The Primary Health Care approach 

Welcome to Unit 4!

In Units 1–3 we examined the causes of ill-health and the broader political, social and economic context of ill-health in Africa and other parts of the world. We saw how health is fundamentally linked to development and the more equitable distribution of power and resources both between and within countries. 

In Unit 4 we focus on health care and the changes that have taken place in recent times. We look at the positive trends around the development of the Primary Health Care Approach. At the core of this approach is the notion of ‘community involvement in health’, which aims not only to provide a community-level infrastructure to extend health care, but also to promote development, the redistribution of power and resources, greater equality, and ultimately, improved health for all. Also core is the recognition that health improvement requires actions in and from a number of sectors.
Study sessions

Study Session 1
The implementation of the Primary Health Care Approach

Study Session 2
Application of the Alma Ata principles and the Comprehensive Primary Health Care approach

Study Session 3
The vehicle for implementing PHC: The District Health System

Study Session 4
Community Participation and Community Health Workers

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

	Public Health Outcomes

· Discuss key current debates in relation to PHC.

· Plan how to apply a Comprehensive Primary Health Care Approach to address a local health problem. 


	Academic Learning Outcomes

· Preview texts.

· Make notes and summarise ideas.

· Read critically. 

· Use the writing process cycle. 


Unit 4 – Study Session 1

The implementation of the Primary Health Care approach



Introduction

At the end of Unit 3 we looked at the origins, evolution and rationale for the Primary Health Care Approach and began assessing how its principles were subsequently implemented. In this session we will continue discussing its implementation in more detail, looking at the differences between the Comprehensive and Selective Primary Health Care Approaches, their successes and challenges. We will conclude the session by reading about its status in the world today. 
Session contents 

1
Learning outcomes of this session

2
Readings and references

3
The implementation of the Primary Health Care approach since 1978
4
What is the Comprehensive PHC approach? 
5
What is the Selective PHC approach? 
6
Current status of the Primary Health Care approach 
7
Session Summary 

Timing of this session
There are two readings and four tasks in this session. It is likely to take you up to three hours, so aim to take a break after section 4.

1
LEARNING OUTCOMES FOR THIS SESSION
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	By the end of this session, you should be able to:

	Public Health Outcomes

· Explain the implementation of the PHC over the past 30 years

· Explain the Comprehensive PHC approach

· Explain the Selective PHC approach

· Discuss key debates in relation to PHC


	Academic Learning Outcomes

· Previewing and reading skills

· Writing skills


2
READINGS AND REFERENCES
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	Author/s
	Publication details

	Schaay, N. & Sanders, D.

	(2008). International Perspectives on Primary Health Care over the Past 30 Years, School of Public Health, University of the Western Cape

	Werner, D. & Sanders, D.
	(1997). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Palo Alto: Healthwrights, Ch 4: The demise of Primary Health Care and the Rise of the Child Survival Revolution 

	Werner, D. & Sanders, D.
	(1997). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Palo Alto: Healthwrights, Ch 5: Health Care as if People Mattered 
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THE IMPLEMENTATION OF THE PRIMARY HEALTH CARE


APPROACH SINCE 1978
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How has the PHC approach been implemented since the Declaration of Alma Ata in 1978, thirty years ago? The brief timeline below provides an overview of the context in which the approach developed and the major constraints and challenges to its holistic implementation. 

1980s
Context: The decade following the Declaration of Alma Ata was a period of economic change and instability throughout the world. The power of multinational companies was increasing and spreading as many relocated their operations to countries like Thailand, Malaysia, Mexico, South Korea, Taiwan, China, and new market economies after the collapse of communism in Eastern Europe. Underdeveloped and developing countries faced economic and social difficulties – they owed huge amounts in foreign debts and the constantly rising interest rates resulted in major setbacks to their economic growth. Many of these countries were forced to apply for financial assistance from the International Monetary Fund (IMF) and the World Bank. The ‘bail-out loans’ that these international institutions offered were conditional on the acceptance of Structural Adjustment Programmes (SAPs), which required debtor countries to restructure their economies to free up money to repay their foreign debts. The results included sharp cuts in public spending on health, education and other social services. Many rural health centres were shut down; public hospitals were privatized; and a ‘user fee’ strategy was introduced in many countries whereby the poor now had to pay for health services. This decreased their use of these services which probably contributed in some countries to increased child mortality. (You can read more about global donor funding in IPH Unit 3, Session 3).
Implications for health care: The Comprehensive PHC (CPHC) approach envisaged in the Declaration of Alma Ata was seen as too difficult to implement, especially in this adverse environment and soon gave way to a more selective strategy. High-risk groups in underdeveloped and developing countries were targeted, with a limited number of carefully selected, cost-effective interventions determined by health experts with little or no involvement of communities. Intersectoral action and social and economic development were removed from the Primary Health Care agenda. UNICEF, once a vocal advocate of Health for All, now adopted the goal of survival of children.
Four main health care interventions were introduced which became known as GOBI:
· Growth monitoring

· Oral Rehydration Therapy (ORT)
· Breastfeeding

· Immunisation. 

In 1984 UNICEF added Family planning, Food supplements and Female education to its GOBI basket - GOBI-FFF. Despite this, many nations further limited their child survival campaigns to ORT and immunisation only, not least because these were preferentially funded by large donors. 

1990s
Context: The 1990s ushered in a period of renewed economic growth for many countries. High-income countries experienced steady economic growth for much of the decade, although many low-income countries continued to struggle. The chasm between rich and poor, both within and between countries, widened. Emphasis was placed on the continued reduction of government involvement in all public services, including the provision of health care. 

Implications for health care: The World Bank’s World Development Report of 1993, which focused on health, acknowledged that poverty, development and ill-health were causally linked. It prioritised policies for economic growth; promoted decentralisation, promoted cost-effective, selective health care interventions (delivery of a core set of essential services); and shifted the primary responsibility for health provision from government to the private sector. This approach was known as Health Sector Reform. The user fee strategy was reinforced and the private health insurance industry grew. It was virtually impossible to implement these reforms in situations of absolute poverty. With the emergence of new diseases, like HIV/AIDS, and the resurgence of old ones, such as TB and malaria, as well as the rise in the prevalence of non-communicable diseases and violent trauma, the inequalities in health widened between and within countries, with some countries even experiencing a reversal in health status. By 1994 WHO concluded that the goal of ‘health for all’ by 2000 would not be met.

2000s 

Context: Economic developments in the first half of the 2000s focused on the explosion of the economies of Asia (notably China) and South America. Many of these fast-growing economies were a major factor in the rapidly increasing demand for fossil fuels. As a result the price of petroleum products soared, prompting governments and businesses to begin to promote the development of environmentally-friendly technology although this was, and still is a rather marginal activity. The world's poorer nations were threatened with severe shortages of food and rising food prices. From late 2007 there began a worldwide economic downturn, which appears to have started with the crisis in housing and credit in the United States and to have been aggravated by massive and unregulated financial flows.

In 2000, 192 UN member states and approximately 23 international organisations, adopted the UN Millennium Declaration which set out eight Millennium Development Goals (MDG) to spur the development of the world’s most impoverished nations. These goals were to be achieved by 2015:

1. 
Eradicate global poverty and hunger.

2. 
Achieve universal primary education. 

3.
Promote gender equality. 

4. 
Reduce child mortality rates.

5. 
Improve maternal health. 

6. 
Combat HIV/AIDs, malaria and other diseases.

7. 
Ensure environmental sustainability. 

8. 
Develop global partnerships for development.
Recognising the crippling debt of many poor countries the Heavily Indebted Poor Countries (HIPC) initiative was launched in 2005. Large sums of money were made available by the rich countries as loans to offset these debts. However, conditions attached to these loans also required countries to restructure their economies along the same lines as with SAPs. The result was that countries lowered their real wages, reduced food subsidies and reduced their budgets for public health and education. 

	The main components of the Structural Adjustment Programmes: 

· Cuts in public enterprise deficits
· Reduction in public sector spending and employment

· Introduction of cost recovery in health and education sectors 

· Phased removal of subsidies

· Devaluation of local currency

· Trade and financial market liberalisation.




Implications for health care: Insufficient progress towards the MDGs, together with threats posed to global health and human security by climate change, pandemic influenza and the global food crisis, led to renewed interest in Comprehensive Primary Health Care. In August 2008, the WHO’s Commission on Social Determinants of Health supported PHC as a model for health systems to include action on the underlying social, economic, and political causes of ill-health; and, in October of the same year, WHO issued its World Health Report, calling for a return to the principles of PHC as set out in the Declaration of Alma Ata.  

	TASK 1 – 
Identify key successes and challenges in PHC implementation in sub‑Saharan Africa

READING

Schaay, N. & Sanders, D. (2008). International Perspectives on Primary Health Care over the Past 30 Years, School of Public Health, University of the Western Cape: 4–9. In Health System Trust's Annual Health Review, 2008.

1.
Preview and then read through the whole article above. As you read, make brief notes about the main progress made in implementing the eight programme elements of PHC in sub-Saharan Africa. (Note that WHO added mental health as the ninth programme element but there are no data about this yet).

2.
Make brief notes about the challenges faced in implementing PHC focusing on:

· The influence of macro-economic factors

· Health sector reforms

· The emergence of global health initiatives

· The crisis in human resource development



FEEDBACK 

1.
We have given only one example of progress made in implementing the eight programme elements of PHC. You might have listed others: 

· An adequate supply of safe water and basic sanitation: “There has been limited progress in improving access to an adequate supply of safe water and basic sanitation. According to UNICEF and WHO in 2006, 58% of the population in sub-Saharan Africa used an improved drinking source, with only a 9% increase in access from 1990 to 2006.15 The same report noted that improved sanitation facilities cover 31% of the population in sub-Saharan Africa, with a 5% increase having occurred between 1990 and 2006” (Schaay & Sanders 2008: 6).

