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In May 1986 the 39th World Health Assembly adopted a Resolution calling on Member
States to place more emphasis on strengthening district health systems based on primary
health care, and on WHO to provide them with the technical support they need. This call
for action was a reflection of the growing awareness among countries that a major obstacle
to achieving health for all is weak organization and management, particularly at the
intermediate level in the health delivery chain.

But just what is a district health system?

It is a unit of the national health system which at the same time enjoys a certain
degree of autonomy with respect to establishing health priorities, based on local needs.
It operates within a clearly-defined geographical and administrative unit of local
government — which we shall call the "district", though it may have different names in
each country. The size of, and degree of autonomy accorded to the district varies greatly
from country to country, as does the district's population which may be less than 50 000
or more than half a million. The district health system comprises all the resources which
can be mobilized for health: the local populations; sectors which, directly or
indirectly, influence health, such as agriculture, education and communications; and
governmental and non-governmental health institutions such as the district hospital, the
health post and the health centre.

Its value for the effective implementation of primary health care arises from the fact
that it is a manageable unit — small enough for grasping the health needs and
socioeconomic problems of its communities, yet large enough to allow the development of
the technical and managerial resources necessary for appropriate action. When it is
effectively administered, it permits all the sectors involved to play their various roles
in a coordinated manner, so that the entire population has access to health care adapted
to their needs, and at a cost which they, and the country as a whole, can afford.

What exactly do we mean by primary health care?

According to Dr Halfdan Mahler, Director-General of the World Health Organization,
"Primary health care is the answer to those pessimists who hold that many countries,
especially developing ones, cannot afford a health system providing universal coverage."

PHC addresses the main health problems in the community, providing promotive,
preventive, curative and rehabilitative services accordingly. Since these services
reflect and evolve from the economic conditions and social values of the country and its
communities, they vary from country to country, and community to community. They should
include, however, at least the following eight basic elements: 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; immunization
against the major infectious diseases; prevention and control of locally endemic
diseases; appropriate treatment of common diseases and injuries; and the provision of
essential drugs.

Primary health care rests on three fundamental principles:

The community itself must play a greater role in health activities. This implies its
full involvement in the planning, operation and monitoring of PHC. The skills that
community health workers require, and their consequent training vary widely throughout the
world. But whatever their level of skill, it-is 'important••-tha-t "they-understarrd-th-e^Tead.
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- Good health is the result of many factors other than medical care, and these can be
approached best as an integral part of national development. Education, housing,

employment, agriculture, industry, and other sectors play an important role in influencing
the health of a district's population. The primary health care approach emphasizes a
coordinated effort involving action by all these groups.

- Health for All demands a more equitable spread of health resources. This may mean
limiting expensive care for a few, in order to ensure a minimum of essential care to
everyone. It implies special attention to the needs of the weakest and most neglected
groups, whose health is usually poorest. And it often requires adjustment of patterns of
spending and personnel assignment to put greater emphasis on preventive and promotive
programmes, and on areas with relatively fewer resources in relation to their health needs.

Putting ideas such as these into action is not easy, but it is being done on an
enlarging scale. In many cases it involves major changes in the structure of the health
services, to make it more relevant to the health needs of the entire population, and to
lend vital professional knowledge and support to the health efforts of families and
communities. And it usually means reorientation of the attitudes and the activities of
health and other development sectors, to establish real partnerships between institutions
and people for the betterment of society.

When the Thirtieth World Health Assembly decided in 1977 to adopt Health for All by
the Year 2000 through Primary Health Care as the main social target of governments and WHO
for the coming decades, it was setting its sights very high. Yet, it did so in the
knowledge that the world does have the resources to achieve a significant improvement in
health for everybody, now. The involvement of the world community and of the world's
political bodies is crucial to success. For as Dr Mahler says "We must succeed. The
children of today, and those who have not yet been born but who will comprise more than
one-third of the people living in the year 2000, will never forgive us if we do not."1

Why has the Harare conference been convened?

Ten years have elapsed since the Health for All by the Year 2000 target was set, and
the intervening period has witnessed many changes in the organization of primary health
care. Most countries are committed to the goal and are conscious of the vital
contribution to be made by disease prevention and health promotion activities, as well as
by expanding community health services, in making it a reality.

Yet despite their commitment, many countries experience formidable managerial and
financial problems in trying to ensure universal coverage with the essential elements of
primary health care. In some cases community health workers and traditional birth
attendants have received training, only to abandon their tasks after a relatively short
time because they have not received support and supervision for their activities, or been
able to obtain basic equipment or medicaments.

If these problems are to be effectively resolved, countries must have strong district
health systems. This interregional meeting will be the largest ever to address this vital
topic. It will have a threefold objective:

To review the experiences of participating countries in strengthening district
health systems.

