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3 
 
3.1 Plan elements 
 

The district health p lan should be structured accordin g to the following elements in the 
sequence shown. 
 
1. Introductory  sections (foreword, table of contents, acknowledgements, executive 

summary ). 
2. Overview of district health services (vision, m ission, p olicies and broad strategic 

objectives, summary  of annual rep ort for p revious year). 
3. Service p latform p lan. 
4. Exp enditure projections. 
5. Service delivery  plan: 

• District management. 
• PHC services. 
• HIV/AIDS, STI and TB control. 
• Integrated nutrition programme. 
• District hospitals. 

6. Service gap s. 
7. Operational planning.  

 
The contents of each of the above elem ents are described in the followin g sections. 
 
When p rep aring the planning document, it  is imp ortant to note that sub-district health p lans 
are consolid ated into one district health p lan.  Similarly, district health p lans are 
consolidated into one p lan for the district health services section of a provincial health p lan.  
 
The tables shown here use the figures for the y ear covered by  the annual rep ort, the current 
year, and the three y ears in the p lanning period.  The dates shown in the examples of tables 
are based on a p lannin g period cov erin g the three years of 2003/04, 2004/05 and 2005/06, 
with comparative actual figures for 2001/02 and estimates for 2002/03.  In some of 
exp enditure tables, historical d ata has been added for an add itional y ear (2000/01) to match 
with PSP requirements.  All tables should be accomp anied by  narrative exp lanations.  A 
checklist  of tables is p rovided in Annex B. 
 
A list  of relevant definitions and norms can b e found in Part F of these guidelines. 

 

Planning Structure and 
Steps 



___________________________________________________________________________________  
April 2003               Guidelines  for District Health Planning and Reporting Page 10 
                                                                                   Part B: Developing Plans 
 

3.2 Introductory sections 
 

The district health p lan document should have some introductory  sections, as follows:  
• Foreword with statement of commitment by relevant manager. 
• Table of contents. 
• List of definitions.  
• List of acronyms. 
• Acknowledgements – reco gnisin g the contribution of p ersons who have helped to 

p rovide, obtain and analyse information and who have assisted with producing the 
p lan. 

• Executive summ ary  describin g the main elements of the plan. 
• Introduction - information on the process followed to develop the p lan and the sources 

of data and time periods used. 
 
3.3 Overview of district health services 
 
        3.3.1 Mission, vision, values and policies2 
 

This section should start with a brief statement of the health district’s mission, vision and 
values.  These should correspond with the provincial statement, since the p rovince, health 
districts and municipalities should all b e involved in dev elop ing them.  (S ee the PSP Format 
for further information.) 

 
Next should be a statement of gen eral provincial p olicies linked to the five-y ear provincial 
strategic objectives, such as: 
• Provincial d ecentralisation strategy  for district health system develop ment; 
• Provincial legislation to enable the imp lem entation of the district health sy stem; 
• Develop ment of district based planning, functional integration and mech anisms for 

community  particip ation;  
• Service level agreements with municip alities and non-governm ental organisations; and 
• Imp lementation of national health programmes and p rovision of the comp rehensive 

PHC package. 
 
3.3.2 Summary of annual report 
 
Provide a brief sum mary of the main findings of the annual report for the p revious y ear, 
focusing on the following: 
• Situation analy sis. 
• Demographic, geo graphic and socio-econom ic situation and major chan ges. 
• Health-related activities of other sectors. 
• Key  health p roblems and causes, with a table of key health status indicators. 
• Health services and exp enditure, includin g equ ity , effectiveness and efficiency  

indicators, and information on cross-boundary p atient flows. 
• Key  challen ges. 

 
                                                 
2  It is important to use planning terms correctly and consistently to avoid confusion.  A list is provided in Part F : 
D efinitions and Norms  
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3.4 Service platform plan 
 

The service platform is the infrastructure of facilit ies, transp ort and equipment that are used 
to p rovide services, together with the necessary staff and supplies.  It  covers all provincial 
facilities, includ ing central, provincial, regional and district hosp itals, as well as contracted 
and subsidised facilities. The service p latform plan is mainly  a capital investment p lan, but 
must include matching plans for staff and supp lies and for asset maintenance.  This p lan is 
the main tool for ensuring equity and efficiency in the allocation of services and resources, 
and it  is crucial that health district managers and municip al representatives p articip ate in all 
stages of its develop ment.   
 
The provincial DOH must prep are a strategic position statement (SPS) every  10 years and 
update it  periodically during that p eriod.  The SPS should provide an analy sis of the current 
service p latform and scenar ios of what the p latform should be in ten y ears time.  The 
different scenarios will be based on n ational norms and likely  funding, takin g into account 
the need for equity  and cost-effectiveness. 
 
 When one of the scenar ios has been accep ted, a 10-y ear service platform p lan must be 
develop ed.  (See Part D: Planning Tools.)  This will describ e the annual changes that will 
be made to get to the 10-y ear platform, and will be matched with the funding p rojections for 
the 10 y ears.  Thus, it  will state annual changes to numbers of hosp ital beds (of different 
levels and ty pes), CHCs and clinics in each health district and health sub-district. This 
asp ect of the p lan must match with the cap ital funding p rojections. 
 
The 10-y ear plan should also includ e annual target allocations for p ersonnel, drugs, 
transport and other resources based on the distribution of facilit ies.  These should be drawn 
up using norms, for examp le, the number of nurses p er clinic, and will be based on 
utilisation levels as well as catchm ent pop ulations.  The costs of these resources must match 
the recurrent funding p rojections.  
 
Even if the 10-y ear service platform p lan is not p recise in terms of what facilit ies and 
resources should be developed, esp ecially  giv en uncertainties in future funding, the plan 
should giv e a gen eral direction to the chan ges p lanned for the three-y ears.  This is imp ortant 
in order to avoid developing new facilities or shifting or hir in g staff in way s that are not 
desirable in the lon g term. 
 
The relevant three-y ear section of the 10-year p rovincial p lan should be extracted for each 
district and turned into the three-y ear district service platform p lan.  This should drive the 
number and distribution of facilit ies, equip ment, transport, p ersonnel and other resources for 
the three years, and must be matched by  the regular budget for each y ear.  (The regu lar 
budget is that funded from the equitable share and excludes conditional grants). The 10-y ear 
p lan and funding p rojections will n eed to be reviewed and up dated every  y ear to ensure that 
the three-y ear slice is up -to-date.  
 
The figures for the three-y ear service platform p lan should be extracted directly from the 
updated 10-y ear plan and shown in several tables.  Explanations of key p oints must be 
p rovided in the accomp any ing narrative.  
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Pop ulation figures are a major determinant in the service platform p lan and are also used in 
comp aring exp enditures and setting service delivery targets.  It  is, therefore, imp ortant to 
use one set of figures throughout.  (See Table 1.)  These figures must be obtained from the 
p rovincial p lanning com mittee to ensure that the same set of figures is used in each district 
p lan. The p opulation figures should be shown for each sub-district and for each year.  The 
growth rate used to calculate the p opulation should also be shown for each year.  It  is useful 
to show the pop ulation density  in the same table as it  may  account for some variations in 
indicators across the sub-districts.  Any changes in d istrict and sub-district boundaries 
should be described in the narrative. 

 
Table 1.  Populat ion distribution and density 

 project ions (example) 
 

Sub-districts 
Population 
growth rate 

Sub-
district 

A 

Sub-
district 

B 

Sub-
district 

C 

District 
total 

Population      
2000/01 Estimated      
2001/02 Estimated      
2002/03 Estimated      
2003/04 Projected      

2005/05 Projected      
2005/06 Projected      
Number of  square kilometres      
Population per square kilometre 
(2003/04)      

 
Table 2 shows the p lanned numbers of  PHC facilities and hosp ital beds by  sub-district for  
each of the three y ears covered by  the plan and the two p recedin g y ears.  As stated above, 
these numbers should be the basis for the exp enditure projections shown in Section 3.5. 
 
The table is divided into blocks, one for each sub-district. The actual and estimated numb ers 
of facilit ies and numbers p er p erson should be shown in the first  two columns. The planned 
numbers of facilities should be shown in the next three columns.  The last column is used to 
show the numbers of facilit ies that should be in p lace according to the p rovincial norms.  
Thus, a comparison between the last column and the other columns will show where there 
are shortfalls or excesses. Any  shortfalls should also be shown in a table on service platform 
gap s, such as Table 28.  
 