· The promotion of food supply and proper nutrition:  Remains under threat. Sub-Saharan Africa accounts for 25% of the undernourished people in the developing world and has the highest proportion (one-third) of people suffering from chronic hunger.

· Maternal and child health care, including family planning: Levels of maternal mortality and morbidity from largely preventable causes remain unacceptably high.

· Immunisation against the major infectious diseases: Immunisation showed the most dramatic improvement and global coverage of children under-1 year increased from 20% in 1980 to 79% by 2006, although coverage levels stagnated between 1990 and the early 2000s.

· The prevention and control of locally endemic diseases and appropriate treatment of common diseases and injuries: In 2005, 11 of the 48 countries in sub-Saharan Africa had a lower life expectancy than in 1970. The majority of these countries also have a high prevalence of HIV.

· Health education: This has improved significantly, from a preoccupation with individual behaviour change towards a broader set of activities termed health promotion.

· The provision of essential drugs: Essential medicines in the public sector are still inadequate. 

2.
Again, we have given only one or two examples of the challenges faced in implementing PHC:
· The influence of macro-economic factors: Weakening of health systems as a result of financial crises in global economy and political shift to the right, resulting in reductions or very slow expansion of government health budgets.
· Health sector reforms in response to the fiscal crisis, demographic changes and increasing costs of health services. There was a focus on cost-effective interventions (basic ‘health service packages’) with little consideration given to actions on the determinants of ill-health.
· The emergence of global health initiatives, e.g.  the Global Alliance on Vaccines and Immunization (GAVI), the Global Fund to Fight AIDS, TB and Malaria (GFATM), the World Bank Multi-country AIDS Program (MAP) and the United States President’s Emergency Plan for AIDS Relief PEPFAR). Although these initiatives have brought an increase in funding for priority diseases, they have at the same time reinforced the selective approach to PHC. These mainly emphasise therapeutic (e.g. antiretroviral therapy (ART)) and personal preventive (e.g. prevention from mother-to-child transmission (PMTCT)) interventions while neglecting the social determinants of these diseases.

· The crisis in human resource development: In all countries, but especially in Africa, there continues to be significant misdistribution of, and imbalances between, various types of health workers.

In your reading you saw that there was a split in PHC between Comprehensive and Selective PHC Approaches. We will now examine these two approaches in more detail. 
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COMPREHENSIVE PRIMARY HEALTH CARE (CPHC)
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The diagram below shows an example of the key actions in a Comprehensive PHC Approach, as envisaged in the Declaration of Alma Ata. As you can see it includes the four main components of PHC in a comprehensive approach to diarrhoea, a major cause of young children’s deaths in the world, 99.6% of which occur in the Third World. The four-pronged approach directly involves individuals, families and communities with each component so that they can influence the meeting of their own needs. 

EXAMPLE: A comprehensive approach to diarrhoea

	REHABILITATIVE
	CURATIVE
	PREVENTIVE
	PROMOTIVE

	NUTRITION

REHABILITATION
	O.R.T.

NUTRITION

SUPPORT
	EDUCATION

FOR PERSONAL & FOOD HYGIENE

MEASLES

VACCINATION

BREAST FEEDING


	WATER

SANITATION

HOUSEHOLD

FOOD

SECURITY


The Community Development Programme of the Health Systems Trust in partnership with community based organisations in South Africa is another example of the Comprehensive PHC Approach. The programme has two components:

· the Male Sexuality Programme 
· the Integrated Nutrition Programme. 
The goals of the Integrated Nutrition Programme are to empower communities to become self-sufficient in terms of their food and nutritional needs. Malnourished children and their households, pregnant and lactating mothers and their families, and other families that are nutritionally at risk are targeted. 
The Integrated Nutrition Programme includes the following components:

· Piloting community development projects from various health clinics 

· Undernourished children and people with TB and HIV receive food supplements at the various clinics from demonstration vegetable gardens that have been established

· As part of the integrated management of childhood illnesses, community volunteers are trained in growth monitoring and promotion (GMP) and in 16 Key Family Practices

· Community Based Organisations and volunteers are trained in crop and vegetable production
· Volunteers are trained in how to prepare vegetables for optimum nutrition
· Stakeholders from different sectors have been brought together to assist the communities engage with government in developmental activities. 
	TASK 2 – Explain the implementation of the CPHC approach

1.    Use the above examples or one of your own, to explain each element in the four-        pronged CPHC approach. 




FEEDBACK
Read the explanation below (we have used tackling diarrhoea as our example) and compare it to your own. 

CPHC Approach to diarrhoea:
Rehabilitative: Most children who die from diarrhoea are undernourished and live in impoverished conditions. Their poor nutritional status affects the body’s ability to resist infection and its effects. To combat both malnutrition and the effects of diarrhoea - dehydration and worsening of undernutrition - a child with diarrhoea needs more food, more often. Therefore the rehabilitative component of the above CPHC approach involves restoring those individuals suffering with diarrhoea to a state of improved health through nutrition rehabilitation, i.e. refeeding. 
Curative: Oral Rehydration Therapy (ORT) is a treatment that provides increased fluid and is given to individuals suffering from diarrhoeal diseases, together with nutritional support to fight the infection and prevent worsening of the undernutrition. 

Preventive: The focus here is on empowering individuals and communities to prevent diarrhoea in individuals and in the general population. People are equipped with skills and knowledge around personal and food hygiene, breast feeding and the importance of immunisation.  
Promotive: Better health for all depends on overall improvements in the quality of life and living conditions that can be sustained. The social determinants of disease are tackled in various ways, including through intersectoral interventions, such as improving water supply and sanitation. People are equipped with skills and confidence to challenge the underlying social and economic causes of malnutrition and poverty which lead to infections such as diarrhoea. Nowadays, with globalisation, some of these determinants operate at not only a national level, but also at an international level. For example, the way in which food trade is controlled and organised has an impact on the price and range of foods available even in small rural villages. Thus, advocacy and action may need also to be directed at national and global levels and not only at local level.
From the above examples and reading, you can see that the CPHC approach:

· Has strong sociopolitical implications

· Explicitly outlines a strategy which responds more equitably, appropriately and effectively to basic health care needs

· Addresses the underlying social, economic and political causes of poor health

· Uses a multisectoral approach and collaboration in community development with other sectors

· Requires strong citizen participation and egalitarian policies.
Since its inception, Comprehensive PHC has experienced various threats and challenges. 
These include amongst others:

‘The brain drain’: The migration of health workers from developing and underdeveloped countries to developed countries. This has often crippled health systems, leaving low-income countries with a limited number of skilled health workers. This limits the scope of practice or the services that can be offered to people, and this aggravates a tendency to focus on curative rather than preventive, promotive and rehabilitative interventions.

Focus on medical and technical: In many countries the focus is only on medical and technical solutions, rather than on appropriate health technology. For example, many women whose children present with diarrhoea are given Oral Rehydration Solution in sachets and not much emphasis is put on starch-based solutions which are as effective and available in the home. 
Health sector reform: Amongst other components, this included delivering of a core set of essential but selective services, which is similar to Selective PHC. We will look at the Selective PHC approach in more detail next.
5
SELECTIVE PRIMARY HEALTH CARE APPROACH
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‘It can be seen that the proper application of primary health care will have far-reaching consequences, not only throughout the health sector but also for other social and economic sectors at community level. Moreover, it will greatly influence community organisation in general, Resistance to such change is only to be expected.’ 
Alma Ata Declaration, 1978

A year after the Declaration of Alma Ata, world health ministers were already calling the Comprehensive PHC approach unrealistic, too all-encompassing and too political, with its emphasis on equity and community participation. They suggested that a narrower focus was needed, in which priority health problems that affect high-risk groups be targeted for intervention. This was the start of the dilution of the CPHC approach in favour of ‘quick-fix technologies’. This new approach was known as Selective Primary Health Care. 
	TASK 3 – Identify the main components of the Selective PHC Approach

READINGS

Werner, D. & Sanders D. (1997). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Palo Alto: Healthwrights: Ch 4: Health Care and the Rise of the Child Survival Revolution: 23-25. 

Werner D. & Sanders D. (1997). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Palo Alto: Healthwrights, Ch 5: Health Care as if People Mattered.

1.
Preview the first reading above. Read the title, headings, read the first paragraph on page 23 and the last paragraph on page 25.

2.
Read what the people in the cartoon are saying on page 23. What were the main motivations for adopting the Selective PHC approach?

3.
Read the chapter in detail. While you read, note down your answers to these questions:

a.
Which key concepts did the SPHC remove from PHC? 

b.
Why was SPHC called a ‘politically sanitized approach? 

c.
What were the effects of the 1980s global recession on underdeveloped countries, particular on health and health care? 

d. 
How are UNICEF’s GOBI health interventions an example of SPHC? 

e.
 What were some achievements of GOBI? What were criticisms of GOBI?

4.
Read Chapter 5 in Werner & Sanders in detail.

5.
After you read, write a two-page essay on the question: Can technological solutions to social problems succeed in the long-term? In your essay:

· Explain the principles and rationale for the PHC 

· Compare the CPHC and SPHC approaches 

· Provide an answer to the question, with reasons. 
NOTE: 
Use the writing cycle below to help you to analyse, brainstorm ideas, collect information, plan, draft, evaluate and rewrite your essay. 




