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EXECUTIVE SUMMARY

PURPOSE

The purpose of this project is to assist USAID South Africa drdASELPH team such that they can

understand, from a systems perspective, how the ASELPH Programme ultimately itn@éetalth system

through its participantdn order to achieve this, the Strategic Program for Analyzing Complexity and Evaluating
Systers (SPACES) Consortium conducted background researgerson key informant interviews, and

systems analysis in orde&y support both qualitative and quantitative systems assessments. In this report,
SPACES provides findings and recommendations resfrthimgthis systems approach.

QUESTIONS

To what extent has the ASELPH program been effective in provphrcipants / students with skills that they
have subsequently utilized -tine-job to positively impact South AfricaOs health sy3tem

To what extent tas the ASELPH program been successful in facilitating networks of leadership and information
exchange amgy diverse locations and functions in the health system?

METHO DS & LIMITATIONS

For the qualitative systems approach, SPACES developed a casuabtgrapnd{CLD) with narrative
descriptions of ASELPHOs place in the South Africa Health Systelitersituge reviews, key informant
interviews in country, and qualitative coding using NVivovgarie. For the quantitative systems approach,
SPACES conductedSocial Network Analysis (SNA) of ASELPH graduates using-aasebl survey.

Limitations to these methds exist. As with all representations of complex systems, these anaghsesulting
analysis cannot include the entirety of the syst@ime and resouwre constraints resulted in a focus on a single
health system function in each interview and did not péearfull validation of the systems map, though
instructions have been provided to support this efforttnye ASELPH Programme, if desired. In order to
maximize value in light of these limitations, SPACE$okased on the themes emerging from the data
collected and ASELPHOs position in the health system.

FINDINGS & RECOMMENDATIONS

The causal loop dgramidentifies where the ASELPHgmram may impact the healtgsgem andllustrates

how managemergkills can have dowtream impacts on thaealth systeminterviews with health system
participants resulted isystemwide leverage points in the system incluglimequal distribution of health

workers in rural areas, labor relatioaws & labor unions, increased accountability measoozdract

management with suppliers, strategic planning for eudlipcation, and NHI Specific Recommendatidree
recommendabns resulting from the interviews with ASELPH gradua¢ssilted in leerage points tied to skills
promoted by the Programme, including use of technology, communication training and continued learning, the
need for leadership at the facility level, and rsguofferings in the progranstrikingly, both internal and

external inervieweesO recommendations included mentorship.

Social Network Analysis found variation among the cohorts in terms of degree and method of caratami

but themes emerged in the tags of network outreachOService Delivery InnovationO is the top sulgje
communication across four of the five cohorts (appearing second in the fifth cohort), and OFinancial
Management and AdministrationO is the least common td@&change between former ASELPH classmates
across all five cohortsThe topics, methods ahformation exchange, and characteristics of more highly
networked cohorts result in recommendations around how ASELPH might continue to connect prior cohorts
and enhance networks of ASELPH graduates in the future.



PURPOSE & QUESTIONS

PURPOSE

The Stratgic Program for Analyzing Complexity and Evaluating Systems (SPR&@E8)tium is an initiative

of the Monitoring, Evaluation, Research and Learning Innovations (MERLIN) Program theug8.tGlobal
Development Lab in partnership with the Bau for Pdicy, Planning and Learning. SPACES aims to provide a
variety of integrated systems tools and methodologies that deliver a comprehensive systems tansiygsrt
decision making for maximized systemic impact. This approach to program design amdeartgilon for

USAID and its partners is an operational innovation changgicand pioneered by USAIDOs Global
Development Lab and being tested throughout Operatilmts within the Agency.

In June 2017, the SPACES consortium spgatweeksin Souh Africa gaining deeper insight into the various
components of the ASELPPtogranme, as well as the broader South Afrietealth System. The team spent
the first half of the trip with stakeholders from Albertina Sisulu Executive LeadershgydPnme in Health
(ASELPH) connected to the University of Pretoria, and the second half of the trip withPAS&hkeholders
connected to the University of Fort Hare. Both universities host and run the ASELPH program.

After receiving feedback on the scope of work frotret ASELPHeam as well as USAID South Africa, it was
agreed that SPACES would focus their efforts on developing a systems map and a social network analysis to
analyze ASELPHOs impact within the South African Health System.

The systems map visuatBpresens key acors, interactions, and resources across the health system. The
Social Network Analysis will help understand the extent to which graduates of the ASEiogkhmme

networked with their peers on health systems issues after the pro@awndusion.The systens map, in
conjunction with the Social Network Analysis, will provide a more comprehensive picture of how ASELPH
Fellows understand their position within the health system, the areas in which they are best positioned / most
capable of endimg change, and the extent to which they draw on their ASELPH peer resources to do so.

The purpose of this project is to assist USAID South Africa and the ASELPHsteznthat they can

understand, from a systems perspective, how the ASEHRRIigrammaeultimately impactshe health system
through its participants. SPACES will work with University of Pretoria, the UniversityroHaoe, Harvard,

and South Africa Partners to maximize use of available data. The S”RAG&Stium will work together to
reviewthe available queitative and qualitative data to map the impact of the ASELPH program on the fellows,
the observed and assumed changes in the workplace, and the subsequent impachealth system.

QUESTIONS

1! To what extent hastie ASELPH programekn effective irproviding participants / students with skills
that they have subsequently utilized-thre-job to positively impact South AfricaOs health sygtem

¥ What are the skills that underpin the performancetbé six core functions of the SHealth
System?

¥ Which of the skills you identified on (1) above are critical skills needed in the health sector that
currently donOt exist, or donOt exist at scale?

¥ What is ASELPHOs contribution to the acquisitiothefcritical skills pertinent to theis core
functions of theSA Health System?



2! To what extent has the ASELPH program been successful in facilitating netwaéekslefship and
information exchange among diverse locations and functiotie health system?

¥  What are the key issues / challersggthat ASELPH graduatestwork and share related to?

¥ How are graduates exchanging information, and what methodgalfange appear to be the
most effective?

¥  What are some of the classroom or individual attribs (e.g. classroom performance, job /
function, group participationjhat appear to influence on networking behavior subsequent to
graduation?

¥ Who are the key influencers in the network, the ig€suthey are focused upon, and means of
communication?

METHO DS & LIMITATIONS

SYSTEMS MAPPING
Below are the following outputs dewd for the systems mapping portion of this assessment:
(1) A causal loop diagram (CLD)
(2) Accompanying narrative descriptions of the South Africa tHegystem
(3) Graphs pertaining to ASELPHOs 14 Core Competencies
(4) Recommendations for the ASELPH gramme and how ASELPH can play a role in larger
systems changes
(5) Steps regarding how to continue utilizing the maps

The above outputs were developed using a combination of literature reviewsnaynant intervews, and
gualitative coding using NXd software. The qualitative section of the report is primarily based on the key
informant interviews conducted, thus it predominately hightighe views of the interviewees.

Research Design

Literature Review

The literature review involved collecting, organizing, analyzing, and symbegata gathered from various
sources. Sources primarily fell into the following 4 categories: (1) South African Goverpnoghiced; (2)
global development organization repsifsuch as WHO, UNICEF, etc.); (3) ASELBELSed reports; and (4)
academic journals.

Keyinformant interviews
From August 16, 2018 to August 31, 20BRACES8onducted 47 serstructured interviews in South Africa
with key actors across the health syste

Interview structure

The semistructured 1-1.5-hour individual interviews consisted of preset, opamded questions supplemented
with additional clarifying questiofsThe interview protocol was informed by two preliminary phone interviews
and literatue reviews that took place prior to the SPALS team traveling to South Africa. Interviews were
conducted by the same SPACES staff member and transcribed-timreddy another SPACES team member.
When the transcriber was not available for réahe transciption, the interviews were recorded and
transcribed at a later date. Interviews were conductegénson when possible or otherwise conducted over
the phone. The preset interview protocol aimed to answer the following centraktjans:

PresetSemistructured Interview protocol can be found iAppendix E



¥ What are the sHis that underpin performance of the six@functions of the South Africa Health
System? The 6 functions include: (1) service delivery, (2) supply chain management, (3) finance, (4)
monitoring & evaluation, (5) policy, and (6) humasa@ce management.

¥ Which of the skills identified in questiame are critical skills needed in the health sector that
currently donOt exist, or donOt exist at scale?

¥ What is ASELPHOs contribution to the acquisitiothefcritical skills referred to in question two
pertinent to the six core functions of the SA Hitla System?

All interviewees answered the preset core questions, howethese interviewees associated with ASELPH,
including faculty and fellows, were asked an additional satesitmpns in order to glean insights specific to the
ASELPH Programme. Iddition to these ASELPH specific interview questions, ASELPH Fellows were asked to
complete a written questionnaire regarding the 14 ASELPH Core Competeftiesquestionnaire asked the
followingtwo questions for each of the Core Competencies:

¥ In youropinion, didthe ASELPH Programme adequately train you to better utilize this competency

within your work?
¥ How often do you use this competency within your daily work?

Interview site
The interviews were conducted in 4 locations throughout South Africhadoesburg, ietoria, East London,
Nelspruit.

Interview sampling

The ASELPH teams at University of Pretoria and University of Fort Hareagiegblpurposeful sampling to
identify a diverse group of interviewees. The intervieweesavgelected based on thiellowing crteria: (1)
availability, (2) organization type, (3) location of work, (4) primary function of work, and (5) assoeith
the ASELPH Programme. This diverse group of interviewees allowed the SPADE® teetter understand
the various functions and gernance levels within the South Africa Health System.

Interviewees consisted of governmegrployees working across various levels of government (National,
Provincial, District), as well as private sector employees, anedgomernment employes. The geographic
representationincludes intervieweeom 4 provinces: Gauteng (n=23Eastern Cape &16), Limpopo (nd),
Mpumalanga (16}, and not based in SA (n=1).

Interviewees were asked to speak to one function of the South Africa Health Sy$teese functions were
identified by modifying the World Health Organization (WH@gvised building blocKsr health systems to fit
the prerequisites of the South Africa Health Syst2@lthough most interviewees operate in multiple
functions, we requestethterviewees speak to one function to ensure that waultbdelve more deeply into
diverging opinions andetails of their role. However, in a few cases, interviewees could not decide on one
function and therefore spoke to multiple functions. To underst&ow the South African Health System is
viewed by ASELPH associates and-A@ELPH associates, intervesg included ASELPH fellows, ASELPH
faculty, and notASELPH professionals working in the South Africa Health @ysthe following chart shows
the intersection of the IntervieweeOs function and association with ASELPH.

2 WHO building blocks for health systems include: tiegovernance, health financitgiman resources for health (HRH), health service delivery, health
information systems (HIS), and access to essential medicines. The blerk modified to incorporate M&E, as accountability was highlightadkeg
factor missing in the South Africa HdalBystem.
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Figue 1: Intersection of the mtervieweds function arabsocidbn with ASELPH

Qualitative coding using NVivo

To codify, dissect, and comprehend the interviewee resporS@8CESompleted qualitative data analysis

using an adapted context analysis methodology. Methodology establishes inferences by interpreting a
coding textual material. By systematically eat@ihg interview transcripts, the qualitative data can be converted
into quantitative data. NVivo Software was utilized to contgpkhis analysis. The alysis began by creating a
codebook based on identified key themes. These key themes were each madeGmiodeO on the NVivo
software. All references to a particular theme were coded under the same node. Coded data revealed top
cited themes of the healtBystem; which skills, according to interviewees, were missing or most needed in the
South Africa Heahlt system; and recommendations suggested by interviewees.

Results

Causal loop diagrams

Systems maps are useful for understanding the various compoaaahtelationships within a system. A causal
loop diagram (CLD) is a type of systems map which prignatibws closed loop relation¥his CLD consists

of seven loops based on various themes. These loops contain a number of eléraprésented by large
circles, or nodes) which are short, descriptive phrases; themnections, represented by lines, orkages;
constraints on each connection, represented by direction and polarity; potential leverage points related to
skills, represented as small purpletsicand intervieweauggested recommendations, represented by a yellow
ring around an elemenBy thinkng through where best to place nodes and linkagesamegorced to consider
the significance of different actors and relationships in the real systetnyhere ASELPH may be best primed
to impact the South Africa Health System.

The initial prototype ofthe CLD was built by th&sPACE$eam followed by several iterations with feedback
from the ASELPH leadership team in South Africa and individuals fstnwHarvard and South Africa Partners.
Each loop is datdriven, drawing information from literature and/or qualitative coding from key informant
interviews. The loops ar@élustrated with nodes and linkages using the online platigomu3 These

interactive maps are tagged with quotes and statisiken either directly from the interviews or from the
literature review. All nodes that hold additional data are represented by an eu#ither dark blue, orange, or
yellow). For example, if you click onetOstart hereO noBledicated by an orange outliBén the

3 Kumu.https://kumu.io/



communication loop, you will find additiorddta stating, Othe need to prioritize communication and )
collaboration at health facilities was mentionedd®boh=28) of interviewees across all 6 ofaffunctions.O
This additional data provides supplementary context to the node and the overall loop.

Narrative descriptions

The narrative descriptions further explain the relationships visualized onabsal loop diagrams. Descriptions
highlight spectirelationships between variables by providing quotes and statistics from the key informant
interviewsand the literature review. When couplethe systems map and narrative descriptions enable
decisioamakers to analyze how best to intervene in exrangng complex systems.

Leverage Points

Though not exhaustive, this report identifies ttematic groupings suggesting areas within the South Africa
Health System ripe for change where the ASELPH Programmd ptay a significant rol@hese suggested
levaage points (stemming from either intgews or the literature review) appear on the map in two forms: (1)
yellow-outlined circles indicating further suggested action and (2) small purple neplesenting further

details on specific skills needdthe canclusion section presents eight systemisle leverage points for th

entire South Africa Health SysteiWe present thesegroupingsof leverage points as guidance for the ASELPH
team to consider how their Programme may impact the larger system. The recodatien section presents
five groupingsof leverage pointshat relate specifically to the ASELPH Programme. These recommendations
highlight wheregevisions inthe ASELPH Programnaad curriculunmcould support change within the South
Africa Health System.

Limitations

This study has a number binitations. First, although members of the SPACES teamri@mpeevious

affiliation with ASELPH, the interviews were arranged by ASELPH faculty; thereif@mossible that
interviewees answered questions withnaderation on how they might affecteatlASELPH Programme.
Second, the interview sample was selected through ariroptethod, thus potentially creating a selection bias
toward those who found the Programme valuable and were more likely to respoffacily requests to
participate. Third, dugo time constraints the informatiomgathering opportunity was limited. Interviewees
were not asked an exhaustive list of questicmsd the SPACES team often had to remove questions from the
interview if significanime was spent on any one question.diibnally, based on availability and time
constraints, interviewees were asked to speak to one function. Interviewees often held expertise in multiple
functions and may have provided more nuanced or contradictorywarssfor different functions.

Fourth,one can never portray a complex system in its entirety. The CLD, naeat and subsequent
recommendations in this document cannot provide an exhaustive portrayal of the South Africa Health System
due to two primarylimitations: the limitations of the da collection method employed and the limitations of
CLDs. Due to the limited time frame for data collection, 4ifarviews were conducted while SPACES
researchers were in South Africa. Thus, factors such as thatiariin the locations represented and

distinction of roles within the health system were restricted. For example, the SP#&ESInterviewed

senior health professionals from four provinces, focusing primarily on the provinces where the ASELPH
ProgrammeQ@mrtner universities are located (Gaartg and Eastern Cape). Additionally, only executive
management professionals were interviewed, thus exatppatients and those professionals working at other
levels of the health system.

CLDs have limitations whicare primarily based on the visualipat of the map. If a map shows an exhaustive
number of connectionghe map becomes incomprehensible. The CLD is a dynamic eratiite toot

therefore, if the members who created the map are the only ones capahladdrstanding the map, it is
unhelpful Thus, there is a need for intentionality behind which linkeaye represented in the map. The
intentionality of linkages allows the creator and viewer emsider the significance of each linkage rather than



beingoverwhelmed by all possible linkage& 38 are focused on feedback loops, but these are not the only
type of relationships in a system. Other types of system relationships not represented in thischaje linear
and logarithmic loops.

Additionally, tle map and narratives have not beealidatedby all interviewees. Ideally, in a systems mapping
exercise, a draft map is shown to all interviewees and/or various stakeholders working within the system and
validated in a participatory manner. To ensure takintervieweesO insights arecarted for, CLD maps may

be iterated upon multiple times. A workshop setting provides the interviewees with an open space for dialogue
in which ideas can be converged upon. For this proje@,ptocess was truncated to eet the timeline and
budgetary restints. However, in an effort to obtain feedback on the causal loop diagram and accompanying
narratives, the map was shared with members of the ASELPH team in a webinar format. Members were given
time to observe and prode edits on the map and narrativelthough feedback from key ASELPH members
was incorporated, elements and linkages between elemeataarexhaustive and may benefit from broader
validation and continued iteration. This report also includes recommigmdaon how members of the
ASELPHeadership team could continue to engage with this magugport decision making going forward.

Annex D provides detailed steps to holding a validation workshaopuding guiding questions and future

strategy consider&ins.

Reading a Systems Map

The most basic part of a system map is an elenihe labeled circles in the map. In the South Africa Health
System Map, an element represents a factor that a network member identified in the interviews. These can also
be thought of as variables that can cgarover time. (See Figu&below for an example.)

A direct connectionbrepresented by an arroWis a relationship from one element to another showing a
direct influence. The point of the arrow running from ElementoAElement B means that A influencas

causes B. Two kinds of arrows represent connections. A solid arrow means the two elements or variables
move in the same direction, in other words as Elemenhéreases, Element B also increases, or as Element A
decreases, Element B also decreases. A dashed arrow means that the two elements or variables move in
opposite directions, in other words, as Element A increases, ElementiBakss, or as Element A decreases,
Element B increases. (See Fig2iselow for an exanple.)

An indirect (or seconedegree) connection is a relationship between two elements that are connected through
another element in a chain. One element influences the other indirectly, by first influencing the element
between them. (See FiguBbelow for an example.)

When the chain otonnections comes back to the element it started at, meaning that an element has an
indirect influence on itself, this is a closed loop. (See Figubelow for an example.) These feedback loops are
the core building bloks of the system map. Once asseetblthe full system map has many closed loops of
different sizes built within it (including loops that overlap with other loops conngcdbome of the same
elements).
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Figure2: Example systems mg@ieces showing elements, conneos and loops

Glossary of Systems Map Terms
The following table containsfaw key terms used in describing and explaining a Systems Map.

Explanation

Element A unique process, activity or piece of information thaslzan effect on other elements
that it is connected to. The value or state ofglelement is usuallyynamic, meaning it
can change over time. Sometimes referred to as a variable.

Direct A link between two elements that describes how one direatiffuences or affects the

Connection other. These are also referred to as a fisegreeconnection.

Indired A link between two elements with another element in betwaéem in a chain where

Connection = A influences B which in turn influences C. These are @erred to as a secondegree

connection.
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Direction Connections can indicate thawo elements move in the same direction (as one
increases the other increases or as one decrease®ther decreases), or in opposite
directions (as one increases the other decreases or as one decreases the other

increases).
Feedback  The return ofinformation (or consequences) through a series of acéigibr processes
Loop (or degrees or steps from element to element). A feedback loop indicates how an

element indirectly (or directly) affects itself. A feedback loop effects an element by
accelerating, balaimg or diminishing its condition based on how it is connedted
other elements of the system.

