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Aim 
A partnership between the University of Cape Town and the Western Cape Government: Department of Health 
and Wellness received a grant from the Mastercard Foundation under the Africa Health Collaborative to 
strengthen primary health care by empowering and preparing young people for employment and health 
entrepreneurship in three sub-districts over eight years. This created the opportunity to co-design and 
co-develop a learning health system as a joint venture between a health service and a higher education 
institution. As part of the project, each sub-district has established a ‘learning circle’ comprising 
representatives from the health services, communities, non-governmental organisations and the university to 
sustain ongoing conversations aimed at improving health in the three sub-districts. This paper outlines the 
initial steps in set-up and design, including data from the first two years of operations. 

Method 
Using a participatory action research approach, the research team conducted 21 initial interviews after the 
first six months of the project to explore participants’ understanding and experience with the development of 
the project. Additionally, the paper reflects on the learning circles and learning forums that were established, 
to understand the trajectories of learning across the system in the first two years of implementation. 

Findings 
Data from key informant interviews, together with reports from the learning circles, are presented to illustrate 
the issues and lessons that have emerged in the early stages of the project. 

Conclusion 
The Healthy Futures South Africa project shows that building a learning health system is an iterative social and 
political process, not merely a technical one. Learning circles have begun to support inclusive reflection and 
emerging innovation, particularly through youth engagement and narrative approaches. Long-term 
sustainability depends on leadership, investment, and embedding learning as core health system 
infrastructure. 

Introduction 

This paper describes the initial steps taken to establish 
a learning health system (LHS) in three sub-districts of 
the Western Cape. It discusses the establishment of a 
sustainable culture of reflection and learning within the 
health system. The paper is presented as a case study in

volving stakeholders and communities, with the aim of 
sharing emerging issues that may be helpful to others in 
similar situations. 

While this project was externally funded, the sustain
ability of creating a culture of learning alongside service 
delivery is the focus of this paper. The Healthy Futures 
South Africa (HFSA) project, through the University of 
Cape Town (UCT), serves as a single case study with its 
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own strengths and weaknesses in a particular context of 
time and place, but with sufficient diversity in the three 
geographic sites to derive interesting analyses from the 
internal comparisons of the processes in the three sub-
districts to inform other health districts in similar con
texts. 

Learning health systems 

Learning health systems iteratively use evidence from re
search, service data, and experience from routine prac
tice and systematically convert these to knowledge that 
aims to improve health system performance and indi
vidual and population health outcomes. Most studies on 
LHSs focus on learning from implementing a particular 
clinical programme, system, or platform with very few 
focusing on stakeholder perspectives,1 suggesting that 
there is limited LHS evidence on the social and partner
ship processes essential to equitable learning with stake
holders and communities. Challenges that have been 
documented2 include power inequities between commu
nities, health workers, and policymakers; managing par
ticipants’ expectations; and sustainability.3 Furthermore, 
there is limited evidence on how to measure the impact 
of collaborative learning that is focused on equity and so
cial determinants of health beyond clinical care.1 

To address the HFSA goals and the knowledge gap, 
a definition of an LHS that was not limited to health 
services but included the social and contextual determi
nants of health was adopted. The following description is 
most closely aligned with the approach adopted: “Learn
ing in health systems can … be said to occur by making 
the link between past actions, the effectiveness of those 
actions, and future actions”.4 The concepts of single-loop 
learning (adaptive learning),5 double-loop learning (gen
erative learning),5 and triple-loop learning (meta-learn
ing)6 were adopted. The LHS design followed the model 
of implementation of LHS endorsed by the World Health 
Organization (WHO),7 which describes three essential pil
lars: enabling conditions, human capacities, and institu
tionalising learning (Figure 1). 

Healthy Futures South Africa 

A partnership between UCT and the Western Cape Gov
ernment: Department of Health and Wellness (WCDHW) 
received a grant from the Mastercard Foundation (MCF) 
under the Africa Health Collaborative (AHC)8 in 2023 to 
strengthen primary health care by empowering and 
preparing young people for employment and health en
trepreneurship in three sub-districts over eight years. 

Three sites in the Western Cape, representative of 
many communities in South Africa and Africa with low 
socio-economic development and high youth unemploy
ment levels, were identified for the project: one urban 
sub-district (Klipfontein) and two rural sub-districts (Sal
danha Bay and Knysna-Bitou), totalling approximately 
720 000 people. Sub-districts in South Africa are ideally 
sized to function as learning systems, since they are lo
cally accessible and usually include at least one district 

Figure 1. Building a learning health system 

Source: Sheikh and Abimbola, 2021.7 

hospital, some community health centres and several 
clinics, serving populations of up to 500 000. Some also 
include secondary or regional hospitals. By contrast, 
health districts that often serve populations of 1.2 mil
lion, would make learning systems impersonal and un
wieldy. 

