Health systems as drivers of health equity and reform

Introduction

Our role as Public Health Practitioners is to improve the health of the people we serve. This may include taking actions to prevent illness, to address circumstances which undermine health, to promote and maintain good health; or to treat and care for people when they are ill and through to their recovery. Many of us work at the local or district level, delivering health care and services in response to the health needs in a community. 

Our place of work is itself a system. It has different departments, components and people that work together, hopefully in an organised way to achieve common goals. Our workplaces are also part of a larger system, which operates throughout the country up to national level, and which interacts with people and policies made at the international level. 

In this unit we examine health systems, looking inside and outside of them to understand how they work and to reflect on what helps or hinders the achievement of their primary goal – to achieve health equity for all. 

In Session 1 we explore how health systems operate, as well as the history of health system reforms. We consider different features of health systems and how they can be used to address inequalities in health. 

In the second session, we examine the different providers and levels at which health systems operate – local, national and global, and how this affects health on the ground.

Session 3 presents an important aspect of health system functioning – the financing of health care and health services, especially by global health initiatives. We also examine the effects this has had on the health policies and systems of recipient countries, and how it points to the need for strengthening these. 

Study Sessions

There are three sessions in this unit, the topics of which are as follows:

Study Session 1: Health systems, health reform and health equity
Study Session 2: The context within which health systems operate 
Study Session 3: Health systems and global health funding 
Intended Learning Outcomes 

	By the end of this unit, you should be able to:



	· Describe the objectives and components of health systems and how they relate to health equity.

· Discuss the history of health systems and of health sector reform.

· Explain the different levels at which health systems operate – local, national and global, and how this affects health policies.

· Examine health care financing at the global level and how this impacts positively and/or negatively on health systems.




Unit 3 – Study Session 1

Health systems, health reform and health equity



Introduction

“Health outcomes are unacceptably low across much of the developing world, and the persistence of deep inequities in health status is a problem from which no country in the world is exempt. At the centre of this human crisis is a failure of health systems. Much of the burden of disease can be prevented or cured with known, affordable technologies. The problem is getting drugs, vaccines, information and other forms of prevention, care or treatment – on time, reliably, in sufficient quantity and at reasonable cost – to those who need them. In too many countries the systems needed to do this are on the point of collapse, or are accessible only to particular groups in the population”  (World Health Organization (2007:1).

What is “the health system”? What are its key objectives? What internal features or components help the system function? What external factors have impacted on how health systems have developed? How have these factors helped or hinder the attainment of the health systems objectives, especially that of health equity? These are some of the questions that we will examine in this first Study Session. 
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1
LEARNING OUTCOMES OF THIS SESSION

 SHAPE  \* MERGEFORMAT 



	By the end of this session, you should be able to:

	· Define health systems and their primary objectives.

· Describe the building blocks of a health system.

· Discuss how health systems have developed and health sector reform.

· Reflect on the health system in your own country. 


2
READINGS

 SHAPE  \* MERGEFORMAT 



	Author/s 
	Publication details

	WHO.
	(2000). Ch 1 – Why Do Health Systems Matter? World Health Report 2000. Geneva: WHO: 1–17.

	WHO.


	(2007). Introduction - Everybody's business: strengthening health systems to improve health outcomes: WHO's framework for action. Geneva: WHO: 1-5


3
WHAT IS A HEALTH SYSTEM?

 SHAPE  \* MERGEFORMAT 



The World Bank has produced a clear and delightful video clip titled Meet Maya, which gives an overview of the concept of health systems. The video shows how a strong health system helps give babies like Maya a healthy start in life. Watch the Meet Maya video by going to the World Bank website: www.worldbank.org/en/topic//health. Click on English, then view the video on YouTube.

Now read the case study below, for another look at the way health systems affect the lives of individuals. The Maya video showed a global picture of health systems; the case study below is based on a South African case. 

	TASK 1 – Reflect on the conditions that determine (ill) health 

1. As you read through the case study below, try to identify examples of risk factors or social determinants that could have led to Nomthinjana’s death:

- immediate (biological/physical) risk factors  

- underlying (societal and behavioural) risk factors
- basic or root (structural) risk factors.

2. What role did the health system play in her health and/or her death?



CASE STUDY

Nomthinjana M. lived in Khayelitsha, Cape Town with her three children. She died at the age of 56 years in the newly built Khayelitsha Hospital. 

Nomthinjana had been overweight most of her adult life and in her 30s was diagnosed with diabetes and high blood pressure. Although she went for regular check-ups at the local Khayelitsha health clinic, her sugar level and blood pressure were never fully under control, although she mostly took her medications as prescribed, and tried to adjust her diet. 

Nomthinjana’s life was full of stress as she lived in abject poverty and battled to make ends meet. In addition, her older son was physically abusive, and threatened to kill her – often putting a gun to her head. 

The small government-subsidised home in which she lived had not been waterproofed during construction. The roof leaked in various places and the structure was generally damp and cold. 

From the onset of winter, Nomthinjana had suffered from recurring bouts of pneumonia. After the first course of antibiotics, the clinic lost her medical records and thus kept her on a broad-spectrum antibiotic for months. Although she spent hours at the clinic waiting to be treated, she often left without having seen a health professional, because the clinic was so understaffed.   

At great expense she decided to see a private doctor who prescribed exactly the same broad-spectrum antibiotic that she had received from the clinic.

Her health continued to deteriorate until she was eventually admitted to the Trauma Unit at the Khayelitsha Hospital as there were insufficient beds in the general ward. Her sugar level was stabilised but her blood pressure continued to climb. Not having access to her medical records, the health professionals were unaware of her recurring bouts of pneumonia or the medication that she had already been taking. They thought that she might have TB, but before they could do further tests, Nomthinjana died.


