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Summary

Health promotion (HP) capacity of staff and institutions is critical for health-promoting programmes to
address social determinants of health and effectively contribute to disease prevention. HP capacity
mapping initiatives are the first step to identify gaps to guide capacity strengthening and inform re-
source allocation. In low-and-middle-income countries, there is limited evidence on HP capacity. We
assessed collective and institutional capacity to prioritize, plan, deliver, monitor and evaluate HP
within the South African Department of Health (DoH). A concurrent mixed methods study that drew
on data collected using a participatory HP capacity assessment tool. We held five 1-day workshops
(one national, two provincial and two districts) with DoH staff (n=28). Participants completed self-
assessments of collective capacity across three areas: technical, coordinating and systems capacity
using a four-point Likert scale. HP capacity scores were analysed and presented as means with stan-
dard deviations (SDs). Thematic analysis of verbatim transcripts of audio-recorded group discussions
that provided rationale and evidence for scores were conducted using deductive and inductive codes.
At all levels, groups revealed that capacity to develop long-term, sustainable HP interventions was
limited. We found limited collaboration between national and provincial HP levels. There was limited
monitoring of HP indicators in the health information system. Coordination of HP efforts across differ-
ent sectors was largely absent. Lack of capacity in budgeting emerged as a major challenge, with few
resources available to conduct HP activities at any level. Overall, the capacity mean score was 2.08/
4.00 (SD=0.83). There is need to overcome institutional barriers, and strengthen capacity for HP im-
plementation, support and evaluation within the South African DoH.
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INTRODUCTION

The Ottawa Charter indicates that one of the key health
promotion (HP) pillars is reorienting health services
from being curative-focused to emphasizing HP and dis-
ease prevention (World Health Organization, 1986).
Effective
addressing social and behavioural determinants which

health-promoting services contribute to
contribute to achieving population health goals (Ziglio
et al., 2011), and reaching the 2030 sustainable develop-
(World Health Organization, 2017).
Capacity of HP staff, as well as the institutions responsi-

ble for HP, is critical if potential is to be reached. The

ment goals

purpose of this paper is to assess collective and institu-
tional capacity for HP to see its potential in contributing
to sustainable development.

The Bangkok Charter for HP (2005) steered coun-
tries to build national capacity for HP (Catford, 2005).
In the early 2000s, World Health Organization (WHO)
introduced a global initiative to map country-level ca-
pacity for HP. The aim was to investigate what infra-
structure exists in different countries to plan,
implement, coordinate and evaluate HP efforts (World
Health Organization, 2010). Capacity mapping assesses
pre-existing capacities, how well they link together as a
system (Battel-kirk et al., 2009; Aluttis et al., 2014).
They need to remain context and content specific, and
be able to capture change of capacity building initiatives
over-time (van Herwerden et al., 2019).

HP capacity can be defined as a system’s collective
ability to deliver and support HP programmes (Lin
et al., 2009). It includes knowledge, skills, commitment,
structures, systems and leadership (Smith et al., 2006),
which are affected by the availability of supportive envi-
funds.

Understanding where capacity gaps and limitations exist

ronments,  workforce, resources  and
could inform efforts to strengthen them (Dejoy and
Wilson, 2003; Cosme Chavez et al., 2017).

Many countries globally have systematically mapped
HP capacity (Ebbesen et al., 2004; Lin and Fawkes,
2005; Mittelmark ez al., 2005; Nam and Engelhardt,
2007; World Health Organization, 2010; Mahmood,
2015). Yet, in African settings, there is much less evi-
dence available on HP capacity, despite significant in-
vestment in strengthening HP capacity by donors, e.g.
the United States Agency for International Development
(USAID) (Jana et al., 2018). Malawi’s HP capacity as-
sessment, an example of a donor-funded initiative,
showed a relatively low capacity among district-level
HP staff to plan, implement and evaluate HP interven-
tions, and a fairly strong institutional capacity to lead

and co-ordinate HP activities at both national and local
levels (Jana et al., 2018).

In South Africa, a middle-income country, the
Department of Health (DoH) has a mandate to deliver
HP. The national HP directorate offers technical sup-
port, while provincial and local (district) levels imple-
ment activities (Department of Health, 2014). Almost a
decade ago, training workshops to enhance HP capacity
targeted senior HP officials from Mpumalanga and Free
State provinces and cadres of health promoters working
at district level in Gauteng province (Van Den Broucke
et al., 2010; Wills and Rudolph, 2010). However, it is
not clear whether these initiatives resulted in HP staff
acquiring necessary skills (Jana et al., 2018), or whether
staff who participated are still available in their posi-
tions. Furthermore, there is lack of data to show
whether HP capacity strengthening was based on any
systematic assessments prior to the training.

