Planning Structure and
Steps

3.1 Planelements

T he district health plan should be structured accordingto the following elementsin the

sequence shown.
1. Introductory sections (foreword, table of contents, acknowledgements, executive
summary ).
2. Overview of district health services (vison, mission, palicies and broad strategic
objectives, summary of annual report for previousyear).
3. Saviceplatformplan.
4. Expenditure projections.
5. Saviceddivay plan:
o District management.
e PHC services.
e HIV/AIDS, STI and TB control.
e Integrated nutrition progamme.
o District hospitals.
6. Savice gps.
7. Operaiona planning

T he contents of each of the éove elements aredescribed in the folowingsedions.

When preparing the planningdocument, it is importantto notetha sub-digrid healthplans

areconsolidated into onedigtrict hedth plan. Smilarly, distria health plans ae

consolidated into oneplan for the distria health services section of a provincial health plan.

T he tables shown here use the figures for the y ear covered by theannual report, the current
yea, and the threey eas in theplanning period. T hedates shown in the examples of tables

arebased on aplanning period cov eingthethree years of 2003/04, 2004/05 and 2005/06,
with comparaiveactual figuresfor 2001/02 and estimaesfor 2002/03. 1n some of

expenditure tables, historical data has been added for an additiond y ear (2000/01) to match

with PSP requirements. All tables should beaccompanied by narrative explanations. A
checklist of teblesisprovided in AnnexB.

A list of relevant definitions and norms canbefoundin Part F of these quidelines.
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3.2 Introductory sections

T he district health plan document should have some introductory sections, asfollows:

e Forewordwith statement of commitment by relevant manager.

e Tableof contents.

e List of definitions.

e List of acronyms.

e Adknowledgements— recognising the contribution of personswho have helped to
provide, obtan and analyse informaion and who have assisted with producing the
plan.

e Executivesummay describing the main elements of the plan.

e Introduction - information on the process followed to develop theplan and the sources
of data and time periods used.

3.3 Overview of district health services

. . .. .. 2
3.3.1 Mission, vision, values and policies

This section should dart with a brief statement of thehedth district’s mission, vision and
vdues. Theseshould correspond with the provincial statement, sincetheprovince, health
digrids and municipalities should dl beinvolved in developing them. (Seethe P For mat
for further infor mation.)

Next should be astatement of general provincid palicies linked to thefive-y ear provincial

strategc objectives, such as:

e Provincial decentralisation strategy for district health s/stem devdop ment;

e Provincial legslaionto enable the implementation of thedistrict hedth sy sem;

e Development of district based planning, functional integration and mech anisms for
community partiapaion;

e Savicelevel agreementswith municipdities and non-governmental or ganisations; and
Implementation of naional health progammes and provision of the comprehensive
PHC package

3.3.2 Summary of annual report

Provide abrigd summary of the main findings of the annual report for thepreviousy ear,

focusing on the fol lowing:

¢ Situation analy sis.

e Damnographic, geographic and sodo- economic situation and major changes.
Health-related activities of other sedors.

e Key health problemsand causes, with atable of key health stausindicators.

e Hedlth services and expenditure, including equity, effectiveness and eficiency
indicaors, and information on cross-boundary patient flows.

o Key challenges.

2t isimportant to use planning tems comectly and consistentlyto avoidconfusion. A listis provided in Part F:
D efinitionsand Norms
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3.4 Service platform plan

The sevice platformis the infrastructure of fadlities, trangport and equipment tha are used
toprovideservices, together with the necessary staf and supplies. It coves dl provincid
fadlities, including central, provincial, regional and distric hospitals, as well as contracted
and subsidised fecilities. Theserviceplaform planis mainly acapital investment plan, but
must include matching plans for staff and supplies and for asset maintenance. Thisplanis
the man tool for ensuring equity and efficiency intheallocation of services and resources,
and it is crucial that health district managersand munidpd representaives patidpate inall
stages of its devdopment.

T he provincid DOH must prepare astraegc position satement (P every 10 years and
update it periodically duringthat period. The SPSshould providean analy sis of the current
savice platform and scenarios of what theplaform should beintenyeas time. The
different scenarios will be based on nationd norms and likely funding takinginto account
the need for equity and cost-effectiveness.

When one of the scenarios has been accepted, a 10-y ear service platform plan must be
developed. (See Part D: Planning Tools.) T his will describetheannual changestha will
bemadeto ga tothe 10y ear platform, and will be matched with thefunding projections for
the 10yeas. Thus, it will stateannual changesto numbers of hospital beds (of different
levels and ty pes), CHCsand clinicsin each hedth district and hedth sub-distric. This

aspect of theplan must match with the capital fundingprojections.

T he 10-y ear plan should also indud eannual target allocations for personnel, drugs,
trangport and ather resources based on the distribution of facilities. These should bedrawn
up using norms, for example the number of nursesper clinic, and will bebased on
utilisation levels as well as catchment populations. T he costs of theseresources must match
the recurrent fundingprojections.

Even if the 10-y ear service platform plan isnot preciseinterms of what facilities and
resources should be developed, especialy gven uncertainties in futurefunding, the plan
should givea general direction to thechanges planned for the threey ears. This isimportant
in order to avoid developingnew fadlities or shifting or hiringstaf inway sthat arenot
desirable in the longterm.

Therdevant three-y ear section of the 10-yea provincial plan should beextracted for each
digria and turned into the threey ear district service platform plan. Thisshould drive the
numbe and distribution of fecilities, equipment, transport, personnel and other resources for
the three years, and must be matched by theregular budget for eachyear. (Therequla
budgd isthat funded from the equitable share and excludes conditional grants). The 10-y ear
plan and fundingprojectionswill nesd to bereviewed and updated every y ear to ensurethat
the three'y ear diceis up-to-dde.

Thefigures for the three'y ear service platform plan should be extracted directly fromthe
updated 10-y ear plan and shownin several tables. Explanaions of key points must be
provided in the accompanying narrdive
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Population figures are a mgjor determinant in the service platform plan and are also usedin
compaing expenditures and setting servicedelivery targets. It is, theefore, important to
use one se of figuresthroughout. (See Table 1.) These figures must be obtained from the
provincial planning committee to ensuretha the saneset of figures isused in each district
plan. Thepopulation figures should be shown for each sub-district and for each year. The
growth rae used to calculatethe populaion should also be shown for each year. It is useful
to show thepopulation density in the sametable asit may account for some variaions in
indicaors across thesub-digricts. Any changes indistriad and sub-distric boundaries
should bedescribed in the naraive

Table 1. Population distribution and density
projections (example)

Population Sub- Sub- Sub- Didrict
Sub-digrics growthrate  didgrict digri didrict total
A B C

Population

2000/01Egimaed
2001/02Egimae
2002/03Egimae
2003/04Projeded
2005/05Projected
2005/06Projeded

Numbe of square kilometres

Population per squarekilometre
(2M3I M)

Table 2 shows theplanned numbers of PHC fecilities and hospitd beds by sub-didrid for
each of the threey ears covered by the plan and thetwoprecedingyears. As dated above
these numbers should bethebass for the expenditure projections shownin Section 3.5.

The tableis divided into blocks, onefor each sub-district. The ectual and estimated numbers
of facilities and numbers per person should be shown in the firg two columns. T he planned
numbes of fecilities should be shown inthenext threecolumns. Thelast columnisusedto
show thenumbers of fadlities that should be in place according to the provincial norms.

T hus, a comparison between thelast column and the other columns will show wherethere
areshortfalls or excesses. Any shortfalls should aso beshown in atable on service platform
gaps, such as T able 28.

