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So far in this Module, we have explored Primary Health Care at a conceptual level. In Unit 3, we will try to get practical: this means thinking about the vision of Alma Ata and its potential to improve population health in the health system where you work. Here’s a brief reminder of the vital importance pointed to in the Alma Ata Declaration (1978) and subsequently (2008) by the CSDH - of addressing the key social determinants of health. Here they are again in a diagram with an interesting addition pointed out by the arrow.
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You may be interested to know that one of the so-called Knowledge Networks working for CSDH identified “health systems” as a social determinant of health (Zarowsky, 2010 in SOPH, 2010). Would you agree?  They asserted this because: 
(a) some of the key determinants (shown above) are evident in health systems which treat and prevent disease, and 

b) Health systems themselves can have an influence on broader social forces that shape the health of the population, e.g. gender relations (SOPH, 2010: 171).
Applying the PHC approach, however, involves thinking about the health system itself and how the approach can be operationalised or actioned; 

PAHO/WHO (2007) argues it thus: 

A PHC–based health system requires a sound legal, institutional, and organizational foundation as well as adequate and sustainable human, financial, and technological resources. It employs optimal organization and management practices at all levels to achieve quality, efficiency, and effectiveness, and develops active mechanisms to maximize individual and collective participation in health. A PHC–based health system develops intersectorial actions to address other determinants of health and equity (PAHO/WHO, 2007: iv). 

An important issue, however, that takes us back to Unit 1 is that health systems are part of other systems such as political systems, cultural systems, and economic systems. While there is important technical knowledge about “health” and its components that is crucial to understanding and strengthening health systems, equally important is the recognition that culture, politics, values, and power permeate all humanly constructed systems, including health systems (Mills & Ranson, 2006).

This unit sets out to familarise you with several models of health systems and then to explore the two key elements or building blocks of thereof in more detail, namely health financing and issues related to the health workforce. The unit has as its primary goal that you will be able to discuss and anticipate the challenges of applying the principles of Comprehensive Primary Health Care Approach within a district health context, based on evidence in other contexts.
The three Study Sessions in Unit 3 are:
Session 1. Decentralised Health Systems for Primary Health Care

Session 2. Finances to Support CPHC

Session 3. Human Resources that Support CPHC
Since this is the last Unit, we look forward to hearing how you found this module at the end of it, so please keep in mind any problems you experience with the module as well as things you found helpful as you work through this last unit.

References

Mills, A. J. & Ranson, M. K. (2006). Ch 11 - The Design of Health Systems. M. M. Merson, R.E. Black & A.J. Mills (eds). International Public Health: Diseases, Programs, Systems, and Policies. 2nd Edition. Sudbury MA: Jones and Bartlett Publishers: 513-551. 

PAHO/WHO (Pan American Health Organization and World Health Organization). (2007). Renewing  Primary Health Care in the Americas: A Position Paper of the Pan American Health Organisation/ World Health Organisation (PAHO/WHO). Washington, D.C: PAHO.

SOPH, UWC. (2011). Unit 3 Session 1. Introducing Public Health: Its Basis and Scope. Cape Town: SOPH, UWC: 165-180.


Session 1 – Decentralised Health Systems for Primary Health Care
Introduction 

During the 1980’s when PHC was being implemented in many different settings, it became clear that organisation and co-ordination of often disparate activities was very inadequate. It was frequently the case that community level initiatives (e.g. community health worker programmes) were insufficiently connected to activities and structures at higher levels of the health system. Equally, first level hospitals often operated in isolation from facilities at lower levels (e.g. health centres and clinics). This often translated into a fragmentation of activities intended to address the same health problem. Furthermore, several distinct vertical programmes often operated side by side in the same locality. In recognition of the above, the concepts of a health district and a district health system were developed. 

A decentralised health system able to offer comprehensive Primary Health Care requires attention to the system design of policy, governance, organisation and management, financing and human resourcing. At a local level staff must be able to support decentralised development of comprehensive programmes with clear roles, goals and procedures.
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Timing of this Session

This session has two readings and five tasks. It should take you three to four hours.

1
Learning Outcomes of this Session 
Read through these learning outcomes before you start the session and try to establish which outcome is being taught in each section.
	By the end of this session, you should be able to:

	· Discuss different models of health systems.

· Discuss different concepts of decentralisation in relation to the health system.

· Locate the concept of the district health system within current understandings of health systems.

· Assess how the principles of PHC translate into the design of the health system.

· Review the main arguments for establishing district health systems.

· Briefly review the key organisational structures, processes and challenges in the development of district health systems. 




2
Readings 
The following readings are in your Module Readings sub-folder.

	Publication details 

	Hall, W., Ford-Ngomane, T. & Barron, P. (2005). Ch 4 - Health Act and the District Health System. SA Health Review. Durban: Health Systems Trust: 43-57.

	Mills, A. (1990). Decentralisation: Concepts and Issues. In A. Mills, J.P. Vaughan, D.L. Smith, D.L. & Tabibzadeh, I. (eds). Health System Decentralisation. Concepts, issues and country experience. [Online], Available: http://whqlibdoc.who.int/publications/9241561378.pdf [Downloaded: on 8 November 2010].

	Tarimo, E. & Fowkes, F. (1989). Strengthening the Backbone of Primary Health Care. World Health Forum, 10: 74-79.

	WHO. (1988). The Challenge of Implementation: District Health Systems for Primary Health Care, Part A. Geneva: WHO: 7-11.

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

	WHO. (2007). Everybody business: Strengthening Health Systems to Improve Health Outcomes: WHO’s Framework for Action. Geneva: WHO: 14-27.

	WHO. (2008). Ch 3 - Organising Primary-care Networks. The World Health Report 2008: Primary Health Care – Now more than Ever. Geneva: WHO: 52-56.

	WHO. (2008). International Conference on Primary Health Care and Health Systems in Africa: Towards the Achievement of the Health Millennium Development Goals. Summaries of Country Experiences on Primary Health Care Revitalisation. Geneva: WHO.


	Additional Resources

Mills, A. (1990). Decentralisation: Concepts and Issues. In A. Mills, J.P. Vaughan, D.L. Smith, D.L. & Tabibzadeh, I. (eds). Health System Decentralisation. Concepts, issues and country experience. [Online], Available: http://whqlibdoc.who.int/publications/9241561378.pdf [Downloaded: on 8 November 2010].

SOPH, UWC. (2011). Unit 3 Session 1 Introducing Public Health: Its Basis and Scope. Cape Town: SOPH, UWC: 165-180.

WHO. (2008). The World Health Report 2008: Primary Health Care Now More Than Ever. Geneva: WHO.


3
 Health System Models 

The WHO definition of a health system is “all organisations, people and actions whose primary intent is to promote, restore or maintain health”; it goes on to specify that this includes a range of actors beyond the public sector and is broader than a health care system in that it encompasses inter-sectoral and community action:

This includes efforts to influence determinants of health as well as more direct health-improving activities. A health system is therefore more than the pyramid of publicly owned facilities that deliver personal health services. It includes, for example, a mother caring for a sick child at home; private providers; behaviour change programmes; vector-control campaigns; health insurance organizations; occupational health and safety legislation. It includes inter-sectoral action by health staff, for example, encouraging the ministry of education to promote female education, a well known determinant of better health (WHO, 2007: 2).
Refer to Introducing Public Health: Its Basis and Scope for a discussion on the difference between a health system and a health care system. You can access this module on your USB flash drive. 

	Additional Resource

SOPH, UWC. (2011). Unit 3 Session 1 Introducing Public Health: Its Basis and Scope. Cape Town: SOPH, UWC: 165-180.


	Task 1 – Who are the actors in the health system?

In your health district, map out all the actors (organisations and people) whose primary intent is to promote, restore or maintain health.


Feedback

Make sure that you have identified all those involved in provision of health services: public, nonprofit sector, for-profit private sector and voluntary organizations. Then check that you have included those who are working within other sectors, e.g. housing or sanitation, but who run programmes or have activities where the prime intent is health-related. Now see that you have included actors who are engaged in financing health services, e.g. local prepayment schemes or international and bilateral donors and foundations.

3.1
Inter-Sectoral Actions to Address Social Determinants of Health 

There are a number of health system conceptual frameworks that describe components and functions of health systems. The World Health Report 2000: Health Systems: Improving Performance  (WHO, 2000) identifies the four key functions of the health system as: 

1) stewardship (often referred to as governance or oversight)

2) financing
3) human and physical resources, and 
4) organization and management of service delivery. 
This report also describes the goal or objective of the health system as follows: 

to improve health and health equity, in ways that are responsive, financially fair, and make the best, or most efficient, use of available resources. 

A more recent and widely framework is the WHO Health System Framework (Fig 1) which has six “building blocks” and is described in WHO’s Everybody Business: Strengthening Health Systems to Improve Health Outcomes: WHO’s Framework for Action (WHO, 2007). This framework adds a set of intermediary goals which include access, coverage, quality and safety.

While the building blocks appear to be an inventory of component parts, there is an interaction between parts which creates dependencies and synergies. This idea is explored in a book Systems Thinking For Health Systems Strengthening, which is edited by Don de Savigny and Taghreed Adam (2009: 31).
The building blocks alone do not constitute a system, any more than a pile of bricks 
constitutes a functioning building. It is the multiple relationships and interactions among 
the blocks – how one affects and influences the others, and is in turn affected by them – that convert these blocks into a system.

Fig 1 - WHO Health System Framework (WHO, 2007: 30)
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· Good health services are those which deliver effective, safe, quality personal and non-personal health interventions to those who need them, when and where needed, with minimum waste of resources.

· A well-performing health workforce is one which works in ways that are responsive, fair and efficient to achieve the best health outcomes possible, given available resources and circumstances, i.e. There are sufficient numbers and mix of staff, fairly distributed; they are competent, responsive and productive.

· A well-functioning health information system is one that ensures the production, analysis, dissemination and use of reliable and timely information on health determinants, health systems performance and health status.

· A well-functioning health system ensures equitable access to essential medical products, vaccines and technologies of assured quality, safety, efficacy and cost-effectiveness, and their scientifically sound and cost-effective use.

· A good health financing system raises adequate funds for health, in ways that ensure people can use needed services, and are protected from financial catastrophe or impoverishment associated with having to pay for them.

· Leadership and governance involves ensuring strategic policy frameworks exist and are combined with effective oversight, coalition building, the provision of appropriate regulations and incentives, attention to system-design, and accountability. 


In a recent publication by Management Sciences for Health (MSH), a nonprofit international health organisation that has done considerable technical work on health systems, leadership and management, Sylvia Vriesendorp and covers health system strengthening. She re-arranges the WHO building blocks in a framework for People-Centred Health Systems Strengthening (Fig 2 – see on the next page) to emphasize the role that people play in the health system. 

	Additional Resource

Vriesendorp, S. Management Sciences for Health. (2010). Ch 1 - Achieving Results by Strengthening Health Systems. Health Systems in Action: An eHandbook for Leaders and Managers. Cambridge, MA: Management Sciences for Health, 2010. [Available] Online at http://www.msh.org/resource-center/health-systems-in-action.cfm [Downloaded 25 May 2010].


The following groups of people are highlighted:

	Health managers and administrators
	who have the knowledge, skills, responsibility, and authority to build and maintain the management systems needed to deliver health services

	Personnel
	at all levels, including health care providers and administrators, who use the management systems to address challenges and achieve results

	Communities and families
	that are educated and empowered to promote their own health and demand quality services

	Clients
	who have adequate information to use health services appropriately and are not impeded by poor quality, high fees, gender disparities, or other forms of discrimination


Fig 2 - Framework for People-Centered Health Systems Strengthening (MSH, 2010)
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Now look back at Fig 1 – the WHO System Framework and compare it to Fig 3 below.

	Task 2 – Consider a revised model of a health systems which supports PHC

Study the WHO Health System Framework diagram and compare it with Fig 3 which is based on the WHO building blocks but has been modified by David Sanders with Vera Scott at the School of Public Health, UWC to emphasise certain functions which are seen as central to PHC.

What do you think about the new arrangement of the building blocks with “Service delivery” resting on the other five? Two building blocks or cornerstones have been added below. Are these significant functions of a health service that supports PHC, and should they be represented as separate building blocks?


	Fig 3 - A Health System Framework that supports PHC (SOPH, 2010)
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Feedback

Some might argue that “Service Delivery” should not be at the same level as the other blocks as it is an output that should stand on the other five building blocks as it does here. However if this building block includes the organizational design and management functions, then it might be more appropriate to make it a sixth block at the same level. 

As proponents of Comprehensive PHC, we are concerned that the WHO Framework (Fig 1) does not emphasise inter-sectoral actions and community engagement sufficiently; instead they are subsumed as activities classified under the governance function rather than essential blocks with which to build a functional and effective health system.

While the health services might focus on delivering health prevention and curative technologies, the health system has a critical role in working with sectors such as water and sanitation, education, housing and development, trade and foreign policy to address the upstream (distal) determinants of health. There is also a need for inter-sectoral actions at international, regional, national and local levels.