The provincial norms used to determine the normative numb ers in the last column should be 
exp lain ed in the text, as well as the normative cost p er facility or bed.  These figures should 
be derived from the 10-y ear plan.  Based on those costs, the p lanned p latform should match 
with the MTEF figures shown in the next section.  Any differences between provincial and 
national norms should also be exp lained in the text. 

 
The numbers of visiting points (scheduled stops made by  a mobile clinics) ar e also shown in 
the table.  It  is difficult to decide how many  visiting points are needed in a sub-district, 
which will dep end on factors such as p op ulation distribution and density .  The decision 
must be made by sub-district health managers based on local cir cumstances, including the 
demand from commun ities.  The numbers of visiting points should be used as a basis for 
determining the number of mobile clinic and the numbers of staff to run them. 
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If there are any  regional hospitals in the district which have level 1 beds, the number of beds 
should be shown separately  in Table 2. 
  
It  is also useful to include a map showing roads, towns, schools, current and proposed 
health facilit ies and pop ulation density . 

 
Table 2.   District service platform plan by  

sub-district  (example) 
 

 Actual 
2001/02 

Estimated 
2002/03 

Planned 
2003/04 

Planned 
2004/05 

Planned 
2005/06 

Normative 
numbers 

Sub-District 1       
Numbers       
Visiting points       
C linics       
CHCs       

District hospital beds       
 Per person       
Population per clinic       
Population per CHC       
District hospital beds per 1,000 people       
Sub-District 2       
Numbers       
Visiting points       
C linics       
CHCs       
District hospital beds       
Per person       
Population per clinic       
Population per CHC       
District hospital beds per 1,000 people       
Etc       

District Total       
Numbers       
Visiting points       
C linics       
CHCs       
District hospital beds       
Per person       
Population per clinic       
Population per CHC       
District hospital beds per 1,000 people       
 
(Visiting points are the scheduled stops that a mobile clinic makes. Satellite clinics should also be included.) 
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Table 3 shows the numbers of mobile clinics p lanned for the three y ears, together with the 
figures for the current and p revious y ear.  The table shows the p rojected numbers of visiting 
p oints and numbers of mobile clin ics, and the target number of visiting p oints p er vehicle 
used to estimate the need.  This table can be used to develop  a p rocurement p lan, taking into 
account the current number of vehicles and the need for p eriodic rep lacement, and serves as 
a basis for recurrent exp enditure p rojections shown in Table 19. 
 

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

 A ctual 
2001/02  

 

Estimated 
2002/03  

 

Planned 
2003/04  

 

Planned 
2004/05  

 

Planned 
2005/06  

 

Sub-District/ 
Location 

VPs  MCs  VPs  MCs VPs  MCs VPs  MCs VPs  MCs Targ et 
A verage 
VPs per 
MC 

Sub-district A            
Sub-district B             
Etc            
T otal            

VP = Visiting Point, MC = Mobile Clinic 
 

Table 4 shows the p rojected numbers of supp ort vehicles, such as those used for sup ervision 
and administration. If any  vehicles are used m ainly for p atient transp ort, those numbers 
should be shown separately .  The norm used to estimate the numbers of vehicles needed 
should be described in the text.  

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

 
Sub-District/ Location A ctual 

2001/02 
 

Estimated 
2002/03  

 

Planned 
2003/04  

 

Planned 
2004/05  
 

Planned 
2005/06  

Sub-district A      
Sub-district B       
Etc      
T otal      
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Table 5 shows the current and projected numbers of p ersonnel by  category  and estimated 
total exp enditure on each category .  The expenditure totals must be the same as those shown 
in Table 11.  The p rojected numbers should be those required to fully  op erate the p lanned 
numbers of facilities and should co me from the 10-y ear service platform p lan.  If they  are 
not, the reasons should be exp lained in the text.  It  should be noted that the staffing lev els 
should be based on utilisation levels as well as catchment population.  (See Part D: 
Planning too ls).   

 
Table 5.  Planned numbers of personnel  

and expenditure (example) 
 
 

 N um bers Rands  

Categori es 

A
ct

ua
l 

20
01

/0
2

 

E
st

im
at

ed
 

20
02

/0
3

 

P
la

n
ne

d
 

20
03

/0
4

 

P
la

n
ne

d 
20

04
/0

5
 

P
la

n
ne

d
 

20
05

/0
6

 

A
ct

ua
l 

20
01

/0
2

 

E
st

im
at

ed
 

20
02

/0
3

 

P
la

n
ne

d
 

20
03

/0
4

 

P
la

n
ne

d
 

20
04

/0
5

 

P
la

n
ne

d
 

20
05

/0
6

 

Medi cal o fficers           
Medi cal 
specialists 

          

D entists           
D ental specialists           
P rofessional 
nurs es 

          

S taff nurs es           
Nursing assistants            
S tudent nurses           
Pharm acists           
Allied health 
professionals and 
technical sta ff 

          

Man agers, 
administrators and 
logistical support 
staff 

          

T otal           
 

 
1. This table should be for combined provincial and local government health personnel. 
2. Interns should be included under medical officers and pharmacists. 
3. Allied health professionals and technical staff comprises 'health therapists' (e.g. 

physiotherapists, speech therapists, occupational therapists, clinical psychologists, 
radiographers, environmental health officers) and specialised auxiliary service staff. 

4. The average time worked by sessional staff should be converted into full time equivalents 
(FTEs) and included in the relevant section. 
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Table 6 describes what typ es of service changes are p lanned each y ear over the three-y ear 
p eriod.  The changes in facilit ies, transport and major equipment are shown in the first  
column.  Changes in staff, supp lies and other recurrent resources are shown in the second 
column. The fourth column is used to show the value of shifts in resources, and the fifth 
column is used to show the value of additional budgetary  funding.  Reductions in facilit ies 
or resources should also be shown in the table. 

 
Table 6. District  service platform changes – 

 District A (Rands) (example)  
 

Facilities R esources Source Budget shif ts Budget 
a dditions 

Year 1      

Build new 
CHC 20 beds 
and 3 new 5-
day clinics.  
Add 2 more 
vehi cles. 

Construction 
and equipment  
 
2 extra 
vehi cles  
 
20 more 
professional 
nurs es  
 
 
Additional 
drugs etc  

Capital budget  
 
 
Capital budget  
 
Shi ft 20 
professional 
nurs es from 
District B  
 
Shi ft drugs 
budget from 
District B  

 
 
 
 
 
 
 
 

R2,000,000 
 

R200,000 

R4,000,000 
 
  

R300,000 
 
 
 
 
 
 

Etc     
Year 2      
Etc     

 
3.5 Expenditure projections  
 

3.5.1 Introduction 
 

Exp enditure projections rep resent the estimated funding requ ired to supp ly  the resources 
needed for imp lementin g the p lan. Once the p lan and MTEF have been app roved by  the 
p rovincial DOH and Treasury , the first  year’s MTEF figure represents a budget 
commitment.  The second and third y ear figures are p rojected figures. 
  
Exp enditure projections and trends are shown here for the overall d istrict health services 
DHS.  
 
The exp enditure projections should be based on the p lanned service delivery  p latform.  (See 
Section 3.4.)  The figures are p resented according to: 
 
• Sub-p rogram me; 
• Economic classification; 
• Transfers to municipalities and non-governmental organ isations (NGOs);  and 
• Cap ital exp enditure and maintenance. 
 
The figures comprise funds from the regular bud get as well as cond itional grants.  The HIV, 
STI and TB Programm e and the Nutrition Programm e conditional grants are shown 



___________________________________________________________________________________  
April 2003               Guidelines  for District Health Planning and Reporting Page 17 
                                                                                   Part B: Developing Plans 
 

sep arately under the respective budget sub-p rogrammes. Other conditional grants, such as 
for hosp ital rehabilitation, may  be included under sub-p rogramme totals together with 
regu lar bud getary funding.  

 
The regular bud get should reflect the equitable and eff icient allocation of resources used to 
p rovide the basic service p latform, as described in the p revious section.  Conditional grants 
p rovide additional resources to address excep tional p roblems, such as hosp ital rehabilitation 
and the HIV/AIDS epidemic.  
 
