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Background: Group empowerment and training (GREAT) for people with type 2 diabetes
enables self-management and lifestyle modification. GREAT for diabetes was implemented in
primary care facilities in five South African provinces in the beginning of 2022. The aim was to
evaluate implementation and to particularly explore factors that influenced the sustainability
of implementation.

Methods: An exploratory, descriptive qualitative study conducted semi-structured
individual interviews with 17 key stakeholders at the end of 2023. Interviews explored
factors within a theory of change framework derived from an initial evaluation in 2022.
Data were analysed using the framework method and ATLAS.ti.

Results: Implementation and scale-up was sustained in the Western Cape. Governance and
financing at a provincial and district level were key to health system structures. Space, staffing,
resource materials and monitoring of implementation were key to the inputs. Facility
managers, training and performance of facilitators, including the whole team, selecting
patients, patient flow and appointments, stakeholder support and clinical governance
were key to service delivery. Facilities that had implemented, reported reaching
300 patients per year. A range of motivational, behavioural and clinical outcomes were
reported. Future implementation could include community health workers and group
empowerment for insulin initiation.

Conclusion: Implementation and scale-up was only sustained in one province and a
range of factors related to sustained implementation were identified.

Contribution: The factors identified can guide the successful implementation and scale-up
of GREAT for diabetes in South Africa.

Keywords: diabetes; group empowerment; group education; self-management; implementation;

sustainability.

Introduction

South Africa is experiencing an increasing problem with type 2 diabetes. Up to one in four
adults over the age of 45 years has type 2 diabetes, and this increases to one in two
when prediabetes is included.! In South Africa, diabetes is now the second leading cause of
mortality and responsible for premature deaths in many working-age adults.? High rates of
hospitalisation are seen for the metabolic complications as well as the many micro- and
macrovascular complications.> New strategic goals for noncommunicable diseases (NCDs)
aim for 90% of the population to know their status, 60% of those with diabetes to receive an
intervention and 50% of those to be well controlled.* Current data are not able to measure the
first two goals with any accuracy and suggest that in the public sector only around 25% of
people with diabetes achieve glycaemic control (HbAlc < 7%).?

One of the key problems is a lack of patient empowerment to self-manage diabetes and make
appropriate lifestyle changes. Reasons for this include a negative attitude among health
workers towards the effectiveness of lifestyle counselling and a high workload with a lack
of time, and brief mechanistic consultations.>® Health professionals may also have poor
knowledge of lifestyle modification, language barriers and lack skills in behaviour change
counselling.® The health system also has far fewer resources to tackle NCDs relative to the
historic priorities of human immunodeficiency virus (HIV) and tuberculosis (TB).
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Group empowerment and training (GREAT) for type 2
diabetes was developed to try and overcome some of these
challenges.”® Working with groups of people outside the
consultation should allow a reasonable reach, as well as a
comprehensive and systematic approach, while not delaying
service delivery.® The concept was developed in Cape Town
as four sessions to address an understanding of diabetes,
lifestyle modification, use of medication and avoiding
complications.” The content was delivered in a guiding style,
derived from motivational interviewing." Training was
developed and provided to healthcare workers in a 3-day
workshop to facilitate the sessions. A number of studies
demonstrated its feasibility and cost-effectiveness in our
context.28314 The next challenge was to take such an
initiative to scale within public sector primary care.

The World Diabetes Foundation funded implementation of
GREAT for diabetes across South Africa. The intention was
to introduce GREAT for diabetes in one district in each of
the nine provinces. Only five provinces agreed to collaborate,
and implementation took place during 2019-2022.
Implementation was severely impacted by coronavirus
disease 2019 (COVID-19), as people with diabetes were at
high risk and bringing groups together was impossible
during the pandemic and lockdown. Despite this,
implementation was restarted at the beginning of 2022 and
evaluated 12 weeks later. Initial evaluation led to the
creation of a theory of change (Figure 1) on the key factors
that influenced successful implementation.” At the end of
2023, we aimed to evaluate implementation a year later
and to particularly explore factors that influenced the
sustainability of implementation.
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Methods
Study design

An exploratory, descriptive qualitative approach explored
the sustainability of GREAT for diabetes.

Setting

Group empowerment and training for diabetes was
implemented in the provinces of the Northern Cape
(ZF Mgcawu District), Gauteng (City of Johannesburg and
Tshwane District), KwaZulu-Natal (Umgungundlowvu
District) and Western Cape (Khayelitsha-Eastern Substructure
[KESS]). Although GREAT was initially implemented in the
province of North-West, they did not respond to requests
for follow-up interviews. In all these settings, the
funding supported implementation at 10 primary care
facilities. During 2023, the Metro Health Services in the
Western Cape also implemented in 15 primary care facilities

in the Northern-Tygerberg Substructure (NTSS).

Conceptual framework

The initial evaluation of implementation resulted in a theory
of change (Figure 1) in the format of a logic model.”® This
health systems approach categorised the key factors into
health system structures and inputs that support service
delivery activities and should lead to a variety of outputs,
outcomes and a longer-term impact. This study revisited
theseissues and explored the sustainability of implementation
more than a year after the initial evaluation.

Health system
structures

Health system
inputs

m

Governance

Support from NDOH
(alignment with policy
and recommendations
to PDOH)

Support from PDOH
(NCD coordinator,
priorities, budget,
resources, training)

Support from district
(required inputs)

Adjustment to
population health
needs

Identification of high
prevalence and volume
areas

Financing

Allocation of funds for
resources, space and
training

Physical infrastructure

Sufficient space
for training and for
GREAT sessions

Workforce

Sufficient staff numbers
to facilitate GREAT

Resource materials

Resource materials for
facilitators, GREAT
sessions and handouts

Health information

Monitoring of
implementation

Inclusion in medical
record

Model of care

Selection of facilities, of
patients, embedding
GREAT into patient flow
and appointment
system, leadership from
facility managers — all
of facility involvement

Training of facilitators
and trainers
Appropriate people in
sufficient numbers
Capability to train
further facilitators

Inclusion in systems for
quality improvement
Clinical governance,
performance appraisal

Access and availability

No of facilities with
trained staff

No of facilities
implementing GREAT

No of people reached

Quality care
Improved person-
centeredness

Improved lifestyle
modification and self-
management

Improved adherence to
medication

Improved social
support

Improved health
literacy

Coverage

60% of known people
with DM receive
intervention in public
sector

Improved control

50% of people are
controlled

Improved satisfaction

Patients more satisfied
with health services

Health status and
quality of life improved

Fewer complications
and hospitalizations

FIGURE 1: Theory of change for implementation of group empowerment and training.
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Study population, sample size and sampling

Two key informants were identified in each of the provinces
where GREAT was implemented. One informant was
purposefully selected from the health system structure or
inputs sections of the theory of change and one from the
service delivery section. The intention was to have feedback
from a provincial or district level manager as well as a
facility level perspective. The person responsible for NCDs
at the National Department of Health was also selected.
Additional informants were identified from the Metro
Health Services where implementation had been most
successful from the facility and substructure levels in both
KESS and NTSS. A minimum of 11 interviews were planned
and additional interviews continued until there was
saturation of data.

