshop was held to consolidate the district inputs thus developing a provincial draft document on establishment of Clinic and Community Health Centre Policy.
The level of passion, patriotism and commitment by communities in an attempt to improve the heath status of their communities was explicitly demonstrated during the contact sessions. 
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4.
PURPOSE OF THE POLICY
The purpose of this policy is to regulate the establishment and functioning of clinic and community health centre committees in the Province of the Eastern Cape. The policy provisions will ensure that communities play an effective oversight role to the functionality of clinics and community health centers in the Eastern Cape Province. In addition the policy provides for the coordination of clinic committees at district and sub-district level in order to facilitate communication and management of the anticipated large numbers of clinic committees to be established. 
5.
OBJECTIVES OF THE POLICY
5.1
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 clinics and community health centers.
c)
Encourage communities to take greater responsibility for their own health, through health promotion and healthy lifestyles.
5.2 
Specific objectives:-

a) To sensitise stakeholders about the legal framework that governs clinic and community health centre
committees.
b)
To provide mechanisms for the establishment of clinic and community health centre committees.

c) To provide and indicate roles, functions and responsibilities of the clinic and community health centre committees.
d) To provide mechanisms for the establishment of the clinic committee forums at district and sub-district   level for the purpose of coordinating a large number of clinic committees and the sharing of information on health matters.
e) To strengthen relations between communities where clinics and community health centers are located

and health facility managers, i.e. clinics and community health centers.
f)
To empower clinic and community health center committees in order to play a meaningful oversight and advocacy role.

g)
To facilitate and encourage the effective linkages between communities, the District Health Councils and the Department of Health.
h)
To facilitate an environment for clinic and community health centre committees to report to the Member of the Executive Council responsible for Health through the District Health Council.

i)
To empower District Health Councils to ensure that clinic committees and community health centers  account for their activities through submissions of periodic reports and presentation of their oversight work regarding the functionality of clinics and community health centers.
j)
To provide roles and functions of DM’s and Sub District managers in relation to clinics and community health centre committees.
6. GOVERNING PRESCRIPTS
This policy is informed by the following Constitutional and Legislative prescripts:-
6.1 

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.

6.2 
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. 

6.3 
National Department of Health 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. 

6.4
Eastern Cape Provincial Health Act, No 10 of 1999:
Section 34 makes provision for the establishment of hospital boards.

6.5 
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.
7.
 IMPLEMENTATION DATE
The policy will be applicable from the date of approval by the Hon. MEC for Heath.
8.
SCOPE OF APPLICABILITY
The provisions of this policy are applicable to all public clinics and community health centers in the Province of the Eastern Cape inclusive of municipal clinics.
9.
 ESTABLISHMENT OF CLINICS AND COMMUNITY HEALTH CENTRE COMMITTEES
9.1
The policy makes provisions for the establishment, composition and functioning of clinic committees and community health centre committees which are made up community representatives from different health posts, areas without fixed clinics but served by mobile clinics, satellite clinics, fixed clinics and community health centers.

a) Local communities will democratically elect members to serve in the clinic/community health centre

committees.
b) Clinic and community health committees may be established for each clinic or community health centre committee.
c) Clustering of clinics to be represented by one clinic committee will be compulsory for clinics with in a radius of 5 km from each other. 
d) Participation in the committees will be determined by what leadership skills a candidate is possessing as opposed to political affiliation.
e) Committee members may not exceed a total of eleven members inclusive of ex officio members.
f) The executive committee will be composed of the chairperson, vice Chairperson, secretary, treasurer and organiser.
g) Other committee members will be allocated portfolios or subcommittees for purposes of coordinating the work of the committees.

f) 

The appointment of clinic or community health centre committee representatives should reflect the fair representation of the catchment area, youth and gender sensitivity at all times.

9.2    Office Bearers

The Clinic or Community Health Centre Committee will comprise of the following:

a)
 Chairperson: who must be direct representative of the community.


The Chairperson calls all meetings of the committee in liaison with the Secretary

The Chairperson will preside over meetings of the committee.


Confirms minutes as the true reflection of the discussions of the committee. 


b)
 The Deputy Chairperson: who must be direct representative of the community

The Deputy Chair person assist the Chairperson at all times.


