District Health Systems and Primary Health Care Approach
Welcome to Unit 1
Welcome to Unit 1 of Health Information Systems. Unit 1 discusses the District Health System and Primary Health Care approach and the information needs for managing health services at this level.

In the first session we introduce the District Health System and the implications for the management of health care services. The Primary Health Care Approach is discussed in the context of managing districts. The reason for this is that the district represents the ideal in the provision of health care. The second session clarifies the key concepts in a DHS highlighting the importance of monitoring and evaluating the key concepts o the DHS.
Study Sessions

There are two Study Sessions in Unit 1:

Session 1: What is a DHS?
Session 2: Key Concepts in a DHS
Session 1 – District Health Systems and Primary Health Care Approach
Introduction
Many countries throughout the world have endorsed two important principles that are relevant to understand the context of this module. Firstly, governments have embraced the Primary Health Care Approach (PHCA); and secondly, the mode of implementation of the approach is through the District Health System. Both of these concepts and their implications will be discussed in this session. 

To plan, monitor and evaluate a health service properly, a reference point is needed to guide these actions. Planning is undertaken to reach a particular point. Monitoring and evaluating is done to check that this point is being reached. These points are set in terms of goals and standards. The specifics of these reference points will naturally vary from context to context, though they should always be generally coherent within a national health system. Increasingly, however, there is global agreement on definitions of quality as it pertains to the provision of health services. We shall therefore refer to some of the major concepts which define the standards towards which health systems aspire. 

Session Contents 

1. What is a District Health System (DHS)?
2. The Primary Health Care Approach (PHCA)
3. DHS and PHCA

There are three readings and 2 tasks in this session. 
Learning Outcomes of this Session 
	Public Health Outcomes 

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

· Define DHS

· Demonstrate an understanding of DHS

· Critique the implementation of DHS

· Describe the PHCA

· Demonstrate an understanding between the development of health systems and the core principles of the PHCA

· Critique the implementation of the PHCA

· Describe how to conduct a situational analysis

· Categorise information for a situational analysis

· Assess access to information to conduct a situational analysis

· Reflect on the implications for strategic and operational planning


Readings 
· Janovsky, Katja & World Health Organization. Division of Strengthening of Health Systems. (‎1988)‎. The challenge of implementation : district health systems for primary health care / [‎prepared by]‎ Katja Janovsky. World Health Organization.  https://apps.who.int/iris/bitstream/handle/10665/62369/WHO_SHS_DHS_88.1_Rev.1.pdf?sequence=1&isAllowed=y
· World Health Organization. The World health report 2003: shaping the future. Chapter 7:105-110. https://www.who.int/whr/2003/en/whr03_en.pdf
· Green, A. 2007. An introduction to health planning for developing health systems. Chapter 7:185-200 Oxford University Press. New York. Oxford.
1 What is a District Health System (DHS)?
The World Health Organisation has recommended that the PHCA be implemented through a District Health System. Districts are said to have the following characteristics (Hall et al, 2005):
· Includes a level 1 hospital

· Has a population that does not exceed 500 000

· The geographical size of it allows the furthest clinic to be reached within approximately 3 hours from the district office

· Are contiguous to other districts and has a clearly defined catchment population

· Are of a reasonable size to ensure effective management

· Possesses a decentralised management team responsible for the delivery of various health services

In South Africa, these characteristics cannot be applied to districts. South Africa embarked on a different strategy in demarcating its districts that were not driven by the health service. As a result, South Africa has much bigger districts. These are at times viewed as unmanageable and necessitated further compartmentalisation, i.e. the subdivision of districts. This gave rise to smaller administrative areas that are known by various names, such as local service areas, sub-districts, local areas, etc. At times, these sub-sections of districts are usually more aligned with the World Health Organisation’s definition of a health district.