Recently, South Africa finalized its first national HP
Policy and Strategy (2015 —2019) based on a number of
international and regional declarations on HP
(Department of Health, 2014). The policy states that
successful implementation depends on a variety of com-
ponents, including the establishment of HP norms and
standards of operating procedure, adequate financing,
and a clear plan to build HP practitioners’ (HPPs) capac-
ity (Department of Health, 2014). This paper addresses
an important issue in the HP field: capacity mapping at
government levels, which should guide planning, imple-
mentation and evaluation of HP programme activities.
Therefore, the aim of this study was to assess collective
and institutional systems capacity to prioritize, plan, de-
liver, monitor and evaluate HP within the DoH in South
Africa.

Conceptual framework

We used an adapted HP capacity assessment framework,
that contributed to the development of the data collec-
tion tool (Jana et al., 2018). The framework assessed
three
(Table 1): (i) HP technical capacity: specific capacity

current collective capacity in broad areas
linked to planning, designing, implementing, budgeting,
monitoring and evaluating HP programmes; (ii)
Coordinating capacity: capacity of the organization to
coordinate and lead multi-sectoral collaboration; (iii)
Systems capacity: capacity of the wider organization to
support HP programmes such as communication mecha-
nisms, policies, priority setting and human resources.
This domain also influences the others. The domains we
overlapped  substantively with

assessed capacity
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mapping conducted elsewhere (Barry et al., 2009; World
Health Organization, 2010).

METHODS

Study design

We used a concurrent mixed methods design to assess
organizational HP capacity at three levels of the South
African DoH (national, provincial and district). This ap-
proach allowed for both a self-assessment of collective
and institutional capacity, in addition to in-depth explo-
ration of reasons behind the scores. Data were collected
at the same time to enhance interpretation of findings
(Zhang and Creswell, 2013). The study was primarily
qualitative in nature with quantitative self-assessment
occurring during the same session as the discussions.
Participants had to reach consensus on the capacity
scores. The questionnaire, which was used for the quan-
titative self-assessment contained the open-ended non-
directive questions that guided the group discussions.

Study sample

We collected data from five study sites: the national HP
directorate, two provinces and one district from each of
the two selected provinces. Study sites were purposively
selected based on the availability of stable HP structures
within the province and district. We selected provinces
based on: perceptions that they had ‘stronger HP mod-
els’, and higher numbers of designated HP staff.
Districts were selected based on employing a greater
number of HPPs. Twenty-eight DoH staff participated:
6 national, 6 provincial (3 HP managers and 3 non-HP
managers) and 16 district and sub-district HP coordina-
tors. Names of provinces and districts have been anony-
mized (Provinces A and B, plus Districts A and B,
respectively).

Data collection

Data were collected through five one-day workshops
(December 2017 —February 2018). Adapted participa-
tory HP capacity assessment tools (HP CATs) were used
to collect both qualitative and quantitative data (Jana
et al., 2018). The HP CAT was developed by USAID un-
der the Health Communication for Life Project, as part
of the work to strengthen Malawi’s social and behaviour
change communication (SBCC) capacity among HP staff
in 2016 (Jana et al., 2018). Three versions of the tool
were adapted depending on the level it was administered
(national, province or district). The same questions had
to reflect HP activities appropriate for either strategic or
coalface level of implementation. Changes made to the

tool included use of terms like HP, DoH or HP director-
ate and sub-directorate versus SBCC, Ministry of Health
or organization, respectively. The tool was administered
through extended focus-group workshops with exten-
sive discussions with teams of DoH staff. The purpose
of the workshops was for DoH HP staff to self-assess
their collective and institutional capacity in three main
areas as outlined in Table 1. Ethical approval was
obtained from the University of the Witwatersrand and
the DoH. All participants provided informed consent.

Participants discussed each question posed by the
researchers, and had to agree on a collective capacity
score, using a four-point Likert scale (1 —4). Scores be-
tween 1.00 and 1.49 were Stage 1, indicating capacity
was not present; scores >1.50 — 2.49 were Stage 2, indi-
cating present but no/poor application; scores
>2.50 — 3.49 were Stage 3, indicating some application
and adherence; and scores >3.50 —4.00 were Stage 4,
indicating complete application and adherence. Group
discussions were audio-recorded with consent, allowing
further rich qualitative data to be collected. Workshops
lasted an average of eight hours, ranging from six to ten
hours.

