Reporting Elements

A 4

3.1 Summary of elements

Thebody of the annua report should bepreceded by an executive summary .
Themain e ementsin thebody of thereport are as follows:

o Background — demographic, geogrgphic, socio-economic data, and health activities of
other sectors.

Health status — gpidemiology and key hedth problems.

Service platform — numbers and distribution of facilities and personndl.

Expenditure — by subprogramme and standard item.

Service delivery —andysis by subprogramme.

Challenges — as abasis for planning.

Short-term actions —problems which will be addressed quickly .

This section of the guidelines describes how these eements can be deveoped and put intothe
annual report.

Reports should compare performance in three different way's:

o over time;
o among geogaphical areas and/or facilities; and
o against pre-determined targets.

Thetables and graphs shown here use the figures for the year covered by the annud report, and in
some cases with datafor thetwo previousyears for comparisons over time. Thedates shownin
the example of tables and graphs are based on an annud report for 2001/02. All tables and graphs
should be accompanied by narrative explanations. A checklist of tablesis provided in Annex B.

A list of relevant definitions and norms can be found in Part F of these guidelines. Additiona
information on collecting and describing back ground and hedlth status information can be found
in How to Conduct a Rapid Stuation Analysis: A Guide for Health Districts in South Africa (
Initiative for Sub-District Support, 1998). An additiona important source of definitions and the
use of grgphs can be found in Using Information for Action (The EQUITY Project, 2002).
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3.2 Background

T he background section of an annual report should explain the key factors tha influence hedth
status and should give an understanding of the broader environment in which the hedth services
operate. Theinformation should include current or most-recent staus, trends, and, where
possible, anticipated changes over the next threeyears.

The following areas should be covered:
Geography

Include a map showing the sub-districts, municipalities, towns, roads, hedth facilities and major
schools. If possible, the populations should be shown by means of numbers of population in
mgjor clusters or by means of dots. Any mgor problems withthe roads should be described
together with details of communities that lack access to hedlth facilities. If possible, the map
should be done on acomputerised geographical information sysem (GIS), which will make it
easier to incorporate additiona dataor changes in the future. The map can dso be published
separately aspat of apublic guideto services, together with alist of servicelocations and
standard services.

Demography

Population figures are used in severa indicators in the annuad reports and it is important to use
one set of figures throughout. (See Table1.) Thesefigures must be obtained from the provincia
planning committee to ensure that the same set of figuresis used in each district report. The
figures should be from the District Hedlth Information System (DHIS).

Usethetatd population figures including medical aid members, as there are no accurate dataon
medica aid membership at thedistrict and sub-digrict level and some of those persons use some
public sector services.

The population figures should be shown for each sub-district and for each year. The gowth rate
used to cdculate the population should dso be shown for eech year. The population density
should dso be shown, as it may account for some variations in indi cators across the sub-districts.

Table 1. Population distribution and dengty for three years (example)

Population
Population — N — N
growth rate Sub-district A | Sub-districtB | Sub-districtC District total
Year
1999/00
2000/01

2001/02

Number of squarekilometres

Population per squarekilometre
(2001/02)
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A breakdown of the papulation by sex and age should also be shown, preferably as apopulation
pyramid. (SeeFigure2.)

POPULATION BY GENDER AND AGE GROUP

Age 60+
Age 45-59
Age 30-44

-74,400|

Age 15-29

I
Ages-l4l o 200

Age 14
Underage 1

-100,000 -50,000 0 50,000 100,000

OMale B Female

Figure 3. Population pyramid for 2001/02 (example)

Socio-economic status

Describe the main economic activities, household incomes, rates of unemploy ment, and basic
services (water, eectricity, sewage and sanitation). Asfar as possible, show key datain tables.
SeeTable 3. [dentify any communities that are especidly vulnerable,

Table 2. Socio-economic profile over three years (example)

1999 2000 2001

% households with pped water indde
% households with no toil et

% households with dectricity

Per capitaincome

Unemployment rate
Etc

At thedistrict level, the sametable should be prepared showing the figures for each sub-district
for theyear under review. They can dso be put into agraph.

Health-related activities in other sectors

Describe briefly the hedth-related activities in other sectors (e.g. education, water and sanitation,
socid services, agriculture). Information can be found from sources like the inter-sectora
committee, Environmenta Health Officers and IDPs. This may be bes shown in atable. (See
Table3.)
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3.3

Table 3. Health-related activities of other
sectors for 2001/02 (example)

Sector Activity
Water and Forestry Potable water projects in 7 communities
Education Life skills —teaching of HIV/AIDS
Socid wd fare Community-based care for HIV/AIDS
Etc

Health status

3.3.1 Health status analysis

A description of the main health problems in the district is essertia information for stakeholders
and forms avita basis for planning. Necessary information includes basic health indicators,
incidence and/or prevaence rates, and main causes of death’. They can be shown in onetable,
(See Table4.) Themain source of data should bethe DHIS. (See Part F: Definitions and Norms
for infor mation on how these indicators should be calculated.) Show the basis of cd culation, the
year, and the source for each indicator used. Themain list of indicators should be determined by
the province and should cover the key objectives used in the plan.

It isimportant to show the datafor the mog recent threeyears and use them to deect trends. The
target from the previous year’ splan should aso be shown to measure performance. It is dso
important to compare theindicators across sub-digrictsto see where hedth problems are greater.
This can be donein aseparatetable (not shown) and in graphs as shown below. Theinformation
should ided ly befor financia years so that it has ardationship with expenditure data. If that is
not possible, use the calendar y ears.

The hedlth status section of the situation andysisis akey eement in developing chal lenges and
other stating points for the objectives. It is, therefore, important to anay sethe underlying causes
for main hedth problems identified and include the main ones in thetable. In many cases,
improving medical trestment will not prevent headth problems from arising. For example, high
materna morta ity may bearesult of nutrition problems, and improving obstetric care will not
solve the problem. (See Part E: Planning Tools).

The basic hedth indicators help toprovide an overview of the district hedth situation. The report
should include at least the following:

Infant mortdity rae
Under-5 mortdity rate
M aernd mortdity rate
Low birth weight rate

! Additional informati on on coll ecti ng and describi ng the hedth status can be found i n How to Conduct a Rapid
Situation Analysis. A Guidefor Health Digrictsin South Africa (Initiative for Sub-Distric Support, 1998).
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M ost of these indicators are impact indicators, which should result from improved health
outcomes but which are dso influenced by other factors, such as the availability of clean water.

The main causes of death should be shown by age group, as the number of deaths per 100,000.
The data should be obtainable from hospita records and Home Affairs by cause, age, sex, and
sub-district. Home Affairs may bethe best sources as not al deaths gppear in hospitd records. If
infant or under-5 mortality is high, the leading causes should also be shown for that age group.

Theincidence and prevalencerates provide information on morbidity and aso help to explain

causes of mortdity. Theprovince should determine which set of indicators will be used, but as a
minimum it should cover the key objectives used in the plan.

Table 4. Health status targets and indicators reasons for shortfalls (example)

Target | Actual | Actual | Actual Prime | Secondary
2001/02 | 1999/00 | 2000/01 | 2001/02 | causes causes

Basic Health Indicators
Infant mortdity rate
Under 5 mortdity rate

Ma ernd mortdity rate
Low hirth weight rate

Etc

Main Causes d Death
AIDS

B

Trauma

H eart

Incidence and Prevalence
HIV prevd ence
Syphilisprevd ence rae
Reported cases of mdaia
Reported cases of vird hepaitis
Hypertension prevdence
Etc

At thedistrict level, the sametable should be prepared showing the figures for each sub-district
for the most recent year. They can dso be put into agraph.

Hedth indicators can often be seen best in grgphic form. Thefollowingthree graphs show
different way s in which theindicators can be shown, using the basic hedth indicators as
examples. These samethreeformats can be used for other hedth indicators.

