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Abstract

South Africa's constitution guarantees the right to health and embeds regulations to ensure the
delivery of quality healthcare. The National Ministry of Health proposed the National Health
Insurance (NHI) Bill in 2012 to support universal health coverage. The National Department
of Health established the Office of Health Standards Compliance in 2013 to enforce
compliance with the National Core Standards and to provide high-quality healthcare, even
though the National Core Standards were promulgated only in 2015. Inspection tools based
on the National Core Standards were finalized only in 2018. The Ideal Hospital Programme
was introduced in 2018 with its own set of tools to enhance hospital service delivery and to
prepare for the implementation of NHI and compliance with the Office of Health Standards
Compliance assessments. The COVID-19 pandemic disrupted the Ideal Hospital Programme,
resulting in slow progress and poor assessment results. None of the seven district hospitals in
the Western Cape's West Coast District met the requirements of the Ideal Hospital
Programme during the 2023-24 self-assessments, with outcomes for all seven district
hospitals being unsatisfactory, highlighting implementation and sustainability challenges.
Concerns about sustainability and the lack of research to support learning and improvement
for the Ideal Hospital Programme were raised in a workshop held in June 2024. This situation
prompted a research examination of the Ideal Hospital Programme's current state in the West

Coast District of the Western Cape and the experiences of staff implementing the programme.

Aim: This research aimed to explore the experiences of health workers in implementing the
Ideal Hospital Programme in two rural district hospitals in the West Coast District of the

Western Cape

Methods: The study employed a qualitative research design with semi-structured interviews
to gain an in-depth understanding of the factors influencing programme implementation from
hospital staff's perspectives. The researcher took into account the diverse professional
backgrounds of participants and the differing contextual environments, including variations
in hospital size and ward type. Participation in the study was entirely voluntary, and strict
confidentiality was maintained throughout the research process. No personal or identifying
information was collected, and all data were stored securely and scheduled for destruction
five years after completion of the study. Data were analysed using Framework Analysis,
involving systematic thematic coding in ATLAS.ti 25 and manual analysis to develop and

interpret themes related to the implementation of the Ideal Hospital Programme.
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Results: Out of twenty-nine contacted, eleven hospital staff were interviewed. Using
Donabedian’s framework, three broad themes emerged: organisational and individual
challenges, compliance-focused implementation, and opportunities for sustainable quality
improvement. Participants saw the Ideal Hospital Programme as a valuable framework for
healthcare quality, but faced barriers, such as limited training, limited resources, and poor
communication. It was seen as a compliance “paper exercise' with efforts mainly during
audits. Major issues included unrealistic expectations, lack of accountability, and weak
management. Participants said limited resources, weak leadership, poor training, and
communication issues hinder effective implementation. Despite these, participants believed
the programme could improve care and outcomes if supported by stronger leadership,

ongoing mentorship, and fair resources.

Conclusion: The study found that the Ideal Hospital Programme, meant to improve hospital
quality, is mostly implemented as a compliance exercise rather than a continuous
improvement process. Overall, the findings emphasize the need to move from an audit focus
to a culture of continuous learning and collaborative quality improvement in South Africa’s
public hospitals. They recommended better training, clearer communication, ongoing

monitoring, and dedicated quality committees for sustainability and routine integration.
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Chapter One: Introduction
1.1 Background

The right of every South African to access quality health care services is enshrined in the
Constitution, placing a legal and moral obligation on the state to progressively realize this
right through effective legislative, policy, and institutional frameworks (Republic of South
Africa, 2004). To give effect to this constitutional mandate, the country has embedded various
laws and regulatory frameworks designed to strengthen accountability and improve the

quality of healthcare delivery.

Figure 1 presents a high-level timeline of significant initiatives that have shaped South
Africa’s Quality Improvement (QI) agenda, beginning with the enactment of the National
Health Act (Act 61 of 2003). This Act provides the overarching legal framework for the
national health system, seeking to ensure equity, efficiency, and uniformity in the provision of
health services across provinces and facilities (Republic of South Africa, 2004). Chapter 10
of the Act lays out a legal basis for compliance with health service delivery standards and the
governance framework for monitoring and enforcing quality in both public and private
healthcare facilities. It further establishes the Office of Health Standards Compliance (OHSC)
as an independent statutory body mandated to protect and promote users' health and safety by
monitoring and enforcing adherence to prescribed norms and standards (Republic of South
Africa, 2004). The OHSC thereby plays a crucial role in holding facilities accountable for

providing safe, effective, and patient-centered care.

Governments’ accountability to provide quality healthcare services is grounded in
international human rights law, particularly the right to the highest attainable standard of
health. Globally, increasing attention has been given to strengthening health system quality,
as highlighted by the Lancet Global Health Commission on High-Quality Health Systems,
which reported that millions of deaths each year in low- and middle-income countries are
attributable to poor-quality care, including deaths among individuals who have accessed
health services (Kurk and Pate, 2019). The Commission emphasised that high-quality health
systems must provide competent, respectful, and people-centred care while improving health
outcomes and building public trust. The importance of responsive, integrated, and evidence-
based care processes has long been articulated in Avedis Donabedian's quality-of-care (2005)
framework and reinforced by the World Health Organization (WHO) (2020), which identifies

quality as a core component of universal health coverage. In response to these global
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priorities, South Africa has introduced several policy and system reforms aimed at
strengthening healthcare quality, including national quality standards, the Ideal Clinic and
Ideal Hospital initiatives, and the National Quality Improvement Plan (2019), which seeks to
institutionalise continuous quality improvement within the public health system in

preparation for the implementation of National Health Insurance.

Recognising the need to align national initiatives with international best practices, the
National Department of Health revised the National Core Standards (NCS) in 2011 to provide
benchmarks for assessing facility performance across domains such as patient safety, clinical
governance, leadership and management, infection prevention and control, and staff
competency (Fryatt and Hunter, 2014). The establishment of the Office of Health Standards
Compliance in 2013 further strengthened the regulatory framework by monitoring
compliance with these standards, conducting facility inspections, and investigating
complaints relating to the quality of care (Republic of South Africa, 2004). The OHSC also
plays a key regulatory role in certifying health establishments against the NCS, thereby
promoting accountability and ensuring that health facilities meet the minimum requirements
for delivering safe and effective healthcare services (Begg, K ef al, 2018). Evidence from
national reform reports indicates a gradual improvement in compliance with the NCS across
health establishments, reflecting progress in strengthening quality oversight mechanisms

within the health system (Begg, K. et al., 2018).

Broader health system reforms have also highlighted the need for more coordinated and
integrated quality improvement strategies. Despite the introduction of multiple quality
assurance and improvement initiatives over the past two decades, these efforts have often
been fragmented and poorly coordinated across sectors and levels of care, limiting their
overall impact on health outcomes (Matsoso, M., et al, 2020). In response to these challenges,
a national strategic framework for a high-quality health system has been proposed to
institutionalise quality planning, quality assurance, and quality improvement across the health
system. The framework emphasises a comprehensive approach to quality that includes
strengthening governance, improving coordination of quality initiatives, and promoting a
people-centred health system that prioritises safety, effectiveness, equity, timeliness,

efficiency, and responsiveness to patient needs (Matsoso, M., ef al, 2020).

To operationalize these standards, the NDoH developed a comprehensive set of assessment

tools in 2011 to guide systematic monitoring and evaluation of healthcare facilities. These
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tools were designed to facilitate structured assessments of compliance and provide data-
driven insights into service quality. With the formal establishment of the OHSC in 2013,
these tools were promulgated and became part of its regulatory enforcement mechanism,
empowering it to conduct inspections, certify compliance, and recommend remedial actions
when necessary, but they were not finalized until 2018. Within this evolving policy
landscape, the OHSC serves as a central mechanism for enforcing quality standards and
monitoring the performance of health establishments. Through its inspection, certification,
and complaints management functions, the OHSC contributes to strengthening accountability
within the health system and ensuring that both public and private health facilities comply
with nationally defined quality standards. As South Africa continues to pursue universal
health coverage through the proposed National Health Insurance system, the role of the
OHSC in regulating and safeguarding healthcare quality remains critical for ensuring that
health services delivered to the population meet acceptable standards of safety and quality

(Begg, K., et al 2018)

Figure 1: Timeline for key events related to improving quality healthcare in South Africa

2013 Ideal

Clinic
2012 initiative
First paper on started -

2003 National NHI - ongoing ongoing till 2020 Covid- 2024 NHI Act
Health Act till 2024 current 19 pandemic approved
2011 Revision 2013 Office of *2018 Ideal 2021 Revision
of SA National Health Hospital made on Ideal

Core Standards initiative Hospital
Standards for compliance started - initiative
healthcare established ongoing.

*OHSC tools
finalized

The timeline in Figure 1 illustrates the progressive development of South Africa’s legal and
institutional framework for quality healthcare. Following the enactment of the National
Health Act, No. 61 of 2003, the country established a unified health system framework and
compliance requirements for service delivery. The subsequent introduction of the National
Core Standards in 2011, aligned with the WHO’s Core Standards for Health Care (World
Health Organization, 2011), reflects a shift towards globally benchmarked quality assurance.
Finally, the formal establishment of the OHSC in 2013 provided a statutory enforcement

mechanism that enabled independent monitoring and accountability. Collectively, these
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initiatives demonstrate South Africa’s commitment to strengthening accountability,
standardization, and patient-centered care across all levels of the health system (Republic of

South Africa, 2004; World Health Organization, 2011).

In 2012, the National Ministry of Health proposed the NHI Bill to address inequities in health
financing and support the progressive realization of universal health coverage (UHC). To lay
a solid foundation for NHI implementation, the NDoH launched the Ideal Clinic initiative in
2013 (Fryatt and Hunter, 2014). The Ideal Clinic Programme was initiated by the NDOH’s
PHC directorate and originally used pre-2015 national core standards and its own assessment
tools to ensure that primary health care (PHC) facilities met defined quality standards,
enabling them to deliver accessible and effective services. After the National Norms and
Standards were promulgated in 2015, the Ideal Clinic Realisation and Maintenance
programme aligned with the legislated standards and OHSC tools (Fryatt and Hunter, 2014).
As part of its roll-out, the Operation Phakisa laboratory process served as the programme’s
conceptual design phase, piloting and refining approaches across PHC facilities to guide
wider implementation and systemic transformation (Fryatt and Hunter, 2014). It is important
to distinguish the roles of the two programmes: the OHSC conducts independent external
inspections of health establishments every four years, while the Ideal Clinic Programme

supports annual facility-led self-assessments aimed at continuous local quality improvement.

The relative success of the Ideal Clinic Programme led to the development, in 2018, of a
parallel framework for hospitals: the Ideal Hospital Programme (Fryatt and Hunter, 2014).
The Ideal Hospital Programme seeks to strengthen hospital performance and service delivery,
enhance compliance with the OHSC, and prepare hospitals for the implementation of the NHI
(National Department of Health South Africa, 2018; South Africa National Department of
Health, 2023). Its framework, presented in Figure 2, aligns with the Department of Health
Norms and Standards Regulations applicable to various categories of health establishments.
The framework is structured into six principal components (chapters) and 19 subcomponents
(regulations), providing a benchmarking tool for systematic review, change management, and

continuous quality improvement (National Department of Health South Africa, 2018).
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Figure 2: Ideal Hospital Programme components and sub-components
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The Ideal Hospital Programme framework provides a structured Quality Improvement model
for hospitals that aligns with the Department of Health Norms and Standards Regulations. It
consists of six principal components (chapters) and 19 subcomponents (regulations), covering
areas such as patient safety, clinical governance, leadership, infrastructure, and service
delivery processes. The framework serves as both a benchmarking tool and a change
management mechanism, enabling hospitals to identify gaps, systematically review their
performance, and implement targeted improvements (National Department of Health, South

Africa, 2018).

Building on the Ideal Clinic initiative, this programme extends the standardization of quality
care from primary healthcare facilities to hospitals, ensuring compliance with the OHSC and
preparing hospitals for the implementation of the NHI. However, while the framework
provides a comprehensive regulatory structure, evidence from recent health department
assessments and workshops indicates that it is often applied in a compliance-driven manner
rather than as a tool for continuous quality improvement (Fryatt and Hunter, 2014; Mukwena
and Manyisa, 2022; Lembethe, 2024). This tension highlights both the promise and the
implementation challenges of the programme, underscoring the importance of staff

engagement and sustained institutional support for long-term success.

However, the implementation of the Ideal Hospital Programme has faced several challenges.

The COVID-19 pandemic severely disrupted programme activities, with attempts to revive
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the initiative in 2021 yielding poor assessment results and limited progress (Mukwena and
Manyisa, 2022). This led the NDoH to revise the framework that year. Despite these efforts,
concerns about sustainability and limited evidence-based learning were highlighted at the
June 2024 Department of Health workshop on Ideal Clinic and Hospital maintenance, where

stakeholders noted that research on staff experiences with the programme remained scarce

(Lembethe, 2024).

Drawing from practical experience as a quality assurance coordinator at a district hospital, it
is evident that staff often prepare extensively for annual self-assessments required by the
Ideal Hospital Programme. However, the associated tools and quality improvement plans are
primarily used as compliance checklists for the next assessment cycle rather than as
instruments for ongoing improvement. This issue was echoed during the June 2024
workshop, where hospitals across the country reported similar practices, and staff expressed
difficulty adhering to the programme’s guidelines and standards (Lembethe, 2024). For
example, the Ideal Clinic Monitoring system records that in the West Coast District of the
Western Cape, none of the seven district hospitals achieved compliance during the 2023-24
self-assessment cycle. However, more than 50% of PHC facilities received either Platinum or
Gold status, and those that did not receive a status scored above 70% in their assessments

(Lembethe, 2024).

