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Abstract

Background: South Africa requires high-quality primary health care (PHC) to retain patients
and optimize outcomes. While prior research has identified implementation challenges within
the PHC system, there is less understanding of how providers define quality, their perceptions

of barriers to providing quality care, and how they overcome these barriers. This study assesses
provider views on quality at primary care clinics in a rural sub-district of Mpumalanga Province.

Methods: We conducted in-depth interviews with providers in early 2019 on the value of quality
metrics for providers and patients, what indicators they would use to assess clinic performance,
and barriers and facilitators of delivering care. Interviews were conducted in Shangaan, audio-
recorded, and translated into English. A deductive approach was used to develop a provisional
coding schema, which was then refined using an inductive approach in response to patterns and
themes emerging from the data.

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (https:/
creativecommons.org/licenses/by-nc/4.0/) which permits unrestricted non-commercial use, distribution, and reproduction in any
medium, provided the original work is properly cited.

Correspondence to Rebecca L. West, Boston University School of Public Health, 258 Arborway #1, Boston, MA 02130, USA.
rlwest@bu.edu.

Author Contributions

Conceptualization: Lippman SA, Kahn K, Twine R, Leslie HH. Data curation: West RL, Maritze M. Formal analysis: West RL.
Writing - original draft: West RL, Leslie HH. Writing - review & editing: West RL, Lippman SA, Twine R, Kahn K, Maritze M, Leslie
HH.

Conflict of Interest
Dr. Leslie discloses research support from the Bill & Melinda Gates Foundation, the World Health Organization, and the World Bank
during the conduct of this research. The authors declare that they have no competing interests.


https://creativecommons.org/licenses/by-nc/4.0/
https://creativecommons.org/licenses/by-nc/4.0/

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

West et al. Page 2

Results: Twenty-three providers were interviewed (83% female, 65% professional nurses).
Providers did not give a single standard definition of quality care. Clinic structure and resources
emerged as a key issue, as providers linked deficiencies in infrastructure and support to deficits
in care delivery. Providers identified mitigating strategies including informal coordination across
clinics to address medication and equipment shortages. Common across the providers’ discussion
was poor communication between the district, PHC supervisors, and implementers at the facility
level.

Conclusion: Providers connected deficits in quality of care to inadequate infrastructure and
insufficient support from district and provincial authorities; mitigating strategies across clinics
could only partially address these deficits. The existence of a national quality measurement
program was not broadly reflected in providers’ views on quality care. These findings underscore
the need for effective district and national approaches to support individual facilities, accompanied
by feedback methods designed with input from frontline service providers.
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INTRODUCTION

South Africa currently faces a quadruple burden of disease driven by coexisting infectious
diseases (human immunodeficiency virus [HIV]/AIDS, tuberculosis), non-communicable
diseases (vascular illness, diabetes, cancer), avertable maternal and child mortality, and high
levels of violence and injuries= that collectively place a heavy burden on the primary
health care (PHC) system.® The South African government is organized into 3 levels:
national, provincial, and district.> PHC is provided through the district health system, and
health sector governance is centered within the provincial health departments, while funding
and policy guidelines are made at the national level.® Decentralization of health care has
increased access to healthcare facilities, but has also intensified problems of disparity in
poor, rural areas’ leading to low-quality health care delivery. This is particularly the case in
areas that were pre-apartheid Bantustans which have historically suffered from underfunding
and lack of resources.82 While the South African government aims to provide universal
health coverage, it must also ensure high-quality of care across the public health system to
reap its benefits. 1011

High-quality health care is important for retaining patients and optimizing outcomes for
those in need of continuous clinical services. High-quality health systems consistently
provide care that improves or maintains health, are valued and trusted by all people, and
respond to changing population needs.12 The foundations of high-quality health systems
include the population and their health needs and expectations, governance of the health
sector and partnerships across sectors, platforms for care delivery, workforce numbers and
skills, and tools and resources; these foundations inform quality processes of care which
lead to quality impacts.12

The South African health system is rooted in the concept of PHCS which is provided
primarily by professional and enrolled nurses in clinics and community health centers
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(CHCs).® Services offered in PHC facilities include maternal and childcare, immunization,
family planning, syndromic treatment of sexually transmitted infections, HIV counseling
and testing (HCT), and care for chronic diseases. CHCs operate 16—24 hours a day,
providing additional maternity services and accident and emergency services. Clinics
typically offer services 8-9 hours a day.® Both CHCs and clinics offer services 7 days a
week.

