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AN IMPORTANT NOTE TO READERS OF THIS REPORT: 
 
The report of the evaluation of the Social Capital Project is a lengthy one.  The 
rationale for this is that the evaluation team felt that a more detailed, as opposed to a 
précis, account of the results of the 44 interviews conducted was important given 
that: 
• the Social Capital Project was a new and innovative pilot initiative and as such 

had not been previously documented in a comprehensive manner; 
• the Social Capital Project has involved a range of diverse stakeholders, many of 

whom had not had access to information about aspects of the Project that they 
had not immediately been involved in. This report was seen as one of the ways in 
which the different experiences of the Project could be shared; and 

• considering the evaluation was formative in nature, it was considered important to 
demonstrate the evidence base from which recommendations for the future of the 
Project were made. 

 
Having outlined the above, the team is aware that many readers will only be able to 
read some aspects of the report.  For this reason the first 8 chapters of the report 
have been written in a discrete way: each containing a conclusion at the end of the 
chapter so as enable readers to be able to focus on those aspects of the Social 
Capital Project that they have a particular interest in. 
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EXECUTIVE SUMMARY 
 
 
BACKGROUND TO THE EVALUATION 
 
The Social Capital Formation Strategy has been introduced in the Western Cape as 
one of the lead strategies of the Provincial Government’s iKapa Elihlumayo. The 
Provincial Government of the Western Cape (PGWC) Department of Health (DOH)’s 
Social Capital Programme began with the development of the Social Capital Concept 
Document in October 2004, and the draft position statement on Social Capital 
Formation in Health by Professor Craig Househam in November 2004. The decision 
was made to develop a Social Capital Project through the Metropole District Health 
Services (MDHS), under the direction of the Regional Director, Dr Lawrence Bitalo. 
An Operational Plan (April 2005 – March 2006) was drafted by PGWC DOH to 
support this process.  
 
The MDHS Social Capital Project is being developed as a pilot initiative in two of the 
sub-districts in Cape Town – Khayelitsha and Mitchell’s Plain. There is also a 
community based intervention that spans all the sub-districts. The planning of the 
Social Capital Project and the implementation in these sites form the main focus of 
the evaluation.  
 
 
AIM OF THE EVALUATION 
 
The overall aim of the evaluation is to provide PGWC DOH, MDHS and other 
relevant stakeholders with an in-depth analysis of what the Social Capital Project has 
achieved to date, what the key challenges and difficulties have been in the process of 
implementation and to make recommendations for future planning.  
 
 
OBJECTIVES   
 
The objectives are: 
 
1. To review International & National literature in respect of social capital formation 

in health and draw out lessons for the PGWC DOH 
2. To review and document the history, original intention and concept of the Social 

Capital Project and compare this to how it has been interpreted by various 
stakeholders. 

3. To review the process & implementation of the Social Capital Project across the 
following core project activities of the Social Capital Project:  

• internal capacity building,  
• the Integrated Management of Childhood Illnesses (IMCI), 
• the expansion of community based chronic disease management, 
• the Health Promoting Schools (HPS) interventions, and 
• the strengthening of community participation structures.   

4. To review the Social Capital Project against the organisational context within the 
DOH. 

5. To make recommendations regarding the strategic direction, process of 
implementation and material and management support required to implement the 
Social Capital Project in the future. 
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METHODOLOGY 
 
Evaluation Framework 
 
The evaluation has drawn on the open systems framework, described by Roberts 
(1994). This is a framework that looks at the inputs in relation to demands, support 
and resources, and the way that these inputs are influenced by the system and 
processes that are designed to convert the inputs to outputs. 
 
Methods  
 
The evaluation included indepth interviews, focus group discussions and 
documentary analyses. In addition, opportunistic observations were undertaken of 
meetings and events and a feedback meeting was held with all MDHS respondents 
that included a useful discussion on the issues raised by the evaluation. A purposive 
sample of respondents was used, based on initial consultation with key respondents. 
The levels of respondents included senior and middle level managers in the 
Provincial Health, Social Services, Education, Community Safety Departments as 
well as City of Cape Town Health Department. Implementers and support staff from 
MDHS were also interviewed. In total the evaluation team conducted 41 interviews 
and 3 focus group discussions and attended 5 Project meetings and events. 
 