Data collection

A semi-structured interview guide was developed based on
the theory of change (Figure 1). The opening question was
“What do you think are the important factors that enabled or
prevented successful implementation of GREAT for diabetes
in your facility, subdistrict or province?” Additional questions
were designed to explore health system structure and inputs,
facility level activities and perceptions of the effects, outputs
and outcomes. Further questions were added to explore
beliefs about capabilities and motivation of healthcare
workers as recommended by the theoretical domains
framework for implementation research.’® D.S. conducted
and recorded interviews in English. These were conducted
face-to-face in the Western Cape and via Zoom or TEAMS
software in other provinces. Interviews lasted between
30 min and 60 min, during September 2023 and October 2023.
Districts were also asked for any numerical data on reach.

Data analysis

A professional transcriber created verbatim transcripts,
which were checked against the recordings. Data analysis
was conducted by D.S. and R.M., according to the framework
method,"” and supported by ATLAS.ti software version 23.
Analysis was somewhat deductive, in that codes arose
inductively from the data, but were categorised according to
the theory of change framework. The researchers were open
to themes emerging that did not fit the framework. The
following steps were followed:

¢ Familiarisation: D.S. and R.M. independently familiarised
themselves with three transcripts and noted key issues
that could be coded.

¢ Coding index: D.S. and R.M. shared the issues that they
had identified and agreed on a set of defined codes that
were also organised into categories.

e Coding: D.S. and R.M. independently coded half of the
transcripts. Both coded transcripts from the Western Cape
and two other provinces.

e Charting: The two data bundles were merged in
ATLAS.ti to combine all codes and code families.
Reports were created for each code family.
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e Interpretation: D.S. and R.M. divided the reports
between them and interpreted them for themes. The

initial interpretations were then integrated by R.M. and
checked by D.S.

Ethical considerations

Ethical approval for the study was obtained from the
Health Research Ethics Committee of the University of
Stellenbosch (reference number: N19/09/127). Approval
for the study was also obtained from the relevant provincial
research committees.

Results

Opverall, 17 semi-structured interviews were conducted and
included 10 stakeholders in KESS and NTSS in Western
Cape, 2 stakeholders from Gauteng, Northern Cape and
KwaZulu-Natal, and 1 stakeholder from the National
Department of Health. The interpretation of data is presented
in categories according to the theory of change (Figure 1).
Table 1 presents an overview of the categories, themes and
supportive quotations.

Health system structures
Governance

The National Department of Health (NDoH) supported
the implementation of GREAT and saw that it was aligned
with policy goals. They would like to see GREAT
incorporated into the model of care for NCDs in each
province, but recognised that provinces had autonomy
over their own budgets and could not be forced to
implement GREAT.

Provincial level managers in Northern Cape and KwaZulu-
Natal espoused support for adopting GREAT, but this was
not translated into sustained implementation. This may
have been due to changing leadership, competing priorities
and discouragement with the initial levels of implementation.
In some cases, it appeared that managers had attempted to
implement beyond the agreed remit. For example, in
Johannesburg, we received feedback that the district had
attempted to train many more facilitators without support
from the GREAT team and had copied materials themselves.
In Tshwane, implementation was conducted in collaboration
with another university-based project that was trying to
improve initiation of insulin. The GREAT team had assumed
that such a collaboration would enhance implementation.
In reality, the project lacked capacity to support
implementation and actually hindered the facilities by
retaining many of the educational resources within the
university. Gauteng province indicated that they did not
want to continue implementing GREAT.

In KwaZulu-Natal, we were told that managers attempted to
implement in another district with the existing materials and
untrained facilitators. This suggested that managers wanted
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TABLE 1: Categories, themes and supportive quotations.

Category

Theme

Quotations

Health system
structures

Health system inputs

Service delivery

Governance

Alignment
with population
needs

Financing

Physical
infrastructure

Sufficient staff
to facilitate
GREAT

Provision of
resource
materials

Monitoring of
implementation

Facility
management
support

Training of
facilitators

Whole team
approach

Selection of
patients

Patient flow and
organisation

Facilitators

Appointments
and attendance

Stakeholder
support

Clinical governance
and quality
improvement

‘In our case, what we have done, and | think what would drive us for this year, is that we’ve actually made GREAT for diabetes part of
our operational plan.’ (Manager NTSS)

‘You see, that one it will be a little bit difficult because when the program started, | was not a district manager at that time. | think |
was one of the other sub-district ... | also didn’t get that training. So, the then district director, I'm not sure what happened, if she
understood and could support in terms of the management side.” (NCD Manager NC)

‘l would say minimum, it is minimum support because our senior managers are the one that are actually sitting as a cluster when we
agreed it is sub directorate. It was them gonna be taking the matter to a bigger cluster, but unfortunately there it is no, it has never
been discussed.” (NCD Manager KZN)

‘Phew! There’s more than sufficient people that are suffering from diabetes, you know, in the area. | think with our last stats we have
an estimate of plus minus 3000 patients that are, you know, having diabetes.” (Health centre KESS)

‘Yes, yes. | truly believe that there is a need and there’s ... | think there’s quite a lot of patients that are diabetic, so it’s needed, it’s
really a must have around here.” (District management NC)

‘And | think it’s a bit of a challenge. Funding would be a big challenge, because you got to procure the materials. And yes, it is ... maybe
not that much amount of money, but to fit it in your service priorities, it does become a bit of a challenge.” (Manager NTSS)

‘But the last time | was speaking to them they said in the province they also don’t have money and that is why there is no district support
in the province because they don’t have money.” (Manager KZN)

‘When we started we had a problem with space, but along the way we got a community hall, but even though we had a problem with
the space, we made a plan.’ (Facilitator GP)

‘I know most of our facilities, some of them they even have ablution area as a counselling ... so, the space, most of them is really not
sufficient.” (NCD Manager NC)

‘We do have an issue with space but we have allocated a room now that is available on the days that we want to do groups.” (Family
physician NTSS)

‘Yeah, | do ... | do think if maybe they delegate it to maybe your staff nurse or assistant nurse and so on, because it’s all about
education. So, | think it can work that way. Maybe when they are finished doing their own observation and the professional nurse are
doing the other clinical work, then they can do the GREAT for diabetic.” (NCD manager NC)