Each expenditure table should be acco mp anied by a n arrative section that exp lains 
signif icant chan ges in the figures shown.  

 
3.5.2 Expenditure projections by sub-programme 
 
Table 7 shows exp enditure trends and projections for the overall DHS budget p rogramme.  
It  p rovides direct inputs into the equivalent table in the PSP Format. Any  changes in the 
content of the budget p rogramme and sub-p rogrammes over the y ears shown should be 
exp lain ed.  
 
The figures should include exp enditure made from municipalities’ own funds3 and any  
cap ital spending made by the Dep artment of Public Works (DPW).  Any expenditure by 
DPW on rep airs and maintenance should b e included, but shown sep arately .  Any other 
exp enditure related to district health services that is not under the DHS budget p rogramme 
should be described in the acco mp any ing narrative.  For example, conditional grants 
handled at the p rovincial level and cap ital exp enditure includ ed under another bud get 
p rogramme. 
 

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

  
Sub-programme 2000/01 

(actual) 
2001/02 
(actual) 

2002/03 
(estimate) 

MTEF  
2003/04 
(budget)  

MTEF  
2004/05 

(projection) 

MTEF  
2005/06 

(projection) 
District management        
Community Health Clinics       
Community Health Centres       
Community Based Services       
Other Community Services       
HIV/AIDS       
Nutrition        
District hospitals       
Total DOH expenditure       
Municipal own expenditure       
Department of Public 
Works       

Total DHS       
 
 

                                                 
3  Expenditure mad e by a municipality from its own funding, excluding expenditure fund ed from DOH subsidies. 
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Table 8 compares the total exp enditure on district health services in constant prices4.  It  is 
used to indicate whether more or fewer resources are p urchased over time. The figures are 
calcu lated by ap ply ing the consumer price index figures (which should b e available from 
the p rovincial p lannin g committee) to the p revious and future years figures (from Table 7) 
to adjust them to current y ear prices. Cap ital exp enditure should be excluded as it  distorts 
trends in op erating (recurrent) exp enditures. 

 
Table 8. DHS – evolution of recurrent expenditure by budget  

sub-programme in  constant 2002/03 prices (R million) (e xample) 
 
 
 

1 . The  total figures for the base  year (2002/03 in th e example)  must be  the  same as thos e 
shown in Table  7. 

2 . Capital expenditure should b e excluded from  the figures. 
3 . To adjust the  actual expenditure for 2001/02  to the  constant 2002/03 pri ce, multiply th e 

figure  for  2001/02  by  (100  + the  inflation rate  for  2001/02) .  To adjust the  actual 
expenditure for  2000/01 to  the  constant  2002/03  price , multiply th e  figure  for 2000/01b y 
(100  + the inflation rate  for 2000/01)  and  the  r esult b y  (100 + th e  inflation rate  for 
2001/02) . 

4 . The  Treasur y formula  for cal culating the annual average change  is ( (outer year/base 
year)  to the po wer  of  ( ^on excel)  tim es (1/number  of  years  from  base to  outer))  –1 . In  the 
above table the  number  of years from bas e to  outer would b e 2  (2001/02 to 2002/03).  

5 . If  it is difficult to calculate th e average  annual change over the three  years, the  chang e 
from each  year to the next can b e sho wn. 

 
 

                                                 
4  Constant price comparisons between one year and another are made by adjusting the expenditure of one of the years by the 
inflation experienced or projected over the period between the two years. 

Expenditure 2000/01 
(actual) 

2001/02 
(actual) 

2002/03 
(estimate) 

Average 
annual 

change (%) 

2003/04 
(budget)  

District management       
Community Health Clinics      
Community Health Centres      
Community Based Services      
Other Community Services      
HIV/AIDS      
Nutrition       
District hospitals      
Total DOH expenditure      
Municipal own expenditure      
Department of Public Works      
Total DHS      
Inflation rate      
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Table 9 is used to show the exp enditure per person (capita), and shows if more or  fewer 
resources can b e p urchased p er p erson in the p op ulation.  The figures for expenditure p er 
uninsured p erson are not calculated at the district level as there are no official statistics on 
the numbers of uninsured p ersons below the p rovincial level.   The f igures are calcu lated by  
dividing the exp enditure figures shown in Table 8 by  the estimated p op ulation for each year 
shown in Table 1. 

Table 9. DHS – evolution of recurrent expenditure by 
 budget sub-programme per person in  constant 2002/03  

prices (Rands) (example)  
 

1. The  Treasury formula for calculating the annual  average change is (outer  year/base year) to power 
of ( ôn exsel). Times (1/number of years from base to outer) 1. In the above table the number of  
years from base to outer would be2 (2000/03). 

2. If  it is  difficult to  calculate the  average annual  change over  the 3  years, the  change from  each year 
to the next can be shown. 

 

Expenditure  2000/01 
(a ctual) 

2001/02  
(a ctual)  

2002/03  
(estimate) 

A verage 
a nnual 

cha nge (%) 

2003/04  
(budget)  

District manag ement       
Community Health Clinics       

Community Health Centres       
Community-based Services       

Other Community Services      

H IV/AIDS      

Nutrition       
District hospitals      

Total DOH expenditure      
Municipal own expenditure       

D epartment o f Public W orks      
Total DHS      
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Table 10 shows the allo cation of exp enditure by  sub-district.  This is imp ortant for showing 
how equitable the allocations to the sub-districts are. The totals should agree with those in 
Tables 7 and 9.  Municip al own exp enditure should be included, but capital expenditure 
should be excluded as it  distorts the trends.  The equity trends are best seen from the figures 
for expenditure per person. 
 

Table 10.  DHS – evolution of recurrent expenditure by sub-district  
 in total and per person (example)  

 
(This table would only be completed at the district level.) 

 
 

3.5.3 Expenditure projections by economic classification 
 
Table 11 shows exp enditure by  economic classification (standard items) for DOH 
exp enditure.   This shows changes over time in expenditure on key resources such as 
p ersonnel and supp lies.  The totals must be the same as those for Total DOH Exp enditure in 
Table 7. 
 
A separate table should be prep ared for municipal exp enditures showing the breakdown by  
economic classification.  This should p referably be done using the DOH classification so 
that a combined DOH and municip al table can then be p rep ared.  The municip al exp enditure 
figures should cover both the amounts funded from own-funding as well as those funded 
from DOH subsidies.  To avoid double counting when co mbinin g the two sets of figures, 
the subsidies should be deducted from the DOH transfer p ayments totals.  The figures used 
for subsidies must be the same as those shown in Table 12. 

 
 
 
 
 
 
 
 

Sub-district 2000/01 
(actual) 

2001/02 
(actual) 

2002/03 
(estimate) 

MTEF  
2003/04 
(budget)  

MTEF  
2004/05 

(projection) 

MTEF  
2005/06 

(projection) 

% change 
2002/03 

to 
2005/06 

Total expenditure 
 (R million)        

Sub-district A        
Sub-district B         
Etc        
Total        
Expenditure per 
person (Rands)        

Sub-district A        
Sub-district B        
Etc        
Total per person        
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Table 11.  DHS – evolution of expenditure by economic classification  
(R million) (example) 

 

Resource type  

20
00

/0
1 

(a
ct

ua
l)

 

20
01

/0
2 
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ct

ua
l)

 

20
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/0
3 
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20
03

/0
4 
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5 

(M
T
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F 
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20
05

/0
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E
F 
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n)
 

Standard Item       
Current:       
Personnel       
Transfer payments (current)       
Administrative expenditure       
S tores       
P rofessional and special 
services 

      

Other current expenditure       
Total current expenditure       
Capital:       
Transfer payments (capital)       
Equipment       
Land and Buildings       
Infrastructure       
Other capital expenditure       
Total Capital Expenditure       
Total DHS programme 
expenditure 

      

 
 

3.5.4 Transfers 
 
Table 12 shows the amounts transferred to each municip ality  and NGO. The totals should 
agree with the Transfers figure in Table 11. The table should be accomp anied by  a narrative 
section exp lainin g any signif icant chan ges in exp enditure over the y ears.  A short 
descrip tion of the p urp ose of the transfer to each NGO should also be p rovided in the text.  
The exp enditure and description of purpose must reflect the asp ects of the PHC services 
delivery  plan described under Section 3.6.4. 