Academic skills: The writing process
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FEEDBACK
2.
The main motivations for adopting the SPHC approach were costs; and it appealed to national leaders, medical establishment and big business.
3.
Here are our answers to these questions:

a.
It removed the emphasis on social and economic development; the multisectoral approach; community involvement. 
b.
It reduced PHC to a few high priority technological interventions which were not as threatening to anyone as CPHC with its sociopolitical implications. 

c.
Average incomes dropped and malnutrition increased; public spending per capita on health was reduced; spending on education dropped (improved female education is correlated with reduced child mortality). 

d.
GOBI’s targets are very narrow, selective and are described as a selective intervention to child survival, i.e. they do not incorporate the four components of the CHPC approach but primarily deal with one or two components. For example, the target group is narrowed down to children under 5 years old; four important but selected health interventions are prioritised; the social and political causes of health are not tackled and inequalities and inequities are preserved; they foster dependency. 
e.
UNICEF’s Child Survival campaign did contribute to lowering child mortality in many countries. However critics have asked whether it actually improved children’s quality of life. According to UNICEF in 1991, malnutrition contributed to 35% of children’s deaths, however by 1996 this figure reached 55%. In addition there has been a resurgence of ‘diseases of poverty’ such as cholera and TB. 
For an in-depth case study of a Selective PHC Approach, skim through Part 2 of Questioning the Solution (Werner & Sanders, 1997: 32–72). This study examines the use of Oral Rehydration Therapy (ORT) in poor countries to lower the high death rate from diarrhoea. It examines different methods of ORT, including those that create dependency and those that encourage self-reliance. 

The table below outlines the basic differences between Comprehensive PHC and Selective PHC in terms of how each sees ‘health’, who each perceives as having the central control over health, the major focus of each one, the main health care providers, and the main strategies for health. 
	
	Comprehensive PHC
	Selective PHC

	View of health
	Positive wellbeing
	Absence of disease

	Locus of control over health
	Communities and individuals
	Health professionals

	Major Focus
	Health through equity and
community empowerment
	Medical solutions for 
disease eradication

	Health Care Providers
	Multi-disciplinary teams and community-based workers
	Medical doctors

	Strategies for health
	Health care plus multi-sectoral collaboration
	Medical interventions


To end this session we will look at the current status of PHC today.
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CURRENT STATUS OF THE PRIMARY HEALTH CARE 


APPROACH
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	TASK 4 – Identify the state of Primary Health Care today 

Read the extract below from the address given by the Director-General of WHO in 2008. While you read note down your answers to these questions:

1. 
What progress globally has been made in health in the past 30 years?

2. 
What health problems still exist within and between countries?

3. 
What reasons does the Director-General suggest for these problems?

4. 
What does WHO suggest as a way forward?

5. 
Do you agree or disagree with the reasons put forward by the Director-General for the state of health care today and the way forward?




	From World Health Organisation 

Almaty, Kazakhstan
14 October 2008

Primary health care - now more than ever

Dr Margaret Chan
Director-General of the World Health Organization

Ladies and gentlemen,

I believe that the world, as it stands now, is out of balance in matters of health as never before. 

Globally, health has progressed remarkably over the past three decades. On average, people are now living seven years longer. But if you look at individual countries or populations within countries, you get a very different picture.

Today, gaps in health outcomes, both within and between countries, are vastly greater than in 1978. Differences in life expectancy between the richest and poorest countries exceed 40 years. Annual government expenditure on health ranges from as little as US$ 20 per person to more than US$ 6000.

Never before has our world possessed such a sophisticated arsenal of tools and technologies for curing disease and prolonging life. Yet each year, nearly 10 million young children and pregnant women have their lives cut short by largely preventable causes. 

Something is wrong.

A world that is greatly out of balance in matters of health is neither stable nor secure.

[There are] striking inequalities in health outcomes, access to care, and what people pay for care. Many problems arise from the way health systems are organized and how resources for health are managed. 

All too often, people who are well-off and generally healthier have the best access to the best care, while the poor are left to fend for themselves. 

When the emphasis is placed on specialized or commercialized care, providers have no incentive to invest in prevention. This is a failure with huge consequences. WHO estimates that better use of existing measures could prevent as much as 70% of the global disease burden.




FEEDBACK 

1.
Globally there has been some progress in health, e.g. on average people now live seven years longer than they did 30 years ago and we have increasingly sophisticated technologies and tools for curing diseases.
2.
The gaps and inequalities in health outcomes within and between countries are greater than they were 30 years ago; for example there are huge differences in life expectancy, health expenditure, and access to care, between the richest and poorest countries. 
3.
The Director-General identifies a major reason for the gaps and inequalities in health outcomes as being the inefficient organisation and management of health resources, with the emphasis being placed on specialised care rather than on prevention. 
4.
WHO suggests that better use of existing measures and the use of primary health care measures (as suggested in the title) could prevent as much as 70% of the global disease burden.

5.
Your answers will differ. You could have considered the following:

· The continued inequalities and inequities within and between countries

· The ongoing influence of social determinants of ill-health

· The focus on curative measures rather than prevention of ill-health and promotion of health

· The political will on the part of governments to attain health equity and a more equitable distribution of resources and basic services

· The inefficient management of health resources 

Thirty years after the Declaration of Alma Ata, the WHO and other organisations are calling for the restoration and renewal of the PHC approach. In 2005, the WHO launched a Commission on Social Determinants of Health with the main aim of making recommendation around policies to improve the health of the world’s poorest and most vulnerable people. The Commission examined the following:

1.
Approaches to address the gross inequalities in health between countries, the control of major diseases and the development of health systems

2.
Approaches to tackling poverty in underdeveloped countries and the high child mortality rates

3.
Approaches to tackle the social determinants of health, including the relief of poverty and improving the circumstances in which people live and work.  

The Commission argued that we need to return to ‘a vision of the world where people matter and social justice is paramount.’ (Michael Marmot, Social determinants of health inequalities, in Lancet 2005; 365: 1099–104). PHC programmes need to revert to primary health care which brings together promotion, prevention, cure and care, which is tailored to local circumstances. Community health workers (as envisaged at Alma-Ata) should be used more extensively, especially in light of the human resource crisis in health care systems in many low- and middle-income countries. More emphasis should be placed on collaboration between sectors, partnerships with community-based organisations, and the participation of people in communities in decisions and plans around their own health needs. Of central importance is to ‘put people first: to give balanced consideration to health and wellbeing, as well as to the value and capabilities of the population and the health workers … [to ensure] improved health and social outcomes.” (The World Health Report, 2008. Primary Health Care – Now More than Ever: 41.) 
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SESSION SUMMARY
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In this session we looked at the forces and developments that led to the abandoning of the comprehensive approach to PHC in favour of more narrow, selective interventions. We saw that inequalities and inequities in health outcomes are greater now than they were 30 years ago when health ministers from around the world pledged their support for making health services more accessible to all, especially the poor and disadvantaged and the approach to health more comprehensive. 
Today there are renewed calls for a return to the principles of PHC as envisaged in the Declaration of Alma Ata, including a recommitment to tackling the social determinants of ill-health. 
Unit 4 – Study Session 2

Application of the Alma Ata principles and the Comprehensive Primary Health Care approach


“Primary Health care addresses the main health problems in the community, providing promotive, preventative, curative, and rehabilitative services accordingly.” 

(Alma Ata Declaration, 1978)
Introduction 

In Unit 3 we looked at rehabilitative, curative, promotive and preventive approaches in Comprehensive Primary Health Care. In this session we will look at a number of case studies which have certain elements of a Comprehensive Primary Health Care. We will further look at the threats and challenges to Comprehensive Primary Health Care. 

Session contents 

1
Learning outcomes of this session

2
Readings and references

3
Comprehensive Primary Health Care Approach
4
Application of principles and Comprehensive PHC
5
Session Summary 


Timing of this session

There are three readings and three tasks in this session. It is likely to take you up to three hours.

1
LEARNING OUTCOMES FOR THIS SESSION



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



	Public Health Outcomes

· Describe the Comprehensive Primary Health Care Approach 

· Explain the components of a CPHC Approach

· Apply the Principles of PHC

· Evaluate a programme for its comprehensiveness


	Academic outcomes

· Preview an article

· Read with a purpose


2
READING AND REFERENCES



	Author/s
	Publication details

	Pronyk, P. M., Hargreaves, J. R., Kim, J. C., Morison, L. A., Phetla, G., Watts, C., Busza, J. & Porter, J. D. H.
	(2006). Effect of a structural intervention for the prevention of intimate-partner violence and HIV in rural South Africa: a cluster randomised trial. Lancet, 368: 1973–83.

	Werner, D. & Sanders, D.
	(2004). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Ch 18. Palo Alto: HealthWrights.

	Epstein, H. & Kim, J. 
	(2007). AIDS and the Power of Women. In New York Review, February 15.
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COMPREHENSIVE PRIMARY HEALTH CARE APPROACH



"Primary health care seeks to extend the first level of the health system from sick care to the development of health. It seeks to protect and prevent problems at an early stage. Primary health care services involve continuity of care, health promotion and education, integration of prevention with sick care, a concern for population as well as individual health, community involvement and the use of appropriate technology." 

 




 (WHO 1978 Alma-Ata Declaration)

According to the Alma Ata Declaration, Primary Health Care should address health problems in a comprehensive manner by including promotive, preventive, curative, and rehabilitative interventions. In Unit 3 we looked at these interventions in detail. 