 
RESULTS  
 
Establishing the PGWC DOH Social Capital Initiative (Internal Aspects) 
 
The Social Cluster Social Capital Formation Strategy was led by the Department of 
Social Services and Poverty Alleviation. Other departments in the Cluster are Health, 
Education, Safety and Security and Cultural Affairs and Sport.  A significant 
advantage of having a cluster driven approach was so that it could be developed as 
an integrated approach across departments. The priority focus area for the integrated 
approach was identified as youth, and it was anticipated by the Premier’s Office, the 
Treasury and initially the Social Cluster that all departments would adopt a youth 
focus. It was envisaged that the Cluster would be a forum for providing guidance and 
support to individual departments.  
 
However, apart from initial and occasional inter-departmental interaction, a 
coordinated approach did not occur. Instead, the departments have developed their 
initiatives independently, each having their own budget and full autonomy to develop 
their initiative within that budget. The establishment of separate initiatives reinforced 
the development of vertical programmes, with minimal collaboration across 
departments. 
 
The development of the PGWC DOH Social Capital Formation Strategy began with 
discussions at a policy level. The involvement of the Head of Department and other 
senior departmental heads was indicative of the importance given to the initiative. A 
task team was established to write the DOH Social Capital Formation Strategy 
Concept Document in October 2004, and to draw up the framework and strategic 
approach that led to the development of the Social Capital priorities in the Western 
Cape Department of Health Five Year Strategic and Performance Plan 2005-2006. 
 
The PGWC DOH was applauded by the Social Cluster members for its concept 
document at the beginning of the process, as it was seen as one of the most 
developed. It was subsequently criticised for failing to contribute to the Departmental 
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Social Capital Formation Initiatives document. However, this opinion has now shifted. 
Because of the development of the MDHS Social Capital Project, PGWC DOH is 
currently being seen as taking a lead in developing an integrated initiative, albeit at a 
local level.  
 
 
MDHS establishing the Project and its Placement 
 
Developing operational plans 
 
PGWC DOH was the only one of the Social Cluster departments to develop a 
separate project - the other departments integrated social capital into their existing 
programmes. PGWC DOH’s rationale was that as a project it would have its own 
identity that they could manage, monitor, and finance in a clearly identifiable way.  It 
was also stated that creating a separate project enabled creativity of thinking by 
those involved, whereas with an integrated approach, staff would have just continued 
with the usual way of working. Finally and importantly, it would provide an opportunity 
for lessons to be learnt that could later be integrated into the mainstream PGWC 
DOH. 
 
However, there was considerable confusion as to who was responsible for 
developing the social capital proposals. Initially there were two different proposals 
written, one by the PGWC DOH, and one by MDHS. These were requested by the 
relevant managers without adequate guidance and within a very short timeframe. 
These proposals were both rejected and a third and final document was drafted by 
PGWC DOH, the Operational Plan (April 2005 – March 2006). This forms the 
foundation for the MDHS Social Capital Project, and the R7m funding was allocated 
for its delivery. It also includes a section on strengthening community structures, for 
which R4m was allocated. This final plan adopted existing Programme priorities of 
PGWC DOH. The reason for this choice was that it would build on what was already 
being developed, but with the additional opportunities to develop and build on 
linkages within the community, and between communities and the services. This 
would be strengthened by the additional funds, which would enable employment of 
additional staff.  
 
Choice of pilot sites 
 
The Operational Plan (April 2005 – March 2006) identified Khayelitsha and Mitchell’s 
Plain as pilot sites. The advantage of having only two sites was that it would enable a 
concentration of resources in these areas. This would provide an enabling 
environment in which to test the benefits of adopting a social capital approach. 
Working in small areas was also seen as enhancing the opportunity to develop 
networks and partnerships in these areas, between both communities and 
professionals. Furthermore, as Khayelitsha and Mitchell’s Plain are both Urban 
Renewal sites, the potential for collaboration was significant. 
 