Figure 4 shows four indicators over three y ears for the district as awhole.
Figure 5 shows oneindicator over threeyears for 3 sub-districts.
Figure 6 shows four indicators for oneyear for 3 sub-digricts and the didrict average.
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Liontow n District
Basic health indicators 1999-2001

O Infant mortaility (per

100.0 1,000 live births)
80.0 M [ -
B Under 5 mortality
60.0 1 i (per 1000 live
400 H | biths)
| || | OMaternal mortality
200 rate (per 100,000)
0.0 -
1999 2000 2001 OLow birth w eight
Actual  Actual Actual (<2.5kg) (per 1,000
live births)

Figure 4. Basic health indicators for 1999-2001 (example)

Infant Mortality by Sub-Didrict by Year
60
=
2 50 { ] —
% 40 O Liontown SD
Z 301 — [mBuckValley SD
é 20 - || |O0Greendale D
—
& 10 —
0 T T
1999 2000 2001

Figure 5. Infant mortality for 1999-2001 by sub-district (example)
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3.4

Liontown District
Basic health indicators 2001

120
100 ]
80
60
40
il =
0 T T T
Infant mortaility ~ Under 5 Matemal Low birth
(per 1,000 live mortality (per mortality rate weight
births) 1000 live (per 100,000) (<2.5kg) (per
births) 1,000 live
births)

|I:ILiontown B Buck Valley OGreendale ODistrict |

Figure 6. Basic health indicators for 2001 by sub-district (example)

3.3.2 Key challenges

The key chalenges resulting from the back ground and health status analy ses should be listed.
These will be mainly drawn from the hedth status information shown in Table 4.

Service platform

3.4.1 What is the service platform?

The service platform is theinfrastruaure of facilities, transport and equipment used to provide
services, together with the necessary staff and supplies.

Theandysis of the service platform includes areview of the numbers and distribution of facilities
and transport, and the gate of infrastrucure and physical condition of the facilities. It dso
includes a comparison of the required staffingwith the approved and actud staffinglevels.

Supplies and other resources arerelated to the service platform plan through the budgets. In other
words, the budget dlocations for the threeyears of theplan should cover the planned changes to
the service platform plan. Inthe sameway, the actud expenditures incurred for the y ear under
review should match the service platformin place. The narrative accompanying the expenditure
tables should explain the relationship tothe service platform and to the changes madein the
platform duringtheyear.

Thetables shown in the next sections should be compiled for each sub-district report to review
facilities. They arethen consolidated at the district-level.
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3.4.2 Distribution of facilities and vehicles

Ananaysis of facilities and vehicles by sub-digrict isimportant to seeif the distribution is
equitableand if it meets targets.

Table5is used for an analysis of facilities. The actud figures should be shown for thethreeyears
and thetargets for the most recent year. The provincid norms can also be shown, so that
shortfalls can be easily seen. Where any regonal hospitds in the district have district-leve beds,
these should be shown separately in thetable and described in the narrative.

Table 5. DHS facilities by sub-district (example)

District
Target
2001/02

Provincdal
Norm

Actual Actual Actual
1999/00 | 2000/01 | 2001/02

Sub-District 1

Numbers

Visiting poirnts

Clinics

CHCs

District hospita beds

Pe person

Population per dinic

Population pe CHC

District hospitd bedsper 1,000 people
Sub-District 2

Numbers

Visiting poirnts

Clinics

CHCs

District hospita beds

Pe person

Population per dinic

Population pe CHC

District hospitd bedsper 1,000 people
Etc

District Total

Numbers

Visiting poirnts

Clinics

CHCs

District hospita beds

Pe person

Population per dinic

Population pe CHC

District hospitd bedsper 1,000 people
Data on rural devd opment nodes and urban renewal nodes should beidentified specifically.
Populations should be those o resident people. Any major crossboundary flow of patients should be
eplained in the text.

The uninsured population need be used onlyfor the province wide value.

Satdlite dinics should be induded with visiting pants.

Both provincial and local government facilities shoud be included.

Sate-aided and contracted district hosptals should be induded but shown separatdy.

NP

o Uk w
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Trangport is acritica part of the service deivery and support gructure and an analysis of the
distribution and use of vehiclesisimportant.

The followingtabl es should be completed at district and sub-district levels. Thedistrict tables
group thevehicles by sub-district. Sub-districtsshould group the vehicles accordingto location
(e.g., hospitd, CHC). A description of trangoort problems should be provided in the narrative,
including the size of the fleet, and the age and condition of vehicles’. The running costs of
vehicles are analysed in Section 3.6.2.3.

Table 6 shows the digribution and use of mobile clinics. The number of mobile clinics in each
sub-district should be compared withthe number of visitingpoints. The average number of
kilometres per vehicle should aso be cad culated. An explanation of variations in the numbers of
visiting pointsper vehicle should be provided.

A moredetailed analysis of the equity and efficiency of the use of mobile clini cs would be useful.
This would include looking a the population digribution and density and access to services,
referrd patterns, and the location and utilisation of visitingpoints. Thelink with community
visits, including tuberculosis and home-based care should be taken into account.

Table 6. Mobile clinics in 2001/02 (example)

Sub-District/ Visiting Number Average Total Average
L ocation points of visitingpoints | annud kms per
vehides pe vehide kms vehide
Sub-district A
Sub-district B
Etc
Totd

Table 7 shows the number and use of support vehicles. The easiest way to measurethe
distribution of these vehicles is to compare them with thetota population. The average number
of kilometres per vehiclewill givean ideaof therelative use. If any vehicles are used mainly for
patient trangport, thase numbers should be shown separately .

Table 7. Support vehicles in 2001/02 (example)

Sub-District/ Number of | Population | Population | Total kms | Averagekms
L ocation vehides pe vehide pe vehide
Sub-district A
Sub-district B
Etc
Totd

% See Trangoort Management for District Managers Chapter 9 in the Handbook for District Managers, DOH, July
1998 for further i nformation.
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3.4.3 Facility infrastructure

It is dsoimportant to undergand the degree to which facilities havethe basic infrastructure
necessary for them to function properly. Table8is used for this.

Table 8. Basic infrastructural services in district facility

network by sub-district for 2001/02 (example)

No. (%) No. (%) with o e
Health district® Fadcility type No. with dectricity piped water Nci'irgft)(alwnﬁg:;ed
supply from grid supply ®
Clinics”
Sub-District A CHCs
District hospitas
Clinics”
Sub-District B CHCs
District hospitds
Etc
Clinics”
District CHCs
District hospitds

1. Data on rural devdopment nodes and urban renewal nodes should beidentified specifically.
2. Both provindial andlocal government facilities shoud be ind uded.

3.4.4 Physical condition of facilities

Table 9 shows thephysical condition of the facilities using provincid audit gradings.

Table 9. Physical condition of district facility network for 2001/02 (example)

Sub- Fadility type No. | Average 1996 NHFA | Any later provincial audit | Outline o major rehabilitation
district condition gradin grading (with date) projects since last audit
Sub- Visiting points”
district A [ Clinics’ .
CHCs
District hospitd 1
District hospitd 2
Sub- Visiting poirts” -
district B | Clinics® -
CHCs
District hospitd 1
District hospitd 2
Etc
District Visiting poi ns’
Totd Clinics®
CHCs

District hospitds

1. A summary of theNational Health Facilities Audit gradingsis gven in the PSP Format.
2. Satdlite dinics should be included with visiting pants.
3. Both provincial andlocal government dinics should be induded.

April, 2003
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3.4.5 Personnel

It isimportant to compare the numbers of personnd required to fully saff the existingfacilities
with the numbers planned, approved and actualy employed. (See Table 10.) This will indicate if
there are shortages and in which areas. The figures for “required numbers of personnel” should
be extracted from the 10-year service platform plan. (SeePart D: Planning Tools.) If those
numbers are not feasibl e for the year under review, the planned numbers should also be shown.

Table 10. Required, planned, approved and actual numbers of
personnel for 2001/02 (example)

Categories Required Planned | Approved Actual Approved | Actual

numbers | numbers | number of [ number of | as% o as% o
of of posts pesonnd | required | required

personnd | personne

Medi cd officers

Medi cd

specdists

Dentists

Dentd spedidists

Professiond

nurses

Staff nurses
Nursing assigants
Student nurses
Phameacists
Allied hedth
professionds and
technicd staff
Managers,
administrators and
logisticd support
staff

Total

This tade should be for combined provincial and local gover nment health personnd.