We see it as essential since inter-sectoral action to address the social determinants of health is a defining feature of the PHC approach, as laid down at Alma Ata in articles I and VII: 

... health is a most important world-wide social goal whose realization requires the action of many other social and economic sectors in addition to the health sector…

Primary health care ...involves, in addition to the health sector, all related sectors and aspects of national and community development, in particular agriculture, animal husbandry, food, industry, education, housing, public works, communications and other sectors; and demands the coordinated efforts of all those sectors (WHO and UNICEF, 1978). 
Inter-sectoral action for health (IAH) is 

… a recognized relationships between part or parts of the health sector with part of parts of another sector which has been formed to take action on an issue to achieve health outcomes (or intermediate health outcomes) in a way that is more effective, efficient or sustainable than could be achieved by the health sector acting alone (WHO, 1997). 

This is recognized in the first two overarching recommendations of the Commission on Social Determinants of Health (CSDH) which require inter-sectoral actions:

1. Improve the conditions of daily life – the circumstances in which people are born, grow, live, work, and age.

2. Tackle the inequitable distribution of power, money, and resources – the structural drivers of those conditions of daily life – globally, nationally, and locally.

3. Measure the problem, evaluate action, expand the knowledge base, develop a workforce that is trained in the social determinants of health, and raise public awareness about the social determinants of health.

3.2
Community Engagement 

In Fig 3 above, the Health System Framework which supports PHC, you’ll note that community engagement is another cornerstone. This acknowledges the fact that community engagement is a defining feature of the PHC approach in articles IV and VII of the Alma Ata Declaration (WHO and UNICEF, 1978): 

The people have the right and duty to participate individually and collectively in the planning and implementation of their health care …

Primary health care ...requires and promotes maximum community and individual self-reliance and participation in the 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 …

This vision of community engagement is based on the belief that health is substantially dependent on the empowerment of those who are affected by the system, the population or community; it recognizes that marginalized communities need to be supported in developing the skills to participate meaningfully in the planning of health services; it also recognizes that their health is dependent on their broader social power if one is to address economic and political determinants of their health. Think back to the argument made by Werner and Sanders (1997: 78) regarding changes in population health in 19th century England and Wales: they were attributed to peoples’ struggles.

Accepting this critique of the WHO building blocks (Fig 1), they remain influential and have useful technical aspects. The following reading describes each of the WHO building blocks in turn, and the requirements for good functioning. It also details the priorities that WHO has set itself in strengthening each building block. 

You are expected to make detailed notes on this reading for your own study and to refer to later in this unit.  

	Reading

WHO. (2007). Everybody business: Strengthening Health Systems to Improve Health Outcomes: WHO’s Framework for Action. Geneva: WHO: 14-27.


It should also be recognised that a national health system is profoundly impacted on by international factors: this takes place through trade in goods, services and people,  related international agreements, bio-technological advances, and through  approaches to channelling financial and technical support, including donor funding of aspects of health services. You will find a discussion of this in Unit 3 of Introducing Public Health: Its Basis and Scope (on your USB flash drive) which focuses on globalisation. International factors also impact indirectly on the causes of disease, to which health systems must respond, by influencing the wider economic situation at national health funding levels.
4
Design and Outcomes of Health Systems
In this section we discuss what objectives and principles of Primary Health Care should be visible in the design and outcomes of health systems. The WHO annual report focused on this issue. 

	Additional Resource

WHO. (2008). The World Health Report 2008: Primary Health Care Now More Than Ever. Geneva: WHO.


In it they write (WHO, 2008: xiii):
Today, it is clear that left to their own devices, health systems do not gravitate naturally towards the goals of health for all through primary health care as articulated in the Declaration of Alma- Ata. Health systems are developing in directions that contribute little to equity and social justice and fail to get the best health outcomes for their money. Three particularly worrisome trends can be characterized as follows: 

· health systems that focus disproportionately on a narrow offer of specialized curative care;

· health systems where a command-and-control approach to disease control, focused on short-term results, is fragmenting service delivery;

· health systems where a hands-off or laissez-faire approach to governance has allowed unregulated commercialization of health to flourish.

These trends fly in the face of a comprehensive and balanced response to health needs. In a number of countries, the resulting inequitable access, impoverishing costs, and erosion of trust in health care constitute a threat to social stability.
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(WHO, 2008: xiv)

To counter this concern, we offer some evaluation questions below to guide the evaluation of a health system, which has embraced a PHC approach:

Evaluating a Health System which is based on a PHC Approach

	1. How aligned to PHC principles is the health system? What will make the health system more aligned to PHC principles?

2. To what extent is the health system organised so it benefits people (How effective is it)? 

3. To what extent is it efficient (i.e. using resources efficiently)? It is economical? 

4. To what extent is it equitable – how is it reaching out to meet the needs of the most disadvantaged? 

5. To what extent are services and programmes appropriate to need as identified from population-based surveillance (such as the burden of disease) and community-identified concerns?

6. How acceptable are services, e.g. culturally appropriate? Is this measured through satisfaction surveys, or through community participation (and co-planning). This links to the Right to Health which is discussed in Unit 1 of Introducing Public Health on your USB flash drive.  To what extent is it accessible (in terms of geography and its clients)?  

7. To what extent does the health system make use of appropriate technologies? For example, is oral rehydration solution promoted at all levels of the health system (at primary level facilities, the district hospital and the referral hospital)? Are the foods used in school feeding programmes locally available, culturally acceptable, appropriate in nutritional content (and not obesogenic)?

8. To what extent does the health system empower local communities to participate in decision-making in the planning of health services

9. To what extent does the health system engage with other sectors in partnerships to address health outcomes?




Consider your own health system in terms of these evaluation criteria, and also whether  anything has been left out which will affect the findings, which is an important issue in the design of any tool.

5
Decentralized Health Systems
During the 1980s when PHC was being implemented in many different settings, it became apparent that organisation and co-ordination of health activities across wide and diverse geographical areas was very inadequate and that a decentralised management structure was required that could be responsive to local need. This led to the conceptualisation of the health district and the district health system. 

5.1 The Concept, Objectives and Forms of Decentralisation 

The concept of decentralisation implies a shift of power, authority and functions away from the centre. The following extracts are from a chapter “Decentralisation: Concepts and Issues” written by Anne Mills in 1990 but still relevant today.

Please read pages 12-22 of this reading. 

	Reading 

Mills, A. (1990). Decentralisation: Concepts and Issues. In A. Mills, J.P. Vaughan, D.L. Smith, D.L. & Tabibzadeh, I. (eds). Health System Decentralisation. Concepts, issues and country experience. [Online], Available: http://whqlibdoc.who.int/publications/9241561378.pdf : 12-22. [Downloaded: on 8 November 2010]. Note that the references in the text must be sought in the original document.


Mills (1990) describes

· the objectives of decentralization

· how the historical health system context in developing countries differs from developed countries
· different forms of decentralization.
5.2
Objectives of Decentralization
The objectives of decentralization have … been diverse. On a philosophical and ideological level, decentralization has been seen as an important political ideal, providing the means for community participation and local self-reliance, and ensuring the accountability of government officials to the population. On a pragmatic level, decentralization has been seen as a way of overcoming institutional, physical and administrative constraints on development. For instance, increased local control can result in a better response to local needs, improved management of 
supplies and logistics and greater motivation among local officers, thus facilitating and speeding up the implementation of development projects (Mills, 1990: 12-13).

5.3
Historical Context of Health Systems in Developing and Developed Countries

The organization of health services reflects general trends in the organization of government services, though the historical development of health services and the pattern of ownership (the balance between government, insurance, voluntary and private elements) have also been strong influences. In many developing countries, particularly in Africa and South-East Asia, public health services have been developed largely in response to central government initiatives, with local government usually playing a minor role in the provision of rural clinics and urban
environmental health services. Health service decision-making in such countries has been described as excessively centralized, with weak administrative capacity at the local level (24). In these countries, there is now considerable interest in decentralizing management, and particularly in strengthening the "district" level of health services organization (46).

However, governments rarely have a monopoly in the provision of health services. Even in the countries referred to above, there is often not only a private health sector but also a large voluntary and religious sector whose administrative structure may be very decentralized, in that each agency may provide services to only a limited geographical area. A dispersed pattern of ownership is even more marked in those developing countries with social insurance systems, 
since the health services were often developed for particular industries or professions.

In contrast to the largely centralized structure of health services initially created by many colonial administrations in developing countries, the health services in developed countries were originally created by local charitable and religious agencies and local government authorities. The historical experience of developed countries has been the gradual organization and integration of these local services into an often rather loose national structure, though in some countries, such as the United Kingdom, there are now highly integrated health systems. Since diversity of ownership and fragmented management do not fit easily into modern concepts of health service organization, a very strong theme in developed countries has been ‘regionalization’: the rationalization of often diverse and semi-autonomous services to provide comprehensive health care to a large regional community or group of communities (36,49), including a well defined pattern of referral and supervision (Mills, 1990: 14-15).

5.4
Definitions of Different Forms of Decentralization

There are different forms that decentralization has taken and they are described thus:

Deconcentration
The term ‘deconcentration’ is applied to the handing over of some administrative authority to locally-based offices of central government ministries. In the case of health, an example would be a district-level office of a ministry of health. Since deconcentration involves 
the transfer of administrative rather than political authority, it is seen as the least extensive form of decentralization (Mills, 1990: 16).
Mills (1990) identified two types of deconcentration:

In what can be called a vertical pattern of local administration, the local staff of each ministry are responsible to their own ministry. Some form of coordinating structure (e.g., a district development committee) may be set up to try to ensure that the various local ministry organizations do not operate as completely independent entities. The district development committee may include local party officials and local members of parliament as well as local ministry staff. Many countries have experimented with putting some funds at the disposal of development committees, to try to overcome the difficulties in responding to popular needs and
demands when there is separate funding from central level of each government function ...

The second type of local administration can be called the integrated (or prefectoral) form. In its 
most extreme version, a local representative of central government (for instance, a prefect, 
governor or district officer), who is accountable to a central government agency such as a ministry of the interior or a ministry of local government, is made responsible for the performance of all government functions in his or her area. The local staff of government ministries would be responsible to the governor for all day-to-day matters, and government ministries would exercise only technical supervision over their local staff (Mills, 1990: 16). (Emphasis added)
Devolution

Devolution is the creation or strengthening of subnational levels of government (often termed local government or local authorities) that are substantially independent of the national level with respect to a defined set of functions. They normally have a clear legal status, recognized geographical boundaries, a number of functions to perform, and statutory authority to raise revenue and make expenditures. They are rarely completely autonomous, but are bodies largely independent of the national government in their areas of responsibility rather than subordinate administrative units as in the case of déconcentration. Well developed local government structures have not, in general, been a feature of developing countries (Mills, 1990: 19).
Delegation

Delegation involves the transfer of managerial responsibility for defined functions to 
organizations (often termed "parastatal organizations") that are outside the central 
government structure and only indirectly controlled by central government (59).Governments may see delegation as a way of avoiding the inefficiency of direct government management, of increasing cost control, and of setting up an organization that is responsive and flexible. Ultimate responsibility remains with the central government, but its agent has broad discretion to carry out its specified functions and duties. Delegation has been used, for example, in large-scale agricultural activities, (e.g. cotton-growing in the Sudan) and physical infrastructure projects (e.g., hydro-electric schemes) (Mills, 1990: 21-22).
5.5
What is a District?

The district is the most peripheral fully-organised unit of government and administration. It differs greatly from country to country in size and degree of autonomy, and the population may vary from less than 50,000 to over 300,000. It is geographically compact and every part of it can normally be reached within a day. As a unit, it is small enough for the staff to understand the major problems and constraints of socio-economic and health development, and for health and other workers to know each other. It is also a large enough unit for the development of the technical and managerial skills essential for planning and management. There is usually a central administrative point where the main government sectors are represented. The district is often the natural meeting point for “bottom-up” planning and organization and “top-down” planning and support. 

5.6
What is a District Health System?

A district health system (DHS) based on the Primary Health Care approach is a more or less self-contained segment of the national health system. It comprises first and foremost a well-defined population, living within a clearly delineated administrative and geographical area, whether urban or rural. It includes all institutions and individuals providing health care in the district, whether governmental, social security, non-governmental, private or traditional. A district health system therefore consists of a large variety of interrelated elements that contribute to health in homes, schools, work places, and communities, through the health and other related sectors. It includes self care and all health workers and facilities, up to and including the hospital at the first referral level, plus the appropriate laboratory, and other diagnostic and logistic support services. 

The following reading gives a technical definition of a district health system and explores increasing district health system effectiveness, focusing on priority setting, joint action, and skills improvement of managers and others.
	Reading

Tarimo, E. & Fowkes, F. (1989). Strengthening the Backbone of Primary Health Care. World Health Forum, 10: 74-79.


	Task 3 – Main features and rationale for a DHS

a) After completing this reading attempt to summarise the rationale for and main features of the district health system.

b) Develop a set of guidelines from the reading which would in your view lead to health system strengthening in your work district. Keep this for Task 4.


The next reading (in two sections) provides a summary overview of the main organisational structures and processes necessary to develop and sustain district health systems.