The national government has introduced numerous policy reforms and initiatives314
including the Ideal Clinic Realization and Maintenance (ICRM) program?® to improve
quality of PHC services.10 ICRM works to support facility level quality improvement
through provision of manuals and training as well as a district support team. However, poor
communication between national government, international funders and policy developers,
and poor oversight of actual PHC service delivery, continues to create deficits in the
performance of district health systems.810 In 2016, a modeling study suggested that of

the estimated 97,000 preventable deaths in South Africa, 51,000 (53%) were attributable to
poor quality of care, through incorrect management or inability to retain the patient in care,
among those utilizing the health system.16

Research assessing overall health system quality and patient experience has identified
numerous implementation challenges and deficiencies within the PHC system, including
unequal distribution of resources, management and leadership?-917; service delivery issues
such as long wait times2:8:18; and poor hygiene and infection control.219 A number of
studies have documented providers’ insights into challenges in providing quality care across
sub-Saharan Africa.>17.20-24 Missing from the current literature is an understanding of what
providers perceive as quality care, particularly situated within a framework of high-quality
health systems defined by the ICRM framework and the Lancet Global Health Commission
on High-Quality Health Systems.1912 We conducted a qualitative research study within a
resource-constrained, rural South African setting to identify what providers define as quality
care and the barriers they face in providing quality care. This research can identify gaps in
the existing foundations of care needed to provide quality services and define priorities to
advocate for resources and improve quality care at the provider level 25:26

METHODS
Study setting

The Agincourt Health and Socio-Demographic Surveillance System (HDSS) research area
is operated by the Medical Research Council (MRC)/Wits University Rural Public Health
and Health Transitions Research Unit (Agincourt) in the rural Bushbuckridge sub-district of
Ehlanzeni District in Mpumalanga Province. The Agincourt HDSS is located about 500 km
northeast of Johannesburg, near the border of Mozambique, and is home to roughly 115,000
individuals living in 31 contiguous villages.2” Within the Agincourt HDSS, approximately 1
in 5 adults is living with HIV,28 over half of adults 40 years and older have elevated blood
pressure, and 10% have diabetes.2® As of 2019, there are 9 health facilities in the study area
(3 CHCs and 6 government satellite clinics). Three referral hospitals are situated 25 and 45
km from the study setting.2’
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The MRC/Wits-Agincourt Unit maintains a longitudinal household census of area residents’
socio-demographic status, and hosts a range of research studies, including clinical trials and
cohort studies.?” This research on quality of care was nested within a larger study being
conducted in the site on community mobilization for HIV treatment as prevention, described
elsewhere.30 We conducted a cross-sectional qualitative study among health care workers
active in public health facilities within the Agincourt HDSS study area.

Study population and sample—Health care providers were purposively sampled
from the 9 PHC facilities in the Agincourt HDSS. Based on data from a recent clinic
assessment,31 the 3 CHCs were staffed by 14 to 25 nurses and 4 to 7 lay counselors, while
the 6 clinics had between 6 and 14 nurse positions and 1 or 2 lay counselors.32 On average,
CHCs saw 850 antiretroviral therapy (ART) visits and 350 HCT visits per month, while
clinics saw 370 ART visits and 120 HCT visits per month; the majority of providers across
all facilities had seen more than 30 patients overall on their last working day.33 Inclusion
criteria for providers included being over 18 years of age and currently employed as a
professional nurse, enrolled nurse, or lay HIV counsellor at a health facility within the
Agincourt HDSS. In order to reflect facility and staff size in our sample, at the 3 larger
24-hour CHCs, we aimed to interview 3 providers, while we aimed to interview 2 to 3
providers at the 6 smaller clinics.

Data collection and analysis

Data collection took place between February and May 2019. The in-depth interview
guide (Supplementary Data 1). was written in English, translated into the local language,
Shangaan, and back translated in order to be reviewed by all members of the study team.
The interview guide included open-ended questions eliciting provider perspectives on the
value of health care quality metrics for providers and patients, what indicators they use
to measure clinic performance, and barriers and facilitators of delivering quality care.