 
Table 12.  Tr ansfers to municipalities and non-government 

 organisat ions (R '000) 1 (example)  
 

Muni cipalities Purpose 
of  

transfer  

Base year 
2002/03  

(estimate) 

Year 1  
2003/04  
(budget)  

Year 2 
2004/05  

(MTEF projectio n)  

Year 3  
2005/06  

(MTEF projectio n) 
Municipality 1      
Municipality 2      
Municipality 3      
Etc      
Total municipalities      
NGOs      
NGO 1      
NGO 2      
NGO 3      
Etc      
Total NGOs       

*   Any transfers not included in the GFS book should be specified as such. 
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3.5.5 Capital investment and maintenance 
 

It  is imp ortant to p ay sp ecial attention to the p lanning of cap ital p rojects and rehabilitation 
and maintenance. A set of three tables is required to show expenditure trends and 
p rojections on buildings and equipment. 
 
Table 13 shows exp enditure on facility  construction, upgrades and rehabilitation for district 
hosp itals, health centres and clinics on a p roject by p roject basis. The figures shown here 
should be comp atible with the service p latform changes shown in Table 2.  The linkages 
between cap ital and recurrent exp enditure are sy nchronised through the service platform 
p lan. 
 
If this expenditure falls under more than one p rogram me or sub-p rogram me, a separate table 
should be includ ed showing the total from each one for each of the years. Any  exp enditure 
by DPW should be included.  
 

Table 13. DHS - facility construction, upgr ades and rehabilitation – district 
hospitals, health centres and clinics (R '000)* (example)  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

*If not funded from the provincial budget, details should be presented in separate note. Conditional grant expenditure 
should be identified where possible. 

 

New 
construction 

2000/01 
(actual) 

2001/02 
(actual) 

2002/03 
(estimate) 

2003/04 
(budget)  

2004/05 
(MTEF 

projection) 

2005/06 
(MTEF 

projection) 

Total 
project 

estimate 
- Project 1  
- Project 2 
etc 

      
---- 
---- 
---- 

Total new 
construct.        ---- 

Upgrading/rehab
.         

- Project 1  
- Project 2 
etc 

      
---- 
---- 
---- 

Total upgrading 
and 
rehabilitation  

       
---- 
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Table 14 shows exp enditure on facility  maintenance.  This should be the total from the 
various sub-p rogrammes. It  may  be useful to show the total from each sub-p rogramme in 
the table. 

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

 
Mai ntena nce 2000/01 

(a ctual)  
2001/02 
(a ctual)  

2002/03 
(estimate) 

2003/04 
(budget)  

2004/05 (MTEF 
projection) 

2005/06 (MTEF 
projection)  

Community Health 
Centres 

      

Clinics        
Etc       
T otal        
T otal as % o f district 
health expenditure/ 
budget 

      

 
 
 
 

Table 15 shows exp enditure on medical equip ment and maintenance. This should be the 
total from the various sub-p rogrammes. It  may  be useful to show the total from each sub-
p rogramme in the table. 
 

 
Table 15.  DHS - medical equipment purchase and 

 maintenance (R '000) (example) 
 

Equipment purchase  2000/01 
(a ctual)  

2001/02 
(a ctual)  

2002/03 
(estimate) 

2003/04 
(budget) 

2004/05 
(MTEF 

projection)  

2005/06 
(MTEF 

projection)  
T otal purchase       
T otal maintenance       
Mainten ance as % of 
provin cial health 
expenditure/budget 

      

A  similar table should b e prepar ed for motor vehicles and  for office  equipment. 

 
 
 
3.6 Service delivery plan 

 
3.6.1 Structure and contents 

 
The service delivery  p lan contains the goals and objectives that relate to services and their 
exp ected health outcomes5.  The targets set for the objectives must be feasible, b ased on the 
facilities and resources to be p rovided under the service p latform plan shown in Section 
3.4., and the exp enditure p rojections shown in Section 3.5.   

 

                                                 
5  A list of definitions of terms can be found in Part F: Definitions and Norms – under the hierarchy o f planning. 
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The service delivery  p lan should be sp lit  according to the management areas that reflect the 
budget sub-p rogrammes:  
• District management 
• PHC services (see  below)  
• HIV/AIDS, STI and TB control 
• Integrated Nutrition Programme 
• District hospitals 

 
The funding for PHC services is cov ered under four bud get sub-p rogrammes: Community 
Health Clinics, Community Health Centres, Community Based Services and O ther 
Community Services.  The four sub-p rogrammes should be cov ered by  one plan since they  
are all comp lem entary. Municip al exp enditure is also taken into account. 
 
The overall district health goals and ob jectives ar e shown under the District Management 
budget sub-p rogramme since d istrict managers are responsible for ensuring that they  are 
achieved them. The other budget sub-p rogrammes includ e objectives that contribute to the 
achievement of those overall ob jectives. Any  special objectives for rural development nodes 
and urban renewal nodes should be shown sep arately  in the p lan.  
 
The plan must show the objectives and activities with target indicators for the three planning 
y ears and comp are them with the indicators for the current and p recedin g y ears.  If estimates 
are not available for the current y ear, the targets from the op erational p lan for that y ear 
should be used, and noted in the text.  The tit le of the manager resp onsible for the 
imp lementation of each section plan should be noted in the section.  
 
The goals and objectives must take into account the findings and challen ges identified in the 
annual report and summarised in Section 3.3 of this document.  Those findings that are 
relevant to each section of the p lan should be shown in the narrative introduction to it . 

  
When drawing up the objectives it  is imp ortant to look at the required set of performance 
indicators shown in Part C: Preparing Annual Reports.  Objectives should be develop ed to 
address any  indicators that need to be significantly  improved, since man agers’ p erformance 
will be evaluated p artly  on the basis of these indicators. 
 
An analy sis of imp ortant constraints relating to the imp lementation of p olicies and 
objectives should be descr ibed in the narr ative under each section of the plan. Particular 
constraints in rural develop ment nodes and urban renewal nodes should be exp lain ed.  The 
analy sis should cover finance and financial management, human resources (p eop le and 
skills), lo gistics (drug, lab, equ ipment, condom p rocurement), clinical and other technical 
constraints. 

 
3.6.2  Linking objectives and budgets 
 
The service  platform plan  describes the resources to be p rovided.  For examp le, it may 
state that a p articular commun ity will have a clinic with two nurses and supp ort staff, and an 
adequate budget for supplies and other needs.  It  will also state how the resources will be 
made av ailable. Those resources should be fund ed through the regular bud get. 
 
The service  delivery plan  shows what activities will carried out with those regular bud get 
resources and what objectives will be ach ieved.  For example, it  might say that the clinic 
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will imp rove its TB cure rate, and that to do that one of the nurses will sp end some time 
tracing TB defau lters.  Where cond itional grants will be used to supp lement the regular 
budget to achiev e certain h ealth goals, they should be linked with sp ecific service delivery  
objectives. 
 
It  should be noted that the same resources can sometimes be used to ach ieve more outp uts 
or outcomes. (See cost-e ffectiveness in Part D: Planning Tools.)  This should be exam ined 
within the context of a service delivery  network6, which comprises PHC and hosp ital 
services and thus cuts across budget sub-p rogrammes. For examp le, it may  be more cost-
effective for hospital doctors (and better for p atients) to see some referra l p atients in the 
clinics rather than at the hospital. 

 
If the p rovincial health targets cannot be achiev ed with the availab le service p latform, the 
objectives should be reduced. For examp le, if the need is to immunise 80% of children and 
there are only enough r esources to immunise 75%, on ly 7,500 children will be cov ered 
instead of 8,000.  Determinin g exactly  what levels of targets are achievable is difficult , but 
way  of estimating generally  is described in section 3.6.4.2. 
 
A shortfall may  relate p artly to a deficit in the service platform and p artly to what can be 
achieved with that platform over the three-y ear period.  The p lan should clear ly show this 
shortfall, together with some estimate of the additional resources that would be required to 
bridge the gaps. (See Table 28.) This will p rovide a good b asis for any  negotiations over the 
funding allo cation to the district and p rovides a tool for lobby ing for additional funds from 
the p rovincial Treasury  and provincial Parliam ent. 
 