FEEDBACK

Here are some risk factors or social determinants which we believe impacted on Nomthinjana’s life and death:


· Immediate causes: Biological or physical risk factors included her diabetes, high blood pressure and recurring bouts of pneumonia.

· Underlying causes: Behavioural/societal risk factors included on-going stress in her family, poverty, her unhealthy living conditions, and the health system itself, which failed to provide her with quality health care.

· Basic (or root) causes: Structural factors, such as her being part of the disadvantaged and most vulnerable group in society and her lack of access to power, money and resources.

Some health systems factors that impacted on Nomthinjana were:

· Poor services, long waiting times

· Health professionals not available resulting in her diabetes and blood pressure not being managed optimally & concurrent issues such as stress not addressed

· Inappropriate use of antibiotic 

· Medical records lost and so not available for informed decision making

· Private medical care expensive 

Nomthinjana’s case is representative of the millions of people who cannot fully benefit from health systems because of their inefficiency, inaccessibility and unresponsiveness. 

“… health systems organized to achieve universal coverage do the most to improve 

   health outcomes.”
(Opening remark at the Fifth Global Meeting of Heads of WHO Country Offices, Dr Margaret Chan, Director-General of the WHO, 2009) 

TASK 2 - Clarify concepts


Think about your own experience as a practitioner, manager, patient and citizen.

 In your Study Diary, write down key phrases, words or examples that illustrate the meaning of the following terms: health services, health sector, health system.


FEEDBACK

Compare what you wrote down against these notes. 

Health services: They include promotive, preventive, curative or rehabilitative services at the following levels: 

· individual-based (personal) medical services that are provided when we are sick

· population-based (non-personal) services provided to prevent illness in individuals and in the population at large, for example immunisation services.

Health sector: This is usually understood to include both the public and private sectors which work in the field of health. The public sector includes the government department/ministry and sub-departments that are responsible for developing, overseeing and implementing health policy and health services in a country. The private sector includes all other individuals and institutions which provide health services, including for-profit and not-to profit institutions, like non-governmental organisations (NGOs) and faith-based organisations (FBOs).

. 

Health system: A formal structure for a defined population whose finance, management, scope and content is defined in law and regulations which provides services to be delivered to people contributing to their health. The WHO (2000) defines a health system as consisting of “all the activities whose primary purpose is to promote, restore or maintain health.” This includes:


· all categories of providers – public, private, non-governmental, formal and informal, for-profit and not-for-profit, professional and non-professional, allopathic and traditional, paid and voluntary, in the home, community, workplace or health care facility;
· a range of health-improvement or enhancing activities – preventive, promotive, curative and rehabilitative;

· all efforts to influence the social determinants of health, such as improving access to healthy living conditions, good quality food, or road and environmental safety improvements. 

4
WHAT ARE THE MAIN OBJECTIVES OF HEALTH SYSTEMS?

 SHAPE  \* MERGEFORMAT 



According to the WHO (2000), the primary objectives or goals of health systems are to:

· improve the health of all the people and populations they serve

· respond to people’s expectations; and

· protect against financial devastation from the costs of ill-health. 

Other important responsibilities are to: 

· challenge health inequities based on factors such as income, gender, age, ethnicity, and geographical location;

· ensure that everyone has equitable access to good quality health services which are efficiently managed and run;

· play a more active role in developing healthy public health policies – that are good for the health of all. 

“The objective of good health itself is really twofold: the best attainable average level ─ goodness ─ and the smallest feasible differences among individuals and groups ─ fairness. Goodness means a health system responding well to what people expect of it; fairness means it responds equally well to everyone, without discrimination” (WHO, 2000).
READING

WHO. (2000). Ch 1 – Why do health systems matter? 2000 World Health Report. Geneva: WHO: 1–8. 

You are required to find this reading on the web. In the Google Search window type in ‘WHO 2000 World Health Report’ and enter. Find the chapter index and click on the PDF version of Ch 1. When it opens, download (save) it on a removable drive or on your hard drive. You will need this reading for other tasks in this Unit. 
TASK 3 – Read what the WHO says about health systems and rate health system objectives.

1.
In Chapter 1 of the WHO World Health Report 2000, read the sections: “What is a Health System?” (page 5) and “What Do Health Systems Do?” (page 7). Make notes on what these sections add to your understanding of health systems.

2.   What do you think are the main objectives of your country’s health system? Rate   

      the objectives in the table below in order of priority. (1 = most important; 6 = least   

      important).

	Objectives
	Rate in order of priority

	Improve the health of people and populations.
	

	Respond to people’s expectations.
	

	Protect people against the financial devastation from the costs of ill-health.
	

	Challenge health inequities.
	

	Ensure that everyone has equitable access to good quality health services which are efficiently managed and run.
	

	Play an active role in developing public health policies.
	


Now let’s look inside the health system, at the components that ‘make the wheels turn’. 

5
WHAT ARE THE BUILDING BLOCKS OF A HEALTH SYSTEM?
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Imagine a health system that includes: 

· Excellent service delivery: Top quality and effective health services and interventions, delivered when and where they are needed, with the minimum waste of resources.
· Adequate and motivated health workforce: Enough competent and well-trained health workers who are paid a good wage and are well-supported. They are distributed fairly throughout the country and system according to need, are responsive to people’s needs and expectations and committed to achieving the best health outcomes for all. 
· Up-to-date health information: A reliable, up-to-date and easily accessible database and surveillance system which can produce, analyse, disseminate information, and be used to make decisions, for example about health policies.
· Sufficient medical products, vaccines and technologies: Equitable access to quality medicines and other medical products and technologies; as well as the safe storage and use of these in an efficient and cost-effective way.