System Map A diagram that shows a series of closed loops of causkeffect linkages which
visualizes how elements of a system are connected to one anoth

11



SOCIAL NETWORK ANALYSIS

Research Design

The SPACES team conducted Social Network Analyses (SNA) of ASELPH alumni atalsegnaduates (all
but dissertation) from five cohorts at both University of Pretoria (three cohorts) and University df are

(two cohorts). The purpose of this approaavas to measure how and the extent to which ASELPH helps
graduates develop networks with other program participants and share information relevant to their roles in
the South Africa health system. Each cadlveas assessed separately.

The SNA data was tlected through a survey instrument delivered remotely StaveyMonkey to all fellows
from each of the five ASELPH cohoftsee AnnexG for full survey) Part one of the survey asked respondents
about several individual attributes including general demographic information, as well as whether they have
received a promotion since completing the program and whether they feel they have more professional
resources as a result of the program. Part two of th&vey asked respondents to select all former cohort
members with whom they currently have a relationshiRespondentsvere then asked to identify a number of
attributes for eachrelationshipindicatedincluding

Basis of the relationship (prior relationshgmall group, neithedDpselect all that apply

How they would characterize the relationshjmformational, professional, personBi¥elect all that apply
The gimary method of communicatiore(ail,phonecall, SMSfaceto-facg Pselect one

Average fiequency of communicatiaydaily, weekly, monthlygnnuallypselect one

Value of the interactiosi(always, usually, sometimes, rarely, or never helpgraglect one

The primary topicthey communicate aboyfinancial management and administration; leageesid people
management; planning and strataganagemempPselect one

Other, more specificopics they communicate about (ASELPH core competenélss)ect all that apply

Using this informationsocialnetwork analysigvaluate network dynamics ancelational patterns by deriving
guantitative natrics from responses to part onar{dividuakttributes) and part two (relationships and their
attributes) of thesurvey Actor-level metrics were calculated for each respondent to detime their position
and connectedneswithin the network. These metrics include-degree scoregnactorOsotal number of
incomingconnectionsland betweenness centrality (extent to which aator is a bridge along the shortest path
connecting two other actors). Networkevelmetrics were calculated to gain insight into the stiwre of the
overall network. These metrics includiensity proportion of existing tiego total possible ties)averagen-
degree scoreand diametertie greatesinumber of steps between any two acsin the network). Both types
of metrics were evaluated at the suretworks level, as well, to provide additional insights and units of
comparison. A list of acterard network-level metrics and what they mean can be found in the foligw
section, Beadng a Network ReportO The metrics were calculated and analyzed @asaognbination oKumu
Pan online visualization platforBandMicrosoft Excel.

Limitations

Response Rates

The survey was conducted remotdly order to accommodatdime and budget resictions, as well as logistical
challenges associated with collectingp@rson interviews with 202 ASELPH alumni across 10 provinces.
Consequentlypard in spite of several rounds of folleup via email antWhatsAppBbresponse rates averaged
63% from alliive cohorts. Thehighest response rate from any cohort was 809F Cohort 3)and the lowest

4 These three categories were determined by bucketimgg ASELPH core competencies.
"N<4CE6?0G+4H+4<0@?6P @ D64 28+ B K@IDDESQCD;G+56R;+4<0@?6P @D64?+DSE BHIDAS; 7 DR 2BEMEIN%U+9 @ ?6 D @ D84&H+4<+0806;?;W

GCQO<4CE+T;TQ;<6F6E
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of connections for each actor, as edegree and total degree scores would be skewed in favor of respondents.

ASELPH Attribution

In an effort to understand some of the potential structural changes influenced by patrooiin ASELPH, the

survey asked respondents whether any of their relationships with other fellows expsiadto the program.
However, becauseao other baseline pperiodic networkanalyses wereonductedthere is a slightly lower

degree of certainty in attributing network changes and exchanges to ASELPH. This may be patticei famty

earlier cohorts hat were graduated two or more years ageéor the two UFH ohorts, the network data could

be used as a baseline and revisited in subsequent years to understand who is or is not still connected and how
topics of communication may or may not have changed.

Reading a Network Map
Network maps displayed in this report show nodBshe

(L:;';e) ey ) circles in the map, which each represent an organizaiion
Node . and edges, the lines in the map that represent a connection
(vertex) N between two actors. The size of nodes is based on the
. . total number of connectiongboth out-ties, or connections
' . ; named by the actor, and-ies, or connections where the
actor was named by another network actor). The maps are
automatically generated ltlge webbased visualization
@ 1ore business owners platform, Kumu, using a standdayout algorithm. The
Female Business Owners position of nodes in a given map varies depending upon the
purpose of the visualization and generally does not reflect
Figurel: Example Network Map distance of specific actors or groups from each other.

Ungrouped maps tend to position the largest nodes (those
with the highest number adonnections) at or near the center, while those with the fewest connections
tend to be at the periphery. The coloring scheme for each of the nodes is based qndtiece the actor is
based inElges are colored based on theimary topic of communicabn indicated for eachlhe colors for
each can be seen in the legends bel(®ee Figur8 abovefor an example network map.)

Note: We do not suggest utilizing maps aloimsirpretive purposes, especially those that are the largest and most
complex. We suggest referencing the tables and metrics provided within, and annexed to, this report, when conduc
indepth analysis specific actors. We further suggest thatregaidint out theReading a Network Maysection in

color for ease of reference throughout the report.
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Glossary of Network Metrics Terms
Explanatory definitions are provided here for the network metrics refezed throughout this report.
Tablel: Network Terms and Definitions

NetworK_evel Metrics

Size (# nodes) The number of actors/organizations in a network or sugtwork.

Ties (# of Number of reported connections among actors-degree ties are tig into a given

edges) node (named by others); owdegree ties are ties out from a given node (named b
the actor). Whole number; can be average or total.

Density The proportion of actual ties relative to all possible ties in a netwankqub-
network).

Avera@ The average steps required for any two actors in a network to reach one anothe

Distance

Diameter The maximum steps required for any two actors in a network to reach one anotl

Average Degree The average number of ties of actors in the network.

Reciprocity The extent to which directed relationships are reciprocated (reported in both

directions, meaning both actors reported the relationship).

ActorLevel Metrics

Degree A measure of the number of unique ties a given actor Basves aan indication of

Centrality importance/significance of an actor for the network. Thie ba separated into in
degree centrality (for incoming ties) and edeegree (for outgoing ties) for directed
relationships.

Betweenness  The extent to which anode acs as a bridge along the shortest path between two

Centrality other nodes. These actors are often influential as either brokers or bo#tks for
collaboration.

FINDINGS

Processes underpinning ASELPH graduatesO potential impact to the health system

Causal Loop Narratives

The map created by the Strategic Program for Analyzing Complexity and EvaluatémgsS{gPACES) team
details the intersection between critical executive leadership skills as identifiatebyiewees and core
functions of the Sout Africa Heah System. Throughout the research process, including 47 interviews
conducted in South Africa, we identified common themes across health system functions that prevent critical
skills from becoming embedded at scale among health professibhataes thatvere mentioned most
frequently by interviewees and those pertaining to multiple functions are included Bysiems map. These
themes include:

Communications

Service Delivery

Decision Making

SCM and M&E

Policy

HR and Finance

Education of Health Workers
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The map explains how different variablesha system are interrelated and the consequences of specific

behaviors and process patterns. The interaction between variables often creates a feedback system, referred to
as a feedbzk loop. The series of feedback loops, often referred to as a causal loop diagram, should be

reviewed alongside the narrative section of the report. Research suggests that individuals can recall information
more effectively and with greater accuracy wheagented with cognitive leamg opportunities; thus, reading

and visually engaging with the map will enable individuals to better process the inforihatiaddition, the
map highlights many of the core competencies of theeiba Sisulu Executive adership Programme in
Health (ASELPH), suggesting where a health system intervéktiomwn as deverage pofmay be most

impactful.

Teal: Communications at the Health Facility Level

Communications throughout
the South Africa Health
System is an extengly
documented challengeinSe

the decentralization of the SiloegReporting
National Healthcare A
Management Information : VPR (e i o
System (NHC/MIS) in 1996, otharilinerts Proc g0

Ohealth information systems wogs Departments

in South Africa have been
characterized by
fragmentation and lack of
coordination, prevalence of
manual systems and lack of
auomation.q In order to
improve the state of
communications and
information systems in South

Sharifig Inforyation
Acrosk Depagmients
Aglguach of
Staff ¢ -ation |CF Platfords
for CogmunjLation

Leardings Shared
Across Departments

Sitoed Perermance
Betwean Facilities’
Departments

JoinyOwnership

Africa, the National % Eemminications .
Department of Health

developed the eHealth _ R m;mm :
Strategy for South Africa i;,’,s 8t Facility. ¥
20122016. This strategy ey - o
provided the roadnap for the , Efforts
envisioned statef an ol oo /

integrated health information o P o

system. However, due to an . d&%%;t E%m S _

inadequate implementation PHC dnd Preventative Resourc@BBhstraints

plan, the envisioned \ suil Vet

integration has not yet been

reached as of 2018As a result, information silos have developed, which may ganeto duplicated efforts

and irconsistent reporting.

6 When less is more: Meaningful learning from visndl\gerbal summaries of sciencextieook lessons. Retrieved from: http://psycnet.apa.org/buy/1996

01722005

7 Republic of South Africdyepartment of Health. (2012National eHealth Strategy for South Africa:220H
8 Wright, G., O'Mahony, D., & Cilliers, L. (n.d.). &lenic healthinformation systems for public health care in South Africa: A review ofenirr
operational systems.d®ieved October 17, 2018.
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Communications challenges occur at all levels of the hegitem: at the federal level, within health faesit

and within community outreach efforts. The decentralized nature of the communicatystens within the

health secto often requires each level of the government to establish its own communication protocols and
manage its own Health Information System. In 2014, SAfriba was found to have 42 different Health
Information Systems (HIS) a@®its many provincesWhen facilities employ different HIS, the result is poor
communication between facilities or with other levels of government through means of a unified
communications system. One interviewee stateEh@communication system has been decentralized s@the
maybe discrepancies between what the national [government] wants and what [the] provincial [government] is
doing.(rhe need to prioritize communication and collaboration at health facilities veaioned by 60% of
interviewees across all 6 of the furans.

Many interviewees highlighted the difficulty of comioating between various departments at the faciéwel.
Often, senior leadershipOs knowledge of new poligads, and outcomes is not translated down to the all
facilitiesO staff. Onedrviewee stated the lack of a Oestop center for communicationsO could be a
contributing factor to this communications gap. Currently, there is not a system capable of disseminating
information from the provincial department to all facilitiesOquanelin anefficient manner. The inefficiency of
the system presents the opportunity to neglect the role of translating policies, proceduréspatine updates
to staff. If dissemination of information to all facility staff is not an easily completediesksta strong
likelihood that staff will not prioritize communications due ime constraints.

Additionally, the insufficient emphasis of information sttpdan result in increasingly fragmented
communication and thus paltry procedural knowledgensfer among departments of the facility. Following a
decrease in procedural knowledge, a reduction in streamlined processes occurs. One intervieveeetshar
when trying to communicate information such as policies ® fiilities, gdu must give [theriformaion] to a
facility manager and ask them to pass down the information to the facility. When youtbe tacility and ask
the nurses Owhere are the guidelines?0 they do not know what guidelines ydkiageataout. OThis
interviewee, an ASELPHrtiaipant, was frustrated by the breakdown in communication. In order to increase
accountability within communication feedback looggi®e makes the managers at facilities sign a register when
they have received new guidelines. She explaintthey saythey dd not get [the guidelines] then | can go to
my register and say they signed for the documentu@Tshe is able to determine the source of the
communication breakdown.

Poor communication can lead to a cascading set of challenges throughowahiedystem. When nurses and
doctors are not aware of these guidelines, there is a short supply of streamlined proeesess departments.
Often, the result is disjointed ownership of the #itgiOs goals and outcomes as well as duplicatedsetfat
compound resource constraints. One interviewee shared the following sentimdite @oment you start

planning in silos, you are creating a shortage of resources. We are driving the shortage of resources. We are
competing against each other so the prograams diiving the HR problem.O When the resource shortage
becomes entrenched, facility staff no longer have adequate time to perform their jobs because they have
insufficient requisite materials and human resources netmlpdrform their jobs effectively. With dearth of

time and proper communication systems in place, communication with other depatdraad levels drops in
priority.

9 South Africa, Department of Health & CSIR. (2028ational Health Normative Standards Frameworkrioperaeility in eldkh in South Afri@nd ed.).
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Yellow: Service Delivery

With a reduction in the prioritization of communidain outreach efforts, there is a decreasegatiertsO
understanding of the various health services offered at each facility. This paucity of awareness often causes a
misalignment of community expectations. For example,intezviewee explained Othere is an extraordinarily
high administration of iagtions. Not all patients require injections, but the expectation of a patient is that a
good doctor will give you an injection and a bad doctor only gives you tabs.O This is just one example of the
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many ways expectations may be construed, resultimgisandergandings. Due to these misunderstandings,
patients bypass primary health care and go directly to district hospitals for preventative medicine. In a study
completed at King Edward VIII Hospital in Durban, over 78% of patients were unreferred and 49840
unreferred patients could have been managed in a primary healthcare (PHC)¥adilignother study

completed at the Dr. J S Moroka Hospital in Thaba Nchu, 50% of patients in both the outpatient department
(OPD) and casualty department were sedferred. More than half of those patients could have been managed
at a PHC facility? Other factors that may contribute to the bypassingmimary health care include
accessibility via public transport or ambulatory services, primary health care bbapgrations, and

perception of superior care at hospitals.

10 Rutkove SB, Abdool Karim SS, Loening WEK. Patternarefin an oveburdened tertiary hospital outpatients department. S Afr Me®90;77:476
478.

11 Mojaki, M. E., Basu, D., Letshokgohla, M. E., & Goveht¢2011). Referral steps in district health system are-sigmped South African Medical
Journal,1q2), 109. d&10.7196/samj.4385
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Patients bypassing primary health care and preventative measures leads to a dysfuncioalsystem and
creates a large strain on hospitals. This increased burden on hospitals can causetltingegjaa shortage of
medicine in hospitals, often a result of an inabtiit predict supply needs and poor supplier performe; and a
decrease in quality of care, which adversely affects health outcérAedecrease in health outcomes and
quality of care generates distrust in the health system, which furthers the vicious cycle. With littlentthet
health system, patients are less likely to follow referral procedures, and it may also prompt patients to seek out
traditional healers. Twitional headrs are not currently integrated into the health system; therefore, when a
patient seeks out treatment from a traditional healer there is no record of the patient in the health system. If
after receiving treatment from a traditional healempatient choses to seek out followon treatment in the

health system, the patient may not receive appropriate follmcare. Additionally, the patient will most likely
not be referred correctly, thus, additional patients might go directly to a hospitaich adds tahe constraints

on hospitals.

Failure to communicate effectively with community members means that those communities often do not
understand the importance of PHC and preventative measures. Coupled with insufficient incentive to seek out
PHC, the resulant effect is delayed care. One interviewee shared:

We need to think about preventative measures. Guyritealth Workers are the key because we caonot@ff
have doctors and nurses treating everyone. And mafachiéekrare nurdeiven. But the community thinks they
need to see a doctor so it is a community perception also. We need people on the ground to prevent disease. T
biggest expense in the health system is HR.

When PHC and preventative measures amt accessed, there may be aldg in addressing symptoms early,
therefore causing a progression of disease severity. One interviewee who works at aakgaspital stated

that Ousually by the time [a patient] makes it to the regional hospital they aoorlate and they will dieE but

if we had screening for cervical cancer at the clinical leatbler than coming to me [at the regional level] with

a lesionO the patient would have a better likelihood of survitiegeased diseasverityand late diagrses

creates an increase cost the patient to the hospital, thus adding financial stress on the South Africa Health
System. An increase in disease severity also causes increased burden on hospitals because that patient may
exhibit symptoms beyond what iseatable at the PHC levelhBuld patients stay in a PHC facility, the patient
requires increased time and human resources.

Orange: Decision Making

The notion of centralization versus decentralization appeared as one of the topirgeor the SouthAfrica
Health System identifteby the intervieweesThirty-two percent(n=15) of interviewees referenced
centralization, with many referencing it multiple times. Currently, the South Africa Health System is partially
decentralized; however, the majority of the decisimaking power &s at the provincial level clear problem
hasemerged in the South Africa Health System around the centralization of deamsikimg. Endemic
corruption, mismanaged budgets, and a plethora of skills gaps at all levels of the South Africa Health System
make a strong case for a centralized decisinaking body. And yet, with a more tightly controlled decision
making process, many challenges emerge: strict jatisdiover who is able to make decisions leads to
decisions made by individuals who may not heneemplete understanding of the daily challengéospital or
clinic facesAccording to the 2014/15 South African Health Review, ODeakrdtion of health care services in

12 hitps://www.health24.com/Medical/Medsdyou/News/medicatiorshortageat-gautenghospitalsand-clinics201706 19
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South Africa can make a phenomenal impact on the quality and access teneadeldl health services for the
most vulnerable pogdations, particularly women and childrer.O

In a centralized system, managemen*

may feel as though they are unable t

change anything important. AgiEie
Management often has all the skills t . '
necessary to make apmpriate

decisions; however, if they are not Adtessiblity

ableto exercise their decisiomaking & Al of

ability, they may lose motivation. One R e !
interviewee shared the following HeS " Qualityet

Service Delivery

sentiment: Ohe truth is that you are /

not going to get the leaders on the  acequate Performance
ground if they are going teork in a @ .
constrained environment. And to me

that leadership is linked to the A

Turnover of Prowvincial

decentralization.O Many other factor Managemen: Gofeiniant's ;
. . . Tu lon /f jal

may lead to demotivation and low jok MakereatBistict TGor;r\:‘:;:e:n‘s

. . . g > > rust in Decision
satisfaction; however, a significant 3: Decision Making Makers at Facilities
contributing factor is related to the
feeling that decisiemaking is " ]

issatisfaction
reserved for the few who may not Wior P o
. . . Cp;ﬁrallzaﬂgn
have fill context of a given situation. . of Decision
. . . ’w o’

The lack of motivation and job LI, Manierits .
satisfaction of health professionals ct loMlor)s Decigion Making
have reverberating effec'Fs thrqughou il
the health systemlob satisfaction is M
related to motivation, which y
influences performance and staff @

turnover. Par performance of health

professionals leads to inaccessibility of care, inappropriate care, and limited human resource capital because
staff are underperforming. Staff turnover has a similar impact on théen3dtita Health System, decreased
workplace maale, increased workloads and responsibilities for remaining employees, loss of organization
knowledge, and ultimately deteriorating service quality. A decrease in the quality of the services delivered
compelsthe provincial level to withdraw trust in desibnr-makers at the facility and district level, resulting

the continued desire for decision making to be centralized.

A story that represents this vicious process was sharga@b interviewee who was catléo intervene in a fight
between the hospitainanagers and the CEO of the hospital. In trying toensthnd why the doctors were

feeling unmotivated, they found that the doctors cherished tea time; however, due teethtealized nature of
budgeting, teaould not be provided by the hospital. This issue was then brought to the board of the hospital
and one of the board members who is Othe boss of the NestlZ factory in East London said Ol didnOt know that

13 Gray A,Vawda Y. Health Policy and Legislation. In: Pad@akting J, English R, editors. South African HealthieRe2014/15. Durban: Health
Systems Trust; 2015.
URL: http://www.hst.org.za/publications/sowtticanhealthreview-2014/15
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this was one of the problems. | can get endless bupptea and whatever else is neededOO Sworiea and
biscuits were provided. The interviewee further shared:

Someone comes from national and says this is against the regulations that you canOt receive free things from the
sector without folling the proper steps. If the CEO canngkeragawroblem such as this one and he can see the
problem of the tea but he cannot solve the problem, his back is against the wall. With every executive position, th
something you have to face. There teebdsomething in their training thateifiithem operate in [a constrained]
environment. That is what the ASPr&ifammeffersEaleadershiprogramméhat has the ideas [on how to]
work around the constraints.