Choosing health priorities 
 
The Programme priorities for the Social Capital Project, selected from within the 
Provincial DOH overall 8 divisional priorities, were child health through the IMCI 
programme, focusing on diarrhoea and immunisation; and non-communicable 
diseases, focusing on hypertension and diabetes. The project was also to build on, 
and importantly, strengthen the existing Health Promoting Schools (HPS) initiatives in 
the two sub-districts. In doing so, they would be building on significant experience 
and networks that had already been established, and would also be contributing 
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considerable resources to develop them further and more collaboratively. However, 
there was a contrary view from the architects of the original MHDS plan, suggesting 
that this was not the most useful way to proceed. For them, the Programmes were 
too limited in their disease-based approach, which they felt worked against their 
interpretation of the concept of Social Capital. This difference in interpretation 
created a tension in the DOH that had detrimental implications for the placement and 
running of the Project 
 
Establishing the Project 
 
It was the responsibility of the Director, MDHS to locate the Project and appoint staff 
to manage it. The Project was boosted tremendously with the appointment of key 
staff members to set up a Social Capital Project office at Woodstock regional office,  
as well as two offices in the pilot sites.   
 
The decision made was to run the Social Capital Project as one of the MDHS Special 
Projects, and the manager of Special Projects  became its overall manager. This 
meant that social capital was technically an independent project, even though most 
of its activities were located within community-based components of existing health 
Programmes directorate. This decision, however, became a major source of 
contention within the Project as a majority of arguments were made by respondents 
argued in favour of the Deputy Director of Programmes managing the project. The 
main argument was that she has the overall responsibility for those Programme 
areas, which had been designated as the main priorities for the Social Capital 
Project. Placing the Project under Special Projects Unit of MDHS was seen as 
creating a dual management system that left both managers with confused roles, and 
left some staff under them feeling resentful. It also meant that the Project had limited 
support in terms of financing, employment issues and relationships with NPOs, which 
were competencies that the Programmes sub-directorate had to then provide.  
 
 
Implementation of activities 
 
Sub-district offices 
 
The sub-district offices were each run by a project coordinator, a community liaison 
officer and an administrative assistant. School health nurses were seconded from the 
school health services to be project coordinators. The project coordinators were 
required to establish task teams in their sub-districts, as well as monitor the work of 
community-based workers in the Health Programmes. 
 
Community IMCI programme  
 
The Diarrhoea Campaign in both Khayelitsha and Mitchells Plain, were noted for their 
success due to the good relationships that were being developed between schools, 
the City of Cape Town Health Department and  the Department of Water Affairs and 
Forestry. In some NPOs the community based workers were already active in the 
communities, and training in the IMCI protocol enabled them to provide an extended 
service to households. This saved time and increased coverage of services, while 
providing the community-based workers with an additional income. 
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Management of chronic diseases 
 
The Social Capital Project funding was used to pay for training, as well as for 
equipment and to pay the NPOs who were managing the community-based workers. 
This helped to formalise the support groups, which were being run as loose social 
organisations and, through the social capital approach, it enabled the support groups 
to be a bridge between MDHS and the community.  
 
Health Promoting Schools 
 
Community-based workers played a major role in reviving health promotion activities 
in schools, as they assisted school health nurses in a range of activities, as an ‘extra 
pair of hands’. In addition, partnerships have been formed with community groups 
and other government departments, and they have laid the foundation for plans to 
develop schools as hubs for social capital formation in the communities 
 
Eye-care programme 
 
Another achievement of the Social Capital Project was the partnership with the 
League of Friends of the Blind to provide eye-care services in the community. This 
partnership was not part of the initial objectives for the Social Capital Project, and 
came about through an initiative between the Project office and the NPO. 
 
Face the People Project 
 
Although not included in the Social Capital Operational Plan (April 2005 – March 
2006) it became clear to the evaluation team that the Department of Health’s Face 
the People Project was considered by the MDHS to be one of the most successful 
projects. This was achieved by popularising the concept of social capital by 
honouring and profiling diverse members of the Metro community who work in a 
voluntary or semi-voluntary capacity to promote the health and wellness of their 
communities at a grassroots level.  
 