1.2 Problem Statement

These challenges highlight a persistent gap: while the Ideal Clinic Programme achieved early
success, its hospital counterpart has struggled to gain traction, even after a 2021 revision. A
lack of systematic improvement, limited staff support, and scarce literature on their
perspectives all threaten the programme’s long-term sustainability. Understanding the
experiences of frontline staff is therefore critical to identifying barriers and enablers to
practical implementation. This study addresses that gap by examining the current state of the
Ideal Hospital Programme in the West Coast District of the Western Cape, South Africa, with
a focus on the perspectives of staff responsible for its implementation. By capturing these
insights, the research aims to inform policymakers and enhance strategies to promote

sustainability, accountability, and the quality of care.
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1.3 Aim

This research aims to explore the experiences of Department of Health staff in implementing
the Ideal Hospital Programme at two rural district hospitals in the West Coast District of the
Western Cape, South Africa.

1.4 Objectives
A. To explore the experiences of the staff implementing the Ideal Hospital Programme.
B. To describe the perceived challenges when implementing the Ideal Hospital

Programme in rural district hospitals.

C. To determine opportunities to strengthen the Ideal Hospital Programme based on the

perspectives of those implementing it.
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Chapter Two: Literature review

2.1 Introduction

Quality healthcare remains a critical component of effective health systems globally, and its
measurement and improvement have been central to public health discourse for decades. As
mentioned earlier, in South Africa the pursuit of quality has been embedded in national health
reforms, such as the National Health Act (Republic of South Africa, 2004), the National Core
Standards, and the Ideal Clinic and Ideal Hospital Realisation and Maintenance (IHRM)
programmes (National Department of Health South Africa, 2018; South Africa National
Department of Health, 2023; Lembethe, 2024). These initiatives aim to ensure that all
healthcare facilities meet acceptable standards of structure, process, and outcome quality in

preparation for the implementation of the NHI system.

This chapter reviews the literature underpinning the concept of quality in healthcare, with a
particular focus on the Donabedian model, and explores the quality of healthcare delivery in
South Africa. It concludes with an analysis of the existing literature on the Ideal Hospital

Programme within this theoretical framework.

2.2 Defining Quality of Care

The World Health Organization (2020) defines quality of care as “the degree to which health
services for individuals and populations increase the likelihood of desired health outcomes
and are consistent with evidence-based professional knowledge.” This definition underpins
global health policy frameworks and builds on the work of Avedis Donabedian, who first
conceptualised healthcare quality as the relationship between structure, process, and outcome

(Baker, 1993; Best and Neuhauser, 2004; Donabedian, 2005).

According to Donabedian (2005), structure refers to the settings, equipment, human
resources, and organizational arrangements that facilitate care delivery; process encompasses
the methods and interactions through which care is delivered; and outcome represents the
effects of healthcare on patients' health status and satisfaction. Together, these elements

provide a holistic and systematic framework for assessing and improving health care quality.
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In South Africa, the OHSC framework further defines quality across six key dimensions:
safety, efficiency, accessibility, equity, patient-centeredness, and effectiveness (Bhuka et al.,
2013; Gani, 2023). These dimensions overlap with Donabedian’s framework, in which
structural inputs influence care processes and both shape patient outcomes. Donabedian
emphasised that audits and standards can only improve health outcomes when they are
directly linked to behavioural and systemic change, noting that the mere presence of
resources or guidelines does not automatically guarantee improved health or patient
satisfaction (Baker, 1993). Michel et al (2020) and Mukwena and Manyisa (2022) also
highlight that healthcare transformation—rather than mere strengthening—requires
simultaneous improvement across all three dimensions to achieve lasting quality and patient

trust.

Therefore, achieving quality healthcare requires a balance between inputs (structure),
activities (process), and results (outcome)—a concept still central to contemporary quality
improvement frameworks used by the WHO and the South African Department of Health
(Fryatt and Hunter, 2014; WHO, 2020; Lembethe, 2024).

2.3 The Donabedian Model and Its Relevance

The Donabedian model has become the most widely used theoretical framework for assessing
healthcare quality, particularly within systems-based reform initiatives (Best and Neuhauser,
2004; Donabedian, 2005). Its relevance to South Africa lies in its capacity to integrate
organizational structure, care processes, and patient outcomes within a complex and resource-

constrained health environment.

As Fryatt and Hunter (2014) note, the structure—process—outcome triad aligns closely with
South Africa’s Ideal Clinic and Ideal Hospital frameworks, which were developed to
standardise infrastructure, staffing, and operational practices across facilities. Furthermore,
Donabedian’s emphasis on evidence-based and patient-centered approaches aligns with the
aims of the National Health Act and subsequent NHI reforms, which prioritize equitable
access and accountability (Republic of South Africa, 2004). Recent research from South
Africa also supports the continued applicability of Donabedian’s framework by examining

the implementation of quality standards in South African health facilities and providing a
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structured approach to assessing service gaps through health system audits (Matahela ef al.,

2023).

2.4 Quality of Healthcare in South Africa

In recent years, South Africa has increasingly shifted its health system reform agenda from a
primary focus on access to care towards improving the quality of healthcare delivery. The
Lancet Global Health Commission on High-Quality Health Systems demonstrated that
substantial avoidable mortality in low- and middle-income countries occurs despite contact
with health services, highlighting systemic deficits in competence, safety, and patient
experience (Kurk and Pate, 2019). In response to this growing recognition, South Africa
prioritised quality as a central component of universal health coverage reforms and hosted
national consultations following the Commission’s report (Kurk and Pate,2019). The National
Quality Improvement Plan (2019) represented a key policy milestone by consolidating
previously fragmented quality initiatives into a coordinated, system-wide framework aligned
with National Health Insurance reforms. Together, these developments reflect a gradual
transition towards integrated, people-centred quality improvement, while ongoing

implementation and capacity challenges remain.

In summary, quality improvement in South African healthcare has progressed from
fragmented, programme-specific interventions towards more integrated, nationally
coordinated efforts focused on standards compliance, continuous improvement culture, and
preparation for universal coverage under NHI—though implementation gaps and variability

across regions remain a significant challenge (National Department of Health, 2018).

2.4.1 Structure

Structural readiness remains a cornerstone of healthcare quality and sustainability. In South
Africa, studies have consistently identified systemic challenges, including shortages of
human resources, insufficient funding, inadequate infrastructure, and poor access to essential
medicines and equipment. (Lephogole, 2018; Kredo et al., 2020; Gani, 2023; Matahela et al.,
2023). Such deficits undermine the capacity of district hospitals to deliver safe and effective
care. “The Department of Health should ensure that hospitals are fully equipped with

resources to render quality care to patients,” Nyelisani et al (2023), p. 6.
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The Academy of Science of South Africa (ASSAf), (2024) report also highlights that
structural deficiencies—particularly workforce shortages, ageing infrastructure, and uneven
resource distribution—are among the most persistent constraints on healthcare quality in rural
and underserved provinces (Academy of Science of South Africa, 2024). The report argues
that without long-term investment in physical infrastructure, equipment procurement systems,

and staffing pipelines, quality improvement initiatives cannot be sustained.

To sustain quality, structural systems must be adaptable to evolving epidemiological,
technological, and economic conditions (Michel et al, 2020; Mukwena and Manyisa, 2022).
The National Department of Health (2018) also highlights that without sufficient staffing and
financial resources, the sustainability of quality initiatives such as the Ideal Hospital

Programme cannot be guaranteed.

Internationally, Donabedian (2005) and Baker (1993) underscore that high-quality outcomes
depend on strong structural foundations. The OHSC’s six dimensions of quality further
reinforce the importance of safety, accessibility, and adequate resources as essential

preconditions for effective service delivery (Bhuka et al., 2013).

2.4.2 Process

The process component of quality focuses on the delivery of care and the mechanisms
through which services are implemented. Research from both South Africa and international
contexts identifies staff training, supervision, and feedback as crucial to maintaining effective
care processes (Lephogole, 2018; Kredo et al., 2020; Nyelisani et al., 2023). Continuous
professional development ensures that clinical and administrative staff adhere to evidence-
based practices and national guidelines. Donabedian (2005) and WHO (2020) argue that care

processes must be responsive, integrated, and evidence-driven.

The ASSAT report emphasises that fragmented communication, weak managerial support, and
limited mentorship structures directly undermine care processes—problems particularly acute
in rural hospitals (Academy of Science of South Africa, 2024). It argues that improvement
efforts must be embedded within collaborative, inter-professional teams and supported by
regular monitoring. This is consistent with the findings of Kredo et al. (2020), who reported
that weak leadership, poor communication, and limited follow-up after training were

significant barriers to guideline implementation in four South African provinces. When staff
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receive structured feedback and recognition, motivation and programme adherence improve

significantly (Matahela et al., 2023; Gani, 2023).

In South Africa, the Ideal Hospital Framework outlines process indicators that focus on
governance, infection control, and patient safety practices—yet studies suggest these are
inconsistently applied across districts (South African National Department of Health, 2023;
Fryatt and Hunter, 2014; Lembethe, 2024).

2.4.3 Outcome

The outcome dimension measures the effects of healthcare delivery on patient health,
satisfaction, and system performance. South African studies indicate that many hospitals
focus on compliance-based activities—such as completing audits and checklists—rather than
on improving patient experience or clinical outcomes (Lephogole, 2018; Kredo et al., 2020;
Michel et al., 2020). This “tick-box culture”, as described by Kredo ef al (2020), reflects a

disconnect between administrative performance and patient-centered outcomes.

The ASSAf report similarly critiques the system for relying heavily on periodic audits that
incentivise short-term preparation rather than sustainable, everyday improvements in practice
(Academy of Science of South Africa, 2024). It argues that outcome measurement must shift
toward long-term indicators aligned with local needs, staffing capacity, and resource

availability.

Further studies highlighted that sustained quality improvement requires locally relevant,
outcome-oriented targets that account for differences in facility size, location, and social
determinants of health (Gani, 2023; Matahela et al., 2023). The Ideal Hospital Framework
similarly acknowledges that rural hospitals face unique constraints that require contextual

adaptation of national standards (South Africa National Department of Health, 2023).

From an international perspective, studies have shown that improvements in structure and
process translate into measurable health outcomes (Donabedian, 2005; Baker, 1993; Best and
Neuhauser, 2004). The literature thus supports the principle that true quality is not achieved
through compliance alone but through continuous learning and feedback systems embedded

in the health service culture.
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2.5 The Ideal Hospital Programme in Context

The Ideal Hospital Realisation and Maintenance Programme, introduced by the National
Department of Health in 2013, aims to improve hospital readiness for NHI by setting
measurable standards for infrastructure, staffing, management, and patient care (National
Department of Health, South Africa, 2018; South Africa National Department of Health,
2023). According to Fryatt and Hunter (2014), the Ideal Clinic and Ideal Hospital frameworks
represent a national strategy for embedding quality improvement and accountability across

health facilities.

The Western Cape Department of Health initially implemented the Ideal Hospital Programme
as a facility-led self-assessment process, conducted by hospital staff. This self-assessment is
undertaken during the second quarter of the financial year, after which hospitals are expected
to develop and implement Quality Improvement Plans based on identified gaps and
assessment outcomes (Western Cape Department of Health, 2023). In the 2024/25 financial
year, the Provincial Department of Health initiated the pilot implementation of the full Ideal
Hospital Realisation and Maintenance cycle. This pilot follows a structured, phased approach
aligned to the financial year. During Quarter 1 (April-June), hospitals conduct a facility self-
assessment. In Quarter 2 (July—September), a sub-district Planned Programme and Targeted
Integrated Clinical Risk Management (PPTICRM) assessment is undertaken. Quarter 3
(October—December) involves a district-level peer review, conducted by an external district,
while Quarter 4 (January—March) is dedicated to addressing outstanding elements and
updating compliance within the IHRM framework (Western Cape Department of Health,
2024). For the West Coast District, the only hospital identified as participating in the pilot

was not included in this study.

However, the success of Ideal Hospital Realisation and Maintenance depends heavily on
implementation fidelity, leadership support, and adequate resourcing (Lembethe, 2024).
Studies by Lephogole (2018) and Nyelisani ef a/ (2023) reveal that many district hospitals
face persistent challenges in maintaining standards after assessment, particularly due to
workforce shortages, insufficient training, and limited managerial feedback. Yet institutional
readiness for NHI depends on strengthening quality improvement systems at the facility level

(Mukwena and Manyisa, 2022).

Achieving universal health coverage in South Africa requires not merely strengthening

existing systems but transforming them—aligning policies, structures, and processes toward
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equity and sustainability (Michel et al., 2020). Donabedian’s model offers a robust
framework for evaluating these interconnected dimensions and guiding evidence-based

reform in hospital quality management.

2.6 Summary

The reviewed literature demonstrates that healthcare quality improvement in South Africa—
and specifically the Ideal Hospital Programme—faces enduring challenges across

Donabedian’s three dimensions:

e Structural constraints, including funding shortages, infrastructure decay, and

inadequate staffing;

e Process inefficiencies, characterised by weak leadership, limited feedback

mechanisms, and a culture of compliance rather than learning; and

e Outcome limitations, where administrative reporting often fails to translate into

improved patient care or satisfaction.

Addressing these gaps requires integrated, context-sensitive strategies that combine structural
investment, process innovation, and outcome-based monitoring. The Ideal Hospital
Programme provides a platform for such transformation but demands consistent leadership,
ongoing staff training, and institutionalised feedback mechanisms to achieve sustainable
improvement and readiness for NHI implementation (Donabedian, 2005; Gani, 2023; Kredo

et al., 2020; Michel et al., 2020).