2. Interns should be indude under” medical officers’ and “ pharmacists.”

3. Alied health professionals and technical staff comprises 'health therapists' (e.g physiotherapists,
speech therapists, occupational therapigs, dinical psychologists rad ographers, environmental
health officers) and specialised auxiliary service staff.

4. The average time worked by sessional staff shoud be converted into ful time equivalents and

induded in the rdevant section.

=
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3.4.6 Performance against planned objectives

Performance against the service platform development plan for the y ear under review should aso
be measured. (SeeTable11.) Theactua and planned numbers of facilities and personnd are
compared in Tables 5 and 10. Therdationship with changes in expenditure duringtheyear
should be expanded in the narrative, if necessary.

The contents of thefirst five columns in the table should be exactly the same asthey werein the
plan for theyear. (SeePart B: Developing Plans.) The sixth column is used to report on
achievements and problems.

Table 11. Achievements against planned district service platform
changes for 2001/02 (example)

Facilities Resources Source Budget shifts | Budget additions Achievements

(Rands) (Rands)
Year 1
Build Construction and | Capitd budget 4,000,000 [ Onenew CHC was builtand is
new equi pment fully functiona. Only twodinics
CHC 20 were built. Thethird was ddayed
bedsand | 2 extravehides | Capitd budget 300,000 | dueto legd issues. 18 nurses were
3 new 5- transferred. Only one vehide was
day 20 more profess- | Shift 20 professiona bought due to lack of funding, The
dinics. siond nurses nurses from District B 2,000,000 second will be bought next yeer.
Add 2 R500,000 of the drugs budget was
more Additiond drugs | Shift drugs budget 200,000 shifted from District B.
vehides. | ec from District B

3.5

3.4.7 Service platform challenges

Thekey chalenges resulting from service platform andy sis should be listed here. These should
relate to shortages or ma-distribution of facilities or staff, or poor infrastructure or condition of
facilities. The service gap tables shown in (Part B: Developing Plans) can be used to help

present the information.

Health expenditures

3.5.1 Expenditure figures

Completethefollowingtables to give an overview of expenditurefor the District Heath Services
(DHS) budget programme for thethree years. These tables form abasis for the expenditure tables
used in thedistrict hedth plan and some of them are required for the PSP. M uch of this
information will have been provided to Treasury duringtheyear in quarterly and monthly
Progress reports.

Notetha thefigures aretotds for the district and come directly from thefinancid reports. In
sub-district reports, the same tables would be shown with sub-district tatds. Aspreviously
stated, each table should be accompanied by anarrative statement explaining any significant
changes or other issues. Thereationship of expenditures tothe service platform and to the
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changes madein the platform duringthe y ear (as described in the previous section) should aso be
explained.

Any changes in the accounting structure (budget programme, sub-programmes structure or
economi ¢ cl assification) over theyears shown can affect the comparisons and must be explained
inthetext.

3.5.2 Expenditure by sub-programme

Ananaysis of district level DHS expenditure by sub-programme over threeyears shows trends
over time and shifts among sub-programmes. The expenditureis shown in threeways: in tatd
current prices, in total constant prices, and in constant pricesper person (per capita). Thesetables
feed directly intothe PSP. An additiond two tables show DHS expenditure by sub-digrict.

Table 12 shows DHS expenditure by sub-programmein current prices for threeyears. Actud
sub-programmes are shown as an example. The expenditure on each sub-programme should also
be shown as a percentage of thetota programme expenditure, which helpsto indicate shifts
among sub-programmes over time.

The expenditure fi gures should include municipa own expenditure and any spending made by the
Department of Public Works (DPW). If DPW expenditureis both capita and recurrent (e.g.,
repairs), the figures should be shown separately . Thetable shown in the PSP format has been
expanded so that municipa and DPW figures can be included but shown separately.

District managers are only accountable for expenditure under their control, and thus the
performance € ements of this report relateto thetotad DOH expenditure figures shown in Table
12. Any expenditureincurred in thedistrict that gppears under adifferent budget programme
(including capita expenditure and conditiona grants) should be reported in the accompanying
narrative.

Inthe narrative andysis, it isimportart to reflect separately on expenditure funded from the
regular budget and expenditure from conditiona grants. The degreeto which the budgeted
amounts were under- or over-spent should aso be staed, dso differentiating between reqular
budgets and conditional grants.
Table 12. DHS - expenditure trends by sub-programme
current prices (Rmillion) (example)

Sub-programme Actua 1999/00 Actua 2000/01 Actua 2001/02
R (mill) % R (mill) % R (mill) %

Digrict management

Community HedthClinics

Community Hedth Centres

Community B ased Services

Other Community Services

HIV/AIDS

Nutrition

Digrict hogpitals

Total DOH expenditure

M unicipal own expenditure

Depatment of Public Works

Total DHS expenditure 100% 100% 100%
The sub-programmes shown areillustrative
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The figures from Table 12 are shown in constant prices in Table 13 (i.e., after adjusting for
inflation). These figures indicate whether more or fewer resources have been purchased over
time. Capita expenditure made by the DOH, Municipdlities or DPW should be excluded from the

constant price comparisons as the trends are operating (recurrent) expenditures are most
important.

Thefigures are caculated by gpplyingthe consumer price inflation rates to adjust previous years
to current year prices. Theserates should be provided by the provincid planning committee, and

should be based on figures provide by Satigics South Africa (STATS SA). The inflation rates
should be shown at the battom of the table.

Table 13. DHS — current expenditure by sub-
programme in constant 2001/02 prices (R million) (example)

Sub-programme 1999/00 | 2000/01 | 2001/02
District management

Community Hedth Clinics
Community Hedth Centres
Community Based Services

Other Community Services
HIV/AIDS

Nutrition

District hospitds

Total DOH recurrent expenditure
Municipd own expenditure

D epatment of PublicWorks

Total DHSrecurrent expenditure
Inflation rate

1. Capital expenditure should be exd uded.

2. To adjust the actual expenditure for 2000/01 to the constant
2001/02 price, multiply the figure for 2000/01 by (100 + the
inflation rate for 2000/01). To adjust the actual eqpenditure for
1999/00 to the constant 2001/02 price, multiply the figure for

1999/00 by (100 + the inflation rate for 1999/00) and the result
by (100 + theirflation rate far 2000/01).
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Table 14 is used to show the expenditure in constant prices on a per person (per capita) basis.
This shows if more or fewer resources can be purchased per person in the population. Capita
expenditure should be excluded. The population figures used in this and ather tables mug be
those shown in Table 1 to ensure consistency. The figures for expenditure per uninsured person
are not caculated a the district level as there are no reliable statistics on the numbers of
uninsured persons beow theprovincid level. The figures are calculated by dividing the tatd
constant expenditurefiguresin Table 13 by the estimated population for each year as per Table 1.

Table 14. DHS —recurrent expenditure by sub-programme per
person in constant 2001/02 prices (Rands) (example)

Sub-programme 1999/00 | 2000/01 | 2001/02
District management

Community Hedth Clinics
Community Hedth Centres
Community Based Services

Other Community Services
HIV/AIDS

Nutrition

District hospitd's

Total DOH recurrent expenditure
Municipad own expenditure

D epatment of PublicWorks

Total DHSrecurrent expenditure
Capital exenditure should be excluded.

Table 15 shows expenditure by sub-digrict fortheyear. Capita expenditure should be excluded.
Thiswill gveaclear indication of the equitable allocation of resources across the sub-districts for
theyear. Any significant changes in these dlocations over the last three years should be noted in

the accompanyingtext. Thetotad DOH expenditurefor the digrict must bethe same as thetota
for 2001/02 in Table 12.