Some concerns about choice of priority programmes 
 
However, the need to spend funds quickly led to decisions being made about 
priorities without undergoing proper situational analyses, and without involvement of 
the communities in determining the priorities. The choice of interventions were 
according to ‘top down’ priorities, which are demonstrably important, but not 
necessarily the priorities of the communities, or the implementers.  
 
Inadequate communication  
 
There were many complaints about the inadequate communication at all levels. The 
lack of awareness about decisions and recommendations from the Premier’s Office, 
the Social Cluster and the Provincial DOH was seen as an obstacle for those 
attempting to deliver social capital programmes on the ground. Concerns centred 
around the limited support, lack of clarity about what is expected, insufficient 
feedback on what was being implemented on the ground, and also a lack of 
awareness about how to access funds. This limitation in communication was seen as 
part of an ongoing institutional problem, but one that was particularly important given 
the newness of the initiative and the poor understanding of the concept.  
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Limited collaboration 
 
The collaboration between the Social Cluster Departments was limited. There was 
also limited collaboration with the City of Cape Town. The collaboration at the sub-
district level between the Social Capital Project and the City of Cape Town Health 
Department was good, but there was not the same co-operation between those 
involved in the community-based components of the Project and health facility staff 
working in the identified programme areas. This was despite the considerable efforts 
by the coordinators to bring different stakeholders together. 
 
 
Support for social capital 
 
Financial systems support 
 
The main achievement of the Social Capital team in terms of financial management 
was the implementation of spreadsheet reports that captured expenditure 
commitments to date. This allowed for greater control over expenditures by the 
Project’s financial administrator, albeit in the absence of support from the finance 
division.  
 
However, the delay in producing the Operational Plan, particularly as the money was 
already available, led to confusion, as the details of the programme activities still had 
to be determined, while those budgeting for it had to have it complete.  
 
There also were considerable delays in spending, which led to subsequent pressure 
to spend. This was caused by general ‘bungling’ by MDHS, which meant that it took 
months for documents to be signed, along with a lack of induction for Social Capital 
Project team members into financial procedures of the organization. 
 
Human Resource (HR) management 
 
Critical vacancies in the human resources office led to a limited capacity to perform 
HR functions such as recruiting for vacancies in the services. This led to the Project 
manager being tasked with recruiting staff without adequate support structures in 
place. It also  meant that she had to perform a task that amounted to under-utilisation 
of her skills. 
 
The lack of establishment for posts made available through Social Capital Project 
funds created staff payment delays and meant that some posts were recorded with 
incorrect descriptions in the human resource systems.  
 
Newly appointed project staff had no orientation or induction to the organization. Had 
this been done, it would have helped to familiarise them with the systems and 
procedures within the organisation, and in doing so facilitate the process of setting up 
the project. 
 
Information management systems 
 
The importance of a computerised information management system for monitoring 
health programmes and outcomes was already recognized within MDHS, and the 
Social Capital Project was seen as a means to add impetus to that initiative, as there 
was the need to monitor and evaluate initiatives that came within the Social Capital 
Project. Social capital funding contributed to the appointment of staff for setting up an 
information management system. 
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Training  
 
Two workshops were arranged to raise awareness of the concepts of social capital 
and potential for implementation of the MDHS Social Capital Project. The first 
workshop, which was a one day workshop, targeted managers, with a view to 
assisting them to relate social capital to their existing priorities, and to provide 
support for their staff involved in social capital initiatives. The second workshop 
involved a five-day training intended for those who would be tasked to be 
implementers of Social Capital in one form or another. 
 
A computer training facility and an internet resource centre were established at 
headquarters for internal human capital development within MDHS. 
 
 
DISCUSSION 
 
One key themes that emerged from the analysis was the inadequate planning, which 
led to a lack of clarity about the concept of social capital. Although the importance of 
intersectoral collaboration was highlighted from the outset, this necessary integration 
did not occur. 
 