Preside over the committee meetings in the absence of the Chairperson
c) The Secretary : who must be direct representative of the community

The Secretary communicate notices of meetings to committee members

The Secretary takes minutes of the committee at all times

The Secretary compiles reports of the committee.

d) The Deputy Secretary: may be a non voting member with resources to assist in the functioning of the committee

Assist the Secretary at all times

Take minutes and write reports in the absence of the Secretary

e) Treasure : who must be direct representative of the community

Manages fundraising activities of the committee

Handles finances raised by the committee

f) The other members of the committee forms part of the sub committees.

NB:
 All office bearers can participate in managerial service delivery subcommittees of the facilities but these subcommittees are only chaired by Departmental officials and the final decisions rests with departmental officials. If there are serious disagreements the issues on dispute are discussed in the executive committee meeting for purposes of seeking a common ground.
The committees that must be chaired by direct representatives of communities are public campaigns and fund raising and any other the committee may deem necessary. 
9.3 
Composition of Clinic and Community Health Centre Committees.  (Not more than 15 Members)
The committee shall not exceed the total number of 15 members. 
a) Traditional leaders may be ex-officio members in their catchments areas.

b) The committee must include one or more local government councillor at all times.

c) One or two members of management of the facility as exofficio members (with no voting powers).
d) One member of organized labour as ex-officio members (with no voting powers).

e)  One local government councilors responsible for health and community services [ can be directly elected


 or become ex officio members if not elected]
f) One representative from community based organization’s

g) One representative from the religious community
h) One representative from traditional practitioners/leaders

i) One representative from  women’s groups

j) One representative from youth formations

k) One representative of non governmental organizations

l) One representative of disabled persons
m) The committees amongst the abovementioned members may nominate not more than three people with expertise in areas like accounting, financial management, human resources management, information management and legal matters.
NB: In circumstances where some of the abovementioned organizations do not exist in a particular catchment area, the organizing committee may decide on appropriate organization to be invited to form a committee. 
9.4 Nomination Process

a) 
Public meeting will be organized by the facility management team (comprising of representatives from management, labour and communities) to ensure that all relevant stakeholders in their catchments area are informed in time.

b) The organizing committee comprising of representatives from management, labour and communities decide on the number of delegation per organization or constituency.

c) Participants to elect office bearers will be delegates representing various organizations and constituencies in the catchment area.( as stipulated in Annexure B 2c).
d) The sub district manager or his /her representative will preside over the meeting.

e) The out going interim/elected office bearers will table reports which will include activity report and audited financial statements where necessary.
f) These reports will include committee’s recommendations.

g) The delegates will discuss the reports and decide on the way forward.

h) The election of office will only take place if the invited organizations meet a quorum of 50 percent plus one
i) Election of office bearers may be by show of hands or secrete ballot.
9.5
Qualifications to be committee members

The following persons may qualify for the appointment or re appointment to the clinic or community health centre committee:

a) Persons older than 18 years

b) Members of good standing in the community i.e trusted with other leadership responsibilities in the community.
c) Person with no criminal record( members to sign affidavit to confirm this provision)

d) Members coming from the catchment area of the health facility, i.e. clinic or community health centre
e) Local community members residing in the catchment area and utilizing the health facility, i.e. clinic or community health centres.
9.6
Quorum on the election of Clinic and Community Health Centre Committees 

a) Fair representation of the catchment area is a prerequisite 

b) Delegates attend as selected /nominated representatives of their organisations.

c) No mass public meetings other than the representative approach should be organized for the election community health committees. .( see Annexure B 2c).
d) For the meeting to quorate and establish clinic or community health centre committee 50 percent plus one of delegates from the list of invited stake holders should be in attendance.
e) Meetings for establishment of committees should be fairly /broadly publicized by clinic supervisors, clinic managers and middle manager health in cases of CHC’s

f)
Geographic spread of representatives should be observed at all times.
  9.7
Process of Electing Clinics and Community Health Centre Committees

a) The sub district manager, his or her representative will be responsible for the facilitation of the establishment of clinic and community health centre committees at local level.

b) In addition the sub district manager, his or her representative will also be responsible for the establishment of sub district community health forum.