The provincid norms used to dederminethenormativenumbers inthelast column should be
explainedin the text, as well as the normative cost per facility or bed. T hesefigures should
bederived from the 10-y ear plan. Based onthose costs, theplanned platform should match
with theMT EF figures shown inthenext section. Any differences beween provincia and
naional norms should also be explaned in the text.

T he numbers of visiting points (scheduled sops madeby amoabileclinics) arealso shown in
thetable. It isdifficult to decide how many visiting points ae needed in a sub-distrid,
which will dgpend on fadors such as pulation distribution and density. T he decision
must be made by sub-distrid health managers based on local drcumstances, including the
demand from communities. Thenumbe's of visiting points should beused as a basis for
determining the number of mobile dinic and the numbers of staff to run them.
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If there are any regional hospitals inthedistrict which have level 1 bads, the number of beds
should be shown separately in Table 2.

Itis also useful toindude a map showing roads, towns, schoals, current and proposed
health fadlities and population density .

Table 2. District service platform plan by
sub-district (example)

Aduad | Egimated | Planned | Planned | Planned | Normative
2001/02 2002/03 2003/04 | 2004/05 | 2005/06 numbers

Sub-Didrict1

Numbes

Vidgting points

Clinics

CHCs
Digrict hospital beds

Pa person

Paulai on per dinic

Pagoul af on per CHC

Digtrict hospital beds per 1,000 people
Sub-Didrict2

Numbes

Visiting points

Clinics

CHCs

District hospital beds

Per person

Pagoulai on per dinic

Pagoul ai on per CHC

Digtrict hogpital beds per 1,000 people

Etc

Didrict Total

Numbes

Vidgting points

Clinics

CHCs

District hospital beds

Per person

Pagoul ai on per dinic

Pagoul af on per CHC

Digtrict hogpital beds per 1,000 people

(Visiting points are theschelul ed sopsthat amobil eclinicmakes. Stellite clinicsshould also beind uded)
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T ale 3 shows the numbers of mobile clinics planned for the threey ears, together with the
figures for thecurrent and previousyea. Thetableshowstheprojected numbers of visiting
points and numbers of mobile clinics, and the target numbe of visiting pointspe vehicle
used to estimate the need. Thistable can beused to develop aprocurement plan, taking into
account the current number of vehides andtheneal for peiodic replacement, and serves as
abasisfor reaurrent expenditureprojections shownin T able 19.

Table 3. Mobile clinic plan by sub-district (e xample)

A cdual Estimated Planned Planned Planned
2001/02 2002/03 2003/4 2004/05 2005/06
Sub-Digrid/ VPs | MCs | VPs | MCs| VPs | MCs| VPs | MCs| VPs | MCs| Target
L ocation A verage
VPs pa
MC
Subdigrict A
Sub-digrict B
Etc
T otal

VP = Visiting Pdnt, MC = Mobiledinic

T able4 shows the projeced numbers of suppott vehicles, such asthose used for supervison
and administration. If any vehicles are used mainly for patienttransport, those numbers

should beshown separately . T he norm used to estima e the numbers of vehides needed
should be described in the text.

Table 4. Supportvehicles plan by sub-district (e xample)

Sub-Digrid/ Location| Adual | Edimated | Planned | Planned | Planned
2001/02 | 2002/03 2003/04 | 2004/05 | 2005/06

Sub-digrict A
Sub-digrict B
Etc

T otal
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T able5 shows the current and projected numbers of personnel by category and estimated
total expenditureon each category. Theexpenditure totals must be the sameas those shown
inTable 11. Theprojected numbers should be those required to fully opeatetheplanned
numbers of fecilities and should come fromthe 10-y ear service platformplen. If they ae
not, the reasons should be explained in the text. It should be noted tha the staffing lev els
should bebased on utilisation levels as well as catchment population. (See Part D:
Planning tools).

Table 5. Planned numbers of personnel
and expenditure (example)

N um bers Rands

Categories

A dual
2001/02
Edimated
2002/03
Planned
2003/04
Planned
2004/05
Planned
2005/06
A cual
2001/02
Edimated
2002/03
Planned
2003/04
Planned
2004/05
Planned
2005/06

Mdlicd oficers
M edi cd

speci alists

D entists

D enta speddigs
Professond
nurses

Staff nurses
Nursing asd gants
Student nurses
Pharm acists
Allied health
professonds and
technica staff

M an agers,
administrators and
logistical support
staff

T otal

=

Thistabl e should befor combined provincial andlocal govemmentt hedth personnd .
Inte nsshould beind wed under medi cal offi ce's and pharmad &s.

Allied heal th pr ofessionals and technical saff comprises healththe apigs' (eg.
physiotherag &5, speech theapigs, ocaupati onal therapigs, dinical psychologiss,

rad ographeas, envirormental heal th offi cars) and speciali sed auxiliary sarvi ce 3 df.

4.  Theaveagetimewor kad by sessonal saff should beconvertedintofull timeequi\al ets
(FTE9 and included inther d evantsection.

wh
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Table6 describeswhat types of servicechanges areplanned each y ear over the three'y ear
peiod. The changesin facilities, transport and major equipment are shown inthefirst
column. Changesin staff, suppliesand other recurrent resources are shown in the second
column. The fourth column is used to show thevalue of shiftsin resources, and the fifth
column is usead to show the value of additional budgetary funding. Redudions infadlities
or resources should dso be shown inthetable.

Table 6. District service platform changes —
District A (Rands) (example)

Facilities R esources Source Budget shifts Budget
additions

Year 1
Build new Construction Caitd budget R4,000,000
CHC 20 bals | and equipment
and 3 new 5-
day clinics. 2 etra Caita budget R300,000
Add 2 more vehi cles
vehi cles. Shift 20

20 more professond

professond nurses from

nurses District B R2,000,000

Shift drugs R200,000

Additional budget from

drugs dc District B
Etc
Year 2
Etc

3.5 Expenditure projections

3.5.1 Introduction

Expenditure projectionsrepresent the estimated funding required to supply the resources
needed for implementingtheplan. Oncetheplan and MT EF havebeen approved by the
provincial DOH and Treasury, the first year sMT EF figurerepresents a budggt
commitment. T he second and thirdy ear figuresareprojected figures.

Expenditure projections and trends are shown herefor theoveall district hedth services
DHS.

T he e enditure projections should be based ontheplannad service delivery platform. (See
Section 34.) Thefiguresarepresented accordingto:

Sub-programme;

Economi c cl assification;
Transfersto municipalities and non-governmental or ganisations (NGOs); and
Caitd expenditure and maintenance.

T he figures comprisefunds fromtheregula budge aswell as conditional grants. The HIV,
STl and TB Progammeand the N utrition Progamme conditional grants are shown

April 2003

Guidelines for District Health Planning and Reporting

PartB: Developing Plans

Page 16



separaely undertherespective budget sub-programmes. Other conditional grants, such as
for hospital rehabilitaiion, may be included under sub-progranme totalstogether with
regular budgetary funding.

The regular budget should refled the equitableand efficient allocaion of resources used to

provide the basic serviceplaform, as described intheprevious section. Conditiond grants

provide additiond resourcesto address exceptional problems, such as hospitd rehabilitation
and the HIV/AIDS epidemic.

Each expenditure table should be accompanied by a narative sedion tha explans
significant changes inthefigures shown.

3.5.2 Expenditure projections by sub-programme

T able7 shows expenditure trends and projections for the overdl DH Sbudget programme.
It provides direct inputsintotheequivalent table inthe PSP Forma. Any changesinthe
content of thebudget progranme and sub-programmes over they ears shown should be
eplaned.

T he figures should include expenditure made from municipalities’ own funds® and ay
capitd spending made by the D gpartment of Public Works (DPW). Any expenditure by
DPW on repdrs and maintenance should beincluded, but shown sepaatdy. Any other
expenditurerd ated to distrid health services that isna under the DHS budget programme
should bedescribed in the accompanying narrative. For example, conditional grants
handled at theprovincial level and capital expenditureincluded under another bud get
progranme.