· Well-managed financing system: Sufficient financing for health, secured in ways which does not exclude anyone from using the services.
· Strategic leadership and governance: Sound policy development and implementation; appropriate, well-maintained infrastructure and resources; regulatory authorities and professional bodies who are the ‘stewards’ or custodians of the system and are accountable to the people they serve; well-functioning partnerships (e.g. public, private, intersectoral, national, regional, global); and the ability to influence other sectors which affect health.

In 2007 WHO published Everybody's Business: Strengthening Health Systems to Improve Health Outcomes. This is WHO's framework for action which identified the above six “building blocks” that can strengthen health systems and make them more efficient, accessible and responsive to the people they serve. The building blocks were based on the functions defined in the World Health Report 2000.

However these components mainly relate to health service delivery and the activities which enable this. Gilson (2012) quotes de Savigny & Adam (2009:31), who caution that: 


“The building blocks alone do not constitute a system, any more than a pile of bricks constitutes a functioning building. It is the multiple relationships and interactions among the blocks – how one affects and influences the others, and is in turn affected by them – that convert these blocks into a system” (AHPSR. 2012:26)
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WHO. (2007). The WHO Health System Framework

We need to remember that the different components and functions of health systems are interlinked in a dynamic or ever-changing relationship. For example you cannot deliver excellent health services if you don’t have enough health workers or sufficient medical products. So, it is important to be able to see “both the forest and the trees” – the system as a whole, as well as its component parts – and to be able to recognise critical, changing, or problematic interactions and relationships among “building blocks”, over time, and at different levels. 

	TASK 4a ─ Rate the health system in your country

On a scale of 1 to 5, how would you rate each building block in the health system in your own country? (1 = very poor; 5 = very strong)


	Building block
	1 Very      poor
	2 Poor
	3 Average
	4 Strong
	5 Very strong
	

	Service delivery
	
	
	
	
	
	

	Health workforce
	
	
	
	
	
	

	Health information system 
	
	
	
	
	
	

	Medical products, vaccines and technologies 
	
	
	
	
	
	

	Health financing system
	
	
	
	
	
	

	Leadership and governance
	
	
	
	
	
	


	TASK 4b ─ Rate the weaknesses in the health system in your country 

Which building block/s is in most need of attention to strengthen the health system in your country?  Rate them in order of priority. (1 = high priority and most in need of strengthening; 6 = lowest priority and least in need of strengthening)


	Building block
	Rate in order of priority (1-6)

	Service delivery
	

	Health workforce
	

	Health information system 
	

	Medical products, vaccines and technologies 
	

	Health financing system
	

	Leadership and governance
	


It is interesting to note that in 2006, the WHO identified a number of priorities in most need of funding to strengthen health systems in both high- and low-income countries. Top of the list across countries was the critical shortage of human resources for health (all categories of health workers); the more equal distribution of health workers between rural and urban areas, and between the public and private sectors. 

However, throughout the world health systems are in crisis. They are plagued by, among other issues, inadequate and inequitable health service delivery, shortages of health workers, unreliable databases and information systems, weak infrastructures, insufficient resources and budgets, and ineffective leadership and governance. This crisis prevents health systems from delivering equitable services and from being a site of action to improve the health of all. As an example of this crisis, in 2006, the WHO stated that:

“Sub-Saharan Africa faces the greatest challenges. While it has 25% of the global burden of disease, it has only 3% of the world's health workers. Thirty-six countries in Africa are confronting critical shortages, meaning they have fewer than 2.3 doctors, nurses and midwives per 1 000 people. These countries are unable to provide basic, life-saving services in a consistent manner. For example, they generally fail to achieve an 80% coverage rate for measles immunization or the presence of skilled birth attendants. Without prompt action, the shortage will worsen” (WHO, 2006).

How have we got to this point, where the inequities in the health system have turned it into a major determinant of poor health? How have these systems developed?


6
HEALTH SECTOR REFORMS- HOW HAVE HEALTH SYSTEMS  

         DEVELOPED?
 SHAPE  \* MERGEFORMAT 



Throughout history, there has always been some system in place to help protect people’s health and treat illness and disease. But the organised and structured health systems of today are less than 100 years old, even in the most industrialised countries (WHO, 2007). In this time, the health sector has undergone many changes or reforms in, for example how the health sector is organised, including the arrangement and management of the health system, health policies have changed, as has service delivery and financing. 

	Health sector reform: A sustained process of change in policy and institutional arrangements, guided by government. 


The table which follows shows some of the key milestones in the creation of modern-day health systems. 

	Period
	Events

	19th Century 
	Strong development of the discipline of public health in response to disease hazards in the urban environment. 
Industrialised countries increase collective arrangement for funding health services, with health insurance being paid for by the rich and state services being developed to provide health services to those who cannot afford insurance. Degree of state involvement in provision of health services varies enormously between countries (Mills and Ransom, 2006).

	Late 19th century 
	 Western medicine spread around the world, often as part of the process of colonial expansion – initially to address the health needs of the military, settlers and civil service communities; but later to address the needs of the colonised (Mills and Ransom, 2006).Health services are also introduced by private doctors for financial gain, and by the church as part of its missionary agenda. But provision of health services in the colonies was associated with the state. 

	Post-colonial era 
	Post-colonial states adopt primary responsibility for the health and welfare of their citizens, although in many countries this results in a bias towards hospitals. 