  9.8 
Confirmations for participation and appointments to Clinics and Community Health Centre Committees

In order for community members to be accepted as official representatives in these committees they have to present written confirmation of being mandated by their respective structures or organisations to serve on the clinic or community health centre committees.

9.9
Establishment of sub committees.

As indicated in the purpose of the policy, clinic or community health centre committees will also have 

sub-committees which may include but not limited to the following:

a) Cost containment committee ( applicable in CHC’s)

b) Human resource management  committee (applicable in CHC’s)

c) Health and safety

d) Maintenance

e) Campaigns

f) Special projects that can be determined by the committee

g) Promotion of community involvement
h) Fundraising 

9.10
Approval of the Clinic and Community Health Centre Committee.

a) Clinic and community health centre committees will be approved by the Member of the Executive Council for Health.
b) The report of committees established will be compiled by Health District Manager, approved by the MEC.
9.11
Meetings of Clinic and Community Health Centre Committees

a) Community health centre and clinic committees must hold meetings at least once a month and keep records of the minutes as evidence of functionality of the committee.
b) The chairperson shall convene and determine the agenda of the meeting.
c) The designated secretary shall give at least seven (7) days written notice for ordinary meetings of the committee and such notice shall state the date, time, venue and the agenda of the meeting.
d) Staff and organized labour representatives in attendance shall not have voting powers.

e) The minutes of the committee shall on request be made available according to applicable legislation.

f) 
An urgent meeting may be called with the community, if there are urgent health issues to be addressed 

g)
A quorum of 50 percent plus one is required for meeting to sit,

i)
If a member does not attend for three consecutive meetings, without a written apology he or she will automatically be released from his or her duties and replaced by a member who will serve for the remaining term of office.

9.12
Minutes of the Meeting.

a) The secretary shall keep minutes of the proceedings of every meeting of the executive and the full committee.
b) The minutes shall always be the true reflection of the deliberations of the day.

c) The secretary shall circulate minutes of the previous meeting of the committee to all members.

d)
If the minutes of committee are passed as correct, confirmation thereof shall be made by the chairperson by way of signature.

9.13
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.
9.14
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.
9.15
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.
10.
ROLES AND FUNCTIONS OF CLINICS AND COMMUNITY HEALTH CENTRE COMMITTEES.
The intention and spirit of this policy is to empower clinic and community health centre committees to

exercise oversight responsibility to ensure functional primary health care services in their own local areas. 

In addition, to advocate and mobilize communities to take responsibility of their health care.

10.1
Oversight role. 
The clinic and community health centre committees shall:-

a) Oversee adherence and provision of the primary health care package including the general norms

and standards of the health facility.
b)
Monitor and report the extent the health facility is meeting and achieving the health indicators and targets set for primary health care. A list of indicators is attached as Annexure A.
c)
Receive regular reports on the performance of facility management in meeting the objectives of the facility as determined by the achievement of indicators and targets.
d)
Monitor the adherence of the health facility to departmental opening and closing times.
e)
Holds management accountable for implementing decisions taken in committee meetings.
f)
Monitor the effectiveness of routine channels of communication between management and 
communities.
g)
Monitor the extent to which the management of the health facility addresses and resolve complaints submitted by communities and or patients.
h)
Observe in selection panels of management positions only, and will not interfere with the 
appointment of staff in a health facility.
i)
Raise concerns emanating from interview process with the Hon MEC.

j)
Develop quarterly reports for submission to DPCH who will then submit that report to the Hon MEC for health about the performance of the health facility.
k)
Exercise the limited rights of access to information which may be required for the committee to exercise its delegated function to monitor the performance of the facility.
l) Conduct regular ad hoc visit to facilities at all material times.
m)
Recommend to the Hon MEC to commission studies that may reflect the performance of health facility.