The following is a description of South Africa’s implementation of the DHS and extract from PhD thesis: Decentralised Human Resource Management in a District Health System: case studies in the Western Cape Province, South Africa p. 82-88 by Verona Mathews.
Establishment of district health system in South Africa

Primary health care (PHC) has been recognized internationally as the preferred basis for health care for the past 30 years. In 1978, at the International Conference on Primary Health Care held in Alma Ata, the Declaration of Alma Ata was signed. The Declaration formed the basis for the development of the World Health Organisation’s (WHO’s) “Health for All by 2000” campaign, which promoted the DHS as the vehicle for delivery of PHC. Unfortunately the objectives stated were not met, but the principles of PHC remained the same and were affirmed by The World Health Report 2008, “Primary Health Care: Now more than Ever”.  Further endorsement was received by the Sixty-second World Health Assembly on 22 May 2009, which reflects the Assembly “strongly reaffirming the values and principles of primary health care, including equity, solidarity, social justice, universal access to services, multi-sectoral action, decentralization and community participation as the basis for strengthening health systems” (WHO, 2009: 2).
By 1994 and the first democratic South African dispensation, health policies were in place which embraced PHC as the basis for health services and the DHS for delivery of these services. This is evident in the African National Congress Health Plan of 1994, which states that everyone has a right to achieve optimal health and that health services be restructured through the PHC approach, with full community participation and inter-sectoral collaboration. The plan pronounced that services were to be decentralised to the lowest level possible, that they should be people-centred and delivered through a DHS.                  

The Constitution of the Republic of South Africa 1996 assigns health services to national and provincial government, ambulance services to provincial government, and municipal health services to local government, without defining health services and municipal health services.  The 1997 White Paper for Transformation of Health System embraces the vision of a decentralised system which is municipality-based, emphasises that PHC through a DHS will be the focus of the national health system, and that health care services be decentralised to municipal level.

The role of the DHS, according to the White Paper for Transformation of Health System 1997, states that 

this level of the health care system should be responsible for the overall management and control of its health budget, and the provision and/or purchase of a full range of comprehensive primary health care services within its area of jurisdiction. Effective referral networks and systems will be ensured through co-operation with the other health districts. All services will be rendered in collaboration with other governmental, non-governmental and private structures (National Department of Health, 1997: 30).

In response to this transformation, and to decentralising the overall management and control of the health budget to the DHS, public sector managers were empowered with enhanced control over public expenditure through the implementation of the Public Finance Management Act (PFMA) (1999), the Municipal Finance Management Act (MFMA) (2003) and the Public Service Act (1994 as amended). 

Implementation of the district health system 

The Constitution and the policy documents described above formed the basis for the development of health services in the provinces in the early years of democracy, but in the absence of legislation to support these policies, provinces developed different structures and systems for service delivery. At the time, the National Health Act was in draft form and interim measures had to be put in place since the transformation of local government and the health system (in terms of structure and functions) was running concurrently. The White Paper for the Transformation of the Health System 1997 put PHC at the centre of the transformation of the South African National Health System. 
Thus PHC was delivered through a DHS, with the following three possible governance structures, to allow for district variations across the country: 

1. The provincial option, i.e. the province would be responsible for all district health services through the district health manager. (This option could be exercised where there was insufficient independent capacity and infrastructure at the local level). 

2. The statutory district health authority option, i.e. the province, through legislation, would create a district health authority for each health district. (This option could be exercised in instances where no single local authority had the capacity to render comprehensive services). 

3. The local government option, i.e. a local authority would be responsible for all district health services. (This option could be exercised if a local authority, whose boundaries were the same as that of a health district, had the capacity to render comprehensive services) (National Department of Health, 1997).

Provinces followed different routes in developing a DHS: the Free State Province published the Free State Provincial Health Act spelling out the functions and responsibilities of the District Health Authority (which was then still to be created) that would be the governing body of the health district; the Western Cape Province produced a detailed document setting out the way forward to transferring PHC services by the province to local government; the process is described in Box 4.1. Western Cape experience provincialising PHC services  

(Source: Versteeg, Hall, May, Maredi, & de Visser, 2009: 29-30)


below. Ultimately, all the provinces in South Africa adopted the provincial option as the governance structure to provide PHC services.

The success of the process in the Western Cape is attributable in part to a bi-ministerial task team (BMTT) which was established and operated between 1997 and 2000. The task of this BMTT was to assess where primary health care services should best be placed for equitable service delivery. In 2000, the BMTT recommended that all primary health care services be delegated to the City of Cape Town and all category B municipalities in the province. This recommendation was confirmed by a provincial cabinet resolution in 2001. Various capacity and staff audits of all district municipalities were conducted by this task team and contracted consultants. 