‘We do have enough staff’ (Facilitator GP)

‘The other part | think that has been very instrumental, is the fact that the people actually, from the training, they actually went away
with the tools, so they are ready for implementation. We procured the material last year still, in terms of, so we were preparing
actually since early 2022." (Deputy Director NTSS)

‘Yes, | want to believe that they still have those resources but maybe one needs to check whether are they kept in a safe space or they
have developed the legs to move around.” (NCD Director KZN)

‘The implementation of GREAT and the monitoring of GREAT is not part of our regular health information system. It’s not part of
regular data that we gather, so yeah. The way we have been able to track it, it’s really just by like a paper-based register showing these
are the number of patients that have been attending the sessions.’ (Family physician KESS)

‘Mrs X [substructure manager] is a fan ... sorry to mention her name, she’s a fan for GREAT, so she was really ensuring with our facility
manager that we run and make sure that this is implemented and sustained in our facility.’ (Facilitator KESS)

‘So, there’s a tendency to train only the champions [facilitators] and then when they go back, the [facility] manager is not even there,
she does understand or does not understand, that’s actually no good.” (NCD coordinator KZN)

‘We’ve got three staff members trained. It would help to have more staff members trained and the right people trained, in order for it
also to be successful.” (Family physician NTSS)

‘Yeah, and the other issue that | think was also a factor, was not everybody was trained and those who were trained, actually didn’t also
share or cascaded the training that they got.” (District manager NC)

‘Maybe it wasn’t sustained [temporarily stopped] because there wasn’t whole team involvement, you know? There wasn’t lots of
engagement and participation with all the members.” (Family physician KESS)

‘You know, it is a success because we are working hand in hand with our clinicians.” (Manager GP)

‘Currently we’ve been identifying those that are struggling ... [Also] identified those that are diagnosed. We also make sure that they
are recruited to the program, so that we can give them enough education.’ (Facilitator GP)

‘Our clients are identified by the doctor ... okay, number one, it’s uncontrolled diabetes and newly diagnosed clients.” (Facilitator KESS)

‘Look, patients are mainly concerned about the ... how long they spend in facilities. So, the first thing I have indicated to the facilitators,
implementors of GREAT is, you must work out a system where somebody is being rewarded for attending a GREAT session, so that person
shouldn’t go to the back of the queue, but rather keep his place or even be promoted forward if he attends.” (Manager NTSS)

‘They’re working a bit in silo, so one team member would kind of do their own thing or plan their own thing and the other two
doesn’t know what’s going on. Those are the main issues.’” (Family physician NTSS)

‘When our dietician that was trained left our facility and we didn’t have a dietician for a considerable period of time, leaving only the
health promotion officer, the only one really trained. Nurses that have been trained have left, there was an officer that was trained
who also left, so at one point it was just our health promotor ... and you can imagine her trying alone to do this in that place where
there are so many competing priorities.” (Family physician KESS)

‘People tend to be trained, but also go back to the normal routine, go back to the [previous] way of doing things ... which means, they
will then say to you, hey, but our clinic is full, there’s a large number of clients, | do not find time to provide sessions for GREAT. (NCD
coordinator KZN)

‘Because most of them [patients] they are working so we need to make sure that our times and our meetings are flexible that they
also accommodate them.” (Facilitator, GP)

‘It seems that in all the groups, the entire ... or 80 to 90% of the group members, actually came back for their follow up sessions.’
(Manager NTSS)

‘With the weather and the safety in the areas to leave home, to come on a day that’s not your clinic day, or even to come to you clinic
appointment, becomes difficult.” (Family physician NTSS)

‘The support you’ve been giving us [Stellenbosch University] is so awesome, you know. You have the regular meetings with us,
checking with us, how is the program now.” (Facilitator NTSS)

‘There were no other support.” (Manager NC)

‘In fact for us we don’t have a lot of community group we have Diabetic South Africa which unfortunately | haven’t seen them for
almost a year now.” (Manager KZN)

‘So, at the initial visit, we are recording patients’ baseline results in the folder and we’re also keeping record of the patients’ baseline
HbA1C and other parameters at the start ... and then what we will do is once they’ve gone through the program, we will monitor them in
like three or six months afterwards to see whether those things have improved and also the patients’ experience.” (Family physician NTSS)

‘Since last year | think I included it [in my performance agreement], the year before | think, or last year.” (Facilitator KESS)

‘Indirect, yes, but directly, no. Because your key performance areas maybe will say, ensure that you decrease the burden of diseases,
but it doesn’t say implement GREAT.” (Manager KZN)

Table 1 continues on the next page—>
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TABLE 1 (Continues...): Categories, themes and supportive quotations.

Category Theme

Quotations

Outputs, outcomes Reach
and future impact

Effects on people,
behaviour and
clinical outcomes

Ideas for future
development

‘So, this number, of 40 people ... that we manage to reach for a period of four months, that is a drop [in the ocean]. (Facilitator KESS)

‘Before the GREAT intervention, that client wouldn’t be concerned, because he will have the mindset that it’s the doctor’s problem,
doctor will solve it. But now, the understanding is, | need to be worried when my sugar level is more than ten.” (Facilitator KESS)

‘I would like to say I'm looking at Mr FE. He was ... when he came here for the first time, he didn’t like his diagnosis at all. He didn’t ...
he was just very negative and watching him over the four sessions, was he became so excited, it’s like he embraced diabetes.’
(Facilitator NTSS)

‘The WhatsApp group [between patients], actually assisted me, because while | was in the taxi, | felt that I'm blacking out, then | was
like thinking what’s going on. Then | reached for my phone.” (Facilitator KESS)

‘The HbA1Cs that came down, especially the nurse, very impressed with her. She changed her whole diet, her whole lifestyle ..."
(Facilitator NTSS)

‘Their HbAlcs they really dropped to their ideal that we were hoping for.” (Facilitator KESS)

‘So, what they do, the ones that are coming, they say no, we are home over the weekend, my friend comes in [who is working], | will
tell her, look here, or tell you, look here, | know you're also diabetic, this is what you must do.” (Facilitator NTSS)

‘Yes, | think it is something that we should sustain in the future.” (Family physician NTSS)

‘I think the best strategy potentially, would be then outside of the facility, because of all of the barriers I've already mentioned, but
maybe going into the community.” (Family physician KESS)

‘What you pick up with the patients that’s on insulin, they ... they’ve got the fat tummy, now they inject there, the insulin was going
nowhere, they don’t even know about rotating. They don’t know how to store the insulin, what do they do with their needles. If | ask
them what do you do with your needles, no, | threw it in the waste.’” (Facilitator NTSS)

GREAT, group empowerment and training; NCD, noncommunicable disease.

to implement faster than the GREAT team was able to
support, but then became discouraged when these initiatives
were not sustained.