	Reading

WHO. (1988). The Challenge of Implementation: District Health Systems for Primary Health Care, Part A. Geneva: WHO: 7-11.

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


	Task 4 – Strengthening your DHS

Use the points you noted in Task 3, and the contents of these readings to decide 8 steps to strengthen the district health system in your country to respond effectively to a problem of malnutrition such as the one described in the Mt Frere case study.


Feedback

We cannot tell what you have suggested, but perhaps the first step would be to conduct an evaluation using the evaluation criteria for PHC health systems from section 4 above, to assess whether your system is effectively following the principles of PHC.

6
 Health Policy to Support Comprehensive Primary Health Care
All functions in a health system are subject to policy. A health system that supports Comprehensive Primary Health Care requires a set of policies which ensure that the functions and structures for governance, service delivery, financing, human resource management and development, health management information and medical technologies and products are orientated towards the principles and objectives of Primary Health Care. An important test of any policy is the extent to which it promotes these principles and objectives.

	Principles
	Objectives

	Equity

Focus on prevention and promotion in addition to curative care

Inter-sectoral action for health

Community empowerment

Appropriate use of technology


	Universal coverage of health services 

Address the underlying determinants of health

Empower communities to take part in decisions affecting their health

Health for all


Policies are developed for implementation at global, national and local levels. Managers at all levels in the health system interpret policy on a daily basis as they plan, implement and evaluate the outcomes of health services and activities. 

6.1
Current Policy Context for PHC and Health Systems

There is a welcome renewal of interest and commitment to PHC in WHO policy as evidenced by The World Health Report 2008: Primary Health Care – Now more than Ever which you will find in the Additional Resources sub-folder - with these selected pages also being in your Readings sub-folder. 

	Reading

WHO. (2008). Ch 3 - Organising Primary-care Networks. The World Health Report 2008: Primary Health Care – Now more than Ever. Geneva: WHO: 52-56.


Many aspects of this report are extremely useful, such as the review of the factors which have hindered implementation of PHC. But a disappointing note is that although it promotes four sets of reforms, one of which is service delivery, there is no mention of district health systems, although there are numerous references to health districts in case studies, and the report purports to illustrate successful aspects of Primary Health Care implementation. Instead the report focuses more on primary level care advocating organising “primary-care networks” which bring care closer to people, are responsible for a well-defined population and a primary-care team as the hub of coordination. 

There is a substantial body of evidence on the comparative advantages, in terms of effectiveness and efficiency, of health care organized as people-centred primary care. Despite variations in the specific terminology, its characteristic features (person-centredness, comprehensiveness and integration, continuity of care, and participation of patients, families and communities) are well identified15,27. Care that exhibits these features requires health services that are organized accordingly, with close-to-client multidisciplinary teams that are responsible for a defined population, collaborate with social services and other sectors, and coordinate the contributions of hospitals, specialists and community organizations (WHO, 2008: xvii).

Most African countries with decentralised governance structures have adopted a district health system in implementing Primary Health Care. The reading by Mills (1990) introduced earlier gives examples from African countries of a variety of structures and arrangements within decentralised government, which enable transfer of authority and power (or discretions) to the local level. Importantly, decentralization of authority requires a matching system of controls and supervision to ensure that the authority is being used responsibly. This may require legislation, government directives, guidelines or policy development. As the district level is strengthened, additional mechanisms are required within the district to enable communities to have an impact on health service decision-making. Health boards can be set up at different levels (for example, a health centre advisory committee, a hospital management board, or a district health authority) to make the health service responsive to their local community. This is because meaningful inter-sectoral actions to address social determinants of priority health problems require structures and agreements. 
6.2 The Journey to Implementing the District Health System
South Africa has made a clear policy commitment to implementing a Primary Health Care approach and using the district health system as a vehicle for implementation. However the establishment of a district health system in some provinces, such as the Western Cape Province, has been fraught with challenges. 

Both provincial and local government deliver primary level services in the same geographical districts, and there is a duplication of management structures which adds a layer of complexity to community involvement and inter-sectoral action. 

The following obstacles to DHS development have been identified:

· Uncertainty over the role of local government

· Persistent capacity weakness in the health system

· A hierarchical and rigid bureaucratic culture

· Some reluctance on the part of provincial governments and health departments to decentralise authority to lower levels

The following case study by Hall, Ford-Ngomane and Barron (2005) describes the implementation of the DHS in the Western Cape province of South Africa (where UWC is situated) in terms of the South African Health Act (2003). Governance structures and the impact on human resources is discussed. 

	Task 5 – Analyse the process and players in setting up a DHS

a) Using the case study by Hall, Ford-Ngomane and Barron (2005) underline the key legislation and plans developed to support the District Health System in the Western Cape; circle the stakeholders involved in negotiating and implementing the plans.

b) Refer to WHO (2008) reading below for information on other countries’ experiences in implementing Primary Health Care. Select a country that interests you and then compare their experience in implementing PHC and the DHS; contrast the form of decentralization selected, and the policies and legislation implemented with the Western Cape case study.



	Readings

Hall, W., Ford-Ngomane, T. & Barron, P. (2005). Ch 4 - Health Act and the District Health System. SA Health Review. Durban: Health Systems Trust: 43-57.

WHO. (2008). International Conference on Primary Health Care and Health Systems in Africa: Towards the Achievement of the Health Millennium Development Goals. Summaries of Country Experiences on Primary Health Care Revitalisation. Geneva: WHO.



7
 Session Summary
This has been a relatively long session in which you have clarified your understanding of different models of health systems, and explored the importance of decentralization of the system to facilitate a Primary Health Care system. In addition, the need for constant evaluation of how the system is achieving PHC values is suggested in order to enable health system improvement. 

Hopefully you tried to apply this information to your own context, and considered some of the challenges and guidelines for success mentioned in the case study. In the next session we think about 

In the next two study sessions in Unit 3, we will explore two of the key building blocks of the health system, health financing and the health workforce, without which a health system cannot operate. Have a well-deserved break before moving on.
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Session 2 - Finances to Support CPHC
Introduction

Strengthening health systems is a key challenge in improving the delivery of Primary Health Care and achieving the vision of the Alma-Ata Declaration. In Unit 3 Study Session 1 we reviewed the WHO building blocks for health systems (WHO, 2007) and dealt with the district health system as a way of organising and managing service delivery. In this Study Session we examine how another of the key health system functions can be orientated to support the principles of Primary Health Care. Sections 3-4 provide an orientation to the concepts; section 5 offers some directions for financing PHC health systems. 
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Timing of this Session

This session has two readings and five tasks. It should take you two to three hours.

1
Learning Outcomes of this Session 
Read through these learning outcomes before you start the session and try to establish in which section each outcome is being taught.
	By the end of this session, you should be able to:

	· Outline some of the major means of revenue collection to fund health systems.

· List and assess the implications of different health financing mechanisms.

· Outline some measures for assessing the adequacy of health expenditure, and apply them to assessing your own country health expenditure.

· Review country experiences of solutions to health funding. 

· Outline some of the major world challenges with respect to financing health.

· Develop an argument as to the nature of health financing appropriate to support primary health care. 




2
Readings 
The following reading is in your Module Readings sub-folder as well as (in full) in the Additional Resources sub-folder.

	Publication details 

	Equinet. (2007). Reclaiming the Resources for Health. A Regional Analysis of Equity in Health in East and Southern Africa. Harare: Equinet: 106-140. 

	OAU. (2001). Abuja Declaration on HIV, Tuberculosis and Other RELATED Infectious Diseases. OAU/SPS/ABUJA /3. Abuja, Nigeria: OAU. 6 pages.


	Additional Resource

Equinet. (2007). Reclaiming the Resources for Health. A Regional Analysis of Equity in Health in East and Southern Africa. Harare: Equinet.


3
Measuring Expenditure on Health
A health system will not be able to succeed in implementing a Primary Health Care approach (or any approach for that matter) if it is not prioritising health and funding health adequately. Research has shown that, if government spending on health is not sufficient, poor households have to pay more for services which may be of poorer quality  (Aday and Anderson, 1981 cited in Equinet, 2007: 107).

3.1
General Government Expenditure on Health
Definition: We are looking here at health funding as a share of government spending which can be defined as the sum of spending (outlays) by government entities to purchase health care services and goods. It comprises the outlays on health by all levels of government, social security agencies, and direct expenditure by parastatals and public firms. Besides domestic funds, it also includes external resources (mainly as grants passing through the government or loans channelled through the national budget). 


It can also be defined as the total amount that government spends directly and well as indirectly, (e.g. subsidies to producers, transfers to households) and includes capital at all levels of government, social security institutions, autonomous bodies, and other extra budgetary funds. 

Health funding as a share of government spending is then a percentage of total general government expenditure that the government spends on health. This does not include spending in the private sector.

How do we know whether the resources allocated to health expenditure in one’s country are adequate? This section addresses the question of whether countries are spending enough on health, and uses three measures for assessing it.  We will unpack each of these three measures in turn. Read the first two pages of the section entitled “Adequate resources for national health systems” on pages 107-109 of this document.

	Reading

Equinet. (2007). Reclaiming the Resources for Health. A Regional Analysis of Equity in Health in East and Southern Africa. Harare: Equinet: 106-140.


	Additional Resource (Full Report)

Equinet. (2007). Reclaiming the Resources for Health. A Regional Analysis of Equity in Health in East and Southern Africa. Harare: Equinet: 106-140.


Table 4.3 on page 112 of this reading (reproduced below) shows health as a share (percentage) of government expenditure in sixteen countries in East and Southern African for 2003. It is reproduced below for your ease of reference. In the 3rd column you will find “Health as % of total government expenditure”. Note the range of that governments in these countries spend on health, from 5.3% in Angola to 12.4% in Namibia. This amount does not include what government spends on health in the private sector, only in state facilities. It does however include health spending from donor grants such as from PEPFAR (President's Emergency Plan for AIDS Relief) or GAVI (Global Alliance for Vaccines and Immunisations) or from loans.

[image: image5.png]Table 4.3 Health as a share (percentage) of government expenditure, east and southern Africa, 2003
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Now take a look at Table 4.1 (Equinet, 2007: 107) on the next page below. This shows that more is spent in the private sector in Angola, for example than in the public sector. Remember, however, that this public sector spending includes health spending of income from donor grants.
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	Task 1 – Assess your country’s public health expenditure

The WHO’s World Health Statistics is an annual publication that presents the most recent health statistics for the 193 Member States. This is available on the website below. 

Click on the most recent report and download the data tables (these will appear in Excel format). Page through the Excel workbook until you find a worksheet on health expenditure. Note that there is a time lag in data becoming available. For example, the 2010 report gives data for 2007. It also gives data for 2000 allowing for a comparison between two points in time. 

Review the most up-to-date data for your country. 

a) What does this tell you about the extent to which your government is prioritising health services or systems? 

b) Is more or less money being made available for health over the period starting 2000? 



	
[image: image7.png]



	Internet Resource

WHO. WHO’s World Health Statistics. [Online], Available: http://www.who.int/whosis/whostat/[Downloaded: 20 Jan 2012].


	  [image: image8.png]


  


	Glossary – see World Health Statistics series

The World Health Statistics series is the WHO’s annual compilation of health-related data for its 193 Member States, and includes a summary of the progress made towards achieving the health-related Millennium Development Goals (MDGs) and associated targets. Read more about it in the Glossary. 

See Gross Domestic Product


Another way of assessing health expenditure is as a share of Gross Domestic Product.

3.2
Health Expenditure as a Share of Gross Domestic Product (GDP)

Definition: The GDP is a measure of the total economic activity occurring within a nation’s borders during a given period (usually 1 year) expressed in US dollars. It can be understood as either the total amount produced or the total amount spent. As such it is measured as the total market value of goods and services produced by workers and capital and is equal to total consumer, investment and government spending, plus the value of exports, minus the value of imports. 


Health expenditure as a share of GDP is then the amount that is spent on health out the total amount that is spent (or produced). Some of this expenditure is in the public sector and some is in the private sector. Hopefully, you are becoming aware of the importance of precision in these definitions, and of using “like” measures for comparison.

Table 4.1 (above) (Equinet, 2007: 107) shows the health financing of sixteen countries in East and Southern African. In the 5th column you will find “Expenditure on health as % of GDP for 2003”. This column is then sub-divided into two: public and private. The figures in these two columns have to be added together to give the total expenditure on health as % of GDP.

Note how the expenditure on health as % of GDP varies widely between countries. In 2003, the DRC only spent 0.7% of the GDP on health in the public sector, compared to 4.5% in the public sector in Namibia. However the DRC spent a total of 28.1% of GDP on health (0.7% public + 27.4% private) while Namibia spent 7.6% of GDP on health (4.5% public + 3.1% private). 

This also demonstrates how the ratio of public to private spending varies between countries. In Zambia the private sector spends 7.1 times more than the public sector (20 divided by 2.8). Only Namibia, Mauritius and Botswana spend more in the public sector than the private sector. The private sector in Southern and East Africa has attracted a significant amount of resources. A question which is not in the reading but which is important to consider is: In a context where a Primary Health Care approach has been adopted, how can resources located in the private sector promote Primary Health Care?