Table 15. DHS — 2001/02 recurrent expenditure per person by
sub-programme by sub-district (example)

Sub-programme Sub- Sub- Sub- Total
District District District
A B C

District management
Community Hedth Clincs
Community Hedth Centres
Community Based Services
Other Community Services
HIV/AIDS

Nutrition

District hospitds

Total DOH ependiture
Municipd own expenditure
D epatment of PublicWorks
Total DHS
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It is dso useful to andysethetrend in dlocations across the sub-districts to see if and where
greater equity is beingachieved. Table 17 is used to show thetatd expenditure per district in
current prices and in standard prices (following the method used in Table 14). Capita
expenditure should be excluded. The expenditurein standard pricesis then divided by the
population to get the expenditure per person in gandard prices.

Table 16. District Health Expenditure - recurrent expenditure by sub-
district in total and per person (example)

Sub-district 1999/00 2000/01 2001/02 2001/02
(actual) (actual) (actual) (budgeted)

Total expenditurein current prices
Sub-district A

Sub-district B

Etc

Total

Total expenditurein standard 2001/02 prices
Sub-district A

Sub-district B

Etc

Total

Expenditure per person in standard 2001/02
prices

Sub-district A

Sub-district B

Etc

Digtrict average

This talde would only be completed at the district levd.
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3.5.3 Expenditure by economic classification

It is dsoimportart to show trends in expenditure according to economic classification. This
indicates trends in expenditure on the types of resources purchased. The expenditureis shown
under standard items.

Table 17 shows the expenditure trends over threeyears. This shows changes over time for
expenditure on key resources such as personnel and supplies, which can help to identify key
chalenges. Explaininthenarrativeif the standard item structure has changed over the period
shown. The expenditure on each standard item should aso be shown as a percentage of thetotal
programme expenditure, which will help to indicate shifts in the compasition of resources over
time. Thistable can dso be donein constant prices so tha trends in purchasing power can be
seen for different resources (format not shown).

When analy sing thesefigures it is important to notethat transfer payments include personnel and
other standard items, and professional and specia services may aso include pay mentsto hedth
professionals for services.

A sepaatetable should be prepared for municipa expenditures showing the breakdown by
economi ¢ classification. This should preferably be done usingthe DOH classification so that a
combined DOH and muni cipd table can then be prepared. The municipd expenditure figures
should cover both the amounts funded from own-funding as well as those funded from DOH
subsidies. To avoid double countingwhen combiningthetwo sets of figures, the subsidies
should be deducted from the DOH transfer payments tatds. The figures used for subsidies must
be the same as those shown in Table 19.

Table 17. Provincial DOH expenditure by standard item in
current prices (Rmillion) (example)

1999/00 2000/01 2001/02
Standard Item Rand % Rand % Rand %
Current:
Personnd

Transfer payments (current)
Administrative expenditure
Stores

Professiond and specid services
Other current expenditure

Total current expenditure
Capital:

Transfer payments (capitd )
Equipment

L and and Buldings
Infrastructure

Other capitd expenditure

Total Capital Expenditure
Total DHS programme expenditure 100% 100% 100%
The standard items shown areillustrative
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Table 18 shows the expenditure for they ear under review broken down by sub-district. This
shows differences in spending on resources such as personne and supplies, which can help to
identify chalenges. The expenditure on each standard item should be shown as a percentage of
tota programme expenditure, which will help to indicate differences in the composition of
resources. This table can dso be done on aper person (per capita) basis (format not shown). A
separate table should be prepared showing the breakdown, of municipa expenditure by gandard
item. A consolidated table can then be prepared.

Table 18. Summary of provincial DOH expenditure by standard
item by sub-district for 2001/02 (example)

Sub-District Sub-District Sub-District Total
A B C

Standard Item Rand % Rand % Rand % Rand %

Current:

Personnd

Transfer payments (current)

Administrative expenditure

Stores

Professiond and specid services

Other current expenditure

Total current expenditure

Capital:

Transfer payments (capitd )

Equipment

L and and Buldings

Infrastructure

Other capitd expenditure

Total Capital Expenditure

Total DHS programme 100 100 100% 100%

expenditure % %
The total must bethe same as those shown under DOH Expenditurein Table 17.
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3.5.4 Transfers

Table 19 shows the amountstransferred to each municipality and non-governmenta organisation
(NGO). These should include transfers to stae-aided and contracted district hospitds, if such
transfers areincluded under the DHS budget programme. If these transfers are not under the DHS
budget programme, they should be described in the narraive. Thetotas should agree with the
figures for transfersin Table 17. Thetable should be accompanied by anarrative section
explaningany significant changes in expenditure over theyears. A short description of how the
funds have been used by each NGO should also be provided in the text.

Table 19. Transfers to municipalities and non-governmental
organisations (R'000) (example)

Municipalities Purpose of transfer 1999/00 2000/01 2001/02
Municipdity 1

Municipdity 2

Municipdity 3

Etc

Total munidpalities
Non-government organisations
NGO 1

NGO 2

NGO 3

Etc

Total NGOs

3.5.5 Capital investment and maintenance

It is aso important toshow expenditure on capita projects and rehabilitation and maintenance.
Threetables arerequired. Thisinformation is used to preparethe provincid tables for the PSP.

Table 20 shows expenditure on facility congruction, upgrades and rehabil itation for district
hospitas, hedth centres and clinics on aproject by project basis. The figures shown here should
be compatible with the service platform changes described in Section 3.4.

If this expenditure fals under more than one programme or sub-programme, aseparate table
should beincluded showingthetota from each onefor each of theyears. Any expenditure by
DPW should be included.
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Table 20. DHS - facility construction, upgrades
and rehabilitation — district hospitals, health centres
and clinics for three years (R'000) (example)

1999/00 2000/01 2001/02 2001/02
(actual) (actual) (actual) (budgeted)

New construction

- Project 1
- Project 2
ec

Total new construction

Upgrading/rehabilitation

- Project 1

- Project 2

ec

Total upgradingand
rehabilitation

*|f not funded fromthe provinda budget, deaails should be presentedin separ ate note. Conditional
grant expenditur e should be identified wherepossble.

Table 22 shows expenditure on facility maintenance. T his should bethetota from the various
sub-programmes. It may be useful to show thetatad from each sub-programme in the table.

Table 21. DHS - facility maintenance for three
years (R'000) (example)

Maintenance 1999/00 2000/01 2001/02 2001/02
(actual) (actual) (actual) (budgeted)

Totd

Totd as% of district hedth

expenditure/budget

Table 22 shows expenditure on medica equipment and maintenance. This should be thetota
from the various sub-programmes. It may be useful to show thetota from each sub-programme

inthetable.
Table 22. DHS - medical equipment
purchased and maintenance (R '000) (example)
Equipment purchased 1999/00 2000/01 2001/02 2001/02
(actual) (actual) (actual) (budgeted)
Totd purchased

Totd mantenance

Ma ntenance as % of provincid

hedth expenditure/budget
Smilar tables can be prepared for motor vehides and for office equi pment.

3.5.6 Expenditure challenges

Thekey chalenges resulting from the analy sis of expenditure should belisted here.
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3.6 Service delivery

3.6.1 Sub-programmes and data sources

District hedth services performance should be measured using a separate set of indicators for
each budget sub-programme:

District management;

Primary health care (see bd ow);
HIV/AIDS, STl and TB control;
Nutrition;

District hospitds;

Thefundingfor primary hedth care (PHC) services is covered under four budget sub-
programmes: Community Health Clinics, Community Hedth Centres, Community Based
Services and Other Community Services. Thefour sub-programmes should be covered by one
plan sincethey aredl complementary. Additiona expenditure on PHC services is shown under
Transfers.

The DHIS and financid management sy sem are the main sources of datafor this section. The
population, service and expenditure dataused in determiningtheindicators must be for the same
year so thd per capitadlocations and unit costs can be accurately determined. If dataare only
avallablefor caendar years, theyear used should be the onein which the financia year started.

M unicipa financid years run from July through June and their figures may need to be adjusted
for incorporation in the situation anaysis. (See the DHER Guiddines.)

Theinformation must be compatible with that provided to Treasury in the quarterly progress
reports required by the Public Finance M anagement Act. These quarterly reportsprovide both
financia and non-financid information in accordance with the objectives and indicators and are
due shortly after the end of each quarter.