10.2
Advocacy duties:


The clinic and community health centre committees shall:-
a) Always act in the best interest of communities by advocating the utilization of primary health care services as the first point of entry of health care.
b) Assist in ensuring that communities near the health facility are informed about their health rights and responsibilities.
c) Foster partnerships with other community stake holders with intentions to profile the utilisation of the facility health programmes.

d) Identify health related problems in the community for purposes of planning and inform the health facility accordingly.
e) Represent the interests of clinics within the catchment area of the CHC by sending one representative per cluster of three clinics to be an ex officio member in the CHC committee.

f) Represent the interests of their clinics within the catchment area of the district hospital by sending one representative to be an ex officio member to the Hospital Board of a District Hospital. 

10.3 Social Mobilization

The clinic and community health center committees shall:-
a) Develop strategies to strengthen ownership and support of the health facility amongst local communities to ensure that the facility is utilized effectively.
b) Sensitizes communities about the presence, activities and programmes of community health committees that are geared towards the implementation of primary health care services.
c) Provide a platform for patients and community to air their grievances by following the departmental complaints procedure.
d) Facilitate community health meetings for the purpose of giving feedback (Taking mandates from the community)
e) Mobilise communities to report any health hazards or challenges around their families, schools and catchment area that need the urgent attention of the health facility.

10.4
Fundraising.

The clinic and community health centre committees shall:-
a) Develop a fundraising policy to enable the committee to raise funds to promote primary health care activities.
b) Raise and manage the committee funds in terms of treasury guideline and in compliance with the Public Finance Management Act requirements.
c) Develop annual financial statements in order to account as to how those funds were utilized. 
11.
ROLE OF HEALTH FACILTY MANAGEMENT AS MEMBERS OF THE COMMITTEE.

The Management of the health facility will be represented by the two most senior members of the facility with no voting powers and shall:-
a) Facilitate and provide venue and necessary logistics for the meetings of the committee.
b) Inform communities about the budget allocated to the facility at the beginning of the financial year.
c) Guide and inform the clinic or community health centre committee in terms of regulatory framework that governs the establishment including departmental policies, core package of the primary health care services, and operations of the health facility in order for the committee to exercise its oversight responsibilities.
d) Keep clinic and community health centre committee up to date with local health challenges and achievements.
e) Facilitate that committee members participate in planning of health days and other programmes of the health facility.

f) Ensure that the secretariat support is provided to the committee to render committee work i.e.

(provide for an official to take and write minutes of the committee; circulate agenda and minutes under the direct instructions of the secretary of the committee) 
g) Keep workers of the health facility informed about the activities of the committee.

12. 
ROLE OF THE MEMBERS OF THE ORGANISED LABOUR AS MEMBERS OF THE COMMITTEE.

There will be one member representing all labour organization in the health facility which will not be representing his or her own organization but a collective position of labour organizations and shall:-
a) Be responsible for articulating the mandate of the organized labour and reporting to other labour organizations in the facility about the performance of the health facility.
b) Keep workers informed about the deliberations of the committee with no voting powers
c) Advise the committee on the role of labour in improving the quality of care at work place.
13.
REPORTING LINES

The clinics and community health centre committees shall be accountable directly to the MEC for Health.
14.
TERM OF OFFICE OF THE COMMITTEE MEMBERS

a)
The term of office will be three years unless the Hon. MEC for health decides otherwise

b) The Hon. MEC for health shall ensure the continuity of the committee by the retaining at least 1/3 of the serving members when constituting the new committee.

c) A member appointed to fill a vacancy shall serve for the remainder of the term of office being replaced.

15. 
MANAGEMENT AND SUPPORT UNIT FOR COMMUNITY HEATH COMMITTEES.

The office of the Hon. MEC for Health will put in place processes and systems that will ensure that elected community members are empowered to carryout their mandate.

16. 
TERMINATION OF SERVICES OF THE CLINIC AND COMMUNITY HEALTH CENTRE COMMITEES
16.1
The MEC for Health may, not withstanding anything to the contrary contained in the relevant National Health Act, terminate the term of office of the community health committee members from a certain date under the following circumstances:

a)
Committee fails to meet for a period of 6 months;

b)
Committee fails to perform its duties as stipulated in clause 10
c)
Committee acts outside its mandate.

d)
Committee exercise rights, powers, duties or functions in an improper manner or to the detriment of the health facility they are serving.