To many, the idea of providing te@@ears insignificant compared to the largelagtgic decisions being made
in the health system. Therefore, when a CEO of a hospitabtsable to provide tea to his/her staff, many
become unmotivated, which has negative ripple effects throughout ththlsgatem.

Light Green Loop: Supply Chain Management and M&ritoaigtion

One of the consequences of a shortage of high peniog health graduates occurs in the supply chain
management function. Individuals attending schogbdtatic health, nising, or medtine often donot receive
training on how their roles, particularly when they step into management positairectly relate to the supply

chain management function. For robust and efficient supply chain operations, health managers, pharmacists, and
suppy chain managers must work together. Therefdtes necessary for all roles to have an understanding of
how their role relates to supply chain management. The increasing population and burden ofttesediseg
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in fewer patients taking ua disproportonate amount of resourc&equires highly qualified managers with the
ability to make strategic decisions in the face of twohssrideal options. As one interviewee stated,

The [Health] Minister has the intention to optimizepipdchain. Evefyou optimize the supply chain and get
resources evenly distributed, the need is too great. Over a period of time the population has grown. We started off
a population of 24 million and the latest [censush&rbilion. The poputatihas doulddin the last ~35 years].

We started off with so much less burden of didBases still not a big thing.

When there is a deficient number of qualified doc@nd nurses with a combination of health system
knowledge and supply chain mgament skillsa vicious cycle is created. Facilities and government oéfrees
equipped with inadequately trained staff and/or must choose between hiring individuals with health sector
knowledge or those who have skills in supply chain management. Aioaddconsguence of knowledge loss
becomes more likely: those with ndmealth sector backgrounds focus on and manage to the needs of their
specific department without having the full health system perspective.

Additionally, poor supply chain managemskitls incrase the potential for human error and misunderstanding

of policiesandprocedures. The result is sometimes unbudgeted expenses, which increase the risk for fraud and
corruption. While interviews completed b$PACESuggest that the centralizah of the procurement process

is ineffective and contributes to corruption, the Treaslaynched a central supplier database in 2015

specifically to stymie corruption and reduce administration costs. This was in response to the previous yearOs
6% (R3@illion) loss asociated with procurement processes due to corruptidOne interviewee stated, e
challenge is when you talk of Othe stateQ, people think everything is free and we need people to understand that \
are buying for the state through Supply Chraingy and [that money] needs to be accountdd fostf@nces

where public servants are the cause of the corruptiomegligence, there is a direct disincentive for

management to enforce procedures such as routind s¢gorting on supplgtocks. Overtime, this may

manifest into procedural ignorance: new staff are tnained to properly manage and monitor stock and yhe

then hire others into the system without the needed skills for a more effective supply chain.

The centralization of dasionrmaking may result in those in leadership positionawere of the local health
system needs and procedures, greatly affecting supply chain operations. As one interviewee stated,

In Supply Chain Management you have consumablesothabatra@nd ahers that are not. If you get a
submission coming in from the health facility and you have no clue what is happening at the health facility, you ne
know what questions to ask and if the quantity that he is asking for is realistic witttiththeliis in.

Another challenge with supply chain management involesitcentives shift when decisionaking becomes
centralized. When public servants from the provincial and national head offices are not engaged in the
management or disbursemeot supplies yet manage the tender award process, there is a decreasatiiace
to closely monitor awardee®©ne interviewee working in the supply chain management function remarked:

But the actual management of the entire processtecommtry rexres at every level a different level of delegation,
leadership, management, accountability. | donOt kaoswjtitethere yet. | think that we have a problem at the
actual start of the supply chain. In my opinion, I think that we need to egacsaeriéof the supply chain going
down to actually achieve what we are trying to achieve with NHI [datibrialsHrance].

With insufficient accountability measures, errorglarorruption can be directed and blamed on the dist
subdistrict, and facility. Centralized decision making also decreases routine upoabesgrocurement
system. The centraligereporting structure requires even small decisions (the purchase of lightbulbs and

4 Ambe, Intaher. (206). Public procurement trends and developments in South Africa. Pressacade2iiia237. 10.17261/Pressacadar?016.351.)
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Panadol) to be signed off by district and provincial officesger decisions, such as adding new organizations to
the list of accredited suppliers, prove difficult ane tontracts awarded to nowualified businesses can
increase. Ultimately, the challenges within the supply chairtdéeslower processes, redec quality, and
unnecessary risks that contribute to a lower caliber of service delivery.

Blue Loop: Policy

Multiple participants interviewed by the SPACES team in South Africa emphasized that they believe there are
quite good policies within the Southfrica Health SysteBthe problem is in how those policies are
implemented. Al national and provincial leveljqrities for government spending may differ, resulting in
unclear communication between the National Ministry of Health and the Provincialeg# of Health. For
example, in 2016 the national government elected to prioritize fg@stondary school eduttan and training
along with basic

education over an

increase in health

spending®

However, in the

Western Cape,

health received the

largest budet

allocation within the

social sector,

highlighting a

different priority16

It should be noted

that while the

national government

has indicated

improving health

outcomes and

decreasing the

disease burden

particularly for the

poor are key

drivers for South

AfricaOs

development,

provincial health

budgets are

projected to grow

by less tha®.1%over the mediurterm expenditure frameworkwhich isconcerning news when provincial
investment in healthcare is heavily dependent on trandfers the national govetrment!? One interviewee
highlighted the resulting challenge that stems from the misalignment of policies:

Natonal may tell you that health is a priority at the natiehlalitdtien the MEC [Members of the Executive Council]
in the province says thagtlth is not a priority. It looks like you have a strong budget, but many times it is specificall
tagged focertain things. The national department said that we should make the decision that we do not build any n
hospitals, but then when you cortleetprovince they say 'no, we will build new clinics and hospitals'. So then when

15 http://www.treasury.gov.za/documents/national%20budget/2016/ene/FullENE.pdf
https://www.westerncape.gov.za/assets/departmeetssury/Documents/Budget/2016/2016_budget_summary_budget_day 3 meatc¢hpaf
17 https://www.unicef.org/esaro/lUREF_South_Africa- 2017 --_Health_Budget_Brief.pdf
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you go back to national they that you cannot complain about not having the right money when you had it, you just
choose to build rather than putting it into service delivery.

At the district and facility level, one of the challeageeventing good policy from beingderstood, accepted,
and then implemented is the confusion that arises from siloed departments. With a poor communication
system, policy instructions may beceived by one individual or departmeatd fail to reach the staff who are
ultimately required & adopt the policy. With decreased transparency on what the policyOs purpsrse vehy

it is needed, the potential for confusion and misinterpretatiocreaes. Thus, poor policy implementation is
more probable, which leads to inferior health servamivery outcomes. Furthermore, there is a need for
increased collaboration across systems: in order to al&yimcreasing need for health services, the health
sector will need to work closely with the education system and the National Treasury to collEbora
targeted programs that can multiply the effects of existing programs and investments.

The vicious cycle continues when the failure to produce expebialth outcomes invokes distrust from the
provincial and national levels in the management atictisind facility levels. This distrust puts the decision of
renewed funding and the allocation of funds for health services at risk. Additionally, thegesltgiginating in
the monitoring and evaluation (M&E) function reverberate in policy decisidingaA lack of data and detailed
reporting at all levels leads to inaccurate feedback on the needs and changes within the health system. The
insufficient da may produce policies that dwot reflect current realities. In these situations, policymakers

must respond based on previous experience and knowledge, which may not be relevant.

Purple Loop: Human Resources and Finance
A shortage in highly qualifieta§ often leads to significant competition amongst the public and private sectors
to recruit and
retain the best
health
professionals.
Higher earnings
in the private
sector attracts
these
professionals,
leaving the public
sector with a
shortage of staff.
In the private
sector, financial
decisions are
closely

monitored and
have clear
accountability
structures; thus,
financial skills are
identified as
important and
desired in the
hiring process.

As one
interviewee noted:
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Having worked in the private sdotas short while, there the bottom line was the figure. What is the profit they are

making on a monthly basis? They put a great deabjwédince] on the management accounts and integragatin

every month to look at why didnOt they reach theis.adtdonOt do that in the public sector. ThatOs something |
think that is desperately needed.

The private health sector intentionally hires financially literate hgaibfessionals, which results in the public
health sector struggling to retain these individuals. Since the public health sector serves over 80% of all health
patients in South Africandividuals who have both clinical and financial skills are nlyedistributed in the

larger system. This is further exacerbated when lookingcaess tchealth facilities. A report from UNICEF

shares that in rural provinces such as KwazZhatal, ove 30% of children are further than 30 minutes away

from a health facilisg. With preventative care less likely and a higher povedtgrfor rural areas, it ha

remained a consistent challenge to incentivize highly qualified health professionals toimemnahareas.

Poor financial decisiemaking can lead to a cascading set of challengeaghout all levels and functions of

the health system. The curretiiealth system suffers from a siloed financial function: those managing the
finances of &ospital or clinic are incentivized to make decisions based on whatOs best for the budget. Those in
service delivery are likely to first assess whatOs best fordhédnal patient rather than appreciating that

stockouts or budget shortcuts will happeifthey are not mindful of expenses. This is certainly the case when it
comes to human resources management: inadequate financial skills can result in an inadubtyptoate
comprehensive financial strategic planning and decision making. This intneasssof budgetary allocation
decisions that do not align with lorigrm needs and may affect the ability of staff to deliver quality and timely
health services.

One example of how a lack of financial skills has eguences on operations came from iaterviewee who
manages the budget of multiple facilities. On her mie ASELPHProgramme OYou must understand | do not
have a finance background. Dealing with money was a bit difficult for me [but] | am responsible for the budget
of the facilities. must be able to make a plan for the facilities, whatthe needs [and)] prioritizing.O Inspired

by her time learning about finance in tReogrammeshe designed a financial template she now uses when
communicating with her team:

| have designed a teaiplto see how | have monitored [the budget] so when | have a team meeting | am able to
answer [financial questions/concerns]. Before | would just scratch mypdweddW/a clear plan and [we] know
where we are heading. And ASELPH gave me tbatesitilivith the budget and | am able to manage the budget.

The limited financial skills held by many health professionals in manageagions results in a dispate
distribution of individuals: those who demonstrate both clinical and financial yitaraamore likely to be
recruited to the private sector, large cities, or migrate out of South Africa. One consequence of rural health
worker migration is that rurahealth facilities and the individuals they serve are left in a vicious cycle: the
limited financial skills of health workers that remain are insufficient to manage an alreadyuetadagdget.
Skills such as strategic planning and accounting go unusedaaagers may fail to consider letegm
consequences or unintended consequences. Theusaycle thrives when the paltry funding that does eisist
used in a suboptimal way: as budgets fail to keep pace with needs, sicker patients take up propbrtionat
more resources and time of staff. Indirect health\gees such as administrative sees and human resources
are eliminated or cut further. Undestaffed facilities are unable to meet the needs of patients in a timely
manner. Additional problems begiio accrue: misdiagnoses; Owaitimgm fatigueO with patients choosing to
come to the hospital only at latestages of illness; and manageable chronic illnesses turning into costly
treatments for both the patient and hospital.

18 https://www.unicef.org/esaro/UNICEF_South_Afriea2017 --_Health_Budget_Brief.pdf
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Within our interviews,38% (n=17) of management officials indicated financial gkidlsond highest mention of
anyskill/skillsetvere one of the most important skillsets for executive leegi®o hold both for themselves

and those they manage. In the face of increasing costbraied resources, a focus on integrating financial
skills across all functions can beigotal stopgap that can provide the time and resources for health leaders to
begin addressing greater underlying issues affecting the South Africa Health System.

Pink: Education of Health Workers
The South Africa Health System currently faces a hureanurces crisis. Per the Human Resources for Health
Plan of 2011, the country had 5.43 doctors per 10,000 individlihls.contrasts poorly with Brazil (17.31
doctors per 10,000), a fellow BRICS countsp categorized for their faggmerging economigs.According to
the National Department of HealthOs (NDoH) Workforce Model, in 2015 the estidhsertfall in health
professionals wer¢:

~15,300 staff nurses

~22,100professional nurses

~3,800 medical practitioners

~14,200 community healthcameorkers

This inadequacy stems from four major challenges: (1) insufficient produétimalth professionals by the
South Africa Education System; (2) migration of health ggif@als to other countries; (3) disparity between
rural and urban facilitiegind (4) uneven dispersal of public versus private health workers.

The education and training system is a primary factor contributing to the icisuff number of health

professionals working in South Africa. The education system fails to produceleheagih professionals for

South AfricaOs constantly increasing disease burden. In the past 15 years, the ratio of health profesienals to t
population has remained stagnant the disease burden has grown tremendously because of HIV/AIDS and
other commnunicable and nocommunicable diseaséfnother contributing factor is the migration of health

19 National Department of Health. Human Resources for Hea®auth Africa. HRH Strategy for the Health Sector: 2ABE2016/17. Pretoria: National
Department of Health, Ragblic of South Africa; 2011.
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professionals to other countries. It is reported that oftieird of the doctors traned in South Africa are
working outside of the countryThe attrition rate d health professionals in South Africa is estimated to be
25% due to migration and 6% due to retirement, death, and change in profession.

Two additional challenges that contuie to the human resource problem are the disparity between rural and
urban aeas and disproportionate dispersal of health professionals between the public and private sectors.
According to the HRH Strategy, Oin South Africa, 43.6% ofdipelation liven the rural areas. However, they
are only served by 12% of the doctors and 18ffurses. Of the 1200 medical students graduating in the
country annually, only about 35 end up working in rural areas in the longer tefimeQiensity of private
medical prastioners is also much lower in rural areas, which further compounds the urbead disparity. For
example, in Western Cape there are 7.64 private medical practitioners per 10,000 people and in Limpopo
province there are 0.97 private medical practitionpex 10,000 peoplé.The disparate expenditure between
private and public heilil care exasperates the challenge of human resource constraints in South Africa.
According to theWorld Health Organization Global Health Expendituttatabase, 3.81% of GDP isspon
private healthcare, which serves roughly 20% of the population, and 4.39% of GDP is spent on public
healthcare, which serves roughly 80% of the popul&fion.

To alleviate these two challenges, the government designed the OccupatiaficSpspenation (OSD) in
2007. OSD was intended to make key public sector service professions more attractive so that existing
personnel would be retained and new personnektirHowever, OSD has not relieved these challenges as
planned. One interviewee working at a large public hospital in Gauteng shared:

In private institutions they appreciate their emplogedsdohem certificates or take testperforming people out
for [a] twonight trip and that motivated them. In public, they are getting eneydiecamise of OSD, but yet they
are still not satisfiedEso | donOt know if money has an impact. But public acknowledgement does have an impa

The disparity between urban and rural health facilities and the public and private sectors aaises's
powerty-related feedback loop. Understaffed rural facilities result in several factors: (1) an unpleasant
experience in the facilities due to lomgpit-times and overworked health professionals; (2) a higher likeliness of
poor-quality care and medical error; and (3) long watiisgfor procedures and surgeries to be completed.
When rural facilities fail to provide patients wittecessary care, s@may choose to seek out private
healthcare. However, in very rural areas, private health care is not easilysédgeand the cost of care is too

high for nearly all families. These factors ultimately contribute to a higher disease burden in rurahiadeas
further financial stress on rural families.

One of the consequences the South Africa Health Sydiameyperienced as a result of a shortage in
healthcare professionals is the exodus of qualified staff to the private sector where they are paidiagas,
are assured a more secure future, and benefit from better working conditions. As one interviewee put it

There are rumors the political or economic staecotititry is going down, they [healthcare profgjsarenal
worried their pensions going to disappear so they leave. They either go to the private sector which allows contrac
employment and theome back to the system again when the positions are advertised again.

In many instances, doctors take on two positions (remaining in tiodgrin the public system and tending to
patients in the private sector) or work solely for a private hospitalctinic. The approaching rollout of
National Health Insurance emphasizes the need feevaluating adherence to current policies and
considerédon around incentives for health professionals to support the public health system.

20 World Health Organization (2014). WHO Global Healthxfienditure Database: South Africa. Retrieved Octob@, 2018, from
http://apps.who.int/nha/database/ViewData/Indic#én
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In another attempt to alleate the shortage of health care workers, South Africamegnment increased

foreign hiring and foreign training of health professionals. dieroto ensure quality of health professionals, all
foreigntrained medical students are required by law to pdss iHealth Professions Council of South Africa
admissions examination to register as a health practitioner in South Affidge primary mode of

supplementing the number of health professionals is through a bilateral agreement between the government of
Sout Africa and the Republic of Cuba for the Nelson Mandetiel Castro Medical Collaboration program

(NMFC MC). The program is designed for séuds to receive five years of medical training in Cuba and then
return for a final year in South Africa. Howevemne study analyzing the NMFCMC program found that most
students graduating from the program receive poor marks on final examinations. Aagtodine study, Oin

the final examinations, approximately 50% will have to repeat modulesién o qualify, resulting in a

prolongation of training which in some cases may be substaitda@y factors contribute to this issue such

as: language differences (in Cuba they are trained in Spanish and in South Africa, they must return to practicing
in English); conteé-specific factors, such as the prevalence of violence (e.g., stab woundsesitbgwounds

are prominent in South Africa but not in Cuba); and a mismatch in curricula set for Cuban doctors as
compared to the South African doctors. Although more docte@r® being trained through the NMFCMC

program, the quality of the doctors is y& be determined and the system is inefficient. The inefficiencies of

the program may be one contributing factor that is driving the human resource constraiatith 8frica

because additional training time is needed for doctors graduating from the NNIHE2Mram.

Networks of leadership and information exchange among diverse locations and funct ions
in the health system
Social Network Analysis

Overall, there are a number aimilar findings that emerged from cohorts at and between both universities.

The primary topic of communication between former classmates was consistently cited as being either
Q.eadership and People Manager@emt@Planning and Strategic Managen@fnancial Management and
AdministratiorOwas the lowest cited topic aéxchange beveen fellowsacross all cohortsOf the additional

topics, (Bervice Delivery and InnovatiOwas the most frequently cited by all but one cohort (whér@ppears
second)Unaurprisingly, the frequency of interactions between fellows generally correlates negatively with time
since the cohort graduatedhough thevalue of interactionsloes not change significantly between cohorts

based on time posgraduation.

There are, howeer, interesting differences between cohorts, as well. Differences in geographic representation
and technical diversity across cohorts appear to impact the level of networking and professional relationship
building between fellow#lthough text messaggis the most commonly used form of communication, there

are also unexpected variations in the use of email-fadace, and phone communications across cohorts.
These findings and othesse explored in more detail for each cohoint the sectiondelow.

University of Pretoria

Cohort 1

The first ASELPH cohort was established at the University of Pre(oigin October 2013and graduated in
2015 The whole network map belowhows 308 reported relationshigsased on responses from 28 53
fellows. The gegraphic makeaip of Cohort 1 includes fellows from provincesGauteng (n=2), Eastern Cape
(n=9), Kwazulu Natal (n3, Free Statgn=>5),Limpopo(n=5), Mpumalanga (n=4), and Northwest (n=%his
cohort had the lowest response rate of all five cohorts sayed (48%).