An analysis of qualitative data from interview questions focused on ART is published
elsewhere.34

Interviews were scheduled over the phone at the providers’ choice of time given their
clinical schedules. They were held in person at the providers’ clinic and were approximately
one hour in length. Interviews were conducted by an individual experienced in conducting
qualitative research in the Agincourt HDSS study area, who had completed high school and
was fluent in Shangaan. Interviews were audio-recorded, translated, and transcribed into
English. The study manager and qualitative interviewer reviewed all transcripts together in
English for clarity prior to finalizing and coding them.

Transcripts were uploaded into NVivo qualitative analysis software (QSR International Pty
Ltd. Version 12).

Coding was conducted using a thematic content analysis approach. A deductive approach
was used to develop a provisional coding schema based on study questions. We used the
high-quality health systems framework!2 to preliminarily identify barriers to care. Domains
of quality care3® were also used to categorize indicators of care. A sub-set of transcripts
was coded using this provisional schema in conjunction with an inductive approach that
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identified patterns and themes emerging from the transcripts.3® The codebook was then
reviewed and revised by members of the research team; including the study manager and 3
PhD researchers, all of whom are American researchers with extensive experience working
in the study area and in other parts of South Africa. All transcripts were coded using the
finalized codebook by the study manager, an American researcher who lived in the study
area for 2 years. Illustrative statements of themes and sub-themes are provided and have
been de-identified for inclusion in this report.

All procedures performed in studies involving human participants were in accordance with
the ethical standards of the relevant institutional and national research committees and with
the 1964 Helsinki declaration and its later amendments or comparable ethical standards.
Approval for this research was provided by the Harvard Human Research Protection
Program (IRB18-1400), the Human Research Ethics Committee (Medical) at the University
of the Witwatersrand, Johannesburg (Ethics Ref No. 150104), and the Provincial Health
Research Committee at the Mpumalanga Province Department of Health (MP_201812_004).
Informed consent was obtained from all individual participants included in the study.

We completed qualitative interviews with 23 participants from 9 facilities in the Agincourt
HDSS, 82.6% of whom were female, which is representative of the healthcare workforce in
this area. The majority of providers were professional nurses (65%), with 5 enrolled nurses
and 1 lay counselor. All providers approached to participate provided written consent. Due
to providers’ clinical demands, one provider had to end the interview early, and one provider
took a brief break in the interview to attend to a clinic-related issue.

Providers discussed many barriers to providing quality care, which fell under the
foundational categories of workforce and tools. These themes and related sub-themes are
discussed below.

Barriers to providing quality care

Understaffing undermines provider capacity—Providers discussed how
understaffing diminished their ability to provide quality care through the creation of
bottlenecks in service delivery, as well as the impacts of understaffing on their health and
wellbeing. Almost all providers spoke of how they did not have enough staff working in
their facility, particularly a lack of nurses but also filing clerks. Professional nurses were
often required to take on duties such as checking vital signs that could be performed by
enrolled nurses if they were available. Providers described how they had to hurry through
patient visits and provide sub-optimal care, and some revealed they sometimes told patients
to simply return the following day due to shortage of staff. As one provider said:

“According to policy and guidelines it says, ‘All chronic patients should have their
urine taken and tested every visit.” But due to shortages, it becomes impossible...
all chronic patients should be assessed fully from head to toe on a daily basis. How
long would they wait if we practice that?” (Clinic 4, professional nurse)

J Glob Health Sci. Author manuscript; available in PMC 2022 April 12.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

West et al.

Page 6

Providers discussed challenges with scheduling leave days and staffing throughout the
week; weekends and Mondays were routinely understaffed despite high patient volume.
Providers noted that there was no staffing buffer in the event of patient emergencies that
occupied more experienced staff or for routine gaps such as lunch breaks, provider illness,
or maternity leave. Providers were often forced to complete duties outside of their scope of
work, such as collecting files and cleaning the clinics, as a result of these shortages:

“On weekends there is no data capturer. The nurses have to do all the work... We
don’t have cleaners. We don’t have grass cutters. As nurses we have to see that the
yard is clean and we also have to clean the clinic. Again, we are the ones who have
to retrieve files. This is taking our time.” (Clinic 4, professional nurse)

Another scheduling issue was that of lay counsellors, whose hours are shorter than typical
facility hours (weekday mornings only) as they are not part of the formal employment
system of the Department of Health, and are meant to provide HCT on a part-time basis.3’
As a result, patients who come for HCT outside of the lay counsellors’ hours have to be seen
by a professional nurse.