e)
Committee members can no longer constitute a quorum (50 percent plus one of voting members) for at least three consecutive scheduled meetings over a period of three months.
16.2
 If the committee is terminated as in clause 16 above; the MEC may:

a)
appoint a new committee in accordance with the provisions of clause 9.3 or
b)
appoint a provisional committee whose term of office shall not be more than six months.

c)
before the expiry of the term of office of provisional committee the MEC shall appoint a new committee in accordance with the provisions of clause 9.3.
17. ROLES OF THE DISTRICT PORTFOLIO COUNCILOR FOR HEALTH SHALL BE TO:
a) Confirm nominees and recommend for approval by the MEC with in thirty days from the date he/she received such nominations.
b) Submit full report on the status of established committees to MEC for Health.

c) Accepts quarterly reports from clinic and community health centre committees for submission to the MEC for Health 

d) Recommends to the MEC the replacement of members of the committees with in 90 days of vacancy.
e) Approves the code of conduct of committees on behalf of the MEC for Health.

f) Develop quarterly reports on the performance of committees for discussion of the DHC and submission to the MEC for Health.

g) Continuously monitor if committees are properly equipped to carryout their mandate. 

h) Recommends to the MEC for termination of non functional committees
i) Determine in writing if funds raised by the committee warrants external auditing or internal accounting procedures are appropriate. The minimum amount of funds raised that must be externally audited will be a sum of R50 000 and above.
18.
ROLES OF COUNCILLORS.
a) Councillors may be directly elected to serve in the clinic or community health centre committees.

b) Councillors serving in the catchment area of the clinics or community health committees may serve as ex-officio members if not directly elected. 
19.
ROLES OF THE HEALTH DISTRICT MANAGER SHALL BE TO:
a) Ensure that sub district manager’s report on the establishment and activities of the clinic and community health centre committees on regular basis.

b) Compile report on the establishment of clinic and community health centre committees for submission to DPCH.

c) Compiles reports on the activities of clinic and community health centre committees for discussion in the DHAC.
d) Assist in resolutions of disputes between sub district manager and committees.
20.
ROLE OF THE SUB DISTRICT MANAGER SHALL BE TO:
a) Facilitate processes leading to establishment of clinic and community health centre committees in respective sub district areas.
b) Preside or appoint his/her representative to preside in the establishment of clinic and community health centre committees. 
c) Continuously report to the DM the activities of the clinic and community health committees.
d) Ensure the establishment and effective functioning of the sub district health forum.
e) Assist in resolutions of disputes between clinic and community health centre management and communities.

21 
ESTABLISHMENT OF DISTRICT HEALTH FORUM
Because of the large numbers of clinics within a district, this policy further provides for the establishment of a district forum that will facilitate the co-ordination of the activities of clinic committees through the district clinic and community health centre forum. The district health forum made up of sub district for a that will be chaired by convener to be appointed by members of the sub district fora. In addition DHF will elect the secretary to ensure coordination of health activities at district level.  The DHF shall:-
21.1
be composed of chairpersons and secretaries from sub district clinic and community health centre fora.
21.2
meet on regular basis with the District Manager at least once in two months or when necessary in order to deliberate on the functionality of committees.
21.3
collectively advocate for the interests of clinics and community health centers they represent in that particular sub district so that they can perform their duties and functions as provided in this policy.
21.4
act as liaison structure between the district management and representatives of community clinic and community health centre committee members.

21.5
represent the interest of the DHF in other forums at district level that champions the 

implementation of Primary Health Care Services.
21.6 develop and submit reports about the activities of the clinic and community health centre committees to the DPCH via a subcommittee of the District Health Council.


22.
ESTABLISHMENT OF SUBDISTRICT HEATH FORUM.
The SDHF SHALL:
22.1
be composed of chairpersons and secretaries of all clinic and community health centre committees in a sub district.
22.2
meet on regular basis with the sub district manager at least once in two months or when necessary in order to deliberate on the functionality of committees.

22.3
collectively advocate for the interests of clinics and community health centers they represent in that particular sub district so that they can perform their duties and functions as provided in this policy.

22.4
act as liaison structure between the district management and representatives of community clinic and community health centre committee members.

22.5
represent the interest of the SDHF in other forums at district level that champions the 

implementation of Primary Health Care Services.