21 Donda, B. M., Hift, R. J., & Singaram, Y2®&L.6). Assimilating South African medical students train€lima into the South African medical education
system: Reflections from an identity perspectB®C Medical Educatiorf1)6doi:10.1186/2909-016-0800-4
+
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Figure2: UP Cohort 1 Whole Network Map(click link forinteractiveKumu map)
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Key challenges that ASELPH graduates netwairararabout

Q.eadership and People Managernisvas te primary topic of communication most commonly cited (n=170)
by Cohort 1 fellows CBtrategic Planning and Manager@wis second (n=114) ar@inancial Management and
AdministratiorOthird Dindicated byonly 7% of respondents (n=22) as the primary subopétheir exchanges.
Additional topics that fellows most frequently communicate albanetCService Delivery Innovati@(n=148),
Empowering Environme®(n=127), andProblem Solving and Analy8{s=93).Other topics of exchange
among fellows that wereited least ofterare QProgram and Project Managemé=62), &Community /
Partnership CollaboratioR(n=60), andBelfManageme@(n=55).

Methods oihformation Exchange

Cohort 1 alumnireport using text messaging more often than other forms of commatn (n=156). They
also report relatively high frequencies of faoeface interactions (n=67). Phone (n=47) and email (n=36) are
used less often. Relationships that typically involveacot®n on an annual basis account for 42% of all
connections (n=36) in Cohort 1. Daily interactions are only associated with 12 connections, 11 of which
correspond to professional, working relationships.

Figure3: UP Cohort1 SubNetwork Map - Faceto-Face Connections
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Networking behavimd influence

A total of 308 relationships were reported between former €$anates relating to their work in the South
Africa health system. Only 26%tbeserelationshipsare between alumnworking in the same province.
Responses show that 19% of allatonships existed prior to the program (n=62). Relationstuparacterized
as@ProfessionabWe Work TogetherO accounted for 53% of all connections (n=172). Of these,&52 w
designated as existing prior to the programmdicatinghat at least 70% ofrpfessional relationships between
fellows (n=120) were formed during or after the program. Thithree of the 120 professional relationships
that did not exist prior to theprogram were among members of the same small group.

Sixteen Cohort 1 fellows reped receiving promotions after ASELPH. This includes three of the top five
alumni by irdegree score and four of the top five by edégree. In this cohort, there is strorgprrelation
between indegree, outdegree (for those who respondednd betweenngs centrality ranking&ll

respondents who reported a promotion are also more closely connected (density of 0.54 and diameter of 3)
than the overall network as seen in theaghic below.

Figured: UP Cohort 1 SubNetwork Map - Respondents who received a promotion posSSELPH
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Betweenness Centrali In-Degree

Rank  Name Value Name Value
#1 Siphiwe Mndaweni 0.133  Phuti Molokomme 16
#2 Lydia Tsaagane 0.093  Siphiwe Mndaweni 16
#3 Tebogo Lebodi 0.084 Londa Langa 13
#4 Phuti Molokomme 0.083 Tebogo Lebodi 12
#5 Funeka Sokudela 0.069 Funeka Sokudelaccles
Eccles 12

University of Pretoria

Cohort 2

ASELPH Cohort 2 at the University of Pretoria graduate@®i7. The whole network map below shows 152
reported relationships baseoh responses from 23 of 35 fellow®nly 33 nodes are displayed on the map as
two non-respondents were not reported as concgons by any respondent.he geographic makap of

Cohort 2 includes fellows fron® provinces: Gauteng (n8), Northwest (n=5), Kwazulu Natal (n#), Free
State (n3), Limpopo (n3), and Eastern Cape (n=2).

Figure5: UP Cohort 2 Whole Network Map(click link forinteractiveKumu map)
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Key challenges that ASELPH gradedtesrk and share about

Q.eadership and People Managet@svas indicated significantly mectimes (n=96) than bott@Planning and
Strategic Managemedn=37), andFinancial Management and Administrafion=4) as the primary topic of
exchange between Colnb2 graduates.

From the selection of more specific topics of exchandie,Cohort 2 graduates indicated that they
communicate abouEmpowering Environmen{@=64) with their peers most ofter(Service Delivery
Innovatior®(n=43)Dnumber one in each of the other four corts B Qlient Orientation and Customer
Focu®(n=41), anddProblem Solving and Analy®{8=40), were the next three most commonly cited subjects.

Figure6: UP Cohort 2 SubNetwork Map - Leadership and PeopManagement as ifrary Topic

Methods of Information Exchange

Again, text messaging is the most frequently used methadmimunication among Cohort 2 graduates
(n=93). Surprisingly, however, email as the primary form of communication was only listeels3Phone
conversations make up 20% of exchanges (n=30), andd&eee interactions account for 13% (n=19).
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Networking behavior and influence

Only 12 ofthe 54 relationships between alumni that were characterized as professional existed prior to the
program and nore than half of the professional relationships repor{eg29)are not between alumni working
in the same provinceOnly 17 of the 42 professional relationships thad dot exist prior to ASELPH are
among graduates who were members of thenssmall groupMost interactionsb professional, informational,
or personalb ketween Cohort 2 graduatetypicallyoccur on a monthly (n=58) or yearly (n=70) basis. Daily
communication only accounts for 3% (n=4) of all interaction

Figure7: UP Cohort 2 SubNetwork Map - Professional Relationshipsnong Small Group Members

The top five Cohort 2 graduates based on betweenness centrality addgree scores are diverse in both
their professional positions and geoghéc representation. They include deputy directors, a clinical manager,
dietician, and a lecturer and represent five of the six provinces that Cohort 2 graduatdsimdione of the

top five in either category is a CEO. The two individuals who did nopoesl to the survey and were also not
listed as connections by fellow graduates hold positionsnagersity faculty and as an occupational health
program manager. They are both from Gautddie province with the greatest representation in this cohort.
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Betweenne ss Centrali In-Degree

Rank Name Value Name Value
#1 Ncanyana Leburu 0.228 Mahlabane Linah Maep: 10
#2 Mahlabane Linah Maej 0.128 Thando Mbatha 9

#3 Bumani Manganye 0.111 Prudence Sikakane 9

#4 Modupe Ogunrombi 0.077 Madge Molefe 8

#5 Sheila Hokwaa 0.070 ' Ncanyana Leburu 8

University of Pretoria

Cohort 3

ASELPHOs third cohatthe University of Pretorigraduated in 2018The whole network map below shows
286 reported relationships based on responses from 39 of 49 fellows. The geographiupaik€ohort 3
includes fellows fronsevenprovinces: Gauteng (n2)}, Northern Cape (n8), Free State (n=8), Mpumalanga
(n=7),Kwazulu Natal (n§), Limpopo (n=5), and Northwest (r8}. This cohort had the highest response rate
of all five cohorts surveyed (86).
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Figure8: UP Cohort 3 Whole Network Map(click link forinteractiveKumu map)

Key challenges that ASELPH graduates network and share about

Similar to theprecedingwo cohorts, Q eadershi@nd People Manageméntas listed as the primary topic of
communication in 50%n=134)of Cohort 3 relationships@Planning and Strategic Manager@agiain trailed
with 34% of connectiongn=94).Grinancial Management and Administraflaas selected théewest timesD
corresponding to 13% of relationshiga=36).

The top three more specific topics of exchange among Cohort 3 memarr©Service Delivery and

Innovation® (n=117PResource Management and Allocation® (n=99), OEmpowiesimy&Em® (n=923nd
OProblem SolvingdaAnalysisO (n=88).
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Figure9: UP Cohort 3 SubNetwork Map P Service Delivery InnovatioBxchanges

Methods of Information Exchange

Cohort 3 graduates are also less likely to use email thilwier methods of communication (n=24%imilar to
Cohorts 1 and 2 text messaging emerged as the most commoely (rs=117), followed by phone calls (n=71)
and faceo-face interactions (n=52).

The Cohort 3 graduates interact only slightly more frequeritign theother UP Cohorts. Monthly

interactions are the most common (n=125). Annual (n=67) aeekly (n=56) communication occurs about

half as often as monthly interactions among Cohort 3 peers. Daily interactions were only reported for 6% of
indicated relationships.

Networking behavior and influence

More than half of the relationships Cohort 3 (n=150)are among graduates working in the same province.
Respondents characterized 47% of theiatednships as professional (n=17f these, 101 are between
graduates working in the same province and 72 existed prior to the prog@irthe 54 new professional
relationships, 16 are between members of the same small gf@iihe total relationshig listed, 78 are among
former small group membersvith 55 among mendrs from different provinces
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FigurelO: UP Cohort 3 SukNetwork Map- Small Group Member Relationships

The top five graduates from Cohort 3 bad on betweenness centrality anddagree represent diverse
functional areas ahe deputy director or director level including medicine, nursing, HRMIS. Theyapty
work in Gauteng (n=5) with one individual from both Free Statel Mpumalanga.

Betweenness Centralit In-Degree

Rank  Name Value Name Value
#1 Mpho Mosoane 0.129 Phlly Phillip Mabuseli 14
#2 Philly Phillip Mabusele 0.108 Patience Ntamane 14
#3 Grace London 0.095 Grace London 9
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#4 Sibongile Alice 0.077 MphoMosoane 9
Motloung
#5 Sylvia Mahlangu 0.059 Hawor Willejah Phiri 8

University of Fort Hare

Cohort 1

The University of Fort Hare(@8FH) first ASELPH cohorbegan graduatn in 2018 Thewhole network map
below is based on responses frd?@ of 46 with a total of 203 reported relationships between former
classmates related to their work in the South Africadith systemAt the time of the survey, the fellonsom
Cohort 1 had not yet graduatedhll fellows surveyedhad completed the ASELPH couwserk and were either
in the process of or had already submitted their final digg®ns. The geographic makep of Cohort 1
includes fellows from four provinces: Eastern Cape (n=29), Kiuadatal (h=10), Gauteng (n=5), Northern
Cape (n=1), and Western &pe (n=1).This cohort had the lowest response rate of all five cohorts surveyed
(48%)
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Figurell UFH Cohort 1 Whole Network Map(click link forinteractiveKumu map)
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Figurel2 UFH Cohort 1 SubNetwork - Professional Relationships

Key challenges that ASELPH graduates netwairararabout

The primary topic of communication among fellowsJahort 1 at UFH isQ.eadership and People
Manageme@(n=95), closely followed bydPlanning and Strategic Manager@¢nt85). Jrinancial Management
and Administratio®(n=23) was cited as the primary topic of communications the least number of tifes.
those relationships that indicated Financial ManagemenfAdminstration as the primary topic, six are
attributed to one individual: a Director of Hospital Serviceafce and Grants at the Eastern Cape
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Department of HealthEleverof the twenty-three Financial Managememtationships were between fellows
from the same provincewhich is lower than the overall proportion of relationshipgthin provinces (55%). Six
relationships were characterized as professionalsawnteerwere listed as purely informational.

Of the additional topics of communication that resptemts could select fror‘rﬁServige Delivery and
Innovatiorbwas cited most often (n=112), followed lyfPoblem Solving and AnalySi§1=90),Resource
Management and Allocati@n=87), anddChange Manageme&n(in=86).

Methods of Information Exchange

The primary method of communication is text messaging90), followed by emailr(=46), phone (=37), and
faceto-face (=30). Eightythree percent ofoffaceto-face interactions occur between individuals who indicated
a professional relationshimteractions nost frequently occur on a monthly (n=95) or weekly (n=58) basis,
with only 1818respondents citing aly interactionsNinety-six percentof relationships were rated as being
either always or usually helpful.

Figurel3: UFH Cdiort 1 SubNetwork Map - Weekly Interactions
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Networking behavior and influence

Fifty-five percent of the total relationships in Cohort 1 are between former classmates working in the same
province. Eightyine of the reported relationships were characterizas OProfessioBalNe Work TogetherO.
Fifty-three of these relationships existed prioo the program, which indicates that 40% of the professional
relationships between fellows were formed during or after the program. Twéntyof the 39 professional
relationships that did not exist prior to the program were among members of the same groalp.

Influencers in the networPas indicated by high betweenness and closeness centrality $2drad to be at a
director or CEO level and/or in a position #t would indicate a level of subjegtatter expertise These same
actors in the UFHCohort 1 network, however,do not necessarily have the highestdiegree scores. hdegree
scores by position tend to vary more than the other metrit®wer in-degree scoes(>=3) seem to be
associated with individuals Human Resources or clinical positio@EQOs also appeanore often in the
bottom half of the cohort based on idegree scores.

Betweenness Centrality

Ran Name Value Name Value
k

#1 Garfield Ndlovu 0.126 = Nomabhlubi 9

Mayekiso

#2 Ngobile Mkhwanazi 0.076 Madoda Xokwe 9

#3 Ntokozo Mkhize 0.054 XolaniTofu 9

#4 Jacob Rakumakoe 0.051 @ Sindiswa Gede 9

#5 Thembinkosi Siyangap 0.046 Daniel Goon 9

Only one of the top 10 individuals by-@tegree score indated that they had been promoted since beginning
the ASELPH progranilthough we are not using owudegree as a measure of influence or centrality, it is worth
noting thathalf of the top 10fellowsby outdegree (respondents who named the most connectjansCohort

1 noted that they had beepromotion sincestartingASELPH.

University of Fort Hare

Cohort 2

The University of Fort HareOs (UFH) second ASELPH ctlasrhotyet graduated The whole network map
below shows a total 082 relationshipased orresponses from 2 of 20 fellows. At the time of the survey,
the fellows had not yet graduated. All fellows surveyed had completed the ASEuPRs¢work and were

either in the process of or had already submitted their final dissertations. The geographicumak€ohort 2
includes fellows fronthree provinces: Eastern Cape (n514&wazulu Natal (n5), and Mpumalanga=1). The
map below only displayseventeemodes aghree fellows who did not respond were not named by any of the
respondents.
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Figurel4: UFH Cohort 2 Whole Network Map(click link forinteractiveKumu map)

Forty-three of the relationships existed prior to the program and 32 of those relationshgre among fellows
from the sane province Forty-two relationshipsvere characterized a@ProfessionabWe Work TogetherO
Thirty-one of the Professionatelationships existed prior to the progranseverof the 11 professional
relationships that did notxast prior to the program were among members of the same small gréopty-five
total connections were among members of the same small group.

Key challenges that ASELPH graduates network and share about

The primary topic of communication among fellowsdahort 1 at UFH is@Planningrad Strategic
Managemei@(n=43), followed by eadership and People Managen¥nt31). Againdrinancial Management
and Administratio®(n=8) was cited as the primary topic of communications the least number of times.
CBervice Delivery Innovati@was ale the most commonly listeddtherOtopic of exchange (n=49§Program
and Project Managemedtvasnext (n=41), trailed by(Client Orientation and Customer Servi€¥n=29) and
GChange Managemed(in=28)
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Figurel5: UFH Cohort 2SubNetwork Map- Service Deliverynnovation Exchanges

Methods of Information Exchange

Cohort 2 reported much higher usage of phone calls (n=tB&n Cohort 1 as the primary method of
communicationThirty-one of thethirty-four relationships reported @ammunicating on a weekly or monthly
basis. Ten of thelevenrelationships marked as OUlsudelpfulO are associated with phone calls as the primary
method of communication. Comparatively, 71% of relatigmskvere indicated as OAlways HelpfulO. Text
messging was the nexhost commonly used form of communication (n=24). Emaibkid at a gjjhtly lower

rate (n=20), and fact-face contact is much less frequent (n=4).

Networking behavior and influence

In the Cohort 2 network, fellows with the highestidegree scores are primarily in Deputy Director or
Manager positions associated with id#or primary health care facilities. Two of the four CEOghis cohort
were not listed as a connection by anyone and a third wag listied once.

Similar to Cdwort 1, the only fellows who indicated that they had received a promotion (n=3) since the
program were among the lowest by-degree score (n=1). Divergent, however, is that only one of these
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individuals was in the top five by edégree (n=9). The othervto had moderate (n=5) and low (n=2) out
degree scores respectively.

There is a greater awelation in this network between high betweennesantralityand indegree scores. Tk
is likely because of the much smaller size of the nekyand to a lesser @gnt, fewer respondents.

Betweenness Centrali In-Degree

Ran Name Value Name Value

k

#1 Nombuyiselo Mngweba 0.217 Noxolo Makinana 10

#2 Noxolo Makinana 0.214 Tembela Lunika 8

#3 Ngatyiswa Msengana 0.089 Nkosazana Sixan 8

#4 Nkosazana Sixam 0.073 Tobeka 8
Ndukwana

#5 Tembela Lunika 0.049 Ngatyiswa 7
Msengana

CONCLUSIONS

Although ASELP@s primary focus is driving the improvement of executivetehip in the South Africa
Health System, there argystemswide leverage points where the Programme abplay a prominent role. We
presentthese leverage pointss guidance for thASELPH tearas they onsider how changes to the
Programmemay impact the larger systehis section is laid out to include an introduction to tberrent
state of the challengeslated to eachleverage poinfollowed by short and longterm considerations for
ASELPHEach sectioends withadditional questions the ASELPH leadership team may wantaimineas
they determine the future of the program.

Unequal Distribution of Health Workers in Rural Areas
Seven interviewsncluding Fellows, instructors, and those
outside of the ASELPH Program, highlighted the unequal
distribution of health workers in urban and rural areas.
According to the Human Resources for Health Strategy, Ol
South Africa, 43.6% of the population limerural areas.
However, they are only served by 12% of the doctors and
19% of nurses’@o address this distribution challenge, a
professor for the ASELPH program suggested a change in the
approach for health wrker recruitment. He recommended:

Recruit yng...smart people in the rural environment might opt to stay in their community. If you recruit a person th
comes from a rural area but currently lives in Johannesburg, he has roots in Johanneabar amuioaeithim.
You need to recruit yoursyat show them there are opportunities in the rural areas.

Although a change in the recruitment approach may helalleviate the rural/urban disparity, it will most like

not provide enough change to reach an equal doctor to patient ratio. In 2004, the South African Government
introduced the Rural Allowance Policy to address geobiead inequalities in health personnel distributions
across the country. The Government currently awards the rural allowance as agensionable fixed
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percentage linked to the annual salary notchO according to districts whichcagnieed as Orural areasO.
Although the Rural Allowance provides additional incentivesMorking in rural areas, money may not be the
only factor considered in the decision to move. Another Fellow shared, QW the rural allowance [as an
incentive ér working in rural areas], but they also have families, [so they corlsiidiiere are schools that you
would want to send your kids to and housiigalso important.O

As a longeiterm solution, one Fellow working at the district level suggestedngig Rural Allowance to a

tiered system that is set according to sdistrict rather than district. She felt the amenities offered within a

district arehighly varied, thus, those living in the most rural areas should receive higher OSDs. She shared,
OThe rural allowance should not be a flat rate. Those in OR Tambo should get 6% and those in Amatole should
get 8% allowance. In the extremely rural areagofatole, they should get 12%. This would attract doctors

and pharmacists and nurses because there is a greater rural allowance.O

Key questions to consider:
¥  Could ASELPH provide recommendations for Rural Allowance moddicsRi
¥  What additional factordeyond pay are important considerations when deciding where to live and
work?
¥ Could ASELPH Fellows conduesearch to test various Rural Allowance modifications?
¥  How might ASELPH better prepare Fellows working in rural arearecruit health workers?

Labor Relation Laws & Labor Unions

The SPACES interview process surfaced a recurring
perspective that one of the largest barriers to efficiency in the
South Africa Health System is the involvement of labor unions.
Twelve interviewees mentioned the importaof Labor

unions. Most of those emtions stated that the participation

of labor unions results in additional bureaucratic steps in the
decisioamaking process regarding workersO rights and
protections. An interviewee working at the provincial level
shaed, OThere is a structured way ofgaging [with labor
unions]. We bargain and engage on a number of issues
through the chamber [which consists of] the representation of
the unions and the representative of the employer.O

An interviewee familiar with mtiple functional areas of the Sou#frica Health System explained the

extensive process for firing someone: "The labor relations laws are quite strict. You have to go tlarough

whole process to fire someone. You have to have three warnamgbthen you cabe dismissed/fired.O This
interviewee went on to explain that not only is the pras®lengthy, but leaders are not using the process

because they do not feel empowered to tell their workers, O[Bad] behavior has repercussions.O ASELPH might
consider prowding guidance on how workers empewworkers to understand and enforce labor relations

laws. ASELPH should consider how they might better prep&llows to manage this process.