Table 7. DHS —evolution of expenditure by budget sub-programme
in current prices (R million) (example)

Sub-programme 200001 2001/02 | 2002/03 MTEF MTEF MTEF

(adual) (adud) | (edimate)| 2003/04 2004/05 2005/06
(budget) | (projecion) (projedion)

Digrictmanagement
Canmunity Hed h Clinics
Canmunity Hedh Centres
Cammunity Based Servi ces
Other Community Serviaes
HIV/ADS

Nutrition

Didrict hospitals

Total DOH expenditure
M wnicipal own expendture

Depatment of Public
Works

Total DHS

3 Expenditure mad e by amunicipality fom itsown funding, excluding expenditure unded from DOH subddies
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Table 8 compares the taa expenditure on district health services in constant prices“. It is
used to indicae whether more or fewer resources are purchased ove time. The figures are
cdculated by applying the consumer price index figures (which should be ava labl e from
the provincial planning committee) to the previous and future years figures (from Table 7)
to adjust them to current y ear prices. Capital expenditure should be excluded as it distorts
trendsin operating (recurrent) expenditures.

Table 8. DHS —evolution of recurrent expenditure by budget
sub-programme in constant 2002/03 prices (R million) (example)

Expenditure 2000/01 | 2001/02 | 2002/03 Avwerage 2003/04
(adud) | (acud) | (egimate) annual (budget)
change(®)

Digrictmanagement
Canmunity Hed h Clinics
Canmunity Hed h Cetres
Canmunity Based Setvices
Other Community Servi ces
HIV/ADS

N utrition

Digrict hogpitals

Total DOH expenditure
M wnicipal own expendture
Depatment of Public Works
Total DHS

Infationrate

1. The total figures for the base year (2002/03 in the example) must be the same as those
shownin Table7.

2. Capital expenditureshould beexduded from thefigures.

3. Toadjust the adual expenditurefor 2001/02 to the constant 2002/03 pri ce, multiply the
figure for 2001/02 by (100 + the inflation rate for 2001/02). To adjust the actual
expenditurefor 2000/01 to the constant 2002/03 price, multiply thefigure for 2000/01by
(100 + theinflation rate for 2000/01) and the result by (100 + the inflation rate for
2001/02).

4. The Treasury formula for cal culating the annual aveage change is ((oute year/base
year) tothepower of (“on excel) times (1/number of years frombaseto outer)) —1.In the
abovetablethe number of yearsfrom baseto outer would be2 (2001/02 to 2002/03).

5. If it isdifficult to caculate the average annua change ove the three years, the change
from each year to thenex canbeshown.

4 Constat price companisonsbetween one year and anothe aremade by adjuging the expenditureof oneof theyearsby the
infati on experienced or projeded ove thepetiad baweenthetwo years
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Table9 is used to show the expenditure per person (capita), and shows if more or fewer
resources can be purchased pe peason in the pgulaion. Thefigures for expenditure per
uninsured person are not cdculaed at the district levd as there ae no official satistics on
the numbe's of uninsured persons below the provincial level. The figures are cdculated by
dividing the expenditurefigures shownin Table 8 by the estimated population for eech year
shownin Table 1.

Table 9. DHS —evolution of recurrent expenditure by

budget sub-programme per person in constant 2002/03

prices (Rands) (example)

Expenditure 2000/01 | 2001/02 | 2002/03 Average 2003/04
(adual) | (adual) | (egimate) annual (budget)
change (%)

District manag enent
Community Hedth Clinics

Community Hedth Centres
Community-based Services
Other Community Services
HIV/AIDS

Nutrition

District hoitals

T otal DOH expenditure
M unicipal own expenditure

D gpartment of Public W orks
Total DHS

1. TheTreasuryformulafor calculaingtheannud averagechangeis(oute year/baseyear)to pover
of ("onexsel). Times (L/numbe of years frombaseto outer) 1. In theabowe tald e the nunber of
years frombase tooute wauld be2 (2000/03).

2. Ifitisdfficdttocal alatethe averageannua changeower the3 years,the changefran eachyear
tothe next can beshown.
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Table10 shows the dlocation of expenditure by sub-distric. Thisis important for showing
how equitable the alocaions tothe sub-didrids are. Thetotds should agree with those in
Tables 7 and 9. Munidpa own expenditure should be induded, but capital expenditure
should beexcluded &s it distortsthetrends. The equity trends arebest seen fromthefigures
for expenditure per person.

Table 10. DHS —evolution of recurrent expenditure by sub-district
intotal and per person (example)

Sub-digrict 2000/01 | 2001/02 [ 2002/03 MTEF MTEF MTEF % charge

(acdud) | (adud) | (etimate) | 2003/04 2004/05 2005/06 2002/03
(budget) | (projecion) | (projedion) to
2005/06

Total expenditure
(Rmillion)

Sib-digrict A
Sib-digrictB
Etc

Total
Expenditureper
person (Rands)
Sib-digrict A
Sib-digrict B
Etc

Total per peson

(THstablewould onlybe conple¢ed at thedigtrict levd.)

3.5.3 Expenditure projections by economic classification

Table 11 shows expenditure by economic classificaion (standard items) for DOH
ependiture. T his shows changes over time in expenditure on key resources such as
pesonnel and supplies. Thetotals must bethe same asthose for Taal DOH Expenditurein
Table7.

A separatetable should be prepared for municipal expenditures showing the breskdown by
economi ¢ cl assification. T his should preferably bedone usingthe D OH dassification so
that acombined DOH and munidpd table canthen be prepared. The municipd expenditure
figur es should cover both theamounts funded from own-funding aswdl asthosefunded
from DOH subsidies. T o avoid doublecounting when combiningthetwo sets of figures,
the subsidies should be deducted from the DOH transfer paymentstotals. The figures used
for subsidies must bethe same as thoseshownin Table12.
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Table11. DHS —evolution of expenditure by economic classification
(Rmillion) (example)

Repurcet 5/2? §%5\ 8§ 5%; SE-% SE%

e 88 | B8 | 8¢ | 82 |8s¢o (€&
~ o o

Standard | tem

Current:

Pasonnd

Transfer payments (current)

Adninistrative ependiture

Stores

Professiond and spedd

seni ces

Other aurrert expenditure
Total aurrent expenditure
Capital:

Transfer payments (caftd)
Equipment

Land and Buildings
Infastrudure

Other epital expenditure

Total Capitd Expenditure
Total DHS programme
expenditure

3.5.4 Transfers

T able 12 shows the anountstransferred to each municipality and NGO. Thetotds should
ag eewiththeTransfersfigurein Tablel11. T hetable should be accompanied by a narative
section explainingany sigificant changes in expenditure over theyears. A short
description of thepurpose of thetransfer to each NGO should also beprovided inthetext.
T he expenditure and description of purposemust refled the aspeds of the PHC services
ddivery plan described under Section 3.6.4.

Table 12. Transfers to municipalities and non-government
organisations (R‘OOO)l(exampIe)

Muni dpalities Pur pose | Base year Year 1 Year 2 Year 3
of 2002/03 2003/04 2004/05 2005/06

transfa | (etimate) | (budget) (MTEFprogection) (MTEFproection)

M unicipality 1

M unicipality 2

M unicipality 3

Etc

T otal municipalities
NGOs

NGO 1

NGO 2

NGO 3

Etc

Total NGOs
* Any transfers notincluded inthe GFS book shauld be spedfied as such.
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3.5.5 Capital investment and maintenance

Itisimportant topay special attention totheplanning of cgoitd projeds and rehabilitation
and maintenance. A st of threetables isrequired to show expendituretrends and
projections on buildings and equipment.