Table 1 illustrates how Donabedian’s (2005) model provides a theoretical lens for analysing
the implementation of the Ideal Hospital Programme. The framework assumes that
improvements in structure (e.g., staffing, infrastructure, leadership) enable effective processes
(e.g., training, monitoring, collaboration), which in turn lead to better outcomes (e.g., patient

satisfaction, sustainability, and institutional readiness).

Table 1: Conceptual Framework discussing the application of Donabedian's model to the

Ideal Hospital Programme

Donabedian  Ideal Hospital Key Elements Identified in Literature

Component  Programme Focus
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Structure Foundational resources
and organisational
systems that support

service delivery

Process Implementation
practices and daily
operations affecting

quality improvement

Outcome The measurable results
of structure and process
in patient experience
and system

performance

- Adequate human resources, infrastructure, and
equipment (Lephogole, 2018; Kredo et al.,
2020; Gani, 2023) - Leadership and governance
systems (Michel et al., 2020; Mukwena and
Manyisa, 2022; Academy of Science of South
Africa, 2024) - Financial and logistical support
for implementation (Fryatt and Hunter, 2014;
Lembethe, 2024)

- Ongoing staff training and mentorship
(Nyelisani et al., 2023; Matahela et al., 2023) -
Communication, collaboration, and
accountability systems (Kredo et al., 2020;
Gani, 2023) - Regular monitoring, audits, and
feedback (WHO, 2020; National Department of
Health, South Africa, 2018; Academy of Science
of South Africa, 2024)

- Improved patient safety, satisfaction, and
equity (Bhuka et al., 2013; Donabedian, 2005;
WHO, 2020; Academy of Science of South
Africa, 2024) - Sustainable quality improvement
beyond audit cycles (Michel et al., 2020;
Matahela et al., 2023) - Enhanced institutional
readiness for NHI implementation (South Africa
National Department of Health, 2023;
Lembethe, 2024)

The model highlights that structural capacity and process efficiency must coexist to achieve

meaningful outcomes. Without linking inputs to outcomes through strong processes, quality

initiatives risk becoming bureaucratic or unsustainable (Baker, 1993; Best and Neuhauser,

2004). In the South African context, this is particularly relevant as hospitals prepare for the

implementation of NHI and are expected to achieve “ideal” status through evidence-based,

equitable, and sustainable service delivery (National Department of Health, South Africa,

2018; South Africa National Department of Health, 2023).
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The conceptual framework borrowing on Donabedian’s framing thus underpins this study’s
aim: to explore the experiences and perceived challenges of healthcare staff implementing the
Ideal Hospital Programme in rural district hospitals and to identify opportunities to strengthen

structure, process, and outcomes in alignment with national quality standards.
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Chapter Three: Methodology

This study aimed to explore the experiences of staff working in district hospitals in the rural
Western Cape (specifically, the West Coast District) who were responsible for implementing
the Ideal Hospital Programme. This chapter outlines the research methodology employed to
achieve this aim. It describes the research design and approach, followed by an overview of
the study setting, population, and sampling strategies. The data collection methods,
procedures for ensuring trustworthiness, the researcher’s positionality, and ethical

considerations are also discussed.

3.1 Study Design

The study used qualitative methodology to support its exploratory and descriptive aims to
investigate the experiences of health workers and Department of Health staff responsible for
implementing the Ideal Hospital Programme in the district hospitals of the West Coast
District, Western Cape Province. A qualitative approach was appropriate because it enabled
the researcher to capture participants’ lived experiences and the meanings they attached to

them within specific contexts (Robson and McCartan, 2016).

3.2 Study Setting

The study was conducted in the West Coast District, one of five rural districts in the Western
Cape Province of South Africa. The district is situated along the province's western coastline
and borders Northern Cape Province. It covers a vast geographical area, with the furthest sub-
district office located approximately 250 km from the district office, posing logistical and

operational challenges for service delivery, governance, and oversight.

The West Coast District comprises five sub-districts and seven district hospitals. Of these,
four are small hospitals with fewer than 40 beds, typically operating a single ward, an
Emergency Center, an operating theater for emergencies, a pharmacy, and an X-ray
department. Management structures in these smaller hospitals are relatively lean and typically
consist of one Medical Manager, one Assistant Director for Support Services, one Head of
Nursing Services, and one Operational Manager, who is responsible for the hospital's day-to-

day operations.
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The remaining three hospitals are larger facilities, each with up to 120 beds and between
three and five wards, an Emergency Center, an Operating theatre, a Pharmacy, an X-ray, a
Laboratory, and an Outpatient department. These hospitals have more complex management
structures to support their broader service offerings and increased patient volumes. The
typical management team in larger hospitals includes a Medical Manager responsible for sub-
district governance; a Clinical Manager overseeing hospital governance and all medical staff;
an Assistant Director for Support Services; a Head of Nursing Services responsible for

nursing governance; and Operational Managers assigned to individual wards.

Quality assurance functions within the district are supported by a small team of three Quality
Assurance staff members. This includes one District-level Quality Assurance Manager
responsible for oversight across the district, and two Quality Assurance Coordinators
assigned to the sub-districts—one to the largest sub-district and one to the remaining two sub-

districts.

Implementation of the Ideal Hospital Programme within the West Coast District is driven
primarily by hospital management teams and coordinated by the Quality Assurance
Coordinators. This organisational and geographical context is important in understanding the
operational realities, management capacity, and implementation challenges explored in this

study.

3.3 Sampling

3.3.1 Population

The inclusion criteria were Department of Health staff directly involved in implementing the
Ideal Hospital Programme. This included frontline healthcare providers and managers from
various units or wards, including human resources, information systems, and clinical

departments.

3.3.2 Sampling of hospitals

Seven district hospitals in the West Coast District have implemented the Ideal Hospital
Programme. One hospital was excluded from this study as it was under construction. Two

hospitals with fewer than 40 beds were excluded from the study due to their small size and
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the researcher’s role as the Quality Assurance Coordinator responsible for implementing the
Ideal Hospital Program in these facilities. The remaining four hospitals have more than 50
beds and multiple wards, making them suitable for study sampling because they have more
personnel available for interviews.

The hospitals were selected based on three criteria: 1) being a district hospital in the West
Coast District, 2) ensuring that the researcher had no work-related contact with the hospital,
and 3) having five or more wards. After applying the selection criteria, only two hospitals met

the study's inclusion criteria.

3.3.3 Sampling of participants

The study employed purposive sampling to select hospital staff for interviews. Purposeful
sampling was deemed appropriate because it enabled the researcher to select participants
based on their knowledge, experience, and active involvement in the programme (Robson and
McCartan, 2016). The study also used snowball sampling and consulted district management
and hospital leadership, who supported the researcher in identifying key informants among
these individuals, as well as other key staff involved in implementing the Ideal Hospital

Programme, to ensure representation of diverse perspectives across managerial roles.

3.4 Study timeline

3.4.1 Process for access

To gain access to the district hospitals, the first step was to obtain formal permission from the
Provincial Department of Health and the district management after ethical clearance from the
University of the Western Cape. The district management included the District Director and
the Deputy Director for Support Services and Comprehensive Health, who were responsible
for authorizing research activities within the district. Once approval had been secured at both
the provincial and district levels, the researcher coordinated with the Sub-District Medical
Managers to facilitate access to the hospitals and arrange the interviews. This step was crucial
to ensure that the researcher could meet with the appropriate staff members and that the data

collection process aligned with hospital operations and ethical protocols.
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3.4.2 Recruitment of participants

Following requisite approvals, the researcher contacted the Sub-District Medical Managers at
both hospitals to formally introduce the study and outline its objectives. Approval for data
collection at Hospital 1 was granted only on 9 May 2025, delaying the initiation of
recruitment at this site. As advised by the Hospital Managers, all communication with
potential participants was conducted via email. The time to acknowledge the initial invitation
emails differed significantly between the two hospitals: Hospital 1 responded within 3 days,

whereas Hospital 2 took almost 2 months.

Medical Managers assisted in identifying suitable staff members for potential participation
based on their involvement in implementing the Ideal Hospital Programme. The researcher
subsequently contacted these individuals via email, providing information, using the
information letter to participants (Annexure 1), on the study's purpose, participation
procedures, and ethical considerations. Response times from potential participants ranged
from one to three months. In several cases, up to 4 follow-up emails and 1 or 2 telephone

calls were required before interviews could be scheduled and conducted.

Table 2 provides a descriptive summary of the actions undertaken by the researcher during
participant recruitment, including the dates of each action and the corresponding response

times.

Table 2: Timeline for recruitment of participants

Date action took place.

Actions from the researcher

Hospital 1 Hospital 2
Approval received from 9 May 2025 14 February 2025
Provincial DOH
Approval received from the 12 May 2025 10 April 2025
Medical Manager to conduct the
study
Invitation letters sent to 12 May 2025 10 April 2025
participants
Data collection 24 June 2025 to 14 August 21 July 2025 to 12 September

2025 2025
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3.5 Data collection

Data were generated through semi-structured interviews, which facilitated an in-depth
exploration of participants’ perspectives and experiences. This method afforded both
flexibility and structure, enabling the researcher to probe emerging insights while ensuring
that predetermined topics were addressed consistently across interviews (Creswell, 2014).
Semi-structured interviews were appropriate for this qualitative study, as they enabled the
identification of challenges, enablers, and contextual conditions shaping the implementation
of the Ideal Hospital Programme, as well as the social and organisational dynamics

influencing staff engagement.

Interviews were guided by a key informant interview guide (Annexure 2). Before
participation, all potential participants received an information sheet outlining the purpose,
objectives, and procedures of the study, and clarifying their rights, including the option to
participate voluntarily and to withdraw at any stage without consequences. These details were
reiterated in invitation emails, which emphasised that involvement in the study was entirely
voluntary and not required by the Department. Participants were requested to sign the
informed consent form before the interview commenced (Annexure 3). Thereafter, the
researcher arranged interview dates and times individually with participants via telephone or

Microsoft Teams.

Interviews were conducted in English or Afrikaans, depending on participants’ language
preference. Open-ended questions were used to encourage detailed and reflective responses,
while probing techniques enabled the researcher to seek clarification and explore emerging
insights more deeply. Each interview lasted approximately 30—45 minutes and was audio-
recorded using Microsoft Teams or a mobile phone to ensure the accuracy and completeness
of the data. A total of 9 interviews were conducted via Microsoft Teams, while two were
conducted telephonically due to participants’ availability and connectivity constraints. Field
notes were compiled during and immediately after each interview to document contextual

details, key observations, and non-verbal cues that contributed to data interpretation.

All interviews were transcribed verbatim. Where interviews were conducted in Afrikaans,

participants’ responses were translated into English during transcription to ensure consistency
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and facilitate analysis. The study aimed to conduct approximately ten interviews per hospital;
however, data collection continued until data saturation was reached. Saturation was
determined as the point at which no new themes emerged, and subsequent interviews
confirmed existing findings, indicating adequate depth and breadth of the data (Robson and
McCartan, 2016)

3.6 Data Analysis

This study employed a thematic coding approach using the Framework Analysis method
developed by Ritchie and Spencer (Ritchie ef al., 2014). Framework Analysis was
particularly suited to applied qualitative research, as it offered a systematic process for
managing and analysing large volumes of textual data while maintaining a clear connection
between the raw data and the research objectives. The approach involved two main phases—
developing the analytical framework and applying it to the data—which encompassed five
interconnected steps: (1) familiarisation with the data, (2) identifying a thematic framework,
(3) indexing the data according to the framework, (4) charting the data by summarising and
organising it under relevant themes, and (5) mapping and interpreting emerging patterns and

relationships (Ritchie et al., 2014).

The study initially adopted a deductive analytic approach. Donabedian’s structure—process—
outcome framework informed the development of the initial thematic framework, as the study
sought to assess dimensions of health system quality using an established conceptual model.
Donabedian’s framework posits that structural inputs influence care processes and that the
interaction between structure and process ultimately shapes patient outcomes. Its application
provided a coherent analytic structure for interpreting the data in relation to health system
quality. At the same time, the flexibility of Framework Analysis allowed for inductively
generated subthemes to emerge within each domain, ensuring that findings remained

grounded in the data.

Initial coding was then conducted using ATLAS.ti 25, allowing meaningful segments of data
to be systematically labelled. Manual coding was also undertaken alongside computer-
assisted analysis due to the relatively small sample size, enabling closer interaction with the

data and enhancing interpretive depth.
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Codes were then reviewed and collated into categories that captured patterns across the
dataset. These were further developed into themes and sub-themes, organised within an
emerging analytic framework. To enhance the analysis's credibility, one of the researcher’s
supervisors independently reviewed three transcripts and proposed preliminary themes.
Through iterative discussion, agreement was reached on the final set of themes and sub-

themes that served as the basis for the analytical framework.

Data extracts coded in ATLAS.ti 25 were exported into Microsoft Word to assist with the
organisation, synthesis, and comparison of data across themes. The final phase of analysis
involved interpreting relationships between themes and identifying deeper meanings related
to the implementation of the Ideal Hospital Programme. Throughout the analysis process,
emerging interpretations were regularly discussed with the supervisor to ensure analytical

coherence and confirmability before finalising the presentation of findings.

3.7 Positionality Statement

During the period of this study, I was employed by the Department of Health. I oversaw the
implementation of the Ideal Hospital Programme across the two sub-districts. In my role
within the West Coast District, I had professional relationships with the Hospital Medical
Managers at all seven district hospitals, which facilitated access to appropriate participants at
the study sites. While supporting the programme, I served as the Sub-District Quality
Assurance Coordinator, coordinating its implementation and maintenance. To avoid any
conflicts of interest, data were not collected at hospitals where I was actively involved in

implementing the Ideal Hospital Programme.