3.6.2 District management
3.6.2.1 DHS programme as a whole

District managers areresponsible for the planning and implementation of the overal DHS
budget programme, which comprises dl the sub-programmes. District managers are
responsible for seeingthat the performanceindicators of al the sub-programmes are met,
as shown in the following sections.

Thekey objectives for the district as awhole should have been shown in the plan for the
year under review. (See Part B: Developing Plans.) Table 23 is used to show
performance against those objectives. If passible, the sameindicators should aso be
shown for thetwo previousyears. The accompanying narrative should explain any mgor
issues and should aso comment on loca government performance against relevant IDP
hedlth objectives.
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Table 23. District management — performance against key health
goals for three years (example)

Focus Areas / Objectives/Activities 1999/00 | 2000/01 | 2001/02 | 2001/02
actual actual actual target

Key Health Goals

Impact

Reduce maernd mortdity rate to 200 per 100,000

Reduce infant mortdity rate to 10 per 1,000

Outcome

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

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

3. Incresse TB cure rate from 60% to 80% (600 to 560 persons)

4. Reduce number of messles cases per 100,000 popul ation

Etc

The examples in the table have been split into impact goalsand outcome goals. When analysing performance it isimportant
to remember that impact goalsare also generally affected by non-health issues, such aswater and sanitation, or poverty.
Outcome goals rdate to specific health problems, such as TB, and which are mainly affected by direct health interventions.
See Part F: Definitions and Norms

3.6.2.2 District management sub-programme

In addition, ashort set of performance indicators that relate gecifically to district
management should be completed. (See Table 24. 3) Theseinclude the overdl
expenditures per person andtwo impact indicators, which relaeto the DHS programme
asawhole.

Table 24. Performance indicators for district management
for 3 years (example)

1999/00 | 2000/01 | 2001/02 | 2001/02
actual actual actual target

Objectiveand Indicator

Input

Prcr))vi ndd DHS expenditure per person R140 R145 R150

Provincid and municipd DHS expenditure per pason| R145 R150 R160

Process

% of hedth sub-districts with gppointed managers 50% 50% 100% 100%
% of hedth sub-districts with formd district pans 0% 0% 100% 100%

% of hedth sub-districts with a formd qudity
improvement plan 0% 0% 100%

This set of indicatorsis fromthe National DOH and may change over time.

% T hese have been extracted from the table of performance indicators for DHS inthe PSP Format.
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Performance should aso be compared against the objectives shown in the District

M anagement section of the operating plan for the year (which should have been based on
the previousthree-year plan). Thisshould be done briefly in atable showingthe key
objectives and tar gets, the achieved results, and reasons for over or under performance.
(See Annex A.) Theaccompanying narrative should explain any maor issues.

3.6.2.3 Resource use

Animportant part of digrict management isto ensurethat suffident resources are
available and that they areused properly. Theuse of key resources, including
personnd, pharmaceutical and clinical supplies, laboratory tests andtransport, should be
reported on. Thefollowing tabl es should be completed at both district and sub-digrict
levels.

Table 25 gves information on personnd. If possible, the table should dso be completed
separatedy for PHC services and for each hospitd, as it will provide vauable information
on the efficiency of those services. The actua numbers of personnd employed must
ag eewith the numbersin Table 10.

Table 25. Public health personnel in DHS
for 2001/02 (example)*

Categories

Actual % of total | Number | Vacancy Total % of total Average
numbers numbe | per 1000 rate e»<penditure6 personnd annud cost
Employed | employed people2 budga per staff
member

Medi cdl officers®

Medi cd specidists

Dentists

Dentd specidists

Professiond nurses

Staff nurses

Nursing assidants

Student nurses

Pharm adists®

Allied hedth
professionds and
technica staff’

Managers,

administrators and

logisticd support gaff

Total

100% 100% ---

1. Thistabeshouldbefor provincial health personnd. If data are available another table for local government personne
should be added, as well asa third tableshowing public health personnd intotal (provincial pluslocal government).

2.
3.

Populations should be those o resident people
Interns should be indluded.

4. This group comprises health therapists(e.g physiotherapists, speech therapists, occupational therapists dinical
psychologists, radiographers, environmental health officers) and specialised auxiliary service staff.

5. The average time worked by sessional staff shoud be converted into ful time equivalents and ind uded..

6. Thetotal of this column mugt agree with thetotal personnd expenditure figurein Table 17.
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The numbers of personnd and numbers per 1,000 population should aso be broken down
by sub-digrict, which will indicate any inequities in distribution. (See Table 26.)

Table 26. Numbers of personnel by sub-district for 2001/02 (example)

Categori es Sub-District A Sub-District B Sub<district C Total
Number | Per 1000 | Number | Per 1000 | Number | Per 1000 | Number Per
people2 people People 1000
people
Medi cd officers

Medical speddists

Dentists

Dentd specidists

Professiond nurses

Staff nurses

Nursing assigants

Student nurses

Phamacists

Allied hedth professionds and

technicd staff

Managers, administrators and
logisticd support gaff

Total

A report of personne trained duringthe year should aso be included. T his should be
based on the table included with the operationd plan. (See Part B: Developing Plans.)

After personnd, drugs often constitutesthe next highest expenditure category. Itis
important that theprocurement of drugs is in accordance with the hedth priorities and
utilisation of services. Thetables for these resources should be completed a the sub-
district and district levels, and if possible separately for PHC services and hospitas. The
provincia and district pharmacist should be ableto assist withthese tables.

Table 27 shows theten thergpeutic groups on which most expenditure is made, with the
highest first. Usethe Anatomica Thergpeutic Chemical (ATC) dlassification, which is
used in the national Essentia Drugs List (EDL).

Table 27. ABC analysis by therapeutic group
for 2001/02 (example)

Therapeutic Group Expenditure % of Total Cumulative Cumulative number

Expenditure | Expenditure % of items %

Totd expenditure on drugs

Table 28 shows theten individud drugs on which most expenditureis made, with the
highest first. Typicaly, 80% of the expenditure goes on 20% of theitems. Show if the
drugis Vitd, Essential or Non-Essential (VEN) in the appropriate column, based on prior
classification. If this classification has not been made, | eave the column blank.
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Table 28. ABC Analysis by drug for 2001/02 (example)

Drug

Expenditure | % of Total Cumulative Cumulative VEN
Expenditure | Expenditure number of
% items %

drugs

Totd expenditure on

Totd number of items

If possible, dso show an ABC an andysis of theten main types of expenditure on
laboratory teds. It should bepossibleto obtain this information from the National
Laboratories.

The efficient management of trangport isinportant, gven thevita rolethat it placein the

DHS. Table 29 can be used to show condition and average cost of vehicles. Thevehicles
should be split into mobile clinics and others.

Table 29. Transport costs in 2001/02 (example)

L ocation

Total
Kms

Number Avg

of number of Total Rands

Randsper Km

Total
Cost

Other | Total Fud | Repairs | Other
Cost and and

Maint

vehides | vehides Fud | Repairs
working and and
Oil Maint Oil

Mobiledinics

Sub-district A

Sub-district B

Etc

Totd

Other vehides

Sub-district A

Sub-district B

Etc

Totd

3.6.3 PHC Services

3.6.3.1 Situation analysis

Funding for PHC servicesis covered mainly under four budget sub-programmes:
Community Hedth Clinics, Community Health Centres, Community Based Services
and Other Community Services. The four subprogrammes should be covered by one
situation analy sis and one performance review, sincethey are al complementary. The
expenditure for these sub-programmes can be seen in Tables 12, 13 and 14. Transfers to
municipalities and non-governmenta organisations should aso be taken into account as
they dso reateto PHC services and may be under another sub-programme, such as
District M anagement.
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Sncethe expenditure on PHC services is under different budgets it is useful to summarise
itinatable. (See Table 30.) Capitd expenditure should be excluded. Transfersto
municipdities and NGOs for PHC activities should beincluded, and arow has been put in
for this expenditurein caseit is not dready under one of the sub-programmes aready
shown inthetable. M unicipa own expenditureis aso shown in thetable as it usudly
relates to PHC services. Any DPW expenditure on repairs and maintenance for PHC
facilities can also beincluded. Thetotd figures should be converted to expenditurein
constant prices and in constant prices per person, on the same bases used in Tables 13 and

14.