T able 13 shows expenditureon facility congtruction, upgrades and rehabilitation for district
hospitals, hedth centres and clinics on aproject by project bass. Thefigures shown here
should becompatiblewith the serviceplaform changes shownin Table2. The linkages
between capital and recurrent expenditure are sy nchronised throudh the service platform

plan.

If this expenditure fdls under morethan one programme or sub-progranme, aseparae teble
should beincluded showingthetotal from each one for each of the years. Any expenditure

by DPW should be included.

Table 13. DHS - facility construction, upgrades and re[\abilitation —district
hospitals, health centres and clinics (R '000) (example)

Newn 2000001 | 2001/02 2002/03 | 2003/04 2004/05 2005/06 Total
construction (adud) | (acud) | (egimate) | (budget) (MTEF (MTEF project
proection) | proection) | estimate
- Proectl

- Project2

etc
Total new
construct.

Upgrading/rehab

- Projectl
- Project2
etc
Total upgrading
and

rehabilitation

*|f not fundel fromtheprovnd d budyet, details shoul d be presented i n sepa ate rote. Condtiona grant expendture
shauld bei dentifi ed wher epossibl e.
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T able14 shows expenditureon facility maintenance. This should be the totd from the
vaious sub-programmes. It may be useful to show thetotal from each sub-progranmein

the table.

Table 14. DHS - facility maintenance (R '000) (example)

Maintenance

Community Hedth
Centres

2000/01
(acual)

2001/02
(acual)

2002/03
(egtimate)

2003/04
(budget)

2004/06 (MTEF

proj ection)

2005/06 (MTEF

proj ection)

Clinics

Etc

Tota

Total &% of distria
health expenditure/
budget

Table 15 shows expenditureon medical equipment and mantenance. T his should bethe
total fromthevarious sub-progranmes. It may be useful to show the total from each sub-
progranme inthetable.

Table 15. DHS - medical equipment purchase and
maintenance (R '000) (example)

Equipment purchase

2000/01
(acual)

2001/02
(acual)

2002/03
(egimate)

2003/04
(budget)

2004/05
(MTEF
proj ection)

2005/06
(MTEF
proj ection)

T otal purchase

T otal maintenance

Mdntenance as % of

provindal heath
expenditurg budget

A dmilar tableshould beprepar edfor motor vehicles and for office equi pment.

3.6 Service delivery plan

3.6.1 Structure and contents

T he service delivery plan contains the goals and obj ectivestha rdateto services and their
expected health outcomes®. Thetargets set for the objectives must befeasble based on the
fadlities and resources to beprovided unde theserviceplaform plan shownin Section
3.4., and the expenditureprojections shown in Section 3.5.

5 A ligt of definitions of tams can be found in Part F: Defnitions and Norms — under the hierarchy of planning.
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T he service delivery plan should besplit accordingto the management areas that reflect the
budge sub-progranmes:

e District management

e PHC services (see below)

e HIV/AIDS, STl and TB control

e Integrated Nutrition Programme

e District hospitals

T he fundingfor PHC services is cov ered under four budget sub-programmes: Community
Health Clinics, Community Health Centres, Community Based Services and O ther
Community Services. Thefour sub-progranmes should be cov ered by one plan since they
areall complementary. M unicipd expenditure is also taken into account.

The overdl district health goals and objectives ar e shown unde the District M anagement
budge sub-programme sincedistrict managers are responsblefor ensuring that they are
achieved them. The other budget sub-progranmes includ e objectives that contributeto the
achievement of thoseoverall objectives. Any special objeaives for rural devdopment nodes
and urban renewal nodes should be shown sepaatdy in theplan.

T he plan must show the objectives and activities with targe indicaors for thethree planning
y ears and compare them with the indicatorsfor thecurrent andprecedingy eas. If etimates
arenot avail able for the aurrent y ear, the targets from the gperational planfor tha y ear
should beused, and noted inthetext. The titleof the manager responsible for the
implementation of each section plan should benoted inthesection.

T he goals and objectives must teke into acoount thefindings and challenges identified inthe
annud report and summarised in Section 3.3 of this document. Those findings that are
relevant to each section of the plan should be shown inthenarrative introductionto it.

When draving up theobjectivesit isimportantto look at the required set of performance
indicators shownin Part C: Preparing Annual Reports. Objectives should be developed to
address any indicators that need to be significantly improved, since managers peformance
will beevaluaed partly onthe basis of these indicaors.

Ananalyss of important constraints rdating to the implementation of palicies and
objectives should bedescribed inthenarative unde each section of the plan. Particular
constraints in rural development nodes and urban renewal nodes should be explained. The
analy s should cover financeand financial management, human resources (peopleand
skills), logstics (drug lab, equipment, condom procurement), clinical and other technical
constraints.

3.6.2 Linking objectives and budgets

T heser vice platform plan describestheresources to beprovided. For example, it may
staethat aparticular community will havea clinicwithtwo nurses and swpport staff, and an
adequate budget for supplies and other needs. It will dso statehow the resourceswill be
made av ail able. Those resources should befunded through the regular bud ggt.

Theser vice delivery plan shows wha ectivities will carried out with those regul a bud get
resources and what objectives will be achieved. For example, it might say that the clinic
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will improveits TB curerae, and tha to do that oneof the nurses will spend sometime
tracing T B dfaulters. Where conditional grants will be used to supplement the regular
budge to achievecertain hedth gods, they should be linked with specific servicedelivery
objectives.

It should be noted tha the sameresources can sometimes be used to achieve more outp uts
or outcomes. (See cost-effectivenessin PartD: Planning Tools.) T his should be examined
withinthecontext of asevice delivey network®, which comprises PHC and hogitd
savices and thus cuts across budget sub-programmes. For example, it may bemore cost-
effective for hospital doctors (and bette for patients) to see somerefaral patients inthe
clinicsrather than at the hospitd.

If theprovindal health targets cannot be achieved with the available serviceplatform, the
objectives should bereduced. For example, if the need is to immunise 80% of children and
there are only enough resourcesto immunise 75%, only 7,500 children wil |l be covered
ingtead of 8,000. Deermining exacly wha levels of targets are achievabl e is difficult, but
way of edimaing generdly is described in section 3.6.4.2.

A shortfdl may relate partly to adeficit in the service platform and partly to wha can be
achieved with tha platform ove the threey ear period. Theplan should clearly show this
shortfall, together with someestimate of the additional resources that would be required to
bridgethegaps. (See Table28.) Thiswill providea good basis for any negotiations over the
funding allocaiontothedistrict andprovides atoal for lobby ing for additional funds from
the provincial Treasury and provindal Parliament.

3.6.3 District management

3.6.3.1 Key district health goals

T he district management sedtion should stat with alist of thekey health gods for
the digrid asawhole. (See Table16.) These should be determined in joint
provincial, digrid and municipdity workshops, which will ensuretha they ae
propely digned. They should takeinto acoount theprovindal five-y ear priorities,
the planned service platform, and the chall enges described in the annual reports.

The key health goals should generally rdateto highest-priority general health
problems, such as hich inf ant mortdity, and specific health problems, such as

immunisation or TB. The number of goals should be limited as many districts do
not have sufficient resourcesto focus heavily on many priorities a once. The

purpose of sdecting afew high priority problems isto focus resources on resolving
them. For example, if thereare insuffid ent quantities of drugsfor hidh priority
savices, andthedrugbudged islimited, way s could be sought to reduce the

procurement of drugsfor services that are not high priority. Information on methods
for seleaingpriorities can be found in Part D: Planning Tools.