While I entered the study with preliminary assumptions informed by my professional
experience, | remained cognisant of the need to maintain objectivity and critically reflect on
potential sources of bias. I acknowledged the interconnectedness between my research role,
professional responsibilities, and personal commitment to health system improvement.
Nonetheless, I approached the study with a clear intention to uphold methodological rigour
and ethical integrity. I worked collaboratively with the supervisor and co-supervisor
throughout the analysis to ensure that the findings accurately reflected the participants’
perspectives and were not shaped by my own assumptions or experiences. I aimed to generate

credible qualitative evidence to inform the integration of the Ideal Hospital Programme into
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routine operational practices and to support its long-term sustainability. Furthermore, my
established rapport with district management teams and extensive experience in quality

improvement processes enhanced the research's feasibility and credibility.

3.7.1 Trustworthiness

To ensure the validity and reliability of the study, the researcher employed multiple strategies,
including an audit trail, member checking, quality assurance at all stages, and rich, detailed
descriptions. An audit trail provided transparency by documenting all data collection and
analysis procedures, supported through interview recordings, transcriptions, journaling,
memoing, and a research log. Member checking involved presenting preliminary findings to
key informants and stakeholders to verify the accuracy of the information collected. Finally,
rich description captured participants’ experiences, behaviours, relationships, emotions, and
contextual settings in detail, enabling readers to understand and immerse themselves in the
participants’ perspectives, thereby enhancing the study’s credibility (Robson and McCartan,
2016).

All interviews were documented and audio-recorded. An external company was engaged to
transcribe and translate the recordings. Following initial coding, the data were reviewed by
the researcher’s co-supervisor to assess accuracy and potential bias. Ongoing guidance and
reflexive practices were employed to ensure that the researcher’s personal experiences and

beliefs did not influence the analysis

3.8 Ethical Considerations

The research proposal was submitted to the University of the Western Cape’s Biomedical
Research Ethics Committee (BMREC) for ethical approval (Annexure 4). Following BMREC
approval, the proposal was submitted to the Western Cape Provincial Department of Health
(PDOR) for further review by the Western Cape Government: Research Ethics Committee
and the National Health Research Committee (Annexure 5 and 6). The West Coast District
Director was formally notified of the study, and permission was subsequently obtained to

conduct data collection at the two selected district hospitals.
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This study was classified as low risk. Nonetheless, ethical principles of voluntary
participation, informed consent, confidentiality, anonymity, and non-maleficence were strictly
observed throughout the research process. Before each interview, the researcher provided
participants with an information sheet explaining the purpose of the study, the data collection
procedures, potential risks and benefits, and participants' rights. Participation was entirely
voluntary, and individuals were informed that they could withdraw from the study at any
stage without penalty. Written or verbal informed consent was obtained before the
commencement of each interview, including consent for audio or video recording where

applicable.

Given the diverse professional backgrounds of participants and the varying work
environments across hospitals, sensitivity was exercised throughout the interview process. If
any participant displayed signs of emotional distress, the interview was immediately paused
or terminated. Participants requiring support were referred to the hospital’s Human Resources
Office, which facilitated access to Lyra, the Department of Health’s mental health support

partner, in accordance with departmental policy.

The Protection of Personal Information Act (POPIA) of South Africa guided the management
of personal information. No identifiable personal data were collected beyond what was
necessary for research administration, and pseudonyms were used during transcription to
protect anonymity. All data were stored securely: electronic files were password-protected,
and hard copy documents were kept in a locked cabinet accessible only to the researcher.
Data will be retained for 5 years in line with the University of the Western Cape research data
management guidelines, after which electronic data will be permanently deleted, and paper

records will be securely destroyed by shredding.

Findings were reported in a manner that prevented the identification of individual participants
or institutions. Participants were informed that anonymised data might be used in academic
publications or conference presentations. Contact details for the researcher and BMREC were
provided to participants should they require further information or wish to report concerns
related to the study. The researcher remained responsible for ensuring complete adherence to

ethical guidelines from inception to dissemination of the research.
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Chapter Four: Results

4.1 Results - respondents

From an initial population sample of 29, 11 participants were included in the study,
representing two district hospitals. The sample included participants from Nursing (5),
Support Services (3), Finance (1), Supply Chain (1), and Radiography (1). Most participants
were based at Hospital 1 (7), while four were employed at Hospital 2.

All participants held various management and supervisory roles, including Head of
Department, Operational Manager, Quality Assurance Coordinator, Supervisor, and Senior
Administrative Clerk. Two staff members were in acting roles: one as Head of Nursing
Services and one as Quality Assurance Coordinator. The duration of employment in their
current positions ranged from 6 months to 30 years, reflecting diverse experience levels. This
heterogeneity in professional roles, institutional contexts, and years of experience provided a
rich, balanced understanding of the operational realities and perceptions surrounding the

implementation of the Ideal Hospital Programme across the two district hospitals.

Table 3 presents the demographic and professional profiles of the study participants,
including their hospital affiliations, departmental placements, management levels, and years

of experience in their current positions.

Table 3: Descriptive table of the staff interviewed, and their position held at the hospital at

the time of the interview

Demographic information Number of participants
Hospitals

Hospital 1 7
Hospital 2 4
Type of Manager

Head of department 2
Operational Manager 4
Quality Assurance coordinator 2
Supervisor 1
Senior administrative clerk 2
Department
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Nursing 5

Support Services 3
Radiography 1
Supply Chain 1
Finance 1

Years in Position

<2 years 3
2-10 years 4
>10 Years 4

4.2 Description of themes and subthemes

The results are presented according to three main themes: 1) people’s understanding of [HP;
2) sub-themes structured according to the Donabedian model of quality of care; and 3)
recommendations from frontline providers. Themes 1 and 2 correspond to the first two
objectives (exploring experiences of staff and perceived challenges when implementing the
Ideal Hospital Programme). Theme 3 aligns with the third objective, which aims to determine
opportunities to strengthen the programme based on the perspectives of the people

implementing it.

4.3 People’s understanding of the Ideal Hospital Programme

Participants generally understood the Ideal Hospital Programme as a national initiative aimed
at standardizing healthcare delivery across all hospitals to ensure consistency, quality, and
safety of patient care. They did not understand the difference: the Ideal Hospital Programme
is an internal self-assessment to inform QI, whereas the OHSC is a true external audit.
Several participants (S1, S4, S7, S9) emphasized that the programme aims to align hospital
processes, frameworks, and standards so that every facility operates at a consistent level and

delivers comparable care, regardless of location.

Others (S2, S3, S6) described the Ideal Hospital Programme as a structured framework or
checklist that outlines the essential components, procedures, and resources a hospital should
have in place to be considered “ideal.” This includes the availability of equipment, adherence

to policies and protocols, and the maintenance of safe and efficient ward environments.
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Some participants (S5, S8) viewed the programme as a means to improve service delivery
and restore professionalism and accountability among healthcare workers. As one participant
stated: “That was a good thing, because now everything is in place. So, any person can just
come, and you can just walk through the section; everything is in place.” (S5). They noted
that it provides necessary guidelines to ensure that both staff and patients benefit from a well-

organized, patient-centered system.

A few participants (S9, S10) interpreted the Ideal Hospital Programme as an audit or
assessment process conducted by external authorities to ensure compliance with national
standards. However, one participant expressed concern that the programme often feels like a
bureaucratic “tick-box” exercise: “So yes, when it comes to that time of year, then it's pretty

much the same thing again, another tick I have to make” (S10).

Overall, participants recognized the Ideal Hospital Programme as a valuable but complex
framework designed to improve hospital operations, ensure equitable care, and promote

service excellence across the public health sector.

4.4 Donabedian framework themes

Table 4 presents the thematic framework developed from participants’ narratives, outlining
the main themes, sub-themes, and illustrative examples that reflect staff experiences with the
implementation of the Ideal Hospital Programme, structured according to Donabedian’s
(2005) model of quality care (structure, process, and outcome). To address the overlapping
nature of some sub-themes, the framework was reviewed and refined to ensure conceptual
clarity and distinct boundaries between themes. For example, “organisational culture —
teamwork and collaboration” refers to shared norms, values, and collective practices that
shape how staff work together, whereas “support and collaboration among management and
colleagues” captures the relational and supervisory mechanisms through which assistance and
coordination are operationalised. Similarly, issues relating to centralised and hierarchical
decision-making were reassessed and positioned within the theme most consistent with
leadership and organisational dynamics. Clear theme definitions and illustrative quotations
are provided in Table 4 to demonstrate how themes were analytically differentiated while

acknowledging their interrelated nature within complex health systems.
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Table 4: A thematic framework applying the Donabedian framework with the main themes,

sub-themes, and illustrative examples reflecting staff experiences

Theme

Definition

Example

1 Structure

Context where the programme was

introduced

1.1
Leadership Support,
Supervision, and

Communication

Perceived type of leadership and
supervision at the facility to enable
implementation of the Ideal

Hospital Programme

open-door management styles,
transparency, and proactive
engagement from supervisors in

fostering motivation and confidence

1.2
Health Systems: Resource
Constraints and

Implementation Challenges

Perceived systems enablers and
barriers related to the Ideal Hospital

Programme

financial constraints, combined with
the need for centralised approval of

purchases

1.3
Organization culture —

teamwork — collaboration

Perceived type of organizational
culture at the facility that enables
(or hinders) teamwork and

collaboration

open communication, mutual respect,
and strong collaboration among

colleagues and supervisors

2 Process

How the Ideal Hospital Programme

was implemented

2.1 How the Ideal Hospital

Programme works

How the staff perceived the process
of the Ideal Hospital Programme

implementation in the hospital

Summary of the implementation of the

programme in both hospitals

2.2
Support and Collaboration
Among Management and

Colleagues

Perceived type of supervisory
support, teamwork in units, and
collaboration amongst colleagues —

clinical and non-clinical

Supervisory support, shared
accountability and mutual trust,
linkage between clinical and non-

clinical staff

23
Superficial Compliance and

Paper-Based

The perceived way the Ideal
Hospital Programme assessment

was done to comply with written

Tick sheet, paper-driven, compliance-
focused exercise, tick-box exercise,

lack of contextual understanding

Implementation indicators, without meaningful
implementation in practice
3 Outcome How was the Ideal Hospital

Programme implementation
perceived, and what were the

results?
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3.1
Perceived Benefits and

Value

The perceived benefits and value
that the Ideal Hospital Programme
implementation could or should

bring to hospital services.

Potential to improve healthcare quality,
enhancements in patient care, enhance
both efficiency and staff confidence,

positive effects on teamwork.

32
Audit Culture

Perceived culture of the Ideal
Hospital Programme
implementation, where success is
measured primarily through audit
scores rather than authentic service

quality

culture of audits and superficial
compliance,

temporarily correcting or concealing
deficiencies,

questioned the credibility

of assessment outcomes,

manipulation of resources

33
Workload, Time Pressure,

and Emotional Strain

Perceived understanding of the
additional pressure that the Ideal
Hospital Programme
implementation has placed on time,

planning, and resources.

Importance of shared learning and
knowledge,
workload burden, reactive compliance,

emotional fatigue

4.4.1 Structure — Context where the programme was introduced

4.4.1.1 Leadership Support, Supervision, and Communication

Participants reported mixed experiences with managerial support and supervision during the

implementation of the Ideal Hospital Programme. Overall, findings indicated inconsistent

leadership engagement, weak communication, and limited feedback mechanisms. Several

participants (S4, S6, S8, S9) described minimal involvement from senior management, often

limited to sporadic emails without meaningful interaction or follow-up. This lack of guidance

contributed to confusion and reduced staff motivation.

Participants (S4, S5, S6, S8, S10) also raised concerns about sustainability and ongoing

engagement, noting that without continuous reinforcement, compliance and motivation

declined over time. As one participant put it, “if you don’t keep your eye on it, then

everything goes back to normal” (S5). Another emphasised the need for “regular check-ins

and communication with the team” to sustain improvement (S8). The lack of refresher

training and follow-up mechanisms further reinforced a reactive rather than proactive

approach to implementation.
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Conversely, a few participants (S5, S11) shared positive experiences of supportive and
accessible leadership, emphasising open communication, resource facilitation, and
encouragement as key motivators. However, many staff perceived compliance with the Ideal
Hospital Programme as solely a managerial responsibility (S3, S5, S7), hindering shared
accountability and leading to last-minute preparation for audits. Managers who maintained an
open-door policy and promoted joint problem-solving were viewed as highly effective in

fostering trust and motivation.

Overall, while some managers demonstrated strong leadership, the broader organisational
culture was marked by fragmented communication and limited oversight, suggesting a need
for stronger managerial visibility, regular feedback, and institutionalised support structures to

sustain quality improvement.

4.4.1.2 Health Systems: Resource Constraints and Implementation Challenges

Participants identified several structural challenges that hindered the effective implementation
of the Ideal Hospital Programme, including budgetary constraints, bureaucratic inefficiencies,
and inadequate infrastructure. Financial shortages were the most prominent concern, with
participants (S1, S3, S8, S9, S11) describing limited budgets, delayed approvals, and
restrictive procurement processes that prevented the timely acquisition of essential equipment
and consumables. As a result, hospitals often adopted a reactive, audit-driven approach to

compliance rather than sustaining improvements throughout the year.

Participants also noted inefficiencies within hierarchical, centralised systems, where all
procurement required managerial approval and bulk purchasing, which sometimes led to
wasteful expenditure (S1). As one participant put it: “There's also no support financially if
you want to do something simple like make a poster, now you also have to go through a
process to be able to make it” (S8). Infrastructure delays, dependence on external

departments for maintenance, and limited access to technology further disrupted progress.