Another interviewee working at an NGO who spoke about sevdtailctional aeas of the health system
suggestedhe need for more flexibility from the labor force.

22 Department of Health. (2004) PHWSBResolution No. 2 of 2004: Revised npensionable recruitment allowance, referred to as Orural allowanceO,
http://www.doh.gov.za/docs/index.htm
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South Africa has good labor legislations. It is difficult to fire someone. In the DOH [Departmi¢ig afrbiestlth]
impossibleEiyou fire someone you will gnahihe labor court. IOm notgalyeunions are not good; you need to
protect your workforce.

However, there should be a balance between protectingwloekforce and protecting the employer. The
difficulties regarding labor relations laws ultimatelgult from the lack of accountalylimeasures in the South
Africa Health Systenin many cases monitoring and evaluation structuregere to beimproved, there may
not be the need for such extensive processes to protect the emplogéieactions completd by the employee
and employer wold have a documented set of processes and expectations

Key questions to consider:
¥ How might ASELPH Fellows find alternative ways to estabtistusatability within the constraints of
the current South Africa Health Sysh?
¥  How might ASELPH bettgorepare Fellows to manage HR processes?
¥ Could an ASELPH Fellow conduct research regarding th&éoe&hip between additional accountability
measures in the health system and relations with &é®f unions?

Increased Accountability Measures

Intervieweesmentioned various ideas and methods for increasing

accountability throughout the South Africa Health System. Forty

seven percent of interviewees across all functional areas of the

health system mentioned the need for additioaatountability

measures atll levels of the South Africa Health System, making

increased accountability measures the most recommended

systemwide change. Interviewees at the district and provincial

levels, across four functional areas (SCM, Service égliv

Finance, M&E) stateddhthe tiered levels of government give

people the opportunity to bypass accountability measures by

suggesting that another person is responsible. With the tiered

levels of government, executive level management is unable t

ase@rtain who might be contribiing to the challenges. Thus, consequence management, applying the
appropriate consequence when a task is not completed properly, cannot be implemented because there is no
evidence clarifying who is contributing to the challenge

One suggestion from amterviewee working at the national level was to introduce f&ar terms of
employment. The interviewee stated, OAt end of five years, if there is no significant moveonesiity
measures or other types of measures, then yost go and get a new mareagd Firing a manager if they do not
meet expectations would increase the level of accability in the system; however, as mentioned above, th
current labor relations regulations require a lengthy process and thus manageisdifficult to fire peoge.
Another interviewee also working at the national leveleseumended that South Africa Health System
leadership take a more stringent approach to poor penfiance and emulate how other countries like Rwanda
handle managementgblems: by Ofiring peopleat donOt deliver.O Another suggestion mentioned by multiple
interviewees was to take an approach similar to thatref private sector. Specifically, individual contracts for
each healthcare provider helps ensure that doctand aurses are held accountaldor their outcomes. One
interviewee suggested taking the private sector appndac contracting even further by including goals in the
contract. For example, the contract might include an indicator such as: OTest 95%daftgatients you

assess ithis hospital for HIV.O

The interviewees did not converge on what level of government should ultipnbéeheld accountable for
enforcing compliance. For example, one interviewee said that the provincial level should bespelusible;
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however, anotheinterviewee said each doctor, nurse, and CEO at the hospital should have his or her own
contract to ensure accountability. One interviewee working at an NGO even suggested an overhaul of the
current accountability mechanisra iake the entire health siem centrally accountable by distributing money
only when actions are completed fully and correctly. Although there was not aecgerice of opinions, the
recurring theme of accountability throughout the SPACES interviews sigmaded to further explore
accountability solutions within the South Africa Health System.

Key questions to consider:
¥  How might ASELPH support further exploration of accountabitiggchanisms?
¥  How might ASELPH support Fellows to develop smaller acctmiiifamechanisms to apply within
their places of work?

Contract Management with Suppliers

Measures such as the early warning system to ideatify stockouts

before they happen have significantly improved SCM for the South

Africa Health System in theast year. However thre still needs to be

improvements to ensure zero stoebut days for essential medicines.

Several interviewees suggested that the primary barrier to reaching

100% availability of essential medicines is not the national supply chain,

but rather the main barier is poor contract management between

pharmaceutical suppliers and the DOH. Many interviewees stated that

some of the suppliers are unable to supply the quantity specified in

their contract.In order to combat the issue of pogperforming

supplierspne interviewee working at the district level suggested the

district should be given theaGthority to actually penalize the

suppliersO if they do not perform to the standards specified in the

contract. As an alternative to the districiepalizing supplier the

government could develop an additional feedback loop to inform the DOH when suppliers are not performing
properly. For the feedback loop to function appropriately, the DOH would need to act quickly on information
provided from thedistricts.

Addtionally, an interviewee working in SCM at the district level suggested that thedunttion of a system for
continual monitoring, evaluation, and learning (MEL) might improve supply chain operations. This MEL
framework should include eomponent specifito contract management, which is capable of evaluating
contracts through the creation process, throughout the duration of the contract, and after the close of their
term agreement. This system couldr@ure that the contracts are done Weand look at na-performing
suppliers,O to support actions taken when suppliers are not performing. This same interviewee working at the
district in SCM, also indicated that if suppliers understood direct, sometiifiees -death implications of not
meding the contracte quantity, they may be more inclined to meet the expected quaritylEL system

could also provide further transparency regarding contract creation and the role of each level of the
government (national, provincial, and district).

Contract management add potentially benefit from an improved relationship and understanding between
suppliers and the government. One interviewee working at the national level explained an intervention (s)he
introduced last year to improve working relationships wilte suppliers called Oshow and tell.O (S)he explained
that they Oasked all the suppliers to come and show [them] the latest technology andreviayed it. And

there was stuff out there that we didnOt know about that can really make a diffe@efibes process paits
suppliers to better understand the implications of their work and helps health professionals better understand
the new medicines and technologies being introduced.
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Key Questions to consider:
¥ How might ASELPH use its influence tivacate foradditional contract management training for
individuals outside of the program?
¥ What additional skills will executive health leadeeed to support a new method of contracting?

Mentorship

The South African Government has incorporated mentopsinto much of its
programming. For example, in 2012 the South African government began the District
Clinical Specialist Teams (DCSTs) program. This program aimesltae the variance

in quality of care provided at health facilities and enhatinealgovernance at

facilities. The DCSTs help to support health facilities growth through teaching and
mentorship activities. However, one study conclude@ d¢oi role ambiguity (i.e.,

unclear job expectations and demand) the DCST program has not delivered the
expected oucomes?3

In addition to the government realizing the importance of mentorsb§®o(n=13) of

interviewees also highlighted its importance. As a resulhigftealization many health

facilities are implementing their own internal mentorshigigies. For example, the

interviewees at Steve Biko Academic Hospital discussdd itientoring policy, sharing

that the South Africa Board of Personnel Practice saw a need for mentorship at the

senior leadership level and as a result, introduced a mehipnsrogram. The Steve

Biko Hospital interviewees were the only group to mention a formal mentoringcpoOther interviewees
who mentioned mentoring referred to informal mentoring betweemige and junior staff or commented on
the need for a formal mewting policy in the South Africa Health Systegdme interviewee shared the
importance of midevel maagement mentoring and the incorporation of strategic planning and knowledge
management into all mido senior-level positions.

What we need to strengithis mentoring. How does my supervisor mentor me with the understanding of successior

planning and hoto transition? If | get a job somewhek¢ ielsam actively] mentor[ifgihere is someone that

can fill my rol®ut succession planning is a pratiklin the department because there is not time for succession
planning at [the] district, provineiadl facility level.

As stated in the internal recommendations section, se\&exaral interviewees specified that a formalized fong
term mentorship prgram between graduated Fellows and #&llows could potentially help ASELPH reach
scale. However, thee is a need to incorporate additional policies to clarify the role of mentors and further
explain their rolenotas a regulatory body, but as advisors.

Key questions to consider:
¥ How might ASELPH demonstrate the importance of mentorship adfusfealth system?
¥ In what ways can a good mentor provide support to their mentee?
¥ How can this mentorship be incorporated into the many fuans of the South Aica Health System?

23 Oboirien, K., Harris, B., Goudge, J., & Eyle$208). Implementation of distriebased clinical specialist teams in South Africa: Analysing a ren il
transforming systenBMC Health Services Researd),1di:10.1186/s1291318-3377-2
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Strategic Planning for Budget Allocation

South Africa is one of the highest government investors in
healthcare on the African continent. The government
spends 13.8% of its annual expenditure on healthcare with a
per capita spendingf ZAR 3,155 per person per yeat.

Only 2.8% of the annual health budget is spent at the
nationd level and the remaining 97.2% is transferred to the
provinces, which subsequently allocate funds to their
districts. Each province receives a different prafmm of

the budget based on population. The individual provincial
budgets range from 2.4% to 22.0% of the 97.2% of the
budget allocated to provinces. Improper budget allocation
was the top external barrier identified by intervieweasrking at all leveland in all functions of the health
system.

Although South AfricaOs headttpenditure is relatively high compared to other middieome countries,
interviewees identified budget allocation as the top barperventing health workers from effectively doing
their jobs. Interviewees highlighted several factors that could be tmritirs to budgetary limitations. One
interviewee working at the district level highlightetly®have this dual management so we have a duplitatio
of roles in the [provincial] degrtment and districtitOs about not bloating the management structure aaihg
where we have inefficiencies, but people are not sethiat..we are creating a shortage of resources.O Inrorde
to prevent this duplication in roles, it may be benefictatdview roles and descriptions of responsibilities to
ensure that there is10 overlap between the district and provincial levels. Additionally, changes to the
accountability measures regarding specific indicators of achievement for each position could help provide
additional clarification.

Several interviewees stated that theoi#gons made and policies created at the national level may be too
generalized and do not take into account the provincesO needs. One interviewee working as Head of
Department (HOD) at the provincial level shared:

[I am] not given the leeway to allottedoudget. This year | got an increase but all of the increased budget was
supposed to go to infrastructure... Infrastructure is not our main problem... When you build a new hospital you th
need to have money for staff and supplies and the budgettgimes for the other things. So you find that quality of
service goes down in every hospital...When they make a new policy, the budget does not also go up. You will fin
thepolicy changers do not look at the ripple effect.

An interviewee working tathe provincial level shared a prime example of when policy makers did not take a
systemswide perspective during policy creati®ccupation Specific Dispensation (OSD). OSR wlicy

created with the purpose of improving the governmentOs abilititracaand retain skilled employees through
remuneration. One section of OSD refers to the translation of nurses. One interviewee explained how this
process works, Dyou are a ntse, there are different categories [enrolled nurse, registered nurse, kearol

nursing assistant]. If you go to school, you are on a higher level and the pay scale should follow.O The
introduction of OSD requires that nurses be given a sakgcording tatheir category of nursing, yet the OSD
policy did not provide funding for this translation of nurses. This employee went on to explain that OThis policy
has [longterm] financial implications and you find that has not been funded for.O

24 South Africa, UNICEF. (2018)EALTH BUDGET SOUTRISRA 201/201. Retrieved November 16, 2018, from
https://www.unicef.org/esaro/lUNICEF_South_Afriea2017_--_Health_Budget_Brief.pdf
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One interviewee wvorking at the provincial level in finance shared his/her proposed PhD meseagarding
provincial budget allocation. (S)He claimed that the budgetary problems are-fodesp systemic issuesO that
must be fixed by implementing a different budget alioon method. His/Her proposed method begins by
Oequalizing the playing field@llow underdeveloped provinces to become desirable locations for qualified
health professionals. In order to create a more equitable playing field, he proposed a modified balance score
card:

Per capita allocation will look at certain criteriad@egibg. If you meet a certain score you will get xx amount of
funding. It will look at social determinacy of health and you receive a score [for that portion]. If thi§0%s a budge
should be per capita and the other 50% should be the balanced score.

A lens geared towards strategic planning and-i@mm thinking could potentially alleviate some of the
challenges associated with budget allocation.

Key questions for ASELRtdmsider:
¥  How might ASELPH better equip Fellows to desimgmovative approaches to working within budgetary
constraints?

NHI Specific Recommendations

NHI aims to transform the twetiered health systen®public and private sectolinto a unified healthystem.
NHI will move South Africa towards universal heatibverage (UHC) with the goal to provide quality health
services that are delivered equitably, affordably, efficiently, and appropriately to all citizens. The preparation for
NHI has begun with pils in eleven initial districts and +engineering of PHC ith ideal clinics. Although
preparation has begun, the specifics of how implementation would be carried out and funded were unclear
until the distribution of the 2017 White Paper on NHI. This WhiRaper aims to provide a policy framework
for transformingthe manner in which healthcare services are financed, purchased, and prijvidedrding to
the interviewees, many changes must occur in the South Africa Health System before NHtcessaully
commence. The top two recommendations are to improve Sex\elivery and enhance collaboration
between Private and Public sectors.

Improve Service Delivery

The primary concern interviewees voiced regarding the successful
implementation of NHI was the iprovement of service delivery. Many
individuals specifically referred to the imbalance of servicesedfi@cross

the country, declaringQifyou donOt have ¢hguality that is required then
you are going to burden the few [facilities] that are good. Yeaato make
sure that the health system [functions] so that wherever [the patients] go
they will get the same servicés.

Few interviewees cited the changestihave already occurred in particular locations (e.g., the pilot districts
and in ideal clinicgs a result of the preparation for NHI, including shorter waiting times, improved record
management, and improved patient care.

With regard to improving service delivery and cre®fia consistency among facilities, one interviewee
suggested Ocustomerivn services.O This interviewee explained that with NHIptitéents will choose which
facility to go to and thus facilities mus¢ patienicentered to ensure that they are a competitive option for
patients to choose for treatment. Another intervieween@hasized the importance of a functional referral

25 South Africa, Department of Health. (201 Rational Health Insurance for South Afiegoria: Department of Health.
+
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system with strict rules in which the structure below must refer you up in ortiebe seen at a hospital for
norn-emergency cases.

The last highly referenced topic was the resource needs (including @mled@d human resources) required for
facilities to provide quality care. One interviewee working as a district clinical speshaistd, OWe need
more staff. As much as we are trying to implement thessgpams, we need people to do them and have the
skils. How do you run a clinic without a clerk? We also needrenof the lower category of nurses.O

Enhance Collaboration BetwablicRand Private Services

Nine interviewees spoke about various opportunitfes the public and private
sectors to improvethe ways they collaborate and share information, technology,
and procedures. With the roll out of NHI, several interviewees mentioned the
importance of the health systemOs ability to adapt byigirayservices that are

a combination of the public and pate sectors. One interviewee working in a
South African NGO suggested that the new system health shoultideenething

in between private and public healthcare] with the private efficiency and
accountability and the public structure.O

Many of the adaptmns to the current system involve the public sector borrowing from the private sector. For
instance, five interviewees stated tllae billing structure of the public sector should be standardized and
modeled after the private sectorOs structure. Thisraach would result in one cumulative bill rather than
multiple bills being paid at each department, thedping to streamline th process and improve efficiency.
Another possible adaptation is the implementation of a usideelectronic patient recordystem. The private
sector already employs an electronic patient record system. Texerd system could be scaled up so that

al facilities are able to see all records of citizens enrolled khi.N'his system would help ensure that patients
receive appropriate care and improve the health systemOs efficiency.

Key questions for ASELPH to consider:
¥  How might the ASELPIurriculum incorporate NHifocused considerations such as theemegineering
of PHC and introduction of ideal clinics?
¥ How could ASELPHatulty and Fellows provide support/research for the development of adaptations
needed for NHI implementation?

Networks of leadership and information exchange among diverse locations and functions

in the health system

Key challenges that ASELPH gradeatesihand share about

The most commonly cited primary topic of communicatiof@igadership and People Managen@®nly one
cohort selected@Planning and Strategic Manager@svith greater frequencyand GFinancial Management and
AdministratiorOwas theleast cited topic by all five cohorts. Interestingly, in selediidgjtional, more specific
topics that fellows commuaoate about with their peers, leadership and managemeoeswere less likely to
appear more frequently than issues of strategy ortsgéc planning. The most common of these more specific
topics of communication for the cohorts across the board®ewice Delivery Innovatio

Methods of Information Exchange

ASELPH graduates across universities and colastsseem to communicate i similar frequency on the
same topicsTo be expected, ltere are very low instance rates of fatefaceinteractions between individuals
who do not have a professional relationshifext messaging the most common method of communication.
This, combied with the general frequency of interactions, might indicate that ASELPH fellows are
communicating more alut specific issues as they arise on more of a-offdasis.
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Networking behavior and influence

The top graduates from ASELPH cohorts based edegree and betweenness centrality scores appear to have
a few general characteristics in common. These iddais are more likely to be atdirector or deputy

director level as opposed to a CEO aloctor, for example. Despite similarities in their posititevel, most
cohorts show a diversity of representation among differing health departments or expertise.

It is possible that outliers to these pattermsin be accounted for based on various personality traits and social
tendencies, but this information eaot be gleanedirectly fromthe SNA data.

Interestingly, mall group membership does not appear to Isesggnificant asne mightexpect in predicting
postASELPH relationships. At UP, where the cohorts have a more skvgeographic representation, aiin
group members make up approximately ethérd of current connections. At UFH, whersmall group
members reported more current relationships with oneather ban average of 60%etween the two cohorts
bthere wasalso mucHess geographic diversity anmbre reported preexisting relationships, which likely
account for some of the difference.

Geographic diversitipor more balanced geographic representat®appears tocorrelate to more absolute
connectivity between fellows. For example, the two UFsharts are less geographically diverse and fellows
tend to network among fellows within their own provinc&swith the exception of a few bridging actors. At

UP, there is anore even distribution of fellows from a greater numhsrprovinces Based on th&SNA data,

this diversityhas led to the formation of new formal, professional relationships between alumni from different
provinces that did not exist prior to thé€rogramme

RECOMMENDATIONS

Qualitative Analysis

Interviewing health executive leadersrncsix functional areas of the South Africa Health &yspresented an
opportunity to synthesize a diverse set of perspectives and recommeaciashs. These consolidated
recommendations relate specifically to tASELPHProgranme.. There may be instances which the

leadership team of the ASELPH Prognaghas either already considered such recommendations or has begun
implementing them. However, the interviewees in this evaluatadlicated they were not aware of these
recommendations or believed that thecommendationshouldbe scaled. The themes that emerged most
frequently (mentioned by three or more interviewees)e described in detail, followed by questions for the
ASELPH Program to consider as it looks to scale for systene impact.

The SPACE&search surfaced more than 75recommendations for the ASELPH Program, many of which can
be clustered under simildhemes. Each thematic area will include an introduction to the current state of the
ASELPH Program with respect to that theme, followed bgrshand longterm recommendations. Each

section also includes additional questions the ASELPH leadership teawamiap consider as they determine
the future of the Progranalong with an example of its potential impact as illustrated in the systems map
accompanying this report.

Mentorship

A wide range of interviewees including Fellows, instructans] those outsle of the ASELPH Program stressed
the importance of mentorship. One instructor recommended that the ASELPH leaddesinpconsider
implementng a more formal orientation course for mentors that are currently involved in the ASELPH
Program. The instructoclarified that Othere is a willingness that does not always equal the capacity to
mentor.O Several of the fellows stated the need éhitional guidance as they increase the management
responsibilities. Fellows requested p&abgram support to help witlthe transition to more senior positions
and/or as they began to apply new skills and management techniques at their work.
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Multiple intervievees who were not part of the ASELPH Program suggested that a lack of mentorship
contributed to a dysfunctional hi#gh system. For example, one individual working in the findacetion of the

health system called attention to the fact that hospital marsalgek examples diest practic®©within the

system. Therefore, when individuals move to a new position, there is minimal guidance on how to adjust to the
new role. The inadequate information surrounding processes and procedures can cause inefficiency an
confusion around staff responsibilities which makes it difficult to maintain a level of enthusiasm for the work.