In the Metro Health Services of the Western Cape,
two substructures adopted GREAT and incorporated
implementation into their annual operational plans. This
meant that implementation was monitored and reported on,
throughout the year, and taken seriously by managers.
Implementation at a single health centre in neighbouring
Southern and Western Substructure (SWSS) initially
struggled for support from the facility manager, as GREAT
was not a priority in that substructure plan. They saw it as an
individual project of the medical officer involved. High-level
adoption of GREAT, formal inclusion in district goals and
implementing at a feasible speed were key to successful
implementation.

Alignment with population needs

All five provinces indicated that they had a very high
prevalence of people with diabetes in their facilities and
that GREAT was a solution to their problem, specifically in
addressing patients with diabetes who were uncontrolled,
to reduce the number of complications and premature
deaths.

Financing

In general the availability of funds for NCDs has been less
than funds for infectious diseases, such as HIV and TB.
Respondents recognised that the allocation of funds for
resources, space and training to implement GREAT was
minimal, when compared to the cost of frequent visits,
medication, and complications of diabetes. Increasing
austerity measures and health budget cuts made allocation
of funds to support new initiatives difficult.

Nevertheless, NTSS committed finances to print the
resource materials and signed a memorandum of
understanding (MOU) with the university. This was a key
factor in enabling implementation. Despite commitments

https://www.safpj.co.za . Open Access

from other provinces to do the same, the MOU was never
signed, thus preventing further training and scale-up.
Reasons for these included changes in provincial leadership
and complex bureaucracy:.

Health system inputs

Physical infrastructure

In some facilities, the issue of space was not an issue, as
they had designated suitable areas for the GREAT sessions
to take place. Facilities that could not accommodate the
groups used public libraries or halls in close proximity to
the facility. In the more rural areas, facilities had little to no
space, and they made use of kitchens, parking lots, offices
and even ablution facilities. In cases where space was an
issue, one-on-one sessions were held, until they found a
solution. Different services might compete for space and
priority. For example, in one facility, GREAT was stopped
because the SASSA (South African Social Security Agency)
needed to deal with a backlog of applications and took over
the space.

Sufficient staff to facilitate group empowerment and
training

Staff in the facilities were overstretched to take care of the
needs of the patients. Most facilities sent 2-3 people to train
as facilitators, although not always appropriate people (see
subsection on facilitators). The impression was that small
rural facilities might struggle to accommodate GREAT when
they had a very small workforce.

Provision of resource materials

The facilities in all the provinces had enough resource
materials to conduct the GREAT sessions and were therefore
equipped to implement. Resource materials were provided
to all the staff who attended the GREAT training (10 facilities
per province). Further scale-up, however, depended on the
Department of Health signing an MOU to print additional
resources. Only the NTSS in the Western Cape was able to
do this.
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Monitoring of implementation

According to the NDoH, the health information system for
NCDs is not functioning well. It does not give the
department the basic information they need to monitor
strategic goals, and therefore to include GREAT was not
seen as feasible at present. Districts were asked to capture
data on number of groups and patients reached. However,
only KESS and NTSS appeared to have collected such data.
InNTSS, an indicator was officially added to the substructure
dashboard. In some facilities, the clinicians informally
monitored and reported on changes in HbAlc (glycosylated
haemoglobin) and blood pressure. Negotiating for inclusion
of a formal indicator at district level, which would be
monitored by the Director, should be included in the
preparation of implementation.

Service delivery

Facility management support

Prior to the implementation of GREAT for diabetes, many
managers and staff were sceptical on how this would impact
their already busy workloads and whether the staff would
have capacity to implement the programme. In NTSS, the
management was motivated by their neighbouring
substructure, who had already implemented and gave
feedback on the positive benefits.

In some facilities and provinces, the management and staff
supported the trained facilitators in their implementation,
and staff had a renewed sense of energy, motivation and
excitement. They saw GREAT as an opportunity to reduce
their workload in the long term, as patients with improved
diabetic control did not need to attend so often. In other
provinces, where there was less management support and
buy-in, facilitators were not motivated enough to implement
GREAT and felt like it was adding to their workload.

Clear adoption by district or substructure management was
important as well as practical support from the facility
manager. Facilities varied in the perceived levels of support
from district managers. In one province, although district
level managers agreed to implement GREAT, this
commitment did not percolate down to the facilities. Facility
managers needed to understand the GREAT programme and
be orientated towards it in order to offer support. They
should have their own workshop or orientation session and
attending some of the training could also help them to
understand the programme.

Managers needed to monitor implementation on a regular
basis and to identify gaps or challenges to implementation
with a problem-solving approach. Several facilities
temporarily stopped implementation over challenges, such
as the space being used by another organisation or loss of
trained facilitators. These roadblocks required a proactive
problem-solving approach in the context of seeing GREAT
as a priority. Otherwise, significant, but surmountable,
roadblocks could quickly lead to abandonment of the
initiative.
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Implementation needed to be owned by the whole
clinical team and not regarded as one person’s initiative or
project. The initiative needed to become institutionalised
and not regarded as just another pilot project. Managers
needed to keep GREAT visible by discussing
implementation regularly. Giving feedback on the benefits
was also motivational, particularly when substantial
improvements in HbAlc were documented. A combination
of mechanisms, on the one hand, to hold people accountable
for implementing plans while, on the other hand, giving
feedback on the benefits worked well. Accountability was
enhanced by including one’s role in implementing GREAT
in individual performance agreements. Many respondents
had already had this done. Sometimes performance was
only indirectly appraised, for example, when the focus
was on outcomes (e.g. improving glycaemic control or
adherence) rather than actual activities (e.g. number of
sessions facilitated).

Training of facilitators

In NTSS, they covered all 15 PHC facilities by running
three training workshops with three people from each of
the facilities. Training was provided in house by the
Department of Health — three trainers were dieticians, and
one was a diabetes educator from the tertiary hospital. All
were released from their usual duties to assist with
training. Substructures were reluctant to release staff to
assist other substructures. There was a clear need to
develop training capacity for the whole district through
formal structures such as the People Development Centre
(PDCQ). It was also clear that training of facilitators would
be an ongoing need to sustain the initiative. The PDC,
however, had their own priorities and preferred virtual
online training courses. In some provinces, further training
required commitment to print the resource materials and
sign an MOU to enable this. This became a stumbling
block to further training in these provinces as the
university had no further funds to provide additional
resource materials.