Despite these challenges, participants recognised that many managers were doing their best
within a system constrained by underfunding and rigid bureaucracy (S1, S11). Overall, the
findings reveal that financial, infrastructural, and procedural barriers undermine the
sustainability of the Ideal Hospital Programme, reinforcing short-term compliance over long-

term quality improvement.
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4.4.1.3 Organization culture —teamwork — collaboration

Several participants (S2, S3, S9, S10) highlighted fragmented collaboration and weak
interdepartmental engagement. Although responsibilities were formally allocated within the
Ideal Hospital Programme framework, participants observed that many departments did not
fully assume ownership of their designated areas. In contrast, several other participants (5S4,
S5, S6, S7) described positive teamwork and supportive leadership within their immediate
work environments. They reported open communication, mutual respect, and strong

collaboration among colleagues and supervisors.

In contrast, participants (S2, S3, S4, S7) also reported that unclear responsibilities,
fragmented teamwork, and limited managerial involvement posed significant challenges to
the effective implementation of the Ideal Hospital Programme. While some departments
demonstrated internal cohesion, overall collaboration across the hospital was described as

inconsistent, reactive, and poorly coordinated.

Collectively, these findings reveal that teamwork and collaboration within the Ideal Hospital
Programme context were uneven—strong within specific units but weak across departmental

boundaries.

4.4.2 Process — how the Ideal Hospital Programme was implemented and
experienced

4.4.2.1 Perceived implementation process by frontline workers

The Ideal Hospital Programme was implemented in both participating hospitals primarily as
an annual self-assessment exercise. This assessment process formed part of the hospital’s
routine quality improvement activities and was recorded on the web-based Ideal Health
Monitoring System by designated staff members. Typically, a mid-level manager was
responsible for conducting the assessment within a specific ward or unit. At the same time,
the data capturing was undertaken by an administrative or clerical staff member assigned by
the Chief Executive Officer (CEO). Overall accountability for the implementation and
oversight of the Ideal Hospital Programme rested with the hospital management team, led by

the CEO, the Clinical Manager, and the Head of Nursing.
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4.4.2.2 Support and Collaboration Among Management and Colleagues

Participants described contrasting experiences of collaboration and accountability in the
implementation of the Ideal Hospital Programme. While some participants (S4, S9)
highlighted strong teamwork, mutual support, and shared learning within departments, many
others (S1, S7, S10) reported working in isolation with minimal guidance from management.
The findings suggest that although interpersonal cooperation within teams was often
effective, cross-departmental collaboration remained limited, with departments operating in
silos (S8, S10). Participants also highlighted that implementation was often dependent on

individual effort rather than institutional systems, making progress unsustainable.

Several participants (S2, S4, S5, S8) identified unclear roles and weak accountability
structures as significant barriers, noting that responsibility for Ideal Hospital Programme
activities was often delegated without follow-up or ownership. This led to inconsistent
implementation and a culture of deferred responsibility, in which staff viewed the programme

as management’s responsibility rather than a shared institutional goal.

Overall, the findings indicate that fragmented communication, weak accountability, and
limited cross-functional engagement hindered the sustainability of Ideal Hospital Programme

practices.

4.4.2.3 Superficial Compliance and Paper-Based Implementation

Participants reported that the Ideal Hospital Programme had increasingly become a paper-
driven, compliance-focused exercise rather than a sustained quality improvement initiative.
Many (S3, S4, S10, S11) described the process as a “tick-box exercise,” with activities
intensifying only during audit periods and fading thereafter. Implementation was largely
reactive, focused on completing checklists rather than embedding standards into daily

practice.

Participants (S1, S2, S5, S7) highlighted limited feedback, guidance, and follow-up after
assessments, noting that results were seldom discussed or used to drive improvement. Some
questioned whether their submissions were even reviewed (S10, S11). The lack of structured
review meetings, debriefings, or accountability mechanisms contributed to staff frustration

and demotivation.
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Several participants (S4, S8, S11) also questioned the credibility of audit outcomes,
suggesting they often misrepresented real conditions due to last-minute preparations. Some
participants (S11) indicated that a standardised tool is used across all hospitals, irrespective of
hospital size or service capacity. As a result, the tool was perceived as inappropriate for
smaller hospitals, as it seemed to impose expectations suited to larger institutions with more
wards, staff, and equipment. Overall, the findings indicate that the Ideal Hospital
Programme’s administrative, audit-oriented culture undermines its goal of continuous

improvement.

4.4.3 Outcomes — how the Ideal Hospital Programme was felt and what the
result was

4.4.3.1 Perceived Benefits and Value

Despite numerous implementation challenges, participants widely acknowledged the Ideal
Hospital Programme's potential to enhance healthcare quality, patient safety, and
organisational efficiency when applied effectively. Many participants (S1, S2, S6, S7, S9)
recognised the Ideal Hospital Programme as a valuable framework for standardising care and
improving patient experiences, noting that it could strengthen service delivery if consistently

supported by leadership and adequate resources.

Participants emphasised that the programme’s structure promotes organisational readiness
and efficiency, enabling better workflow and improved access to essential equipment (S6,
S7). Others (S8, S11) highlighted tangible improvements, including enhanced triage

processes, patient feedback systems, and greater motivation for resource advocacy.

However, participants noted that these benefits were often short-lived and audit-driven, with
teamwork and compliance peaking during assessment periods and declining thereafter (S11).
Overall, participants viewed the Ideal Hospital Programme as a constructive but underutilised
tool, whose transformative potential depends on embedding its principles into daily practice

through consistent leadership, ongoing training, and sustained institutional commitment.
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4.4.3.2 Audit Culture

Participants expressed strong concern that the Ideal Hospital Programme had become
dominated by a culture of audits and superficial compliance, with emphasis on producing
favourable scores rather than achieving genuine, sustainable improvements in hospital
standards. They argued that the focus on external assessments had shifted attention away
from ongoing quality enhancement toward reactive, short-term activities aimed at meeting

audit requirements.

Several participants (S3, S4, S8, S11) described how, in preparation for audits, hospitals
engaged in “window dressing”—temporarily correcting or concealing deficiencies to create
an impression of compliance rather than addressing the underlying causes of non-
performance. As one participant stated, “it’s [audit] time now, we just have to fall around
now, we have to window dress now” (S3), highlighting the reactive and performative nature

of implementation.

Additionally, several participants (S4, S11) described temporarily reallocating or
manipulating resources during audit periods to project an image of compliance. One
participant recounted, “we borrowed supplies or equipment to make sure things are in order
when they come... once the visit is over, the equipment has to go back” (S11). Such
practices, while ensuring short-term audit readiness, were seen as masking persistent resource

and infrastructure challenges, thereby perpetuating a cycle of appearance-based compliance.

Concerns were also raised about the disconnect between documented compliance and actual
service quality. One participant noted that while audit results often suggested high
compliance, “in actual essence... the care the patient receives is not close to 99%” (S11).
Others (S6, S10) expressed frustration with repetitive documentation that failed to yield

tangible improvements: “just documents go tick, tick, tick” (S10).

Collectively, these findings suggest that the audit-driven orientation of the Ideal Hospital
Programme fosters superficial compliance and performative behaviours, in which success is
measured by documentation and short-term corrective actions rather than sustained

improvements in the quality of care.
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4.4.3.3 Workload, Time Pressure, and Emotional Strain

Participants consistently described the implementation of the Ideal Hospital Programme as a
source of significant workload and emotional strain, driven by time pressure, limited
resources, and insufficient managerial support. Many (S1, S2, S11) reported that activities
were conducted reactively and under tight deadlines, with preparation often occurring shortly
before audits. This last-minute approach led to disorganisation, stress, and a reliance on

borrowing equipment or improvising solutions to meet compliance requirements.

Participants (S5, S8, S10, S11) highlighted staff burnout and emotional fatigue, noting that
responsibilities for the Ideal Hospital Programme were added to existing workloads without
additional staffing or support. Chronic staff shortages and unrealistic expectations further
compounded these pressures, creating a cycle of reactive compliance rather than sustained

improvement.

Despite these challenges, some participants (S8, S9, S10) described how collaborative
teamwork and informal knowledge-sharing helped mitigate stress and build resilience.
However, the absence of structured communication, training, and feedback mechanisms (S4,

S7, S9) undermined consistent understanding and implementation.

Overall, the findings suggest that the intensified workload, insufficient support systems, and
lack of ongoing training contribute to staff fatigue, disengagement, and a reactive
implementation culture, limiting the programme’s potential to foster continuous quality

improvement and institutional learning.

4.5 Recommendations from the frontlines

4.5.1 Continuous Monitoring, Feedback, and Accountability

Participants emphasised that the Ideal Hospital Programme should operate as a continuous
quality improvement process rather than a once-off annual audit. They highlighted the need
for regular monitoring, structured feedback, and clear accountability to maintain progress
throughout the year. Many noted that the absence of routine follow-up leads to last-minute,
reactive compliance, undermining sustainability and genuine improvement. Participants
proposed monthly or quarterly reviews, updated Quality Improvement plans, and more

substantial ownership through designated responsibilities. Sustainability was viewed as
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essential, with staff arguing that compliance should reflect everyday practice rather than
short-term audit preparation. Strengthening feedback loops, monitoring systems, and practical
implementation support is therefore critical to transforming the Ideal Hospital Programme
from a compliance tool into a genuine quality improvement mechanism. Overall, participants
advocated a systematic, proactive approach to programme implementation that embeds
accountability, regular evaluation, and continuous engagement to achieve lasting

improvement in hospital performance.

4.5.2 Proposed Structural Improvements

Participants proposed several practical recommendations to improve the structure,
coordination, and fairness of the Ideal Hospital Programme. They called for establishing
formal governance mechanisms, such as a Quality Assurance Committee or a dedicated
Quality Assurance Officer, to ensure consistent oversight and accountability. Many (S7, S8,
S9) emphasised that leadership responsibility should rest with senior management, supported
by clear communication channels and shared accountability across departments. Participants
(S10, S11) also advocated for context-sensitive assessment tools that recognise differences
between rural and urban hospitals and recommended that external or peer assessments replace
self-assessments to enhance credibility. Furthermore, participants highlighted the need for
more precise planning, transparent role definitions, and greater interdepartmental
collaboration to foster a cohesive, proactive implementation culture. Strengthening
coordination, clarifying responsibilities, and promoting a shared culture of ownership are
essential to embed the programme into routine practice rather than treating it as an audit-
driven exercise. Overall, these recommendations reflect staff support for the Ideal Hospital
Programme’s goals but call for systemic reform to ensure equitable, sustainable, and

contextually relevant implementation.

4.5.3 Awareness, Communication, and Staff Support Mechanisms

Participants emphasised the need for greater communication, visibility, and awareness of the
Ideal Hospital Programme among both staff and the wider public. They noted that a limited
understanding of the programme’s goals hindered engagement and motivation across hospital

departments. Several participants (S1, S3, S7) recommended awareness campaigns, regular
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information sessions, and structured mentorship to ensure that all staff understand the
purpose and expectations of the Ideal Hospital Programme. They also proposed establishing
orientation and support systems at the beginning of each assessment cycle to build confidence
and consistency. Overall, participants believed that strengthening communication, visibility,
and mentorship would foster a more informed, motivated, and participatory organisational

culture, ultimately enhancing the success and sustainability of the Ideal Hospital Programme.

4.5.4 Capacity Building and Training

Participants expressed a strong need for structured, ongoing training and mentorship to
support the effective implementation of the Ideal Hospital Programme. Many felt
inadequately prepared for their responsibilities, citing the absence of formal orientation or
continuous learning opportunities. Several participants (S1, S7, S8, S10) emphasised that
training should be institutionalised and inclusive, extending beyond clinical staff to include
administrative and facility management personnel. Others recommended mentorship or
“buddy systems” to provide ongoing guidance and support during assessments. Participants
also highlighted the burden of being expected to manage implementation activities—such as
developing Standard Operating Procedures (SOPs)—without adequate training or support.
Overall, participants believed that comprehensive capacity-building initiatives would enhance
staff competence, confidence, and ownership, thereby improving both compliance and the

long-term sustainability of the Ideal Hospital Programme.
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Chapter Five: Discussion

5.1 Introduction

This study explored the experiences of healthcare staff implementing the Ideal Hospital
Programme in two rural district hospitals in the Western Cape, South Africa. The findings are
discussed using Donabedian’s (2005) model of quality care. This model provides an
analytical framework for interpreting how organisational capacity, implementation practices,

and service outcomes interact to shape hospital quality.

Three main themes emerged: (1) Structural Enablers and Barriers, (2) Process-Related
Challenges, and (3) Outcome-Oriented Opportunities for Improvement. These findings are
consistent with national and global studies on hospital quality improvement in LMIC (Kruk

et al.,2018; Odhus et al., 2024; Matahela et al., 2023).

5.2 Structural Enablers and Barriers

As previously discussed in Donabedian’s framework, the structural elements of a health
system—rtesources, staff, leadership, and infrastructure—form the basis for quality

improvement (Donabedian, 2005).

5.2.1 Inadequate training and communication

Participants consistently described inadequate training, poor communication, and varied
awareness of the Ideal Hospital Programme framework. Many depended on informal
mentorship or self-directed learning. These findings echo those of other South African
studies, which found that unstructured training weakens staff engagement and compliance
with national quality standards (Hindi et al., 2024). Systematic training and feedback
mechanisms are vital for integrating quality frameworks across all service levels and ensuring
alignment with WHO standards of care (Masha et al., 2024). Another South African study on
Quality Improvement interventions in hospitals shows that staff competency in clinical skills
is important for the sustainability of the plan (Matsoso, M., et al., 2020). A positive
development is that the Draft National Quality Improvement Plan proposes workshops for

facility staff as part of its rollout, focusing on maintaining quality improvement activities,
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such as those associated with the Ideal Hospital Programme (National Department of Health,

2018).