Preventive and promotive approaches address political, economic and socio-cultural causes. Preventive and promotive approaches, for example, operate at the level of individuals, families and local communities. They aim to enhance the health status of the population through a wide range of actions, such as increasing health literacy through health education, providing effective access to preventive health care, a focus on behavioural risk factors and strengthening the capacity and resilience of communities. Both preventive and promotive approaches are concerned with: 

· Primary and secondary prevention 

· Health and well-being

· Understanding of social determinants

· Enhancing health literacy/resilience

· Community development/engagement

· Partnership approaches

Promotive interventions may involve other sectors and communities and often include advocacy aimed at changing policy and legislation.

Curative and rehabilitative approaches focus on individuals and address mainly biological and physical causes of ill-health. They operate at the level of individuals and local communities. This role often involves a combination of health and community care services for people in the community with chronic and complex health conditions and may include:

· Longer term provision of care

· Multi-disciplinary approaches

· Self-management

· Enhancing health literacy/resilience

· Community engagement

· Collaboration with secondary and tertiary services & other sectors such as social welfare.

4
APPLICATION OF THE PRINCIPLES OF COMPREHENSIVE PHC



Remember that in Unit 2 Session 2 you learnt about the following principles of the PHC Approach: 

· Universal accessibility and coverage on the basis of need (equity)
· Comprehensive care with emphasis on disease prevention and health promotion

· Community and individual involvement and self-reliance

· Intersectoral action for health

· Appropriate technology and cost-effectiveness in relation to available resources.

In this section, we will read two case studies which demonstrate programmes that have included some of the elements and principles of a Comprehensive Primary Health Care Approach (CPHCA).

The Intervention with Microfinance for AIDS & Gender Equity (IMAGE) STUDY

Physical and sexual violence against women in South Africa is a major challenge. Recent estimates suggest that nearly 25% of women report having been in an abusive relationship. Intimate partner violence (IPV) is increasingly recognised as a neglected but important public health problem, with significant impacts on women’s physical, reproductive and sexual, and mental health. The development of cost-effective interventions with the potential to prevent IPV and that are appropriate and relevant to resource poor settings, particularly in rural areas, remains an urgent priority.

IMAGE administered a package that combined microfinance with a participatory gender and HIV training curriculum to rural women in Limpopo Province, South Africa. Effects of the intervention were assessed between 2001 and 2004. Effect estimates suggest that IMAGE participants experienced a 55% reduction in physical and/or sexual violence by an intimate partner (IPV).

	TASK 1- Analyse the IMAGE Study

READING 

Pronyk, P. M., Hargreaves, J. R., Kim, J.C., Morison, L.A., Phetla, G., Watts, C., Busza, J. & Porter, J. D. H. (2006). Effect of a structural intervention for the prevention of intimate-partner violence and HIV in rural South Africa: a cluster randomised trial. Lancet, 368: 1973–83.
1. Read the above article about the IMAGE study. Then watch the video. While

 watching the video, think about how the principles of the Primary Health Care

 Approach are implemented in practice. Here are some questions to guide your 

 thinking:

 a. How does the IMAGE study focus on promotion and prevention?

 b. For whom does it increase equitable access to health care services?

 c. How does it involve the community in the initiative?

 d. How does it encourage intersectoral collaboration?

 e. What appropriate technologies are used?




FEEDBACK

The IMAGE study implements the principles of PHC in the following ways:

· It uses a social development approach, empowering women with finance to enable them to build businesses. This raises respect for them in the community as a way of promoting equal gender relationships. It also renders them less economically dependent on their male partners and therefore more able to assert themselves. 

· It also includes preventive HIV education. 

· It increases equitable access to health care services to women and the poorest.

· It involves the community via the empowerment process. Initially there was resistance as the initiative was not developed at the request of the community. There is no information about whether any community structures were consulted.

· It encourages intersectoral collaboration through social development and finances.

· It includes small loans; and sessions on gender and HIV.

The IMAGE intervention has been successful in a number of ways, including:

· It encourages women to engage in income generation projects

· Women generate money to feed their children and pay school fees

· It increases confidence amongst women

· There is decreased stigma around HIV/AIDS

· Misconceptions are corrected

· Change in attitudes have been recorded

· Women are talking to their children about sexuality and HIV

· There is a decrease in domestic violence

The IMAGE study demonstrates how interventions can address a number of issues, such as socio-cultural, stigma and misconceptions, economic and physical issues. The second case study is based in Zimbabwe.


	

	1. 
Preview the above reading. Look first at the headings, the introduction, the conclusion, the pictures and diagrams. Look at the picture of the people on page 138.

a. 
Who do you think these people are?
b. 
What do you think this demonstration might have to do with health care in Zimbabwe? 


2. 
Look at the picture of the child's arm being measured on page 139.

a. 
Who do you think the woman is?

b. 
Who is the man?
3. 
From this picture and the chapter heading, can you guess what the health problem is in this community?
4. 
Look at the poster on page 140.
a. 
What is sadza?
b. 
Why is there a thin child next to the picture of sadza?

c. 
What do you think the message of this poster is?

d. 
Which component of primary health care would a poster like this represent (preventive, promotive, curative, rehabilitative)?

5. 
Look at the diagram of the feeding programme on page 141.
a. 
There is an arrow from the short term relief feeding to the long term approach using education. How do you think the programme began?
b. 
From this picture, can you say which of the basic principles of PHC, according to Alma Ata, were implemented in this programme?




FEEDBACK
From the pictures we see that the feeding programme described in this reading had a political component. You can also see that village women were involved in assessing their children's nutritional status. It is also clear that education, partly through the use of posters, was included in the programme. The posters emphasised locally-grown foods. The programme began with emergency feeding, but developed into a long-term educational and agricultural programme. So you know quite a lot just by looking at the pictures! The headings also tell you more. Again, a preview helps you to get a sense of the whole of the reading. Once you have this, it is easier to understand the details.

Now that you have previewed the reading about Zimbabwe’s national Children’s Supplementary Feeding Program you should have a good idea about what the programme involved. Let’s now look at what elements of the Comprehensive PHC (CPHC) approach were covered in this programme. 

	TASK 3 – Read in detail and evaluate
READING 

Werner D & Sanders D. (2004). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Chapter 18. Palo Alto: HealthWrights.
1. 
Read the above text closely. As you read, evaluate this supplementary feeding programme according to the principles of Alma Ata.

a.
Is this an example of a Comprehensive Primary Health Care programme?

b.
Are there important aspects of a CPHC approach which are missing?

c.
What other interventions could you add to make this programme more comprehensive?

Note: Use the table provided below to show the activities undertaken in a CPHC Approach and other interventions that you could add to make it more comprehensive.




	CPHC Approach

	Disease
	Rehabilitative
	Curative
	Preventive
	Promotive

	Malnutrition
	
	
	
	

	
	
	
	
	

	
	
	
	
	


FEEDBACK

1. 
Compare your answers to these below:

a. 
The programme in Zimbabwe is an example of a CPHC approach as it has rehabilitative, curative, preventive and promotive services that are incorporated in it. 

b/c.
The programme has all the important aspects of a CPHC approach However there are interventions that could improve the comprehensiveness of this programme.

Here is an example of our table of activities and possible further interventions:
	CPHC Approach

	Disease
	Rehabilitative
	Curative
	Preventive
	Promotive

	Malnutrition
	- Nutrition rehabilitation
	-Feeding (appropriate foods made by mothers and also provided at the centres, initially as relief food, later by communal production)
	- Nutrition Education through posters

-Immunisation
	- Crop production

- Political will

- Provision of land by the government

- Development of child care centres providing daily child care

	Additions
	-Food aid for affected HH (during droughts)


	-ORT (cases where there is diarrhoea)
	
	-Income generation activities

-Nutrition policy

 -Fortification

 -Growth monitoring & promotion


Malnutrition (undernutrition) was the health problem that Zimbabwe’s national Children’s Supplementary Feeding Program was trying to address. It had all the components that make a programme comprehensive, for example:

· Rehabilitative: After being in the programme, the children were fed at home and the programme supplied households with appropriate food. However this programme made no provision for periods when there was drought. An intervention that could have been added is regular food aid in the form of food parcels which could have ensured that the programme continued and that households had enough food during drought seasons. 

· Curative: Feeding children with malnutrition was the curative intervention used. In addition to this, oral rehydration therapy should have been provided to those presenting with diarrhoea, as malnutrition and diarrhoea are linked. (See Unit 1 Session 3.)

· Prevention: Nutrition education through posters was used to educate the community about infant feeding so as to prevent malnutrition (see poster on page 140 of the reading). The message in these posters provided information about simple and culturally-appropriate foods that were relevant to communities. Immunisation was another intervention that was included.

· Promotive: This programme involved government. Political will was extremely high, to the extent that government provided communities with land for planting crops, and the National Feeding Program Committee provided the initial seed and fertilizer. However, income generating activities for parent were lacking in the programme. Such activities would have ensures that households had income to continue to improve household food security. At a national level, a policy on food fortification would have ensured that the nutritional status of children improved. The introduction of growth monitoring and promotion would have ensured that malnourished children were detected sooner and referred for appropriate assistance.
5
SESSION SUMMARY



In this study session you tackled two readings about programmes that encompass the principles of PHC and also have some of the elements of a CPHC approach. You have learnt that a CPHC approach can be applied to a single health problem or intervention or that it can address ‘multilevel’ causes of a problem by combining (at least some of) promotive, preventive, curative and rehabilitative components. 