6 A service delivery network isa cluste of facilities that cover the health needs of acommunity or group of
communities. For example, adigrict hospital and the hedth centres and clinics that refer patientsto that hospital would
beanagwork.
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Only these key health goals need to be reported in the PSP, although provinces can
indude moreif they wish. Thegoals must be the ssmeacross all the districts and
sub-digtrids so that they can be consolidated at theprovindal level. The targes will
vay accordingtothecircumstancesin each district and sub-district, but in aggreggte
must equd the provincid target. The goalsfor HIV/AIDS STI and TB, and for
nutrition should be included here, and will becovered in more detail intheplans for
those sub-programmes.

Table 16. District management —examples of key heath goals

Focus Ar eas / Objecti ves/A di vities 2001/02 | 2002/03 |2003/04 | 2004/05 | 2005/06
(adual) | (egimate)| (target) |(target) | (target)

Key Health Goals

I mpact:

Realucematernd mortality rate to 200 per 100,000 300 320 260 130 200

Reduceinfant mortdity rate to 10 per 1,000 20 18 16 13 10

Outcome:

1. Reduce HIV/AIDS infection rate from 21% to 15% (from 100,000 20% 21% 19% 17% 15%

to 75,000 persons pe year)

2. Reduce the numbe ofnew T B cases from 200 to 150 per 100,000 200 200 180 165 150

3. Incresse T B aure rate from 60% to 80% (600 to 560 persons) 60% 61% 67% 74% 80%

4. Reduce number of messl es cases per 100,000 popul ation 5 6 2 0 0

Etc

In the abovetable, 2003/04, 2004/05 and 2005/06 ar e the year s being planned for and 2001/02 and 2002/03 arefor
compari son.

The examplesinthetable have been split into impact goals and outcome goals.

I mpact goals are thosewhich represent generd hedlth problems, such asinfant
mortdity, and which aregenerally &fected by non-healthissues, such aswaer and
sanitaion, or poverty. Outcome godsrdateto gpedfichedth problems, such as
TB, and which ae mainly dfected by direct health interventions. (See Part F:
Ddinitions and Norms.)

3.6.3.2 District management objectives

District management objectives should also beincluded inthispart of theplan, but
liged in aseparate table using the same forma shownin Table 16. These might
indude objectives such as DH Sprogamme expenditure per person or the
appointment of sub-digrid¢ managers (which arekey indicatorsfor the PSP).

T his section should dso includea narativedescription of planned interventions to
improve the quality of care. M easurestoimprove quality in prioritised areas, such as
rural development nodes and urban renew a nodes should be enphasised. In
planning quality improvements, reference should be madeto theNational Policy on
Quality in Health Care and to Provincial Paolicyon Quality. Themeasures should
bedescribed by level of care community, PHC services, hospitals, and programme
management.

April 2003 Guidelines for District Health Planning and Reporting Page 26
PartB: Developing Plans



T he section should also include an organisational chart, a governanceplan and any
plansfor public/privae partnerships.

3.6.3.3 Resource plans

District managers areaso responsible for the planning and management of the
resourcesthat areused inthedistrict. Plans and budga's should be prepared for each
mgor resource caegory, namely personnel, pharmaceuticd and medical supplies,
laboratory services, and transport’. T hese plans should beprepared & bah district
and sub-digtrict levels, and also, if possible, for each cluster of PHC fadlities® and
each hospital. Each of theseplans should account for thetotd amount under the
respedivelineitans, as shown in Table11.

T he plan coveringthenumbers of personnd and expenditure by category has been
induded unde the sevice platformplan. (Section 34., Table5.) Howeve, itis
importantto dso have aplanfor thetraning of personnel. If trainingis not properly
planned and managed, some personnel may remain untrained or too many personnel
can beabsent from af acility at onetime The co-ordination of traning is especidly
difficult sncefundingfor traning may come from different sources.

T he information in the plan should include the numbers of personsto be trained and
the type of traning for eachy ear aswell asthe estimated expenditurefor that
traning. (See Table 17.) A separae summary table of sources of funding used for
the training should be induded to ensure that all sources havebeen takeninto
account (format not shown). Further details, such as types of personnel to be
traned, can also be provided in aseparae table usngaformat similar totheone
shownin T able 31.

Table 17. Staff training plan (example)

N um ber of personnel Rands
Technical |8 518 4|8 B|8BS B 8% 8x|38|8%|8%
SO EE (8 F e R EH S
§5§,NH§ SR Rl R ia §$ Bl ElRE
HIV/AIDS
B

In the abovetable, 2003/04, 2004/05 and 2005/06 ar e the year s being planned for and
2001/02 and 2002/03 arefor comparison. Bothprovindal and local gove nment
personnel should beincluded.

7 SeetheHardbodk for Digtria Managers: Chagter 8 (Human Resources) Chapter 9 Transport, ard Chapter 10 Drugsfor more
detdls. Further detalson drugspl anning and kudgeting can be found inManaging Drug Qupply: 197, The Equity Projed.

8 Where asub-di ¢ri ¢t contans more than cnemunidpdlity, the facilitiescoul d be d ustered by muni cipality.
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Afterpersonnel, sores often constitutethe next highest expenditure caegory. The
total expenditureon stores isshavnin Table 11, but it is important to have a
breakdown of that amount toseetheprojected expenditureon drugs etc. The
breakdown should be shown in aseparae tableusing the ssmeformat as Table 11.

A more in-depthplanning of the procurement of drugs, vaccines and medical
supplies is importtantto ensure that they are in accordance with the planned levels of
savices, bothin terms of total expenditurebut also in terms of thetypes of drugs
and supplies required.

T he best way to link theprocurement plan with thehedthprogammeobjectivesis
to estimate the numbers of defined daily doses required for each therapeutic goup.
(See Table18.) Thisisbased on the expected numbers of paientsto betreaed and
the treatment regimens to befollowed. Using the average cost of drugs, the
projected expenditure can beshown for each thergoeutic goup. The district
pharmacist should beable to assist withthiscalculaion. If it is not pcssible to
estimate the defined daily doses or the projected expenditure by thergpeutic goup,
the projected expenditure by specific drugshould beshown, either for the high
priority drugsor for the drugs on which most money are spent.

Table 18 Pharmaceuticals and Medical Supplies Plan
and Budget (e xample)

T herapeutic # Daily Doses Rands

Group
85| 88| 3¢ 8% 8Sv| 85| 8% 335 8% 8%
J3 f| mo Tolmo| 93| 8 so| Fol Ko
83 8% 88 8= 8&[ 85| 8% SE| SE| 88
AN | N — AN — AN — AN — AN — AN — AN — AN — AN —

In the abovetable, 2003/04, 2004/05 and 2005/06 ar e the year s being planned for and 2001/02
and 2002/03 arefor comparison.

If possible the projected expenditure should also be shown for laboratory teds,
either broken down by thergpeutic group or for high-priority tests, or for thetestson
which most funding is spent.

Itis dsoimportant to plan for theoperating costs of vehicles (the procurement
should have been planned under Section 3.4.). A tableshould be included relating
the operatingcoststo theplanned numbers of vehicles. All operating costs should be
induded, such asfuel, oil, repairsand maintenance. (See Table19.) Thiscanbe
done using the estimated totd number of vehicles in operaion, theaverage numbers
of kilometres per vehicl e and the aver age expected cost pe kilometre If the
projeced annual budgets arelessthan thesetotds, the shortfalls should benoted in
the text dlongwith aproposd for addressing the problem. If possible mobile
clinics, patient trangport and administraivevehicles should be shown separately as
the costs and implicaions of funding shortfall are both different.