22.6 develop and submit reports about the activities of the clinic and community health centre committees to the local councilor for health via a local health committee.
23. POLICY REVIEW
The policy will be reviewed every three years and when necessary. 
24.
DECLARATION OF INTERESTS.

All members of the committees appointed in terms of this policy shall be required, with in 30 days of their appointment, submit a written declaration of any financial interest which could be in conflict with such appointments.
25.
TRAINING AND INDUCTION
The training and induction of new clinic and community health centre committee members shall take place within a period of three months from the date of appointment of the committee.
26.
CONCLUSION.
26.1
This policy document is an attempt to empower communities to play a meaningful role in the provision of health care services within the Primary Health Care Approach.  

26.2
Communities are provided an opportunity to oversee primary health care services as provided in primary health care facilities whether the set targets and indicators are being realized.  Furthermore, it provides communities with a space to mobilise communities to begin taking responsibilities of their health by utilizing the clinics and community health centres as point of first entry to health care. 

26.3
Because of the large numbers of the clinics within the province, this policy has provided a forum that will facilitate the co-ordination of clinics at district and sub district level.  

26.4
The roles and responsibilities of the DPCH is provided by this policy as Clinic and Community Health Committees will report to the Hon. MEC for Health via the DPCH.
26.5
Attached to this policy is Annexure A is a list of health indicators and targets that primary health care facilities should demonstrate their achievements. These indicators will be utilized by clinic and community health centre committees as reference for oversight purposes and reporting about the performance of such health facilities.

26.6
In addition, Annexure B which deals with the actual process and mechanism of electing and establishing clinic and community health centre committees is also attached hereto.

ANNEXURE A
INDICATORS TO BE REPORTED ON BY DISTRIC HEALTH SERVICES STAFF.

The following indicators are examples of indicators that inform bases for monitoring performance of health facilities at district level. These indicators are subject to continuous reviews by National Department of health. 

1.
Promoting Health Lifestyles
The facilities have to report on their ability to implement the 5 priority health promotion programmes (nutrition, substance abuse, tobacco use, healthy environments, and risks) 
2.     The facilities have to report on:

Immunization Coverage under 1 year old

BCG Coverage


Measles coverage under 1 year old 

Polio 3 Coverage 

Immunization Drop-out Rates Polio 1st to 3rd dose 

Non-Polio Acute Flaccid Paralysis (AFP) Detection Rate 

Incidence of Diarrhea Cases in fewer than five year old children 

Low birth weight rate in Facilities 

Weighing rate under 5 years

Not gaining weight rate under 5 years 

Severe Malnutrition under 5 year’s incidence

Vitamin A coverage - new mothers 

Vitamin A Coverage under 1 year 

Indicate if the facilities are providing IMCI Services

3. Maternal and Women’s Health              

3.1 Reproductive Health      

ANC Coverage rate

ANC visits before 20 weeks rate

Termination of Pregnancy (TOP) Rate

Delivery Rate in Facility 

Availability of Referral Routes and Criteria per Sub-District 

Confidential Inquiry into Maternal Deaths 

Caesarean Section Rate 

Still Birth Rate in Facility 

Delivery Rate in Facility to women < 18 years

3.2 Women’s Health 

Cervical Cancer Screening Coverage 

Women Year Protection Rate

3.3 Men’s Health

Prostate cancer screening.

3.4 Sexually Transmitted Infections 

STI treated new episode incidence

STI Partner Notification Rate

Partner Treatment Rate

4. Comprehensive HIV&AIDS Care, Management and Treatment
4.1 Prevention 

HIV Testing Rate (excluding ANC Testing) 

Proportion of ANC clients tested for HIV

Nevirapine uptake among pregnant women HIV Positive (PMTCT)
Nevirapine dose to baby born with HIV + mother coverage 

Male condom distribution rate

4.2 Treatment 

Indicate as to whether the facility is an accredited Site according to Comprehensive Plan on HIV&AIDS 
Number of CD4 tests Conducted 

Number of Patients on ART 

Percentage Patients started on ART Defaulting Rate 
5. Tuberculosis 

TB Notification rate

Percentages of New smear positive patients who convert to smear negative at 2 months