Unit 4 – Study Session 3

The vehicle for implementing PHC: The District Health System



Introduction 

We have looked at different Primary Health Care (PHC) approaches and the health services each advocates. In many countries the District Health System (DHS) is seen as the main vehicle for implementing Primary Health Care. In this session we will look at what a District Health System is, what it does, and how it relates to the national health system and how the community is included in it. We will also assess some of the challenges associated with District Health Systems in different countries and how these could be addressed. 

Session contents

1
Learning outcomes of this session

2
Readings and references 

3
What is a district?

4
What is the District Health System Model?

5
Structures in the District Health System

6
The rationale behind the DHS concept

7
The functions of the District Health System

8
Challenges to implementing the District Health System

9
Session summary

Timing of this session

There are four readings and eight tasks in this session. It is likely to take you up to three hours, so aim to take a break after section 5.

1
LEARNING OUTCOMES FOR THIS SESSION



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



	Public Health Outcomes:

· Define the term district.
· Describe the District Health System (DHS) concept.

· Explain the functions of the DHS.

· Explain the rationale behind the DHS.

· Describe some of the challenges experienced in implementing the DHS.

 
	Academic outcomes:

· Define concepts and explain a model.

· Select and summarise relevant information.

· Develop a mind-map.


2
READING AND REFERENCES



The readings for this session are listed below. You will be directed to them in the course of the session. 

	Author 
	Publication details



	Janovsky, K. 
	(1988). The Challenge of Implementation - District Health Systems for Primary Health Care. Geneva: WHO: 9-16; 65-77.

	Monekosso, G. L.
	(1994). District Health Management: From mediocrity to excellence in health care. Geneva: WHO: 20-27. 

	World Health Organization (undated draft)
	Decentralization and Health Systems Change in Africa: Case study Summaries. Prepared for the Regional Meeting on Decentralization in the Context of Health Sector Reform in Africa. (No details of publisher available):1-5; 57-61.


3
WHAT IS A DISTRICT?



Before examining the District Health System, we should clarify precisely what is meant by the term district: 

“… It is the most peripheral fully organized unit of government, varying greatly from country to country in size and degree of autonomy and being designated by many different names …” 

(Tarimo & Fowkes, 1989: 75)

 “…The district is the most peripheral unit of local government and administration that has comprehensive powers and responsibilities. It may be called by various names: the awraja in Ethiopia, the block in India, the county in China, the district in Kenya and Malaysia, the gun in the Republic of Korea, the kabupatan in Indonesia, the municipality in Brazil, the sharestan in the Islamic Republic of Iran and the upazilla in Bangladesh. 

A typical district has a population of between 100 000 and 300 000 people and covers an area of from 5 000 to 50 000 square kilometers. The district headquarters are usually in the main town where there are the offices of all the principal ministries that are concerned with the district and local affairs, such as health, agriculture, education, social welfare, and community development. The district is the natural meeting point for ‘bottom-up’ community planning and organization, and for ’top-down’ central government planning and development. It is therefore, a natural place for the local community needs to be reconciled with national priorities …” 

(Vaughan & Morrow, 1989: 1)

“… A district must be large enough to be economically efficient but small enough to ensure effective management which is accountable to local communities and is responsive to local needs through the participation of communities and of staff in the planning and management of services …”

 (Owen, 1995: 2-3) 

“…This is a clearly defined administrative area covering a defined population (whose size varies from country to country) at which some form of local government or administration takes over many responsibilities from central government departments. Districts are geographically compact and replicated throughout the country. They may be made up of urban or rural community groups, villages, communes which are managed by a few ’closely knit’ officials based in one major town, the focus of communications and trade. A district is small enough for its major problems and constraints to be readily understood, but large enough to have professionally qualified staff … A district provides a real opportunity to forge a partnership between the people and their government …” 

(Monekosso, 1994: 20)

	TASK 1 – Understanding the concept of a district
1. 
Read the excerpts above and summarise the key points that define a district.

2. 
Find a map of the district in which you work and refer to it as you go through this session.




FEEDBACK

Here are some of the features which can be drawn out of the definitions. 

A district has:

· a defined geographic area

· a defined population

· a manageable size (geographic and population).

A district is:

· the most peripheral organised unit of government

· the interface of government with the community

A district:

· incorporates all sectors working together.

We will build on the above understanding of a district in the next section. 

4
WHAT IS THE DISTRICT HEALTH SYSTEM MODEL?



Before examining the District Health System (DHS) in detail, it is important to understand that we are viewing the DHS as a model. In other words, it is based on a particular arrangement of the structures and functions within a health system, and is based on a particular framework of ideas. The exact structure and function of the system will vary in different countries, according to local circumstances. Even within the same country, the DHS may change over time, as lessons are learned and better ways are sought and found to deliver services to communities.

	TASK 2 – Describe the District Health System 

READING 

Janovsky, K. (1988). The challenge of Implementation – District Health Systems for Primary Health Care, Geneva: WHO: 9–16

1. 
Preview the above reading and then read it in detail.

2. 
Find the WHO definition of DHS on page 9. Highlight the words and phrases that you think best describe the DHS model of health care provision.

3. 
Make a mind-map to show your key ideas of the DHS model. 




FEEDBACK


Below is our mind-map:













As you can see from the above mind-map, all the different health-related activities which take place in the district need to fit together (integrate) and come together (co-ordinate) to best serve the health needs of the community. But the way in which this happens and how the DHS functions is affected by the system of governance in the country. In the next task, you will explore some concepts involving governance which will add to your understanding of the District Health System.

	TASK 3 – Understand key terms relevant to the District Health System

READING

Janovsky, K. (1988). The challenge of Implementation – District Health Systems for Primary Health Care, Geneva: WHO: 9–16.

1. 
In the above reading underline the phrases local government, central government and decentralization. 

2.
What do you understand by the terms govern, government and decentralization in the context of the DHS?

3. 
What is the context in which the term decentralisation is presented here? 

4. 
Why do you think it is important to understand the terms government and decentralisation when thinking about the DHS? 




FEEDBACK

1. 
Here are some definitions and explanations to compare with your answers:

These definitions come from the Collins English Dictionary:

· Govern: “To direct and control the policy and affairs of.” 

· Government: verb. “The exercise of political authority over a country or state.” 

· Government: noun: “The system by which a country or state is ruled.”

2.
In the DHS context, these terms refer to the process of ensuring political accountability and the way in which control is exercised over the activities of the health district. 

3. 
Decentralise: “To re-organise into smaller more autonomous units; transfer from central to local authority.” (Oxford Pocket Dictionary)

· Decentralisation is presented as one of the principles underlying the DHS. It usually refers to the transfer of power and/or the transfer of resources (human, financial, material). There are different types of decentralisation, two of which are particularly important in understanding the DHS: 

· Deconcentration: The shifting of power and/or resources from central offices to peripheral offices of the same administrative structure.

· Devolution: The shifting of power and/or resources from the centre to separate administrative structures. 




4. 
The process of decentralisation provides the starting point from which the District Health System is developed. It implies that resources and responsibilities are shifted from the national and provincial levels to the district level of the Department of Health. 

5
STRUCTURES IN THE DISTRICT HEALTH SYSTEM



The DHS and its structures fit within the overall district administrative system and the national health system. The next reading describes some of these relationships. You will probably have encountered aspects of the system through interactions within your job or your community.

Study Reading 10 and answer the questions in Task 4 to check your own understanding. 

	TASK 4 - Identify the structures in and around the DHS 

READING

Monekosso, G. L. (1994). District Health Management: From mediocrity to excellence in health care. Geneva: WHO: 20–27.

Preview the above reading and answer these questions to check your understanding:

1. How do the terms district system and district level differ from each other?

2. What is the role of the district level within the national health system? 

3. What are some of the pre-conditions necessary for a DHS to work?

4. Describe the position of the District Health Office in the DHS in terms of roles and relationships. 

5. Draw a diagram to illustrate the position of the District Health Office within the overall district system.

6. Study Figure 3 on page 21 of the reading. Draw a similar diagram showing by name all the different health facilities that make up the DHS in your district. 




FEEDBACK

The District Health System is one of the systems that make up the overall district system. The district system may be seen as the framework of organisation for all the affairs of the district in all sectors e.g. health, housing etc including all levels of organisation within the district. The district level refers specifically to the management level that is located between the national and regional or provincial levels and the communities. The district level is the key management level for organising the delivery of Primary Health Care. It is the level where national policies are turned into practical action plans and implemented. 

In order for the district to function effectively in turning policies into action, a number of pre-conditions need to be in place. Underlying these conditions is the concept of decentralisation. 

Decentralisation is essential for the development of a fully functional District Health System. Adequate financial and human resources have to be transferred to the district from other levels. The district must have some degree of autonomy and authority for planning services, for allocating financial resources and for managing human resources.


However, the DHS cannot function in isolation. National and provincial levels must provide clear policies, strategies, support and monitoring. Refer to the example of Zambia on page 14 of the reading. 


The District Health Office is run by a multi-disciplinary District Health Management Team and led by the District Manager. It is the apex of government health services in the district. It is also the focal point for the co-ordination of all health-related activities within the district. Usually, the District Health Office is accountable to the local government authority for carrying out its functions, but receives technical support and supervision from the provincial/regional health office. The District Management Team may also be advised by a District Health Committee, which may be part of or a sub-committee of the District Development Committee. The details of the way in which a District Health System is organised will depend on the specific situation in different countries and even in different districts. Remember that here we are looking at the DHS as a model.

Compare your diagram of the position of the District Health Office within the district system to this one.


In the above diagram, the District Health Office has a technical relationship with the Provincial Health Office, and a political (accountability) relationship with the District Health Committee. It also relates to other sectors. 

So far we have looked at the definition of the District Health System and have identified structures within the DHS and external to the DHS. We now go on to examine why the District Health System is considered advantageous.