Many providers discussed their health and wellbeing suffering as a result of understaffing,
with specific mentions of depression, elevated stress, physical pain, exhaustion, and
interpersonal or marital problems. One noted that these detriments to providers’ wellbeing
made them feel their own health was not a priority of the Department of Health. Another
provider discussed how she had difficulty taking her own HIV medication due to lack of
time to eat:

“The shortage of staff is a serious problem at this clinic... we cannot take the lunch
or breakfast breaks that we need as we are on treatment. If we carry on like this,
we will collapse as this treatment requires us to eat now and again.” (Clinic 9,
professional nurse)

Staff development approaches can be ineffective and counterproductive—
Providers discussed how the current approaches to training and supervision were ineffective
and sometimes counterproductive. While providers identified a need for additional skills
training, many raised issues with the in-service training model, in which senior providers
were called to attend workshops and were responsible for relaying information back to staff.
Providers reported concerns about the accuracy and comprehensiveness of information being
conveyed back to them, if at all. The burden of trainings and understaffing at healthcare
facilities were intersecting issues. Providers discussed being chronically understaffed
because nurses were at trainings or workshops, and one provider stated that they opted not
to go to workshops as they knew it would leave facility staff overwhelmed. Providers also
mentioned that being understaffed when they returned to the facility meant they did not have
time to disseminate information learned in training. Providers cited a need for additional
skills training, including care for patients with tuberculosis and HIV, as well as training on
new medications:

“You find that treatment is there but we don’t know how to use it. You find that the
treatment comes with a pamphlet and we have to read it. But it would be better if
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someone was there to demonstrate it to us. Seeing it is better than reading... we all
need trainings when it comes to treatment.” (Clinic 5, professional nurse)

The majority of providers also discussed issues with support and supervision at their facility,
primarily at the district level. Providers said that when they did receive district supervision,
it was overly critical and demotivating. Some felt that district supervisors only came when
there was a serious issue at the clinic and were only there to “point fingers” or “shout and
make noise.” Providers expressed dissatisfaction with the way performance bonuses were
given by the district. Some discussed simply not receiving the performance bonuses they
were promised, or feeling that bonuses are distributed unfairly. Some providers spoke about
how lay counsellors, who provide HCT, had recently gone on “go-slow” (working reduced
hours and only serving a set number of patients) to demand their performance bonuses,
which they felt had not been fairly distributed.

Facility infrastructure and limited space impact ability to provide care—
Providers revealed how problems with facility infrastructure and limited space impacted
their ability to provide quality care. Some providers interpreted poor facility infrastructure
as an indication of the government’s lack of concern for its constituents. Descriptions of
inadequate space included insufficient meeting rooms, cramped service rooms, overcrowded
reception areas with limited space for patients to wait comfortably, and lack of shelter for
patients who had to wait outside. Structural issues in and around the clinic also impacted
providers’ ability to provide quality care; providers cited worries about their safety and
patient safety due to issues such as lack of secure fencing, leaking roofs, and, in one clinic,
a bat infestation in a collapsed roof. Periodic electricity outages were also noted in several
clinics. Providers at one clinic described how the lack of filing cabinets jeopardized patient
confidentiality, and providers avoided opening new files to save space.

Poor infrastructure also had a significant impact on confidentiality of patient care. Providers
were concerned that patients could see or hear what was going on in consultation rooms
because of the facility layout and size; in 3 facilities consultation rooms were separated only
by a curtain. Providers mentioned having to take patients’ vital signs in the waiting area,
where they could not guarantee privacy. Another said there may often be 2 providers in one
room seeing patients at the same time. Others were concerned that the facility layout made it
difficult for patients to maintain confidentiality after testing for HIV:

“If you cry, that side, they will hear you. If you come out, there is no other door
for you to use when coming out. The doors are looking at each other and people
will see that you have a problem. The infrastructure is the problem.” (Clinic 5,
professional nurse) Providers also cited issues with water and sanitation, including
lack of clean water, broken toilets, and deficient cleaning materials, as impacting
quality of care. Providers reporting issues with their water supply also claimed
that the municipal water tanker responsible for delivering their water did not
come regularly. Without water and proper cleaning materials, custodial staff (or
providers, in clinics without custodial staff) could not clean the facility:

“(The clinic) is dirty and smells bad. You cannot say it is clean by looking at it. You
cannot wash the floor just with water. You need to get soap that can kill bacteria. It
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is easy for people to get infected with tuberculosis here as the place is not clean.”
(Clinic 5, professional nurse)

Lack of equipment and medication reduces ability to provide quality care—
Providers discussed how insufficient equipment impacted their ability to provide competent
care. Specific items mentioned include hemoglobin meters, beds with stirrups, wheelchairs,
incubators, a child’s scale, diapers, an autoclave to sterilize equipment, pregnancy tests,
otoscopes, batteries, linen savers, HIV rapid test kits, and air conditioning units (important
for optimal storage of medication).

The lack of equipment and/or faulty equipment caused delays in patient care, wasting
patients’ time and making visits longer as providers had to share equipment.

Providers discussed lacking medication, including cough medicine, diphtheria and tetanus
vaccines, injectable contraceptives, blood pressure medication, and ART. Providers linked
these issues to problems with deliveries of medication from the Mpumalanga Department

of Health. They reported that orders placed with the medication depot were not fulfilled,
fulfilled late, or fulfilled in different quantities than ordered. One provider linked this routine
shortage of chronic medications (i.e., blood pressure medication, ART) contributing to
patients’ poor adherence:

“Sometimes they come and you see that this person is really sick, but there is

no treatment... sometimes we are going to the nearest clinic to ask but also those
clinics have limited treatment for their patients. We are worried about this issue. We
keep on reporting and tell [the Department of Health] what we have done, but still
they will tell you that the depot doesn’t have treatment at the moment.” (Clinic 2,
enrolled nurse)

Indicators of quality care

Providers discussed different components of quality care rather than sharing a single
common definition. The emergent themes from these interviews are detailed below.

Clinic infrastructure—Providers from facilities with a newer clinic infrastructure
identified this as an indicator of quality care. Providers from other facilities mentioned
infrastructure at their clinics as an indicator of poor quality, which also impacted patient
experience. As one provider stated:

“I think when it comes to the clinic itself, I’m not able to provide good patient
care. Our clinic is not open and it is small. The clinic environment is not attractive.”
(Clinic 6, professional nurse)

Lack of resources—Lack of resources in the clinic, including medication, equipment,
cleaning supplies, and staff were all associated with less ability to provide quality care.
Shortage of medication was cited as an indicator of care quality, with providers from 3
different facilities discussing how their lack of medication was indicative of low-quality
care. Providers also discussed how the lack of medical equipment meant that they could not
provide quality care to their patients:
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“l think what can help me to provide good quality care or to do my work well is
when | have equipment. We don’t have enough but with the little that we have, we
are trying.” (Clinic 5, professional nurse)

Some providers also spoke about staff shortages and how it impacted their ability to provide
quality care. Other providers spoke of resource availability more generally as an indication
of good quality care and a source of pride.

Respectful care—Providers cited positive staff behavior as an indicator of quality,
including communicating in a positive and open manner, explaining treatments, and
conducting adequate counselling. Conversely, providers who reported colleagues having
“attitudes” or showing lack of empathy for patients indicated that their care was of poor
quality. Respectful care also included maintaining patient confidentiality. Some providers
discussed confidentiality as a factor enabling patients to come to clinic and adhere to
medication.

“When it comes to HIV patients and confidentiality, we are providing high-quality
compared to other clinics of Bushbuckridge. We are the best and | know that.”
(Clinic 9, professional nurse)

Time spent in the clinic—Time spent in the clinic, including short waiting times for
services and longer face-to-face visits with providers, were seen as indicators of quality care.
Some clinics with short wait times credited the central chronic medication dispensing and
distribution (CCMDD) program (part of the national differentiated care facility decongestion
initiative) for their ability to provide quicker service to HIV-positive patients:

“l would say our clinic is the best when comes to treating patients who are
HIV-positive. Particularly the chronic [care]...the treatment is packed with the
[recipient’s] name on the outside of the package... they don’t stay for more than an
hour.” (Clinic 1 [CHC], lay counsellor)

Providers also cited their lack of ability to spend time with patients as an indicator of poor
quality. Some discussed how they did not have enough staff to attend to the high patient
volume, leading to long wait times and rushed care. Several providers discussed how time
constraints led to diminished or complete lack of counseling, including on how to take their
antibiotics properly, or HCT; or skipping procedures like Pap smears or getting sputum
samples.