In addition to the three ‘pillars’ of the project, which 
deal with employment, entrepreneurship, and ecosys
tems, a fourth pillar of collaborative learning and net
working was proposed and developed. The fourth pillar 
includes monitoring, evaluation, learning and adaptation, 
which gave rise to the learning project reported here. 

The initial HFSA team created a foundational theory 
of change that elaborated on the organisational pillars 
of the proposal and articulated a common vision: “Im
proved health, well-being and livelihoods of community 
members in the three sub-districts in the Western Cape 
through improved primary health care service delivery 
and strengthened capacity and opportunities especially 
among women and youth” (unpublished workshop re
port, 2024). 

This paper describes how HFSA designed and adapted 
learning circles (LCs) and learning forums (LFs) as early 
learning mechanisms and identifies lessons for institu
tionalising equitable learning in primary health care sys
tems. 

Method 

Alongside the project implementation, a participatory ac
tion research (PAR) project was developed, which serves 
as the basis for the data presented in this paper. The in
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terim aim of the research project was to learn from an 
analysis of the key issues and emergent processes in the 
HFSA project and to present a framework for ongoing 
documentation. The stated objectives were: 

Practical knowledge about HFSA was generated 
through active collaboration with HFSA programme im
plementation committee (PIC) members (health service 
managers and stakeholders) as the study participants to 
inform project work in the implementation sites. A few 
months into the project, participants revised the aims 
and objectives of the project, as is expected in PAR, to fo
cus on what and how to learn. 

This participative process resulted in a plan for a series 
of reflective activities at two levels within HFSA: quarterly 
LCs at the site level, and six-monthly LFs at the project 
level with representatives from all three sites and the 
central team. The LC meetings at each site collate data 
from a variety of sources at the local level, feeding the in
formation generated into the LF events across the whole 
project. This learning process is further disseminated at 
an annual convening of all partners within the AHC. This 
structure institutionalises learning, as described in the 
WHO model of LHS implementation.7 In this collabora
tion, an LC is defined as a reflective space within the 
HFSA project where team members can identify key is
sues, engage critically with conceptual issues around the 
project, facilitate sharing across sites, including interna
tionally, and identify emerging research questions. Ex
pected outputs of the LFs are research priorities, ideas 
for monitoring and evaluation, and concepts to share 
with the wider AHC. Ultimately, these are expected to in
fluence both community practices and policy (Figure 2). 

Twenty-one initial individual interviews with members 
of the PIC serving as key informants were conducted by 
a trained qualitative researcher, recorded and analysed. 
Since the research team was drawn from the PIC, an in
dependent researcher was contracted to conduct the in
terviews and perform the initial inductive coding. Care 
was taken to ensure reflexivity with regard to the re
searchers’ positionality through frequent occasions for 
‘triple-loop learning’.6 Records and minutes of all LC and 
LF meetings held between November 2024 and Decem
ber 2025 were reviewed. Critical thematic analysis of the 
interview transcripts and document reviews was con
ducted by the research team. 

Ethics 

Ethics approval was obtained from the University of Cape 
Town Human Research Ethics Committee (ref. 422/2024). 
Informed consent was obtained from all participants, 
and those with designated roles within the organisation 
agreed to be identified by their positions as co-authors of 

this paper. Community participants in the LCs were reim
bursed for transport expenses when requested. The pro
ject funder did not directly influence the research ques
tions, programme design, interpretation, reporting, or 
approval of the manuscript. 

Initial interviews 

Individual interviews took place between July and Sep
tember 2024, following the first six months of project im
plementation. Key events that occurred during this time 
included the establishment of governance structures 
such as steering, finance, and project implementation 
committees; development of the project’s theory of 
change through a series of collaborative workshops; 
hosting the first international convening of the broader 
AHC network; and implementation roll-out of various 
project activities across the three sites. This provided 
participants with substantial opportunities for reflection 
regarding project activities across various levels of HFSA 
implementation. Many participants also played active 
roles in the funding application and project design 
stages, thereby engaging even more deeply in the pro
ject’s evolution. 