6
THE RATIONALE BEHIND THE DHS CONCEPT



The District Health System is not a new idea. It has been used in many countries for many years. Why has the idea of the DHS been so widely adopted?

	TASK 5 – Find the reasons behind developing the DHS

1. Describe some of the advantages of using a DHS, drawing on the readings for this session.

2. In your own work setting, what do you think are the advantages that decentralisation and a DHS have brought or will bring?

3. Do you see any potential problems associated with the DHS in your setting?




FEEDBACK

1. “…The district is the most appropriate level for coordinating top-down and bottom-up planning; for organizing community involvement in planning and implementation; and for improving the coordination of government and private health care. It is close enough to communities for problems and constraints at community level to be understood. Many key development sectors are represented at this level, thus facilitating intersectoral cooperation and the management of services across a broad front. 


Country experiences show that health workers operating within and from their health posts and health centers cannot function in a sustained and purposeful manner without support. The most appropriate level from which to organize and provide that support, is the district …” (Janovsky, 1988: 10)

“…Focusing action on the district has the following advantages: 

· The district is geographically compact and all parts of it are usually accessible, often within one day.

· It is an administratively defined unit, replicated in all parts of the country.

· It is managed by a few key officers, thus facilitating liaison and coordination between the local representatives of different government departments and associated nongovernmental organizations.

· It often has one main town that is a focus of communications and trade, with associated roads and transport and other important services.

· It has a small enough population to facilitate the coordination and management of available health services.

· It is usually large enough to have specialized supporting technical and managerial staff, sufficiently skilled to allow substantial delegation of decision-making from national or regional management.

2. These factors make the district the best unit at which to introduce changes in the health system …” (Tarimo & Fowkes, 1989: 76)


“… A National Health system based on this approach is as concerned with keeping people healthy as it is with caring for them when they become unwell. These concepts of ‘caring’ and ‘wellness’ are promoted most effectively and efficiently by creating small management units of the health care system, adapted to cater for local needs” (Owen, 1995: 1) 

3. Answers will differ, but you might have included the following points:


· The workload for managers is very high.

· It is difficult to implement all the policies required by the various directorates.

· There may be many private providers of health services. It can be difficult and time-consuming to involve them in the DHS 

· Often other sectors do not see their role in health and therefore coordination with other sectors proves difficult to organise

7
THE FUNCTIONS OF THE DISTRICT HEALTH SYSTEM 

We have looked at what the District Health System is and at why it is used; now we look at what it should do, i.e. its functions. Again remember that we are looking at a model or framework, using particular terms and diagrams to describe concepts. 

Within the DHS, we talk of the pillars of the DHS. This term attempts to convey the idea that there are five components or pillars that are important to support or hold up the system, just as a pillar in a building holds up the roof or floor above it.

Task 6 will help you to understand the functions of the DHS and how these relate to the principles underlying the DHS.

	TASK 6 – Summarise the functions of the DHS as described by the WHO

1. What do you understand by the phrase to implement, in relation to Primary Health Care?

2. What is the main purpose of the DHS?

3. List the components of PHC as described at Alma Ata. 

4. List the pillars of the DHS described on page 10 of the reading by Janovsky.

5. Draw a diagram to show how the components of PHC, the principles underlying the DHS and the pillars of the DHS all fit together.

6. Read the list of functions of the DHS as described by Janovsky on page 14. How do these relate or fit into your diagram? 



FEEDBACK

Make sure that you understand how the principles, structures and functions of the DHS fit together and how they relate to the delivery of Primary Health Care.

1. 
The phrase to implement means to carry out, to put into action. Implementation of PHC is the practical process of delivering health care to the community and ensuring their participation in the processes necessary to improve health. 

2. 
The central purpose of the District Health System is to implement the key primary health care strategies, in keeping with the Alma Ata philosophy, as an integral part of the district development process. 

3. 
The main elements or programmes of Primary Health Care are: 

· Mother and child health care, including family planning. 

· Treatment of common diseases and injuries. 

· Prevention and control of endemic diseases. 

· Health education. 

· Adequate nutrition. 

· Adequate water and sanitation. 

· Immunisation. 

· Provision of essential drugs. 

4. 
Here is our diagram showing how the elements of PHC, the principles underlying the DHS and the pillars of the DHS all fit together. 


5.
The PHC principles form the foundation of the DHS and support the pillars. The pillars support the implementation of the different components of PHC. They are a crucial part of the DHS. Without the pillars, PHC services would collapse.

6. 
The diagram illustrates some important concepts surrounding the DHS in broad terms. Janovsky lists some of the practical details that form part of the different pillars: the functions of a District Health System. For example, recruitment is one small element of the first pillar – Organisation, planning and management. It also relates to Human Resource Development.


8
CHALLENGES TO IMPLEMENTING THE DISTRICT HEALTH SYSTEM



While the DHS concept has many advantages, its implementation is not without challenges. Many of the challenges associated with implementing a DHS relate to the way in which decentralisation is carried out. This section examines the process of decentralisation of health services in different countries and identifies some of the problems which may affect the implementation of an effective DHS. It concludes with a framework for action to address the challenges.

 “… Many countries are in the process of undertaking ambitious reforms in the health sector. One of the major issues of current concern is decentralization. Apart from its intrinsic value in empowering people, it is widely assumed that decentralization leads to improvement in health systems performance, resulting in greater efficiency, equity, quality and responsiveness to users. Yet, many countries that have adopted decentralization policies have been unable to make significant progress in implementation and it is not evident whether the desired effects are being achieved. Also, the policies pursued in the name of decentralization vary widely as regards the role and importance of local government, the creation of executive agencies within the sector and the establishment of autonomous district health boards and provider institutions. Different forms of decentralization exist side by side, not necessarily linked or functioning in mutually supportive fashion ...” 

(Gilson et al, 1996: Preface)
The country case studies in the next reading summarise some of the main problems associated with decentralisation.

	TASK 7 - Identify the problems associated with the implementation of the DHS

READING

World Health Organization (undated draft), Decentralization and Health Systems Change in Africa: Case Study Summaries. (No details of publisher available): 1-5; 57-61.

1.
Revise pages 9, 14 and 15 of the reading by Janovsky and also read the country studies on Botswana and Zambia in the above reading. 

2. 
Drawing on these readings and your own experience, summarise the main problems associated with decentralisation and the creation of the DHS.




FEEDBACK

Here are some of the main problems associated with decentralisation and the creation of the DHS: 

· Broad policy statements are made at national level but insufficient guidance is given for the practical implementation of these policies. There may be a lack of clarity among district level staff as to their exact roles and responsibilities.

· Decentralisation takes place rapidly and district staff members are unprepared for their new roles. Training and ongoing support are often inadequate. 

· Decentralisation may occur in name but district level staff are not given sufficient authority or resources to effectively manage according to the district model.

· Staff at all levels of the national health system may resist the changes, thus slowing the process.

· Health information systems at district level are often poor. A solid basis for planning and rational decision-making is thus lacking. 

· Community participation and inter-sectoral collaboration remain weak.

We have seen that while there are clear advantages associated with the idea of a District Health System, there are often practical problems related to its implementation. The next reading proposes ways in which to address some of these challenges. Read the instructions in Task 8 before going through it.

	TASK 8 – Addressing the challenges of implementing a DHS

READING

Janovsky, K. (1988). The Challenge of Implementation - District Health Systems for Primary Health Care. WHO: 65-67.

1.
List the “Directions for Strengthening District Health Systems” as described in the above reading.

2.
To what extent are these directions being followed in your setting?




FEEDBACK

1. 
You should have listed the guidelines or directions given for strengthening District Health Systems under the following headings:

· Decentralisation and national support

· Organisation, planning and management

· Resource allocation and finance

· Inter-sectoral action

· Community involvement

· Development of human resources.

2. 
Probably you will have noted that the directions described in the reading are being implemented to varying degrees in your setting. In South Africa much effort has gone into the establishment of the District Health System and much progress has been made. Many areas are, however, still in a state of transition. It is important to remember that the DHS is a fluid concept, and managers should always be ready to adapt it in order to improve the delivery of services. 

9
 SESSION SUMMARY



In this session you gained an understanding of what the District Health System is and how it works. You will have recognised that the DHS is a model used throughout the world which is considered to be an effective vehicle for the delivery of Primary Health Care. The concept of decentralisation is key to the creation of a District Health System, but the details of structure and function will vary from country to country. 

The DHS and the decentralisation process are not without challenges. The implementation of a DHS should be viewed as a fluid process, constantly adapting to new ways of improving PHC.

Unit 4 – Study Session 4

Community participation and Community Health Workers



Introduction

In this study session you will focus on two related aspects of the Primary Health Care approach referred to in the Alma Ata Declaration, namely community involvement in health and community health workers. You will also do readings and further work that will assist you with your assignment.
Session contents 

1
Learning outcomes of this session

2
Readings and references

3
Rationale for community participation

4
Levels of community participation

5
The role of Community Health Workers

6
Threats and Challenges to the role of the Community Health Workers 

7
Session Summary

Timing of this session

There are three readings and six tasks in this session. It is likely to take you up to three hours.

1
LEARNING OUTCOMES FOR THIS SESSION



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



	Public Health Outcomes

· Understand the meaning of community

· Define and give the rationale for community participation in health
· List the levels of community participation

· Give a brief history of Community Health Workers (CHWs), the motivation for using them, and their main roles

· Understand the rationale for using CHWs

· Understand some of the threats and challenges to involving CHWs


	Academic outcomes

· Use mind-maps to summarise ideas

· Preview texts and predict the content

· Read with a purpose

· Examine texts critically


2
READING AND REFERENCES



	Author/s
	Publication details

	Werner, D. & Sanders, D.
	(2004). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Palo Alto: HealthWrights: Ch 3.