3.6.3 District management 

 
3.6.3.1 Key district health goals 

 
The district management section should start  with a list  of the key health goals for 
the district as a whole.  (See Table 16.)  These should be determined in joint 
p rovincial, district and municip ality workshop s, which will ensure that they  are 
p rop erly  aligned.  They  should take into account the provincial fiv e-y ear priorities, 
the p lanned service platform, and the challen ges describ ed in the annual rep orts.  

 
The key  health goals should generally  relate to highest-p riority  general health 
p roblems, such as high infant mortality , and specific health problems, such as 
immunisation or TB.  The number of goals should be lim ited as many districts do 
not have sufficient resources to focus heavily  on many p riorities at once.  The 
p urp ose of selecting a few high priority p roblems is to focus resources on resolving 
them.  For example, if there are insufficient quantities of drugs for high priority  
services, and the dru g bud get is lim ited, way s could be sought to reduce the 
p rocurement of drugs for services that are not high p riority. Information on methods 
for selectin g p riorities can be found in Part D: Planning Tools. 

 

                                                 
6  A service delivery network is a cluster of facilities that cover the health needs o f a community or group of 
communities. For example, a district hospital and the health centres and clinics that re fer patients to that hospital would 
be a netwo rk. 
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Only  these key  health goals need to be rep orted in the PSP, although provinces can 
include more if they  wish.  The goals must be the same across all the districts and 
sub-districts so that they  can be consolidated at the p rovincial lev el. The targets will 
vary  according to the circumstances in each district and sub-district, but in aggregate 
must equal the p rovincial target.  The goals for HIV/AIDS, STI and TB, and for 
nutrition should be included here, and will be covered in more detail in the p lans for 
those sub-p rogrammes. 

 
Table 16.  District management – examples of  key he alth  goals  

Focus Areas / Objecti ves/A cti vities  2001/02  
(a ctual)  

2002/03 
(estimate) 

2003/04  
( targ et)  

2004/05 
( targ et)  

2005/06 
( targ et)  

Key Health Goals      
Impact:       
Redu ce matern al mortality rate to 200 per 100,000 300  320  260  130  200  
Redu ce in fant mortality 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 
to 75,000 persons per year)  

20%  21%  19%  17%  15%  

2. Reduce the number o f new T B cases from 200 to 150 per 100,000 200  200  180  165  150  
3. Increase T B cure rate from 60% to 80% (600 to 560  persons) 60%  61%  67%  74%  80%  
4. Reduce number of measles cas es per 100,000 population 5  6  2  0  0 
Etc      
In  the  above table, 2003/04, 2004/05 and 2005/06  are  the years being planned  for and  2001/02 and 2002/03  are for  
comparison. 
 

The examp les in the table have been sp lit  into imp act goals and outcome goals.  
Impact goals are those which rep resent general h ealth p roblems, such as infant 
mortality , and which are generally  affected by  non-health issues, such as water and 
sanitation, or p overty.  Outcome goals relate to sp ecific health problems, such as 
TB, and which are mainly  affected by  direct health interventions. (See Part F: 
Definitions and Norms.) 

 
3.6.3.2 District management objectives 
 
District management objectives should also be included in this p art of the p lan, but 
listed in a separate table using the same format shown in Table 16.  These might 
include objectives such as DHS p rogramme expenditure per person or the 
app ointment of sub-district managers (which are key indicators for the PSP).   
 
This section should also include a n arrative descr iption of p lanned interventions to 
imp rove the quality  of care. M easures to imp rove quality  in p rioritised areas, such as 
rural development nodes and urban renewal nodes should be emp hasised.  In 
p lanning quality  improvements, reference should be made to the National Po licy on 
Quality in Hea lth Care and to Provincial Policy on Quality.  The measures should 
be described by  level of care: community , PHC services, hospitals, and programme 
management. 
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The section should also include an organisational chart, a govern ance p lan and any  
p lans for public/private partnership s. 

 
3.6.3.3 Resource plans 
 
District managers ar e also resp onsible for the planning and man agem ent of the 
resources that are used in the district.  Plans and budgets should be p rep ared for each 
major resource category , namely p ersonnel, p harmaceutical and med ical supplies, 
laboratory services, and transp ort7 .   These plans should be p rep ared at both district 
and sub-district levels, and also, if p ossible, for each cluster of PHC facilities8 and 
each hospital.  Each of these p lans should account for the total amount under the 
resp ective line items, as shown in Table 11. 
 
The plan covering the numb ers of personnel and exp enditure by  category has been 
included und er the service p latform p lan.   (Section 3.4., Table 5. )  However, it is 
imp ortant to also have a p lan for the training of p ersonnel.  If trainin g is not properly 
p lanned and managed, some p ersonnel may remain untrained or too many p ersonnel 
can be absent from a f acility at one time.  The co-ordination of training is especially  
difficult  since fund ing for training may  come from different sources.   
 
The information in the plan should include the numb ers of p ersons to be trained and 
the type of training for each y ear as well as the estimated exp enditure for that 
training.  (See Table 17.)  A sep arate summary table of sources of funding used for 
the training should be included to ensure that all sources have been taken into 
account (format not shown).  Further details, such as typ es of personnel to be 
trained, can also be provided in a separate table, usin g a form at similar to the one 
shown in Table 31. 

 

Table 17. Staff training plan (example) 
N um ber of perso nnel  Rands 

Technical 
area  
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H IV/AIDS           
T B           

 
In  the  above table, 2003/04, 2004/05 and 2005/06  are  the years being planned  for and  
2001/02 and 2002/03 are for co mparison.  Both provin cial and local  government 
personnel should b e included.  

 

                                                 
7  See the Handbook for District Managers: Chapter 8 (Human Resources), Chapter 9 Transport, and Chapter 10 Drugs for more 
details.  Further details on drugs planning and budgeting can be found in Managing Drug Supply, 1997, The Equity Project.  
 
8  Where a sub-district contains more than one municipality, the facilities could be clustered by municipality. 
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After p ersonnel, stores often constitute the next highest expenditure category .  The 
total exp enditure on stores is shown in Table 11, but it is imp ortant to have a 
breakdown of that amount to see the p rojected exp enditure on drugs etc.  The 
breakdown should be shown in a separate table using the sam e format as Table 11. 

 
A more in-dep th p lanning of the p rocurement of dru gs, vaccines and medical 
supp lies is imp ortant to ensure that they  are in accord ance with the p lanned levels of 
services, both in terms of total exp enditure but also in terms of the types of drugs 
and supp lies required.   
 
The best way to link the p rocurement p lan with the health p rogramm e objectives is 
to estimate the numbers of defined daily doses required for each therapeutic group.  
(See Table 18.)  This is based on the exp ected numbers of p atients to be treated and 
the treatment regimens to be followed.  Using the average cost of drugs, the 
p rojected expenditure can be shown for each therap eutic group . The district 
p harmacist should be able to assist  with this calculation.  If it  is not p ossible to 
estimate the defined daily doses or the projected exp enditure by  therapeutic group, 
the p rojected expenditure by sp ecific drug should b e shown, either for the high 
p riority  drugs or for the drugs on which most money  are spent.  
 

Table 18. Pharmaceut icals and Medical Supplies Plan  
and Budget (e xample) 

 
Thera peutic 
Gro up 

# Daily Doses  Rands  
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In  the  above table, 2003/04, 2004/05 and 2005/06  are  the years being planned  for and 2001/02 
and  2002/03 are for comparison . 

 
If p ossible, the p rojected expenditure should also be shown for laboratory tests, 
either broken down by  therapeutic group or for high-p riority  tests, or for the tests on 
which most funding is spent. 
 
It  is also imp ortant to plan for the op erating costs of vehicles (the p rocurement 
should have been p lanned und er Section 3.4.).  A table should be in cluded r elating 
the operating costs to the p lanned numbers of vehicles. All op erating costs should be 
included, such as fuel, oil, repairs and maintenance.  (S ee Table 19.) This can b e 
done using the estimated total number of veh icles in operation, the average numbers 
of kilometres p er vehicle, and the average exp ected cost p er kilometre. If the 
p rojected annual budgets are less than these totals, the shortfalls should be noted in 
the text along with a p roposal for addressing the p roblem.  If possible, mobile 
clinics, p atient transport and administrative vehicles should be shown separately  as 
the costs and implications of funding shortfall are both differ ent. 
 