Participants included representatives from the 
WCDHW (4); UCT academic leadership (3); and academic 
staff from the UCT Faculty of Health Sciences (8), the UCT 
School of Education (2) and the UCT School of Business 
(2); and HFSA project management staff (2). Participants 
were purposively selected for their depth of engagement 
and range of perspectives on HFSA. 

Findings 

Initial design and expectations: what went 
well 

Strong leadership and a clear vision were central to es
tablishing the project and achieving early success. Re
spondents appreciated that the HFSA leadership was ex
plicit in its communication with funders, partners, and 
community members about the project’s potential for 
systems-level innovation and, within that context, the 
need for experimentation and the risk of failure: 

The attitude and approach around how do we learn 
from our mistakes and do better together through 
the mistakes that we’re making is very healthy when 
it comes to development and multi-level collabora
tion work … We are being respected for being ex
perts in [our] field and for being able to offer exper
tise in particular ways. I don’t feel at any point this 
has been a prescriptive model, but rather an inquiry 
model of how do we do this best together and learn 
as we go. (HFSA Project Lead) 

The innovative approach also helped to cultivate en
thusiasm and buy-in for the project. Project members 
were empowered by the project’s philosophy and valued 
its alignment with community-oriented primary care 
(COPC) and public health principles, which are priority ini

• to convene a collaborative learning circle for ongo
ing reflection on HFSA; 

• to document activities, key issues and research 
questions emerging from HFSA; 

• to develop a framework for ongoing reflection and 
documentation of the process. 
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Figure 2. A diagrammatic representation of the initial action learning plan 

Source: HFSA 

tiatives for the local health system: “It’s a very encourag
ing project … We need more good news stories and this 
is potentially not just one, but several good news stories 
that we can put out there. This is like a breath of fresh 
air”, (WCDHW Manager). 

Another notable strength is the project’s creation of 
an enabling environment for co-creation. The project de
sign was intentionally built on pre-existing collaborative 
partnerships between the university and health system 
across the three sites. This allowed the project to func
tion as an opportunity for members to deepen and ex
tend collaborations: “Many of us also bring long-standing 
relationships with partners. For example, when I meet 
with DoH (Department of Health) managers, I’m not in
troducing myself – we’ve often known each other for 
ten years or more. There’s trust, mutual respect, and a 
shared history of working through difficult situations to
gether”, (HFSA Site Lead). 

Developing internal systems for governance and pro
gramme management was another important first step, 
especially for a project of this size and complexity. Partici
pants viewed the early integration of reflection and learn
ing processes into these systems as a valuable and effec
tive practice: 

Strengths would be the [learning activities] bringing 
us all together to think, conceptualise at a higher 
level, collaborate in our thinking around objectives 
… around everything that has helped build this in
credibly beautiful complex, multi-levelled and multi-
layered structure. As we build it, it becomes larger 
and more complex and therefore more essential that 
we continue to come together to think. (HFSA Project 
Lead) 

Participants emphasised the need to be intentional 
about how reflections are implemented and how lessons 
are documented, shared, and integrated into project en
hancements to ensure outputs are relevant, comprehen
sive, accessible, and applied. 

Early implementation and interview 
reflections: what became clearer 

Activities such as the theory of change workshop series 
enabled a deeper understanding of the project through 
in-depth, intersectoral co-creation: “The purposeful ap
proaches of collective sensemaking are important to hav
ing shared understandings that provide the platform for 
action … that importantly requires certain ways of organ
ising, certain styles of leadership. I think those are the 
things that are going well”, (UCT Faculty of Health Sci
ences member). 

Defining the roles of the various actors within the pro
ject was an essential development in the early stages. 
This contributed to a clearer division of tasks, more effec
tive implementation, and greater ownership of program
ming by the project implementers: “We [academics] are 
not the implementers, we must allow the province and 
our partners to implement and we must set things up 
with them, we must evaluate, we must research, we must 
document, we must make sense and analyse the connec
tions. That’s what we must do”, (Principal Investigator). 