Table 30. PHC services —total recurrent expenditure

by budget sub-programme

Sub-programme

1999/00
(actual)

2000/01
(actual)

2001/02
(actual)

2001/02
(budgeted)

Current Prices (R ‘000)

Community Hedth Clinics

Community Hedth Centres

Community Based Services

Other Community Services

Transfers

Total DOH expenditure

Municipad own expenditure

Total DHS

Total DHSin constant 2001/02 prices (R
‘000)

Total DHSin constant 2001/02 prices per
person (Rands)

It may be useful to aso compile atable with the projected expenditure by gandard item,
using the format shown in Table 17.

A secific situation anay sis relatingto PHC services should be provided. It should
includereference to the hedth status described in Section 3.3., the service platform
described in Section 3.4., and the expenditures described in Section 3.5.

It should aso include atabl e showing the numbers and mix of PHC services provided.
(See Table 31.) Theactud figures for threeyears should be shown as well as the targets
for theyear under review, if any weresdé. Munidpd services should beind uded. The
numbers for thistable must come fromthe DHIS, and it is not expedted tha any distrid should
colled these figures separady. Thedaashould dso be shown according to thecaegoriesusedin
the DHIS. If any of the numbers aenat inthe DHIS, therow should bel eft bl ank, and thetotd
headoount figure used to esti matethe workl oad.

T he headcount figures should be entered as well as the numbers of services. Thetotd
number of servicesis divided by the headcount to get the average number of services per
visit. If this average is high or low, it indicates that the numbers of services or the
headcount figure may beincorrect. The number of in-patient day s should aso be included,
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and converted to ambulatory care services using aratio, such as theratio of 1:3 that is
used at district hospitals. The number of community-based services provided by facility-
based personne should aso beincluded. Services provided by NGOs should be shown
separately, sincethey do nat relateto DOH personnd. Thetata number of services for the
year is converted to the average number of services per day usingthe average number of
daysthat thefacilities are open duringtheyear. The average number of services per day
is divided by the number of professiona nursesto arrive a the average daily workload per

nurse.

Table 31. Numbers and mix of services provided by CHCs,
clinics and mobiles for three years (example)

1999/00Actual | 2000/01Actua | 2001/02Actual 2001/02% | 2001/02 Target
Facility-based ambulatory services
M aernd and reprodudive health 150,000
Child hedth 160,000
EPI 50,000
Nutrition 10,000
HIV/AIDS 30,000
STls 30,000
B 10,000
Chronic disesses 150,000
M dariaand cholera 10,000
M entd hedlth 20,000
Rehabilitation and disabil ity 10,000
Traumag rape abuse assaults 5,000
Ord hedth 5,000
Minor dlments 360,000
Total anbulaoty setvices 1,000,000 100%
Headoount 830,333
Avergge number of services per vigt 12
Inpaient days (ind udingmatemity) 1,000
Ambulatory service equival ents 3,000
Community-based services
Nutrition 5,000
HIV/AIDS 10,000
B 5,000
Total community-based services 20,000
Total services 1,023,000
Average servicesper day 4,092
Number of professiond nurses 100
Averggedaily workload per professiond nurse 41

Assume average days open = 52 x 51ess 10 days puldic holiday= 250/ The work oad figure may differ somewhat from that
shown inthe DHIS due to dfferent cal culation methods.

The same table should be completed to show thetatas for theyear under review for each
sub-district, which will indicate variations in mix and performance across the sub-

districts.
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3.6.3.2 Performance indicators

A basic set of performanceindicators is used to measure overdl performance, and these
indicators arerequired for the PSP. Other indicators can be included, but these should be

ageed with the province and used by dl distrias and sub-distrids, so tha comparisons can be

made Some of theseindicaors may rd aeto obj edives previoudy sa for theyear and some may

also appear in the Hedth Staus section of thereport. In both cases, it isimportant tha the figures
are cond sat.

At thedistrict level, comparisons should be made over three years using the average
figures for the district as awhole’. (See Table32.) If targets have been set for any
indicators, they should aso be shown.

The accompanying narrative should analy se the performance of PHC services as awhole
usingtheindicators in thetable as well as other information. To facilitate this andysis,
thekey indicators in the table are grouped by type: input, process, output, quality,
effiaency and outcome. In reviewingthoseindicators the following questions should be

asked:

o Were enough inputs provided to achieve the objectives (e.g. nurses per
population)?

o Were the processes inplace to adlow objectives to be achieved (e.g. community
committees)?

e  Weretheinputs used efficiently (e.g. nurse workload)?

o Havethoseinputs and processes produced the expected outputs (e.g. visits per
population)?

o Isthe quality of care satisfactory (e.g. doctor attendance)?

o Havetheinputs, processes and quality changes resulted in the achievement of the
expected outcomes (e.g tuberculosis curerate)?

With al of the above questions one should aso ask if theindicators haveimproved over
thethreeyears and if targets were reached.

Usingaseparate table, the sameindicators should be compared across sub-districts
(format not shown) to assess the equitable distribution of resources and to see which sub-
districts are performing better. While some equity indicators, such as expenditure per
person, should be compared in the PSP, differences can be mentioned in the narrative
here. A brief statement of the key expenditure review findings for each sub-district should
aso beincluded in the narr ative.

The outcome indicators shown in Table 32 relate to specific health programmes and
cannot bereated directly tothe other types of indicators (e.g. expenditure and staffing
inputs) which relate to the sub-programme as awhole. Expenditures (except for hedth
programme conditiona grants) are only coded accordingto facility and lineitem, not by
hedth programme. Likewise, most staff work on many different health programmes, and
their time cannot beroutinely allocated to hedth programmes.

* Note that the new district averages must becd culated by aggregating the district data, not by averaging the sub-didrict
averages.
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However, thelink between outcomes, outputs and saffing can be explored to some
degree. To do this, the hedth outcomes are compared with numbers of services shownin
Table 31. If the operationa plan has been completed using the proposed format, expected
outputs will have been shown. For example, a change inthe TB curerate can berdated
to achange in the number of TB services provided.

Table 32. Performance indicators for the PHC element of DHS
for three years (example)

Objective and I ndicator 1999/00 (2000/01 |[2001/02 Targe
actual actual actual
Input
Popul ation served per fixed public PHC fecility 13,423 | 12,512 | 12,307 | 10000
Provincid PHC recurrent expenditure per person R140 R145 R150
Provindd and municipad PHC recurrent expenditure per person R145 R150 R160
Provindd and municipd PHC recurrent expenditure on personnd per person R30 R34 R40
Numbgr of professiond nurses per 1,000 populationin fixed publicPHC 136 138 14
fadilities
% of fixed public PHC fadilities offering the full package of PHC servi ces’ 75% 80% 90% 100%
Process
% of public PHC facilities with functioning community participation structures 25% 25% 60% 100%
Efficiency
% of patients referred to doctor (% of PHC headcount) 15% 13% 12%
PHC nurse daily workload 40 35 30
Provindd expenditure per visit a provincdd PHC facilities R70 R69 R65
Provindd and municipd expenditure per vidt a public PHC fadilities R72 R74 R70
Output
Number of visits (headcount) a public PHC facilities per person 2 21 23 35
% of children under one year fully immunised 60% 58% 70% 90%
Quality
% of fixed public PHC fadilities in facility audit condition 4 or 5 75% 75% 80%
% of public PHC fecilities vidted a least once per month by a supervisor who 2506 2506 750 100%
produces awritten report
% of public PHC facilities supported by a doctor a least once a week to 100% 25% 75% 100% 100%
% of public PHC facilities without vaccines a any time of year 60% 50% 40% 0%
Outcome
Number of messles cases per 100,000 popul ation 5 6 2 0
HIV/AIDS infection rate 20% 21% 19%
Number of new TB cases per 100,000 popul aion 200 200 180
TB curerate from 60% to 80% 60% 61% 67%
1. Indicatorsrdatingto uninsured populations have been omitted as data are not avail ableat thedistrict levd.
2. Hogital figures (eg expenditur e, gaff) must be exd uded from the above.
3. Theexpenditurefigures usal in thetabl e should exclude capital expenditure
4. A method for measuring the provision of the PHC package can befound inPart D, Planning Tools.
5. Thisset of indicators is from the National DOH and may change ove time.
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3.6.3.3 Key sub-district indicators

Each sub-district should use the same indicators to measure overal PHC performance
over thethreeyears. (See Table32.) Inthis case, most of theindicators will be averages
for dl PHC facilities.