Under this section it would dso be useful to indude a rev enue generation plan and
revenue forecastsfor theperiod.
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Table 19. Transport operating costs (example)

N umber of vehicles Operating costs (Rands)
Sub-digrict/ oy .
L ocation 85 |8z |38 (80 |88 |89F |8x |38 |8T|8%®
25 |SE |28 |25 |85 |85 |55 (85|25 |85
§ 8| QY N | QR ([ 2 § 8| Y N | QRE &2
Sub-digrict A
Etc
Tota
Average kms pe vehicle
Average Rands per km - -

In the abovetabl e, 2003/04, 2004/05 and 2005/06 ar e the year s beingplanned for and 2001/02 and 2002/03

arefor comparison.

3.6.4PHC services

Sub-programme

3.6.4.1 Objectives

T he funding for PHC services is covered under four budget sub-programmes:
Community Hedth Clinics, Community Heal th Centres, Community Based
Servicesand Other Community Services. Thefour sub-progranmes should be
covered by one plan since they are dl complementary. T he expenditurefor these
sub-progranmes is shownin T able 7, and thesefigures can besummarisedin a
separdetableto get aclear view of thetotd expenditure. (See Table20.) Transfes
to municipalitiesand NGOs for PHC activities should also beinduded, and arow
has been put in for this expenditurein caseit isnot already under one of the sub-
progranmes shown in the table. M unidpal own expenditure is also shown inthe
table as it usually relaesto PHCservices. Thetotd figures should be converted to
expenditure in constant prices and in constant prices pe peson, on the samebases
used in Tables 8 and 9.

Table 20. PHC services —total expenditure by budget
sub-programme (example)

2005/06
(MTE Fprojection)

2003/04
(budget)

2004/05
(MTE Fprojection)

2000/01
(actual)

2001/02
(acud)

2002/03
(egtimate)

Current Prices (R ‘000)

Canmunity Hed h Clinics

Canmunity Hed h Catres

Cammunity Based Services

Other Community Servi ces

Transfers

Total DOH expenditure

M wnicipa own expendture

Total DHS

Total DHSin corstant
2002/03 prices (R ‘000)

Total DHSin corstant
2002/03 prices pe pa on
(Rands)
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It may beusedul to also provideatablewith the projected expenditure by standard
item for PHC services, usingtheformat shownin Table 11.

T he full range of PHC goals and objectives should be shown unde the PHC services
plan. (SeeTable21) ThePHC goasand objectiveswill contributeheavily to
most, if not dl, of thekey health gods for the district health service programme as a
whole asshownin Table16. The PHCplan will dso includeothe PH C objectives
that are not inthelist of key hedth goals and objedives.

Savices provided by munidpdities and NGOs must be included in the plan, and
each municipality and NGO and itsroleshould beclealy identified. This
information must be consistent withwhat has been shown under Transfers. (See
Section 3.5.4) All theseservices must be covered under service level agreements.

T his plan serves as acombined plan for the PHC fecilities and also for the hedlth
progranmes. Although some health programmes activities may be included under
other sub-progranme plans (e.g, district hospitds), most of them fall unde the PHC
programme.

T hus, while the plan covers the ectivities of the PHC fecilities, the goalsand
objedives should be grouped accor ding to health programme. The
accompany ing nar ative should dso be divided according to health programme and
should indude confirmation that the gods and objectives are feasiblewith the
overall sub-programme budget projections. T hesegoals and objectives will mostly
berepresented by outcomeindicators. Output indicators should also be shown
(numbers of servicesto be provided) asthiswill hdp managers to link outcomes
with planned expenditure (See Section 3.6.4.2)

Sincetheplan covers both PHC facilities and health programmes, t he goal s,
objecives, activitiesand targets must be agreed upon between the service
managers and health programme managers. This should be easier where one
distrid or sub-digriad manager is in charge of both PHC services and health
progranmes.

ThegoasforHIV/AIDS STl and TB control and for Nutrition should beincluded
intheplanto ensuretha these ae taken into account when looking at theresource
requirements. T he objedives and targets can be shown under thesepaate
HIV/AIDS, ST1 and TB and Nutrition subprogranme plans.

T he plan should also include any objectives that relate to improvingsevices & a
whole such e quality of care improvements, transport use, or expenditure control.
These would relae mosly to the inpu, process, qudity and efficiency indicaors
showninthePHCseavicessedion of Part C: Preparing Annual Reports.

Asgaedearlier, it iscrucia tha theobjedives and activities be linked with the
resour ce plans shown underthesection 3.6.3.3, since the service managers rely on
thoseresources to meet their objectives. For example if every health objective has
adivitiesfor trainingclinic nurses, it may be impossible to do all that training
without disruypting services. Theingitution managers must set alimit on theamount
of training and must ensure that it isfocused on priority services, which may mean
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reducing or postponing trainingfor othe sevices. Thecombined training activities
must then bereflected inthetrainingplan. (See Table17.)

Table 21. PHC service goals and objectives (example)

Focus Ar eas/ Objecti ves/A ctivities 2001/02  2002/03 |2003/04| 2004/05| 2005/06

(adual) (edimate) [(target) | (target) | (targel)

Helth Programmes

M aternal, Child and Womens’ Health

Relu ceteenage pregnandes by 20% from 10% to 8% of under
18 year oldgirls

Improve early detection of cavicd cancer by incressing the
number of Pap-smears

Etc

Mental health

Etc

In the abovetahle, 2003/04, 2004/05 and 2005/06 ar e the year s being planned for and 2001/02 and 2002/03 arefor

comparison.

3.6.4.2 Service outputs

When health servicedelivery isintegrated, spedfic health programme gods and
objectives cannot beeasily related tothe projected expenditure For example, while
inaeasingtheimmunisation ratewill involve additional staff time on
immunisaions, it cannot eadly be rd ated directly to staffing levels, asthestdf ae
used to provide an integrated set of services, of which immunisation isonly one.

T he link between hedth progamme objectives and expenditure is best explored by
relating the outcometargetsto outp uts, which can be rd ated to stafing, and staffing
related to expenditure To do this, it isnecessay toprovide abresk down of PHC
outputs intheform of health services by type of sevice. (SeeTable22.) These daa
should beava labl e from thedistrict hedthinformaion sy stem. Itshould be
possible to rdatethehedth outcometargetstothese outpu figures. For example
inaressing immunisation coverage will require an increasein the number of child
vidtstothe dinics.

T o make this easier, expeded numbers of outputs (service provided) should be
shown for each health programmeintheplan forma shownin Table 21. These
numbers should then be put into Table 22 for eachyear. The total numbe's of
savices can be calculated and converted to atotal headcount by usingtheaverage
numbers of services per visit. If a norm has not been developed for this average, the
actual ratio for the current y ear can be estimated and used in the future y ears.

If thetotd headcount is less than theheadcount used in theserviceplaform plan,
there should be suffident resourcesto meet thehedth objectives. If the total
headcount is more than the headcount used in the service platform calculaion, there
may beinsufficient resourcesto med thehealth objectives, and some of them may
have to have their targets reduced.
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All savices, including community visits, must be included. Inpatient and maternity
savices & CHC should dso be included and f actored into the workload and st&fing
requirements. T he number of impatient days can be converted to ambulatory service
equivdent using aratio, such as 1:3. Services provided by municipalities should be
induded, but serviceprovided through NGOs should only beincluded if they have
an impact on DOH resources, such as gaffing.

Tolink the objectives and adivities at the district level with thoseat the sub-digric
level, it may be useful to preparetables showing the breakdown of objectives and
adivitiesby sub-digrict. Theformat would be the saneas the sample table shown
here, but the columnswould be used to show the figures for each sub-district,
ingead of thetargetsfor eachyearg. Thetargetsfor thefirstyea of theplan should
beusd.