Adherence to clinical guidelines—Providers discussed the importance of knowing and
adhering to clinical guidelines, and of attending district-supported trainings and workshops
in informing quality patient care. For example:

“What makes me proud about the quality care is our guidelines that we are using.

We don’t work on our own.” (Clinic 1 [CHC], professional nurse)

Service volume—Some providers reported using patient and service (i.e., number of HIV
tests or Pap smears) data to determine quality. One provider interpreted clinic data showing
low utilization rates as a sign of poor quality:
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“Our utilization statistics are also low; this is proof that we don’t provide good
quality care. If we were, we would have higher numbers.” (Clinic 5, professional
nurse)

Patient data are not used to define quality care—Patient outcomes data were not
broadly discussed as indicators of quality care. A few providers identified patient utilization
of the facility, particularly by patients from other villages who may be bypassing their
nearest healthcare facility, as an indicator of quality care. As one provider explained:

“According to health law, this is not a good place where people can get their
treatment from. That is why many people are going to (other CHC). This is
showing that we are missing something.” (Clinic 5, enrolled nurse)

Providers also discussed seeing patients’ health improve after receiving treatment from their
facility as an indicator of quality care. Despite no overarching definition of quality being
shared among providers

Mitigating strategies

While challenges in providing quality care have been documented, less on how providers
overcome these barriers has been documented. An emergent theme in our analysis of the
data were mitigating strategies that providers used to combat challenges to address barriers
to providing quality care.

Reallocation of resources within the clinic—To maximize clinic space and maintain
confidentiality, several facilities moved their lay counsellors to a space that could be devoted
to HIV counselling and testing, such as a mobile unit, the meeting room, or the nurses’
accommodation on site. Facilities with more space also recommended designating one
building for CCMDD both to keep the queue moving quickly and to streamline treatment
pickup for all chronic patients. To address understaffing, providers took shorter lunch breaks
and split staff into teams to balance leave days. For example:

“We work as 2 teams. One team is off on Wednesday and we are working from 7 to
7. The other team is starting to work on Wednesday. We are doing like that because
of the offs. We must work and after we rest.” (Clinic 3 [CHC], enrolled nurse)

Sharing resources across clinics—To make up for resource shortages, providers
shared equipment across facilities, bought their own supplies (i.e., batteries, soap, toilet
paper), and sometimes went as far as driving a patient to the hospital in their own car

if an ambulance was not available. Many providers expressed a sense of duty to help

their patients, despite the shortage of resources and personal costs. Providers also tried to
circumvent the system by ordering quantities of medication greater than the expected patient
population, sharing medication between facilities, or prescribing medications in smaller
quantities at a time than recommended by guidelines (i.e., 1 month of ART instead of 3,

in order to supply more patients). Providers in the Agincourt HDSS area discussed using a
WhatsApp group across facilities to discuss supply of ART in particular:
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“With HIV treatment (stock-outs) were not happening as we are trying by all means
to ask for it from nearby clinics. They are assisting us. We have a WhatsApp group
that we use to talk to each other. If we have a shortage of this treatment, we will
WhatsApp it so everyone in our group will know.” (Clinic 5, professional nurse)
DISCUSSION

This qualitative study of providers in rural PHC facilities in South Africa elucidated

their definitions of high-quality care, the barriers they face in providing care, and the
mitigating strategies they employ in response to these barriers. Definitions of quality were
focused on structure and resources, as well as some process elements—patient experience
and competent care. Few providers identified patient outcomes like treatment success

or retention in treatment as indicators of quality. In identifying barriers to high-quality
care, providers linked the deficiencies in infrastructure and support to deficits in care
delivery, such as long wait times and short visits due to limited staffing or privacy
breaches due to insufficient space to maintain confidentiality. Finally, providers identified
mitigating strategies such as coordination across clinics to address medication shortages
in individual facilities. Interwoven throughout the providers’ discussion was the poor
communication between the district, PHC supervisors, and implementers at the facility
level. This manifested in myriad ways; for example, lack of responsiveness from the depot
in regards to medication stock-outs at the clinics, or a training model that did not meet
providers’ needs.