	1978 
	Declaration of Alma Ata is the first attempt to unify international thinking about health into a single policy framework (WHO, 2007). However, soon comprehensive PHC is said to be too expensive and gives way to carefully selected, cost effective health interventions.

	Early 1980s 
	Major global economic recession. The US tightens its monetary policies and the consequence is a hike in interest rates on loans worldwide. At the same time, developing countries are not getting the expected returns on their exports because of reduced demand. The result is that developing countries are trapped in a mounting burden of debt which they cannot repay.

	IMF & World Bank
	The International Monetary Fund (IMF) and World Bank come to the rescue of the commercial banks by offering bail-out loans to developing countries to prevent them from defaulting on their loan repayments (Werner & Sanders, 1997:83). However, these loans are accompanied by the conditionalities of the Structural Adjustment Programmes (SAPs). The results are increased health inequity as the poor cannot afford health care, under-resourced hospitals and clinics, and resources increasingly pulled into vertical programmes (WHO, 2007).

	1990s
	Deepening economic crisis with health sector reforms focusing on economic efficiency and on ‘doing more for less’ (WHO, 2007). The questioning of the government's role and the growth of private markets in medical care.

	2000s
	“…the international community started to confront the reality that running health systems on $10 per capita or less is just not a viable proposition … In the first decade of the 21st Century, many of the pressures remain. In the developed world, the public looks for signs that increased spending delivers results, while planners look nervously at the impact of ageing populations. In the developing world, there are more resources for health but most are linked to specific programmes.” (WHO, 2007)


The IMF and World Bank


At the end of World War 2, the United Nations (UN) held a conference (known as the Bretton Woods Conference) which was attended by some of the world’s leading politicians. The outcome was an agreement to set up a framework for global commerce and finance and to establish a number of global institutions to oversee it:

· The International Monetary Fund (IMF) was tasked with maintaining global economic stability especially by assisting countries in debt, with bail out loans. 

· The General Agreement on Tariffs and Trade (GATT) aimed to regulate tariff (tax) reductions in global trade. GATT lasted until 1993 when it was replaced by the World Trade Organisation (WTO).

· The International Bank for Reconstruction and Development (the World Bank) aimed to provide low interest loans and grants for development.  

READING

WHO. (2000). Ch 1 – Why Do Health Systems Matter? The World Health Report. Geneva: WHO: 11-17. 

(You were required to find this reading on the web and should have saved it in pdf format to refer to.) 

TASK 5 – Identify the key lessons from the history of health reform

1. Read pages 11-17 of the above chapter. Make notes of what these sections add to your understanding of how health systems have developed, and the history of health sector reform. 


2. Then answer these questions: 


a) How did health sector reform over the past three decades help or hinder the development of the health system in your own country and its objective of achieving health equity? Use examples to illustrate your points or draw on the experience of other countries. 

b) Write down three suggestions that might improve health system functioning and help to address health equity in your country.

FEEDBACK

2 a) Although the situation will vary in each country, here are some general points with respect to health system reform in South Africa that may or may not be similar to those in your own country.

Health system reforms in South Africa have lead to changes in availability and accessibility of health services.

· Prior to 1994 health services in South Africa were fragmented, hospital- focussed and very inequitably distributed throughout the country, resulting in poor health equity. 

· After democracy in 1994, South Africa adopted a primary health care approach. This led to greater emphasis on primary level services, including allocation of a greater proportion of resources, finances and human resources to PHC rather than to hospital services as in the past.

· New PHC clinics were built and services established in urban and previously disadvantaged urban areas, making these services available to members of the population who previously had difficulty accessing services.

· Free health services were established for those with low income and no private medical insurance; this improved access to health services by removing financial barriers. 

· In addition to free consultations, certain services are available free – such as laboratory tests, immunisations and family planning services, medication for HIV and TB, as well as chronic non-communicable diseases such as diabetes and hypertension.

You will note that these reforms have helped to move South Africa towards a more equitable health service, as was envisaged in the White Paper on Transformation of the Health System in South Africa published in 1997. 

b) Suggestions to improve HS functions and address health equity in SA:

· Increase numbers and competencies of health workers in public sector;

· Share resources between private and public sectors; 

· Establish a nationalised health system (the introduction of a National Health Insurance is under discussion).

7
SESSION SUMMARY
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To end this session, assess which of the following learning outcomes you have achieved: 


· Can you explain what a health system is, and what its objectives are?

· Can you describe the key building blocks of health systems and their interactions?

· Can you discuss the history of health systems and health sector reforms and how this has affected the health system in your own country?
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Unit 3 – Study Session 2

The context within which health systems operate



Introduction

In the last session we looked at health systems quite broadly – what they are, their objectives, the interaction of building blocks that make them function as a system. In this session, we look more closely at the different levels within which health systems operate, examining them as national health systems and as part of the international or global health landscape. We follow this by discussing briefly initiatives to strengthen health systems
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1
LEARNING OUTCOMES OF THIS SESSION

 SHAPE  \* MERGEFORMAT 



	By the end of this session, you should be able to:

	· Explain the multiple levels within which health systems operate.

· Describe the multiple levels within which your health system operates and the main actors involved.

· Explain the history of international cooperation in health and the development of major multilateral institutions, such as the World Health Organization. 

· Describe health system strengthening initiatives




2
READINGS

 SHAPE  \* MERGEFORMAT 



	Author/s
	Publication details

	Gilson, L. (ed.)
	(2012). Health Policy and Systems Research: A Methodology Reader. 24-26.