The style of the training programme alongside support
from staff at the facility made the facilitators feel
empowered, motivated and more knowledgeable to
implement GREAT in their facilities. Nearly all the
management, staff and facilitators across the facilities
felt that they had good knowledge of diabetes, and the
GREAT training had equipped staff with the necessary
information. Where they felt they needed more expertise,
they would learn from each other, or the clinicians would
support them.

Whole team approach

Implementation required different roles and contributions,
from receptionists to draw the folders, facilitators (who
could be health promotion officers, nurses, dieticians, etc.),
enrolled nurses in the preparation areas, clinicians (nurse
practitioners or medical officers) to identify patients and
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consult patients, and pharmacy staff (to fast-track
medication). The team was empowered by the family
physician and facility management. Sometimes it was
useful to identify a clear champion. Ownership by
the whole team was therefore vital to success. Most
of the facilities felt that the staff had a positive attitude
and belief towards patient education and counselling in
general.

Selection of patients

Respondents agreed that the programme should focus on
people with diabetes who were uncontrolled or newly
diagnosed. In some cases, patients with poor diabetic
control were defined quite loosely as those ‘struggling’ or
‘not doing well’, while in other places they were defined by
their HbAlc. In these instances, it was the very uncontrolled
who were recruited, with HbAlc > 10% or even > 12%.
Patients were selected by the clinicians and referred to the
facilitator for a date to attend the first session. In one
facility, the facilitator then had a pre-GREAT discussion
with the patient. In one setting, they also included those
with pre-diabetes. In one or two facilities, they also
intended to allow staff to attend sessions. Not only could
they personally benefit, but also they could share their new
knowledge with patients.

Patient flow and organisation

The key principle was not to penalise people for attending
GREAT by making their visit longer than others or longer
than the ideal clinic norms and standards. Ideally, they
should be rewarded or prioritised in some way. At the
same time, the process should not adversely impact on
other patients. One facility that ran sessions on the same
day as usual attendance described their approach in detail
in Figure 2. If this was an additional visit, then the
consultation with the clinician would be omitted. One
facility combined the visit to the clinician with the actual
session itself.

Facilitators

Training of facilitators in NTSS appeared to go well with
2-3 people appropriately selected and trained from each
facility. In other locations, although multiple people were
trained from each facility, the number actually available to

Folders sent to
pharmacy for
dispensing

Medication available
at group session

Folders obtained
day before

Patients met as
a group by facilitator
08:00

Group session
starts 10:00

Group session
ends by 11:30

Vital signs taken by
nurse in preparation
room

Patient leaves
with medication

Patients seen
by clinician

FIGURE 2: Example of patient flow through the facility.
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implement often dwindled quickly. For example, trained
facilitators might leave the facility, be rotated to other duties
(e.g. nurse practitioners), go on leave, not really be available
due to their role (e.g. medical officers who must consult
patients or dieticians who have several facilities to visit),
have a limited focus of expertise (e.g. pharmacy assistant)
or not be capable of facilitating well (e.g. retains very
directive communication style). Some facilitators might also
lack motivation or agency to implement.

This highlighted a number of lessons. Firstly, it was
important to send the right people to the training course
and, secondly, ongoing training of additional staff members
will always be needed. Health promotion officers and nurse
practitioners appeared to be well suited to facilitate the
sessions. In one facility, the facilitator attempted to
informally equip others to assist with facilitation. Patients
appreciated continuity with the same facilitators when
attending sessions. Where there were multiple facilitators
and other staff members involved in implementation, it was
important to meet regularly and plan when, where and who
would be involved and to foster open communication.

Appointments and attendance

Although the training recommended holding the sessions on
the day of the usual appointment, many facilities required
patients to make additional visits for the sessions. Extra visits
placed an increased burden on patients in terms of travel
costs and this could impact on attendance. Inclement weather
and concerns about safety could also impact on attendance
on any given day. Despite this, NTSS reported 80% — 90%
attendance rates.

Group empowerment and training sessions were held during
office hours and were not convenient for people working.
Many of the employed patients were on a ‘no work no pay’
basis and without the benefit of sick leave. Nevertheless,
facilities could issue employed people with a sick certificate
for the day of attendance, which might help. Greater
flexibility and innovation in terms of access for employed
patients was needed.

One facility reported that they had to motivate patients to attend
the first session, but after that they were self-motivated to
attend. Some facilities tried to combine sessions into two visits
to improve attendance, but others felt that this placed too much
of a burden on patients to cope with the increased content.
Numbers attending the groups could vary from 5 up to 25
people, but initial group size was typically around 15 people.

Stakeholder support

Anumber of stakeholders were important to the sustainability of
implementation. Many facilities recognised the value of support
from family medicine at Stellenbosch University and the people
who trained the facilitators. Support included checking up on
progress and helping to troubleshoot around any roadblocks.
Ore facility saw that medical students could also assist with
implementation during their rotations, for example, following up
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with patients. In KESS, they were successful at obtaining a grant
from the Discovery Foundation to support the provision of
resources, training and implementation. Some facilities saw
the importance of informing the clinic health committees about
the initiative as they could be supportive and might receive
feedback from patients.

Some respondents saw the potential of engaging with other
stakeholders. For example, community health workers could
benefit from attending GREAT. This might benefit them
personally if they had diabetes or risk factors, but could also
empower them to reinforce GREAT in the community or
share the key messages with those at risk of diabetes. This
informal dissemination and reinforcement could occur in
households, support groups or even wellness centres. One
facility reflected on whether traditional healers might benefit
from attending GREAT. In KESS, there was also collaboration
with a project that was providing retinal screening.

Clinical governance and quality improvement processes
Some facilities were already performing regular audit and
feedback of the quality of care for diabetes. The effect of
GREAT on quality of care outcomes (i.e. glycaemic and blood
pressure control, body mass index) could easily be included
in such audits. In other facilities, the clinicians were
monitoring glycaemic and blood pressure control before
and several months after attending GREAT and giving
feedback to the team.

Outputs, outcomes and future impact

Reach

Only NTSS had managed to share clear data on reach for all
facilities. This may be because more effort was put into
selecting and monitoring an indicator with the substructure
management team. In NTSS, 11 out of 15 facilities had
implemented by the end of 2023 and had reached 41 groups
with 252 patients. In KESS, which had implemented the
previous year, feedback from three health centres suggested
that they were running two groups per month with
approximately 15 patients per group. They should therefore
reach 300 patients per year per facility. Facilities initially
implemented slowly to ensure the first groups worked, with
the intention of increasing reach later. It appeared that in the
Northern Cape, implementation was not successful. In
Gauteng and KwaZulu-Natal, only a handful of facilities
had managed to sustain implementation. No data on reach
was available.