5.2.2 Resource and staffing constraints

Resource shortages—including outdated equipment, inadequate infrastructure, and limited
staffing—were among the biggest barriers. Chronic underfunding and resource inequality
remain a major structural issue in South Africa’s health system (Academy of Science of South
Africa, 2024; Gani, 2023; Kredo et al., 2020; Kruk et al., 2018). The absence of basic
resources not only jeopardizes safety and efficiency but also lowers staff morale. Limited
investment in essential hospital infrastructure and workforce development hinders the
provision of sustainable, high-quality surgical and anaesthetic care across the sub-Saharan

region (Birma et al., 2022).

5.2.3 Inconsistent leadership and accountability

Leadership engagement was inconsistent across departments, accompanied by ambiguous
accountability and limited managerial oversight in both hospitals. Others in South Africa
have also concluded that hierarchical leadership structures and inadequate communication
hinder the effective translation of national policies into local practices (Lephogole, 2018;
Michel et al., 2020). Another study conducted in a South African hospital identified engaging
senior management as a key factor for the sustainability of quality improvement projects.
(Matsoso, M., et al. 2020). Effective leadership is a fundamental enabler of continuous
Quality Improvement, fostering ownership and cultivating a culture of shared responsibility
among hospital teams (Odhus et al., 2024; Mash et al., 2024; Academy of Science of South
Africa, 2024).

5.3 Process-Related Challenges

The process dimension of Donabedian’s model focuses on how care and improvement
activities are executed. Participants identified several process-related issues undermining

effective implementation.
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5.3.1 Compliance-driven culture

Participants described the implementation of the Ideal Hospital Programme as a “tick-box”
exercise driven by audit cycles rather than genuine improvement. Quality reforms have
frequently become performative in South Africa when institutions prioritize compliance over
systemic transformation (Michel et al., 2020; Kruk et al., 2018). Similarly, Brima et al (2022)
discovered that many hospital quality initiatives in Africa were primarily audit-oriented and
lacked sustainability, thereby failing to sustain process change. The absence of learning-
based, iterative Quality Improvement processes remains a barrier in LMIC health systems

(Odhus et al., 2024).

5.3.2 Poor collaboration and feedback

Weak interdepartmental collaboration and feedback mechanisms were recurring issues. Once
assessments were submitted, participants reported minimal follow-up or shared learning.
Regular communication between departments enhances process integration and prevents
“siloed” implementation efforts (Mash et al., 2024; Matahela et al., 2023). Studies conducted
in South Africa have highlighted the importance of stakeholder engagement in the successful
implementation and sustainability of quality improvement initiatives (Matsoso, M., ef al.
2020). Engagement of key stakeholders, including clinicians who are directly involved in
patient care as well as patients themselves, has been shown to enhance ownership and
effectiveness of QI processes. Evidence further suggests that “participative innovation” can
be promoted by creating enabling environments that provide safe spaces for collaboration,
increasing responsibility among team members, and recognising the contributions of all
participants involved in improvement efforts. Such approaches help to strengthen motivation,
teamwork and commitment to sustaining quality improvement interventions within healthcare

settings (Matsoso, M., et al. 2020).

5.3.3 Lack of sustainability mechanisms

Staff described the implementation of the Ideal Hospital Programme as episodic and reactive,
with improvement efforts concentrated before audits and fading afterward. This lack of
continuity undermines the sustainability of the process (Kredo et al., 2020; Gani, 2023).

Multiple systematic reviews exploring quality improvement in healthcare identify that
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effective quality systems require institutionalised feedback, ongoing supervision, and
embedded accountability mechanisms to maintain gains over time (Odhus et al., 2024; Brima

etal., 2022).

5.4 Opportunities for Improvement (Outcomes)

Notwithstanding the challenges encountered, participants expressed an optimistic outlook and
identified proactive strategies to improve the effectiveness of the Ideal Hospital Programme.
These insights are consistent with Donabedian’s outcome dimension, which delineates the
observable impacts of structural and process quality on overall health system performance,
staff satisfaction, and patient experience (Donabedian, 2005; Brima et al., 2022; Day et al.,
2025). Sustainable quality improvement requires empowering frontline staff through
participatory processes, fostering local ownership, and providing supportive supervision.
Active staff engagement in continuous improvement initiatives, enabling collaboration,
feedback, and contextual adaptation, reflects these critical enablers rather than compliance-
driven audits and greatly enhances the likelihood of achieving and maintaining quality

outcomes (Odhus et al., 2024; Academy of Science of South Africa, 2024).

5.4.1 Continuous training and mentorship

Participants emphasised the need for structured, continuous training and mentorship
programmes across all staff levels. Such initiatives enhance staff competence and confidence,
aligning with international and South African research that emphasizes that routine skills
development fosters staff engagement and alleviates implementation fatigue (Nyelisani et al.,
2023; Mash et al., 2024; Brima et al., 2022; Odhus et al., 2024). Continuous capacity
building, mentorship, and coaching are essential facilitators of sustainable Quality
Improvement in resource-limited settings, thereby strengthening both staff motivation and
patient outcomes. By integrating structured learning and support systems within the Ideal
Hospital Programme, healthcare institutions can foster a culture of professional development,

accountability, and enduring excellence in the delivery of care.
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5.4.2 Establishing quality committees and feedback systems

Staff proposed establishing multidisciplinary quality assurance committees to conduct regular
internal reviews, monitor progress, and maintain accountability. Structured feedback
mechanisms and data-informed learning cycles are imperative for assessing and enhancing
healthcare quality (Day et al., 2025; Hindi ef al., 2024; Matahela et al., 2023; Odhus et al.,
2024). Routine performance monitoring enables personnel to identify deficiencies, track
progress, and promptly modify interventions, thereby reinforcing both procedural and
outcome-based aspects of care. Participatory Quality Improvement committees cultivate a
sense of ownership, shared accountability, and collective responsibility among staff, which, in

turn, encourages enduring improvements in service delivery and institutional performance.

5.4.3 Contextual adaptation for rural settings

Several participants emphasised the need to adapt Ideal Hospital Programme standards to
reflect rural realities, resource limitations, and facility size. This perspective aligns with Kruk
et al (2018), who advocate for contextual realism in setting quality standards to promote
equity across low-resource hospitals. Studies done in the South African rural context argue
that transforming—rather than merely strengthening—health systems is essential for

achieving universal, high-quality care (Michel et al., 2020; Gani, 2023).

5.5 Contribution to Knowledge

This study contributes new insights into how national quality frameworks, such as the Ideal
Hospital Programme, are experienced and operationalised at the facility level in rural health

systems. It highlights that:

o Leadership visibility and staff engagement are critical to sustaining implementation
(Michel et al., 2020; Nyelisani et al., 2023);
o Compliance-driven monitoring undermines the learning potential of quality

improvement programmes (Gani, 2023; Kredo et al., 2020); and
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o Rural hospitals need context-sensitive frameworks that reflect resource realities,
workforce shortages, and infrastructural constraints (Mukwena and Manyisa, 2022;

Fryatt and Hunter, 2014).

These findings align with global evidence that achieving sustainable quality care in LMIC
requires systems thinking, adaptive leadership, and transformational governance

(Donabedian, 2005; Kruk et al., 2018; Michel et al., 2020).

5.6 Synthesis Through Donabedian’s Model

When viewed through Donabedian’s (2005) framework, the study’s findings illustrate a
systemic relationship between structural weakness, process inefficiency, and suboptimal
outcomes. Multiple studies echo that persistent structural limitations—such as inadequate
resources, fragmented leadership, and insufficient training—have created a cyclical pattern in
which short-term, compliance-oriented efforts repeatedly fail to translate into lasting quality
improvements. This cycle undermines staff motivation, weakens accountability, and prevents
the establishment of sustainable systems for continuous learning and improvement (Kredo et

al., 2020; Mash et al., 2024)

However, participants’ recommendations—continuous training, cross-departmental
collaboration, and quality committees—represent strategies that strengthen structure and
process alignment to achieve improved outcomes. International and national studies highlight
that effective leadership not only guarantees the availability of adequate resources and
systems (structure) but also fosters accountability, teamwork, and ongoing learning within
service delivery processes (Brima et al., 2022; Day et al., 2025). This, in turn, improves

patient outcomes by sustaining quality improvement and organizational resilience.

5.7 Future Research
Future research should examine the implementation dynamics of the Ideal Hospital

Programme across different health system contexts, particularly in rural and resource-limited

areas. Longitudinal and mixed-method studies are recommended to evaluate how structural
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enablers—such as leadership stability, financial autonomy, and organisational culture—affect

the sustainability of quality improvement outcomes (Kredo et al., 2020; Gani, 2023).

Further studies should explore leadership and accountability models that strengthen
participatory governance and staff motivation, identified here as key yet underdeveloped
elements of the Ideal Hospital Programme (Michel ef al., 2020; Nyelisani et al., 2023).
Research focusing on context-sensitive framework adaptations, training models, and
mentorship strategies would also inform future policy and practice (Odhus ef al., 2024; Brima
et al., 2022). Furthermore, community participation mechanisms such as hospital boards and
clinic committees are recognized as important governance structures that facilitate
communication between health facilities and the communities they serve. They help ensure
that health services respond to local needs and expectations, which is regarded as a key
element for the success and sustainability of the Ideal Hospital Program (Begg, K. ef al.
2018). These mechanisms should also be explored further in additional studies. Lastly,
evaluating the impact of continuous feedback systems on both staff behaviour and patient
outcomes will provide evidence to guide the transformation of the Ideal Hospital Programme
from a compliance-driven exercise into a sustainable culture of learning and improvement

(Donabedian, 2005; Kruk ef al., 2018)

5.8 Summary

The discussion demonstrates that while the Ideal Hospital Programme provides a valuable
policy framework, its implementation in rural South African hospitals remains hindered by
weak structural capacity, fragmented processes, and reactive compliance cultures (Mash et
al., 2024). Addressing these issues requires systemic transformation—not merely periodic
audits—through targeted training, resource investment, leadership development, and context-
sensitive evaluation. Embedding quality improvement into the daily fabric of hospital
practice, supported by multidisciplinary committees and continuous learning, can drive the

shift from compliance to sustainability (Kruk ez al., 2018; Odhus ef al., 2024).

54



5.9 Strengths

The study was conducted in the district where I worked as a Quality Assurance Coordinator,
providing me with a better understanding of the Ideal Hospital Programme and the dynamics
of the District Health System. I was familiar with the district's communication structure,
which made it easy for me to communicate with the medical managers after PDOH approved
the study. My knowledge of the implementation process of the Ideal Hospital Programme in
the district has enabled me to identify the staff categories most suitable to participate in the
study. I was able to communicate with them directly after obtaining approval from the
medical managers at both hospitals. My knowledge of the Ideal Hospital Programme gave me
the opportunity to probe further during the interview process, when I realized the participant
had not understood or provided enough feedback on my questions, allowing me to ask

follow-up questions and elicit richer responses to the open-ended questions.

5.10 Limitations

This study has limitations. It was conducted at only two rural district hospitals in the Western
Cape, limiting geographical scope and transferability to urban hospitals or other provinces
with different resources. Qualitative studies aim to provide contextual insights rather than
statistical generalizability (Creswell, 2014). While the findings offer insight into rural
implementation challenges, they do not necessarily reflect the experiences of all facilities

implementing the Ideal Hospital Programme in South Africa.

This study utilised self-reported interview data, which may be prone to bias or selective
reporting, with participants potentially underreporting challenges or overemphasising
resource constraints. Staff participation was constrained by limited researcher—participant
contact, as communication was limited to email or phone. In addition, two medical managers
opted not to participate, limiting the availability of managerial insights. To address these
limitations, confidentiality was assured, and participants were encouraged to provide honest
and accurate responses. Similar issues are common in qualitative health studies, where

perspectives reflect perceived rather than objective realities (Ritchie and Lewis, 2013).

Despite these limitations, the study provides rich and credible insights into the

implementation of the Ideal Hospital Programme in rural health settings. Its methodological
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rigour, including verbatim data analysis and thematic cross-checking, enhances

trustworthiness and relevance to practice and policy
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Chapter Six: Recommendations And Conclusion
6.1 Recommendations from the study

Recommendations from study participants were presented earlier. This section presents the
study's overall recommendations. The findings of this study highlight that while the Ideal
Hospital programme in rural district hospitals provides a valuable framework for improving
hospital services, its effectiveness is constrained by fragmented leadership, resource
constraints, and a culture of compliance rather than continuous improvement. To address
these challenges, the following recommendations are proposed across three interrelated levels

— national, district/subdistrict, and facility/individual.

e National and Provincial DOH:

o Greater investment in health is required to address persistent resource constraints
affecting service delivery.

o Develop a clear and comprehensive “how-to” implementation guide for the Ideal
Hospital Programme, outlining specific procedures, timelines, and performance
indicators.

o Ensure that the guide is accompanied by structured national/provincial training
programmes for all hospital categories, including clinical and non-clinical
departments, to standardise understanding and expectations.

o Create a Quality Assurance Coordinator post for each Sub-District to support with the
implementation and maintenance of the Ideal Hospital Programme.