Recognising the diversity of the three implementation 
sites and the need to allow space for their differences 
was another significant lesson in early implementation. 
The sites span both rural and urban contexts, and par
ticipants acknowledged the need to engage intentionally 
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with these differences rather than prescribing a single 
approach for every site: 

We don’t want to go into any community and engage 
on our terms because we have the funding and that’s 
our source of power. And we come from these mas
sive international institutions … I certainly don’t want 
to be responsible for that type of colonialism. I prefer 
engagements with communities to be sincere and 
humble, and if it means that we step away from 
some of the objectives that we’ve imagined and co-
create a new set of objectives that would be to the 
communities’ advantage, then I think we need to se
riously consider doing that. (HFSA Site Lead) 

Initial analysis: challenges and responses 

A primary challenge during the initial stages of imple
mentation was bureaucratic delay in the hiring of staff. 
To ensure sustainability, many positions were dual ap
pointments, requiring both university and government 
human resources processes and further compounding 
bureaucratic complexity: “You’ve got to keep the pace 
reasonable and you don’t want to lose impetus. Other
wise, people do find other things to do and they move 
on”, (WCDHW Manager). 

Concerns about loss of project support or momentum 
also arose from the numerous competing priorities faced 
by project members, most of whom are senior academics 
and high-level managers in the WCDHW with extensive 
workloads. This limited capacity was compounded by an
other notable challenge - the project’s complexity and its 
impact on project ownership: “The overall guiding vision 
of the project and the ultimate goal towards which we’re 
working is quite a big overarching goal. You need some
thing that can address multi-sectoral work and how it all 
comes together because it’s not just healthcare”, (UCT 
Faculty of Health Sciences member). 

A response to this complexity was in-depth engage
ment in cross-sectoral work; one participant highlighted 
their experience as a representative for the health en
trepreneurship pillar as a key learning process for them
selves and others: “Seeing activities in practice made a 
big difference. Attending Schools Development Unit ses
sions or the entrepreneurship bootcamp helped me re
ally understand the professional identities and contribu
tions of different partners. It’s very different from just 
hearing about the work in meetings”, (HFSA Site Lead). 

Finally, there is a recognition that while complexity 
may be a challenge, it is also something to be embraced. 
HFSA grapples with complex questions in complex con
texts, so the richness of lessons from this process may 
be one of the project’s most valuable outcomes: “You’re 
talking about really complex social issues … You have to 
meet complexity with complexity and our job as acade
mics is going to have to be trying to simplify … we are 
in this to make sense of things. We are in this to help 
connect the dots”, (Principal Investigator). Another partic
ipant added: “We’re not looking for space to fail as much 
as we are looking for space to learn over time … I fore
ground the learning … that way if we define the project’s 

success as being learning, then we’re never going to fail”, 
(HFSA Site Lead). 

Evolution of learning circles and learning 
forums 

Building on the interview findings, these results describe 
how learning was enacted through LCs and LFs, and how 
these spaces functioned as mechanisms within a devel
oping LHS. Reports, minutes, and participant reflections 
from November 2024 to December 2025 were analysed 
to examine how participation, purpose, organisation, 
and governance of learning evolved, and how learning 
informed programme adaptation. Appendix 1a sum
marises the attendance, duration, focus and outputs of 
the 10 LCs, while Appendix 1b summarises the two LFs. 
The findings are presented as cross-cutting themes, and 
Appendix 1c shows how learning entered, moved 
through, and influenced the system. 

Learning trajectories across the system 

Participation and representation evolved: who 
learns and who learns with whom 

Early LCs were primarily attended by HFSA implementing 
partners and health system actors, resulting in learning 
shaped by institutional and service-delivery perspectives. 
In addition, early reflections highlighted challenges in 
achieving meaningful youth participation, despite it be
ing a programme priority. Over time, participation broad
ened. Later LCs included more consistent representation 
from community stakeholders, youth representatives, 
ward councillors, and non-health actors. In Knysna-Bitou, 
the deliberate use of accessible community venues 
linked to community-oriented primary care services sup
ported broader engagement and aimed to reduce bar
riers to community participation. Youth participation in
creased through learner council representatives and 
youth-linked organisations. However, young people not 
in education, employment, or training (NEET) remained 
largely absent across sites, although non-governmental 
organisations (NGOs) supporting this group have be
come part of the learning platforms. Furthermore, HFSA 
has deliberately employed NEETs, where possible, to in
clude their voices in programming and implementation. 

Information sharing versus reflective learning 
versus action: clarifying the purpose of learning 

A recurring tension concerned the functioning of LCs. 
Early sessions prioritised information sharing about ac
tivities across HFSA pillars. While valued within a com
plex, multi-partner programme, this constrained the time 
available for reflection and collective sensemaking, par
ticularly in shorter and virtual sessions. 

The role of data is underdeveloped in the project so 
far, as systems for appropriate data collection and man
agement are fragmented and limited. Despite the inten
tion to use data as the driver of learning, experience to 
date reflects learning that is social and relational rather 
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than primarily data-driven (Appendix 1c). This relational 
emphasis may be more appropriate for COPC, where 
participation is key. 