Effects on people, behaviour and clinical outcomes

All respondents reported positive benefits to their patients.
Group empowerment and training increased people’s
knowledge and understanding of their condition and gave
them insight into why their glucose went up or down. For
many, this was new information despite having diabetes for
more than a decade. Beyond knowledge, however, GREAT
also had motivational and psychological benefits. Some
patients were able to accept their diagnosis and shift their
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locus of control from a sense of fatalism or externalising
responsibility to healthcare workers, to a sense of self-control
and agency. Having greater health literacy with regard
to their diabetes also enhanced the quality of interactions
with clinicians.

Being part of a group was important for many. Group
members were able to share relevant and context-appropriate
solutions and lifestyle changes. Support continued outside
the sessions, with interactions in the community or via
WhatsApp groups. One patient recounted how her group
helped her to cope via WhatsApp when she had
hypoglycaemia in a taxi to the Eastern Cape.

Patients felt more satisfied with healthcare and more positive
about their relationships with their healthcare workers.
Healthcare workers felt more approachable and likely to be
helpful. Clients were more motivated to utilise all the services
available.

Patients also disseminated their knowledge and behaviour
changes to family members and friends, and some made a
special effort with those who were working and could not
attend sessions. Some also spread the word that people with
diabetes should attend the GREAT sessions.

Many respondents reported significant improvements in
HbAlc, blood pressure and loss of weight. One facility
documented substantial improvements in HbAlc among
group members.

Ideas for future development

Respondents agreed that GREAT should be sustained as it
was working for patients. A number of suggestions were
made for future development:

e Provide additional health promotion materials to
reinforce key messages for patients.

¢ Give attention to the difficulties with starting and using
insulin correctly.

e Expand the implementation of GREAT into community-
based services.

Discussion

The key findings reinforce the importance of the factors
identified in the initial study and the validity of the theory
of change as a guide to successful implementation.” Key
factors were related to health system structures (provincial
and district level governance, population health needs and
financing), health system inputs (physical infrastructure,
sufficient staff, provision of resource materials, monitoring
of implementation) and service delivery activities (support
of facility manager, training of appropriate facilitators,
involvement of whole clinical team, selection of patients,
patient flow and appointments, facilitator performance,
stakeholder support and inclusion in clinical governance).
It appeared that successful facilities were reaching
approximately 300 patients per year. Respondents reported
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on a range of positive motivational, behavioural and
clinical outcomes. Respondents thought that GREAT could
be enhanced by having supportive patient educational
materials, extending into the community and via
community health workers, and also targeting people who
need to start insulin. The key findings are discussed in
relationship to the health system issues and the service
delivery issues.

Although the national department sets policy, prioritisation
within the budget, goal setting and support of innovations
isdecided on ata provinciallevel in South Africa.’® Alignment
with national policy is important, but actual implementation
requires engagement and commitment from nine different
provinces. The increasing traction and success in the Western
Cape was in contrast to the challenges of sustaining
implementation elsewhere. The value of local relationships
with district management and prior exposure to the concept
of group empowerment in the Metro Health Services®'* may
have been critical. Relationships had developed over years,
with a degree of trust and ability to engage with managers in
a variety of contexts. Managers were also willing to include
GREAT in district level planning and priorities and to sign
an agreement with the university to print the resource
materials. Implementers from the university were invited to
participate in such planning meetings and to share evidence
on GREAT at research days. In the NTSS, managers were
willing toagree onalocalindicator tomonitorimplementation
and to integrate activities into individual performance
management. This signalled to facilities that implementation
was expected and would be monitored by district level
managers.

Although provinces were under financial constraints during
this period,” the printing of resource materials was more
limited by bureaucratic processes than availability of funds.
Provinces seemed unable or unwilling to sign an MOU with
the university to enable them to print the resources for
themselves. There was an impression that the MOU became
lost in the bureaucracy, was not prioritised or was seen as
losing control over resources — the agreement was intended
to protect the intellectual property and integrity of the
materials.

TABLE 2: Key questions for facility managers in implementing group empowerment
and training.

Number Question

1 Which patients will you target?

2 Where will you have enough space for the groups to meet?

3 How will you embed GREAT into the patient flow —and not
disincentivise patients?

4 How will you embed GREAT into the patient’s follow-up appointments
to ensure they can attend all the sessions?

B Who will lead or champion the initiative in each facility?

6 Who will be trained to facilitate the sessions?

7 Who else will be involved in implementation — clinicians, receptionists,
pharmacy, etc?

8 What data will be collected to monitor implementation?

9 How will referral/attendance be noted in the medical record?

10 How will this be embedded in individual performance management?

GREAT, group empowerment and training.
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At the facility level, the importance of active engagement
with facility level managers both before and during
implementation was exemplified by scale-up in NTSS.
Appreciating and prioritising support of self-management
may help to overcome a sense of futility among healthcare
workers.” Ten key questions were identified for facility
managers to consider in planning (Table 2). Anticipating and
planning for these issues in advance may be key to successful
implementation; for example, ensuring that suitable space
was available, that people trained as facilitators would
actually be able to incorporate this into their work, that
patients were not disadvantaged and that the whole team
was involved. Competency in experimentation, innovation,
planning and troubleshooting has been identified as a weak
part of the organisational culture.”” The need to shift from a
command and control to more collaborative styles of
leadership has also been noted.”

Support in planning, clinical governance and troubleshooting
from the family physicians was also important. Family
physicians understood the need for more effective
management of people with diabetes and the importance of
patient empowerment. In addition, their training in
leadership and clinical governance could help with successful
planning, implementation and collection of local evidence of
effectiveness that reinforces motivation.”? Going forward, it
may help other provinces to actively involve family
physicians and local departments of family medicine.

The study had a number of limitations. Some key informants
were reluctant to be interviewed again, for example, in
North-West province. We tried to balance key informants
from the health system and from service delivery in order to
get a balanced view of the challenges and successes. At the
end of the 17 interviews, there were no new issues emerging
and we believe that data saturation was achieved. It is
possible that taking our more deductive approach could have
overlooked issues that did not fit into the framework,
although we were open to new issues emerging. Most
districts had very little data on the number of patients
reached or groups.

A number of recommendations can be made from this
study for future implementation. Primarily, it is clear that
further scale-up in the Western Cape will be easier than in
other provinces. We hope to implement throughout the
entire metropole and extend into the rural health services.
We will continue to work with other provinces that
show a desire to implement, although this may require
further funding.