¢ District and subdistrict DOH:

o Establish SOPs to define the clear roles and responsibilities of staff responsible for
completing various components of the Ideal Hospital Programme assessment.

o Establish comprehensive training materials and structured learning opportunities on
the Ideal Hospital Programme, encompassing implementation processes,
interpretation of assessment tools, Quality Improvement Plans, and mechanisms to
support long-term sustainability.

o Facilitate inter-facility mentorship and learning exchanges to strengthen uniformity in
implementation practices across the district/ sub-district.

o Implement quarterly feedback mechanisms between sub-district management and

facilities to track performance, address barriers, and encourage accountability.
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e Facility and individual:

o Integrate the Ideal Hospital Programme into routine operational planning and staff
performance reviews to promote year-round engagement rather than once-off
compliance exercises.

o Appoint departmental quality champions or focal persons to ensure accountability,
follow-up, and maintenance of standards between audits.

o Promote peer-to-peer learning and reflective practice sessions to foster shared
ownership, teamwork, and innovation in problem-solving.

o Establish a feedback loop between management and frontline staff to communicate
assessment results, celebrate successes, and identify areas for improvement, thereby

enhancing motivation and transparency.

6.2 Conclusion

The Ideal Hospital Programme remains a critical, though underutilised, framework for
improving hospital quality in South Africa. Although the programme is conceptually aligned
with international best practice, its implementation is often hindered by fragmented
leadership, resource shortages, and an audit-oriented culture. These barriers reflect the

persistent structural inequities within South Africa’s public health system.

The study aimed to explore the experiences of Department of Health staff in implementing
the Ideal Hospital Programme in two rural district hospitals. By using the Donabedian’s
framework, three major themes emerged from the data: 1) Organisational and individual
challenges affecting implementation; 2) Implementation as a compliance exercise rather than
a continuous improvement process; and 3) Opportunities for strengthening and sustaining

quality improvement.

The findings revealed a tension between policy intent and implementation reality, where
insufficient resources, weak leadership, and audit-driven practices limited the Ideal Hospital

Programme’s potential to improve patient care.

At present, the Ideal Hospital Programme functions more as a compliance mechanism than a

dynamic learning framework. Participants’ experiences revealed that, while staff are
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committed to quality care, their efforts are constrained by poor communication, limited
resources, and inconsistent supervision. These findings echo studies showing that meaningful

quality improvement requires embedded systems of feedback, mentorship, and teamwork.

To realise the full potential of the Ideal Hospital Programme, South Africa’s hospitals must
transition to a culture of continuous learning, underpinned by collaborative leadership,
contextual adaptability, and staff empowerment. Embedding these principles into everyday
hospital practice will not only strengthen institutional performance but also advance broader

goals of equity, patient safety, and systemic resilience.

59



References

Academy of Science of South Africa (ASSAfY). (2024) Achieving Good Governance and
Management in the South African Health System. Pretoria. Available at:
http://dx.doi.org/10.17159/assaf.2024/95

Baker, R. (1993) Avedis Donabedian: an interview. Quality in Health Care. pp40—46.

Begg, K. et al. (2018) Development of a national strategic framework for a high-quality
health system in South Africa / South African Health Review. Sabinet. Available at:
https://journals.co.za/doi/abs/10.10520/EJC-144dab3906

Best, M. and Neuhauser, D. (2004) Avedis Donabedian: father of quality assurance and poet.
Pretoria: Health System Trust. 13(6). pp472—473. Available at:
https://doi.org/10.1136/qshc.2004.012591.

Bhuka, N.W., Collinge, J., Faure, K., et al. (2013) Regulating the Quality of Health Services:
Benchmarking of Approaches, Institutions and Systems. Pretoria: Department of Health.
Available at: www.doh.gov.za (Accessed: 12 July 2024).

Brima, N., Morhason-Bello, 1.O., Charles, V., Davies, J. and Leather, A.J.M. (2022)
Improving quality of surgical and anaesthesia care in sub-Saharan Africa: a systematic
review of hospital-based quality improvement interventions. BMJ Open. 12(10). Available at:
doi:10.1136/bmjopen-2022-062616 (Accessed: 27 October 2025).

Creswell, J.W. (2014) Research Design: Qualitative, Quantitative and Mixed Methods
Approaches. 4th ed. Thousand Oaks: Sage.

60


http://dx.doi.org/10.17159/assaf.2024/95
https://journals.co.za/doi/abs/10.10520/EJC-144dab3906
https://doi.org/10.1136/qshc.2004.012591
http://www.doh.gov.za/

Day, L.T. et al. (2025) Global prioritised indicators for measuring WHO's quality-of-care
standards for small and/or sick newborns in health facilities: development, global
consultation and expert consensus. BMJ Open. 15(10), p. e100338. Available at:
doi:10.1136/bmjopen-2025-100338 (Accessed: 27 October 2025).

Donabedian, A. (2005) Evaluating the quality of medical care. United States: Blackwell
Publishing Inc. pp691-729. Available at: https://doi.org/10.1111/1.1468-0009.2005.00397 .x.

Fryatt, R. and Hunter, J. (2014) The Ideal Clinic in South Africa: Planning for
implementation. Pretoria: SAHR. pp23-33. Available at: https://www.hst.org.za/publications/
(Accessed: 12 August 2024).

Gani, S. (2023) 4 critical review of the sustainability of South Africa’s health system, user
satisfaction and key performance scores. Pretoria: International Journal of Environmental,

sustainability and social science. 4(3). pp927-942.

Hindi, A.M.K., Campbell, S.M., Jacobs, S. and Schatheutle, E.I. (2024) Developing a quality
framework for community pharmacy: a systematic review of international literature. BMJ

Open. 14(2). Available at: doi:10.1136/bmjopen-2023-079820 (Accessed: 27 October 2025).

Kredo, T., Cooper, S., Abrams, A., et al. (2020) Building on shaky ground — challenges to
and solutions for primary care guideline implementation in four provinces in South Africa: A
qualitative study. BMJ Open. 10(5). Available at: https://doi.org/10.1136/bmjopen-2019-
031468.

Kruks, M.E., Gage, A.D., Arsenault, C., Jordan, K., Leslie, H.H., Roder-DeWan, S. et al.
(2018) High-quality health systems in the Sustainable Development Goals era: time for a
revolution. Boston, USA: The Lancet Global Health. 6(11), pp. e1196—e1252. Available at:
https://www.ncbi.nlm.nih.gov/pubmed/30196093 (Accessed: 27 October 2025).

61


https://doi.org/10.1111/j.1468-0009.2005.00397.x
https://www.hst.org.za/publications/
https://doi.org/10.1136/bmjopen-2019-031468
https://doi.org/10.1136/bmjopen-2019-031468
https://www.ncbi.nlm.nih.gov/pubmed/30196093

Kurk, M., Pate, M. (2019) The Lancet Global Health Commission on High-Quality Health
Systems 1 year on: progress on a global imperative. London: The Lancet Global Health.

Available at: www.thelancet.com/lancetgh (Accessed: 26 January 2026).

Lembethe, M.A.C. (2024) Ideal Clinic Realisation and Maintenance (ICRM) programme

workshop progress status update. Pretoria: National Department of Health.

Lephogole, M. (2018) Challenges to attain extreme measures for patient safety, clinical
governance, and care of the national core standards for health establishments in a district

hospital in Tshwane, Gauteng. Pretoria: University of Pretoria.

Mash, R.J. et al. (2024) Implementation of the patient safety incident guideline in district
health services, Western Cape. Cape Town: South African Family Practice. 67(1). Available
at: doi:10.4102/safp.v6711.6108 (Accessed: 27 October 2025).

Matahela, R.S., Adekola, A.P. and Mavhandu-Mudzusi, A.H. (2023) Exploring quality
standards implementation at a South African municipality s health facilities. Pretoria:

Curationis. 46(1). Available at: https://doi.org/10.4102/curationis.v4611.2416.

Matsoso, M. et al. (2020) The South African Health Reforms, 2015-2020: the road ahead.
Johannesburg: Wits Health Consortium. Available at:
https://www.hrsp.co.za/Portals/0/Documents/2023/SAHR_final 17.10.22.pdf

Michel, J., Obrist, B., Barnighausen, T., et al. (2020) What we need is health system
transformation and not health system strengthening for universal health coverage to work:
Perspectives from a National Health Insurance pilot site in South Africa. Cape Town: South
African Family Practice. 62(1). ppl—15. Available at:
https://doi.org/10.4102/safp.v6211.5079.

62


http://www.thelancet.com/lancetgh
https://doi.org/10.4102/curationis.v46i1.2416
https://www.hrsp.co.za/Portals/0/Documents/2023/SAHR_final_17.10.22.pdf
https://doi.org/10.4102/safp.v62i1.5079

Mukwena, N.V. and Manyisa, Z.M. (2022) Factors influencing the preparedness for the
implementation of the national health insurance scheme at a selected hospital in Gauteng
Province, South Africa. Pretoria: BMC Health Services Research. 22(1). Available at:
https://doi.org/10.1186/s12913-022-08367-7.

National Department of Health South Africa. (2018) Draft National Quality Improvement

Plan. Pretoria.

National Department of Health South Africa. (2018) Ideal Hospital Realisation and
Maintenance Framework manual 2018 Draft (next version end Oct). Pretoria. Available at:

www.doh.gov.za (Accessed: 17 July 2024).

Nyelisani, M., Makhado, L. and Luhalima, T. (2023) 4 professional nurse s understanding of
quality nursing care in Limpopo province, South Africa. Thohoyandou: Curationis. 46(1).

Available at: https://doi.org/10.4102/curationis.v46i1.2322.

Odhus, C.O., Kapanga, R.R. and Oele, E. (2024) Barriers to and enablers of quality
improvement in primary health care in low- and middle-income countries: a systematic
review. PLOS Global Public Health, 4(1), e0002756. Available at:
https://doi.org/10.1371/journal.pgph.0002756. (Accessed: 25 October 2025)

Republic of South Africa. (2004) Government Gazette Republic of South Africa: National
Health Act. Pretoria. Available at: https://www.gov.za/documents/acts/national-health-act-61-

2003-23-jul-2004 (Accessed: 18 July 2024).

Ritchie, J. and Lewis, J. (2013) Qualitative Research Practice: A Guide for Social Science

Students and Researchers. London: Sage.

63


https://doi.org/10.1186/s12913-022-08367-7
http://www.doh.gov.za/
https://doi.org/10.4102/curationis.v46i1.2322
https://doi.org/10.1371/journal.pgph.0002756
https://www.gov.za/documents/acts/national-health-act-61-2003-23-jul-2004
https://www.gov.za/documents/acts/national-health-act-61-2003-23-jul-2004

Ritchie, J., Lewis, C., McNaughton Nicholls, C., et al. (2014) Qualitative research practice:

a guide for social science students and researchers. Los Angeles: Sage.

Robson, C., and McCartan, K. (2016) Real World Research, 4th Edition. United Kingdom:
Johan Wiley and Sons Ltd. Available at:
https://www.researchgate.net/publication/321498176_Real World Research_4th Edition
(Accessed: 1 August 2023).

South Africa National Department of Health. (2023) Ideal Hospital Framework (1 April
2023) Version 2. Pretoria. Available at: https://www.idealhealthfacility.org.za/ (Accessed: 1
August 2024).

Western Cape Department of Health. (2023). Ideal Hospital Programme: Guidelines for

Implementation and Quality Improvement. Cape Town.

Western Cape Department of Health. (2024). Ideal Hospital Realisation and Maintenance

Framework and Assessment Cycle. Cape Town.

World Health Organization. (2020) Fact sheet: Quality Health Service. Web Page. Available
at: https://www.who.int/news-room/fact-sheets/detail/quality-health-services (Accessed: 15

August 2024).

64


https://www.researchgate.net/publication/321498176_Real_World_Research_4th_Edition
https://www.idealhealthfacility.org.za/
https://www.who.int/news-room/fact-sheets/detail/quality-health-services

Annexures

Annexure 1: Information letter to participants

Information Sheet: Department of Health staff / key informants

Topic: Implementing the ideal hospital programme in two rural district hospitals in the West Coast
District, Western Cape Province, South Africa: A qualitative study of staff perspectives.

Dear (insert name)

I, Johanna Cillié, am pursuing my Master in Public Health degree in the Department of School of Public
Health at the University of the Western Cape, South Africa. | would like to invite you to take part in
my research project. Please take time to read the following information carefully, and please feel free

to ask questions if anything you read is not clear or if you’d like more information.

What is the study about?

South Africa's constitution guarantees the right to health and has established regulations within the
law to ensure the delivery of quality healthcare. Despite being based on the successful
implementation of the Ideal Clinic Programme, the Ideal Hospital programme has encountered
difficulties in being implemented, even after being revised in 2021. The lack of literature on the staff's
perspectives regarding the Ideal Hospital Programme may impede progress in enhancing the health
system's performance and quality of care. This research investigates the experiences of Department
of Health (DOH) staff involved in implementing the Ideal Hospital Programme in two rural district

hospitals in the West Coast district of the Western Cape, South Africa.

Why are you being invited to participate in this study?

You are invited to participate in this study because you are an employee of the Department of Health
engaged with the Ideal Hospital Programme. Your input will be invaluable in helping us understand
how to improve the Ideal Hospital Programme and provide better support to enhance sustainability
and quality of care. This will involve:

1. Understanding the experiences of the staff implementing the Ideal Hospital Programme to explore
if health workers think standards have improved due to the programme.

2. Understanding the perceived challenges when implementing the Ideal Hospital Programme in rural

district hospitals.
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3. Identifying opportunities to strengthen the Ideal Hospital Programme based on the perspectives of

those implementing it.

What will you be expected to do in this study?

If you agree to participate in this study, you will be asked to do an in-depth interview. You will sit down
with the researcher, Johanna Cillié, at a comfortable place for you and have an interview. You will be
briefed on the purpose and goals of the study, and you will receive an explanation of the study details
and the opportunity to ask questions. The interview will be private and will last 30-45 minutes. The
interview will be done at a time that suits you the best. | will request that the interview be audio-

recorded. The interview will be conducted in either Afrikaans or English.