In July 2002, the Health MinMEC made the decision to narrowly define municipal health services as environmental health services in the draft Health Act. Based on this narrow definition and the shift in the national position in relation to the delegation of primary health care to local government, the provincial leadership took the decision to pro-actively implement the narrow definition of municipal health services.

The National Health Act of 2003 was enacted in 2005, confirming the approach adopted by the provincial leadership. Pursuant to this enactment, in February 2005, the Western Cape MEC, Pierre Uys together with the executive of South African Local Government Association (SALGA) concluded a framework agreement in Cape Town, governing the transfer of personal primary health care services previously provided by non-metropolitan municipalities to the Western Cape government. A phased approach to this transfer was adopted.

Various task teams were established to consult on the key issues involved in the transfer process. A provincial technical team undertook an audit of all staff members impacted by the transfer. Asset audits were undertaken as a priority. A finance task team was set up to ensure compliance with the Public and Municipal Finance Management Act. All of the role players comprising these task teams met on a regular basis to work through the issues at stake in the provincialization process, in a very detailed and comprehensive manner. All of these various processes culminated in the full transfer of personal primary health to the province. From 1 April 2005, the province fully funded personal primary health care services. On 1 March 2006, the province took operational control of these services in the non-metropolitan areas, as stipulated in the framework agreement.

The consolidation of the district health system in the Western Cape has furthermore been strengthened by the adoption of the service delivery plan known as Health Care 2010. Health Care 2010 is a detailed plan that aims to shape and direct service delivery in the Western Cape with a view to strengthening the DHS, improving access to services by communities and ensuring that the DHS is integrally linked to Regional and Tertiary Hospitals. This would ensure a continuum of care and services that is easily accessible to communities.

The City of Cape Town is the only municipality that continues to deliver PHC in the Western Cape. This is done in terms of a service level agreement concluded with the province. They also have a co-funding arrangement with the province. While there are good intergovernmental relations in the Western Cape that contribute to the synergy between the province and the metro, the current service level agreement and co-funding arrangement is not based on an assignment or delegation of the function to the metro. It is therefore vulnerable to change if political leadership changes or the approach to provincialization in the province changes.

The current position in the Western Cape is: 

· All non- metro municipalities completed the transfer of both assets and personnel to the province before the deadline of 31 July 2007; 

· Numerically, 23 municipalities have transferred the function with 542 individual staff members transferring to the provincial department of health; 

· The metro continues to provide the service on the basis of a co-funding agreement with the province; 

· The metro currently fulfils primary health care services in 98 clinics. The focus of these clinics is mainly promotive and preventative and certain curative aspects of health care for children under 13 years of age. 

· The metro also runs four comprehensive Community Health Centres. 

Box 4.1. Western Cape experience provincialising PHC services  

(Source: Versteeg, Hall, May, Maredi, & de Visser, 2009: 29-30)

The establishment of the DHS was brought about with the promulgation of the National Health Act (NHA) of 2004, providing the legal basis and formalising the minimalist definition of municipal health services and the responsibility for PHC to be with the provincial government. However, the Act makes provision for the assignment of PHC to municipalities if the municipality has the capacity to deliver, and willingness to deliver the full range of services in line with the Constitution. 

	Task: Reflection on the implementation of DHS
1. Reflect on how your country or province/state/region implemented DHS

2. Write a summary on your reflection on the implementation of a DHS. 


Feedback
This task is very context specific and the answers you give would have to fit the specific conditions of your context.  If you would like to get more feedback on what you have written please feel free to share it with the convener of this course.
Now read through the article by WHO (1988) as it describes District Health Systems for Primary Health Care.
	Reading: 

Janovsky, Katja & World Health Organization. Division of Strengthening of Health Systems. (‎1988)‎. The challenge of implementation : district health systems for primary health care / [‎prepared by]‎ Katja Janovsky. Part A pp7-11 and Part C pp65-67. World Health Organization.  https://apps.who.int/iris/bitstream/handle/10665/62369/WHO_SHS_DHS_88.1_Rev.1.pdf?sequence=1&isAllowed=y


2 The Primary Health Care Approach (PHCA)
The PHCA has been extensively covered in the core module, Health, Development and Primary Health Care II, and now would be a good time for you to revise that module, as key concepts from it will be assumed throughout this module.

The DHS is primarily developed to increase the quality and coverage achieved in rendering health services. The recommended health services that should be provided by district health authorities should coincide with the PHCA. 