	World Health Organisation
	(2007). Community health workers: What do we know about them? Policy Brief. WHO: Geneva.

	Sanders D. & Carver R.
	(1985). Ch 6: Changing Medicine, Changing Society In Struggles for health. London: Macmillan: 185-193 and 204-213.


3
RATIONALE FOR COMMUNITY PARTICIPATION



Before discussing the principle of community participation, it is important to identify the meaning of the term, ‘community’. 

	TASK 1 – Identify what a community is

1. 
Read the paragraph below. You will see that the word ‘community’ is mentioned a number of times. 

2. 
Summarise on a mind-map your ideas about what the word, ‘community’ means. 

“Primary health care is essential health care based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community through their full participation and at a cost that the community and country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination. It forms an integral part both of the country’s health system, of which it is the central function and main focus, and of the overall social and economic development of the community. It is the first level of contact of individuals, the family and community with the national health system, bringing health care as close as possible to where people live and work, and constitutes the first element of a continuing health care process.” (VI Alma Ata Declaration, 1978)




FEEDBACK

There are numerous definitions for the word community.

Smithies & Webster (1998) defined a community as: a group of people who share an interest, a neighbourhood, or a common set of circumstances. They may or may not acknowledge membership of a particular community. 

The Webster Dictionary defines a community as:

· a unified body of individuals

· a body of persons or nations having a common history or common social, economic, and political interests <the international community

· a group of people with a common characteristic or interest living together within a larger society a community of retired persons

People often make the mistake of talking about ‘the community’ or viewing a community as a homogeneous group of people who share the same concerns and issues. However, from the above definitions it should be clear that a community is not necessarily homogeneous, but that it is dynamic and fluid. Communities change over time or with circumstances, and people move in and out of various communities. They may be geographically, politically or socially constituted. They might be organised around a belief, interest or issue. People who belong to one religious group, for example, may be seen as a community. However, some people from this same religious community might also belong to a community of shack dwellers in a particular area; while others might belong to a community of people who are living with HIV/AIDS. In other words, people may share a common characteristic or interest in one setting but not in another. 

When trying to encourage community participation, it is important to recognise that there are various dynamics at work in communities, which affect people’s willingness to co-operate and participate. Some communities are cohesive and work well together; others are divided, making it more difficult to get their cooperation. This brings us to the principle of community participation. 

	TASK 2 - Identify Alma Ata principles

READING

Werner, D. & Sanders, D. (2004). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Palo Alto: HealthWrights: Ch 3.

1. Look back at the Declaration of Alma-Ata in the above chapter. Underline or highlight principles or phrases in the Declaration which refer to community participation in health.




FEEDBACK

The following principles in the Declaration refer directly to community participation:

IV 
‘The people have the right and duty to participate individually and collectively in the planning and implementation of their health care.’

VI
‘Primary health care is essential health care based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community through their full participation and at a cost that the community and the country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination.’

VII ‘Primary health care…requires and promotes maximum community and self reliance and participation in planning, organization, operation and control of primary health care, making fullest use of local, national and other available resources; and to this end develops through appropriate education the ability of communities to participate.’ 

To ensure that Primary Health Care was implemented effectively in communities, the Declaration of Alma Ata called for strong and active community participation or involvement in all Primary Health Care initiatives. It was envisaged that community members would be involved in analysing their own health needs, planning programmes or initiatives to meet these needs, evaluating these programmes and replanning if necessary. In other words, a democratic, participatory approach was envisaged.

Note: Community participation and community involvement are terms that are used interchangeably or synonymously. Involvement means to be included as a part of something, while participation means to take part in or to be involved in something. The following task will help you deepen your understanding of community participation or involvement.

	Academic skills: Critical reading strategies

Critical readers or thinkers usually want to get to the root causes or the essence of something. They tend to question ideas rather than just accept and repeat them as presented. They think deeply about something and look for inconsistencies, flaws, gaps or missing information, or aspects that do not add up or make sense. 

To critically examine a reading or other text, you might ask:

· Who is the author? How does her/his position affect her/his view?

· How universally acceptable is this definition/theory?

· Is this the only possible definition/theory?

· Who else has defined or written about the subject?

· When was the text written?

· What sources of evidence does it present? 

· What kind of language is used? 

· Which ideas are clearly stated in the text and which are implied?




	TASK 3 – Critically examine definitions of community involvement in health (CIH)
1.
Use the above critical reading strategies to read the three definitions of CIH below. Underline or highlight any words or phrases which seem vague or unclear and jot down any questions you would like to ask about these words/phrases.

2.
What are some positive aspects of each definition?
3.
What do the three definitions imply about who controls health care and who is responsible for resourcing health care?



	Definition 1
"... community participation is a political process in so far as community members acquire a say in decision-making about health and health care issues that affect them, and a measure of control over the persons that are supposed to serve their needs." 

(WHO, 1984, quoted in Oakley, P. Community involvement in health development.” WHO, 1989: 15)




	Definition 2

“Community involvement {in health development} is a process by which
partnership is established between the government and local communities in the planning, implementation and utilization of health activities in order to benefit from increased local self-reliance and social control over the infrastructure and technology of primary health care."

 (Mensah, E., quoted in Oakley, P. Community involvement in health development, WHO, 1989: 13)




	Definition 3

"Community involvement means that people, who have both the right and
duty to participate in solving their own health problems, have greater
responsibilities in assessing health needs, mobilising local resources and
suggesting new solutions, as well as creating and maintaining local
organisations."

 (Unpublished WHO document, quoted in Oakley, P.
Community involvement in health development, WHO, 1989: 14)



FEEDBACK 

1. Below are some of the words and phrases from these definitions which seem vague or ambiguous, with the kinds of questions we might ask about them.





1) "... community participation is a political process in so far as community members acquire a say in decision-making about health and health care issues that affect them, and a measure of control over the persons that are supposed to serve their needs." (WHO, 1984, quoted in Oakley, P. Community involvement in health development.” (WHO, 1989: 15)



2) “Community involvement {in health development} is a process by which
partnership is established between the government and local communities in the planning, implementation and utilization of health activities in order to benefit from increased local self-reliance and social control over the infrastructure and technology of primary health care." (Mensah, E., quoted in Oakley, P. Community involvement in health development, WHO, 1989:13)


3) "Community involvement means that people, who have both the right and
duty to participate in solving their own health problems, have greater
responsibilities in assessing health needs, mobilising local resources and
suggesting new solutions, as well as creating and maintaining local
organisations." (Unpublished WHO document, quoted in Oakley, P.
Community involvement in health development, WHO, 1989, page 14)

2. A positive aspect of all three definitions is their end goal, i.e. for communities to acquire greater control over their own health care, through assessing their own needs, suggesting solutions, influencing the infrastructure, technology and personnel of PHC. The second definition is also realistic when it states that community involvement is a process, which takes time.

3. The language used in all three definitions suggests that the government and professionals are really in control of PHC and that the partnership with communities is not an equal one. Further, the definitions could be interpreted as an attempt to shift a larger share of the financial burden and responsibility away from the government and onto communities. For instance, communities are expected to mobilise resources, to create and maintain local organisations etc.

From the three definitions of community involvement, we can say that it is essentially an on-going process in which communities become involved in their own health and health care and needs and take ownership of initiatives that involve them. Community members are active participants in this process, rather than passive recipients of health programmes planned and initiated elsewhere. They own the programmes and steer them in a way that promotes the interests of their own community and towards what is needed to achieve better health for all. People exercise their right to play an active role in their own health and in this process are empowered to take charge of their own development and of decisions that affect their health and their lives. However, in practice not all community participation is of the same level. The next section explores this in more detail. 

4
LEVELS OF COMMUNITY PARTCIPATION


The level of community participation can vary in degree. Some communities are highly and intricately involved in programmes, taking complete ownership of them. Other communities have minimal involvement in the planning, design, implementation and evaluation of programmes and become passive recipients of them. Minimal involvement most of the time means that communities are not part of the decision-making process and that people or organisations external to the community decide on what is good for the community. Figure 1 outlines the varying levels of community participation, in a ladder of control, from high control to low control. 

Figure 1: A ladder of community participation 

	Control
	Community participation
	Examples

	High

 |

 |
	Community has control
	Organisation asks community to identify the problem and make all key decisions around goals and means of achieving these. The organisation is willing to help the community at each step to accomplish their goals.

	 
	
	

	 |

 |
	Community has delegated authority
	Organisation identifies and presents a problem to the community. Defines limits and asks community to make a series of decisions which can be embodied in a plan which it will accept.

	 
	
	

	 |

 |
	Plans jointly with the community
	Organisation presents tentative plan subject to change and open to change from those affected. Expects to change plan at least slightly and perhaps more subsequently.

	 
	
	

	 |

 |
	The community advises the organisation
	Organisation presents a plan and invites questions from the community. Prepared to change plan only if absolutely necessary.

	
	
	

	|

|
	Community is consulted
	Organisation tries to promote a plan to a community and seeks their support, acceptance, or sanction so that administrative compliance can be expected.

	
	
	

	|

|
	Community receives information 
	Organisation makes plan and announces it. Community is convened for informational purposes. Compliance is expected.