Each sub-district should aso describe the key findings from areview of facility
expenditures. These expenditure reviews should be conducted before the annua reports
are developed usingthe DHER approach’. Thekey findings may be best shown by
includingthe followingtables or graphs directly from the expenditure review, with
explanations in the accompanying narrative:

Catchment population per facility, if possible (from DHER Table 3)
Expenditure by serviceleve (from DHER Table 7)

Visits per capitaacross clinics and CHCs (from DHER Table 7)

Expenditure per capitaacross facilities (from DHER Table 7)

M gor expenditure categories across facilities (from DHER Table 8)
Expenditure per visit/bed day across facilities (from DHER Table 9)

Sores and livestock expenditure per visit / bed day across facilities (from DHER
Table9)

Percent of services provided DOH (from DHER Table 10)

Percent of services funded by DOH (from DHER Table 10)

Averagerevenue per visit or PDE across facilities (from DHER Table 11)
Percent under/over spending of budget across facilities (from DHER Table 11)

At the sub-district level, the reports should include additiona information, such as details
of each clinic, CHC and hospita (name, address, phone, opening hours etc) for dl
government-funded providers.

3.6.3.4 Performance against planned objectives

Performance should adso be compared against the key objectives shown inthe PHC
services section of the operating plan for the year (which should have been based on the
previous threeyear plan). This should be done briefly in atable showingthe key
objectives and tar gets, the achieved results, and reasons for over or under performance.
(See Annex A.) The accompanying narrative should explain any major issues and should
aso comment on local government performance against relevant IDP hedth objectives.

This narrative should be divided into sections, including onefor each hedth programme,
excludingthe HIV/AIDS, ST1 and TB control programme and the Integrated Nutrition
Programme, which are covered under the next two separate sections.

The hedlth programme analysis is included here as most of the services are provided
through the PHC programmes. However, some aspects may aso be provided through
district hospitas. The anaysis should, therefore, cover dl aspects of prevention,
promotive and treatment services a community, clinic, CHC and district hospita levels.

® See Guidelines for District Health Expenditure Reviews in South Africa” , (Hedth Systems Trust, 2000).
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If there are no specific national performance indicators, the ones used by thedigrict in
setting its measurable obj ectives should be used. The causes and consequences of the
hedlth problems, as determined in the situation analy sis, should beincluded under each
programme.

3.6.4 HIV/AIDS, STl and TB Control
3.6.4.1 Situation analysis and key indicators

The resources used in implementing this programme are funded through diff erent DHS
budget sub-programmes, in particular the various PHC sub-programmes and the district
hospitas sub-programme. In addition, dedicated funding from specific conditiona grants
are shown under the HIV budget sub-programme. The analysis and indicators covered in
this section rdateto the HIV/AIDS ST1 and TB progranmes as awhole, not just the
activities covered by conditiona grants.

This section should include more detailed information than that provided in Section 3.3.
Health Satus. It should include:

o epidemiolog ca information

o gppraisa of existing services and performance duringthe past year

o key chalenges over the strategc plan period

When determining the key chalenges, identify the causes and consequences of the
problems. A problem tree, such as that shown in Part D: Planning Tools, can be useful.

Theinformation presented hereis not intended to be exhaustive and districts should
include any additiona details they consider rdlevant. Theinformation presented hereisin
addition to that shown in the generd format for strategc plans.

The situation analy sis should cover the integrated programme, and should include at least
the quantitative datashown in T able 33.

Table 33. Baseline data on HIV/AIDS/STI/TB control programme
for three years (example)
1999 2000 2001

Condition No. No. per No. | No. per 100 000 | No. | No. per 100 000
100 000 people people people

HIV antenatd seroprevdence

VCT upake
PMCT
— HIV positive
— HIV negdtive
— counsd | ed/tested
- ON nevirgpine

STls(totd ceses)

Syphilis cases

PTB smear positives

All TB smear positives
This set of indicatorsis fromthe National DOH and may change over time.
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The performance review should cover thetarget indicators used in the plan. The

recommended indicator set is shown in Table 34.

Table 34. Performance indicators for the HIV/AIDS/STI/TB control
programme over three years (example)

I ndicator

1999/00

2000/01

2001/02

National
target
by 2005

Input

1. Totd dedicated expenditure on HIV/AIDS activities
(sub-programme)

2. Percentage of public PHC fadilities** where condoms
are fredy avalabl e

100%

3. Percentage of provincid hospitdsand fixed PHC
facilities** offering VCT

4. Percentage of fadilities of dl types offering syndromic
management of STIs

5. Number of hedth digricts using Directly Observed
Tregtment Short-course (DOT S) (with names)

All
districts

6. Number of TB/HIV hedth digricts (with names)

7. Percentage of TB cases witha DOT supporter

Process

8. HIV/AIDS plan formulated with gakeholders

9. Percentage of TB cases reported on

100%

Output

10. Number of people trained in syndromic management of
STls

11. Smear positive PT B cases as percentage of dl PTB
Cases

50-70%

12. New smear positivePTB cases as percentage of
expect ed number of cases

70%

Quality

13. AverageTB specimen turn around time

< 48 hours

14. Percentage of TB cases who are being re-treat ed

6-8%

15. Percentage of new smear positivePTB cases who
interrupt treatment

< 10%

Efficiency

16. Percentage of dedicated HIV/AIDS budget spent

100%

Outcome

17. Antenad HIV seroprevdence rate

18. Syphilisprevd ance rae & sentind sites

19. PTB smear conversion rate & 2 months for new cases

> 85%

20. PTB smear conversion rate a 3 months for re-treat ed
cases

> 80%

21. Percentage of new smear positive PTB cases cured a
first attempt

> 85%

22. Percentage of TB cases that ale MDR

< 1%

** 'Public’ means provincial pluslocal government facilities 'Fixed' means dinics plus community health centres.

This set of indicatorsis fromthe National DOH and may change over time.
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Atthedistrict level, where possible the performance indicators for the most recent y ear
should aso be compared across the sub-districts. Table 34 should be used with the
columns for the different years replaced with a column for each sub-district and one for
thedistrict average.

3.6.4.2 Performance against planned objectives

Performance should aso be compared against the key objectives showninthe HIV/AIDS
ST1 and TB section of the operating plan for the year (which should have been based on
the previousthree-year plan). Thisshould be done briefly in atable showingthe key
objectives and tar gets, the achieved results, and the reasons for over- or under-
performance. (See Annex A.) Theaccompanying narrative should explain any maor
issues and should aso comment on loca government performance against relevant IDP
hedlth objectives.

3.6.5 Integrated Nutrition Programme

3.6.5.1 Situation analysis and key indicators
Nutrition activities should be planned and implemented under the national integrated
nutrition programme.
This section should include more detailed information than that provided in Section 3.3.
Hedth Satus. It should include:
o epidemiolog ca information
o gppraisa of existing services and performance duringthe past year
o key chalenges over the strateg ¢ plan period
When determining the key chalenges, identify the causes and consequences of the
problems. A problem tree, such as that shown in Part D: Planning Tools can be useful.
Theinformation presented hereis not intended to be exhaustive and hedth departments
should include any additiona details they consider relevant.
The performance review should cover thetarget indicators used in the plan. The
recommended indicator set is shown in Table 35.
At thedistrict level, where possible the performance indicators for the most recent y ear
should aso be compared across the sub-districts. Table 35 should be used with the
columns for the different years replaced with a column for each sub-district and one for
thedistrict average.

