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Why -PHC re-engineering? 
•The health system needs to find its focus 

Outwards as service-related organisation to take services to the 
people to improve and maintain health in all aspects, of 
communities and individuals; 

Inwards to create a motivated, enthusiastic committed health 
workforce in sufficient numbers and appropriately skilled to 
achieve this. 

Create an environment where all available resources are used 
(including academia & private sector with all its human resources 
e.g. doctors, pharmacists) 

•The time is right and the necessary political will is strong 
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Ideal Clinic model

• Ideal clinic –refers to a facility (clinic) 

which has been developed to a perfect/ 

ultimate model to be used as an example 

for other facilities to benchmark. 

• An "ideal clinic", according to a prototype 

developed by the health department, consists of 

10 domains, which in turn consist of 10 

components and 185 subcomponents.
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Sustainability Of the Project

• Real involvement  at facility by district, province and national level

• Engaging  in interventions at PHC clinic level alongside the clinic, 
district and provincial management to determine the causes of 
bottlenecks and how best to address  these

• Documenting  decisions and process flows pertaining to effective 
and efficient solutions to ensure sustainable improvements

• Compile decisions and process flows into a manual for creating  and 
maintaining an ideal clinic

• Provide training on the ideal clinic manual



Organise patient flow in a way that minimises the exposure of 

non-infectious to infectious AND reduces waiting times
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Challenges for the SA health system

• BoD from HIV & AIDS and NCDs

• A weak health system due to: 

• Lack of leadership at various levels

• Lack of innovation and uptake of innovations

• Lack of and poor  financial resource allocation  & spending 

• Operational inefficiencies

• Lack of devolution of authority 

• Low health worker morale

• Poor quality of care 

• Inability to prevent new and emerging epidemics(MDR‐TB), 

• Inadequate  HR (numbers and properly trained)
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Integrated clinical services

• WHO defined integrated service delivery as

– “the organization and management of 

health services so that people get the care 

they need, when they need it, in ways that 

are user friendly, achieve the desired results 

and provide value for money”.



Clinical Services Integration

• Service integration means blending either some 

of the elements of, or all aspects of one service 

into the regular functioning of another service.



Integrated Chronic Disease Management Model 





What is the ICDM model?

• A health system strengthening model 

• Builds on the strengths of the HIV programme 

• To deliver integrated care to patients with chronic 

diseases 

• Takes a patient-centric view that encompasses the 

full value chain of continuum of care and support
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What is the ICDM?

Integrated Chronic Disease Management (ICDM) is a 

– model of managed care 

– that provides for integrated prevention, 
treatment and care of chronic patients at primary 
healthcare level (PHC)

– to ensure a seamless transition to ‘assisted’ self-
management within the community by taking a 
patient-centric view

– that encompasses the full value chain of 
continuum of care and support.
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Purpose of the ICDM
• To achieve optimal clinical outcomes for 

patients with chronic diseases (communicable 
and non-communicable) by:

– Ensuring the coordination of care and transitioning 
to self-management at a community level 

– Using the health system building block framework, 
to improve the efficiency and decrease the strain 
on the health care system 

– Maintaining the economic and social productivity of 
the patient

– By developing an individual's sense of 
responsibility for their own health

15



Why do we need ICDM?

• South Africa has poor health indicators and 

outcomes despite spending more on health than 

any other African country. 

• Two significant contributors to the poor health 

outcomes: 

– The burden of disease 

– The health system challenges 
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Burden of chronic diseases

• Non communicable diseases - the highest 

contributor to the mortality (40.8%) and to the DALYs 

(33%) and the 3rd most significant contributor to YLL 

(22.8%)- BOD 2000

• Number of patients receiving ART increased 

– 47 500 (95% CI 42 900 – 51 800) middle of 2004 

– to 1.79 million (95% CI 1.65 - 1.93 million) end of 

June 2011. 

– CURRENTLY close to 2 million
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What are the implications for patients ?

• Antiretroviral treatment (ART) has transformed HIV & 

AIDS into a chronic disease,

• People with HIV are living longer and ageing, 

• Developing non-HIV-related chronic conditions similar 

to the rest of the population. 

• Some non-communicable diseases are related to HIV 

infection itself and to the side effects of some of the 

medicines used to treat HIV infection
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Implication of the increased 

chronic disease burden on health 

system?
• Provision of affordable and effective care to 

increasing number of people

• The health system will be overburdened

• Chronic patients require frequent visits to 

healthcare facilities for constant care 

• Attention will be required over a long period of 

time 
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What do we mean by chronic disease?