Through iterative reflection, participants increasingly 
differentiated routine information sharing from reflective 
learning. There was growing agreement that LCs were 
most effective when they created protected space for re
flection rather than serving as update forums. This led to 
an emerging consensus that information sharing should 
be institutionalised through other mechanisms, allowing 
LCs to prioritise dialogue and learning that could inform 
future action without becoming operational planning 
meetings. 

From pillar silos to integrated, community-
centred sensemaking: how learning is organised 

Initial LCs at one site were organised around HFSA pillars, 
inadvertently reinforcing siloed discussions and frag
mented perspectives on shared community challenges. 
Subsequent cycles intentionally moved away from pillar-
based agenda setting and groupings. The introduction 
of case study approaches and mixed-group facilitation, 
including youth facilitators, enabled a more holistic ex
ploration of community issues and grounded learning in 
lived experience. Over time, discussions increasingly fo
cused on interconnected themes, including youth men
tal health, access to services, informal and community-
based support systems, social cohesion, and the need 
for multisectoral collaboration oriented towards preven
tion and early intervention. Integration was further sup
ported by using COPC principles and Planet Youth9 data 
to link upstream determinants to local action. 

This integrated sensemaking extended beyond discus
sions to influence programme design. The LCs provided 
a platform to engage on youth participation and advisory 
structures, with inputs documented, reflected on, and 
translated into programme adaptations such as creating 
youth advisory boards, strengthening internship models, 
and developing more holistic support approaches for 
young people. These examples illustrate how LCs func
tioned as mechanisms for documenting key issues and 
translating collective learning into practice-relevant 
adaptation. 

Learning methods matured: how learning 
processes changed over time 

Across sites, LCs evolved through iterative adjustment. 
Early logistical challenges, including time constraints, vir
tual platforms, and facilitation capacity, prompted prac
tical changes. Over time, intentional group composition, 
clearer session design, and improved facilitation sup
ported stronger engagement and more focused discus
sion. 

Several practices became embedded. Structured re
flection tools were introduced and maintained. Post-LC 
reflective sessions enabled learning about both content 
and process feeding back into central operational struc
tures. In rural contexts, rotating venues supported acces

sibility and community ownership. The growing role of 
local site teams in convening and leading LCs was recog
nised as a key enabler of sustainability. 

With stronger engagement by NGO’s supporting 
NEET’s, the project has started using young people as fa
cilitators and co-creators of LCs with early success, and 
barriers to participation and to the sharing of power with 
young people are beginning to be addressed. A facilitator 
reflected: “The energy and insight from youth partici
pants … were refreshing and impactful”, (Klipfontein LC, 
August 2025). 

Meta-learning: learning about the learning 
system itself 

By later LC cycles, participants increasingly reflected on 
the LC approach itself. Discussions raised questions 
about clarity of purpose, representation, balance be
tween institutional and community participation, and 
scalability. This marked a shift from reflecting primarily 
on programme activities to interrogating the learning 
process itself. 

While participants identified gaps, including the ab
sence of a clearly articulated learning framework at pro
gramme inception, their ability to critically examine and 
adapt the learning system reflected increasing confi
dence and ownership. Together, these adaptations con
tributed to the gradual institutionalisation of learning 
practices, strengthening feedback loops between reflec
tion, decision-making, and programme governance. 

Two examples illustrate traceable change. Evaluation 
of the virtual Klipfontein circle of May 2025 recorded that 
the online format did not lend itself to rich interaction, 
prompting a return to in-person community venues for 
the two subsequent circles. At Saldanha Bay, commit
ments made in December 2024 to field the Planet Youth 
survey and extend student rotations from one to two 
weeks were confirmed as implemented at the following 
circle in April 2025. 