April, 2003 Guidelines for Didrict Health Planning and Reporting —Part C: Preparing Annual Reports Page4l



Table 35. Performance indicators for the Integrated Nutrition
Programme for three years (example)

1999/00 | 2000/01 | 2001/02 | National
I ndicator target
by 2005
Input
1. Percentage of nutri.tion posts filled a dl levels 100%
against gaff establishments
Process
2. Provindd business plan submitted and gpproved Each
by naiond depatment by 15 March each year province
3. Provincid monthly financi d reports submitted to Each
nationd department by 10th working day of :
. province
following month
4. Provindd quarterly progress reports submitted Each
to nationd depatment by 10th working day of province
following quarter
Qutput
5. Percentage of newborn babies provided with 85%
road to hedth chart
6. Percentage of targeted primary schools with 96%
feeding programmes
Quality
7. Percentage of hospita s accredited as baby 15%
fri endly
8. Percentage of schools where actud servings for
school feeding comply with requirements and 100%
spedi fications of the standardised menu options
Effidency
9. Percentage of INP conditiond grant spent 100%
10. Perotentage of specid dlocation for poverty rdief 80%
spen
11. Number of actua school feeding days as
percentage of target number of school feeding 156 days
days
Outcome
12. Percentage of stunted children under five years < 20%
13. Percentage of underweight children under five < 10%
years
14. Percentage of wasted children under five years < 2%
15. Percentage of severdy underweight children < 1%
under five years
16. Percentage of vitamin A deficient children under 0%
fiveyears
17. Percentage of iodine defi cient children under 0%
fiveyears
18. Percentage of iron deficient children under five 0%
years
19. Percentage of infants excdlusivey bresst fed a six 10%
months

Thisset of indicator s is from the National DOH and may change ove time.
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3.6.5.2 Performance against planned objectives

Performance should aso be compared against the key objectives shown in the nutrition
section of the operating plan for theyear (which should have been based on the previous
3-year plan). Thisshould be done briefly in atable showingthe key objectives and
targets, the achieved results, and reasons for over or under performance. (See Annex A.)
The accompanying narrative should explain any mgor issues and should also comment on
loca government performance against rlevant IDP hedth objectives.

3.6.6 District hospitals
3.6.6.1 Situation analysis and key indicators
Provide asituation analysis relating specifica ly tothedistrict hospitds. It should include
referenceto the hedlth status described in Section 3.3., the service platform described in
Section 3.4., and the expenditures described in Section 3.5. A table showing expenditure
by gandard item would aso be useful.
Include atabl e showingbasic datafor theyear each district hogital. (See Table36.) This
information is used in the key indicators table. At sub-district level the same datawill be
shown for each hospitad for each of thethreeyears.
Table 36. Basic hospital data for 2001/02

Indicator Hospital A Hospital B Hospital C | District Total

Population

Beds

Separdions (deaths and discharges)

Bed days

PHC outpatient visits

Referrd outpatient visits

Totd oupatient visits

District hospitds are funded through the district hospitas budget sub-programme.
Performance is measured using aset of nationa indicators. (See Table 37.) These

indicators are consolidated at the provincid leve in the PSP.

Atthedistrict leve, theindicators are aggregated for al the district hospitals funded
through the sub-programme. Performance is compared over threeyears and with the

targets set for theyear. A separaetable should be used to compare performance for the
oneyear across theindividua hospitals and with the aggregate tar get and/or district
average (format not shown here).

At the sub-district level, performance for the hospita will be measured only over thethree
years. If thereis morethan one hospitd, the sameindicators should be used to compare
them.
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Table 37. Hospital key performance indicators — all district hospitals
for three years (example)

I ndicator

Actual
1999/00

Actual
2000/01

Actual
2001/02

2001/02
Target

Input

1. Expenditure on hospitd staff as percentage
of tota hospitd expenditure

2. Expenditure on drugs for hospitd use as
percentage of totd hospitd expenditure

3. Expenditure on hospitd maintenance as
percentage of totd hospitd expenditure

4. Usedble beds per 1000 people

5. Hospita expenditure per person

Process

6. Percentage of hospitdswith operationa
hospitd board

7. Percentage of hospita swith appointed (not
acting) CEO inplace

8. Percentage of hospitdswith business plan
agreed with provincid hedth department

9. Percentage of hospitdswith upto dae
assd register

10. Maximum permitted va ue of procurement
a discretion of hospitd CEO without
referenceto provincid leve

Output

11. Separaions per 1000 people

12. Paient day equivdents per 1000 people

13. PHC vidts as % of totd outpatient visits'

14. Paient fee income per separaion

Quality

15. Percentage of hospitadsin faclity audit
condition 4 or 5

16. Percentage of hospitasthat have conducted
and published a patient satisfaction survey
in last 12 months

17. Percentage of hospitd swith designated
offidd responsible for coordinating qudity
management

18. Percentage of hospitadswith dinicd audit
(M&M) mestings & least once amonth

Efficiency

19. Averagelength of stay

20. Bed utilisationrate (based on useable beds)

21. Expenditure per patient day equivaent

Outcome

22. Case fadity rate for surgery separations

1. Whenthesedataare avail able.
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3.6.7

All hospitas funded through the DHSprogramme budget must be included. Explainin
the narrativeif there are any other district-level hospitas that are funded or subsidised
under another programme budget. Also describe briefly any other public hospitasin the
district, such as gate-aided hospitals, contracted hogpitas, TB or psychiatric hoitals.

Finally, explain if there are any higher level public hospitas in the district that provide
somedistrict level services.

Planning and reporting accordingto budget sub-programmes means that the performance
of PHC services and hospitas are measured separately. In thewritten explanation of
performanceit isimportant to take into account relationships beween the two services.
Hogpitas and their feeder CHCs and clinics function as networks, and quaity and
efficiency can best be achieved when they aretreated as such. For example, havingthe
hospita doctor provide services a the CHCs can shift paients from the hositd to the
CHCs, which will increase costs at the CHCs but decrease costs at the hosital. Overdl,
this may result inthe network functioning more efficiently .

3.6.6.2 Performance against planned objectives

Performance should aso be compared against the key objectives shown in the district
hospitals section of the operating plan for the year (which should have been based on the
previous threeyear plan). This should be done briefly in atable showingthe key
objectives and tar gets, the achieved results, and reasons for over or under performance.
(See Annex A.) Theaccompanying narrative should explain any mgor issues and should
aso comment on local government performance against relevant IDP hedth objectives.

Service delivery challenges

Thekey chalenges resulting from the analy sis of service ddivery performance should be
listed here. Thesewill cover al the sub-programmes: district management, PHC services,
HIV/AIDS ST1 and TB, nutrition, and district hospitals, and should include cross cutting
issues that affect more than one sub-programme.

3.7 Challenges

Thekey chadlenges listed in each of the previous sections should be summarised here. They will
serve as abasis for planning

Thekey chalenges can bedivided into four groups:

e Health chalenges: summarised from the challenges identified in the situation analy sis
section and focused on particular health problems such as TB.

e Service platform chall enges: summarised from the service platform section and focused on
issues such as shortages of facilities or personndl.

¢ Finance chalenges: summarised from the expenditure section and likely to relateto service
platform and services ddivery chalenges.

e Service delivery challenges: summarised from the service de ivery section and likely to
reate to difficulties in meeting heath programme needs or tar gets.
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Where some of these chalenges rel ateto others it should be noted. For example, aservice
ddivery challenge of meetingthe immunisation target may relateto alack of staffingidentified
under the service platform chal lenges, which may in turn relate to afinance chalenge.

3.8 Short-term actions

Thefindings of an annua report serve as the basis for the plan for the next year but one. In ather
words, thereis agap of ayear.

Wherethe analysis indicates problems, it may bepossibletotake action in the short term (i.e.,
duringthe current year). For example, staff that are under-utilised in one clinic may be shifted to
anearby clinic, or an over-expenditure on drugs in one sub-district can be investigated and
resolved. However, it is crucid that managers discuss findings with staff, community
representatives and other sakeholders before decidingwhat actions to take. Further investigation
and anadysis may well berequired, particularly wherethe findings of one sub-district vary gregatly
from others, or where there are major differences from norms or over time. Thefirst step is
generdly to check if the origind dataprovided are correct.
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