The disconnect between national policy and clinic-level implementation was further
highlighted in discussions with providers around indicators of quality. Although the ICRM
program was implemented across South Africa in 2016, collection and utilization of these
indicators does not appear to be ongoing in rural PHC clinics in the Agincourt HDSS.
Throughout the interview process, there were challenges clearly defining the concept of
metrics and indicators in both English and Shangaan. The concept of quality measurement
did not seem to resonate with providers, even though they could discuss at length the quality
challenges they observed. Patient outcome metrics were largely not addressed, although
some providers discussed service numbers (such as HCT), despite the national push to
gather data. There is a demonstrated gap in translation from the metrics that are being
collected and pushed to the provincial and national departments of health to what providers
are using on the ground. This is reflected by a 2019 study conducted in Gauteng and
Mpumalanga which found that PHC facility managers from these provinces reported lack of
involvement in conceptualization of the ICRM program.38 There is significant demand on
providers and programs to report data, primarily on clinic volume and utilization, rather than
patient-centered quality outcomes.3940 This may result in providers focusing on meeting
reporting targets rather than how indicators can be used to inform or support patient

care; prior health systems research has found that a focus on bureaucratic accountability

can diminish providers’ capacity to center patient needs.! However, there are ongoing
collaborative learning platforms in the study site, such as the Verbal Autopsy Participatory
Action Research Programme, which aim to engage local providers and stakeholders in
health services research.42 For quality improvement efforts to be meaningful, there is

a need for data literacy education and training at the clinic operational and provider
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level, involvement in development of indicators, and a clear feedback loop allowing what
providers see as critical information to be reflected in the national quality measurement
strategy.

Providers discussed many barriers to providing quality care, which fell under the
foundational categories of workforce and tools. These barriers were all tied back to lack
of human and material resources available to the facilities, which impacted every element
of care. Understaffing, need for additional training, poor facility infrastructure, lack of
clinical care space and resources, and the challenges in providing care associated with
these deficiencies have previously been documented in South Africa. Our research frames
these gaps in terms of foundational elements of quality care, and the strategies providers
use to complete their duties in spite of them, in order to highlight the need for attention
and intervention at the meso (district) and macro (province/national) levels to equip PHC
facilities with the resources they need.

The first major barrier identified was understaffing. Previous research in South Africa has
identified shortage of human resources?:818 and high patient-staff ratios*3 as causes of
service delivery issues, including a study conducted with health systems stakeholders in

the Agincourt HDSS.17 It has been noted that health workers’ heavy workload is a reason
for both short- and long-term sickness absence,20 and that among health care providers

in sub-Saharan Africa, burnout is highest among nurses and is associated with their work
environments.** In previous research, 42% of providers in the Agincourt HDSS surveyed
reported planning to leave their job within the next 2 years (in some clinics, up to 81%

of staff).33 Our research supports these findings that facilities are understaffed, leading to
over-crowding, rushed or incomplete services, and negatively impacting providers’ health
and wellbeing. Providers across the 9 facilities discussed making referrals to hospitals or
other PHC facilities as a common mitigating strategy for addressing shortages of staff,
medical supplies, and medications. Referring patients to other facilities experiencing similar
staffing shortages and lacking resources can only exacerbate these existing service delivery
issues. This practice can also consume patient time and money, and affect retention in care,
as it may be an effort to get to the second facility, or patients may choose not to follow the
referral. Increasing the number of lower-level nurses as well as cleaners, file clerks and data
capturers could facilitate more effective task-shifting and allow higher-level nurses to focus
on their clinical duties.