In addition to Fellows, two of the instructors within the Program highlighted their concernratdle capacity
for a program like ASELPH tareak the cycle of ineffective leadership in the South Africa Health System
without scaling leadership capacityasaster rate. As one instructor stated, OGood leadership moves up and
out,O suggesting that it remains difficult to retain strong leadersddle management positions, particularly in
the public sector. When a staff member obtains management skiig result is often a promotion or a
transfer to a new department, leaving the cycle of poor leadership unbroken. Totlthig pattern, the
ASELPH Program might consider how to incorporate a module on mentotelepable Fellows to feel
confident and quipped to not only lead, but to also mentor their colleagues.

Example oASELPHOs ability to positively impact the South Africa Health
Sygem

Education of Health Worker¢Loop 7):the informal mentorship

structure currently within the ASELPH Programme has called

attentionto the importance of scaling a more structured mentorship
component Executivdeaderstasked with implementing new

project, adapting tehanging policie®r managing stafivould greatly
benefitfrom continued learning in the form of a mentor

Key questions to consider:
¥ What are the key skills a mentor needs to effectivglide
Fellows in the ASELPH Program?
¥ How does efective mentorship impact the ASELFellows? How can the effects of mentorship be
codified/incorporated into the Program?
¥ Should there be a longgerm component of mentorship? For how long? On what scale?

Use of Technology

A key skill lacking in the hil system involves the use of technology. The inadequséeof technology may

be attributed to the inaccessibility of appropriate technology coupled with the lack of familiarity workimg wit
computers. The lack of technolodpas exacerbated problems in the South Africa Health System including poor
record keeping, difficulty embedding accountability structures into the monitoring and evaluation function, and
an inadequate online referral system. Within the ASELPH Program, technology limitations affect theability t
scale course size and engagement. One instructor, when asked what is most needed to help Fellows manage
the time intensive course work state@[using] technology with more confidence. | think the biggest thing is t
feel comfortable to use tesiology. Some of [the Fellows] have difficulty in searching and finding information.O

The ability to navigate basic technology as an executive leader in the Sougth Adalth System correlates
strongly with effective communication skills. Within the ABBHLprogram, computer literacy is also becoming
increasingly important, as Fellows are encouraged to dedépar research and presentation skills.
Additionally, several instructors we interviewed discussestrreeturing elemats of the Program that would
include more remote coursework. In order to prepare Feills for the dynamic changes technology will bring
to the health sector and to retain the rigor of the ASELPH Program, computer literacy is enpars priority.
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To enhance the use of technology, tleSELPH Program might consider conducting introductory webinars
online. These lectures, prepared by instructors using a platform such as GZeamuld allow for Fellows to
engage with the material on their own time and at thein pace. Introductory lectures in this format allow
Fellows to engage with a new topic and prepare them for the interactive sessions within the course. One
instructor offered another recommendation of Oflipping tkessroomO: a method in which mosttiges are
delivered online anéellowsO-person class time focuses on questions and interactive engagement with the
material. Using technology to hold online webinardrderactive sessions allows for the possibility tokaan
person teaching sessiosBorter and/or specifically focused on areas that were unclear or need further
explanation.

While these might be very promising recommendatiahis worth noting that course instructors oftenesve

as the primary barrier to technologytegration because they are not comfortablging interactive platforms

or providing webinasstyle instruction. One interviewee pointed out the need for more support from ASELPH
staff to instructorsOSome of the lecturers are a bit afraid to use the technology. If a professor only teaches in
March,by the time he comes next year he has forgotten what he learned [about techrtddgpoursework]

last year.dn this case, a codienefit analysis might be a helpful way to assess the benefits of investirig tim
technologyfocused instructor support.

Example of ASELPHOs ability to positively impact thiecSdigalthf System
CommunicationgLoop 1):the relationship between prioritization of
communication, adequate ICT infrastructure, and staff skilsbe seern the
photo. Training Fellows toé comfortable using a computer and identifying
opportunities to use technology will increase efficiency and accuracy of data.
Technology skills will play an increasingly important role across allduscti

Key questions to consider:

¥  How might the ASELPIRrogranme use technology to improve the

delivery of material?

¥  How might the ASELPH Prograne use technology to improve student
engagement?
How would ASELPH design the Prograendifferently if our Fellows werall computer literate?
Which executive trainingrograms are using technology successfully at scale?
How might the ASELPH Prograne adapt successful approach(es) of other executive learning
programs to meet the needs of its students / faculty?

Communication Training and Continued Learning
When askedhe question, OWhat skills are most critical to you to do your job effectively?O nearly half of th
interviewees indicated that communication skills are esdeftlghin the Prograrme, communication skillsra
demonstrated across multiple formats and ftiois:

¥ Online: pre and postraining requires computer literacy skills and folloyy

¥ Between faculty and Fellows: Fellows can practice providing constructive feedback anliséertivg

¥ Translating knowledge to colleagues: Fellows practice synthesifongation and sharing it using the

appropriate format (PowerPoint presentation, written, or oral speech)
¥ Determining how to introduce learnings to the workplace

Many of the challenges related to effective job perfance can be traced back to commurtioa issues (see
the Kumu Systems Map for example&iming to mitigate these communication challenges, the ASELPH

ProgranmeRogranme trains Fellows on meta leadeiiphSeveral Fellows specifically mentioned the meta
leadership trainirfgvhich includes lessis in managing up and managing latéradly greatly beneéd their

56



professional work. When Fellows were asked to provide examples of how they used the comnumscsills
in their work, Ocommunication skillsO took on different meansgrch as the ability to negotiate:

QWe learned about handling problem solving andkdesygs. [We now] have language to identifyshirigas
explaining in a constructiay] what you are trying to do, what you have donejrand/iaf you are anticipating or
[the information] you are not finding. When | talk to the CEO, | can say, you know, | think this path we are taking is
taking us there, and | can explain why.O

Interestingly, when Fellows were asked to provide examples of pertinent skills, noahy wse the terms

OleadershipO and OcommunicationO interchangeably. For example, when one Fellow was asked to elaborate on
why she emphasized communication as a tojp mkjuired to do her job effectively, she stated, Oyou nhaste

good leadership in helping [everyone] understand the role of the office (OHSC) and the goals. You find senior
leaders knowing, but there is a gap on how that is ttates! further down.O

Should ASELPH focus on scaling the reach of the Progra@rstrengthening its network will gatly benefit its

ability to influence stakeholders, support graduates, and seek opportunities for financial support. To do so will
require an investment in maintaining relationships with faculty and Fellows after goad@aftrrently, when

Fellows were aked about engagement with the Prograsupon graduation, all Fellows indicated some degree
of interest in remaining in contact with their peers and instructors. Hogrewmost of the Fellows suggested it
was a selfiriveninitiative, limiting knowledge sthiag and relationship development to their immediate cohort.
Considering new ways to strengthen communication channeigds:n Prograrme alumni would allow for

deeper knowledge retention and value to the Program.

Examplef ASELPHOSs ability to positipealgt the South Africa Health System
In Loop 1: Communication3,he meta leadership

skills taught throughout the ASELPH Programme

candisrupt siloed performance between facilitiesO

departmentsand improvecommunicatiorbetween

organizationsvith strong herarchies in place.

Developing meta leadership skills atsmtributes to

shared learnings that can result in more effective

joint ownership of goals and outcomasong with

streamlined processes across departments.

Key questions to consider:
¥ How mightfaculty and staff support strengthening the ASELPH network across ts@hor
¥ How might ASELPH Fellows continue learning from each othemwoi@ structured and intentional
way?
¥ For those Fellows who have a strong ASELPH network (using the Social Netwolysiar
reference),(1) what do they do differently(2) Why are theyinterested in staying connected?

The Need for Leadership at the Facility Level

The National Department of Health led by Dr. Motsoaleldiclared that a key priority under its 10 PoiAlan
is investing in leadership to achieve a more functional hegiitem, thus underscoring the importance of
programs like ASELP# The interviews conducted by the SPACES team affirmed the need for health
leadership, particularly with the imminentratiuction of National Health Insurance. Interviewees who
participated in the ASELPH Program strongly felt that their participation empowered them to be better

26 http://www.cde.org.za/wyggontent/uploads/2012/12/REFORMING%20HEALTHCARE%20I81882P0full%20report. pdf
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managers and leaders. At the same time, manyvi@esmees, in line with research shared by theitboAfrican
Medical Journ#&l also emphasized that middle managers and facilities marvagald benefit the most from a
program like ASELPH.

The suggestion to focus on developing the health systems leag@fstmiddle management came from

interviews wit senior health leaders at the national, provincial and district levels. Leaders from the finance and
service delivery functions were emphatic that the greatest leverage point within the health systemlisgpski

facility managers. When the SPACES teaked an interviewee working at the national level in the finance

function how decentralization of decision making might occur, his response higthligh lack of trust in the

system: We canOt trust facilitgvel management.O An interviewee at the prcial level in Mpumalanga

complained about the lack of management skills found within the health sector at the facility level: Ol donOt need
to be a doctor, | need to be an administrator.O

Based on both dirdcand implied comments from interviewees on aaatability and change management, one
of the strongest leadership leverage points in the health systenthe dhcilities manager level, a position that
carries high visibility and potential for cascadmpdct. Interviewees suggested that additiokdlsstraining

was needed to support facility manager, particularlyrpranskilldo support the audit process and budgeting
financial skills, and the ability to incentivize staff.

Example of ASEL®$ality topositively impaitte South Africa HeaSystem
Education of Health Worker¢Loop 7):the competition between public and
private sector for qualified health professionalgreatly affected by leadership at
the facility levellnvolving facilities managersASELPHor adapting the program
to address the bottleneck that currently exiBsneed for additional training for
facilities manageiBicreases the potential for larggcalepositive impactshe
ASELPH Program has in the South Africa Health System.

Key questions to consider:
¥ Should theASELPH Program focus on training more individaatie facilities level? Why or why not?
¥ After participating in the ASELPH Program, which Fellows hadehe greatest Oripple effectO of
impact?
¥ What factors influenced by ASELPH enabled this taplesf?
¥ How might the ASELPH Program scale to offeore training for facilities managers?

Course Offerings

The overall consensus of individuals who had participated in the ASELPH Program whs raigram

focused on upskilling Fellows with skills that dikecelated to their current position. Over half of the

interviewees recalled examples of learning how to takeséesys approach to their work (recalling the control

knobs activity). The majority of interviewees who participated in the ASELPH Programoaised to the

ProgramOs leadership skilsrting: how to influence and incentivize both individuals they managed and those

who managed them. Fellows who completed the Program were askedlextreih topics that could have used

more course time, and whanight need to be added to maintain peakeehnce in a quickly changing

environment.

¥ Finance: Fellows emphasized financial skills as the area in greatest need of additional training support.

We hypothesize this is partially due to the lackpoévious eperience that many Fellows have on this
topic and the increasing need for these skills as FellowsO financial responsibilities increase as they are
promoted to higher positionsAs seniority level increases, it becomes more important &vdr general
management skills in addition to technical expertis

27 http://www.samj.org.za/index.php/samj/article/view/7480/8434
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¥ M&E: The need for greater accountability was a theme across health systenofsdellows
expressed an interest in identifying more practical ways they can incorporate M&E practices into their
work to hold individuals accountable as well as practidaptive management.

¥ Skills to support NHI:  The SPACES team asked interviewees to consider what skills health leaders
would need in order to properly support the rollout of NHI. Intgiewees from multiple hedit
systems functions indicated the need foanoge management skills and succession planning. Individuals
we interviewed in supply chain management and more seradelship positions highlighted the
increasing importance of contract negotiation and mansge skills, particularly within the
procurement function.

To enable executive health leaders to confidently address a rapidly shifafig lendscape, there is a need for
the ASELPH Program to emphasize how to translate what is learned in the coucsatiouous learning on
the job. The Progranshould continue to ensure that Fellows are able to identify and actively pursue
information that is relevant to their work such as resehy problem solving, and critical thinking skills. For
example, a senior health executive at the national level engathhiow leaders with critical thinking and
problemsolving skills could greatly benefit the health system:

Policy approaches get adopted that are not best suited for the problem. There is a disconnect to the problem you

trying to solve. Ftample, in South Africa we engage patients on the quality of the service they receive. In the puk

sector you see 80% of happiness and yet we know that what they are receiving is not what they want. And what
find s that the way the research has bleae is that they are asking if they are happy rather than their wait time, etc.

To provide varying perspectives that might encourage ASELPH Fellows to seeévoutformation or
connect with others outside of theirepartment/function, the Program niigconsider hiring more instructors
from outside of the health sector. Professionals with specific translatable skills (finamcactmanagement,
negotiation, etc.) would introduce new perspectives to Fellows who Ispemt their career strictly in the
health sector. As one senior health official from the Gauteng Province noted:

| think we have to have a different way of selectingqeseific programs. | would be bored sitting in a program

about health. It widube my peers telling me what kimeyv. Those two [executive management] courses [l took] had

nothing to do with health. | looked at supply chain but it didnOt have to do with health. It is not using atrecipe; that
what leadership is, that is nggmaent.

Additionally, Fellows wodlbenefit immensely from a strong foundation in skills that support the learning
process as opposed to their specific role or function. For example, introducing optional online courses may be
a way to Oeven the playingldi,O allowing for Fellows who magedsupplementargkills development to have
additional time to prepare for the rigor of the course. These short courses could cover topics such as
computer literacy, how to conduct resear@ndwrite a research paper,ra keys for delivering compelling
presentations. Several interviewees also emphasized the need for the ASELPH Program to offiarshort
topic-specific courses to their colleagues. If ASELPH is considering methods of scale or new revenue sources,
devebping short courses either in an bne or hybrid (online and #person) format may be an option to

expand its reach.
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Example of ASELPHOs ability to positively impact thicSdigaltkf System
Human Resources/Fina@_oop6):poor financial literay canstart a spiraling
effect of poorfinanciamanagement and implementation. ASELPH Felidves
are taught financial skills such as budgetingakidga systems approach to
addressing challengesll be more likely to make informed, datdriven
decsionsfor long-term positive impact.

Key questions to consider:
¥ Are there additional core competencies that ASELPH Fellowsirequ
based on the introduction of NHI?
¥  How might ASELPH incorporate more fundamental skills intoutsiculum?
¥ How might theASELPH Program increase their support for the continual learning for alumni?

Networks of leadership and information exchange among diverse locations and funct ions
in the health system

Key challenges that ASELPH graduates network and share about

CBerviceDelivery Innovatiofis the top subject of communication across four of the fhedorts (appearing
second in the fifth cohort). ASELPH might consider looking into how topics covered in this area do or do not
overlap with some of the other commonly citedpics likeCEmpowering Environmei@, Broblem Solving and
AnalysidandChange Manageme®itt could also be worthwhile to probe graduates further on how and
where they are implementin@service Delivery Innovati@or where they are encountering barris towards
doing so in their daily, professional lives within the South Africa health system.

There isalsovery little variation in the most prominent topics of exchange across the different ASELPH
cohorts. GFinancial Management and Administrafisnthe least common topic of exchange between former
ASELPH classmates across all five cohorts. It is unctearthie network analysis whether this is because

fellows do not want to discuss such matters with external colleagues, whether thiesufiieientlyequipped to
manage related issues internally, or whether thenemy is not enough expertise amofRgogrammeellows to

call on for issues of Financial Management and Administration. Interviews with fellows would indicate that the
latter may be the more salient issue, but there is nobegh qualitative evidence to confidently make this
conclusion. If fellows regl more or less support in this area, tiRrogrammanight be able to make strategic
programming changes to accommodate the learning priorities ami@epective fellows.

Methods of Information Exchange

Some of the most common topics of excharigkke Sevice Delivery Innovation and Change Managenient
might benefit from a platform for periodic fate-face antbr group discussiorBecause of geogpaical
disparities, it may not be realistic for ASELPH to lead the organizationpgfrsoneventsfor alunmi, but the
Programmaemight be able to take advantage of the prominent omobiletechnologies to initiate stronger
digital forums or communitiesf practice to encourage more information sharing among fellows across
geographiesareas of expertiseandcohorts. ASELPH graduates generally report very low usage of email for
communication with one anothewhich might be important to consider if tHerogrammes interested in
developing new communication or outreach platforms.
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Classroom or individual attributes that influence on networking behavior subsequent t o]
graduation

Based ortrends inemergent influencers, relative diversity of professiohexpertise and varying levels of
leadership among small group members might be bengtigimbmote even nore sharing, learning, and
mentoring opportunitiesGraduates seem to naturally connect with fellows workinghe same province, so

for cohorts where geographic diversity may be more difficult to achieve, ensuring dispersion of peers from the
same province®to the extent possibled mght be an important factor to consider in group compasit, as

well.
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ANNEXES

ANNEX A: SYSTEMS MAP OF THE SOUTH AFRICAN HEALTH SYSTEM

Interactive systems map avallkvith invitation to systems map ikumu.
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ANNEX B: READING THE ASELPH SYSTEMS MAP

After logging into the Kumaccount, the page displays a zoonted view of a complex and
interconnected systems map, called a causal loop diagfasgliide explains the diftant features of
this diagram, and provides a logical and comprehensive order for readers to process it.

On the zoomedout map, the reader will notice that the causal loop diagram consists ohs#fferent
colored loops. Each loop represents one of setleemes. Different themed loops connect to one
another through one or more linkages; no loop is independent or standalone.

I"#$%&) *'+,%&&-./01'2".3456"-#'5'7008RB1""&;'0<'1/&',5$.54'4003'2"5#%58=""-,4$2"-#' A&#&-2

The legend on the bottorteft side of the page lists the theme represented by ezbr. In addition, it
also lists each loop ia reading order. The reader starts on the upgdeft side with OCommunicationsO
and ends on the bottorteft with OEducation ddealth Workers.O
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O

"#$%&@'+,%8&&-./01',"%,4"-#'40,51"0-'0<"7D0B-2'7008 V$1'

"#$%&>*'+,%8&&-./01","%,4"-#'40,61 A$110-.
0<'#%&6'201.'1/51'03&-"."2&";"-20;'
&-',4" 282

Before zooming in on the diagram (by using the + button on the

upper righthand corner, circled in red on the rigigide figure
above), click on the three gray dots (circled in red above on thedeefe figure above). This will open a
sidewindow. Certain nodes are tagged with supporting qualitadive quantitative data. When the
reader clicks on these nodes, this side window will display this supporting data.

Reading the loops
Zoom in to loop 1 (Communications). Start reading on the @stareO node that is thicklgutlined in
orange. Follow the arrows. One node can link to multipkaer nodes, or multiple nodes can all link to

a single node.

Pay close attention to the plus or minus signs at the beginning and end of every arrow sigresare
important to understand the causal relationship of oneledo the next.

The exampléelow shows an arrow that begins and ends with two minus signs. This means that-a lack (
) of staff communication skills can cause a laci(sharing of information across departments.

O

"#$%&B*'+,%8&&-./01'2".3456"-#'1/&'
%&451"0-./"3.'"A&1;&&-'1;0"-02&.
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The next example below shows an arrow that startstwét minus sign and ends with a plus sign. This
means that dack ¢) of streamlined processes across facilitiesO departments causes an increase (+) in
siloed reporting structures (i.e. nurses to nurses.)