Learning forums as cross-site synthesis platforms 

In line with the adapted PAR objectives, six-monthly LFs 
served as cross-site reflective platforms where imple
mentation experiences were shared and synthesised 
across contexts. Learning generated at site-level LCs in
formed forum discussions, which in turn shaped pro
gramme adaptation and the emerging research agenda. 
This is traceable in two instances. The youth advisory 
board proposal developed at the Klipfontein circle of Au
gust 2025 was taken to the second LF, which mandated 
youth leadership teams at all three sites. The research 
question ranked highest at the first LF (Appendix 1b) was 
formalised as an exploratory study at the second. LCs 
and LFs functioned as interconnected learning platforms, 
linking local reflection with collective sensemaking across 
the project. Table 1 shows some of the key actions and 
system adaptations arising from this learning and sense
making. 
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Table 1. Learning circles and learning forums as learning system mechanisms 

Learning 
domain 

Data entering the 
learning system 

Reflection and 
sensemaking 

Actions 
informed by 
learning 

System adaptations 

Participation 
and 
representation 

Attendance 
patterns; gaps in 
youth, NEET, and 
non-health 
representation 

Critical reflection on 
voice and inclusion; 
representation affects 
the relevance of 
discussions 

Youth 
participation 
prioritised as 
a structural 
issue 

More deliberate 
mechanisms to incorporate 
youth perspectives; 
increased leadership by 
site-based teams 

Purpose of 
learning 

LC agendas; 
feedback on 
content and time 
use 

Differentiation 
between reporting and 
reflective learning 

Agreement 
to protect LC 
time for 
reflection 

Information-sharing shifted 
to other platforms; 
reflective agendas 
institutionalised 

Organisation 
of learning 

Pillar-based vs 
mixed-group 
structures; case 
studies; COPC and 
Planet Youth data 

Recognition of 
fragmentation versus 
integration 

Identification 
of cross-
cutting 
priorities 

LC design shifted towards 
mixed-group, case-based 
and community-centred 
formats 

Learning 
methods 

Feedback on 
facilitation, logistics, 
accessibility 

Reflection on how LC 
design affected 
meaningful 
participation and 
useful learning 

Investment 
in facilitation 
and 
intentional 
design 

Reflection tools 
institutionalised; rotating 
venues; strengthened site-
led convening 

Meta-learning Explicit reflection on 
LC purpose, 
governance, and 
sustainability 

Critical examination of 
the LC model itself, 
what worked, what did 
not, and why 

Recognition 
of the need 
for a clearer 
learning 
framework 

Stronger feedback loops 
between LCs, LFs and 
governance 

Learning 
forums 

Aggregated site-
level insights 

Cross-site synthesis Identification 
of shared 
challenges 
and research 
priorities 

Programme adaptation 
informed by cross-context 
learning 

Cross-site comparisons and reflections 

Implementation of the LC approach initially varied across 
sites and largely reflected the depth of the established 
relationships between HFSA site leads and local govern
ment stakeholders. In Knysna-Bitou, the LCs were explic
itly co-led with primary care health service leads, while at 
other sites they were led by HFSA staff with stakeholder 
engagement. The rural sites had a greater variety of com
munity representation, reflecting widely dispersed, iso
lated communities and necessitating the holding of LCs 
across a wider geographic area. This has meant less con
tinuity from one LC to the next, as each LC takes place 
in a new community. The LCs evolved across all sites 
over time, moving away from being centred in health fa
cilities towards more generic community spaces such as 
libraries and community centres. Attendance grew and 
became more diverse, with all sites working hard to in
crease youth representation and voice. Family Medicine 
has played a central role in leading COPC initiatives, and 
the deployment of family physicians as ‘boundary span
ners’10 in the health system at all three sites has fur
thered the HFSA project. There may be benefit in site 

leads attending one another’s LCs to share lessons and 
reflections. 

Emerging research questions 

Across LCs and LFs, participants shared questions that 
were documented through session outputs and that rep
resent practice-generated research priorities within the 
LHS. A set of research priorities emerged from these dis
cussions and are presented in order of decreasing prior
ity in Table 2. These questions will be addressed system
atically by establishing a research unit within the hosting 
department of Family, Community and Emergency Care, 
as part of the broader project plan. 

Prioritised by vote among first Learning Forum partici
pants (n = 50); the highest-ranked question received nine 
votes. 

In terms of the potential impact on health services, 
communities, and academic outputs, it is probably too 
soon to see any significant changes. However, the plan 
for internships within the health services, the opportu
nities for formal education through bursaries, and the 
pursuit of a comprehensive research agenda will in due 
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Table 2. Emerging HFSA research questions in order of priority 

Rank Question 

1 What do young people in the community perceive as a ‘Healthy Future’? 

2 Does youth entrepreneurship training and support result in increased employment or income generating 
opportunities? 

3 How can communities be meaningfully engaged in HFSA research activities? 

4 How can young people be prepared for the demands of working in the dynamic 21st century, for example data 
literacy, coding and entrepreneurship? 

5 What are the opportunities for non-professional young people to gain work experience in the health sector? 

6 What are the challenges and barriers that public health entrepreneurs face and what are the actionable steps to 
take to mitigate these barriers and challenges? 