What are the potential risks involved in this study?

Participating in this research study may involve some risks. Sharing information from your personal
experience may result in you feeling uncomfortable or embarrassed. Nevertheless, we will minimize
such risks and promptly assist you if you experience psychological discomfort during the study. If a key
informant expresses distress, we will stop the interview immediately. Participants expressing distress
will be referred to the hospital's human resources office for support. They will refer you to Lyra, the

supporting partner for the Department of Health for mental health in the Western Cape.

What are the potential benefits involved in this study?

Participants will not receive any benefits or reimbursements. However, the findings of this study may
help improve the implementation of the Ideal Hospital Programme and enhance the quality of care at
the hospital. Hopefully, this study will benefit others by enhancing their understanding of the staff
experience working with the Ideal Hospital Programme. The results of this research project will be

used to assist policymakers in the Western Cape Province and the National Department of Health.

What COVID 19 Protocols are in place? (If applicable)

Not applicable.

Will my details be kept confidential?

Your information will be kept confidential. The researcher will undertake efforts to protect your

identity and the nature of your contribution. To ensure anonymity, the interview will not contain
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information that may personally identify you. Participation in the study is voluntary. You will be asked
to complete a consent form if you consider participating. Your name will not be included in the data
collected from this interview. An identification code will be linked to your name, and only the
researcher can access the identification code. To ensure your confidentiality, all data will be locked in
a lockable cupboard, identification codes will be used, and all computer files will be password-
protected. All audio recordings will be erased after the project is completed. Your identity will be

protected if we write a report or article about this research project.

In terms of the requirements of the Protection of Personal Information Act (Act 4 of 2013), please

note additional information:

What type of personal information will be collected?
The researcher will ask you to complete your name and surname on the consent form. You will also

be asked about your work area and role in the team implementing the Ideal Hospital Programme.

Who at UWC is responsible for collecting and storing my personal information?
The researcher will be responsible for collecting and storing all your personal information. It will be
stored electronically on a password-protected computer and as hard copies locked in a drawer for five

years.

Who will have access to my personal information outside of UWC?
The information you share will not be accessible to anyone not directly involved in the study. Access
to this data will be restricted to the students and supervisors who will assist with analyzing and

publishing the results.

How long will my personal information be stored?

Electronic data will be kept on the researcher’s/supervisor’s password-protected computer for five
years and deleted after that. Hard copies will be kept in a locked drawer for five years and deleted
after that.

How will my personal information be processed?

Your identification will be protected using an identification code allocated to your name.

Who do | contact for further information?

Should you require any further information, please do not hesitate to contact me, Johanna J Cillié, on
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my cell phone (0727841418) or via email (4320246@myuwc.ac.za ). Alternatively, you may contact

my supervisor, Asha George, in the Department of Public Health, University of the Western Cape

(UWC), asgeorge@UWC.ac.za (cell/tell 021 9592809).

To report any adverse or unexpected effects emergent from this research, please contact the ethics
committee below:

Biomedical Research Ethics Committee

Research and Postgraduate Division

University of the Western Cape

Private Bag X17

Bellville 7535

Tel: 021959 4111

Email: research-ethics@uwc.ac.za

This information sheet is for you to keep so that you can be aware of the purpose of the study. With

your signature on the attached consent form, you indicate that you understand the purpose of the

exercise.
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Annexure 2: Interview guide

Data collection tool — DOH staff / key informant interview guide

Thank you for joining us today. We are conducting interviews to understand the experiences
of health workers and other DOH staff involved in implementing the Ideal Hospital
Programme in rural district hospitals in the West Coast district of the Western Cape. Your
participation is crucial, and we would be grateful if you would consider consenting to
participate in the interview. Please note that any information shared during the interview will
be kept confidential, and your identity will be protected using a specific code. Your input will
be invaluable in helping us understand how to improve the Ideal Hospital Programme and
provide better support to enhance sustainability and quality of care. We want to explain the
risks and benefits of participating in the interview and study, and clarify your position within

the hospital. Thank you for your time and participation.

A. To understand the experiences of the staff implementing the ideal hospital
programme.

1. What is your current role in the hospital?

2. How long have you had this role?

3. Can you describe what you understand the Ideal Hospital Programme to be about?

a. How was the Ideal Hospital Programme initially introduced to you?

4. Can you describe your experience implementing the Ideal Hospital Programme as an
individual, a team member, or a member of the broader hospital staff? (We will go
through each question separately)

a. What was your experience as an individual implementing the Ideal Hospital
Programme?

b. What was your experience with the team implementing the Ideal Hospital
Programme?

c. What was your experience as part of the broader hospital staff implementing
the Ideal Hospital Programme?

5. What support do you get with implementing the Ideal Hospital Programme in your
work area?

a. Probe: Who supports you and how does that look in practice

b. Probe: What support would be helpful to implement the programme better
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B. To understand the perceived challenges when implementing the Ideal Hospital
Programme in rural district hospitals.
6. What are the requirements needed to implement the Ideal Hospital Programme?
a. What do you think is the value of the Ideal Hospital Programme for this
hospital?
b. What are some of the challenges you experienced implementing the Ideal

Hospital Programme

C. To identify opportunities to strengthen the Ideal Hospital Programme based on the
perspectives of those implementing it.
7. How do you support the continuity of the Ideal Hospital Programme?
8. How would you improve the Ideal Hospital Programme?
9. What can the district management team or others at the hospital do to strengthen the

Ideal Hospital Programme?

D. I have been interviewing the Medical Manager, the Head of Nursing Service, and all
the ward Operational Managers. Who else played a key role in implementing the

Ideal Hospital Programme? Why do you think so?
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Annexure 3: Consent form for participants

Participant (interview)

Consent Form University of the Western Cape

Project Title: Implementing the ideal hospital programme in two rural district
hospitals in the West Coast District, Western Cape Province, South Africa: A
qualitative study of staff perspectives.

Researcher: JJ Cillié

Please initial the boxes to show your agreement and understanding of what is expected for
this study.

1. | confirm that | have read and understood the information sheet explaining the
above research project and | have had the opportunity to ask questions about the project.

2. lunderstand that my participation is voluntary and that | am free to withdraw at any time
without giving any reason and without there being any negative consequences. In addition,
should | wish to withdraw, | may contact the lead researcher at any time to do so).

3. lunderstand my responses and personal data will be kept strictly confidential.

4. | give permission for members of the research team to have access to my responses without
revealing any part of my identity.

5. | understand that my name will not be linked with the research materials, and that | will not be
identified or identifiable in the reports or publications that result for the research.

6. | agree for the anonymized data collected to be used in future research. (Circle the appropriate
answer). Yes |/ No

7. | hereby agree to be audio recorded. (Circle the appropriate answer). Yes |/ No

8. | hereby agree to be video recorded. (Circle the appropriate answer). Yes / No

In terms of the requirements of the Protection of Personal Information Act (Act 4 of 2013),
personal information will be collected and processed:

O | hereby give consent for my personal information to be collected, stored, processed and
shared as described in the information sheet.

O I do not give consent for my personal information to be collected, stored, processed and
shared as described in the information sheet.

Name of Participant Date Signature
(or legal representative)
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Name of person taking consent Date Signature
(If different from lead researcher)

Supervisor Date Signature

Copies: All participants will receive a copy of the signed and dated version of the consent form and
information sheet for themselves. A copy of this will be filed and kept in a secure location for research

purposes only.
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Annexure 4: BMREC approval

UNIVERSITY ﬂf the Directorate: DVC: Research and Innovation
WESTERN CAPE it:lr:e:;ihzt:-e::gluﬂ::nt and Pastgraduate Support

Email- research-ethics@uwc.ac.za

13 December 2024

Mrs JJ Cillie
School of Public Health
Faculty of Community and Health Sciences

BMREC Reference Number: BM24/10/19

Project Title: Implementing the Ideal Hospital Program in two rural
district hospitals in the West Coast District, Western
Cape Province, South Africa: A qualitative study of
staff perspectives.

Approval Period: 13 December 2024 — 12 December 2025

I hereby certify that the Biomedical Science Research Ethics Committee of the University of the
Western Cape approved the scientific methodology and ethics of the above-mentioned research
project.

Any further amendments, extension or other modifications to the protocol must be submitted to
the Ethics Committee for approval.

Please remember to submit an annual progress report at least two months before expiry date.
Failure to submit your annual progress report on time will result in the immediate lapse of
your ethics approval and you will have to resubmit an entirely new ethics application.

For permission to conduct research using UWC student and/or staff data or to distribute research
surveys/questionnaires at UWC please apply via:
https://sites. google.com/uwc.ac.za/permissionresearch/home

The permission letter must then be submitted to EMREC for record keeping purposes.

The Committee must be informed of any serious adverse event and/or termination of the study.

Ms Fatricia Josias

Coordinator: Research Ethics
University of the Western Cape

NHREC Registration Number, REC-1304 16-050
University of the Western Cape, Robert Sobukwe Road, Bellville 7535, Republic of South Africa
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Annexure 5: PDOH approval — Swartland hospital

Western Cape Directorate: Health Intelligence
Government Health.Research@westerncape.gov.za
24th Hoor, 4 Dorp Street

Cape Town, 8001

REFEREMCE: WC_202501_008
EMQUIRIES: Dr Glynis Denicker

For attentfion: Ms Jehanna Jacomina Cillie

Re: Approval of research at Swartland Hospital

Study Reference: WC_202501_008

Study Title: Implementing the ideal hospital program in two reral district hospitals in the West Coast District, Western Cape
Province, South Africa: A qualitative study of staff perspectives.

Thank you for submitting your proposal to undertake the above-mentioned study. We are pleased to inform you that the
department has granted you approval for your research.
Please contact the following people to assist you with any further enguines:

Swartland Hospital
Facility contact person: Dr Beverley Williams
Contact Details: Email: Beverley.Williams@westerncape.gov.za Telephone:

Kindly ensure that the following are adhered to:

1.  Amangements can be made with managers, provided that normal activities af requested facilities are not
interrupted and staff are not put under pressure to comply with the research activities.

2. Researchers must provide the department with an electronic copy of a Final Report using the Annexure 5
template within six months of completion of research. This can be submitted to
Health.Research@westerncape.gov za. Future research will not be alowed on the health platform if a Anal
Report is not submitted.

3. In the event where the research project goes beyond the estimated completion date which was submitted, or
the final date of the ethics clearance letter, researchers are expected to complete and submit a progress
report [Annexure 8) and an updated ethics clearance letter fo Health Research@westerncape gov.za. Failure
to do so will render this approval letter void.

4. Please note that if yvou are conducting a folder audit, and you do not have consent from individual study
parficipants/subjects, you may not capture identifiable patient information in your databaose, as per the
Protection of Personal Information Act 4 of 2013 [POFIA).

3. [If you do have consent from individual parficipants in this study, and you are collecting identifiable patient data
through your chosen research methodology, you should not keep the data for any longer than is required to
complete this research, as per POPIA.

4. The reference number above should be quoted in all future corespondence.

Yours sincerely

Lesley Shand
Acting Director: Health Inteligence

Health

Western Cape Government

DATE: 14 February 2025

https://www.westermncape.gov.za/general-publication/health-research-approval-process
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Annexure 6: PDOH approval — Vredenburg hospital

Western Cape Directorate: Health Intelligence
Government Health.Research@westerncape.gov.za
24th Foor, 4 Dorp Street

Cape Town, 8001

REFERENCE: WC_202501_008
ENGQUIRIES: Dr Glynis Denicker

For attention: Ms Johanna Jacomina Cillie

Re: Approval of research at Vredenburg Hospital

Study Reference: WC_202501_008

Study Title: Implementing the ideal hospital program in two rural district hospitals in the West Coast District, Western Cape
Province, South Africa: A qualitative study of staff perspectives.

Tharnk you for submitiing your proposal to undertake the above-mentioned study. We are pleased to inform you that the
department has granted you approval for vour research.
Please contact the following people to assist you with any further enguines:

Vredenburg Hospital
Facility contact person: Dr Johonna Van Schallewyk
Contact Details: Email: Johanna.Van Schalkwyk@westerncape.gov.za Telephone:

Kindly ensure that the following are adhered to:

1.  Amangements can be made with managers, provided that normal activities af requested facilities are not
intemupted and staff are not put under pressure to comply with the research activities.

2 Researchers must provide the department with an electronic copy of a Final Report using the Annexure 7
template within six months of completion of research. This can be submitted to
Health.Ressarchi@westerncape.gov.za. Future research will not be alowed on the health platform if a Anal
Feport is not submitted.

3. In the event where the ressarch project goes beyond the estimated completion date which was submitted, or
the final date of the ethics clearance letter, researchers are expected to complete and submit a progress
report [Annexure 8) and an updated ethics clearance letter to Health.Research@westerncape.gov.za. Failure
to do so will render this approval letter void.

4. Please note that if you are conducting a folder audit, and you do not have consent from individual study
parficipants/subjects, you may not capture identificble patient informnation in your database, as per the
Protection of Personal Information Act 4 of 2013 [POPIA).

3. [ you do have consent from individual participants in this study. and you are collecting identifiakle patient data
through your chosen research methodology, you should not keep the data for any longer than is required to
complete this research, as per POPIA.

&.  The reference number above should be quoted in all future corespondence.

Yours sincerely

Lesley Shand
Acting Director: Health Infeligence

Health

Western Cape Govemnmment

DATE: 0F May 2025

https:/fwww.westerncape.gov.za/general-publication/health-research-approval-process
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