Strategic decisions about the placement of the project within MDHS meant that the 
implementation of activities in the pilot sites was confused by the dual management 
arrangements, and this led to considerable tension amongst the managers. The 
focus of activities was also a limiting factor. Because the Project was aiming to 
strengthen existing programmes, it was predominantly health service based, thereby 
lacking in intersectoral collaboration. By implication, this meant that the Project was 
not giving a focus to approaches that tackle the social determinants of ill health, and 
consequently health equity. 
 
Organisational issues that work against the Project include the absence of a 
performance contract for social capital outputs to give formal recognition to the 
strategy, and, consequently, a lack of commitment from some senior managers to 
support the process. The organisational culture of mistrust, as well as a lack of 
management intervention led to failure to address those tensions within the 
organisation also hindered project implementation and development. 
 
Poor communication, which is endemic to health sector bureaucracies, as well as the 
myriad of bureaucratic processes, hampered project implementation and internal 
collaboration in many ways. 
 
Despite many constraints and limitations, particularly those related to insufficient 
planning and tight time frames for implementation, several notable achievements 
have been made by the Social Capital Project. These include: 
• Setting up a social capital infrastructure within MDHS and in the pilot sites 
• Building on, and strengthening existing health programmes, adding strong 

community components. 
• Giving a high profile to the achievement of communities, building bridges 

between communities and health services.  
 
A major challenge for the project is that of sustainability. The issue of increased or, at 
least, sustained funding is imperative for the Project. 
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RECOMMENDATIONS 
 
A number of recommendations have been made. In essence they include the 
following: 
 
• A consistent working definition of social capital should be developed and 

communicated throughout PGWC DOH and MDHS, using a range of 
mechanisms appropriate to the different levels; 

 
• Greater consideration and planning ought to be given to how existing and future 

initiatives, developed as a result of the Provincial Social Capital Formation 
Strategy (SCFS), can be planned, budgeted for and implemented collaboratively 
between the various departments within the Social Cluster; 

 
• A number of specific recommendations are made in relation to the institutional 

support that is required in relation to social capital formation. These include: 
incorporating social capital formation in the key performance areas of managers 
and sub-directorates; clarifying the particular roles and responsibilities that 
PGWC and MDHS both play in operationalising the SCFS within the Department 
of Health; providing particular support to managers of new and innovative 
projects, such as this one. It is also recommended that PGWC learns from and 
draws on the experience of other countries in relation to their endeavours to 
integrate social capital into the policy environment and service delivery activities 

 
• Future planning related to the Social Capital Project should be considered in a 

more methodological manner and be done, at the very least, collaboratively 
between the PGWC DOH and MDHS, and ideally in consultation with community 
structures and other sectors; 

 
• A working group session should be convened to critically analyse which of the 

existing social capital formation activities of the Social Capital Project running 
across the five focus areas of 2005/06 should be given priority, which should be 
refined and which should be abandoned;  

 
• Measures for the monitoring and evaluation of the Social Capital Project’s 

activities and outputs need to be extended to move beyond numerical output 
measures to include qualitative process and relationship measures; 

 
• The current location of the Social Capital Project under Special Projects should 

be reviewed, and the final decision regarding its future location and management 
be considered both strategically in relation to new and emerging programmes, 
and in relation to the tensions and challenges of the past year – many of which 
have been highlighted in this evaluation report.   

 
• Greater attention should be paid by PGWC DOH and MDHS to the way in which 

the channels of communication are structured so as to facilitate greater dialogue 
between the Project implementers, managers and the policy makers – both within 
Health and between other departments;  

 
• A comprehensive training programme should be designed to re-orientate  

managers and implementers to adopt a ‘social capital lens’ in their work; 
 
• A working partnership should be established between the Project and Human 

Resources to as to address the issue of organisational mistrust in particular and 
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to strengthen the implementation of the human capital component of the SCFS 
within PGWC DOH and MDHS; 

 
• Greater attention should be given to maintaining a consistency and clarity in 

relation to the documentation and use of terminology within the Social Capital 
Project; and 

 
• In relation to finances, it is recommended that clarification regarding the 

conditions relating to Social Capital funding and unspent funds be sought, and 
that clear procedures for authorising the use of funds against the budget before 
any expenditure commitments are made be developed. It is also recommended 
that the reporting requirements for NPOs be reviewed so as to provide smaller 
NPOs a greater opportunity to access Social Capital funding. 