	Gilson, L. (ed.)
	(2012). Health Policy and Systems Research: A Methodology Reader, pages 27-28


3
MULTI-LEVELS OF OPERATION

 SHAPE  \* MERGEFORMAT 



This short reading from Gilson (2012) helps us to see health systems are systems which operate at and across multiple levels, and which are engaged in different kinds of interactions and relationships at each level. 

	READING

Gilson, L. (ed.) (2012). Health Policy and Systems Research: A Methodology Reader. pages 24-26.


	TASK 1 – Identify the levels and their system roles 

After reading the above pages, answer these questions.

1. Gilson states that, “Health systems operate at, and across, the macro, meso and micro levels” (2012:24). What does she mean by “at” and “across”? 

2. Gilson refers to “system roles”. What does she mean by this? 

3. Explain the multiple levels at which the health system operates, what each level includes and what their system roles are. 




FEEDBACK

1. Health systems operate and interact both “at” a particular level – as micro-, meso- or macro-systems; and “across” these levels. There are linkages, interactions and interrelationships within and between the components which make them a system. In Session 1 you read about the building blocks or elements of the health system and how the interactions and interrelationships between them are what transform them from independently functioning individual elements into a system. A change in one component has an effect on all the other components. 

The interactions of the parts and processes in systems are shaped by both “hardware” (e.g. policy, legal and financial frameworks), and “software” components (e.g. norms, traditions, values, roles, procedures) – which are themselves linked, so that a change in any one component has a domino effect on the others. A district health system is one part of a broader national operation; and a national health system is part of a broader global health network which is transformed by interactions and interrelationships at country level, and across countries. 


2. Each component in the system has a particular role to play at its own level and across levels. Central to this systems perspective is that health systems are influenced by and can themselves influence events, decisions and policies at the local/district, national and global level. 


3. The table below summarises each level in the system and its system role.

	Level
	Comprises
	System roles

	Macro level
	Global and national level, influenced by national context and global forces.
	· balance goals and policies, strategies and resources

· coordinate activities 

· develop policies 

· engage and interact with others in and across systems

	Meso level
	Domestic/local or district health system
	· respond to local needs and circumstances 

· coordinate local actors 

· manage health services, activities and health workers 

· train and supervise providers

· adapt national policy and guidelines to suit local conditions

	Micro level 
	Individuals and components in a system – providers, patients, citizens, managers, policy elites; and their interactions.
	· Patients search for care and comply with advice.

· Providers provide care and health promoting activities.

· Managers develop forms of provider-patient interaction; broader relationships.

· Policy elites make decisions and provide leadership.


In Session 1 we discussed the micro-level and the building blocks of health systems. In this session we are interested in examining the other levels and how they impact on each other at and across the levels. 

Below is a case example showing the profile of one country’s National Health System. As you read the example, think about the different levels, roles and responsibilities in Country X’s national health system; and who holds the main power and control. Think about the similarities and differences between this system and the one that operates in your country. 

Case example: National Health Systems Profile of ‘Country X’

The National Health System in Country X is based on a central-district government structure, made up as follows:

Central/ National level: The Ministry of Health (MOH) is responsible for the delivery of public health services. The MOH is responsible for:

· formulating health policy and developing guidelines for policy implementation
· overseeing independent agencies, such as the Food and Drugs Authority 
· collaborating with donors and non-governmental organizations on the implementation of public health programmes.

Regional level: Regional Health Management Teams (RHMTs) interpret MOH health policies and monitor their implementation in the districts. Each RHMT is run by a Regional Medical Officer (RMO) who reports to the MOH.

District level: The District Health Management Team (DHMT) is responsible for health services in a given district. Each DHMT is run by a District Medical Officer (DMO) who reports to the main District Officer and to the RMO. 

The referral system of the health services is made up of three levels: 

· Dispensaries provide preventative and curative outpatient services to local communities and refer to Health Centres if necessary. 

· Health Centres cater for inpatient and outpatient care, and conduct preventive outreach activities. They refer to the hospitals if necessary.

· Hospitals (district and regional level) provide similar services to the above, but have a higher level of professional capability and diagnostic capacity. 

Community involvement: Health Services Boards and various community health committees encourage community involvement in health service delivery and to contribute to the formulation, monitoring and evaluation of health plans.


The private and non-governmental sector: This includes private-for-profit practices, Faith-Based Organisations (FBOs), Non-Governmental Organisations (NGOs) and voluntary agencies (which receive a government subsidy for running nearly half of all hospitals and providing half of hospital beds).

Informal health sector: The informal health sector provides access to traditional healers and traditional medicines for those who want it.

Interactions: Inter-sectoral collaboration for health development is achieved through coordination of planning, implementation and evaluation of health related activities among the different sectors and organisations. 
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	TASK 2 - Explain the multiple levels in your country’s organised National Health System

1. Develop an organogram of your country’s National Health System, showing the multiple levels of public and private health providers; their roles and responsibilities; and the lines of accountability. 

2. Explain how interaction between the different levels and sectors happens; and how these interactions effect the functioning of the system as a whole. 

3. What important organisations or agencies that impact on the health system do you think are missing from your national health system profile?
 


4
FROM THE NATIONAL TO THE GLOBAL   SHAPE  \* MERGEFORMAT 



On the one hand, national health systems are context-specific – they have developed out of specific histories, experiences, circumstances and events and have their own norms, values and traditions. Their component parts are arranged in different ways to deal with the health priorities and challenges they are currently facing. 