Data analysis
Capacity scores recorded on the HP CATs were entered
onto an MS Excel spreadsheet. Then imported into
STATA 13 software for analysis. Thematic content
analysis of the discussions was supported by MAXQDA
2018 software.

Quantitative data

The data were cleaned and checked for completeness
and accuracy. We created composite scores for each
sub-domain, by adding scores for each question. We
used descriptive statistics, calculated and represented as
mean scores with standard deviations (SDs) to identify
lower and higher capacity in each domain, and across
the five study sites. A higher score indicated a higher
self-assessed collective and institutional HP capacity.

Qualitative data

Transcribed data were checked against their original re-
cording to ensure accuracy. Based on the standardized
HP CAT questionnaire, deductive or topic codes were
identified using the five domains of the tool: plan and
design, implement and monitor; evaluate, scale and sus-
tain; coordinate and institutional systems, while the sub-
domains were used to develop the sub-codes (Table 1).
These codes were supplemented with inductive codes
that

emerged during analysis of the workshop
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discussions. Trustworthiness of the data was assured
through checking parts of coded transcripts by one of
the co-authors and verification through the multiple
methods that were used. Participants also provided
some documents to verify their self-assessments.

FINDINGS

The majority of study participants had worked in the
DoH for over 10years (ranging between 6 months to
30years). Participants were aged 35years or older.
Qualifications varied with the position of the partici-
pant. Most of the managers had a tertiary level qualifi-
cation, with a post-graduate degree; however, other staff
had a high school certificate.

Capacity to effectively plan and design HP
activities

Conducting situational analyses

The understanding of what constituted a situation
analysis varied across the different levels of the health
system. At national level, it was expected that the HP di-
rectorate would have the capacity to review and inter-
pret national burden of disease and risk factors and to
be able to conduct desk reviews of motivational and
other drivers underlying behaviours, environments and
policies. At district level, there was an expectation of
collective capacity to conduct community assessments.
Groups at all levels revealed that capacity to conduct
such situation analyses was very limited and in most
cases were not done, ‘It’s prescribed what we need to fo-
cus on. So we do not have to conduct any assessments’
(District B). In very limited circumstances where ele-
ments of a situation analysis was done, it was conducted
informally. Provincial and district participants com-
mented that there were HP activities developed by na-
tional programmes (e.g. non-communicable diseases),
which sometimes contradicted with HP priorities at sub-
district or facilities: ‘HP activities should also be based
on what is bappening in the area’ (Province A). These
discrepancies were commonly discussed during all
workshops.

Needs assessments were sometimes conducted in
form of ‘community disease profiling’, which ‘will influ-
ence what programmes you initiate’ (District B).
However, few participants reported the collective capac-
ity to interpret statistics about the prevalence of various
diseases: ‘Data literacy, we don’t know it. Sometimes
even during a review, they’ll tell you about 50%, and we
don’t know what 50% is. It doesn’t make sense until
they can explain’ (District A). HP activities were also

determined by firefighting disease outbreaks, requiring
immediate attention, and there was a perception that
there was no time to conduct a situation analysis during
such instances. Emergencies may also be used, as an ex-
cuse not do situation analyses.

Capacity to use behaviour change theories was lim-
ited and they were not used for planning activities. Staff
competencies in this area were identified as a major bar-
rier, ‘people are planning activities for HP without any
HP degree or academic training and knowledge of ac-
tual behaviour change’ (Province B). Some participants
were critical of the use of theory, stating that they were
abstract and impractical: “Theories work in an ideal situ-
ation. Unfortunately our situation is not ideal’ (District
B).

Using data and evidence in priority-setting

Participants described how national programmes gener-
ally set priorities. As one of the district staff members
stated: ‘Somebody somewhere decides for us’ (District
A). These priorities were thought to be influenced by
politics, ‘It depends on whether that disease is high on
the political agenda, like HIV and TB’ (National HP).
This top-down approach often was perceived to ignore
local needs. An explanation for this was the absence of a
formal system to collect HP indicators that could feed
into decision-making, ‘We don’t have reporting struc-
tures, tools, and data collection instruments for informa-
tion to move up all the levels’ (National HP). This may
also be caused by decades of focus on implementation
and little action on monitoring and evaluation. Top-
down pressure was exacerbated at the district level by
the needs of clinics or district. For example, if immuni-
zation coverage from clinic statistics was low, then HP
staff were expected to carry out activities like conduct-
ing mobilizations or awareness campaigns to increase
coverage.