A further way of looking at health expenditure is as per capita financing.

3.3
Per Capita Financing for Health

Definition: The Health Expenditure Per Capita is expressed in PPP or purchasing power parity or International $). It is the sum of public and private health expenditure (in PPP, International $) divided by population.  Health expenditure includes the provision of health services, family planning activities, nutrition activities and emergency aid designated for heath, but excludes the provision of water and sanitation. 

Definition: Purchasing power parity (PPP) is a comparison of economies based on standardized international dollar price weights, rather than official currency exchange rates. The purchasing power of different currencies is equalized for a given basket of goods. 

The concept of PPP is very useful. It would be difficult to compare how much is spent in Malawi on health with how much is spent in Nigeria because the costs of administration, salaries, drugs, etc are very different in the two countries. So for a given basket of goods, how much is being spent? This idea of comparing a basket of goods or services is then developed into a weighting factor for comparison, rather than using exchange rates between currencies when comparing spending between countries. 

The Health Expenditure Per Capita is then not a real amount, but an amount weighted to allow for comparison between countries (PPP), that is spent on average per person, (i.e. per capita) and reflects what is spent both in the public and private sector.

You have already examined some aspects of Table 4.1 (Equinet, 2007: 107). Now look at the 3rd column “Per-capita expenditure on health US$ 2003”. Note the wide range from $14 spent per person in the DRC to $669 spent per person in South Africa. In the 4th column “Public sector/capita expenditure on health US$ 2003” shows what is spent per person in the public sector. In Zimbabwe, if $132 per capita is spent in total, and only $22 per capita in the public sector, then $110  ($132 minus $22) must be spent in the private sector.

4
The Components of Health Expenditure
Health financing requires that three main functions be fulfilled: 

· revenue collection

· fund pooling and 

· purchasing. 

Careful attention needs to be given to the strategic design, structural arrangements and implementation management of each of these functions to ensure that the right choices are made to support a Primary Health Care approach. We will deal with each of them below.

4.1
Revenue Collection

Revenue collection refers to the mobilization of money from primary sources (households and companies) and secondary sources (governments and donor agencies). Funds can be mobilized through the following basic mechanisms: 

a. Out-of-pocket payments (also known as user fees)

The introduction of user fees was part of many Structural Adjustment Programmes in the 1980s and 1990s. 

b. Insurance

· voluntary insurance rated by income

· voluntary insurance rated by risk

· compulsory insurance

c. Taxes

· general taxes

· earmarked taxes

d. Donations or aid

· from non-governmental organizations

· transfers from donor agencies

4.2
Fund Pooling

Fund pooling refers to the accumulation of revenues for the common advantage of participants. This means that the financial resources in the pool no longer belong personally to a particular contributor but are shared by all contributors who draw from the pool as need arises in accordance with eligibility criteria. 

4.3
Purchasing

Purchasing is the process through which health services are budgeted and paid for, or where inputs, services or outputs are purchased from health providers. This is how resources are allocated. 

Some of the choices that can be made with regard to the strategic design, structural arrangements and implementation management of revenue collection, fund-pooling and purchasing functions are summarized in Table 1 below.

Table 1 - A Basic Understanding of Health System Financing
	
	Functions of Health Financing

	Strategic design
	Revenue collection
	Fund pooling
	Purchasing

	
	Compulsory versus voluntary payments
	Joint or separate fund pools for

different types/ population groups
	What is purchased? Are implicit or explicit criteria used to select interventions for inclusion or exclusion?

	
	Prepayment versus payment at the point of service
	Joint or separate fund pools for personal and non-personal

health services
	How is it purchased?

 e.g. direct purchasing of interventions (childhood immunizations) or inputs (doctors) or service types (hospital bed-days etc) 

	
	Progressivity of insurance premiums or fees
	Cross-subsidization between low and high risk contributors
	From whom is it purchased (and criteria for choosing)? 

Contractual processes 

Provider payment mechanisms

	Structural arrangements 
	Governance: 

public versus private
	Governance: 

public versus private
	Governance: 

public versus private

	
	Number of organizations, questions of economies of scale and concentration
	Size and number of fund pools
	Size and number of purchasers 



	
	
	Mechanisms to transfer funds among pools
	Mechanisms of purchasing

	
	
	Choice and competition among fund pools

for enrolment
	Choice and competition between purchasers

	Implementation management
	Measures to avoid evasion

Earmarking of taxes
	Rules for entry and exit of organizations 

Procedures for protecting contributors in the case of insolvency or bankruptcy
	Methods for controlling the quantity and the quality of

purchased services

	
	
	Rules governing the financial management

of the funds, including the degree of investment risk that is allowed
	


Summary from Murray & Frenk (nd)

5
Health Financing to Support Primary Health Care
So what sort of financing is appropriate for funding a PHC health system? In this section we will guide you through the Equinet (2007) reading on health financing. The reading provides teaching on the key concepts and measures of adequacy and equity in health financing; it also gives evidence for the progress made in Eastern and Southern Africa. 

	Reading

Equinet. (2007). Reclaiming the Resources for Health. A Regional Analysis of Equity in Health in East and Southern Africa. Harare: Equinet: 106-140.


Read the key issues that are identified on page 106 (Equinet, 2007). 

In summary, to promote the key principles of equity and access to health services as part of a system that supports primary health care, a health finance system must:

· have adequate financing (i.e. generate sufficient funds for promotion and prevention interventions as well as curative and rehabilitation services)

· have financing raised through progressive means (i.e. the poor must not be over-burdened or placed at risk of catastrophic expenditure)

· enable universal coverage (in particular, the poor are not to be excluded)

· be allocated on the basis of need (rather than on the basis of ability-to-pay-for)

How much spending on health is “enough”?

This is a difficult question to answer as there are many challenges in deciding what a health system should offer (especially if one is interested in doing comparisons across countries) and then costing such a system. These challenges are outlined in the reading above (Equinet, 2007), which then goes on to describe studies which have attempted to cost a basic or district or comprehensive health system. Country spending on health is then compared to:

· these minimum costings 

· the health funding commitment that African leaders made in the Abuja Declaration in 2001 

	Reading

Equinet. (2007). Reclaiming the Resources for Health. A Regional Analysis of Equity in Health in East and Southern Africa. Harare: Equinet: 106-140.


Now read page 108 to 114 (Equinet, 2007) which covers the challenges of costing health systems:

· It is impossible to cost a health system precisely. 

· Countries differ in their perceptions of how comprehensive and integrated the system should be.

· Many estimates are based on a package of services rather than a functional health system.

Some estimates of the costs of health systems are summarised in the table below. 

Table 2 – A Summary of Estimates on What Health Systems Cost

	Study
	Year
	Inclusion in costing
	Per capita requirement

	WHO Commission on Macroeconomics and Health
	2003
	Basic health needs which includes a minimally adequate set of interventions for HIV and AIDS, TB, malaria and early childhood and maternal illness with infrastructure

(Excludes family planning, emergency care and tertiary care)
	US$ 34 to US$38

	Arhin-Tenkorang and Buckle: Costing study in Ghana 
	2001
	Recurrent costs of a district health system
	US$45

	WHO World Health Report 
	2000
	Comprehensive functioning health system
	US$60 - US$80


Figure 4.2 below shows the per capita expenditure on health in US$. This includes spending in both the public and private sectors. It is a concern that seven countries spend less that US$60 per capita and that three of these countries spend less than US$34 per capita. Given that the spending in the private sector is likely to only benefit a minority, the public sector situation is even more dire. 


[image: image9.wmf] 


Part of Table 4.2. This excludes countries with per capita expenditures over US$300 (Botswana, Mauritius, Namibia, South Africa and Swaziland) Source: WHO, 2006a
The Abuja Declaration

Extracts from the Abuja Declaration are shown on page 111 of the Reading (Equinet, 2007). (The full version of this declaration is in your Additional Resources sub-folder).

	OAU. (2001). Abuja Declaration on HIV, Tuberculosis and Other RELATED Infectious Diseases. OAU/SPS/ABUJA /3. Abuja, Nigeria: OAU. 6 pages. [Online] Available: http://www.uneca.org/adf2000/abuja%20declaration.htm [Downloaded: 1 Jan 2012].


This Declaration comes from a meeting of the Heads of State and Government of the Organisation of African Unity (OAU) in Abuja, Nigeria from 26-27 April 2001, at a Special Summit devoted specifically to addressing the exceptional challenges of HIV/AIDS, Tuberculosis and Other Related Infectious Diseases. The heads of state pledged to set a target of allocating at least 15% of their annual budgets to the improvement of the health sector. Figure 4.3 on page 112 of Equinet (2007) shows that none of the countries in Southern and East Africa have spent more than 12.4% on health (some as low as 5.3%). This means that all these countries are under-spending on health relative to their own commitment.
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How can health financing be used to promote equity and access?

So far, the reading has established that many African countries are not spending enough on health systems. To correct this funding shortfall alone is not enough to ensure adequate access to Primary Health Care. There are other financing mechanisms which are known to promote or hinder universal coverage.

Now read pages 114 to 140 (Equinet, 2007).

	Definitions

Risk pooling refers to the practice of grouping people with different health risks so that the costs of meeting individual risks are shared across many people. The larger the risk pool, the more risks are shared.

Cross subsidization refers to the use of resources paid by lower risk groups to support costs of higher risk groups within a risk pool, for example between healthy, younger and more wealthy groups and sicker, older and poorer groups.


In Table 3 below we have summarised some of the implications of using various mechanisms of revenue collection that were described in this reading. To the summary, we have added some minor additional explanations and commentary.  

Table 3 – A Summary of the Implications Various Mechanisms of Revenue Collection

	Revenue collection mechanism
	Comments

	General tax funding
	This comes from personal income tax and company tax. It forms part of government incomes which government can then allocate between departments. The advantage of this form of revenue collection is that it creates the largest risk pool and potential for cross subsidy. The disadvantage is that other fiscal policies are required to ensure that funding is earmarked and allocated to PHC and, in particular, that it reaches the district health system.

	Indirect taxes, such as value added tax (VAT) and general sales tax (GST)
	These are generally regressive taxes as the poor typically spend all their income and so are taxed on 100% of their income, while the rich save and invest a proportion of their income (which is then free of VAT or GST) and so are only taxed on a proportion of their income

	Private payment (generally out-of-pocket payment)
	This is inequitable as ‘only those who can pay can get’. There is limited potential for risk pooling and cross subsidy

	Tax on currency transactions “Tobin tax”
	This is a tax on all conversions of one currency into another. It has been put forward as a way of limiting speculation in the currency markets (i.e. investors converting their money from one currency to another to take advantage of differentials in currency exchange so as to ‘earn’ profit). The revenue generated could also be used to fund health. The advantage is that it is easy to administer so revenue collection is efficient.

	Private insurance
	This is inequitable as ‘only those who can pay can get’. Where there is a proliferation of private insurance schemes there is limited potential for risk pooling and cross subsidy.

	Community health insurance
	This is a pre-payment community scheme. The contribution of community members are sometimes matched with government funding (e.g. in Tanzania) as an incentive for schemes to register as many members as possible, but this means that those communities whose members can afford to participate receive more funds than those whose members cannot afford to participate. These schemes have been found to reach many poor households but often exclude the poorest of the poor (especially in poor communities where the exemption criteria are not transparent and specific). They are helpful in safeguarding households from catastrophic expenditure.

	Social health insurance
	Only Ghana has committed itself to universal coverage. Without a plan to ensure universal coverage it will only cover those who are employed and who are contributing. The introduction of a social health insurance is likely to be contested where employment is low, taxes and inflation are high and private medical aid schemes are well established.


The reading describes progressive tax systems as those in which “personal income tax is complemented by a reasonable substantial company tax component, with value added tax contributing a low proportion of general tax revenue” (Equinet, 2007: 116).

The section “Reducing out of pocket payments, including user-fees” ((Equinet, 2007: 120 - 128) shows that countries with high levels of inequality also have high levels of out-of-pocket spending on health. In the private sector user fees are instituted to ensure profit. In the public sector user fees have been instituted for a variety of reasons, for example to generate funds and to encourage patients to use the desired referral systems. However, a review of user fees in the public sector has found that they contribute little to generating revenue (often the infrastructure to collect the fees is as much as the fees then collected) and that they deter the poor from using the services. 

In the reading list at the end of this study session we have included a reference to an article by Lagarde, Haines & Palmer (2007), in which the authors conduct a systematic review of experiences in removing user fees. The section “Predictable external financing” (Equinet, 2007: 128 -139) suggests that Sector-wide approach (SWAps) mechanisms are useful for coordinated management and resource allocation and that they allow external funds to be used in line with domestic priorities.