7 What are the gaps in the provision of services (supporting COPC) provided by community health workers in a 
defined area? 

8 How can HFSA-supported initiatives sustainably engage local communities, governments, and youth in co-design 
and ownership of programmes? 

course generate a set of outcomes that could influence 
system-level change. 

Discussion 

The first two years of operation of the HFSA project have 
afforded an opportunity to reflect on its progress and its 
implications for other districts outside the project sites. 
The objectives, as set out in the Method section, were 
partially achieved through an evolving process. 

Efforts to reduce barriers to participation by rotating 
venues and using young people as co-creators and fa
cilitators of learning are showing early signs of success. 
Plans to establish specific youth engagement platforms, 
such as the Youth Disruptors, are promising and will pro
vide structured opportunities for young people to offer 
deeper insights to ensure the project’s relevance and 
sustainability. 

The term ‘learning circle’ was deliberately chosen, in 
contrast to a committee or other such term, to separate 
it from decision-making structures and processes and 
to invite open reflection among participants. Academics 
and health service managers tend to dominate discus
sions, so this is an attempt to create a space with flat
tened hierarchies and greater power sharing to improve 
authentic stakeholder participation. Learning systems 
are not neutral: they are shaped by institutional power, 
professional hierarchies, and control over resources. Re
ducing barriers to youth participation remains an ongo
ing concern. For example, young women raising children, 
seeking employment, accessing educational opportuni
ties, and dealing with family and social issues, are jug
gling multiple priorities, so invitations to LCs may not 
be a priority. Findings from HIV programmes demon
strate that targeting high school youth is more efficient 
than trying to compete with the multiple demands that 
NEET youth contend with in trying to sustain their liveli
hoods.11 Despite intentions of co-creation, the learning 

system remained institutionally anchored in its early 
phases, illustrating how difficult it is to shift epistemic au
thority towards communities. 

Each meeting required planning and preparation, as 
well as active facilitation. Early in the process, the follow
ing guiding questions helped to focus the meetings: 

Reflecting on these questions constitutes an example 
of double-loop learning: the modification of goals or de
cision-making rules in the light of experience.5 

In addition, we considered different learning ap
proaches, such as learning to support health system 
change; learning about system change (the more formal 
research end of learning); learning to support the HFSA 
project to develop and grow (i.e., monitoring, evaluation, 
learning and adaptation); and learning whether the pro
ject is working as planned in the theory of change to
wards the overall goals. Each of these options presents 
different questions and processes, and illustrates triple-
loop learning.6 As another example, the question of how 
we know when learning has happened, and what to mea
sure and track, remains to be clarified as the system ma
tures. 

The introduction of illustrative case studies has been 
a productive way to learn, improving inclusivity and en
gagement. Other settings have also shown similar results 
by using storytelling.12 Narrative approaches provide re
latable scenarios that help participants connect personal 
and community experiences with community resources. 
They also enhance discussion, sensemaking and mutual 
learning by centring local voices. 

• What do we want to learn? What questions would 
be most appropriate? 

• How do we want to learn it? What spaces, how of
ten, and who should be invited? 

• How do we want to use what we have? 
• How can learnings inform project planning, health 

services, or a research agenda? 
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In terms of the frequency of in-person meetings, quar
terly LCs at the sub-district level appeared appropriate 
for maintaining momentum, and six-monthly LFs at a 
central level helped to consolidate joint thinking as more 
staff joined the project. Attendance composition differed 
between the two. At site level, health service and non-
governmental staff were in the majority, whereas the fo
rums were dominated by university-aligned participants. 
Where partners have jointly prioritised an activity by con
sensus, as with the Planet Youth project, effort has been 
more evenly shared. In HFSA, the general focus on youth 
is common ground, but the specifics vary across skills 
development, employment opportunities, substance use 
prevention and the development of COPC. Joint priori
tisation is the point at which each partner acquires a 
meaningful stake. 