Due to the pressures of what happens in facilities and
sub-districts, health promoters end-up not having the
opportunity to plan according to needs or to implement
what they have planned. (Province B)

In some places, clinic statistics provided an empirical
basis to some targeted activities. This influenced
whether health promoters chose to conduct a health or
radio talk, ‘statistics coming from the clinic are the ones
that inform us there is something wrong, e.g. STls. We
then develop an action plan to address that’ (Province
A). Clinic statistics were found to be quite useful in
highlighting community needs for HP activity planning
at the district level, but were usually interpreted by
others, e.g. facility managers.
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Developing HP programmes

There was limited capacity to develop long-term, sus-
tainable HP interventions at multiple levels. As a result,
the approaches most commonly relied on interpersonal
communication, often in the form of a health talk to
patients waiting in clinic queues.

Since there was limited capacity in priority setting
for HP and conducting needs assessments, a health cal-
endar was often used to plan HP activities. Produced by
the DoH, it highlights particular health issues on partic-
ular days of the year, in alignment with some of the
world health days. For example, one day may focus on
diabetes awareness while another on mental health, ‘we
plan our things according to the bhealth calendar
(District A). The health calendar results in short-term
activities rather than sustained evidence-based program-
ming. HP programming was restricted further by a lim-
ited or lack of a budget and the only available channels
were free media, or patient education, ‘it’s expensive, we
go with freebies’ (National HP).

The reasons that HP staff provided for weak collec-
tive capacity to develop systematic, evidence-based pro-
grammes was limited access to and control over
resources. It was not possible to drive, coordinate and
control HP within DoH, ‘we piggy-back on other pro-
grammes. . .it’s often that approaches are determined by
the resources we have’ (National HP). This highlights a
weakness in the system.

Designing HP campaigns and materials

Participants indicated that there was limited collective
capacity to develop HP activities or materials. Provinces
and districts received ready-made information, educa-
tion and communication (IEC) material from various
programmes, ‘we just get whatever comes. Last time it
was Khomanani [an HIV prevention programme]. Now
we are getting stuff from PHILA [a national-based HP
campaign addressing a wide-range of health issues]
(District A). ‘We don’t have enough resources to
produce our own and it won’t be approved if we do it
independently. The whole idea is for PHILA to do i
(National HP). At the time of study, PHILA was
responsible for a national HP campaign that included
billboards and other material with key messages.

HP budget and resource allocation

Participants described limited capacity for HP-specific
budgeting to support planning. Each year, HP was
expected to submit costed plans, and a budget was
rarely made available: ‘We meet just for the sake of
meeting and costing an operational [plan).. .submit it,

but we don’t get the budget’ (Province B). When there
was a budget, there were no systems to track or monitor
them, “Two-years ago, they said we overspent. How do
we overspend when we don’t money?’
(Province B).

have

Some vertical programmes within DoH were better
resourced for HP activities, and instead of working with
existing HP staff and structures, created a parallel sys-
tem, e.g. the advocacy, communication and social mobi-
lization staff funded through conditional grants in the
HIV/AIDS and TB Cluster. The HP directorate seemed
to have limited capacity to take these responsibilities on,
claim it for themselves and motivate for joint
programming.

In summary, the HP programme scored their
collective planning and designing capacity as absent-to-
limited (Table 2), with an overall mean sore of 1.85/
4.00 (SD=0.34). Collective capacity to use data and
evidence in priority setting for HP sub-domain had the
highest overall mean score of 1.98/4.00 (SD=0.33),

which was supported by the qualitative findings.

Capacity to implement, monitor and evaluate HP

activities

Inadequate systematic monitoring of HP activities

We found limited organizational capacity to capture and
submit HP monitoring information from provinces to
the national HP directorate. Although some indicators
in the HP strategic plan existed, there were no tools for
data collection. There was consensus that there are no
routinely collected HP indicators in the District Health
Information System. This meant that the contribution of
HP to any health outcomes could not be quantified:
‘even when general indicators within the Department
are being achieved, we cannot prove HP assisted with it’
(National HP). Some stated that they collected monitor-
ing data using a non-HP specific template, “The template
we are using is for bealthy lifestyles [a major activity un-
der HP]. It does not have all the activities for HP’
(Province A). The piecemeal approach was attributed to
inadequate structures and systems to collate HP infor-
mation. Some lower level participants mistook routine
report writing for monitoring and evaluation (M&E).
The national-level staff described that there were bigger
challenges with monitoring, as ‘proxy indicators’ are

used, such as ‘reducing risk factors of non-
communicable diseases’.
Again, participants emphasized fragmentation

of HP implementation within DoH where vertical
programmes such as HIV/AIDS have their own
HP structures, ‘big programmes like HIV, TB and
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Table 2: DoH HP capacity self-assessment scores