- To identify successful approaches for overcoming constraints.

- To formulate concrete proposals and make recommendations aimed at resolving these
constraints, and promoting a wider application of more effective implementation
of district health systems based on primary health care.

1 What is Health for All? World Health, November 1979.
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Excellencies, ladles and gentlemen,

1. I should like in the first place to thank the Government of Zimbabwe for hosting this
important inter-regional meeting which is the first of its kind devoted almost exclusively
to issues of health development in districts.

2. It is an honour for me to welcome all of you on behalf of the co-sponsors (Christian
Medical Commission, Danida, UNDP, UNICEF and USAID). It is very encouraging to note the
large number of participants, the majority of you representing your countries but, in
addition, many representing international and bilateral technical assistance agencies as
well as nongovernmental organizations and training and research institutions. This serves
to underline the fact that the issue of strengthening district health systems is a matter
which all of us must support vigorously.

3. In every liberation struggle there comes a time to re-examine tactics, redefine
targets and take stock of the ability of the troops to achieve the final victory.

A. For experience shows, Mr Chairman, that the fight for freedom is long drawn out and
must be fought on many fronts.

5. Even where commitment to achieving the final objective is total, and where the moral
values underlying the struggle cannot be challenged, except by cynics, the very nature of
the struggle itself, the hard, grinding slog, year after year, and the difficulty to
demonstrate that the war is being won on every front despite the unmistakable pointers of
periodic gains - all of these whittle away at the determination to win.

6. It is my judgement that the struggle in which all of us here today are active
combatants - the struggle to liberate mankind from the burden of unnecessary ill health -
has reached that inevitable phase when we must remobilize for the final push towards
Health for All.

7. It is not by accident that I make these remarks here in Zimbabwe. I make them
precisely because we are in Zimbabwe and because we can all be inspired by the example of
our hosts whose experience has demonstrated to the world that the long drawn out fight for
liberation can be won in the face of the established status quo and a constant undermining
and misrepresentation of the moral basis for the struggle.

Ten years since Alma-Ata

8. During the last fifty years or so, individual countries and WHO have become
increasingly aware of the deficiencies of the health strategies they have been employing.
These have sometimes been based on erroneous concepts. One concept is that associated
with the idea of 'centres of excellence1, whose effects - contrary to the rhetoric -
manifestly fail to 'trickle down1 to the rest of the system. Another concept adopted in
the 50s and early 60s is the tackling of single communicable diseases by means of
time-limited 'vertical campaigns', that were inordinately expensive and failed to tackle
the wide range of health needs felt by the people. Even the technocratic strategy of
basic health services of the late 60s and early 70s, proved to be an insufficient response



page 2

to the problem. Out of these dissatisfactions with the past was born the concept of
primary health care, adopted by the World Health Assembly after the International
Conference on Primary Health Care at Alma-Ata in 1978, as the approach through which the
world's major health problems can best be tackled in order to achieve the goal of Health
for All by the Year 2000.

9. So what shape are we in after ten years of struggle? Are we fighting fit, ready for ;
the final push, towards achieving our goal by AD 2000? ]

10. The Health for All concept has definitely spread rapidly to all countries as a health j
conscience movement far beyond the expectations of those that were at the Alma-Ata
Conference.

11. BUT the worsening economic situation in recent years in most developing countries, and
the adjustment policies that have been instituted by many governments have adversely
affected health programmes to the extent that in some situations the challenge appears to
be slowing the deterioration.

12. Nevertheless, impressive progress has been made in improving health status as measured
by various indices such as infant mortality rate in practically all countries, BUT (why
must there always be a BUT?) some countries, and groups in need within all countries,
still lag far behind the acceptable.

13. Yes, political commitment in words to improving people's health is high BUT the
allocation of resources still remains heavily in favour of urban, hospital-based medical
care.

14. Yes, coverage with immunization, drinking water, maternal and child health care is
steadily increasing BUT in a number of countries hunger and malnutrition are on the
increase because of inequitable food availability, rapid population growth and adjustment
policies which make no provision for protecting the poor and vulnerable.

15. Yes, literacy rates are improving BUT the literacy gap between the sexes is widening
at the very time when awareness of the critical importance to health of adult female
literacy is at an all time high.

16. Yes, progress has been made BUT some of the fundamental principles of primary health
care still remain mere rhetoric in too many countries. Take one of the pillars of primary
health care, namely that of intersectoral action. Here, the synergistic effect of better
nutrition, better sanitation, better education, better housing, as well as better
essential health care, is all too often forgotten in favour of a concentration on reducing
mortality from a few specific diseases. Take another pillar of primary health care,
namely community involvement. Here, quite insufficient progress has been made in enabling
people to take their health into their own hands. In all countries the nature of the
prevalent health problems is such that many essential activities can be undertaken by
ordinary people in their own homes; but in spite of the over-whelming evidence of the
need for health workers to inform people about what is important for their health and
impart to them skills they are capable of applying themselves, conventional
over-medicalisation remains an obstacle to health in many places. Indeed, in most
countries community participation means the execution by volunteers of tasks planned,
defined and directed by health workers and, at best, sanctioned by the local
administration.