The section “Equitable allocation of resources for health” (Equinet, 2007: 131-137) makes the point that often health financing is based on historic budgeting and spending which perpetuate inequities. For example, if urban areas have always had more health facilities and used more of the health budget, then a historic budgeting process (based on past spending) will mean that they continue to receive a larger share of the budget. A health system which is based on the Primary Health Care principle of equity must fund according to need (i.e. population size, demographic breakdown, burden of disease and socio-economic determinants of health) and resource allocation formulae between geographical areas should be constructed to enable this. Also, resource allocation formulae between levels of care (referral hospital versus district hospital versus primary level) should reflect the commitment that most African governments have made to the PHC approach. 

6
Session Summary
In this session, you have spent much time in detailed review of the main reading for the session: the purpose was to introduce the terminology and concepts needed to understand funding and expenditure in health systems. Assess that you have gained an adequate understanding of the following important topics:  the major means of revenue collection to fund health systems, the implications of different health financing mechanisms, measures for assessing the adequacy of health expenditure, main challenges and solutions for health expenditure. You will also hopefully have now developed some sort of view on what makes for an appropriate health financing structure to support Primary Health Care. 
As a summary of these issues, we now refer you to the following document.

The World Health Report: Health Systems Financing: The Path to Universal Coverage
The World Health Organization has clearly set out its policy direction for health financing in its 2010 World Health Report (WHR) (WHO, 2010). The main policy goal is universal health coverage, defined as access for all to appropriate health services at an affordable cost. In striving for this goal, the report suggests governments are faced with three fundamental questions: 

· How is such a health system to be financed? 

· How can they protect people from the financial consequences of ill-health and paying for health services? 

· How can they encourage the optimum use of available resources? 

The report identifies the need to increase government funding for health while still recognising the importance of donor support for the poorest countries. It acknowledges that the countries that have achieved greatest coverage have employed revenue collection mechanisms of taxation and mandated insurance. Direct payment is seen as an obstacle to universal coverage; prepayment is preferable but should be limited. Risk pooling is promoted. The report further identifies improved health system efficiency as a way of increasing resources available to have an impact on health.
	Key messages in the WHR 2010 on adequate financing for health (WHO, 2010)
	Key messages in the WHR 2010 on revenue collection mechanisms
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	Key messages in the WHR 2010 on improving health system efficiency
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Study Session 3 - 

Human Resources that Support Comprehensive Primary 

Health Care
Introduction

The first session in this unit discussed the importance of configuring the whole health system to achieve the goals of CPHC. In this session we will discuss THE most crucial ingredient to achieving better, more equitable, more appropriate health care for all: the health workers providing care in the system. It sounds a bit like a truism, an almost banal truth, that there cannot be good health care without good health workers. Yet countries all over the world have found it very difficult to ensure that they have the right number of health workers where they are needed, when they are needed, and with the right skills. This is particularly true for ensuring the human resource needs for  the implementation of comprehensive primary health care.

In this session we will discuss the human resource needs and requirements for CPHC, and key challenges for meeting these. In the first session of this unit you identified all the actors involved in the provision of health services, including managers in the system, personnel rendering health services, communities and clients, as well as actors in neighbouring sectors and in civil society involved in health services provision. In the session we will focus on those actors whose primary responsibility it is to render health services: health care professionals, community health workers, and managers in charge of primary health care services.
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Timing of this Session

This session has three readings and three tasks. It should take you about two hours.

1
Learning Outcomes of this Session 
Read through the learning outcomes before you start the session; try to establish in which section each outcome is being taught. 

At the end of the session, reflect on whether you have in fact acquired anything new, and if not, review the section or contact the convenor with queries or questions.

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

	· Critically discuss the role of human resources for the implementation of CPHC. 

· Identify health workforce deficiencies, training needs and re-orientation challenges in current PHC programmes.

· Describe and justify the importance of task-shifting and the role of community health workers in the implementation of CPHC programmes.




2
Readings 
The readings listed below are used to increase your understanding of the topic discussed in this session, are referred to at relevant points in the session and can be found in your Readings sub-folder. Use the first author’s surname to find the reading - they are arranged in alphabetical order in the Readings sub-folder. You will be directed to them in the course of the session. 

	Joint Learning Initiative. (2004). Executive Summary. Human Resources for Health – Overcoming the Crisis. Available at: http://www.who.int/hrh/documents/JLi_hrh_report.pdf. Downloaded 26 /01/12.

	Lehmann, U., van Damme, W., Barten, F. & Sanders, D. (2009). Task-shifting – The answer to the HR crisis in Africa? Human Resources for Health Journal, 7(49): 4 pages.

	Treerutkuarkul, A. (2008). Thailand’s Unsung Heroes. Bulletin of the World Health Organisation, 36 (1): 5-6.


	Additional Resource

PAHO (Pan American Health Organization and World Health Organization). (2007). Renewing  Primary Health Care in the Americas: A Position Paper of the Pan American Health Organisation/ World Health Organisation (PAHO/WHO). Washington, D.C: PAHO.

WHO. (2008). Task Shifting: Rational Redistribution of Tasks Among Health Workforce Teams - Recommendations and Guidelines for Task Shifting. Geneva: WHO. [Online], Available: http://www.who.int/healthsystems/task_shifting/en [Downloaded: 22 Jan 2012].


3
Understanding the Importance of Human Resources 

You read and discussed in previous sessions that health workers are at the heart of every health system. And most of you, working in the health sector, will have either experienced and/or heard about what is called the dual human resources crisis, which is a core element of the global health crisis: (1) we have ever increasing needs for health care, due to inter-locking pandemics, particularly in African countries and, (2) we have fewer health workers to render health care to our populations, particularly in poor, remote, and under-served areas.

Ten years ago the Joint Learning Initiative, a consortium of over 100 actors in the field of health care, came together to assess the human resource situation in the health sector globally, and to identify strategies to strengthen the workforce of health systems. Their findings, published in 2004 in a book-length report, and summarized in a Lancet article by Chen at al (2004), drew attention to the fact that, particularly, low-income countries were facing a severe crisis: severe shortages, inequitable distribution; they also drew attention to the fact that inadequate and inappropriate skills of health workers were, and continued to be, a pervasive problem. Their discussions and findings led to increased attention to the importance of human resources: the 2006 World Health Report, Working Together for Health, was dedicated to human resources, and the 2008 World Health Report, Primary Health Care: Now more than ever (and which you will find in your Additional Resources sub-folder), dedicated to a renewal of Primary Health Care, recognised human resources as key drivers of reform.

Read through the following Reading and do the task that follows: Task 1.

	Reading
Joint Learning Initiative. (2004). Executive Summary. Human Resources for Health – Overcoming the Crisis. Available at: http://www.who.int/hrh/documents/JLi_hrh_report.pdf. Downloaded 26 /01/12.




	Task 1 – Identify issues discussed in the text using the summarised themes as categories

Please read the Executive summary of the Joint Learning Initiative’s final report 

The text rallies the international community to develop national and international strategies to address the human resource crisis in health. It calls for the development of joint agendas and active and urgent national and international leadership, emphasising that “business as usual will not do” (p. 7).

And while the second part of the document calls on national and international leaders to act, the first part details the shape, form and some of the underlying reasons for the human resource crisis. It is this assessment which illustrates very vividly that the global HR crisis is first and foremost a crisis of access, the orientation of the health system and of access to good quality, basic health services for the majority of the most vulnerable, poorest citizens of the world. Key themes identified are 

· distribution of health workers, 

· finding the right mix of staff categories and the skills they require for appropriate service delivery, 

· their scope of practice, 

· appropriate training, 

· their supervision and support, 

· their motivation and job performance, as well as

·  community engagement and action. 

As you read the text, take notes identifying the issues discussed under each of these themes using a mind map or topic tree. You can also add relevant issues from your own knowledge and experience.


Feedback

Some of the issues include:

· Getting the right mix of staff categories, skills right

· “Maldistribution”: urban concentration of workers, public/private

· Weak management good practice

· Increasing training investment

· HIV/AIDs

· Changing job roles for workers

· Majority of workforce being “invisible”

The list is of course not comprehensive, but using experience from your own situation you should be able to identify and adequately cluster the issues using the helpful categories above.

The challenges Identified by the JLI document, and the Joint Learning Initiative in much of its deliberations, talk particularly to human resource challenges in renewing and revitalising Comprehensive Primary Health Care. These are picked up in a position paper on ​Renewing Primary Health Care in the Americas, published in 2007 by the Pan-American Health Organisation (PAHO). In it, PAHO identified the specific human resource challenges and implications for renewing PHC in the Americas. Their list, as quoted in the box below, is a very useful summary which is valid for the context of most African countries as well, and you will see that they mirror key points made in the JLI summary.

We will discuss some of these challenges and implications in a bit more detail below. But before we do so, please read through the list below and reflect whether and in which way it applies to your own context – either your country as a whole, or your specific organisation.

	Human Resource Challenges In The Americas (PAHO, 2007: 19)

Current challenges:

· Health professionals are poorly motivated and poorly compensated compared to other professionals

· Insufficient numbers of qualified health workers to provide universal coverage

· Teamwork is poorly developed or insufficiently fostered

· Qualified professionals prefer to work in hospitals and cities

· Lack of adequate support and supervision

· Pre– & post–graduate training of health personnel is not aligned to the requirements of PHC practice

· International migration of health workers (brain drain).

Human resources implications of designing a health system based on PHC

· Universal coverage will require a critical mass of professionals trained in primary care

· Human resources must be planned according to population needs

· Human resources training must be linked to health needs and be made sustainable

· Quality policies on personnel performance must be implemented

· Human capacities (both profiles and competencies) must be characterized, and workers profile adjusted to a specific job

· Mechanisms for continuous evaluation are required to enable health workers to adapt to new scenarios and address changing population needs

· Policies must support a multidisciplinary approach to comprehensive care

· The definition of health workers must be expanded to include not only clinicians but also those working in support systems, management, and administration of services

· Ability to go beyond the clinical setting through the training and employment of community health workers and other community resources



	Task 2 - Assess your country’s performance in relation to identified Human Resource challenges

Reflecting on the challenges and implications outlined above, make an assessment of your own country.

a) Do you have enough health workers to provide the services you aim to provide?

b) Are there health workers with the right skills available throughout the system, from preventive, promotive and curative health care in communities right through to hospitals?

c) Do health workers in your country have the skills to provide comprehensive primary health care? Are they trained to render comprehensive services? Are they supported and supervised, and provided with continuing education?

d) If there are community health workers in your system who render services in families and communities, are they trained, supported, supervised and provided with equipment to do their jobs?

e) Are health workers motivated and performing well? What contributes to poor or good motivation and performance?


4
Re-configuring Human Resources for the Needs of Comprehensive Primary Health Care 

The PAHO list above identifies key challenges and priorities:

· The need to configure the correct mix of skills and cadres to address population health needs.

· The need to ensure that training addresses the skills required and is available for the cadres needed.

· The need to ensure that health workers are supervised, supported and motivated.

At present, the configuration of health worker cadres continues to follow western models of medicine and curative models of care. The focus remains on the training of medical doctors and nurses in particular, who are overwhelmingly trained in urban centres and in tertiary hospitals, and thus learn primarily about tertiary level services provision and very little about community-based health care. The vast majority of graduates have little understanding of CPHC and very limited practice of community and primary care. The problem is illustrated by this quote from a young graduate doctor completing his community service in a rural district hospital in South Africa: 

There wasn’t enough emphasis on patient management in a lower level institution. Our training was mostly theoretical ...most patients are filtered out at this lower level therefore the students don’t see them ...The environment here is very different from [the academic teaching hospitals] ...some of the antibiotics we were taught to use aren’t available so we have to look for alternatives ...The Sister is teaching me a lot, I’m learning more than I ever learnt in my whole training! 
The quote not only highlights the skills gap, it also flags the fact that this young doctor evidently has little supervision and support from anybody other than the senior nurse in the facility. Although a fresh graduate, he was the only medical doctor in the hospital where he served. Other staff categories are barely visible in primary and community services in South African clinics and hospitals. 

The situation is no better and, often, worse in other African countries, where both doctors and nurses have become a rare resource altogether, as the JLI report reveals.

Training greater numbers of health professionals and equipping them with the skills, knowledge and attitudes to render health care which responds to population needs is therefore one of THE most crucial priorities in addressing HR needs for CPHC. In most countries this requires a dramatic overhaul of who is recruited to health professions, where training takes place (in all health care settings, not just in academic hospitals), where training institutions are located (not just in urban centres), and what is taught in curricula (CPHC, problem-solving, promotion, prevention and rehabilitation in addition to cure).

While this is a challenging agenda, country examples, particularly in Asia and Latin America, show That It Can Be Done. The Recently Published Monograph, Good Health at Low Cost 25 Yars on (2011), has many examples of reforms of education systems to ensure increased production of appropriately trained health cadres. Well-known examples are the medical training in Cuba, so strong that it can send doctors to assist in countries with great need and to train professionals from other countries and Venezuela’s National Training Program for Comprehensive Community Physicians (NTPCCP).