New TB Smear Positive Cure Rate 

New Smear Positive PTB Defaulter Rate
 

Percentage of TB Patients on DOTS

Turn-Around Time of Smear Positive TB results 
6. Quality Assurance 

Improvement of Clinic and CHC Staff –Patient – Community Relationships

Indicate as to whether the health facility has Complaints and Compliments System

Indicate if Patient -Satisfaction Surveys were done and the emerging issues 
Indicate if the health facility displays Patient Rights and Batho Pele posters

7. Supervision 
Indicate if the health facility has been allocated a Supervisor 

Indicate if the health facility has been visited by a Supervisor once a month 

Indicate if the Supervisor has a transport dedicated to him/her

8. PHC Services Management 

8.1 PHC Services Work load, Referral Rate and Utilization 

Utilization Rates - Utilization rate under 5 years 

Nurse Clinical Workload–PHC (all categories of nurses) 

Referral Rate to Doctor 

8.2 PHC Service Availability 

Indicate if the health facility is providing antenatal care 

Indicate if the health facility is providing VCT Services  

Indicate if the health facility is providing PMTCT 

9. Community Based Services 

Number of Community Based Caregivers

Number of Community Caregivers receiving Stipends 

Number of Community Caregivers Trained

Number of Patients Served by Community-based Caregivers 

Number of Home visits conducted by home-based caregivers 

Number of Referrals by Caregivers to Health Facilities 

10. Municipal Health Services 

Percentage of Households without Access to Safe and Potable Water Supply 

Percentage of Non-Compliant Water Sample for Human Consumption 

Percentage of Schools without Effective and Adequate Sanitary Facilities 

Percentage of Health Facilities without Sanitation and Water Services 

11. Governance Structures.

Indicate if the health facility has functional Clinic or Community Health Centre Committee.

12. Pharmaceutical Services

Tracer items stock out rate

Indicate if the health facility has a copy of PHC EDL Available 
13. Essential Equipment

Indicate if the health facility has Essential PHC Equipment 

14. Health Promotion Activities
Report on health promotion activities and availability of all necessary resources for this activity.

ANNEXURE B

PROCESS OF ESTABLISHING CLINIC AND COMMUNITY HEALTH CENTRE COMMITTEES
1. The sub-district manager places a media advert on behalf of the MEC for health for the establishment

of clinic and community health centre committees.

The SDM shall:

a) Invite all relevant stake holders in locality to express interest in participating in clinic or community health centre committees.
b) Set clear criterion for selection of stake holders to be consideration for participation in the establishment of clinic and community health centre committees.
c) Call for the briefing of stakeholders on the processes that will be followed in the processes of establishing clinic and community health centre committees.
d) Publish the closing date for expression of interest and explain the consequences of not adhering to deadlines.
2.
The head of the health facility will activate a mobilization team that will:
a)    be composed of labour organization, staff members, volunteers, some members of the community as may be determined by the head of the facility.

b) identify and sensitize local stakeholder about the unfolding process of establishing clinic and community health centre committees thus not relying on the advert for social mobilization.(as determined by clause 9.4 (a)

c) determine the total number of delegation and which stake holders should be invited to participate in the election process.( as determined by clause 9.4 (c).
3. Labour organizations as members of the mobilization team should assist in community mobilization, to ensure maximum participation by all role players.
4. Identified stake holders from various communities should organize themselves so as to elect their delegates in their respective constituencies. Elected delegates will take part in the process of establishing clinic and community health centre committees.

5. The District Manager will receive a report from SDM on the outcomes of the elections. The collated information will be forwarded by the DM to DPCH who will forward to MEC for Health.  
6. District Portfolio Councillor for Health disapproves or approves the established committee. In addition he/she confirms the names of the approved people in writing.

7. District Manager will submit the copy of a report of the approved committees to Provincial District Development Unit that will in turn send a copy for the inform of the Head of Department.

8. District Portfolio Councillor for Health will submit the full report on the status of established committees to the MEC for Health.(as determined by clause 17 (b).
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Flow chart diagram on establishment and functioning of Clinic and Community Health Centre Committees
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