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AN ASSESSMENT FROM THREE JOHANNESBURG CLINICS

 
Background 
The global discourse on integrating HIV and sexual and 
reproductive healthcare emerged in the mid-2000s, and 
has since expanded to integration of HIV and primary 
healthcare services, including tuberculosis services (1-4). 
In the last decade, much has been written regarding the 
value and benefits of health service integration (5-9); 
however, uniform, universally relevant guidance remains 
limited (4). It is becoming increasingly clear that 
integration is not a one-size-fits-all solution. Integration 
at its core is an operational issue requiring policymakers, 
health professionals, and administrators to agree on 
protocols and day-to-day operations, including the tools 
for monitoring service delivery.  

In South Africa, the narrative on integration of services 
has roughly followed the global narrative. Recent work 
by HE2RO highlighted that integration in this 
environment can take many forms. In this study, we 
aimed to assess whether facility-based registers used for 
routine data collection could be used to track integrated 
service provision at three primary health clinics in 
Johannesburg, South Africa.  

Methods 
Data collection at the study sites 
We purposively selected three primary healthcare clinics 
in one administrative region of the City of Johannesburg 
and subsequently conducted a retrospective review of 
paper-based and electronic patient registers. A full listing 
of all registers (Table 1) was created through discussions 
with clinic management and staff.  

From November 2015 to August 2016, we manually 
transcribed data from the paper-based registers to an 
Excel data collection file created to replicate the paper-
based registers. The data captured represented all 
service delivery in November 2015. We also obtained 
electronic registers and extracted service delivery data 
for the same time period.  

Fields captured during data collection included: name, 
surname, date of birth, gender, identification number, 
file number, and services received. Ethics approval was 
obtained from the Health Research Ethics Committee at 
the University of the Witwatersrand. 

 
 
 
 

 
Analysis 
We defined integrated service provision a priori as cases 
where services were found to have been provided to the 
same individual on the same day–even if noted in 
different service registers. When data collection was 
complete, we attempted to match patient data across 
paper and electronic registers to “link” individuals, 
potentially revealing receipt of more than one health 
service on a given day.  

Results 
Registers maintained 
The clinics kept several different paper registers (Clinic 1: 
21, Clinic 2: 26, Clinic 3: 22) (Table 1).  

Clinics routinely tracked the number of patients that 
came to the facility for any reason. This was captured in 
the Headcount Register. The Comprehensive Care, 
Management, and Treatment (CCMT) Headcount 
Register was used to capture patients who came for HIV 
treatment services. This register was a relic of prior 
service organization, i.e. when patients presented to 
donor-funded services for HIV treatment. During our 
study, only HIV treatment visits were recorded; services 
provided to patients who came for HIV treatment were 
not recorded on the same register.  

Table 1: Registers maintained at each study clinic 
 Number of register copies 
 Clinic 1 Clinic 2 Clinic 3 
Paper-based registers 
Patient headcount 1 + 1 

CCMT 
1 + 1 

CCMT 
1 

Comprehensive Tick Register  6 7 9 
HIV counselling and testing   4 6 4 
Tuberculosis (screening, 
tracing, treatment) 

6 types, 
1 each 

7 types, 
1 each 

5 types, 
1 each 

Chronic disease management 1 1 1 
Pap smears 1 1 1 
Antenatal care 0 1 0 
Monthly service tally 1 1 1 
Electronic registers    
DHIS 1 1 1 
Tier.net 1 1 1 

 

All paper registers except the Headcount Registers and 
Monthly Tally Register captured patient identifiers. Some 
registers were meant to capture one service only, e.g.  
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Pap Smear Register, Antenatal Care Register, etc. in 
contrast, the Comprehensive Tick Register (CTR) 
contained space to document a broad array of services 
per patient per visit, including:  
• HIV counselling, testing, and treatment,  
• Prevention of mother-to-child transmission services 

(PMTCT),  
• Family planning services (FP),  
• Antenatal (ANC) and postnatal care, 
• Pap smears, 
• Sexually transmitted illness screening  and treatment 

(STI), 
• Mental health services,  
• Chronic disease management (CDM),  
• Child immunization and wellness visits, and  
• Tuberculosis (TB) screening and treatment. 
Unfortunately, there were multiple copies of the CTR at 
each facility, and often each copy was used to capture 
just one service. For example, the CTR was used to 
capture family planning service delivery in the consulting 
room where that service was routinely offered. No other 
services were captured on that CTR.  There were also 
multiple copies of the HIV Counselling and Testing 
register. One copy was kept in each consulting room.  

The Monthly Tally Register, captured the total number of 
patients seen per service type per month. Completing 
the register involved compiling data from all other 
service delivery registers. Electronic data sources 
included the District Health Information System (DHIS) 
and Tier.net. The DHIS captured data from the Monthly 
Tally Register, and Tier.net captured HIV treatment visits 
from the CCMT Headcount Register and the CTRs.  

Data quality  
The registers were completed inconsistently often due to 
time, logistical, and staffing constraints. It was not clear 
whether services were recorded in the registers in real 
time (in front of the client) or at the end of the day. 

During the review, it was noted that the majority of the 
registers were missing a significant amount of data – 
particularly the patient name, identification number, and 
file number information – which made matching specific 
individuals across registers impossible. Ultimately, we 
were able to look for integration within the CTRs only. 
However, as the CTRs were inconsistently completed, we 
cannot comment on the proportion of clients who 
received integrated care. For example, we were able to 
identify integrated HCT and other service delivery for less 
than 1% of the patients listed, and this was at Clinic 3 
only.  

However, we did note that some documentation of 
integration was taking place:  
• Clinic 1 recorded FP, Paps and ANC for PMTCT clients. 
• Clinic 2 noted FP, Paps, STI and ANC for some PMTCT 

clients as well as integrated TB and hypertension 
screening. 

• Clinic 3 recorded integrated FP and CDM for some STI 
patients, FP and PMTCT for CDM patients, and FP and 
TB services for some PMTCT clients.  

Finally, inconsistent register completion contributed to 
poor data quality within clinics. Often in-clinic paper 
register totals differed. Headcount and service provision 
data were also affected. Electronic data meant to 
represent the Monthly Tally registers also frequently 
differed from the paper copies. It was unclear whether 
cleaning or adjustments had been made after submission 
of the Monthly Tally data for capturing in the DHIS. 

Policy relevance 
Public clinics in South Africa maintain several paper 
registers for tracking service provision on a daily basis. 
These form part of the medico-legal recording 
requirements at the primary health care level. However, 
we identified duplication across the registers, and many 
registered that were not filled out consistently or 
correctly.  

If completed properly, there is the potential to use the 
records to track integration of service delivery. Engaging 
clinic staff as key role players, including as beneficiaries 
of data collection efforts, could improve data quality. 
However, barriers to recording, including understaffing – 
in particular of staff dedicated to data management – 
must be addressed.  
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