There is potential in extending GREAT to community-based
services. Including community health workers in the GREAT
programme may assist them as individuals with diabetes or
at risk of diabetes, but should also empower them to share
key messages with community members. This may also start
to address those at risk of diabetes and contribute to disease
prevention. They may reinforce self-management and
lifestyle change for people with diabetes during household
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visits. Community health workers are recognised as a key
role player in providing services for people with stable
chronic conditions in the community.? Community-based
services also run adherence and support groups for people
with diabetes that are better controlled. Sharing the sessions
in this context may increase the reach of GREAT as all people
with diabetes could benefit from the programme.

Access to healthcare for working people, particularly those
without benefits, is a general issue.** Thought needs to be
given to how GREAT can be made accessible to this group
of people outside of normal office hours. Community-based
initiatives may assist here in addition to ensuring that
certificates are offered to those with benefit of sick leave.

Finally, control of diabetes also requires initiation of insulin
for many patients. This is another roadblock on the journey
to better control and a recent study highlighted many of the
factors involved.” This study also recommended that a
similar group process be developed and evaluated for
people that need to start insulin. This would follow similar
principles to GREAT for diabetes and run over three sessions.
The materials for this have been developed and should be
piloted and evaluated further.

Conclusion

Group empowerment and training for diabetes was
sustainable and had the ability to scale-up in the Western
Cape, while its sustainability in other provinces was poor.
The proximity of the university-based implementers and
their stronger relationships with district level managers in
this setting may have enabled this, along with clear
prioritisation of patient empowerment for diabetes by
the health services. The key factors that influence
implementation in the theory of change were further
validated as important to sustainability, particularly the
importance of engaging and motivating facility managers
and anticipating the challenges to planning and
implementation. Family medicine and family physicians
can be key supporters of implementation. Looking forward,
there may be opportunities to extend GREAT for diabetes
into the community to support patients further, include
those better controlled and contribute to disease prevention.
There may also be an opportunity for a similar programme
to support initiation of insulin.

Acknowledgements

The authors acknowledge the support of the World Diabetes
Foundation and Discovery Foundation in implementing
GREAT for diabetes.

Competing interests

The authors declare that they have no financial or personal
relationships that may have inappropriately influenced them
in writing this article.

Page 10 of 11 . Original Research

https://www.safpj.co.za . Open Access

Authors’ contributions

R.M. conceptualised the study, D.S. collected the data, and
both R.M. and D.S. analysed and interpreted the data. R.M.
drafted the final article, which was reviewed and edited by
D.S., and both authors approved the final article.

Funding information

The research reported in this publication was supported by
the South African Medical Research Council via its
Biomedical Research and Innovation Platform with funds
received from the South African National Department of
Health and the Department of Science and Innovation.
Funding was also provided as part of the Global Alliance on
Chronic Diseases.

Data availability

Consent was not obtained to share the audio recordings or
transcripts with third parties.

Disclaimer

The views expressed in the submitted article are those of
the authors and not an official position of any institution,
funder and the publisher.

References

1. The Society for Endocrinology M and D of SAT 2 DGEC. SEMDSA guidelines
for the management of Type 2 diabetes. J Endocrinol Metab Diabetes S Afr
[serial online]. 2017 [cited 2019 Mar 26];22(1 Suppl.):S1-5196. Available from:
http://jemdsa.co.za/index.php/JEMDSA/article/view/647

2. StatsSA. Mortality and causes of death in South Africa: Findings from death notification
[homepage on the Internet]. Pretoria; 2018 [cited 2024 Jan 29]. Available from:
https://www.statssa.gov.za/publications/P03093/P030932018.pdf

3. Boake M, Mash R. Diabetes in the Western Cape, South Africa: A secondary
analysis of the diabetes cascade database 2015-2020. Prim Care Diabetes.
2022;16(4):555-561. https://doi.org/10.1016/j.pcd.2022.05.011

4. National Department of Health. National strategic plan for the prevention and
control of non-communicable diseases, 2022-2027 [homepage on the Internet].
Pretoria; 2022 [cited 2024 Jan 29]. Available from: https://www.sancda.org.za/
wp-content/uploads/2022/06/NCD-NSP-Final-For-Circulation_June-2022.pdf

5. Parker W, Steyn NP, Levitt NS, Lombard CJ. They think they know but do they?
Misalignment of perceptions of lifestyle modification knowledge among health
professionals. Public Health Nutr. 2010;14(8):1429. https://doi.org/10.1017/
$1368980009993272

6. Mash R, Cairncross J. Comprehensive patient empowerment for non-
communicable diseases in primary care, Western Cape. S Afr Fam Pr. 2023;
64(1):a5634. https://doi.org/10.4102/safp.v65i1.5634

7. Mash B, Levitt N, Steyn K, Zwarenstein M, Rollnick S. Effectiveness of a group
diabetes education programme in underserved communities in South
Africa: Pragmatic cluster randomized control trial. BMC Fam Pract. 2012;13:126.
https://doi.org/10.1186/1471-2296-13-126

8. Mash RJ, Rhode H, Zwarenstein M, et al. Effectiveness of a group diabetes
education programme in under-served communities in South Africa: A pragmatic
cluster randomized controlled trial. Diabet Med. 2014;31(8):987-993. https://doi.
org/10.1111/dme.12475

9. Mash R, Schouw D. Living GREAT with diabetes [homepage on the Internet]. 2023
[cited 2024 Jan 19]. Available from: https://great.sun.ac.za/

10. Rollnick S, Butler CC, Kinnersley P, Gregory J, Mash B. Motivational interviewing.
BMJ. 2010;340(7758):1242-1244. https://doi.org/10.1136/bm;j.c1900

11. Serfontein S, Mash RJ. Views of patients on a group diabetes education programme
using motivational interviewing in South African primary care: A qualitative study.
S Afr Fam Pract. 2013;55(5):453-458. https://doi.org/10.1080/20786204.2013.10
874395

12. Botes AS, Majikela-Dlangamandla B, Mash R. The ability of health promoters to
deliver group diabetes education in South African primary care. Afr J Prim Health
Care Fam Med. 2013;5(1):484. https://doi.org/10.4102/phcfm.v5i1.484

13. Mash R, Kroukamp R, Gaziano T, Levitt N. Cost-effectiveness of a diabetes group
education program delivered by health promoters with a guiding style in
underserved communities in Cape Town, South Africa. Patient Educ Couns.
2015;98(5):622-626. https://doi.org/10.1016/j.pec.2015.01.005



https://www.safpj.co.za
http://jemdsa.co.za/index.php/JEMDSA/article/view/647
https://www.statssa.gov.za/publications/P03093/P030932018.pdf
https://doi.org/10.1016/j.pcd.2022.05.011
https://www.sancda.org.za/wp-content/uploads/2022/06/NCD-NSP-Final-For-Circulation_June-2022.pdf
https://www.sancda.org.za/wp-content/uploads/2022/06/NCD-NSP-Final-For-Circulation_June-2022.pdf
https://doi.org/10.1017/S1368980009993272
https://doi.org/10.1017/S1368980009993272
https://doi.org/10.4102/safp.v65i1.5634
https://doi.org/10.1186/1471-2296-13-126
https://doi.org/10.1111/dme.12475
https://doi.org/10.1111/dme.12475
https://great.sun.ac.za/
https://doi.org/10.1136/bmj.c1900
https://doi.org/10.1080/20786204.2013.10874395
https://doi.org/10.1080/20786204.2013.10874395
https://doi.org/10.4102/phcfm.v5i1.484
https://doi.org/10.1016/j.pec.2015.01.005

14.