Domains and sub-domains National level Provincial level District level Mean
score (SD)
National  Province A Province B District A District B
Plan and design
Situational analysis 1.00 1.33 2.33 2.00 2.00 1.83 (0.55)
Using data and evidence in priority setting 2.40 2.00 2.10 1.40 2.00 1.98 (0.33)
Budgeting for HP activities 1.00 1.00 2.00 2.00 4.00 1.83 (1.17)
Developing an HP communication strategy 1.70 1.80 2.00 2.20 1.90 1.95(0.19)
Designing campaigns and material development 1.67 1.00 2.25 1.67 1.67 1.63 (0.40)
Mean score (SD) 1.55(0.58) 1.43 (0.46) 2.14 (0.15) 1.85 (0.32) 2.31 (0.95) 1.85 (0.34)
Implement and monitor
Coordination of implementation 1.90 1.40 3.20 1.40 3.60 2.15 (1.00)
Monitoring of implementation 1.43 2.43 3.00 1.57 2.57 2.24 (0.61)
Mean score (SD) 1.67(0.33) 1.91(0.73) 3.10 (0.14) 1.49 (0.12) 3.09 (0.73) 2.19 (0.71)
Evaluate, scale and sustain
Commissioning and conducting outcome evaluations 1.00 1.00 1.33 1.00 1.37 1.17 (0.28)
Re-planning based on data 1.33 1.67 2.00 2.00 3.33 2.00 (0.70)
Quality assurance 1.50 1.00 1.00 1.00 1.00 1.17 (0.26)
Mean score (SD) 1.28 (0.25) 1.22 (0.39) 1.44 (0.51) 1.33 (0.58) 2.00 (1.25) 1.44 (0.28)
Institutional systems
Institutional priorities 3.67 4.00 3.67 3.00 3.67 3.50(0.41)
Institutional mandate and operations 2.75 3.75 3.00 3.25 2.75 3.20 (0.46)
Staffing structure 2.00 2.75 3.38 1.50 3.75 2.65(0.84)
Staffing retention and management 3.00 3.67 2.33 1.00 3.00 2.78 (1.00)
Resource allocation 1.00 4.00 1.00 1.00 3.50 2.42 (1.56)
HP coordination 1.50 1.83 3.33 3.00 2.67 2.41(0.71)
Mean score (SD) 2.32(1.00) 3.33(0.83) 2.78 (0.99) 2.22 (1.07) 3.22 (0.48) 2.82 (0.51)

Key for the presence or absence of function and or system: Stage 1>1.00 — 1.49=absent/not present; Stage 2 >1.50 — 2.49=present, limited capacity; Stage

3>2.50 — 3.49=present, regular capacity; Stage 4 > 3.50 — 4.00 = present, full capacity.

child bhealth have their own HP-type of indicators,
which we are not part of, as they have funding
(National HP). If there were other HP-related pro-
grammes with measurable outcomes, the HP director-
ate did not have the capacity to adopt them. The spirit
of ‘no can’t do’ dominated.

Commissioning and conducting HP programme
evaluation

There was consensus among all levels that there was no
internal capacity within the DoH to conduct or commis-
sion evaluations, ‘HP is not being evaluated. We imple-
ment only’ (District B). National HP staff members
were concerned about the effect of programmes, ‘We
don’t see the impact, because HP does not have direct
results. For example, in creating awareness for antenatal
care [ANC]. After mobilization as HP, many pregnant-
mothers may present for early booking. You ask yourself
did HP achieve this. It is not easy to say, if their inter-
belpful’  (National HP). HP

vention was Since

programmes are not being evaluated, it would be possi-
ble for HP staff to link awareness activities to ANC vis-
its. Yet, reaching targets on measured programmes is a
form of evaluation but the contribution of HP to the tar-
gets was not possible to measure. The tendency not to
take any credit even for reach could be explained by the
low morale among HP staff.