O

I"#$%&CD'+,%8&&-./01' Supporting data:
2".3456"-#'1/&'%&451"0-./"3."
A&1,&&-1,0-02¢. Most nodes are taggedith additional data, which includes information

gathered from the literature review and kegformant interviews. To
open this data on the side window, click on the node. For example, the figurevtstlows data wh
further information related to OAdeqaoy of ICT Platforms for Communication.O

I"#$Y6EC (*+,%8.8.-./01'2". 3456"-#40,51"0-'0<' 1 5##8&2'2515 Because two or

more nodes may
be supported by the same dasgme nodes are not tagged with additional data to avoid repetition.

OSkillO nodes:
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There are six purple nodes with the wor@skillO that connectdausal loop nodes. One of them is
circled in red in the figure below. In this example, a OskillO node connects to the OPrioritization of
Communications at Facility LevelO node. These purple raveethe six topmost mentioned skl by
interviewees as imgrtant in the South African Healthcare systém.

—

N

"#$%ECC'+,%8&&-./01'2".3456"-#'5-'&E5834&'0<'5'3$%34&'F.?"44F'-02&
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Lastly, there are some nodes that are thiekiytlined in yellow. These intervieweesO recommendations
on an intervention or action that can help solve a problem in the healthcaterays

"#$%N &G +,%&&-./01'2".3456"-#' &E5834&'0<'5'F%&,088&-251"0-F'-02&

Readers can search for a certain node or element using the search bar, shamn bel

Figur&4. Screenshot displaying the seardhrmion

The reader can type a node on the search bar, hit enter, and the mapowiti-in on the node and
automatically display tagged data on the side window.
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"#$%ECH +,%8&&-./01'2".3456"-#'.&5%, /' A$YA20-

|

"#$%A&) ' +,%8&&-./01'2".3456"-#'.&5%,/'A5%'<$-,1"0-

It is recommended that each loop is read zoorriadone by one, in the order listed in the legend. After
finishing each one, readers should zooaclout and read details on the supporting skills and
recommendations to understand the detailed diagram.

ANNEX CC: CONDUCTING A VALIDAT ION WORKSHOP

In order for ASELPH to gain insights beyond what is expresséaisrevaluation, we suggest holding a
validation process for the CLD. This validation process could take several forms:
(1)! A workshop consisting of all or some of the participants whosorted the creation of
this systems map

(2)! A workshop consisting of only ASELPH faculty
(3)! Two workshops: one held athe Unwersity of Fort Hare and one at the University of

Pretoria
(4)! A phone call between ASELPH faculty
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Systems maps are most effective when they are dynamimtardative A validation process allows the
participants of the workshop to take ownership tfie map while simultaneously validating the mapOs
contents. It is best to hold the validation workshop with participants who have diverse perspectives and
work in various évels (national, provincial, district) and functions of the health system. On¢entsrof

the CLD are finalized and agreed upon by all participants irvéiidation process, this map can be used
as a supportive visual in discussions about potentia¢syshanges. The CLD can be used in two ways:
as a planning tool and retroactive/SELPH can use the CLD for future scenario planning. Famele,

if ASELPH wants to understand where they are bestquldo impact the South Africa Health System, the
teamcould map out how they believe the system might change given their planned niternys). Because

a change in one part of the system could potentially alter another part of the system, it is important to
follow the OrippleO of changes throughout théesgsanother reason diverse perspectives add great value!
Additionally, the map e¢abe altered after an intervention to serve in a retroactive manner. For example
as a retroactive tool, the CLD can analyze how the 14 Core Competencies taught by ASERHirdi

the current South Africa Health System. This can help ASELPH toizéeswaht systemic leverage points
the Core Competencies are addressing and if there is a need for the supplemeatingpbmpetencies.

The following steps and prompt questiongllveupport the facilitation of the validation process for the
CLD. Note that the $eps can be adapted to fit the circumstances, such as group size, wosksblnpin
person or members participating via phone, etc.

(1) Identify supporting system factors:  Guide participants to consider the top five system
factors that help them do their jolExamples include policies, availability of highly skilled
staff, and improved collaboration between public and private sector.

(2)! Identify challenging system factors: Guide participants to consider the top five system
factors that hinder them from doing tlrejob. Examples include lack of accountability
mechanisms, resource constraints, and unclear commioncabetween the
national/provincial/district level within the South Africa Health System.

(3)! Identify top supporting system factors:  Once the participanthave identified their
personal top five supporting factors, split participants into smaller groups (no larger than
eight participants) and ask groups to identify theatlective top five supporting factors
through a voting process. Each group will beegisio share their top five supporting factors
with the room. As each group shares their top five suppagtfactors, the facilitator should
write each factor on a boar¢or sticky notes on a wall)Note:When deciding how best to
divide groups, consider ¢éhdesired outcome. For example, if you want all participants to
gain an understanding of the various supporting factors and challenges of the South Africa
Health Systemconsider grouping participants from diverse functions. If wowld like
participantsto brainstorm ideas that could potentially solve their functional emgiés
then consider grouping participants by function. Alternatively, groupsdcbe divided
based on geographic region or other considerations.

(4)! Identify top challenging system facto rs: In the same small groups, ask participants to
repeat step three for challenging factors.

(5)! Vote on top supporting factors and challenges:  The top five supporting féaors and
challenges should be written down and displayed in a location all can seeipBats
should vote! Each participant votes on the their top two to three supporting factors and
challenges. The facilitator should count the votes to determine tte®s top supporting
factors and challenges.

(6) Translate the supporting factors and chall enges to themes: Guide participants to
discuss how these top supporting factors and challenges could be represented as a thematic
loop. What would be the theme of this loopRitte there may be multiple themes that emerge
thatOs ok!
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(7) Visualize the map: Explain to participants that you will now be analyzing at the map
created by the SPACES team. Print a large format map or create a sticky note version of
the draft CLD thatis no smaller than two by two meters.

(8)! Initial observations: Invite participants to olkerve the map. On & sticky note ask
participants to write OWhat is striking to you on this map?0O or OWhat are your initial
reactions?O It will help to provide tkecompanying narratives for the CLD so that the
workshop participants can refer to themdeally, these are shared prior to the workshop
so participants have time to familiarize themselves with the content.

(9)! Identify supporting evidence: Prompt participats to identify OWhat parts observable
on the map can be supported with evidence you PRausing @een sticky note. It is
important to leave time for participants to discuss witheoanother.

(10) Identify outstanding questions: Using apink sticky note, aslparticipants to identify
OWhat questions the map provokes that are not answered thrabglvisualization?0 As
a group determine if these questions are answered through the accompanying narratives.

(11) Assumptions that require evidence: Prompt participants d identify OWhat
assumptions are being made within the map that need to be supported with evidence?O
using &lue sticky note. As a group determine if these assumptions are answered through
the accompanying narratives or methodology.

(12) Comparison of thematic loops: Referring back to the top thematic loops identified in
step six, compare the thmatic loops identified on the CLD and the top themes
acknowledged by participants. Identify the possible missing thematic loops that are not
represented on the CLD. Aa group, participants should determine what thematic loops
they want to add to the map.

(13)Build new loops : Through a collaborative procesguide participants through the
process of building loops. The process of building loops is fairly straightforward; however,
it is important to ensure participants focus on one loopaatime rather than all of the
possible connections a loop can makedRime guidelines for building a CLD below.

(14) Validate new loops: Repeat steps eigigleven for the newly completed loops.

(15) Update the CLD in Kumu: In order to update the Kumu version of the map, refer to
the OGuide to Updating Kumu MapsO in Annex G

Factors to keep in mind when building CLDs
CLDs consist of three basic elements: the variables warehshort descriptive phrases (represented by
large circles, or nodes), their connections (representedlibgs,or linkages), and constraints on each
connection(represented by direction and polarity). CLDs allow one to view thaltgnge from a causal
perspective, thus giving you an understanding on the structural forces which produce the effect. Consider
the following guidelines when creating loops.
¥ Use nouns for node names: When choosing nodes avoid using verbs and actionasas.
For example, OcostsO is better than Oincreasing costsO because the sign of the arrow
determines if it is increasing or decreasing.
¥ Choose the positive: Whenever possible, choose the positive sense of tioele. For
example a decrease in Oaccessibility of careO is easier to understand than an increase of
Oinaccessibility of careO.
¥ Nodes with multiple consequences: For nodes with mulple consequences, begin by
lumping the consequences into one node. For exalesalth outcomesO encompass many
different outcomes. If you later decide that the outcomes need to be disaggregated you may
do so.
¥ Start with one loop and then add: We have faind that it is easi& to focus on one loop
at a time and then add additional connections. If you think of all the possible connections, one
can get lost.
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¥ Complicated links: If a link between two terms requires a lot of explanation for sone
to understand, you can either redefine the nodes or insert an extra node to make the link
cleaer. For example, if someone is not directly involved in the esysbeing discussed, they
may not understand the connection between a decreas@prlontlzaon of communiationO
and Ocommunities understanding of PHC services offeredO. In this instance, you could add a
new node saying a decrease in the Oprioritization of communicationsO there is a decrease in
Obudget for community educationO, thus a decrea€@zommunitieanderstanding of PHC
services offered.O

71



ANNEX D: ASELPH CORE COMPET ENCIES QUESTIONAIRRE

Interviewees who participated in the ASELPH Program were asked two additiorstianseto identify

the utility of the 14 corecompetencies within their work. The questions: 1) how often do you use this
competency within your daily work? and 2) did ASELPH adequately train you to use this competency in
your daily work were designed to provide further information on how the ASELRigiAam is

supporting the skills gapstin the South Africa Health System and where there may be room to
consider the dynamic needs of the Health System, particularly with the introduction of NHI. There were
eleven ASELPH alumni who completed this surdegwers showing less than eleven respes

indicates an interviewee skipped the question.

Did ASELPH adequately train you to use this competency
your daily work?

Service Delivery Innovation (SDI)
Change Managemen i
Strategic Leadership ||
Knowledge Management .
Community/Partnership Collaboration
Programme & Project Managemernt
Problem Solving & Analysis
Financial Managemeni
Resources Management & Allocation
Communication
Client Orientation & Customer focus
Honestry & Integrity
Self-managemen

People Management & Empowering Environmént
( , * ) / &( &,

m Not Adequate m Slightly Adequate m Adequate mVery Adequate m Not Relevant
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How often do you use this competency within your daily
work?

Service Delivery Innovation (SDI)
Change Managemenin——
Strategic Leadership
Knowledge Management
Community/Partnership Collaboratiorms
Programme & Project Manageme i
Problem Solving & Analysis
Financial Managemerim—
Resources Management & Allocatiomm—m"
Communication
Client Orientation & Customer focus
Honestry & Integrity
Self-management
People Management & Empowering Environm e

( ; * ) / &( &,

m Never mSlightly Often mOften mVery Often

ANNEX E: SEMI -STRUCT URED INTERVIEW PROTO COL

Interview Protocol: South Africa ASELPH Information Gathering Trip
August 2018

Central QuestionsGuiding the Interview Protocol
1! What are the skillghat underpin performance of the six core functions of the SA Health
System?
2! Which of the skills you identified on (1) above aceitical skills needed in the health sector that
currently donOt exist, atonOt exist at scale?
3! What is ASELPHOs contrilatito the acquisition of the critical skills referred to in (2) above
are pertinent to the six core functions of the SA Health System?

NB: GKIOs objective is to target a diverse group of actors witherhealth system that can speak to the
six core functons underpinning the SA Health System: (1) service delig@rpolicy, (3) monitoring and
evaluation, (4) human resources, (5) finance, and (6) supply chain management. This list of potential
interviewees should be seen as a gui@XI requests your inght and feedback in order to include as
many diverse perspectives as possible that cut actios six functions of the health system.

General Questions

1! First, could you please explain your daily work within the South Africad health system?
al Please indde your title, department, function, how long youOve been in your role, key
responsibilities, etc.
b! What are the most important skills a person perfoimgiyour job effectively (in function
XXXXXXXX) needs to possessi(st the top 5 that seem most esserljia
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2! Is there a sufficient number of professionals in your role or a role similar to yours within the SA
Health System?
¥ Not at all sufficient, slightly sidient, moderately sufficient, strongly sufficient
3! How sulfficient is the quality of skills performeg professionals in your role or roles similar to
yours?
¥ Not at all sufficient, slightly sufficient, moderstsufficient, strongly sufficient
4! Couldyou share an example of a recent success within your organization related to [function
X]?
5! What are theskills that supported that success?
6. In your opinion, who at your level or level(s) below you most influences howeftectivelydo

your job?
71 In your ognion, who in higher leadership positions most influences howeffectivelydo your
job?

8! What is/are he core challenge(s) you face that prevent you from effectively doing your job in
[function x]?

9. Within your team, what skills exist that currentlyelp you to address this challenge(s)?

10!In your opinion, who at your level or level(s) below ypteventsyou from effectively doing

your job?
11!In your opinion, who in a higher leadership positaneventsyou from effectively doing your
job?

121 0f these skillareas youOve just noted, where in your view does there need to be the most
substantial focus on capacity demment?

131'Have you encountered professionals within the SA health sgstem expressing a need for
increased skills within [function x]?

¥ What circunstance prompted others to beckon for these skills?

141What is the impact of these skills gaps in [functdmnn terms of outcomes to the SA health
system?

15!If yes, what is your perception of the impact of these programs?

16!In your opinion, what external factercreate a positive influence to effective performance in
(function X)

171Looking at the same question from tla¢her direction, what external factors undermine the
successful performance in (function X)?

181 Compared to the skills gaps and training we discusgebe beginning of this interview, how
substantial are the external factors you indicated to (function X)?

Now | want to move on to questions that help me to uatand how your role isnterrelated with
other functions of the Health System

Supply Chain Management

Policy

M&E

Human Resources

Finance

Service Delivery

191 What is the overall goal of [function x] iyour org/province/etc.?
20!'What tasks does your team in (function XXXX) need tomplete in order to achieve its goals?
¥  Of these tasks, are there any that are weak/missingfaédo you think are the primary
reasons why?
¥ What are the skills that you require iorder to complete your piece of that process?
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21!In your opinion, are there specific processes that individuals use to effectively lead
improvement/changes within (function x) across the Soutican Health System?

22!What are the barriers that individuals fatrying to lead improvement/changes in (function
X)? Consider institutional barriers, infrastructure chaltges, cost barriers, policy challenges, or
any other type of barrier.

23!What would be critical for inclusion in an executileadership program cuiculum aimed at
professionals within (function x) to help them stay relevant to the current Health System
challenges/needs?

ASELPH Program: Impact on Direct Participants (Fellows/Faculty)

*ASELPH Affiliates Only:
¥ What are the core skills you gain the ASELPH Program?
o! How do you use those in your job today

¥ Is it your considered view the ASELPH Program prepared students to addressghapsen
capacity (w/in function X)? In what way(s)?

¥ s it your considered view the ASELPH Program did or did not nog¢ntlee training needs
required to support capacity development in (function X)? In what way(s)?

¥ Can you provide specific examples of how the ASELPH netwaslsteved your professional
growth?

¥ Have you utilized the working relationships you made withg&LPH with other Fellows in
your work? How? Can you provide an example?

¥ How have you used the research you completed as part ofABELPH Program either to
inform your actions or your decisions?

o! Are there any barriers within your organization or the &léh system preventing you
from implementing your researchPlease explain.

¥ Have you used the skills you gained as part of the ABErBgram in ways you had not before?
(example: trainingtbers, changing the way you did something on the job, etc.) Carpymtide
an example?

¥ Are there any barriers within your organization or the diéh system preventing you from
implementing the skills youOve gained through the ASElgram? Please explai

¥ ASELPH Related: Were there any skills you wish more time lead §pent in the program?
Please explain

That now concludes the interview. 1Od like to remind you that your respomde®main anonymous.
Additionally, if there is information that coulmk potentially used to identify you, we will omit it. Thank
you so ruch for taking the time to complete this interview. Your input will be invaluable in helping us
better understand the South African Health System and how organizations like ASELPH taelyosi
impact the future.

If you think of anything additionaby would like to share, please feel free to email me. If we have any
clarifying questions in our followp, may we email you?

If you know of anyone who might also lend an expert voic¢his topic, weOd love to interview them or
send them a survey to coplete:Is there anyone who comes to mind?
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ANNEX F: GUIDE TO USING AND UPDATING KUMU MAPS

1)! Getting Started

"I Create an account (personal vs organizationdtps://kumu.io/join

"l Create first project:ODashboardQ! New projectO
#!' One project includes unlimited # maps
#!' Pick a template for your first map. For CLD, we are buildirgystems map.

#1 Options: System, Stakeholder, SNA, @tom

2)! Building your first map: The template

3)! Building your first map: Adding data
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4)! Build ing your first map: Building by hand

"I ADDING ELEMENTS : Click green O+Obutton at bottom of map ! click OAdd
elementO | type in [element name] | enter

#! Shortcut: OeO to add element

#! ADDING CONNECTIONS : Click green O+O! click OAdd connectionO !
type in element names you want to connect ! enter

# Shortcut: OcO to add connection

"I SKETCH MODE : Click green O+O! click Osketch modeO

#1 Add element Dby clicking anywhere on map
"' Shortcut: Hold alt and click anywhere
#1 Add connection by dragging from existing element

"' Shortcut: Hold alt and drag

5)! Decorating elements & connections
¥ ADDING FIELDS
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#! Each element & connection has a profile that can be used to store multiple
fields.
#! Click O+ New fieldO to add context to elements & connections.

¥ DECORATING
#! Click OSettingsOon right side of map ! Click ODecorateO! Click OAdd
element rule® or OAdd connection ruleO
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#!' Usedropdowns to indicate which elements/connections you want to decorate
—#! Usecheckboxes to change size/color, add bullseye/shadow
#! UseOlabelOfield to addlegend entry to lower left corner of map

A

6)! Adding Loops
¥ Selectthe green + and select Oadd loopOand then select the connections to
include;
¥ OR you can select two connections at the same time (cli  ck one, then hold down
shift and clic k the other) and then select add loop from the  green +
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7)! Defining whatOs visible in your map
¥ FILTER
#!Click OSettingsOon right side of map ! Click OFilterO
#!Uncheck what you want to hide
#!Use OAlso includeO or OBut ignoreO to modify

¥ FOCUS
#!You can activate F OCUS on any portion of the map
$ Click and hold any element/connection OR
$ Select any # elements/connections/loops and click OFocusO button
in bottom right of selection profile
#!0Once FOCUS is activated, zoom in and out using O+0 and OO keys
¥ SHOWCASE
#ISHOWCASE is similar to FOCUS but instead  of removing content from
map, you can select content to fade into the backgro  und
#!Click OSettingsOon right side of map ! Click OSettingOtab ! Scroll
down to Showcase Settings section
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GUIDE TO UPDATING KU MU MAPS

Kumuis a useful tool for mapping complex systems into compeliswglizations. By mapping networks
of influence, users can identify leverage points for change. Stakeh&kelersfluencers, mediating
factors and the relationships among them fattme socialnetwork that a Kumu map captures. KumuOs
tools enable users to customize the narrative, detail, design and decoration of freevahde utilizing
reaktime data.

The following are guidelines for updating Kumu systems maps.