On the other hand, countries and their health systems do not operate in isolation from each other. One reason for this is that all countries face challenges that do not respect national borders, such as infectious diseases, natural disasters, and global problems such as climate change. Protecting the health of a population within a country, therefore, often requires thinking about other countries. Each country may try to protect its own borders through practices such as quarantine, or may find alternative ways to cooperate with other countries to reduce the risks or to share the burden of managing the risks. 

Health challenges and threats that cross national borders have resulted in the launching of various global organisations, such as: 

· multilateral organisatons which share a global role in the regulation and development of global health, for example the World Health Organisation (WHO), and UN agencies such as the International Labour Organisation (ILO), Food and Agricultural Organisation (FAO), and the UN Children’s Fund (UNICEF);

· international NGOs, such as Doctors Without Borders;

· private foundations, such as the Bill and Melinda Gates Foundation; and 

· global funding organisations, such as USAID, the UK Department for International Development (DIFD), PEPFAR and other Global Health Initiatives.

According to Buse & Walt (2006) these global organisations are recognised as the new system of global health governance and can directly and indirectly influence country level health policy through the funding they provide or the health projects or programmes they implement. Although these partnerships have huge benefits for global health, they also “raise questions about representation and accountability; and about who is setting the global health agenda” (Buse & Walt 2006).

Why should you care about the macro level?

You might be thinking that at the level at which you work, you are not always in contact with dynamics and decisions at a national/meso level, let alone at a macro or global level. But whether or not you are aware of it, national and global systems DO affect you and your district. 

Imagine yourself in the following situations. How would each one positively or negatively affect you, your job, or the lives and health of the people you serve?


· You are implementing WHO guidelines on Integrated Management of Childhood Illness (IMCI).

· There are PEPFAR or Global Fund-supported activities in your district.

· The national budget that determines the staffing and salary levels in your clinic are supported in part by World Bank loans or by official development assistance, the conditions of which are the implementation of user fees. 

· Global climate change is impacting on food security and on the health of the populations you serve.

· Your workplace is under-resourced because many health workers have left your country to take up more lucrative positions overseas.

· Swine flu or bird flu has affected health or poultry farming in your country.

· The global financial crisis has affected employment and the quality of social relations in your country, perhaps leading to increased alcohol use or domestic violence.

· An economic, environmental or political crisis in a neighbouring country has forced refugees to seek survival opportunities – and health – in your country or district.
· You are seeing an increasing number of people with non-communicable diseases, such as hypertension and diabetes mainly due to unhealthy lifestyles, promoted by fast food diets high in salt, fat and sugar and the consumption of harmful products such as tobacco and excessive alcohol.
· You struggle to secure on-going medication to treat people with life-threatening illnesses, due to the high costs of pharmaceuticals.
· Rapid urbanisation in your country has led to the growth of urban slums and overcrowded conditions which provide fertile ground for crime, gang violence, alcohol and drug abuse, and sexual and domestic violence and abuse, especially affecting women, children and the elderly.
Why should you care about the macro level? Because the systems at this level, and the policies and decisions they make, impact on you, your work, your life, and the lives and health of the people you work with – in both positive and negative ways. Most of us feel their impact most directly through the funding they provide and the programmes they implement. Many of us have worked with one or another of the Global Health Initiatives (GHIs). We will look at GHIs and their impact on health systems in the next session. 

5
HEALTH SYSTEMS STRENGTHENING 



READING

Gilson, L. (ed.) (2012). Health Policy and Systems Research: A Methodology Reader, pages 27-28.

Strong health systems are essential to improve health outcomes. Recognition in the past few years of the interconnections between the various components (or building blocks) of the health system, which we have discussed in Session 1, have lead to the application of systems thinking to health systems. Systems thinking can improve ways of operating in complex, real world settings (de Savigny & Adam, 2009).

As Gilson (2012) mentions, system-level strengthening initiatives can focus on one or more building blocks or encompass strategies that bring about changes across the system as a whole. For example, pay-for-performance systems address the building blocks of human resources and financing, whilst interventions involving information building blocks may influence change across the whole system.

Health system strengthening has responded in particular to disease- and programme-specific interventions that have been introduced, particularly to meet the Millennium Development Goals (MDGs), but has not improved health systems as a whole. In fact, some may have weakened the overall health system. Can you think of any examples from your own country where a programme focus has either had not impact or even weakened the overall health system? What about HIV interventions? What has been their impact in your country, to the disease and overall health system?

Look at Table 1 by Travis et al., 2004 on page 27 in the above reading and assess which disease-specific and health system responses have been implemented in your country over the past 20 years. Has there been any change in the types of interventions applied recently? Has there been a move to more generalised health system strengthening initiatives as opposed to disease-specific initiatives? What is your opinion about this? 

We will discuss more about health systems strengthening in the next session on GHIs.

6
SESSION SUMMARY 



In this session you examined the multiple levels within which national health systems (including your own) operate and the effect of the interactions between these levels on the systems themselves and on the health system as a whole. You read about international cooperation in health and the development of major multilateral institutions, such as the World Health Organization. Finally, you explored health systems strengthening initiatives based on disease-specific and country-specific interventions. 
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Unit 3 – Study Session 3

Health systems and global health funding 

Introduction

In the last session we looked at the different levels within which health systems operate, examining them as local and national health systems and as part of the international or global health landscape. In this session we look at global health initiatives and how the financing of these initiatives has influenced health policies and systems in recipient countries. 
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1
LEARNING OUTCOMES OF THIS SESSION


	By the end of this session, you should be able to:

	· Define Global Health Initiatives (GHIs) and describe different types of GHIs.

· Explain how GHIs have changed the landscape of donor funding.

· Identify and describe both the positive and negative effects of GHIs on recipient countries and their health systems.