District health systems

17. Mr Chairman, in my opening sentence I referred to the need for a re-examination of
tactics, of the methods and procedures through which health for all strategies are being
implemented. **'
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18. The recent evaluation of their national strategies by some 90 per cent of WHO's Member
States, in addition to the facts I have just quoted, brought to light with dramatic and
sobering clarity one particular fact about our tactics which was already known to some
extent but which had failed to attract the attention it deserved. It is that the greatest
obstacle to achieving health for all is weakness in the planning, organization and
management of health systems, particularly at the district level.

19. Although the failure to fill the organizational gap at the intermediate level of
national health systems has much more serious consequences in the poorest, least developed
countries, its negative impact can also be felt in the developed countries where, all too
often, health systems remain geared to reacting to patients when they turn up for medical
repair care rather than taking active measures to keep people healthy so that they turn up
as patients less often.

20. I make that point to strongly emphasize that the problem we are required to face up
to, everywhere, is the need to set in place health systems based on primary health care.

21. That said, it is those who can afford to suffer least who continue to suffer most
because of the inability to mobilize and coordinate, on a sustained basis, all the
potential health-enhacing resources which every nation has at its disposal. I refer to
all the institutions and individuals providing health care in a district, whether
governmental, social security, non-governmental, private, or traditional, as well as
ordinary people's self-care in their communities and the health-related activities of
other socio-economic sectors.

22. It is this interacting complex of services and facilities from village health post to
hospital and of people from village leader to district education officer, from community
health worker to public health nurse, etc. which constitutes the district health system.
But the challenge is how to turn this district health system into one which is truly based
on primary health care so that it can function to full effect. Some tough decisions will
need to be taken, some key problems must be tackled because they simply will not go away.

23. In this respect the first fact to be made clear is that the creation of strong
district health systems based on primary health care cannot and must not be left to the
districts alone. The effectiveness of district health systems will always depend on the
extent of support from the national level.

24. Most importantly this includes a fair and sustained allocation of resources. Thus
ensuring equity in health and health care between districts must be a major responsibility
of the national level. This clearly implies the need to tackle, head on, the issue of
resource allocation. It is a sad but unchallengeable fact that most countries have made
deplorably little headway in this regard. As always there are a few exceptions, one of
which is Zimbabwe, which has successfully redistributed a considerable proportion of the
funds previously allocated unfairly to two hospitals.

25. The second challenge for the national level is decentralization. Central to this
issue is the delegation of decision-making with respect to the use of the resources that
districts have at their disposal. This is right at the heart of political debate in many
countries. Let us not pretend that district health systems will make an impact on
people's ability to lead economically and socially productive lives if they only retain
the role of post offices through which national authorities despatch directives to be
implemented normatively on a nation-wide basis, irrespective of the epidemiological and
operational variations which exist from district to district.

26. I submit that if we all take our collective goal of Health for All as seriously as we
say we do, a most critical tactic which countries would do well to consider is to focus
their limited resources locally on local problems through strong district health systems
based on primary health care.
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Mobilization of local resources •

27. However, a change of tactic towards support for targetted local action can only bring
good results if all resources, funds, manpower, supplies and equipment are mobilized and
rationalized. This is a particularly important caveat at this time when national health
systems are chronically underfinanced and subject to gross inefficiencies in resource use.

28. In many developing countries the ratio of health expenditure to gross national product %
is not even constant, but declining, whilst the ravages of inflation and population growth
further erode the real expenditure on health per capita. In such a critical situation the ,v
need to utilize every cent effectively becomes a critical necessity BUT, (there's that >
word again) precisely because of weak organization and lethargic management, in districts
we see great wastage of available resources and a failure to mobilize and utilize
potential resources such as the efforts of people themselves on their own behalf.

29. Poor horizontal management of a broad range of primary health care programmes in
districts often co-exists with excellent vertical management of special programmes
resulting in loss of opportunities to do more with the available resources. The
concomitant inability to mobilize and rationalize the efforts and potentials of
non-governmental organizations, of community participation and of other health-related
sectors adds to these lost opportunities.

30. As if that were not enough, the impact on the morale of the front-line health workers
in their health stations, health centres and district hospitals provoked by chronic

neglect and poor conditions of service is such as to raise the question of whether or not
many district systems are making any contribution at all to the health and well-being of
the people for whom they are supposed to be responsible.