Navigating througikumuQOs dalsoard
¥ Enter the Kumu siteyww.kumu.io)and Sign In
¥  The site will navigate to a Dashboard page where OProjectsO are listed
¥ Select the Project (Guatemala PEA) you would like to view/edit
¥  The site will navigatto the maOs template
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Add elements and connections
¥ Select the white O+O button in the green circle at the bottom of the mapOs template

¥ Select OAdd elementO or OAdd connectionOO

Delete elements and connections
¥ Select the element or connection yaush to delete
¥  Click the OdeleteO or ObackspaceO button on your keyboard
¥ Depending on the browsing software, Kumu will ask if go@ sure you want to delete the
element/connection; select OK

MacBook with Google Chrome:
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Edit element names/types/tags
¥ Select the element of interest
¥ Select the three vertical dots at the left side of the mapOs template

O

¥ Edit element name (label), type and tag

Change the colors and/or legend
¥ Select the element of interest
¥ Select the OSettingsO icon at the right sideeomapOs template
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O

¥ Select the editing icon next to the label of interest
¥  Select OChange colorO
¥ Modify Legend as desired

-

OR

Select the element of interest

Select the OSettingsO icon on the mapOs template

Select OMore OptionsO to customdefaults, decorate, filter and showcase
elements/connections

Create a duplicate map for major updates or keep a map feospecific shapshot in time
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¥ Select the three vertical dots at the left side of the mapOs template, and then the three
horizontal dds that appear at the top right side of the viewing frame

@

@

¥ Select ODuplicate mapO

O

Create a new swumap to use in documents or to show stakeholdefs
+

¥ Select an element of interest, right click or Control + left click, select OFocusO

-

¥ Select thedesred option (Direct, Indirect or Extended) for creating a suiap
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OR
¥  Select an element of interest and then select the OFocusO icon

O

¥ Contract or expand Focus as desired

®
®

¥ Select the three horizontal dots (OMoreQ) from the bottdght corner of the mapOs template

O

¥ Select OCapture screenshotO and save the image
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ANNEX G: SOCIAL NETW ORK ANALYSIS SURVEY

SPACES South Africa
ASELPH SNA Survey

Research Objective:

The overall objective of SPACES evaluation of the ASELPH executive traiogngm is to determine:

To what extent the ASELPH program has been effectiidinig pesticipants / students with skills that they
have subsequently utilizethejob to psitively impact South Aflisdealth system.

The Social Network AnalysiSNA) will not directly measure skills acquired but will measure how and
the extent to which ASELPH helped graduates develop networks with other progaaticipants and
share infomation relevant to their roles in the South Africadiéh system. Some ohé key questions

that the SNA will address include:

I"l' To what extent has the ASELPH program been successful in facilitating networks of
leadership and information exchange among g@&éocations and functions in the health
system?

#1 What are the key issueschallenges that ASELPH graduates network and share about?

$1 How are graduates exchanging information, and what methodsafange appear to be the
most effective?

%" What are some of tle classroom or individual attributes (e.g. classroom performance, job /
function, group participation) that appear to influence on networking behavior subsequent
to graduation?

&" Who are the key influencers in the network, the igsuthey are focused uponmp@ means of
communication?

Metrics:

o

Research Question 5: Who ar&elyenfluencers in the network, the issues they are focused upon, an
means of communication?

Degree: Number of total incoming and outgoing connections atity has; entities with higdegrees
are considered as network connector hubs.
¥ In-Degree: The number of connections flowing into a network entity. In a OdirectedO network
in-degree is a good indicator of network influence.

¥ Out -Degree: The number of linkages flowing from a netwaentity.
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Closeness Centrality: The shortest distance of each entity td ather entities; high closeness can
spread information to the rest of the network most easily.

Betweenness Centrality: The number of times an entity lies on the shortest path between two other
entities; elementsvith high betweenness have more control oike flow of information and act as key
bridges within the network.

Network Definition:

ASELPH graduates between 20A®L8. This includes graduates from both programs at University of
Pretoria and University ofort Hare. Each cohort will be assessedaepely.

Survey Definitions:

Throughout the survey we will ask you questionsatopiofessionalé@ OworkingO relationshipsith
former ASELPH classmates. A OprofessionalO or OworkingO reldtomstipieciotiess resulting

from thingske contracts, MOUs, etc. between your offices/organizatioals fioteraction is compulsory, as
well as mormformal interactions like periodic information exchange, giving or receiving professional
adviceBcommendations, board membership, etareimait obligated by your position. It is exclusive of purely
personal relationships.

Questionnaire:
RESPONDENT ATTRIBUTES:

Research Question 1: To what extent has the ASELPH prognacnds=éul fiacilitating networks of
leadership and informatexchange among diverse locations and functions in the health system?

Research Question 2: What are some of the classrabwdoal attributes (e.g. classroom performance, job
function, group parpation) that appear to influence on networkiagibesubsequent to graduation?

1! Select your name from the following list.

2! Please enter your current position and the name of your employing organization / department /
office in the appropriate box below.
¥ Position Title
¥ Organization
¥ Department / Offie

3! Have you been promoted since completing the ASELPH programdécompleting the
ASELPH coursework?
¥ Yes
¥ No

4! In which province are you currently employed?
Eastern Cape

Free State

Gauteng

Kwazulu Natal

Limpopo

Mpumalanga

Northern Cape

Northwest

Western Cape
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5! Do you feel that you are more effective at your jals a result of the ASELPH program?
¥ Yes
¥ No

6! Do you feel that you have more professional resourt@siraw on as a result of the ASELPH
Program?
¥ Yes
¥ No

RELATIONSHIPS:

1.! Which of your ASELPH peers have you interacted with since [graduating from the
programme // finishing your coursework]?

The subsequent questions will be asked for eamtshgtatndicated in matrix form: names of the
individuals selected herepaplulate as rows and tieéationship attributes (listed as the response options
below each question) will be displayed as columns.

RELATIONSHIP ATTRIBUTES:
Matrix 1

2.1 For each person selected on the previous page, check all that apply.
¥ | had a relationship with this personipr to the programme
¥ This person was a member of my small group(s) on the course
¥ Neither of these

3. How would you characterize your interactions? Check all thaply.
¥  ProfessionabWe work together
¥ Informational®We exchange industry related informleditwice
¥ PersonabWe interact socially outside of our roles in e dyestem

Research Question 4: How are graduates exchanging infanchatitet methods of exchange appear tojbe
the moseffective?

Individuals with whom the respondentesktedy OpersonalO interactions will be excluded from the following
guestions.

Matrix 2

4! How often do you interact?
¥ Dalily
¥ Weekly
¥ Monthly
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¥ Yearly
Matrix 3

5! Have the interactions with these individuals been fwtlfo you in your professional capacity?
Always Helpful

Usually Helpful

Sometimes Helpful

Rarely Helpful

Never Helpful

Matrix 4

6! What is your primary mode of communication?
¥ Phone Call (any audio call including skype, viber, etc.)
¥ Text/ Whatsapp / Instant Message
¥ Email
¥ Faceto-face

Researchu@stion 3: What are the key issues / challenges that ASELPH graduates network and shdre related
to?

Matrix 5

71 What is the primary area you most often communicateout related to your work in the health
system? (Select one.)
al Leadership and People Managein
b.! Planning and Strategic Management
c! Financial Management and Administration

8! Are there other, more specific areas you communicate ab@lated to your work in the health
system? (Select all that apply.)

People Management aBanpowering Environment

Strategic Leadership

Client Orientation and Customer Focus

Service Delivery Innovation

Change Management

Communication and Knowledge Management

Community / Partnership Collaboration

Financial Management / Resouktanagement and Allocation

Problem Solving andinalysis

Programme and Project Management

SelfManagement

ANNEX H:SPACES-ASELPH JOINT PARTNERSHIP PLAN

Joint Partnership Plan for SPACES Monitoring, Evaluation, Research, and Learning
BETWEEN
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USAID Global Development Lab - MERLIN Team (Office of Evaluation and Impact
Assessment)
AND
USAID/SOUTH AFRICA
This joint partnership plan (Opartnership planO) and any attachments or annexes thereto, is made
and entered into by and between the United States Agency for International Development
(USAID) Global Development Lab MERLIN Team (Office of Evaluation and Impact Assessment)
(Othe Lab - MERLIN Team (EIA)O), and USAID/South évrités 1 day of May, 2018 (OEffective
DateO).

The purpose of this partnership plan is to set the terms and understanding betwedrathe
MERLIN Team (EIA) and USAID/South Africa under the Strategic Program for
Analyzing Complexity and Evaluating Systems (SPACES)  approach, focused on systems
methods and tools.

Background

SPACES is an initiative of the Monitoring, Evaluation, Research and Learning Innovations
(MERLIN) Program through the U.S. Global Development Lab in partnership with the Bureau for
Policy, Planning and Learning. SPACES aims to bring a variety of systems towthaddlogies

that decision makers can use to enhance assessment of innovation impact potential to provide a
comprehensive systems analysis. This approach to program design and implementation for USAID
and its partners is an operational innovation championed and pioneered by the Lab and being
tested throughout Operating Units within the Agency.

The purpose of this study is for SPACES MERL to provide a suite of systems tools, talored
understanding the extent to which the ASELPH Programme has been effective in providing
participants / students with skills that they have subsequently utilized on-the-job to positively
impact South AfricaOs health system?

This Joint Partnership Plan outlines the Lab - MERLIN Team (E¢A)agement with
USAID/South Africa through SPACES

Purpose

This document outlines a scope for partnership between the Lab - MERLIN Team (EIA) and
USAID/ South Africa for systems methods and tools. An overview of the partnership scope
of engagement through SPACES is outlined below.

Questions to be answered through the engagement:
"1 To wiat extent has the ASELPH Programme been effective in providing participants /

students with skills that they have subsequently utihegdioto positively impact South
AfricaOs health system?

("! To what extent has the ASELPH Programme been successful in fagditiediod net
leadership and information exchange among diverse locations and tio@dteaithin
system?

91



)"! What are the key issues / challenges that ASELPH graduates network atetiso&re rela
*"I How are graduates exchanging information, and what methodagd epplear to be
the most effective?
I+"IWhat are some of the classroom or individual attributes (e.g. classroorngygdiorman
function, group participation) that appear to influence on nebebekiiny subsequent
to graduation?
" IWho are the key influencers in the network, the issues they are focusedngpos, and
of communication?

SPACES Scope of Engagement
Activities: Activities for the assessment will include:

Activity 1: Develop Research Plan Over the course of the first 4-6 weeks, SPACES will work to
develop a research plan. The research plan will draw from information from the July 2017
scoping trip, additional discussion with USAID and ASELPH members to determine a method
and timeline for the following:

collection and transfer of data

identifying and collaborating with key stakeholders
validation of systems maps, social network analysis
mapping and social network analysis

8 A 8B B

Activity 2: Develop a systems map of ASELPH participants, their skills and their role in the
health system

The goal of this activity is to better understand how ASELPH graduates (i.e. Managacat cl
manager at Ministry of Health, warehouse manager, etc.) impact the broader South African
health system as a result of ASELPHOs leadership and skills programming. SPAC&& il pro
systems map to visually represent key actors, interactions, and resources across the health
system. This visualization will be developed based on analysis of qualitative essessments

and key informant interviews with a sample of current and former ASELPH participants, their
teachers, supervisors, and those knowledgeable of the current health system. Together, this
information will capture the processes behind how ASELPH graduates impact the health system.
Based on this map, the SPACES team will identify leverage points in which ASELPH can improve
its leadership and skills programming.

Activity 3: Social Network Analysis: SPACES will conduct a Social Network Analysis to
understand the extent to which graduates of the ASELPH project networked with their peers
on health systems issues after the ProgrammeOs conclusion. Data will be collected through a
remote internet-based survey of ASELPH alumni at both University of Pretoria and University
of Fort Hare, providing them with a roster of program graduates and asking them to select
which of those they collaborated with, frequency, method and nature of their interactions.
Results may be cross-referenced with data on student performance, membership in particular
Otable groups,O among other attributes related to their time in the ASELPH Programme. We
may also probe the extent to which networks have emerged around particular issues, between
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particular cohorts and institutions (UP, Fort Hare, Harvard), and among particular functions
within the health system.

Results will be presented in the form of network maps and metrics, contributing to answering
the above draft hypothesis, in addition to some of the following research questions:
$! To what extent has the ASELPH Programme been successful in facilitating networks of
leadership and information exchange among diverse locations and functions in the health
system?
$! What are the key issues / challenges that ASELPH graduates network and share related
to?
$! How are graduates exchanging information, and what methods of exchange appear to be
the most effective?
$! What are some of the classroom or individual attributes (e.g. classroom performance,
job / function, group participation) that appear to influence on networking behavior
subsequent to graduation?
$! Who are the key influencers in the network, the issues they are focused upon, and
means of communication?

Activity 4: Presentation and final report
Based on the patterns and leverage points identified in system map and social network
analysis, SPACES will develop a set of recommendations for the ASELPH Programme
MOH and other key stakeholders.

The Lab - MERLIN Team (EIA) and SPACES Commitment to Partnership:

The Lab - MERLIN Team (EIA) is committed to providing resources that will ensure the best
possible environment for successful application of SPACES. The Lab - MERLIN Team (EIA) is
committed through the SPACES Consortium to:

$ Developing a systems map as described above

$ Conducting a social network analysis as described above

USAID South Africa Commitment to Partnership:

USAID/South Africa is committed to working in partnership with the SPACES Consortium
through the Lab - MERLIN Team (EIA) to:
$! Provide necessary staff time and resources to support the involvement of the SPACES

Consortium, including regular calls with SPACES Consortium.

$! Provide overall direction and leadership for work

$! Provide travel approvals

$! Involve the SPACES Consortium (or representatives within) in key decision-making
process as related to MERL opportunities.

$! Provide resources, if needed and as agreed to, to support activities as related to SPACES
activities.
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$! Commit to data sharing based on information collected that can support SPACES activities
and learning agenda.

$! Participate in qualitative interviews and quantitative surveys as related to SPACES
activities and the MERLIN learning agenda.

$! Commit to collaborative learning and transparent decision-making with SPACES
Consortium to ensure a joint partnership for the SPACES engagement.

Learning Agenda for SPACES

EachSPACES pilot engagement is designed to meet the monitoring, evaluation, research and
learning needs of its activity, while also contributing to a larger MERLIN learg@mgla This

includes testing the various MERLIN approaches to contribute to a broader learning agenda with
SPACES as an approach. Each engagement will contribute to a set of core questions about using
SPACES approaches in USAID, as well as questions specific to the approach used and the activity
being monitored. To facilitate these dual learning objectives, each SPACES engagement will
involve a series of M&E approaches to assess whether SPACES is effective as an approach and in
generating better program outcomes.

Periodically, the SPACES consortium, the Lab - MERLIN Team (EIA), or the Policy Planning and
Learning BureauOs office of Learning, Evaluation and Research (PPL/LER) feiciudicikt and
document the learning process and its outcomes W®BAID South Africa participants. Data
sources may include program/extant data, rapidly conducted survey data, key informant
interviews, and/or focus groups. This may involve participation by representatives from the Lab
MERLIN Team (EIA), SPACESd other the implementing organizations.

Agreement

The Partnership between the Lab - MERLIN Team (EIA)W@8AID South Africa  will begin

on the date of agreement to this document, via email, between the Lab - MERLIN Team (EIA)
and theUSAID South Africa and last a duration of 6 months. These dates are conditional on
the USAID South Africa and SPACE®lementation timelines, and as such are subject to change
following discussion among all parties involved. The JPP can be updated witheadidate
should USAID South Africa decide to incrementally fund this project.

Timeline and deliverables for SPACES
$ Report on findings and recommendations: SPACES will develop a report presenting the
findings and recommendations related to our research.
$ May 24 b November 30, 2018

Key Contacts

USAID South Africa
Name: Derek Sedlacek
Organization: USAID
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Title: Health Deputy Director, Health and Population Development Officer
Email: dsedlacek@usaid.gov

Phone:Mobile: +27 72 7099 226

Office: +27 12 452 2090

MERLIN Lab Team points of contact:
Name: Sophia van der Bijl, AOR
Organization: USAID

Title: Senior Impact Assessment Advisor
Email: svanderbijl@usaid.gov

Phone: 571-228-3836

Name: Shannon Griswold, AAOR
Organization: USAID

Title: SeniorScalingAdvisor
Emailsgriswold@usaid.gov
Phone:703-303-6167

SPACES Consortium Contact:

Name: Bruce Y. Lee

Organization: Global Obesity Prevention Center at Johns Hopkins
Title: Executive Director of Global Obesity Prevention Center
Email: brucelee@jhu.edu

Phone: 410-502-6079

SPACES Scope of Work
ASELPH

Background and Purpose

SPACES is an initiative of the Monitoring, Evaluation, Research and Learning Innovations
(MERLIN) Program through the U.S. Global Development Lab in partnership with the Bureau
for Policy, Planning and Learning. SPACES aims to bring a variety of systemsctools a
methodologies that decision makers can use to enhance assessment of innovation impact
potential to provide a comprehensive systems analysis. This approach to program design and
implementation for USAID and its partners is an operational innovation championed and
pioneered by the Lab and being tested throughout Operating Units within the Agency.

Purpose of Evaluation:

SPACES MERL to provide a suite of systems tools, tailored to answer the followinggusdsti
interest:
To what extent has the ASELPH Progragameffective in providing participants / stucients
with skills that they have subsequently utilitesj@mnto positively impact South AfricaOs
health system?
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Activities: Activities for the assessment will include:

Activity 1: Develop Research Plan Over the course of the first 4-6 weeks, SPACES will work to
develop a research plan. The research plan will draw from information from the July 2017
scoping trip, additional discussion with USAID and ASELPH members to determine a method
and timeline for the following:

collection and transfer of data

identifying and collaborating with key stakeholders
validation of systems maps, social network analysis
mapping and social network analysis

Activity 2: Develop a systems map of ASELPH participants, their skills and their role in the
health system

© A B B

The goal of this activity is to better understand how ASELPH graduates (i.e. Managacat cl
manager at Ministry of Health, warehouse manager, etc.) impact the broader South African
health system as a result of ASELPHOs leadership and skills programming. SPAC&& il pro
systems map to visually represent key actors, interactions, and resources across the health
system. This visualization will be developed based on analysis of qualitative essessments

and key informant interviews with a sample of current and former ASELPH participants, their
teachers, supervisors, and those knowledgeable of the current health system. Together, this
information will capture the processes behind how ASELPH graduates impact the health system.
Based on this map, the SPACES team will identify leverage points in which ASELPH can improve
its leadership and skills programming.

Activity 3: Social Network Analysis: SPACES will conduct a Social Network Analysis to
understand the extent to which graduates of the ASELPH project networked with their peers
on health systems issues after the programOs conclusion. Data will be collected through a
remote internet-based survey of ASELPH alumni at both University of Pretoria and University
of Fort Hare, providing them with a roster of program graduates and asking them to select
which of those they collaborated with, frequency, method and nature of their interactions.
Results may be cross-referenced with data on student performance, membership in particular
Otable groups,O among other attributes related to their time in the ASELPH program. We may
also probe the extent to which networks have emerged around particular issues, between
particular cohorts and institutions (UP, Fort Hare, Harvard), and among particular functions
within the health system.

Results will be presented in the form of network maps and metrics, contributing to answering
the above draft hypothesis, in addition to some of the following research questions:
$! To what extent has the ASELPH program been successful in facilitating networks of
leadership and information exchange among diverse locations and functions in the health
system?
$! What are the key issues / challenges that ASELPH graduates network and share related
to?
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$! How are graduates exchanging information, and what methods of exchange appear to be
the most effective?

$! What are some of the classroom or individual attributes (e.g. classroom performance,
job / function, group participation) that appear to influence on networking behavior
subsequent to graduation?

$! Who are the key influencers in the network, the issues they are focused upon, and
means of communication?

Activity 4: Presentation and final report

Based on the patterns and leverage points identified in system map and social network
analysis, SPACES will develop a set of recommendations for the ASELPH program,
MOH and other key stakeholders.

DELIVERABLES
$ Report on findings and recommendations: SPACES will develop a report presenting the
findings and recommendations related to our research.

U.S. Agency for International Development
1300 Pennsylvania Avenue, NW
Washington, DC 20523
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