The scalability of the project beyond the three sites de
serves consideration. It cannot be separated from the is
sue of sustainability in the absence of an external funder. 
One of the stated values of the WCDHW is: “A commit
ment to learning and adapting, to co-create a people-
centred health system with a social learning orientation 
that is enabled through dispersed leadership”.13 This 
shared commitment means that the learning agenda is 
held jointly by the health service and the university, 
which makes both the sustainability of the current pro
ject and its extension to other districts in the Western 
Cape more feasible. The HFSA project certainly requires 
dedicated personnel, and therefore an ongoing budget. 
LHSs are costly and are too often seen as superfluous 
to health service delivery priorities, as well as to the re
search and teaching priorities of universities. Neverthe
less, there is a clear role for government health depart
ments in communities beyond curative-oriented clinical 
activities, as evidenced by the prioritisation of COPC, the 
whole-of-society approach,14 and the Violence Preven
tion Unit.15 Similarly, universities have a mandate for so
cial responsiveness, or social accountability, under which 
they are obliged to engage, respond to, and contribute 
to the society they serve, beyond teaching and research. 
The participation, buy-in, and ownership by communities 
and NGOs, as opposed to tokenism in anticipation of 
funding, remain ongoing issues. Without political will and 
clear leadership, the establishment and maintenance of 
an LHS are precarious. 

In terms of the limitations of the study, the authors of 
the paper likely generated more positive results and con
clusions, since they were all actively involved in the pro
ject. The single-case design means that the results are 
not transferable, and the LC/LF analysis draws on meet
ing records rather than independent observation. Since 
the interviews were conducted at one early time point 
only, there are no outcome data at this stage. 

Recommendations 

Conclusion 

The first two years of HFSA have demonstrated both the 
potential and the complexity of intentionally building an 
LHS with diverse community, government, academic and 
social partners. The establishment of LCs as reflective, 
non-decision-making spaces has provided an important 
foundation for dialogue, sensemaking and shared learn
ing across sites. While objectives have been partially met, 
the iterative nature of the process reflects an appropriate 
response to the dynamic realities of working within com
munity-based and youth-focused interventions aiming to 
improve health and wellbeing. 

Early innovations such as rotating venues, using nar
rative case studies and involving young people as co-cre
ators and facilitators are beginning to mitigate hierarchi
cal dynamics and foster more inclusive participation and 
collective reflection grounded in local lived experiences. 
However, persistent challenges remain in reducing barri
ers to participation and in sustaining partner ownership, 
while balancing competing priorities among young peo
ple, health services, and community and academic part
ners. 

Scalability and sustainability are inseparable. Although 
the WCDHW policy context supports learning, adapta
tion, and people-centred health systems, learning initia
tives cannot endure without deliberate investment, 
strong leadership, and institutional commitment across 
sectors. Without sustained resourcing and genuine com
munity ownership, such initiatives risk remaining fragile 
and episodic. 

Overall, the HFSA project illustrates that building an 
LHS is as much a social and political process as it is 
a technical one.16 It requires continuous reflection on 
power, participation, and purpose, alongside practical at
tention to facilitation, resourcing, and institutional align
ment. Learning circles and forums create the relational 
infrastructure necessary for a future LHS, but data sys

• Learning must be treated as essential infrastruc
ture rather than an optional add-on to adaptive 
and accountable health systems. 

• Learning must be made tangible by clearly describ
ing who learns, where learning happens, how it 
happens, and when it happens. 

• Regular, iterative learning platforms that are sep
arate from decision-making structures can foster 
dialogue, sensemaking and shared learning across 
sites. 

• Reducing barriers to participation and sharing 
power supports more inclusive engagement. Useful 
approaches include narrative case studies as a ped
agogical tool that fosters inclusivity and deeper 
learning, and co-facilitating and jointly setting prior
ities and agendas with community members. 

• Systematic ongoing post-learning reflection im
proves the learning process. 

• The diversity of learning experiences in very differ
ent contexts should be celebrated and used as a 
basis for reflection across sites. 

• Leadership buy-in is crucial to ensure scalability 
and sustainability. 

Reid/establishing a learning health system at the sub-district level

South African Health Review 9



tems, feedback loops, and governance mechanisms re
main underdeveloped. The lessons emerging from this 
phase provide a valuable foundation upon which more 
robust, inclusive, and sustainable LHSs can be devel
oped, both within the project sites and in other districts. 

Abbreviations 

Abbreviation Description 

AHC Africa Health Collaborative 

COPC community-oriented primary care 

HFSA Healthy Futures South Africa 

LC learning circle 

LF learning forum 

LHS learning health system 

MCF Mastercard Foundation 

Abbreviation Description 

NEET not in education, employment, or 
training 

NGO non-government organisation 

PAR participatory action research 

PIC programme implementation 
committee 

UCT University of Cape Town 

WCDHW Western Cape Government: 
Department of Health and Wellness 

WCG Western Cape Government 

WHO World Health Organization 
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