15.

16.

17.

18.

19.

Allerton J, Mash R. The impact of intensified clinical care on glycaemic control in
patients with type 2 diabetes at Khayelitsha Community Health Centre, South
Africa: Quasi-experimental study. Prim Care Diabetes. 2020;14(2):97-103.
https://doi.org/10.1016/j.pcd.2019.08.006

Mash R, Schouw D. Evaluating the implementation of Group Empowerment and
Training (GREAT) for diabetes in South Africa: Convergent mixed methods. Res
Square. 2023. https://doi.org/10.21203/rs.3.rs-2529013/v1

Lorencatto F. The theoretical domains framework. In: Rapport F, Clay-Williams R,
Braithwaite J, editors. Implementation science: The key concepts. 1st ed. London:
Routledge, 2022; p. 42—-46.

Ritchie J, Spencer L. Qualitative data analysis for applied policy research. In: Bryman
A, Burgess R, editors. Qualitative data analysis. London: Routledge, 1994; p. 173-194.

Matsoso M, Fryatt R, Andrews G. The South African health reforms, 2009-2014:
Moving towards universal coverage [homepage on the Internet]. Cape Town: Juta;
2015 [cited 2018 Dec 18]. Available from: https://scholar.google.co.za/
scholar?hl=en&as_sdt=0%2C5&q=South-African-Health-Reforms-2009-
2014&btnG=

Dolley C, Fengu M, Heywood M, Mahlaka R. SA’s delivery of crucial services under
threat after Treasury desperately calls for public ‘fiscal consolidation’. Daily
Maverick [homepage on the Internet]. 2023. [cited 2024 Jan 29]. Available from:
https://www.dailymaverick.co.za/article/2023-08-19-sas-delivery-of-crucial-
services-under-threat-after-treasury-desperately-calls-for-public-fiscal-
consolidation/

Page 11 of 11 . Original Research

20.

21.

22

23,

24.

25.

Mash R, De Sa A, Christodoulou M. How to change organisational culture:
Action research in a South African public sector primary care facility. AfrJ Prim
Health Care Fam Med. 2016;8(1):e1—e9. https://doi.org/10.4102/phcfm.
v8il1.1184

Gilson L, Daire J. Leadership and governance within the South African Health
System. In: Padarath A, English R, editors. South African health review. Cape Town:
Health Systems Trust, 2011; p. 69-80.

. Mash R, Blitz J, Malan Z, Von Pressentin K. Leadership and governance: Learning

outcomes and competencies required of the family physician in the district
health system. S Afr Fam Pract. 2016;58(6):232—235. https://doi.org/10.1080/2
0786190.2016.1148338

Western Cape Government. A framework for introduction of differentiated
models of care (Circular H49/2023). Cape Town: Department of Health and
Wellness; 2023.

Bresick G, Von Pressentin KB, Mash R. Evaluating the performance of South
African primary care: A cross-sectional descriptive survey. S Afr Fam Pract.
2019;61(3):109-116. https://doi.org/10.1080/20786190.2019.1596666

Mathose T, Mash R. Exploration of factors influencing insulin initiation in
patients with type 2 diabetes in primary care facilities in Cape Town,
South Africa. S Afr Fam Pract. 2023;65(1):a5656. https://doi.org/10.4102/safp.
v65i1.5656

https://www.safpj.co.za . Open Access



https://www.safpj.co.za
https://doi.org/10.1016/j.pcd.2019.08.006
https://doi.org/10.21203/rs.3.rs-2529013/v1
https://scholar.google.co.za/scholar?hl=en&as_sdt=0%2C5&q=South-African-Health-Reforms-2009-2014&btnG=
https://scholar.google.co.za/scholar?hl=en&as_sdt=0%2C5&q=South-African-Health-Reforms-2009-2014&btnG=
https://scholar.google.co.za/scholar?hl=en&as_sdt=0%2C5&q=South-African-Health-Reforms-2009-2014&btnG=
https://www.dailymaverick.co.za/article/2023-08-19-sas-delivery-of-crucial-services-under-threat-after-treasury-desperately-calls-for-public-fiscal-consolidation/
https://www.dailymaverick.co.za/article/2023-08-19-sas-delivery-of-crucial-services-under-threat-after-treasury-desperately-calls-for-public-fiscal-consolidation/
https://www.dailymaverick.co.za/article/2023-08-19-sas-delivery-of-crucial-services-under-threat-after-treasury-desperately-calls-for-public-fiscal-consolidation/
https://doi.org/10.4102/phcfm.v8i1.1184
https://doi.org/10.4102/phcfm.v8i1.1184
https://doi.org/10.1080/20786190.2016.1148338
https://doi.org/10.1080/20786190.2016.1148338
https://doi.org/10.1080/20786190.2019.1596666
https://doi.org/10.4102/safp.v65i1.5656
https://doi.org/10.4102/safp.v65i1.5656

	The sustainability of group empowerment and training for people with diabetes in South Africa
	Introduction
	Methods
	Study design
	Setting
	Conceptual framework
	Study population, sample size and sampling
	Data collection
	Data analysis
	Ethical considerations

	Results
	Health system structures
	Alignment with population needs
	Financing

	Health system inputs
	Sufficient staff to facilitate group empowerment and training
	Provision of resource materials
	Monitoring of implementation

	Service delivery
	Training of facilitators
	Whole team approach
	Selection of patients
	Patient flow and organisation
	Facilitators
	Appointments and attendance
	Stakeholder support
	Clinical governance and quality improvement processes

	Outputs, outcomes and future impact
	Effects on people, behaviour and clinical outcomes
	Ideas for future development


	Discussion
	Conclusion
	Acknowledgements
	Competing interests
	Authors’ contributions
	Funding information
	Data availability
	Disclaimer

	References
	Figures
	FIGURE 1: Theory of change for implementation of group empowerment and training.
	FIGURE 2: Example of patient flow through the facility.

	Tables
	TABLE 1: Categories, themes and supportive quotations.
	TABLE 2: Key questions for facility managers in implementing group empowerment and training.