Under this section it  would also be useful to include a rev enue generation p lan and 
revenue forecasts for the p eriod. 
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Table 19. Transport operating costs (example) 

 N um ber of vehicles Operating costs (Rands)  

Sub-distric t/ 
Location 
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Sub-district A           
Etc           
T otal           
Average kms per vehicle      - -- - -- - -- - -- - -- 
Average Rands per km      - -- - -- - -- - -- - ---  
In  the  above table, 2003/04, 2004/05 and 2005/06  are  the years being planned  for and  2001/02 and 2002/03  
are for co mparison. 
 

3.6.4 PHC services 
 

3.6.4.1 Objectives 
 

The funding for PHC services is covered under four bud get sub-p rogrammes: 
Community Health Clinics, Community Health Centres, Community Based 
Services and O ther Community Services.  The four sub-p rogrammes should be 
covered by  one plan since they  are all co mp lementary. The exp enditure for these 
sub-p rogrammes is shown in Table 7, and these figures can be summ arised in a 
sep arate table to get a clear view of the total expenditure.  (See Table 20.)  T ransfers 
to municipalities and NGOs for PHC activities should also be included, and a row 
has been put in for this exp enditure in case it  is not already under one of the sub-
p rogrammes shown in the table.  M unicip al own exp enditure is also shown in the 
table as it usually relates to PHC services.  The total figures should be converted to 
exp enditure in constant prices and in constant prices p er p erson, on the same bases 
used in Tables 8 and 9. 

 
Table 20. PHC services – total e xpenditure by budget  

sub-programme (example)  
 

Sub-programme 2000/01 
(actual) 

2001/02 
(actual) 

2002/03 
(estimate) 

2003/04 
(budget)  

2004/05 
(MTEF projection) 

2005/06 
(MTEF projection) 

Current Prices (R ‘000)       
Community Health Clinics       
Community Health Centres       
Community Based Services       
Other Community Services       
Transfers        
Total DOH expenditure       
Municipal own expenditure       
Total DHS       
Total DHS in constant 
2002/03 prices (R ‘000) 

      

Total DHS in constant 
2002/03 prices per person 
(Rands) 
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It  may be useful to also provide a table with the projected exp enditure by  standard 
item for PHC services, using the form at shown in Table 11. 

 
The full ran ge of PHC goals and objectives should be shown under the PHC services 
p lan.   (See Table 21.)  The PHC goals and objectives will contribute heavily to 
most, if not all, of the key  health goals for the district health service programme as a 
whole, as shown in Table 16.  The PHC p lan will also in clude other PHC objectives 
that are not in the list of key health goals and objectives. 
 
Services provided by  municip alities and NGOs must be included in the plan, and 
each municipality and NGO and its role should be clearly  identified.  This 
information must be consistent with what has been shown under Transfers.  (See 
Section 3.5.4.)  All these services must be covered under service level agreements. 
 
This plan serves as a combined plan for the PHC facilities and also for the health 
p rogrammes.  Although some health p rogrammes activities may  be included under 
other sub-p rogramme plans (e.g., district hospitals), most of them fall under the PHC 
p rogramme. 
 
Thus, while the plan covers the activities of the PHC facilit ies, the goals and 
o bjectives should be grouped according to health programme .  The 
accomp any ing narr ative should also be divided accord in g to health p rogramme and 
should include confirm ation that the goals and objectives are feasible with the 
overall sub-p rogramme bud get projections.  These goals and objectives will mostly  
be represented by outcome indicators. Output indicators should also be shown 
(numbers of services to be provided) as this will help  managers to link outcomes 
with planned expenditure.  (See Section 3.6.4.2)   
 
Since the p lan covers both PHC facilit ies and health p rogrammes, the goals, 
o bjectives, activities and targets must be agreed upon between the service  
managers and health prog ramme managers.  This should be easier where one 
district or sub-district manager is in ch arge of both PHC services and health 
p rogrammes.   
 
The goals for HIV/AIDS, STI and TB control and for Nutrition should be included 
in the p lan to ensure that these are taken into account when looking at the resource 
requirem ents.  The objectives and targets can be shown under the sep arate 
HIV/AIDS, STI and TB and Nutrition sub-p rogramme plans.  
 
The plan should also include any  objectives that re late to imp rovin g serv ices as a 
whole, such as quality  of care imp rovements, transp ort use, or exp enditure control.  
These would relate mostly to the inp ut, process, quality and efficiency indicators 
shown in the PHC services section of Part C: Preparing Annual Reports. 
 
As stated earlier, it  is crucial that the o bjectives and acti vities be linked with the 
resource plans shown under the section 3.6.3.3, since the service managers rely  on 
those resources to meet their objectives. For examp le, if every  health objective has 
activities for trainin g clinic nurses, it  may  be imp ossible to do all that training 
without disrupting services.  The institution managers must set a limit on the amount 
of training and must ensure that it  is focused on priority  services, which may mean 
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reducin g or postponing trainin g for other services.  The comb ined trainin g activities 
must then be reflected in the trainin g p lan.  (See Table 17.)   

 
Table 21. PHC service goals and objectives (example) 

 
Focus Areas / Objecti ves/A ctivities  2001/02  

(a ctual)  
2002/03 

(estimate)  
2003/04 
( targ et)  

2004/05 
( targ et)  

2005/06 
( targ et)  

Health Progra mmes       

Maternal, Child and Wom ens ’ Health       

Redu ce teenage pregn ancies by 20% from 10% to 8% of under 
18 year old girls      

Improve early detection of cervical cancer by increasing the 
number of Pap-smears       

Etc      

Mental health      
Etc      
In  the  above table, 2003/04, 2004/05 and 2005/06  are  the years being planned  for and  2001/02 and 2002/03  are for  
comparison. 
 

3.6.4.2 Service outputs 
 

When health service delivery is integrated, sp ecific health p rogramme go als and 
objectives cannot be easily  related to the p rojected expenditure. For examp le, while 
increasin g the immunisation rate will involve additional staff t ime on 
immunisations, it cannot easily  be related directly  to staffing levels, as the staff are 
used to p rovide an integrated set of services, of which im munisation is only  one.  
 
The link between health p rogramme objectives and expenditure is best explored by 
relating the outcome targets to outp uts, which can be related to staffing, and staffing 
related to expenditure.  To do this, it  is necessary  to p rovide a break down of PHC 
outp uts in the form of health services by type of service.  (See Table 22.)  These data 
should be available from the district health information sy stem.  It should be 
p ossible to relate the health outcome targets to these outp ut figures.  For examp le, 
increasin g immunisation coverage will require an increase in the number of child 
visits to the clinics. 
 
To make this easier, expected numbers of outputs (service provided) should be 
shown for  each health programme in the p lan format shown in Table 21. These 
numbers should then be put into Table 22 for each y ear.  The total numbers of 
services can be calculated and converted to a total headcount by  using the average 
numbers of services per visit.  If a norm has not been develop ed for this average, the 
actual ratio for the current y ear can be estimated and used in the future y ears.  
 

If the total headcount is less than the headcount used in the service p latform plan, 
there should be sufficient resources to meet the health objectives.  If the total 
headcount is more than the headcount used in the service platform calcu lation, there 
may  be insufficient resources to meet the health objectives, and some of them m ay 
have to have their targets reduced.   
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All services, in cluding commun ity  visits, must be included.  Inp atient and maternity  
services at CHC should also be included and f actored into the workload and staffing 
requirem ents. The number of imp atient days can be converted to ambulatory  service 
equivalent using a r atio, such as 1:3. Services provided by municipalities should be 
included, but service p rovided through NGOs should only be included if they  have 
an impact on DOH resources, such as staffing. 
 
To link the objectives and activities at the district level with those at the sub-district 
level, it  may  be useful to p rep are tables showing the breakdown of objectives and 
activities by  sub-district.  The format would be the same as the sample table shown 
here, but the columns would be used to show the figures for each sub-district, 
instead of the targets for each y ear9.  The targets for the first y ear of the p lan should 
be used. 