2
READINGS


	Author/s
	Publication details

	Brugha, R.
	(2008). Global Health Initiatives and Public Health Policy. In: Heggenhoughen, K., Quah, S. R. (eds). International Encyclopaedia of Public Health. San Diego, CA: Academic Press: 72-81.

	World Health Organization, Regional Office for Africa.
	(2012). Optimizing Global Health Initiatives To Strengthen National Health Systems. WHO, Regional Office for Africa. Luanda, Republic of Angola: WHO. 



3
A BRIEF HISTORY OF GLOBAL FUNDING FOR HEALTH 


Below is a brief overview of the history of global funding for health from the 1970s to the present day.

1970s-1990s

Donor aid mainly included:

· Project aid from foreign organisations e.g. the World Bank and IMF, in the form of ‘bail out loans’ and credits. You already know that the Structural Adjustment Programmes (SAPS) that accompanied these loans further disadvantaged the poor, intensifying economic inequalities and health inequities.

· Bilateral and multilateral aid was also given. This was either earmarked for a specific purpose or disease (project aid); or for a specific sector, e.g. the health sector (programme aid). Donors had direct control of their money; could hire their own technical staff; and lead the implementation of projects (Mosley et al 2000). Thus, the sustainability of these projects and programmes was a problem because recipient countries did not have ownership of them. When projects were handed over to local institutions they lacked the capacity to manage them (Buse & Walt 2000). Recipient countries also found it problematic to coordinate different autonomous and separately managed donor projects.

	Bilateral aid: Aid from one government directly to another.

Multilateral aid: Aid from several governments, distributed to recipient countries through an intermediary such as a UN agency.


Late 1990s

The Sector-Wide Approach (SWAp) developed with a new focus on social issues. Donors were more coordinated in their funding policies, strategies and budgets, and they entered into partnerships with recipient government around the implementation and management processes. This was a more effective way of managing resources and of minimising duplication and competition (Peters & Chao, 1998). Recipient countries managed their own health sectors; developed health policies, coordinated planning, allocated budgets, managed projects and programmes, and reported to donors. However, there was still a problem with institutional capacity to coordinate and manage different and competing donors; as well as with health equity and improving the health of all. 

2000s

One of the biggest problems in global health has been the lack of resources and political will to deal with major epidemics in poor countries and to address the root causes of such epidemics. In September 2000 the UN organised the first key global initiative in response to key development and health challenges in developing countries - the UN Millennium Summit. The outcome was that world leaders adopted the UN Millennium Declaration which synthesised the goals and targets agreed upon into Millennium Development Goals (MDGs).These were “time-bound and measurable goals and targets for combating poverty, hunger, disease, illiteracy, environmental degradation, and discrimination against women” (Walt & Buse, 2000). 

In 2002, The International Conference on Financing for Development was held in Mexico to explore more efficient ways of financing the MDGs. The industrialised countries that make up the G8 worked with the UN to spearhead a major initiative to address the three particular diseases – HIV/AIDS, TB and Malaria – which were taking a huge toll on poor countries, especially in Africa. 

4
GLOBAL HEALTH INITIATIVES (GHI’s) 


  
New types of donor partnerships began to develop between the existing multilateral and bilateral donors. These partnerships came under the umbrella term, Global Health Initiative (GHI) and most focused on specific diseases, sectors or themes. They had the ability to harness and provide significant amounts of funding and resources to low and middle income countries. Since 2000 the number of GHIs has grown enormously and in 2012 there are over 140 such initiatives operating worldwide. 


GHIs are organised in a variety of ways, have their own aims, objectives and interests, and work with recipient countries in different ways. However, most have the following features in common:


· They earmarked funds for the control of specific high profile diseases such as HIV/AIDS, TB and Malaria.

· They implement a selective response or a ‘one size fits all’ approach to fight these disease/s, what Brugha (2008) calls a “blueprint for financing, resourcing, coordinating and / or implementing disease control across at least several countries in more than one region of the world.” 

· They use vertical (top-down) management structures.

· They are accountable to their boards and secretariats.

Some examples of GHIs are:

· The Global Alliance on Vaccines and Immunizations (GAVI) consists of representatives from certain country governments, philanthropic foundations, industry, and northern and southern NGOs. It aims to strengthen childhood immunization programmes and bring a new generation of recently licensed vaccines into use in developing countries. 

· The Global Fund to Fight AIDS, TB and Malaria (GFATM) was established in 2002 as a global public/private partnership dedicated to attracting and distributing additional resources to control AIDS, TB and Malaria in poor countries, especially in sub-Saharan Africa. It works in close collaboration with other bilateral and multilateral organisations to assist with existing efforts to deal with the three diseases. 

· Roll Back Malaria (RBM) and Stop TB are closely aligned to existing WHO structures.


 READING


Brugha, R. (2008). Global Health Initiatives and Public Health Policy. In: Heggenhougen, K., Quah, S. R. (eds). International Encyclopaedia of Public Health. San Diego, CA: Academic Press: 72-81.

	TASK 1 – Examine the activities of GHIs 

1. Read the above chapter. Then use your own words to describe what a GHI is and what its key characteristics are. 


2. List some of the GHIs that currently fund health programmes in your district, region or country. Describe the activities they do or the interventions they make. 



5
THE POSITIVE AND NEGATIVE EFFECTS OF GHI’s



GHIs have generally created opportunities for the rapid scale-up of health care in specific countries, for specific high profile diseases, such as HIV/AIDS, TB and Malaria, and for short-term targets, such as increasing the number of people receiving specific drugs or bed nets in a given time period (Lieberman et al, 2009).