	Venezuela’s National Training Program for Comprehensive Community Physicians (NTPCCP) is 100 percent community based. This university “without walls” consists of more than 5130 clinics, located in poor urban and rural communities that have been accredited as teaching institutions. While medical students spend time in hospital settings most of the training takes place in the community clinics, facilitated by community physicians with post-graduate training in medical education as well as in more than 855 multipurpose classrooms located in those same communities. This network of micro-medical schools was developed by Cuban doctors in collaboration with six Venezuelan universities in 2005 and is combined with the development of a universal access primary care system. By being embedded in the community health infrastructure, the six year program produces graduates with the required competencies to provide comprehensive care through health promotion; disease prevention; treatment and rehabilitation of patients, families and communities (Pálsdóttir & and Neusy, nd).



Closer to home, Ethiopia is presently in the process of dramatically restructuring and expanding training for community-level health extension workers as well as medical doctors. Details of this programme can be found at the following internet address. 
	
[image: image14.png]



	Internet Resource

WHO & GHWA. (nd). Country Case Study: Ethiopia’s Human Resources for Health Programme. [Online], Available: http://www.who.int/workforcealliance/knowledge/case_studies/Ethiopia.pdf
 [Downloaded: 2/6/11].


In addition to efforts to train greater numbers of traditional health professionals (doctors, nurses, etc), many countries have also introduced mid-level cadres which serve specific country needs. For example, countries such as Tanzania, Malawi, and Mozambique introduced medical assistants, assistant medical officers, clinical officers and surgery technician. These cadres are better retained in rural areas and in primary health care services. 

	The use of midlevel health workers has been identified as one strategy to address the growing shortage of health workers particularly in low income countries.

Different categories of mid-level workers have existed for over 100 years, rendering care in remote locations or assisting professionals in hospitals. In many rural areas in the world they provide the only available access to medical, surgical, therapeutic, dental, pharmaceutical, and laboratory services. But despite their importance, mid-level workers are in many cases neither well accepted nor integrated into health systems. They often encounter severe resistance from health care professionals and consequently continue to be considered a stop-gap measure in emergency situations rather than an integral component of staff categories in the health services.

While we know that they lack integration, regulation, planning, and management, we know little about their performance and impact. What we do know indicates that where they are properly integrated into the health services, trained, and supported they make a vital contribution to rendering high-quality services in both communities and hospitals.

As mid-level workers are becoming increasingly important in addressing the global shortage of health personnel, it is imperative that their acceptance and legitimacy be advocated, and that they are carefully planned for and managed within the health system. To do this successfully we need to develop much stronger evidence based on systematic monitoring and rigorous research (WHO, 2008).
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The Re-Discovered Importance of Community Health Workers 

Another central theme which has received a lot of attention with the renewed attention to PHC, revolves around community participation and the roles of community health workers.  Many countries in Africa (as in Latin America and Asia, now have national community health worker programmes. The two short editorial pieces below, published by Equinet in September 2008, highlight both the opportunities and challenges these programmes. Equinet is the Regional Network on Equity in Health in Southern Africa, is a network of professionals, civil society members, policy makers, state officials and others within the region who have come together as an equity catalyst, to promote and realise shared values of equity and social justice in health.
	Change Agents, Substitutes or Scapegoats for Crumbling Health Services – What Roles Can Communities Health Workers Play?

Uta Lehmann, School Of Public Health, University of the Western Cape


“I started volunteering [as a community health worker] in 1996. During that time, the most common disease in my village was tuberculosis (TB). We worked together and visited those who were infected with TB. We also went to fetch their pills from hospital and distributed them accordingly. We were to ask the sick people to cough out the sputum and save it inside specimen bottles that we took to a certain sister at the hospital” (Eastern Cape community health worker).

Community members have been rendering certain basic health services to their communities for at least 50 years. All over the world, but particularly in countries in Asia, Africa, and Latin America community or village health workers (CHWs) have been providing health education to their communities, helping pregnant mothers and new-born babies and treating basic illnesses. They are often mature women, with little formal education. The quotes from CHWs in Eastern Cape South Africa highlight this experience. 

“My first encounter with the health programmes was in 1986. Our training was to help people who had been swept by the river waters and nearly drowned. ….We went to all the homes teaching people about TB and how to avoid it. To those who had it already we continued to train them on how to take care of themselves and prevent further spreading of the disease. We encouraged people to have toilets, to build chicken runs and pig sties and avoid animals running loose all over the place to keep ourselves in good health.” (Eastern Cape community health worker)

Since the arrival of HIV, community health workers have also been counselling community members, providing peer support and home-based care and ensuring that people on antiretroviral therapy take their treatment. In some countries they have also been involved with HIV testing. 

In the past CHWs have been seen as advocates for health in their communities and agents for social change. This made them central to comprehensive primary health care. In recent years a much more technical understanding has taken hold, which views CHW programmes as a strategy to address health worker shortages in most countries. This view is reflected in the 2006 World Health Report which advocates the delegation of tasks to lay health workers.

The renewed enthusiasm for community health workers presents great opportunities to seriously review how community health is organized and rendered and to empower communities. However, questions have to be asked about the rationale and intention of this enthusiasm:
• Is it realistic to expect commununity members from invariably impoverished communities to take responsibility for what in effect are essential health services, often with very little training and hardly any supervision? 
• Are governments in fact not abdicating their responsibility for ensuring appropriate health care for their citizens, in particular the most vulnerable ones? 
• Under what circumstances are CHW programmes empowering communities and under what circumstances are they shifting the burden of health care to those most vulnerable in society?
• What roles can CHWs realistically play?

There is ample rigorous evidence from different parts of the world that CHWs can play a crucial role in broadening access and coverage of health services in remote areas and can undertake actions that lead to improved health outcomes in a range of areas, including child health, TB and HIV/AIDS care. CHW programmes hold the potential of enabling countries to build sustainable, cost-effective and equitable health care systems, thus contributing towards moving closer to achieving the Millennium Development Goals. However, the challenge of achieving success cannot be underestimated. Programmes need careful planning, secure funding and active government leadership and community support. To render their tasks successfully, CHWs need regular training and supervision and reliable logistical support. Importantly, governments have to retain their responsibility for essential health services at all levels, including for CHWs programmes. It is their responsibility to ensure that CHWs are, in fact, appropriately and adequately trained and supported by health service staff and communities and that their roles are clearly understood by all role players. This requires political leadership and substantial and consistent resourcing.

Given present pressures on health systems and their proven inability to respond adequately, the existing evidence strongly suggests that, particularly in poor countries, while CHW programmes are not easy, they are a good investment. This is particularly true given that the alternative in reality is NO care for the poor living in geographically peripheral areas. They represent far more than improved service provision and access, however. 

The continued testimony from the community health worker in South Africa’s rural Eastern Cape province demonstrates the personal and social dimensions of health actions that CHWs bring:
“Then the disease called HIV/AIDS started attacking people till it came to my house and attacked my own son. I could not understand this disease which he came with from Cape Town, but I took him to hospital. I was very hurt and heartbroken to see how his whole body was covered with sores, from head to toe, even the softest parts. I took him to hospital. At the hospital I was not told that it was HIV/AIDS, I was told he had TB. After reading his forms carefully, because I could read a little, I discovered that they had diagnosed him with thing [HIV/AIDS]. My frustration worsened, and that is when I decided to give myself to the whole of the village to help other people, especially that I had this bad experience firsthand. I went up and down the ravines of the village working. Many more people were discovered to be infected till this day. I worked harder and harder though, unfortunately, some of those I tried to help could not make it, they died. Some had very bad sores and we frequently washed them. I would take a flask from home and boil water for my patients to keep in it so I could prepare something to eat for them before taking their medication. For some, I would get there and start making fire with wood as we normally do in the rural areas, and warm water to use for his bath. They looked very bad during those days but today you wouldn’t think it’s the same person that I had nursed to recovery” (Eastern Cape community health worker).


Village Health Workers: Essential For Health, Under-Valued By Planners

Rusike I And Chigariro T: Community Working Group On Health, Zimbabwe 

Village health workers (VHWs) were key to Zimbabwe`s successful expansion of primary health care (PHC) in the early 1980s. They played a central role in closing the gap between public health services and communities at local levels, bringing health services outreach to communities, and facilitating community roles in the health delivery system. For example, village health workers and community based distributors were instrumental in implementing the successful Zimbabwe Family Planning Programme, as they helped raise awareness on family planning methods such as condoms and combined oral contraceptives (commonly known as ‘the Pill’), as well as the advantages of child spacing. These efforts are reflected in the expansion of coverage of contraception and reported decrease in fertility rates in the country from 6.5 children per woman in the early 1980s to 4.3 children per woman in 2001.

VHWs continue up to today to augment the work being done by the mainstream health sector: raising awareness, giving health advice, monitoring growth of children under five years, and mobilising communities during out-reach programmes and for immunisation. Mrs. Kaseke a VHW in Mwanza ward (Goromonzi district) echoes these sentiments. One of her roles as a VHW is to mobilise food for chronically ill and home based patients in her area. She also runs community-based growth monitoring clinics on Saturdays. ‘I have a scale that was allocated to me by the clinic when I started as a VHW. Women from my area bring their babies to my homestead. I weigh the babies and record their weight on cards, as it is done at the clinic. I then use the weight records to check if the child is growing well; otherwise I refer the child to the clinic for further assessment’.

VHWs see an important role for themselves in bridging the gap between the community and the health services, as explained by another VHW from Gokwe South District, Musatyanika Wushe: “We are the link between the community and the health department. We advise and refer the community to seek medical attention early, care for home-based ridden patients, and chronic and TB patients on DOTS”. 

Despite these vital functions, the numbers of VHWs and the role played by VHWs has diminished over the past two decades in Zimbabwe. While communities cite low morale due to lack of incentives as the major setback, the VHWs and other health staff point to lack of incentives and supporting resources and protective equipment as a major barrier to their performance.

In their early years, VHWs benefited from incentives such as uniforms, bicycles and allowances, which were meant to enhance their work and motivate them. Bicycles were both a token of appreciation and a tool to enable these volunteers to take their services to a wider population. The allowances they received helped them to buy basic necessities such as soap, so that they could look presentable while they carried out their duties. These incentives are now a thing of the past; and the remaining cadres are at times compelled to use their own resources to ensure that they can continue to serve their communities.

Highlighting the plight of VHWs, Mr. Wushe said, “We, as village health workers, are surprised about how we are handled. The problem is, out of all these duties, our allowances are still as low as ZW$20,000 (about US$0.01) per month, which is received after 12 months. One may be surprised to hear that allowances for December 2006 were received on the 26 of November 2007! We are very much exposed to the world of infection because we do not have protective clothing to put on when attending to home-based patients, most of which may have open wounds. From 2002 up to now,we have tried in vain to request this protective clothing from our district hospital but the response is disheartening”.

In addition to the resource gaps for VHWs, there have also been some changes in roles and responsibilities that have affected their work on health. During the period 1988-1999, the government introduced a multi-purpose cadre, the ‘village community worker’ (VCW). They were introduced under the Ministry of Political Affairs to take up a number of roles, including taking over some roles previously implemented by VHWs. However, unlike the VHWs, VCWs were political appointees, appointed by the ruling party leadership and then employed and trained by the Ministry of Political Affairs. This reporting and accountability structure weakened the link between the community and the health authorities. After calls by communities for the re-introduction of VHWs, the Community Working Group on Health (CWGH), among other civil society groups, lobbied government through the Ministry of Health and Child Welfare to re-introduce this cadre. VHWs were subsequently re-introduced in Zimbabwe in 2001 and over 2,000 VHWs were trained across the nation. While this has been welcome, there is still need to address the barriers to their morale and functioning. 

VHWs have been proposed as one measure to deal with a gap in health worker numbers. While they cannot replace adequately trained staff at primary and district levels of health systems, they are a key cadre in the health system because they are aware of the health needs and aspirations of their communities. This makes them an invaluable asset in advancing community-orientated health delivery and they should be supported. Although the 2008 national health budget in Zimbabwe had a sizable allocation towards VHWs, meetings held in 25 districts where CWGH is operating suggested that this budget is yet to reach the cadres on the ground. The CWGH has thus urged government to work with other stakeholders to create a plan to fully revive the VHW programme, support their work and ensure that resources allocated in the budget for VHWs reach them. 

This is not just a matter for government. As part of civil society, we see that the presence of VHWs in our communities is essential in our quest for equity in health and accessibility of 

health services. We too need to be part of this support. Towards this end, CWGH will be 

documenting the roles and impacts of VHWs in our communities to engage government and other stakeholders to value and resource these roles in the spirit of health for all (Equinet, 2008). 




With the revival of the CHW concept and programmes has come a revival of debates and research about CHWs’ roles, their location, relationships to the formal health sector, and efficiency. One of the great weaknesses of these debates is that they homogenise exceptionally heterogeneous programmes and policies. The concept of “community health workers programmes” is used to refer to such diverse programmes as the national Programa Agente Comunitário de Sáude in Brazil, in which CHWs are state employees working in health teams which also routinely have doctors and nurses who function as supervisors; the Ethiopian Health Extension Worker programme which sees CHWs independently the first level of health services; large-scale volunteer programmes as found in Chhattisgarh, India; small-scale NGO-funded projects; and HIV-related peer support and self-help groups. 