Re-planning based on evaluation data and formative
research

Views on capacity to re-plan based on data varied across
levels. The kinds of data that informed HP interventions
were on disease prevalence or service uptake (e.g. immu-
nization coverage), rather than on the results of evalua-
tions of HP programmes, which showed whether there
were desired changes in individuals or environments.
District levels showed better capacity to use clinic data
for planning activities like health talks or awareness

campaigns as mentioned earlier.
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Quality assurance and coordination of implementation
When asked about the capacity to carry out quality as-
surance checks to determine whether predefined stand-
ards were met, there was consensus that, ‘there is no
system to monitor quality of activities’ (Province B).
Quality assurance was an area that participants had not
thought about much prior to participation in the capac-
ity assessment. It is an example of where the DoH could
not only be assessing materials and activities within the
DoH, but also those developed by non-governmental
organizations both for-profit and non-profit. A
participant stated, ‘We don’t have quality assurance. We
need a standard for our work we can go and check
ourselves against whatever we are doing’ (District A).
There was very limited institutional capacity to coordi-
nate activities within the DoH, particularly for the na-
tional HP directorate and they had not considered that
their role could extend beyond the DoH to other
stakeholders.

In summary, all levels had limited capacity to moni-
tor and evaluate HP activities and programmes, with a
of 2.19/4.00 (SD=0.71) (Table 2).

Provinces and their districts had similar results for the

mean score
implementation and monitoring domain. Capacity to
evaluate, scale and sustain HP activities had the lowest
scores. All sites had mean scores <2.00/4.00 (range
1.22 —2.00), indicating HP evaluation capacity was
mostly perceived as absent.

The state of capacity in institutional systems to
support HP work

Institutional HP mandate and operations

In order to understand institutional HP capacity, partici-
pants believed that it was important to understand the
history of HP within the DoH. HP was introduced in the
1990s, when existing cadres of family planning advisors
were incorporated into the programme by simply chang-
ing their job titles without any retraining or a guiding
policy. The HP policy was first introduced in 2015 after
being in draft for more than two-decades, indicating
that institutional constraints affected HP work.

The official national HP policy guides programming
across all levels of the DoH. Although HP staff were
grateful for the HP policy document and strategic plan,
they did not fully support the contents, stating, ‘When
you look at the policy, it is more theoretical than practi-
cal’ (Province B), implying the policy in perceived as not
relevant to local needs. Some district participants were
unaware of the HP policy, ‘there are no policies. .. we
are not given’ (District A). From an institutional capac-
ity perspective, this shows that while guiding documents

exist they have not been well communicated to all staff
and are not perceived to be very practical.

Institutional constraints to HP capacity

Participants viewed that institutional systems con-
strained the implementation of HP activities. In terms of
HP reporting, two lines of authority were in place.
Frontline health promoters, based in clinics reported to
both a facility manager and to an HP sub-district man-
ager, some participants described: ‘so there is always
dual reporting except at district. It is very awkward, be-
cause there is no centre of power’ (District B). This
means HP activities become disjointed due to local
power dynamics, as the sub-district HP manager gener-
ally deferred to the facility manager.

Occupational classification

A structural barrier to institutional capacity was the
lack of uniform job descriptions and the absence of an
occupational category for HP within the DoH human
resources system. The National-level participants stated,
“There is no standardization of ranks, structures, salary
levels. We are looking at creating an occupational class
for HP; and having them registered with a professional
body’ (National HP). Only one province (Province A)
had professional recognition of health promoters.

The role and function of HPPs differs in terms of what
they do. There is no uniformity throughout the country
... their occupational classes vary from community liai-
son officers, communication officers, auxiliary service
officers or assistants’ (National HP).

HP workforce, recruitment and retention

In general, retention of HP staff was very high. Many
staff had been in their positions for many years. Various
reasons were provided for this, ‘there’s no formal educa-
tion to do HP. I cannot leave. I must stay here, because
I don’t have qualifications to apply for another [job]. ..
those who have left for greener pastures, were qualified
in other disciplines’ (District A).

However, where posts became vacant due to staff re-
tiring they were not filled because posts were frozen. It
should be noted that in one province all posts were fro-
zen (this was not specific to HP), a participant elabo-
rated: “if people are in a post they stay forever until they
retire’ (Province B). The increase in the number of
unfilled HP posts in Province A was verified with sup-
porting documents from district reports.

Challenges that limited institutional capacity in-
cluded budgetary constraints and a lack of clarity
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regarding minimum qualification levels, ‘there is two
parts, qualifications and filling posts because of money.
Our problem is both’ (National HP). Most HPPs en-
tered the field by chance. Some staff had a high school
qualification, while others had done in-service training
or diplomas. Few staff had HP-specific qualifications.