Providers also discussed challenges with scheduling throughout the week, including leave
and training days, as contributing to their heavy workload. Another study from the MRC/
Wits-Agincourt Unit identified the practice of holding clinics in the mornings leading to
flooding the facilities at certain times of day and exacerbating staffing problems. Those
researchers suggested making flexible appointments as a no-cost measure to reduce such
crowding®’; however, this would require providing additional staff to monitor appointments
as well as the materials and space required to support this approach. Another strategy

for improvement would be to allocate staff more evenly throughout the week, including
weekends, rather than focusing staffing on Tuesdays-Thursdays as discussed in our research.
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The second major barrier was staff feeling they did not receive enough skills training. Our
research illuminates how the current system for training is not responsive to providers’ needs
and realities. Other work in the Agincourt HDSS has shown a need for additional training
on HIV treatment as prevention,3! and providers discussed a need for trainings in skills and
new treatment guidelines.34 The current training model, where one senior staff member is
sent to a training and then expected to disseminate information to the rest of the staff, does
not appear to meet providers’ needs. Sending a master trainer to provide in-service trainings
in the clinics themselves could be a viable option to address the challenge of knowledge
dissemination without taking providers away from their facilities. If online trainings are a
route to be explored, then data for providers to access internet on their cell phones should be
distributed to providers as well.

Poor facility infrastructure was the third major barrier identified to providing quality care.
Healthcare associated infections have been noted in past research due to aging infrastructure
and inadequate environmental cleaning.#3 Other research has found poor hygiene and
infection control in South African healthcare facilities.21934 Structural issues noted by
providers such as leaking roofs, collapsed ceilings, insect and bat infestations, all require
immediate attention and maintenance to ensure safe environments for providers and patients.
One provider felt the poor infrastructure was indicative of the South African government’s
lack of attention to rural areas. Indeed, problems with facility infrastructure in the Agincourt
HDSS may date back to apartheid, when the area was a “homeland” with a smaller
population, in which limited and poor quality services were provided.l” These facilities must
now combat deteriorating infrastructure and growing populations. Mpumalanga Department
of Health stakeholders have noted that facility maintenance is not within their control, but
rather falls under the provincial Department of Public Works, Roads, and Transport,1’ thus
requiring hard to attain cross-departmental coordination.

The fourth major barrier identified was a chronic lack of equipment, medication, and other
resources in the facilities, also documented in previous studies in South Africa®4345 and
within the Agincourt HDSS study area. A 2018 study intervention to improve hypertension
care in PHCs in the Agincourt HDSS was unsuccessful, in part due to unreliable blood
pressure machines and cuffs, intermittent drug shortages, and lack of space.*6 Mitigating
strategies to combat this lack of resources, such as relying on peer-provider networks and
drug substitution®® are not sufficient to address the problem of chronic medication shortages.
Even when facilities are able to share, providers may often have to use their own money for
transport to pick them up. Some providers fear that giving shorter doses of medication such
as ART is problematic for patients who may have to travel far and at personal expense to
get to the facility, and that it may deter them from coming back. There is an evident need
for better coordination between facilities and the depot, and between the depot and their
suppliers.

The limitations of this study should be addressed. First, this research was conducted in
a rural sub-district of Mpumalanga, and our findings may not be generalizable to other
districts or provinces throughout South Africa. Second, we did not interview a random
sample of providers, and provider availability was subject to limitations based on clinical
responsibility. However, we were able to interview approximately 1 in 6 providers across
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the 9 clinics in the Agincourt research area. Third, engaging providers in research of this
kind is a challenge due to their heavy workload and the time required to complete in-depth
interviews. Finally, a US researcher conducted the analysis; while they were closely familiar
with the study area they may have misinterpreted or missed important contextual details
during this process.

In conclusion, PHC providers in the Agincourt HDSS study area are faced with significant
barriers to providing quality care driven by budget constraints and underfunding, which

lead to deficits in workforce, staffing, tools and resources. These barriers to providing care
are compounded by the disconnect between policymakers and implementation, and systems
that are unresponsive to their needs. Given the breadth of existing evidence documenting
shortages in foundations of quality care at PHC facilities in South Africa, future research
should include providers as partners in quality improvement efforts, letting their perspectives
inform initiatives and planning. The issues in resource allocation and support and
supervision identified fit with the Lancet Global Health Commission’s recommendations,
and other research conducted in Mpumalanga Province® for health systems to focus less on
individual provider/clinic interventions, and try more meso (district) and macro (provincial/
national) approaches.12 This research elucidates the gaps in foundations of quality care;
serving as a reminder that new clinic-level programs or initiatives are unlikely to succeed
until the cracks in these foundations are addressed by the district and provincial Departments
of Health.
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