The debate, furthermore, often discusses CHWs who have received one full year of accredited training in the same breath as CHWs who have never received any training but became CHWs to assist family members or neighbours battling with the impact of HIV/AIDS. Clearly, there is need for a much more differentiated understanding and debate about what different types of roles lay or community health workers can play, how they are located within local versions of community and primary health care delivery, and how they can be planned and managed. HR planners and managers as well as academics have work to do in this area.

Despite these conceptual weaknesses, however, and despite the enormous diversity of CHW programmes, the available evidence from all of these programmes is in agreement on a number of issues, as outlined in a WHO (2007) brief - Community Health Workers - what do we know about them?:
	Firstly, CHWs can make a valuable contribution to community development and, more specifically, can improve access to and coverage of communities with basic health services. There is robust evidence that CHWs can undertake actions that lead to improved health outcomes, especially, but not exclusively in the field of child health. However, although they can implement effective interventions, they do not consistently provide services likely to have substantial health impact and the quality of services they provide is sometimes poor. 

Secondly, for CHWs to be able to make an effective contribution, they need to be carefully selected, appropriately trained and, very importantly, adequately and continuously supported. Large-scale CHW systems require substanti l increases – compared to what they have generally enjoyed - in support for training, management, supervision, and logistics. 

Thirdly, CHW programmes are therefore neither the panacea for weak health systems nor 

a cheap option to provide access to health care for under-served populations. Numerous 

programmes have failed in the past because of unrealistic expectations, poor planning and an underestimation of the effort and input required to make them work. This has unnecessarily undermined and damaged the credibility of the CHW concept.

Fourthly, by their very nature, CHW programmes are vulnerable, unless they are driven, owned by and firmly embedded in communities themselves. Where this is not the case, they exist on the geographical and organisational periphery of the formal health system, exposed to the moods of policy swings without the wherewithal to lobby and advocate for their cause, and thus are often fragile and unsustainable. 

Evidence suggests that CHW programmes thrive in mobilised communities but struggle where they are given the responsibility of galvanising and mobilising communities. Examples of successful programmes can thus be found in the wake of community mobilisation efforts, either as part of large-scale political transformation, such as in China or Brazil; or through local mobilisation, often facilitated by non-governmental, community-based or faith-based organisations. In many cases programmes last through the life span of the mobilisation effort and wither or collapse entirely as the momentum of mobilisation is lost.

A key challenge lies in institutionalising and mainstreaming community participation. To date the largest and most successful programme in this regard is the Brazilian Family Health Programme, which has integrated CHWs into its health services and institutionalised community health committees as part of municipal health services to sustain social participation. This means that community participation does not become an alternative but an integral part of the state’s responsibility for health care delivery.

Fifth, the question as to whether CHWs should be volunteers or paid in some form remains controversial. There exists virtually no evidence that volunteerism can be sustained for long periods: as a rule community health workers are poor and expect and require an income. Although in many programmes they are expected to only spend a small amount of time on their health-related duties, leaving time for other bread-winning activities, community demand often requires full-time performance. The reality is that CHWs as a rule and by their very nature provide services in environments where formal health services are inaccessible and people are poor. This also complicates the issue of community financing, which is rarely successful, unless institutionalised as in China in the 1970s and 1980s. Most of the evidence reflects failures of community financing schemes, leading to high drop-out rates and the ultimate collapse of programmes.

Given present pressures on health systems and their proven inability to respond adequately, the existing evidence strongly suggests that, particularly in poor countries, CHW programmes are not an easy, but a good, investment, since the alternative in reality is NO care for the poor living in geographically peripheral areas. While there is a lot to learn, there is a lot we do know about making programmes work better: appropriate selection, continuing education, involvement and reorientation of health service staff and curricula, improvement of supervision and support are non-negotiable requirements. These need political leadership and substantial and consistent resourcing. We need to learn from examples of large-scale successful programmes in this regard, particularly providing longitudinal evidence of what works and what does not work. This presently constitutes the biggest knowledge gap (Excerpt from WHO, 2007). 



There is a vast academic and non-academic literature on community health workers. There are also numerous literature reviews by now. A review conducted by us in the School of Public Health a few years ago can be found below. 
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	Internet Resource

Lehmann, U. & Sanders, D. (2007). Community Health Workers - what do we know about them? A Policy Brief. Evidence and Information for Policy, Department of Human Resources for Health. WHO: Geneva. [Online], Available: (http://www.who.int/entity/hrh/documents/community_health_workers.pdf) [Downloaded: 2/6/11].  


For more on this topic, go to the WHO and Global Health Workforce Alliance websites. 
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	Internet Resource

WHO. WHO Health Workforce. [Online], Available: http://www.who.int/hrh/en)[Downloaded: 2/6/11].
WHO. Global Health Workforce Alliance. [Online], Available: (http://www.who.int/workforcealliance/en) [Downloaded: 2/6/11].


To provide a short illustration of a community-owned volunteer programme which is closely linked, but not absorbed into public health services, we have included a two page case study from Thailand in your Readings sub-folder. 
	Reading
Treerutkuarkul, A. (2008). Thailand’s unsung heroes. Bulletin of the World Health Organisation, 36 (1): 5-6.



In the following section, we discuss a recent development in providing solutions to human resources problems in health systems.

6
Task-shifting 

You may be aware of recent suggestions for the “appropriate delegation” of tasks (or “task shifting”). These are closely linked to the previous discussions about roles, mix of cadres and skills mix. 

In the face of acute staff shortages, particularly in remote areas, as well as in community and primary levels of care, it is argued that attention should be paid to the following questions:

· What services can and should be rendered where (i.e. at what level of service)?

· What skills are required to render these services?

· Who has or can acquire the skills to render these services?

· What health workers cadres (lay and professional) are or can be made available to render health services?

The 2006 World Health Report suggests the following:

Greater efficiencies in workforce performance can be achieved by applying two of the cardinal rules for scaling up interventions effectively: simplification and delegation. Simplification often improves staff productivity by allowing more to be done, with greater consistency, and often by less skilled colleagues. ... Simplification facilitates but is not a prerequisite of task delegation. Tasks related to service delivery can often be carried out as or even more efficiently by less senior staff. Task delegation is especially important in resource-constrained settings where skilled staff are in very short supply (WHO, 2006: 23).
WHO has furthermore developed “Global Recommendations and Guidelines for Task Shifting” which you have received with your resources. The guidelines can also be found in this publication: 

	Additional Resource

WHO. (2008). Task Shifting: Rational Redistribution of Tasks Among Health Workforce Teams - Recommendations and Guidelines for Task Shifting. Geneva: WHO. [Online], Available: http://www.who.int/healthsystems/task_shifting/en [Downloaded: 22 Jan 2012].


While task-shifting undoubtedly holds great potential, not only to address shortages of health workers, but also to bring more appropriate health services closer to communities, it also holds dangers and pitfalls. 

We recently wrote a brief commentary with some international colleagues to draw attention to the benefits and pitfalls of task shifting. Please read the following article and respond to the issues critically, as outlined in the following task.

	Reading
Lehmann, U., van Damme, W., Barten, F. & Sanders, D. (2009). Task-shifting – The answer to the HR crisis in Africa? Human Resources for Health Journal, 7(49): 4 pages.


	Task 3: Task shifting  – The answer to the HR crisis in Africa?
In this commentary, we argue that to be more than just a short-term stop-gap measure, task shifting requires long-term political and financial commitment and a revisiting of the concept of community participation.

a) First of all, do you agree with the arguments made in this paper? Which arguments resonate with your own experience? What would you argue differently?

b) Secondly, think about how task-shifting, community participation, the use of lay- and mid-level cadres is viewed in your context. 

c) Are issues of long-term planning, funding, training, supervision, career-pathing, incentives – all considered vital to successful programmes – addressed systematically?
d) Who are the key actors involved in designing, planning for and managing these programmes?



7
Session Summary
This session has provided an introduction to the challenges, opportunities and current strategies in managing and strengthening the health workforce for Primary Health Care delivery in Africa. Hopefully this has given you some insight and motivation to explore this critical topic further and to share resources in your own context. 

This is the end of your first module. Congratulations on reaching this point: we would really value hearing from you how you found the module, as this is the first time the revised module has been distributed. Please give us as much feedback as possible on the evaluation form which will be circulated, to enable us to refine the mdoule to suit the needs of health professionals like yourselves.

Well done, and good luck with the next phase of your course! 
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	GLOSSARY

This Glossary contains further explanation of terms used in this Module Guide as well as some listings of Internet sites which may be useful to you. It is arranged alphabetically. 




G

Gross Domestic Product (GDP)

Gross Domestic Product (GDP) refers to the monetary value of all finished goods and services produced within a country’s borders in a specific time period – typically within a given year.

One of the common ways of calculating a country’s GDP is to add together all of its expenditures, namely:

· all private consumption, i.e. consumer spending

· all government spending, i.e. government expenditures less government transfer payments such as welfare grants and unemployment payouts

· the sum of all the country’s businesses spending on capital, i.e. fixed assets and increases in inventory), and

· the country’s total net exports (calculated by subtracting the total imports from the total exports as GDP is defined as the output of the domestic economy).

GDP is commonly used as an indicator of the economic health of a country, as well as to gauge a country's standard of living. Critics of using GDP as an economic measure say the statistic does not take into account the underground economy - transactions that, for whatever reason, are not reported to the government. Others say that GDP is not intended to gauge material well-being, but serves as a measure of a nation's productivity, which is unrelated. 

(Investopedia, 2012). 

Related to the GDP, is an indicator termed Gross Domestic Product per capita. This indicator is derived by dividing the GDP by the population of the country. By allocating total production to each head of population, it shows the extent to which the total production of a country can be shared by its population. The growth of real GDP per capita is used to indicate the pace of income per head of the population (UNDP, 2012). However using this – as an indicator of the total well being of the population – given that the measure does not account for the disparities between rich and poor – has also been criticized.

Despite the limitations of GDP, it is widely used as an indicator economic health and wellness of a nation and its society. However, there alternative measures of welfare are available such as, the Genuine Progress Indicator (GPI), Index of Sustainable Economic Welfare (ISEW), Sustainable National Income, Gross National Happiness (GNH), and Human Development Index (HDI) (Gimmie the Scoop, 2012). 

The above definitions have been taken from the following sources:

References
Investopedia. [Online], Available: http://www.investopedia.com/terms/g/gdp.asp#ixzz1kXvwH4Ip [Downloaded: 26.1.12].
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H

Health Information Websites

The following websites may be helpful to you in the course of this module: 

	Name of Database or site
	Url (website address)
	Description

	CDC

	http://www.cdc.gov/
	This site gives data for the United States of America

	Gapminder
	http://www.gapminder.org/downloads/
	Providing free software that visualizes human development. Rosling had advocated for publicly-funded databases to be made accessible to the public and has designed software to connect separate databases so that users, such as ourselves, can compare variables of interest across these databases.

	Google Public Data Explorer
	http://www.google.com/publicdata/explore/
	This gives trend data on World Bank Development Indicators and many other data sets

	*Health Systems Trust
	http://www.hst.org.za/
	This is a South African site which gives access to the publications which give tables of the latest data on health, socio-economic status and health services in South Africa: South Africa Health Review and the District Health Barometer

	*The Human Sciences Research Council
	http://www.hsrc.ac.za/
	Site for South Africa's statutory research agency which conducts research on all aspects of human and social development

	*Medical Research Council
	http://www.mrc.ac.za/
	This is a South African site which gives access to the publications and data.

	The Population Council 
	http://www.popcouncil.org/
	This gives fact sheets, reports, surveys and access to study data on population issues

	*South Africa – Department of Health
	http://www.doh.gov.za/
	South African Health Department

	*Statistics South Africa
	http://www.statssa.gov.za/
	This is a South African site which gives data on surveys done in South Africa

	StopTB Partnership
	http://www.stoptb.org/countries/tbdata.asp/
	Global maps and country-level data on TB

	UNAIDS
	http://www.unaids.org/
	This site gives the latest data and trends in tables and maps on HIV/AIDS, a series of country fact sheets and reports

	UNDP
	http://www.beta.undp.org/undp/en/home.html/
	The Human Development Report (and data) and reports on progress in meeting the Millenium Development Goals are available here

	UNICEF
	http://www.unicef.org/
	Data on child health

	United Nations Department of Economic and Social Affairs 
Population Division
	http://www.un.org/esa/population/
	Provides data and publications on population, migration, urbanisation

	United Nations Population Fund
	http://www.unfpa.org/public/
	Provides data on population, reproductive health, gender equity

	US Census Bureau
	http://www.census.gov/ipc/www/idb/country.php/
	This site which gives data on country censuses done around the world

	WHO Statistics
	http://www.who.int/healthinfo/statistics/en/
	World Health Organisation collates country-level data and organises according to gender, income groups, WHO regions and global aggregates

	WHO. Burden of Disease Statistics
	http://www.who.int/healthinfo/bod/en/
http://www.who.int/healthinfo/global_burden_disease/2004_report_update
http://www.who.int/healthinfo/global_burden_disease/en


	These sites all provide data from the global burden of disease studies

	WHO Mortality Statistics
	http://www.who.int/whosis/mort/profiles/
	This sites provides mortality data



I

International Surveys

	Living Standards Measurement Study
	LSMS
	World Bank

	Integrated Survey/Priority Survey
	IS/PS
	World Bank

	Demographic and Health Survey
	DHS
	United States Agency for International Development (USAID)

	Multiple Indicators Cluster Survey
	MICS
	United Nations Children’s Fund (UNICEF)

	Core Welfare Indicators Questionnaire
	CWIQ
	World Bank

	Labor Force Survey/Child Labor Survey
	LFS/CLS
	International Labor Organization (ILO)

	World Health Survey
	WHS
	WHO


M

MDGs

Further references and databases on the Millenium Development Goals can be found at: 

United Nations Development Programme (UNDP). The Millennium Development Goals. [Online], Available: http:// www.undp.org/mdg [Downloaded: 20.1.12].