Most developing countries have committed themselves to follow the PHCA of health service provision as developed and adopted by the International Conference on Primary Health Care, Alma Ata, the Kazakh Soviet Socialist Republic (now Kazakhstan). 6-12 September 1978. The conference adopted the following on Primary Health Care (available http://www.healthydocuments.info/public/doc9p.html):

· “Reflects and evolves from the economic conditions and socio-cultural and political characteristics of the country and its communities and is based on the application of the relevant results of social, biomedical and health services research and public health experience;


· Addresses the main health problems in the community, providing promotive, preventive, curative and rehabilitative services accordingly;


· Includes at least: education concerning prevailing health problems and the methods of preventing and controlling them; promotion of food supply and proper nutrition; an adequate supply of safe water and basic sanitation; maternal and child health care, including family planning; immunisation against the major infectious diseases; prevention and control of locally endemic diseases; appropriate treatment of common diseases and injuries; and provision of essential drugs;


· 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;

· Requires and promotes maximum community and individual self-reliance and participation in the planning, organisation, 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;


· Should be sustained by integrated, functional and mutually supportive referral systems, leading to the progressive improvement of comprehensive health care for all, and giving priority to those most in need;


· Relies, at local and referral levels, on health workers, including physicians, nurses, midwives, auxiliaries and community workers as applicable, as well as traditional practitioners as needed, suitably trained socially and technically to work as a health team and to respond to the expressed health needs of the community.”

The reading below clarifies the concept of the development of health systems that are based on Primary Health Care.  The chapter highlights the core principles of PHC and the system perspective in a changing environment.
	Reading: 

World Health Organization. The World health report 2003: shaping the future. Chapter 7:105-110. https://www.who.int/whr/2003/en/whr03_en.pdf


3 DHS and PHCA
DHS is geared towards provision of population based services.  You have seen in the previous section that districts have been selected in most developing countries as the decentralised locus of health care service provision. We have also seen that the World Health Organisation has defined the numeric limit of the recommended population size within these districts. Therefore, a community or many different communities must be provided with health care services by the district health authority. This means that many health needs are in existence that must be addressed. If one had to try and attend to every individual’s health requirements on a one-on-one basis, it might prove very hard, expensive and time consuming to plan and implement comprehensive district health services. Try to think how every health need could be determined within a district that houses nearly 500 000 people. How could we best get the information and what would the costs involved be? Also, how long would it take? By the time that we have visited each person, the health needs may have changed already, making our expensive exercise a mere historic reflection!

An essential part of the process is to perform a situational analysis in the district.  The reading by Andrew Green describes in detail how to conduct a situational analysis.

	Reading: 

Green, A. 2007. An introduction to health planning for developing health systems. Chapter 7:185-200 Oxford University Press. New York. Oxford.


	Task: Assess the access to information to conduct a situational analysis
1. Read Chapter 7 in Andrew Green’s 2007 An Introduction to Health Planning for Developing Health Systems.

2. Assess with what degree of ease you would be able to gather information on the various data categories proposed by writing a reflection of not more than two paragraphs.
3. List the categories of information that you anticipate would be the most difficult to acquire and state why you think so.
4. What are the implications for you in planning or your next round of strategic or operational 


You could develop a table like the one below to guide your assessment.
	Key content of situational analysis pp. 189
	Information available Yes/No
	Source of Information
	Implication for planning

	
	
	
	

	
	
	
	

	
	
	
	


Feedback
This task is very context specific and the answers you give would have to fit the specific conditions of your context.  If you would like to get more feedback on what you have written please feel free to share it with the convener of this course.

4 Session Summary
This session served as a brief reminder of some of the concepts you have learnt in previous modules. The readings have also been provided to enrich your view of the most important concepts covered in this session. You are encouraged to read them and to perform the tasks set out throughout the text.

References and further readings

· Green, D. (2016). The world’s top 100 economies: 31 countries; 69 corporations. From Global Justice Now (GJN). Available at: https://blogs.worldbank.org/publicsphere/world-s-top-100-economies-31-countries-69-corporations
· Mathews, V. (2018). Decentralisation of Human Resource Management: a case study. PhD Dissertation.
· Hall, Wendy & Ford-Ngomane, Thando & Barron, Peter. (2005). Chapter 4 Health act and the district health system. South African Health Review. Health Systems Trust.
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