 
Table 22.  Numbers and mix of PHC services provided by  

CHCs, clinics and mobiles (example) 
 2001/02  

A ctual 
2002/03  
Estimate 

2003/04 
Targ et  

2004/05 
Targ et 

2005/06 
Targ et 

Facility-based ambulatory services       
Mat ernal and reproductive health  150,000      
Child health  160,000      
EPI  50,000      
Nutrition  10,000      
H IV/AIDS  30,000      
STIs 30,000      
T B 10,000      
Chronic diseas es 150,000      
Mal aria and chole ra  10,000      
Ment al health 20,000      
Reh abilitation and disability 10,000      
T rauma, rape, abuse, assaults 5,000      
O ral health  5,000      
Minor ailments 360,000      
T otal ambulatory services  1 ,000,000     
H ead count 830,333      
Average number o f services per visit 1.2     
Inpatient days (including maternity)  1,000      
A mbulatory servi ce equi valents  3 ,000      
Community-based services       
Nutrition  5,000      
H IV/AIDS  10,000      
T B 5,000      
Total community-based services 20,000      
Total services  1 ,023,000     
Average services per day  4,092      
Number o f pro fessional nurses  100      
Average daily workload per pro fessional nurse 41      

Assume average days open = 52 x 5 less 10 days public holiday = 250 
The workload figure may differ somewhat from that shown in the DHIS due to different calculation methods.  
In  the  above table, 2003/04, 2004/05 and 2005/06  are  the years b eing planned  for and  2001/02 and 2002/03  are for 
comparison. 
                                                 
9  Note that when producing an average o f sub-district figures when they are also averag es.  T he nominator and 
denominator must be recalculated and a new av erag e calcul ated. It is not correct to take an averag e of the averages. 
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If it  is not p ossible to reconcile objectives with budgets directly  using the p rop osed 
method, then it  is important to exp lain in the narrative how the objectives would be 
achieved with the given fundin g. 

 
3.6.5 HIV/AIDS, STI and TB control 

 
A separate p lan for HIV/AIDS, STI and TB control must be included here.  This p lan 
should cover all the activities of the control p rogramm e in the district or sub-district, not 
just those covered by the dedicated fundin g shown under the sub-p rogramme bud get.  The 
p rojected expenditure for the sub-p rogramme is shown in Tables 7, 8 and 9. 
 
A summary  of the findings of the situation analy sis should be included here.  Sp ecific issues 
to be covered include: 
 
• Home-based care; 
• Step  down care; 
• Voluntary Counselling and Testing (VCT) services; 
• Prevention of mother-to-child transmission (PM CT) services; 
• Condom distribution; 
• Diagnostic, management and p rotocol develop ment; 
• Education and awareness camp aigns; 
• TB treatment services includin g ap plication of revised DOTS strategy, DOTS coverage, 

and p atient recording and r eporting sy stem; 
• Availability  of quality  assured TB sp utum microscopy and  

specimen-laboratory-results turn around time; 
• Uninterrupted availability  of anti-TB drugs; 
• NGO involvement and service level agreements; and 
• Staff trainin g and supervision. 

 
The standard st rat egi c obj ectives t abl e must be completed.  (See Table 23 for an example.)  A 
st andard set of performance indi cators must be reported on annually.  (See Part C: Preparing 
Annual Reports.)  It is important to review these i ndi cators when determining the key objectives for 
t he programme. Managers should always plan how they will achi eve t hose targets for which 
performance is to be measured.  
 
The objectives used by each distri ct should have already been agreed for the province as a whole, 
si nce the same set of key objectives must be used for all dist ri cts so that they can be consolidat ed at 
t he provinci al level.  The key objectives should have been included in the t abl e of key objectives for 
t he dist ri ct and in the PHC plan.  As explained earlier, the t argets should be transl at ed i nto outputs 
t hat can be included in Table 22.  
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Table 23. Strategic obje ctives for the HIV/AIDS, STI  

and TB control programme – example 
 

 Focus Areas / Objectives/Activities 2001/02 
(actual) 

2002/03 
(estimate) 

2003/04 
(target) 

2004/05 
(target) 

2005/06 
(target) 

 PHC Services      

Goal 1 HIV/AIDS, STI & TB      

Obj1.1 
Reduce HIV/AIDS infection rate from 21% to 15% (from 
100,000 to 75,000 persons per year) 20% 21% 19% 17% 15% 

Act A Increase # of peer educator groups from 5 to 16 3  5  9  12 16 

Act B Increase avg # of condoms distributed from  20 to 100 10 20 40 70 100  

Obj1.2. Increase care and support for HIV/AIDS & TB from 60% 
to 80% of those infected and affected 50% 60% 65% 72% 80% 

Act A Increase # of VCT projects from 7 to 24 5  7  12 18 24 

Act B Increase % of persons receiving HBC from 10% to 50% 2% 10% 20% 30% 50% 

Obj 1.3 Inc avail.  of HIV/AIDS, ST I and TB drugs from 75% to 
95% in all PHC facilities 

70% 75% 80% 85% 95% 

Act A A Etc      

Obj 2 
Reduce the number of new TB cases from 200 to 150 per 
100,000 200 200  180 165 150  

 Etc      
Obj  = Objective, A ct = Activity. In th e above  table, 2003/04, 2004/05  and 2005/06 ar e the  years being planned for and 
2001/02 and 2002/03 are for co mparison. 
 
 

3.6.6 Nutrition programme 
 
A separate p lan for the nutrition p rogramme must be included here.  This p lan should cover 
all the activities of the p rogramme in the district or sub-district, not just those covered by 
conditional grant fundin g shown under the sub-p rogramme bud get. The p rojected 
exp enditure for the sub-p rogramme is shown in Tables 7, 8 and 9. 

 
A summary  of the findings of the situation analysis should be included here.  Sp ecific issues 
to be covered should include: 
 
• Disease-specific nutrition supp ort; 
• Treatment and counsellin g for p revention and rehabilitation of nutrition related 

conditions;  
• Growth monitoring and promotion;  
• Nutrition p romotion, education and advocacy;  
• Micronutrient malnutrition control through direct supplementation for vulnerable 

groups, dietary  diversification and fortification of co mmonly  consumed foods;  
• Food service managem ent for p rovision of balanced nutrition to groups in the 

community  and in p ublic institutions;  
• Promotion, protection and supp ort for breast feeding; and  
• Contribution to household food security including schoo l feedin g and co mmunity 

p overty  relief p rojects. 
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The standard strategic objectives table must be comp leted.  (See example in Table 24.) The 
PSP has a standard set of p erformance ind icators and targets that are shown in Part C: 
Preparing Annual Reports.  These are to be reported annually , and it  is imp ortant to review 
these indicators when determinin g the key objectives for the p rogramm e. Managers should 
always p lan how they will achieve those targets for which p erformance is to be measured. 

 
Table 24. Strategic obje ctives for the Integrated  

Nutrition Programme - example 
 

Objecti ve 2001/02  
(a ctual)  

2002/03  
(estimate) 

2003/04  
( targ et)  

2004/05  
( targ et)  

2005/06  
( targ et)  

Redu ce % of underweight 
children under five years 
from x to y 

     

Redu ce % of vitamin A 
deficient children under fiv e 
years from x to y 

     

Redu ce % of iron deficient 
children under five years 
from x to y 

     

In  the  above table, 2003/04, 2004/05 and 2005/06  are  the years being planned  for and  
2001/02 and 2002/03 are for co mparison. 

 
 

The objectives used by  each district must have already been agreed upon for the province as 
a whole, since the same set of key  objectives must be used for all districts so that they  can 
be consolidated at the p rovincial level. The key objectives should have been includ ed in the 
table of key  objectives for the district and in the PHC plan.  As p ointed earlier, some targets 
may  need to be translated into outp uts that can be included in Table 22. 

 
3.6.7 District hospitals 

 
A separate p lan for district hospitals must be included here. The projected expenditure for 
the sub-p rogramme is shown in Tables 7, 8 and 9. It  may be useful to provide a table with 
the p rojected expenditure by standard item, using the format shown in Table 11. 
 