UN Statistics Division – Millennium Indicators Database

[Online], Available:  http:// www.mdgs.un.org
The UNDP is the official ‘scorekeeper’ for tracking countries’ progress towards meeting the MDGs.  The UN Statistic Division – Millennium Development Goals Indicators website provides the official data, definitions, methodologies and sources for the indicators to measure progress towards the MDGs.

Millennium Project 

 http:// www.unmillenniumproject.org
In 2002 the United Nations Secretary-General, Kofi Annan, established and commissioned an independent advisory body, The Millennium Project, to develop an action plan for UN member nations to achieve the MDGs.  In 2005 The Millennium Project presented its final recommendations to the Secretary-General in a publication entitled “Investing in Development: A Practical Plan to Achieve the Millennium Development Goals.”

Like the UNDP MDG website, this site also contains a range of publications and resources. What is unique about this site is that it contains information on the concept of the Millennium Development Villages (a pilot initiative to reduce poverty in 12 rural Africa villages) and the various Millennium Project Task Force reports – one of which relates to child and maternal health.

R

Revitalizing Health for All
	Revitalizing Health for All: Learning from Comprehensive Primary Health Care Experiences 
The Revitalizing Health for All: Towards Comprehensive Primary Health Care (RHFA) project began in 2007 as an innovative health research project with approximately 

50 collaborators in nearly 20 countries in Africa, Asia, Latin America, Europe, North America and Australasia. The project will be completed in 2011.  

Whilst the project was jointly coordinated by Professor Ronald Labonte (Canada Research Chair, Institute of Population Health, University of Ottawa) and Professor David Sanders (School of Public Health, University of Western Cape), the umbrella institutional partner was the People’s Health Movement (PHM), an international organization founded in 2000, which has eight founding organizational members and geographic circles throughout the world comprised of health researchers, policy 

makers and civil society activists. Two of its many key campaigns include renewal of Primary Health Care and strengthening the right to health (with a focus on health 

care). Information on the People’s Health Movement can be found at http://www.phmovement.org/
The RHFA project is funded by the Teasdale-Corti Global Health Research Partnership Program of the Canadian Global Health Research Initiative. The overall goal of the 

RHFA project, in collaboration with the PHM, was to enhance the capacities of researchers and research-users to generate and use new CPHC research knowledge 

for policy and program change in specific country contexts.

The three broad objectives of the project were to:

· compile the existing evidence base on CPHC globally and develop a sound and defensible framework for analyzing past and future evidence;

· facilitate a unique 'research-in-action' capacity building program that partners early career researchers, mentors and health practitioners, managers and policy makers to undertake new studies of comprehensive PHC in selected countries; 

· and explore what approaches, methods and tools are most useful in advancing an understanding of, and action on, comprehensive PHC implementation.
The RHFA project has a designated website in which more information on some of the key project partners and research reports can be found.  Importantly, the work of the five African teams based in Ethiopia, Kenya, Democratic Republic of Congo and South Africa can also be found on this website: 

http://www.globalhealthequity.ca/projects/proj_revitalizing/index.shtml/


U

Resources on Urbanisation

The United Nations Human Settlements Programme, UN-HABITAT, is the United Nations agency for human settlements. It is mandated by the UN General Assembly to promote socially and environmentally sustainable towns and cities with the goal of providing adequate shelter for all. Their website gives access to a series of reports.  UN-HABITAT currently publishes a Global Report on Human Settlements every two years which provides up-to-date reports on urbanization, population estimates, infrastructure and access to services, as well as a report called State of the World’s Cities. In 2008 a new report focused on Africa was launched called State of the Africa’s Cities
Their website address is: http://www.unhabitat.org/

The United Nations Statistics Division (UNSD) of the Department of Economic and Social Affairs (DESA) has launched a new internet based data service. UNdata is an internet-based data service which brings UN statistical databases within easy reach of users through a single entry point (http://data.un.org/) from which users can search and download a variety of statistical resources of the UN system, either by browsing the data series or through a keyword search. 

Useful features like Country Profiles, Advanced Search and Glossaries are also provided to aid research. The numerous databases, tables and glossaries containing over 60 million data points cover a wide range of themes including Agriculture, Crime, Education, Employment, Energy, Environment, Health, HIV/AIDS, Human Development, Industry, Information and Communication Technology, National Accounts, Population, Refugees, Tourism, Trade, as well as the Millennium Development Goals indicators. 

Planning Sustainable Cities: Global Report on Human Settlements (2009)

reviews recent urban planning practices and approaches, discusses constraints and   conflicts therein, and identifies innovative approaches that are more responsive to current challenges of urbanization. It notes that traditional approaches to urban planning (particularly in developing countries) have largely failed to promote equitable, efficient and sustainable human settlements and to address twenty-first century challenges, including rapid urbanization, shrinking cities and ageing, climate change and related disasters, urban sprawl and unplanned peri-urbanization, as well as urbanization of poverty and informality. It concludes that new approaches to planning can only be meaningful, and have a greater chance of succeeding, if they effectively address all of these challenges, are participatory and inclusive, as well as linked to contextual socio-political processes.

V

Vertical programmes

Extract from: Ooms, G., Van Damme, W., Baker, B. K., Zeitz, P. & Schrecker, T. (2008).  The 'Diagonal' Approach To Global Fund Financing: A Cure For The Broader Malaise Of Health Systems? Globalization and Health 2008, 4:6 [Online], Available: http://www.globalizationandhealth.com/content/4/1/6 [Downloaded: 23 Jan 2012].
Abstract: The potentially destructive polarisation between 'vertical' financing (aiming for disease-specific results) and 'horizontal' financing (aiming for improved health systems) of health services in developing countries has found its way to the pages of Foreign Affairs and the Financial Times. The opportunity offered by 'diagonal' financing (aiming for disease-specific results through improved health systems) seems to be obscured in this polarisation. 

In April 2007, the board of the Global Fund to fight AIDS, Tuberculosis and Malaria agreed to consider comprehensive country health programmes for financing. The new International Health Partnership Plus, launched in September 2007, will help low-income countries to develop such programmes. The combination could lead the Global Fund to fight AIDS, Tuberculosis and Malaria to a much broader financing scope.
Additional file 2. Global Health Fund Needs. This table illustrates the needs of a Global Health Fund, aiming at increasing government health expenditure to US$40 per person per year by 2015. 

Edwards, N. (2009). Moving Beyond the Rhetoric: Incorporating Horizontal and Vertical Integration into Multiple Intervention Programs [Online], Available: http://www.miptoolkit.com/[Downloaded: 20.1.12]. 

Incorporating vertical and horizontal integration into multiple intervention programs (MIPs) holds great promise for tackling pressing health issues. MIPs are comprehensive programs distinguishable by their deliberately coordinated multi-strategy and multi-level interventions. Edwards suggested that immunization, tobacco control, and injury prevention programs are testament to the success of using a set of strategies to target multiple system levels. However, while the use of multiple strategies is routine in complex programs, targeting local to global systems remains less common. Thus, understanding how to achieve and study vertical and horizontal integration was a fitting theme for this year’s symposium.

Edwards set the stage for symposium discussions by sharing her insights about vertical and horizontal integration and the challenges these approaches face. Verticality reflects a service delivery mode of thinking that considers how all levels of the system must work together to achieve objectives, often to address a specific disease. Vertical programs are effective when rapid responses and time-limited approaches are required for integration of programs into mainstream health services. The eradication of smallpox illustrates the success of a vertical approach. Horizontality refers how to work across sectors, or across departments and organizations.

Despite its merits, arguments against a vertical approach to delivery include: a limited chance for sustainability; neglect of some of the underlying determinants; negative spinoff effects for health systems and non-targeted populations; potential duplication of services; and lack of pooling of funding or resources. Horizontal approaches are similarly criticized, as discussions remain at the policy level (intersectoral action) or at the service delivery sector without attention to differing levels of jurisdiction. Edwards suggested that governance structures and funding arrangements are two key program elements that we must bear in mind as we think about the relative strengths and weaknesses of vertical and horizontal integration. This is because they tend to lock us into particular ways of working that are not necessarily intersectoral. So a question is presented: How do we work within these existing structures that cannot be easily dismantled? …

W

World Bank Classifications of Countries 

This World Bank website shows how each country in the world is classified in terms of LMICs. Take a look at the website, as the colours do not show on this reproduction. Establish how your own country is classified, and consider whether this is an accurate reflection of the economic situation of the whole population. South Africa, for instance, is classified as a Middle Income country but is also highly unequal society: in this instance, the classification masks the situation of a large proportion of the 49,5 million population. 

How the World Bank Classifies Countries 
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[Online], Available: http://data.worldbank.org/about/country-classifications (World Bank , 2011)
The World Health Statistics series

The World Health Statistics series is WHO’s annual compilation of health-related data for

its 193 Member States, and includes a summary of the progress made towards achieving the

health-related Millennium Development Goals (MDGs) and associated targets.

It is compiled using publications and databases produced and maintained by the technical programmes and regional offices of WHO. Indicators have been included on the basis of their relevance to global public health; the availability and quality of the data; and the reliability and

comparability of the resulting estimates. Taken together, these indicators provide a comprehensive summary of the current status of national health and health systems in the following nine areas:

· mortality and burden of disease;

· cause-specific mortality and morbidity;

· selected infectious diseases;

· health service coverage;

· risk factors;

· health workforce, infrastructure and essential medicines;

· health expenditure;

· health inequities; and

· demographic and socioeconomic statistics.

Rationale for the Use of Health Financing
Health financing is a critical component of health systems. National health accounts (NHA) provide a large set of indicators on the basis of the expenditure information collected within a internationally recognized framework. NHA are a synthesis of the financing and spending flows recorded in the operation of a health system, from funding sources to the distribution of funds between providers, and functions of health systems and benefits across geographical, demographic, socio-economic and epidemiological dimensions. 

Health System Indicators Reported

There are two types of indicators.

Health expenditure ratios 

Total expenditure on health as % of gross domestic product 

General government expenditure on health as % of total expenditure on health
Private expenditure on health as % of total expenditure on health
General government expenditure on health as % of total government expenditure
External resources for health as % of total expenditure on health

Social security expenditure on health as % of general government expenditure on health

Out-of-pocket expenditure as % of private expenditure on health 

Private prepaid plans as % of private expenditure on health

Per capita health expenditures 

· Per capita total expenditure on health at average exchange rate (US$)

· Per capita total expenditure on health (PPP int. $)

· Per capita government expenditure on health at average exchange rate (US$)

· Per capita government expenditure on health (PPP int. $)

Data Sources
Health expenditure data are based on National Health Accounts (NHA), which synthesize financing and spending flows recorded in the operation of a health system. However, only a limited number of countries produce full NHA.

Other national sources include public expenditure reports, statistical yearbooks and other periodicals, budgetary documents, national account reports, statistical data on official web sites, nongovernmental organization reports, academic studies and reports and data provided by government ministries and offices.

The United Nations National Account Statistics are the main source for GDP for most countries.

General government expenditure obtained from national accounts of Organization for Economic Cooperation and Development (OECD) countries and International Monetary Fund (IMF) government finance statistics.

http://www.who.int/healthinfo/statistics/indhealthexpenditure/en/index.html accessed 15 November 2010
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Figure 4. How health systems are diverted from PHC core values (WHO, 2008: 11)








These limitations are further discussed in the WHO (2008) report. Although most countries in Africa have adopted a Primary Health Care approach, national health systems need to be evaluated to see if they are rendering services that are accessible, equitable, appropriate and responsive to local health needs; there is also the need to assess whether they are able to facilitate community empowerment and inter-sectoral action to address the social determinants of health. Health system assessments which are framed by the six WHO building blocks (Fig 1) might fail to evaluate these essential parameters (see for example the Nigeria Health System Assessment (2008) by Kombe et al., 2009) which uses the WHO building blocks.
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Note that if you want to include a website in your reference list, this is the format.


WHO. (2011). The top 10 causes of death. [Online], Available: who. http://www.who.int/mediacentre/factsheets/fs310/en/index2.html [Downloaded: 2/6/11].


In the text, you simply write: WHO (2011) or WHO (nd) if it is not dated.











*We have included some South African sites – try to find the sites for the department of health, research agencies and statistical services in your own country
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