Both provinces under study had developed a HP ori-
entation manual to address the inadequate qualifica-
tions, ‘we developed an orientation manual. We realized
our health promoters are appointed without any HP
qualifications. Even the managers, most of them don’t
have any HP qualification’ (Province B). Tension exists
between the need for qualified staff and expectations of
graduates for higher positions. Some participants articu-
lated, ‘If we are talking about implementation, you
want foot soldiers, like a mid-level worker. These HP
graduates all want to be managers. ... We are not saying
we don’t need graduates, we do; at the same time you
can’t just go into a job and be a manager’ (National
HP).

Stakeholder coordination

Capacity to engage with stakeholders was variable.
Province B reported engaging a wide range of internal
and external stakeholders on priority setting or plan-
ning. HP staff collaborated with other departments
within the DoH and with community stakeholders.
However, engagements with other stakeholders did not
extend to coordinating activities as mentioned earlier.
This is problematic, as one of the main aspects of suc-
cessful HP is multi-sectoral collaborations to address
determinants of health. National-level HP were least
likely to report engaging with external stakeholders.
This may be explained by the fact that provinces and
districts are implementers, and national is meant to pro-
vide strategic direction and technical assistance to prov-
inces. However, our findings suggest that national-level
HP has a very limited role in guiding what happens in
provinces. National participants articulated that another
structural barrier was ‘provincial autonomy’ described
as provinces being able to run HP independently from
the national HP structures. This resulted in limited col-
laboration between national and provincial HP levels
within DoH.

In summary, capacity of institutional systems had the
highest scores in the assessment (Table 2), with a mean
score of 2.82/4.00 (SD =0.51). Institutional systems di-
rectly influenced planning: communication mechanisms,
human resource systems, management, information and
reporting systems.

DISCUSSION

HP capacity gaps existed across all three levels of the
South African DoH. Capacity gaps occurred in all
domains assessed and were compounded by serious
structural divides between national and provincial HP
levels. Lack of regular contact between national HP and
the provincial-level directorates resulted in limited moni-
toring of activities and centralized strategic planning.
This was further impeded by the lack of HP specific indi-
cators being monitored and reported on the health infor-
mation system, and failure to integrate and use what
could be borrowed from other programmes. HP staff,
particularly at the district level, were aware of some lo-
cal health needs, based on clinic-facility performance
and statistics. These sometimes contradicted with the
national strategic plan. Lack of external and internal HP
coordination among national HP staff was evident. The
qualitative findings largely aligned well with the collec-
tive capacity scores in each domain. Institutional capac-
ity was an exception where scores suggested greater
capacity to support HP, but the qualitative data revealed
substantive barriers. An example was the re-direction of
the HP budget, which emerged as a major challenge to
HP planning, with participants reporting few resources
to conduct HP activities at any level. Such institutional
constraints further reduced HP capacity within the
DoH. The HP directorate and provinces engaged in the
same practices that had been implemented for years
without consideration for whether they were achieving
results or whether there were gaps.

Scholars argue that there is limited infrastructure and
capacity to support HP delivery in low-and-middle in-
come countries (LMICs), because available resources are
usually allocated to medical and preventive approaches
(Mahmood, 2015). Results from our current South
African study confirm this argument. High-income
countries (HICs) seem to have better HP capacity to
achieve public health goals (Lin and Fawkes, 2005).
This is because HP capacity development occurs as part
of ongoing health system strengthening
(Mahmood, 2015). In addition, there are clear entry
requirements for HP professionals in HICs, such as
Australia, which specify qualifications and experience
and opportunities
grammes and specialized in-service training are available
and in some cases funded (Shilton et al., 2008;
Mahmood, 2015). In South Africa, HP competencies
have not yet been clearly defined. Attention is therefore
needed on how to strengthen HP infrastructure, capacity
and organizational performance in LMICs (Battel-kirk
et al., 2009).

efforts

requirements for Masters pro-
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Inadequate HP qualifications are a challenge within
the DoH. Those appointed mostly have learned HP skills
on the job and are limited in their capacity to conceptu-
alize or plan programmes beyond what has been imple-
mented for years. An example of this is the reliance on
the health calendar to plan activities. Training inadequa-
cies among DoH HP staff have been long-established
(Onya, 2007; Wills and Rudolph, 2010). In-service train-
ing was provided in some instances; however, it mostly
focused on health education. Some HP staff have individ-
ually enrolled in HP courses or programmes even at the
post-graduate level but are often constrained in being
able to implement new ways of doing things because of
institutional barriers and a non-supportive environment,
which limits HP practice. Our findings are similar to
those from the Western Pacific, South Korea and parts of
Peru, which found gaps in professional skills development
for HP staff (Lin and Fawkes, 2005; Nam and
Engelhardt, 2007; Cosme Chavez et al., 2017). This
might be one of the reasons HP is attributed a low status.
LMICs need to develop HP capacities and competencies
to strengthen implementation among the HP workforce.