However, with these opportunities have come challenges, not least of which is the question around who is controlling the health agenda and health policies in each country? According to Brugha (2008) “the scale of funds channelled through these new global entities for the control of specific diseases has profoundly altered the relationship between global and country actors, in that GHIs can shape or distort national policy agendas and supplant longstanding actors.” 

Much more than money is required to achieve more equitable and sustainable improvements across health services and health outcomes. Commitment from government is also needed to ensure well-developed health systems that can effectively implement public health services, including GHI/donor financed programmes. Priorities include the critical shortage of human resources for health HRH) and the more equal distribution of health workers between rural and urban areas, reliable databases and information systems, stronger infrastructures, sufficient resources and budgets, and effective leadership and governance. 

	READING

WHO. (2012). Optimizing Global Health Initiatives To Strengthen National Health Systems. WHO, Regional Office for Africa. Luanda, Republic of Angola: WHO. 



	TASK 2 – Draw up a table of the major effects of GHIs on health systems

1. As you read the above paper, draw up a table like the one below to list the key positive and negative effects of GHIs on a country’s health system. There is one example for you below. 


Positive Effects

Negative Effects

Enables participation of more stakeholders, including civil society, in service delivery including.

Donor driven priorities and systems can distort government’s own plans and priorities.

2. The following actions are proposed in the 2012 report. Do you agree with them or not? Explain your answer. What else would you recommend? Which actions are top priorities for your country? 


· Strengthen country stewardship and management capacity for the resources required to implement interventions, so that all six building blocks of the health systems are functioning efficiently. 

· Involve partners in developing national health plans to ensure that GHI interventions fit these plans.

· Promote a holistic approach to deal with challenges in the health system in order to implement scaled-up interventions. 

· Pool all income and funding into an integrated health financing mechanism and allocate it more efficiently with the objectives of universal coverage and health equity. 

· Strengthen the long-term investment in health systems.

· Enhance coordination and communication among GHIs and other key stakeholders so that they work collaboratively and align to country priorities 




FEEDBACK 

Some positive and negative effects of GHIs are highlighted below. 

	Positive Effects


	Negative Effects

	· Enables participation of more stakeholders, including civil society, in service delivery. 

· Patients are more informed and empowered.
	· Donor-driven priorities and systems can distort government’s own plans and priorities and complicate national coordination efforts.

	· Mobilises high-level political commitment and funding for priority diseases at both the global and national level.
	· Lack of coordination among different GHIs, parallel reporting systems and different fiscal years.

· Delays in disbursements of performance-based financing.
· Difficulty with donor procedures.
· Excessive demands on government time as needs to manage 
relationships with a multitude of actors and negotiate their way through a complex web of networks and alliances. 


	· Contributes to a rapid scale-up in service delivery for specific high profile diseases.
	· Selective free services for specific high profile diseases but not for other important public health challenges.
· Duplication of services and opportunity costs for country governments. 
· Internal ‘Brain Drain’ (loss of human resources for health) from general government health services to paid projects.

	· Improves procurement and distribution of supplies and equipment. 

· Improves software for Information Management: Trains personnel on Health Information Systems and Monitoring and Evaluation. 

	· Infrastructure: For specific or focal diseases but not for other important diseases.
· Supplies: Stock outs - poor planning, late disbursements, and so on.



Remember that global organisations are also systems, with their own individual and institutional contexts, histories, ways of doing things, and interests. They shape health policies and outcomes in various countries in both positive and negative ways. But national health systems are not without power. As Gilson (2012) says, “…the domestic health system must be understood as an open system within the global context, influenced by and influencing global forces.”

There are signs of GHIs learning from experience and gradually modifying some of their processes. They also show increasing willingness to reduce fragmentation and to review processes. However, the chaotic architecture for development assistance for health remains a major obstacle for health system strengthening. GHI interventions alone are not enough, commitment from recipient governments is also necessary if progress is to be made towards effective and inclusive health systems.

The Role of Funders in Strengthening Health Systems

Global health financing has increased dramatically in recent years but mostly finances disease-specific interventions that were implemented as parallel programmes in weak and fragile health that don’t have the capacity to respond to general health needs. This has been the source of frustration, for both the recipient countries and donors, that the countries with the greatest need, which have received the greatest levels of aid from the GHIs, are also largely those with the weakest systems and institutional capacity. In recent years, GHIs, such as the Global Fund and PEPFAR, have readily acknowledged that adaptation to country contexts is important, and they have made alignment with and strengthening of country health systems explicit objectives (GFATM 2007; Sepulveda, et al. 2007). The level of alignment has been slow and varied from one country to the other. Their funding has however brought renewed attention to health issues and health systems strengthening. Health system strengthening will not result from the sum of selective global interventions but requires a comprehensive approach and commitments from governments (Cavalli, Bamba, Traore, Boelaert, Coulibaly, et al. 2010.). Much more than money is required; commitments from governments and well-developed health care systems are also needed to effectively implement GHI/donor financed programmes. And because local health services have endured decades of neglect, much of the cash now flooding the field is leaking away without tangible results (Garrett, 2007).

6
SESSION SUMMARY 



In this session you examined how donor funding for health has changed over the past four decades from project aid to SWAps to GHIs and you examined the some of the positive and negative effects of GHIs on the health systems of recipient countries. We suggested that health funding should be primarily directed at strengthening the health system which is fundamental to improving the health of all people and to challenging health inequities.
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Multilateral organisations�These are organisations that are partnerships of several countries. Usually this refers to United Nations organisations or agencies such as the World Health Organization (WHO), UNICEF and the World Bank.
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