Table 22. Numbers and mix of PHC services provided by
CHCs, clinics and mobiles (example)

2001/02 | 2002/03 | 2003/04 | 2004/05 | 2005/06
Adual |Edimate | Target | Target | Target

Facility-based ambulator y ser vices

Ma ernal and reproductive health 150,000
Child health 160,000
EPI 50,000
Nutrition 10,000
HIV/AIDS 30,000
STls 30,000
TB 10,000
Chronic disases 150,000
M d ariaand chdera 10,000
M enta health 20,000
Renabilitation and disability 10,000
Trauma rape, duse assaults 5,000
Ord hedth 5,000
M inor ail ments 360,000
Total anbulatory sewvices 1,000,000
H ead count 830,333
Average numbe of services per visit 1.2
Inpatient days (including maternity) 1,000
A mbulatory servi ce equi valents 3,000
Community-based ser vices

Nutrition 5,000
HIV/AIDS 10,000
TB 5,000
T otal community-based ser vices 20,000
T otal srvices 1,023,000
Average sevices per day 4,002
Number of professiona nurses 100
Average ddly workload per professional nurse 41

Assumeaveragedays open= 52x 5 less 10 dayspublic holiday = 50
The worl oad fi gure maydiffe somewhat fromthat siownin the DHISdue to di ffer ent cal cd ation methods

In the abovetable, 2003/04, 2004/05 and 2005/06 are the years bangplanned for and 2001/02 and 2002/03 are for
comparison.

9 Note that when producing an average of sub-digtrict figures when they arealso averages T he nominaor and
denominator mus berecal culated and a new av erage calcul ated. It is not correct to take an averag e of the averages.
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If it isnot possible to recondl e abjectives with budgets directly usingtheprgposed
method, thenit isimportantto explan in the narrative how the objectiveswould be
achieved with thegiven funding

3.6.5 HIV/AIDS, STl and TB control

A separateplan for HIV/AIDS, ST1 and TB control must be included here Thisplan
should cover al | the activities of thecontrol programmein thedistrict or sub-digrid, not
just those covered by thededicated fundingshown under the sub-progranme budge. The
projected expenditurefor thesub-programme isshownin Tables 7, 8 and 9.

A summay of the findings of the situation analy sis should beincluded here. Specificissues
to be covered include

e Homebasedcare

e Step down care;

e Voluntary Counselling and Testing (VCT) services,

e Prevention of mother-to-child transmission (PM CT) services,

e Condom distribution;

¢ Diagnostic, management and protocol deveopment;

e Educaion and awa eness campai gis;

o TBtreatment services indudingapplicaion of revised DOT Sstraegy, DOT Scoverage,
and paient recordingand reporting sy sem;

e Avalability of quality asured TB gutum microscopy and
specimen-laboraory-resultstum around time

e Uninterrupted availability of anti-T B drugs;

o NGO invavement and sevice level agreements; and
Staff trainingand supervision.

The standard dra egi cobj ectives tabl emud be compl eted. (See Table 23 for an exampge) A
standard se of performanae i ndi cat ors must bereported on annudly. (SeePart C: Preparing
Annud Reports.) Itisimpartart to review theseind caas whendeterminingthekey objectives for
the pragranme Managersshou d dways plan how they will ach evethose targds for which
pefomanceis to be measured

The ol ectives usal by eadh distri d should have dready been agreed far the province asa whol g

since the sameset of key dbj edi vesmust be used for dl digricts sothat they canbeconsoli dated at
theprovincd d levd. The key objectives should have been indluded in the tabl eof key objedives for
thedidrictandin the PHC plan As expl aned earlier, the targets shoul d betransl at el i nto outputs
tha can beindudal inTad e 2.
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Table 23. Strategic objectives for the HIV/AIDS, STI

and TB control programme —example

Focus Areas/ ObjectivedActivities 2001/03 2002/03 2003/04 | 2004/05 2005/06
(acual) (egimate) (target) (target) (target)
PHC Se vices
Gal 1{HIV/AIDS,STI & TB
- - =
Obj11 ?ggg‘g%t'g%gf\goﬁgfgﬁgmpeﬁayg‘;“ 2Bo01h(rom | o p, 21% 19% 17% 15%
Ad A |Inaease# of peer educator groups from 5to 16 3 5 9 12 16
AdB [Inaeaseavg# of cndoms distributed from 20to 10 10 20 40 70 100
.1 »|Inareasecareand support or HIV/AIDS & TB from 60%
OBL.24 5 8000f thosei nfected and affected 50% 60% 65% 2% 80%
Ad A [Inaease# of VCT projects from 7 to 24 5 7 12 18 24
AdB [Inaease% of personsreceiving HBC from 10%to 50% 2% 10% 20% 30% 50%
.. Alncaval. of HIV/AIDS,ST | and TB diugs fom 75%to
Ob 1.3 95%indl PHC facilifies 70% 75% 80% 85% 95%
AdA |A Ec
obj 2 Relucethe umber ofnew TB cases fom 200 to 150 per 200 200 180 165 150
100,000
Etc

Obj = Objective, Act = Activity. Intheabove table, 2003/04,2004/05 and 200506 ar ethe year s beingplanned for and
2001/02 and 2002/03 ar e for comparison.

3.6.6 Nutrition programme

A separateplan for the nutrition programmemust be included here This plan should cover
all theactivities of the progammein the district or sub-district, not just thosecovered by
conditiond grant fundingshown under the sub-progranme budget. Theprogected

expenditure for the sub-progranme isshownin Tables 7, 8 and 9.

A summary of the findings of the situation analysis should be included here. Spedficissues
to be covered should include

Disease-specific nutrition support;

Treatment and oounselling for prevention and rehabilitation of nutrition related
conditions,

Growth monitoring and promotion;

Nutritionpromotion, education and advocacy;

M icronutrient manutrition control through direct supplementaion for vulnerabl e
groups, dietary diversification and fortification of commonly consumed foods,
Food servicemanagement for provision of balanced nutrition to groups inthe
community and in publicingitutions;

Promation, protection and support for bread feeding; and

Contribution to household food security induding school feedingand community
poverty rdief projects.
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T he standard stra egic obj ectives table must becompleed. (See example in Table 24.) The
PSP has astandard set of performance indicators and targets that ae shown in Part C:
Preparing Annual Reports. These are to bereported annudly, and it is important to review
theseindicators when daerminingthekey objectivesfor theprogramme M anagers should
always plan how they will achieve thosetargetsfor which performance isto be measured.

Table 24. Strategic objectives for the Integrated
Nutrition Programme - example

Objecti ve 2001/02 2002/03 2003/04 | 2004/05 | 2005/06
(actual) | (egimate) | (target) | (target) | (target)

Reluce % of underweight
children under ive years
from xtoy
Reduce% of vitaminA
deficient children under fve
years from x toy
Reduce % of iron deficient
children under fiveyears
from xtoy
In the abovetabl e, 2003/04, 2004/05 and 2005/06 ar e the year s being planned for and
2001/02 and 2002/03 arefor comparison.

T he objedtives used by each district must havealready been ageed upon for the province as
awhole, sncethesame set of key objectives must be used for al districtssotha they cen
beconsolidated a& theprovincial level. Thekey objectives should have been included inthe
table of key objedives for the distrid and inthePHC plan. Aspointed earlier, sometargets
may needto betrandated into outpusthat can be included in Table 22.

3.6.7 District hospitals

A separateplan for district hospitals must be included here T he projected expenditure for
the sub-progranmeisshownin Tables 7, 8 and 9. It may beusegul to provide atable with
the projedted expenditureby standard item, using the format shown in T eble 11.

A summary of the findings of the situation analy sis should beincluded here and should
cover specificissues such as.