 
Finally, it is recommended that: 
• the findings, discussions and recommendations contained within this evaluation 

be presented to key stakeholders that have been an integral part of the Project 
over the past year.  In so doing the content of the evaluation can be used as a 
basis for reviewing the Project’s progress, reflecting on lessons learnt and then 
planning in a more robust manner for the Project’s future. 
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ACRONYMS 
 
CBOs   Community based organisations 
CBS  Community Based Services 
CHCs  Community Health Clubs 
CDM  Chronic Disease Management 
CoCT  City of Cape Town 
DOH  Department of Health 
DOSS  Department of Social Services 
DWAF  Department of Water Affairs and Forestry 
HC2010 HealthCare 2010 
HPS  Health Promoting Schools 
HR  Human Resource 
IMCI  Integrated Management of Childhood Illnesses 
IMR  Infant Mortality Rate 
MDHS        Metropole District Health Services 
MSATS Multi-Sectoral Action Teams 
NCD  Non-communicable diseases 
NGOs   Non-government organisations 
NPOs  Non-profit organisations 
PHC  Primary Health Care 
PGWC  Provincial Government of the Western Cape 
PFMA   Public Finance Management Act 
PNs  Professional Nurses 
SCFS  Social Capital Formation Strategy  
SOPH  School of Public Health    
WC  Western CapeCategorisation of the respondents 
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TERMINOLOGY 
 
 
Many different terms were used by respondents in their interviews. This was because 
there are many terms that are used interchangeably. At times it was because of a 
lack of clarity in the use of terms.  For consistency, the report will be using the 
following terms in the following way: 
 
social capital 

(In lower case) refers to the theoretical concept of social capital, and as such 
is used in a general sense. 

 
The Social Capital Project (or the Project)  

(In capitals) refers to the Social Capital Project located within and 
implemented by the MDHS. 

 
The PGWC Social Capital Formation Strategy (SCFS) 

This refers to the strategy introduced by the Office of the Premier (Western  
Cape) as one of the lead strategies and pillars of the Premier’s provincial  
growth and development strategy (iKapa Elihlumayo). 

 
The Social Cluster 

This refers to the cluster of departments within the PGWC, namely: the  
Department of Cultural Affairs and Sport; the Department of Community  
Safety; the Department of Education; the Department of Health, and the  
Department of Social Services and Poverty Alleviation, that are all  
responsible for the delivery of social services. The Department of Social  
Services and Poverty Alleviation is the lead facilitator or co-ordinator of the  
Social Cluster. 
 

PGWC DOH  
The Provincial Government Department of Health, sometimes referred to by  
respondents as ‘Head Office’ or ‘Health.’ 

 
Programme 

The MDHS Programme areas of child health, non-communicable diseases, 
health promoting schools, women’s health, and so on.   

 
Community based workers  

Refers to a range of people working at a community level and includes  
such people commonly referred to as volunteers, or members of the  
community who are employed part time or paid a stipend by various provincial  
government departments (such as home based carers and IMCI workers for  
the DOH, or community facilitators for the Expanded Public Works  
Programme, or safety officers at schools), and NPO field workers and  
community health workers. 
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CATEGORISATION OF THE RESPONDENTS 
 
 
In order to ensure issues of confidentiality, the report has divided respondents into 
four categories:  
 
• Senior level respondents: 

Respondents responsible for strategic decisions within the Office of the Premier, 
departments within the Social Cluster, PGWC DOH, MDHS, and the City of Cape 
Town. 

• Middle level respondents: 
Respondents responsible for developing and managing the implementation of a 
broad range of programmes within the Social Cluster, PGWC DOH, MDHS, and 
the City of Cape Town.   

• Implementers  
Respondents involved in the direct implementation of social capital activities 
within communities and primary level facilities.  

• Support workers 
Respondents providing administration, finance, and human resource support. 

 
 
A list of the respondents interviewed as part of the evaluation process, and that have 
been categorised into the above four categories can be found in Appendix 1. 
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