• Chronic refers to a condition that continues or 

persists and will require management over an 

extended period of time (usually more than 6 

months)

• WHO defintion: 

– Long duration and generally slow progression
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Conditions included as Chronic 

Diseases

– Non-communicable Diseases

Diabetes,Hypertension,IHD,COPD,Asthma

– Persistent Communicable Diseases

HIV(Pre-ART & on ART),TB

– Long term Mental Illness

Depression,Anxiety

– Persistent Physical Impairments

Strokes, Cerebral Palsy



Pillars of the ICDM

• Primary prevention- identification of high risk 
individuals at community and facility level and 
appropriate interventions

• Secondary prevention through planned, optimal 
evidence based clinical care using an interdisciplinary 
approach

• Cultivate a sense of individual responsibility through 
assisted self-management at community level

• These 3 pillars are supported through a sustained, 
strengthened and integrated health system.



What do we need?

• The changing disease patterns require a 

reorientation of the health system so that 

it:

– Provides a comprehensive, effective and 

appropriate service for chronic, long-term care 

– Maintains and improves the capacity of acute 

care services
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Opportunity for change
• International guiding principles − shift towards integrated 

chronic disease management

• Medium Term Strategic Framework − 2009-14

• Negotiated Service Delivery Agreement (NSDA) 

– Output 1: Increasing Life Expectancy 

– Output 2: Decreasing Maternal and Child mortality 

– Output 3: Combating HIV and AIDS and decreasing the 

burden of disease from Tuberculosis 

– Output 4: Strengthening Health System Effectiveness 

• PHC Re-engineering Framework
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Integrated Chronic Disease Management

Facility Community

Optimal Clinical Outcomes

Operational Efficiency Individual Responsibility

Re-organisation Clinical Management Assisted Self Management

• “Lean” patient flow

• Appointment 

Scheduling

• Staff allocation

• Integration of Records

• Pre-dispensed meds

• Clinical Algorithms

• Health Promotion 

Compendium

• Chronic Patient 

Record

• DCST

• Supervision

• Ward Based Outreach 

Team

• School  health team

• PoCT

• High Risk Screening

• Population Health 

Promotion

• Meds Courier

• Support Groups
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OBJECTIVES OF HIV/TB INTEGRATION

• Increase HCT amongst TB clients as an entry point to HIV 

care  

• Diagnose TB disease earlier in HIV-infected persons  

• Facilitate an integrated approach to the management of co-

infected persons, creating a “one stop” service  

• Increase service efficiency through more rational staff 

deployment and increased competence in the management of 

co-infected patients 

• Improve cure rates for both co-infected and TB patients 

through a more patient- centred approach to adherence  

• Benefit from the experience of the TB programme to 

standardise the approach and the monitoring of ARV patients 



INTEGRATED TB/HIV CASE MANAGEMENT

IN TB FOCAL POINT

• Diagnosis of TB in 

persons with HIV 

infection,

 guidelines advise culture, CXR 

after 2 negative smears 

• Diagnosis and 

Management of HIV in TB 

cases 

 Need for HIV testing of all TB 

cases

 Initiation of ART, CTX, Drug/dose 

modifications, nutritional 

assessment, staging, 

management of OIs, 

HIV FOCAL POINT

• Initiation of ART:
 CD4 count <350cells/mm 3 & in 

patients with TB

 All patients with MDR/XDR 

irrespective of CD4 (for fast track – ie 

within 2 weeks of being eligible

 First line standardised regimen for TB 

patients (excluding those on 

streptomycin) is TDF/3TC/EFV

• If not eligible for ART
 Initiate INH prophylaxis if 

asymptomatic for TB

 TB screening advised at every visit

 Timing of ART initiation 

 Within 2-8 weeks of starting TB 

treatment.



MODEL OF SERVICE DELIVERY:

• A practical guide for TB and HIV Service 

Integration at Primary Health Care Facilities 

(NDOH, 2010).

One stop shop’. TB and HIV services (Counselling and 

testing for HIV, ART, TB screening and treatment) are 

provided in the same room by the same staff

 Legislative framework for NIMART.

 Management structures, roles and responsibilities of CHW, 

facility, sub-district and district managers (TB and HAS/T).

 HIV wellness registers serves as an integration data tool for 

management of co infected patient.



BENEFITS OF TB/HIV SERVICE 

INTEGRATION

• Early detection:

 Less client will present with advance HIV

such as: disseminated TB and low CD4 count

through:

 CHW visits

 HCT campaign

 INH prophylaxis

 Early ART initiation 

• No loss of patients in the system 
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