	
	
	

	Low
	No community involvement 
	Community told nothing


(Source: WHO 2002 (pg 14) [Community participation in local health and sustainable development: approached and techniques] adapted from Brager & Specht: 66)

Community participation can be facilitated in such a way that communities have control over a programme and be empowered by it, as was the case in Zimbabwe’s supplementary feeding programme which you read about in study session 2 (Unit 4). Werner and Sanders (1997) suggest that an empowering approach is one which assists communities in identifying their problems and building their skills to better enable them to solve their problems. Such actions can break the domination enjoyed by experts as well as break people’s dependency on external help. For example, in the supplementary feeding programme in Zimbabwe, people used locally available food rather than depending on parcels that contained ‘nutritional food’.

According to Werner and Sanders:

“Empowerment is a process by which disadvantaged people work together to take control of the factors that determine their health and their lives…By definition, one cannot empower someone else: empowerment is something which people do for themselves. However, sometimes concerned health workers or facilitators can help open the way for poor people to empower themselves. Power cannot be given; it must be taken. 

There is no formula for empowerment. It is a dynamic process that can happen in several ways. However, there are some constants. Empowerment is at once a personal and a group process. It is part of a process of building collective self-confidence. This is needed for people to shed the feelings of powerlessness and resignation which result, at least in part, from the lack of skills and confidence required to change their condition.”

(Werner & Sanders, Questioning the Solution, page 131)

Although community involvement and empowerment are important, they are not always easy. Some of the challenges include:

· Lack of interest among community members

· Individuals in the community may have different priorities thus making it difficult to reach consensus

· Reluctance of community members to participate due to lack of trust, different needs and interests.
It is therefore important to note that although in principle community involvement is essential in the prevention and control of illnesses and for maintenance of health, it is a difficult process and participation will occur at different levels depending of the interest and commitment of communities. Participation can also be affected by leadership styles, skills, resources and cultural beliefs of the people involved – all of which the Community Health Workers need to be aware of. 

5
THE ROLE OF COMMUNITY HEALTH WORKS (CHWS)



	TASK 4 - CHW and the Alma Ata Declaration

READING

Werner D & Sanders D (2004). Questioning the Solution: The Politics of Primary Health Care and Child Survival, Palo Alto: HealthWrights: Ch 3.


1.

Look back at the Declaration of Alma-Ata in the above chapter. 

2. 

Underline or highlight principles or phrases in the Declaration which refer to CHWs and their role in health care.




FEEDBACK

The following principle refers directly to CHWs:

VII

Primary health care (G) 'Relies, at local and referral levels, on health workers, including physicians, nurses, midwives, auxiliaries and community workers as applicable.'
The following principles imply certain roles for CHWs:

VII 
Primary health care (B) 'Addresses the main health problems in the community, providing promotive, preventative, curative, and rehabilitative services accordingly;'

VII 
Primary health care (C) 'Includes at least: education concerning health problems and the methods of preventing and controlling them; promotion of food supply and proper nutrition; an adequate supply of safe water and basic sanitation; maternal and child health care, including family planning; immunization against the major infectious diseases; prevention and control of locally endemic diseases; appropriate treatment of common diseases and injuries; and provision of essential drugs.'
Community Health Workers play an indispensable role in the Primary Health Care of communities. 

	TASK 5 – Examine the role of the CHW

READING

World Health Organisation (2007). Community health workers: What do we know about them? Policy Brief. WHO: Geneva

1.
Preview the above reading. Make notes on: the purpose and date of the reading; the institution from which the paper arose; the structure of the reading and the main ideas covered in each part. What do you predict the reading is about? 

2. 
Read the above reading in detail. As your read, find and note down your answers to the following questions:

a. 
Who are Community Health Workers?

b. 
What is the role of Community Health Workers?

c.
How are Community Health Workers linked to communities?




FEEDBACK

a. 
Community Health Workers (CHW) are community members who are trained to carry out one or more functions related to health care. They have a shorter training than professional workers and should be supported by the health system but not necessarily be a part of its organisation. One of the earliest applications of the concept of the CHW was in China where a large number of basic health workers known as ‘barefoot doctors’), were selected by villages and trained to use appropriate health care technology and skills to provide health care services to their own villages. These CHWs became associated with the improved health status of the population. 

b. 
CHWs perform numerous roles such as: they promote or encourage health; put programmes into action; initiate or start something new; mediate or negotiate between parties. 


They may have numerous tasks, namely: home visits, enabling communities to access rights around environmental sanitation and water supply, first aid and treatment of simple and common ailments, health education, nutritional surveillance, maternal and child health and family planning activities, TB and HIV/AIDS care (i.e. counselling, peer and treatment support and palliative care), malaria control, treatment of acute respiratory infections, communicable disease control, community development activities, referrals, recordkeeping and collection of data on vital events. 

c. 
CHWs are community members selected by the communities that they work in. Thus they are answerable or accountable to the communities for their activities.
It is clear from the reading that CHWs are responsible for a variety of tasks. However, there have been debates about how they can effectively perform these tasks given their level of education, type and length of training, the health needs of the community, and the size and geographical spread of the population to be covered. In the following task you will classify the various tasks they perform. 

	TASK 6 - Classify rehabilitative, curative, preventive and promotive tasks of the CHW

1.
In the previous task you identified a number of roles or tasks that CHWs perform. In the table like the one below, classify the tasks mentioned into the following categories: rehabilitative, curative, preventive, promotive. Note that some tasks may fall into more than one category. 

 


	REHABILITATIVE

	CURATIVE
	PREVENTIVE
	PROMOTIVE

	
	
	
	

	
	
	
	


FEEDBACK 

We have classified the tasks of the CHW as follows:

	REHABILITATIVE

	CURATIVE
	PREVENTIVE
	PROMOTIVE

	Home visits
	First aid 
	Health education
	Environmental sanitation

	Counseling (TB and HIV/AIDS care)
	Treatment of simple & common ailments
	Communicable disease control
	Provision of water supply

	
	Treatment of acute respiratory infections, 
	Referrals
	Nutritional surveillance

	
	Maternal & child health (delivery of babies) 
	Recordkeeping & collection of data on vital events
	Community development activities

	
	
	Home visits
	

	
	
	Maternal & child health & family planning activities
	


Ideally, CHW’s should mainly carry out preventive and promotive care linked to development work, rather than curative care. They should focus on advocating for and making accessible health services at the household and community levels. However, they may also offer curative care, which is important in communities and often necessary for the CHW’s credibility. 

6
THREATS AND CHALLENGES TO THE ROLE OF THE CHW 



CHWs can play a key role in laying the groundwork for change; however they do face various challenges:


· The challenge around ‘dual accountability’: Some authors have pointed out that CHWs have a dual accountability - to the community in which they work and to the health services/ system which pays their salary and which provides most of their support. Some authors have argued that CHWs can play a more empowering role in PHC if they are democratically selected by the community in which they will work, and are paid by the community. What is needed is a shift in emphasis from a top-down system to a bottom-up or grassroots system, which would work hand-in-hand with all levels of health workers and workers from other sectors. 
· CHWs have been criticised mainly by the medical establishment as being ‘non-professional’ or ‘second rate’. However, there is evidence that properly trained and supported, CHWs can undertake many health care activities safely and successfully.
· Since the inception of the Comprehensive PHC approach, governments have been threatened by the concept of putting health into the hands of the people. Firstly there is the threat that people will stand up for their rights and secondly there is the threat that the medical establishment will need to relinquish control of their monopoly on health care. To this end, governments have used various methods to thwart the efforts of CHWs, such as, they appointed their own CHWs who were not accountable to the communities in which they worked, but to the government that appointed and paid them. 

Since the 1970s CHWs have been used to increase the reach of health services as part of various health programmes in both developed and developing countries. Their role has become more and more important as many countries face critical health workforce shortages, particularly in countries where HIV/AIDS is very prevalent. CHWs have the capacity to operate as agents of change, promoting healthy practices amongst mothers, children and families in the communities in which they work and supporting communities in advocating for more resources. In programmes where CHWs have contributed to their full potential, they have managed to effect changes in mortality and other health status indices. 

7
SESSION SUMMARY 



In this last session of the Module you learnt about community involvement in health. This session dealt with the varying levels of community participation and how participation can lead to empowerment. Furthermore you studied the roles of the community health workers and some of the challenges they face. 

UNIT 4








Well-defined population





ALL INSTITUTIONS AND INDIVIDUALS PROVIDING HEALTH CARE IN THE DISTRICT





OTHER RELATED SECTORS





DHS





Integrated





Co-ordinated





Comprehensive range of health activities





District Health Authority





DISTRICT


HEALTH OFFICE








Provincial Health Office





Other sectors





District Development Committee





District Health Committee





Health Care Providers





Public





Private





NGO





Organisation, planning and management





Finance and resource allocation





Inter-sectoral action





Community involvement





Human resource development





Equity 


Accessibility 


Inter-sectoral action 


Community involvement


Emphasis on promotion & prevention


Appropriate technology


Comprehensiveness





MCH/FP; treatment of common diseases & injuries; control of endemic diseases; nutrition; water and sanitation; essential drugs; immunisation; health education.





DHS





PHC components





DHS pillars





PHC principles





Implied:


Suggested, without being openly stated





What are these issues?





What kind of process?





How do they acquire a say?


How much say do they have?





Who are these persons?





How much control do people have and how do they exert this control? 





What are these activities?





How much & what kind of self-reliance?





What kind of partnership?





How much & what kind of social control?





What kind of technology & infrastructure?





Who benefits?





How do people assess their needs, mobilise resources?





What level of responsibility do people have?





How do they participate in solving which problems?





To what extent are people’s suggested solutions acted upon? 





How do people create and maintain local organisations? 
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