) Rehahilitaion, rationalisation and dev elopment of the hospital fadlity network in
relation to thedata presented in thesituation analy Sis, the provincial strategic
position ssaement and the hospital revitalisation strategy ;

o Planning and i mplementation of organisationd develop ment;

o Ddegrtions of financial, procurement and personnel functions. the provincial
framework, cgpadty development and monitoring sy stems;

o Quality improvement measuresincluding actions plans, client satisfaction surveys,
monitoring systems and adversereporting sy sems;

) Increased effici ency (e.g. higher bed ocacupancy, reduced lengths of stay);

) Implementation of standardised services packages, including gap identification and

reduction and reconfiguration of tertiary services;
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) Govermnanceincluding gppointment of Chief Executive Officers (CEQs) or
equivd ent ingituional managers, appointment of CFOs or equivdert financial
officers, performance agreements, and introduction and roles of hospital boards;

) M anagement sy stem development including cost centre accountingand infor mation
systems; and
J Uses of conditional g ants.

Hospital goals and objectives should beshownin two tables. Thefirg isatable
summarisingthekey goals, which isusead to compile the provincid strategic plan. The
second isa completelist of dl the goals and objectives, whichis used by thedistrict and

hospital.

Table25 is used to show thesummary of key goals. Theseshould bedetermined in joint
provincial, distrid and municipd workshops, which will ensure that they areproperly
aligned. The same se of key objectives must beused for dl distrids so tha they can be
consolidated a the provincid level. The key goals should reflect servicedelivery needs
wherepossible, such as expanding or improving hospital services, rather than management
needs, such as appoirting CEOs or improving eficiency .

Goals and objectives should be determined taking into account the provincial fivey ear
priorities, theplanned service platform, and the chd lenges shown in theannual report. T he
list should belimitedto afew key issues. Part C: Preparing Annual Reports has arequired
se of performance indicaorsto be reported annually, which are largely drawn fromthe
PSP. It isadvisable to consider developingobjectivesrel aingto some of these indicators,
since managea's’ performancewill take these indi caorsinto account. Each hospital should
have its own three-y ear plan, the hichli chts of which should also be included in the district
hedlth plans.

The tablewill be used for thecluster of district hospitals in thedistrict and the objectives
and targets will be for thewhole cluster. It may also beuseful to prepare atable showingthe
contribution of each hospital to the consolidated targets using the same format as Table 25,
but with acolumn for each hospital instead of for each year. Thefiguresfor the first yea of

the plan can be used.

Table 25. District hospitals —key goals (e xample)

Objective Indicator | 2001/02 2002/03 2003/04 | 2004/05 | 2005/06
! (adual) | (etimate) | (target) | (target) | (target)

Inaease the number of usable
beds from x to y (exduding sep
down beds)

Inaeas ethe number of step-down
beds from xtoy

Inaeasxe theaveragelength of
sty from xtoy

Inaeasxe bed utilisationrate from
X toy

Inaease the number of nurses
from xtoy

D ecrese case faality rate for
surg ery separations from x toy
In the abovetabl e, 2003/04, 2004/05 and 2005/06 are the years beingplanned for and 2001/02 and 2002/03
arefor comparison.
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3.7

Table26 is used to show thecomplee range of hospitd goals, objectives and activities.

T hisplan does nat have to be submittedto Treasury, sincethekey hedth gods will be
provided as intheprevious section. All thehedthprogamme goals will be shown here,
indudingthekey gods listed in Table 25. Theobjectives and activities needed to achieve

each goal must belisted under the goal.

Table 26. District hospitals — detailed goals, objectives
and activities (example)

Focus Ar eas/ Objecti ves/A ctivities 2001/02 | 2002/03 | 2003/04 |2004/05)2005/06
(adual) |(egimate)]| (target) |(target) [(target)

Distrid Hospital Serviaes
Reduceaveragelength of stay from xto y
Improve scheduling of theatre

Etc

In the abovetable 2003/04, 2004/05 and 2005/06 aretheyears beng planned for and 2001/02
and 2002/03 arefor comparison.

It would dso be useful toindude a tabl e showing somebasic datafor each distrid hospital.
This should include the numbers of PHC and referral outpaient visits, sgparations and bed

days.
Table 27. Basic hospita data (example)

I ndicator 2001/02 2002/03 2003/04 2004/05 2005/06
(acual) (egimate) (target) (target) (target)

Populaion

Bals

Separations (deahs and
dischages)

Bal days

PHC outpatientvisits

Referrd outpatient visits

T otal_outpdient visits

Service Gaps

Itisimportant na just to shov what objectives and targets will beachieved with the

avail able resources, but dso to show theser vice gapsandtheesimated resourcesneeded
to bridge them. These are the ggps between services required to meet theneads and the
savices that can be provided with the resourcestha are availabl e'®. It isimportant to
describe the main service gaps to ma&ke it clear to boththe DOH and provincid Paliament
and Treasury why someneeds and national tar gets cannot be met, as well as to show
priorities for additional funding.

T he ggps should be reflected in two tables.

10 Theseare gaps at the digrict or sub-digtrictlevd, and should not be confused with facility-level audits to determine,
for example what elements of the PHC padkage are being provided.
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T able 28 shows the serviceplatform gapsidentified in Section 3.4. These aethe ggps
baween the &fordable sevice platforminduded intheplan, and the platform required
accordingto norms. These gapsarebest shown interms of numbers of fecilitiesand
hospital beds, stafing and funding The figures should be extraced from the updated 10-
year service platformplan. A summary of the methodology and norms used to derive the
needs should also beextracted from the 10-y ear service platform plan and described inthe
narative. Any differences between naiona and provindal norms should be described in
thetex.

Table 28. Service platform gaps (year 3) (example)

Facilities| Staff Funds
N eeded
Clinics 200 1,000 100,000,000
CHCs 12 240
Haospitd bels 2,000 6,000
Affordabl e
Clinics 180 900 90,000,000
CHCs 10 200
Hospitd bels 1,900 5,600
Gap
Clinics 20 100 10,000,000

T able 29 shows the gaps between the targets for the key health goals shown in T eble 16 and
the provincial targets. Other gods and objedives where there are important gaps can aso
belisted, for example relatingtothe key hospital goals. Someof thegaps listed will relate
totheserviceplaform ggpsshownin Table 28, and, if so, this should be noted.

T he first column in Table 29 should beused to show the district objective and target from
the plan. Thesecond columnis used to show the provincid target. T he third column shows
the number of services needed to achieve the provincid target (for example if thenumber
of children that need i mmunisation is 10,000, then thetarget of 80% would mean tha 8,000
children would need to be immunised). Thefourth column showsthenumbe of services
accordingto the plan, whichin thisexampleis 7,000. T ha numbe is lessthan the number
of services needed because of a congraint. Thefifth coumn shows the service delivery
gap, which intheexample isthenumber of services needed less the number of services
planned. T he additional resources required to immunisethose children arelisted in the last
column, namdy R5,000 worth of vaccines and supplies. In this cese, it isassumed tha the
stdf provided under the serviceplatform plan are sufficient toprovidethe extra services.

Table 29. Service delivery gaps for plan (year 3) (example)

PartB: Developing Plans

Planned Provincia | Ne=ded Planned SeaviceGap A dditional
Objecti ve | Targd Se vices Se vices Funding
Reuired

Health services
Inaeaein Inaease 8,000 7,000 1,000 R5,000
immuni sation to 80% vaccines and
rate from 60% supplies inthe
to 70% clinics
Etc
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3.8 Operational planning

Anoperational plan for the firsty ear of thethres-y ear plan mug also be prepaed. (See
Table30 in Annex A.) The objectives should be the same & inthefirst year of the three'y ear
plan, but must providegreaer detal intermsof activities, the time required and themonths
inwhich they arescheduled. M oredetdled operating plans for resources may also be
necessary, for example, for training. (See tables 31 and 32).

Likewise, thebudge for the first year of an MT EF will be the operaingbudget for that
year. If any adjusments are made before the beginningof the financid y ear, the plans will
need to beadjusted accordingly .
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