A summary  of the findings of the situation analy sis should be included here and should 
cover sp ecific issues such as: 
 
• Rehabilitation, rationalisation and dev elop ment of the hospital facility network in 

relation to the data presented in the situation analy sis, the provincial strategic 
p osition statement and the hosp ital revitalisation strategy ; 

• Plannin g and implementation of organisational d evelop ment;  
• Delegations of financial, p rocurem ent and personnel functions: the p rovincial 

framework, cap acity  development and monitoring sy stems; 
• Quality  imp rovement measures including actions plans, client satisfaction surveys, 

monitoring systems and adverse reporting sy stems; 
• Increased eff iciency  (e.g. h igher bed o ccup ancy, reduced len gths of stay ); 
• Imp lementation of standardised services p ackages, including gap  identification and 

reduction and reconf iguration of tertiary services;  
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• Governance in cluding ap p ointment of Chief Executive Officers (CEOs) or 
equivalent institutional managers, app ointment of  CFOs or equivalent financial 
officers, performance agreements, and introduction and roles of hosp ital boards; 

• Management sy stem development includin g cost centre accountin g and information 
systems; and 

• Uses of conditional grants.  
 
Hosp ital goals and objectives should be shown in two tables.  The first  is a table 
summarisin g the key goals, which is used to comp ile the provincial strategic plan.  The 
second is a complete list  of all the goals and objectives, which is used by  the district and 
hosp ital. 
 
Table 25 is used to show the summary  of key  goals.  These should be determined in joint 
p rovincial, district and municip al workshops, which will ensure that they  are p roperly 
aligned. The same set of key objectives must be used for all districts so that they  can be 
consolidated at the provincial level.  The key  goals should reflect service delivery needs 
where p ossible, such as exp anding or imp roving hosp ital services, rather than management 
needs, such as app ointing CEOs or imp roving efficiency . 
 
Goals and objectives should be determined takin g into account the p rovincial five-y ear 
p riorities, the p lanned service p latform, and the challenges shown in the annual r eport. The 
list  should be limited to a few key  issues. Part C: Preparing Annual Reports has a requir ed 
set of p erformance ind icators to be rep orted annually , which are largely  drawn from the 
PSP.  It  is advisable to consider developing objectives relating to some of these indicators, 
since managers’ performance will take these indicators into account. Each hosp ital should 
have its own three-y ear plan, the highlights of which should also be included in the district 
health p lans.  
 
The table will be used for the cluster of district hospitals in the district and the objectives 
and targets will be for the whole cluster. It  may also be useful to prepare a table showing the 
contribution of each hospital to the consolidated targets using the same format as Table 25, 
but with a column for each hospital instead of for each y ear.  The figures for the first y ear of 
the p lan can be used. 
 

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

In  the  above table, 2003/04, 2004/05 and 2005/06  are  the years being planned  for and  2001/02 and 2002/03  
are for co mparison. 

Objecti ve Indicator
1 

2001/02  
(a ctual)  

2002/03  
(estimate)  

2003/04  
( target) 

2004/05  
( targ et)  

2005/06  
( targ et)  

In crease the number o f usable 
beds from x to y (excluding step 
down beds) 

      

In creas ethe number o f step-down 
beds from x to y 

      

In crease the averag e length of 
stay from x to y 

      

In crease bed utilisation rate from 
x to y 

      

In crease the number o f nurses 
from x to y 

      

D ecreas e case fatality rate fo r 
surg ery separations from x to y 
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Table 26 is used to show the comp lete range of hosp ital goals, objectives and activities.  
This plan does not have to be submitted to Treasury, since the key health goals will be 
p rovided as in the p revious section.  All the health p rogramme goals will be shown here, 
includin g the key go als listed in Table 25.  The objectives and activities needed to ach ieve 
each goal must be listed under the goal. 

 
Table 26.  District hospitals – detailed goals, obje ctives  

and activit ies (example) 
 

Focus Areas / Objecti ves/A ctivities  2001/02  
(a ctual)  

2002/03 
(estimate) 

2003/04 
( targ et)  

2004/05 
( targ et)  

2005/06 
( targ et)  

District Hos pital Services       
Redu ce averag e length of stay from x to y      
Improve scheduling o f theatre      
Etc      
In  the  above  table, 2003/04, 2004/05 and 2005/06  are the years b eing planned  for and  2001/02 
and  2002/03 are for comparison . 

 
 

It  would also be useful to include a table showing som e basic data for each d istrict hosp ital.  
This should include the numbers of PHC and referral outp atient visits, separations and bed 
day s. 
 

Table 27.  Basic hospital data (example) 
 

Indicator  2001/02  
(a ctual)  

2002/03 
(estimate)  

2003/04 
( targ et)  

2004/05 
( targ et)  

2005/06 
( targ et)  

Population      
Beds       
Separations (deaths and 
disch arges ) 

     

Bed days       
PHC outpatient visits      
Refer ral outpatient visits      
T otal outpatient visits      

 
3.7 Service Gaps 
 

It  is imp ortant not just to show what objectives and targets will be achieved with the 
available resources, but also to show the service  gaps and the estimated resources needed 
to bridge them.  These are the gap s between services required to meet the needs and the 
services that can be provided with the resources that are available10.  It  is important to 
describe the main service gaps to make it  clear to both the DOH and provincial Parliament 
and Treasury why some needs and national targets cannot be met, as well as to show 
p riorities for additional fundin g. 

The gap s should be reflected in two tables. 

                                                 
1 0 These are gaps at the district or sub-district level,  and should not be con fused with facility-level audits to determine, 
fo r example, what elements of the PHC package a re being provided. 
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Table 28 shows the service p latform gap s identified in Section 3.4.  These are the gap s 
between the affordable service platform includ ed in the p lan, and the platform required 
accordin g to norms.  These gap s are best shown in terms of numbers of facilities and 
hosp ital beds, staffing and fundin g.  The figures should be extracted from the updated 10-
y ear service platform p lan.  A summary of the methodology  and norms used to derive the 
needs should also be extracted from the 10-y ear service platform p lan and described in the 
narrative.  Any differences between national and p rovincial norms should be describ ed in 
the text. 

Table 28. Service platform gaps (year 3) (e xample)  
 

 Facilities Staf f  Funds 
N eeded    
C linics 200  1,000  100,000,000 
CHCs 12 240   
Hospital beds  2,000 6,000   
    
    
Affordabl e     
C linics 180  900  90,000,000 
CHCs 10 200   
Hospital beds  1,900 5,600   
    
Gap    
C linics 20 100  10,000,000 
    
    

 
Table 29 shows the gap s between the targets for the key  health goals shown in Table 16 and 
the p rovincial targets.  Other goals and ob jectives where there are important gap s can also 
be listed, for examp le, relating to the key  hosp ital goals.  Som e of the gaps listed will relate 
to the service p latform gap s shown in Table 28, and, if so, this should be noted.   
 
The first  column in Table 29 should be used to show the district objective and target from 
the p lan. The second column is used to show the p rovincial target.  The third column shows 
the  number of services needed to achieve the provincial target (for example if the number 
of children that need immunisation is 10,000, then the target of 80% would mean that 8,000 
children would n eed to be immunised).  The fourth column shows the number of services 
accordin g to the plan, which in this examp le is 7,000.  That number is less than the number 
of services need ed because of a constraint.  The fifth column shows the service delivery  
gap , which in the example is the number of services needed less the number of services 
p lanned.   The additional resources required to immun ise those children are listed in the last 
column, namely  R5,000 worth of vaccines and supp lies.  In this case, it  is assumed that the 
staff provided under the service p latform p lan are sufficient to p rovide the extra services.  

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

Planned 
Objecti ve 

Pro vincia
l Targ et  

N eeded 
Servi ces  

Planned 
Servi ces  

Servi ce Gap A dditional 
Funding 
R equired 

Health services      
In crease in 
immunisation 
rate from 60% 
to 70% 

In crease 
to 80% 

8,000 7,000  1,000 R5,000 
vaccin es and 
supplies in the 
clinics  

Etc.       
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3.8 Operational planning  

An operational plan for the first  y ear of the three-y ear plan must also be p rep ared.  (See 
Table 30 in Annex A.) The objectives should be the same as in the first  year of the three-y ear 
p lan, but must provide greater detail in terms of activities, the time required and the months 
in which they are scheduled.  More detailed op erating plans for resources m ay also be 
necessary, for example, for trainin g.  (See tables 31 and 32). 
 
Likewise, the bud get for the first  year of an MTEF will be the operating budget for that 
y ear. If any  adjustments are made before the beginnin g of the fin ancial y ear, the plans will 
need to be adjusted accord ingly . 

 