Self-limiting aspects were also found, such as siloed
attitudes of front-line HP workers, lack of moral and feel-
ings that ‘a lot is impossible’. The reason for this could be
rooted in the history of HP in South Africa and decades
of limited institutional support for HP. A Canadian and
Australian study revealed institutional constraints to be
pertinent to moral distress among the HP workforce
(Sunderland et al., 2010). In addition, at the national HP
directorate there was a lack of capacity to lead multi-
sectoral coordination as a central role. However, tobacco
control work emerged as an exception, where the na-
tional HP directorate took ownership and provides lead-
ership across sectors (Rwafa-Ponela et al., nd). These
findings suggest a need to look at the whole system rather
than focusing on particular levels in the health system or
on particular capacities if we are to effectively close ca-
pacity gaps needed to promote health, and address deter-
minants (Lin et al., 2009; Mahmood, 2015). In addition,
multi-sectoral collaboration is required to build Health in
All Policies and create sustainable health-promoting sys-
tems (Agarwal et al., 2009; Mahmood, 2015).

Our study highlighted several institutional barriers to
HP capacity within the South African DoH, including
re-direction and/non-existent HP budgets and lack of
resources. These findings resonated globally (Lin and
Fawkes, 2005; World Health Organization, 2010;
Cosme Chavez et al., 2017). Limited financial resources
persistently hinder HP strengthening efforts at any level
and inhibits its ability to drive, coordinate and control
HP within the DoH or outside government. Although

systems capacity was rated higher than other domains in
our assessment, institutional system constraints were ev-
ident. In particular, we noted a lack of HP-specific indi-
cators, limited data use, and complex chains of
command and responsibility. Our assessment tool may
not have been sensitive for scores to reflect all the insti-
tutional barriers, as it focused more on the presence of
than
strengthening initiatives need to address health informa-

structures  rather functionality.  Capacity-
tion systems, with indicators that are focused specifically
on HP, as staff capacity alone is not sufficient to address
shown gaps. HP implementation has to be sensitive to
local needs, with the national-level providing vision and
strategy and lower-streams paying attention to local spe-
cific contexts. Therefore, there is need to strengthen
skills that target the different HP levels and not a ‘one-

size-fits-all’.

Study limitations

Results of this capacity assessment should be interpreted
in light of some limitations. Social desirability bias may
have occurred where participants may have overstated
their HP capacity. Evidence was requested from partici-
pants to verify their self-assessment. Sometimes the evi-
dence was not provided and it was not possible to
determine whether the participants failed to follow
through or did not have the evidence. In addition, reach-
ing consensus for a particular score was not always easy
and in a few instances, an average score was given as
participants felt that consensus was not possible.
Capacity domains sometimes overlapped, e.g. monitor-
ing was captured as a technical skill but also was a gap
in the institutional system. Overall, participants com-
mented that the workshop was the first opportunity to
reflect systematically and collectively about their jobs
and roles. Robust discussions occurred, allowing for the
recognition of gaps and blind spots in HP implementa-
tion and support. Discussions were open despite the dif-
ferent ranks of participants present, in most cases senior
staff allowed more junior staff to engage and respond
before adding their thoughts. One exception was the
workshop in District B, which was dominated by the
district HP manager who felt the need to speak on behalf
of the group. The findings of the study are not generaliz-
able to the country. However, we believe that the find-
ings could be considered transferable to other districts in
the two selected provinces. Other provinces that have
similar structures and cadres of HP staff with similar
characteristics and experience may have similar levels of
capacity.
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CONCLUSION

This assessment adds to existing international efforts to
map HP capacity. It provides evidence from an African
middle-income country, which can be used to inform
capacity-strengthening efforts. There is need to over-
come institutional barriers, and strengthen HP capacity
for HP implementation, support and evaluation within
the South African DoH. Monitoring systems and assess-
ment tools need to be developed and implemented.
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