Fit to fight?

31. In many opening remarks I referred to the need to take stock of our ability to achieve
the final victory of Health for All. Are we fit to fight?

32. It seems to me that the answer is not a resounding Yes1. Some of us are doubtless
suffering from battle fatigue and it seems that all of us must do more, much more, to
improve the morale and the capabilities of our front-line troops.

33. Nevertheless, I am convinced that we know a good deal about what to do. We know that
we must adopt the tactic of rehabilitating and building up our district health systems.
We know many of the obstacles which confront us in doing that, yet we also know something
about how to overcome them. We know where to mobilize and rationalize resources, however
meagre, for the struggle ahead. We recognize the paramount importance of motivating and
re-orienting all health workers, families and communities to primary health care.

34. For those many problems which still remain to be overcome let us be bold and adopt the
approach of learning-by-doing, through the systematic and practical application of health
systems research in districts.

35. Finally, and above all, let us all share our concrete experiences, as in this meeting,
for these may prove to be amongst the most precious resources at our disposal.

WHO support

36. Mr Chairman, ladies and gentlemen, your WHO remains steadfast in its commitment to
support you to build up strong district health systems based on primary health care.
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37. I humbly submit that your WHO has already created most of the necessary tools to
cooperate with countries to initiate and maintain district action programmes. However,
with the exception of a few countries, many of which are represented at this meeting, such
an action programme has not yet penetrated far beyond the central conceptualizing level.
We shall need to be able to do that, and to document the operational process in detail in
a few districts in each specific country setting.

I see four principal possibilities for WHO support.

38. First of all, I envisage a strengthening of WHO support for research and development
in selected districts as a means of finding practical solutions to difficult operational
problems. Linked to that is the pressing need of focusing WHO country budgets on health
systems research designed to boost development of district health systems.

39. Secondly, I envisage support for country-wide action for district development. This
might include technical support for the development of national strategies and plans of
action for district strengthening. It could also comprise support for improving the
planning, management and monitoring of operational procedures for districts, including
integration of individual programmes, training and reorientation of health personnel,
intersectoral action, selection of appropriate technologies.

40. Thirdly, I envisage information support to the promotion of district health systems
through learning material relating inter alia to training, leadership and team
development. Exchange of information about country experiences in developing strong
district health systems will form an important part of this information support.

41. Finally, I envisage WHO support through vigorous mobilization of additional human,
technical and financial resources for strengthening district health systems based on
primary health care. The presence at this meeting of representatives of important
multilateral and bilateral agencies and of a number of training and research institutions
is evidence of increasing interest in strengthening health infrastructure development in
districts as a means of boosting the effectiveness and efficiency of the Health for All
and primary health care implementation.

42. Mr Chairman, ladies and gentlemen, at this historical juncture of your WHO, I can
think, of no better tactic of mobilizing for the struggle towards our goal of Health for
All than a declaration by all Member States of their intention to increasingly commit the
bulk of their national and external health resources to the establishment of strong
district health systems based on primary health care.

43. No words could match such a response to that nagging challenge which has pursued us
all since the Declaration of Alma-Ata, the challenge to put our money where our mouth is I

**********



With these objectives in mind, discussions will be centred around the following key
elements:

- District planning and management

- Community involvement in health

- Intersectoral cooperation within the district health system

- Strengthening manpower within the district

- District financing and resource allocation

The fact sheet "PHC around the world" enclosed with this press kit, describes how six
developing countries have made progress towards achieving Health for All in their
communities. What have their successes to do with strengthening the District Health
System? Everything. Because in each case, a change for the better came about through
decentralization of the health services, and through the improvement of one or more of
these key elements.
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Declaration
of the Harare Conference on

Strengthening District Health Systems
based on Primary Health Care

At our meeting here in Harare a mere twelve years before AD
2000. the date set for achieving the goal of Health for All, we
strongly reaffirm the primary health care approach as the
means to achieve that goal.

Despite impressive progress in implementing primary health
care in many countries, weakness in planning, organization and
management, particularly in districts, represents one of the
greatest obstacles impeding health development. This fact
emerged from an evaluation conducted by 90 percent of WHO
Member States.

We arc convinced that effective intensification of primary health
care depends on comprehensive action based in well-organ-
ized district health systems, as called for by the 1986 World
Health Assembly. With increasing concern to ensure equity
and the sustainabiliry of the impact of accelerated programmes
on primary health problems, we are convinced that the district
provides the best opportunities for identifying the underserved
and for integrating all health interventions needed to improve
the health of the entire population.

A district health system is taken to mean a more or less self-
contained segment ol the national health system which com-
prises a well-defined population living within a clearly defined
administrative and geographical area, either rural or urban, and
all institutions and sectors whose activities contribute to im-
proved health.

We believe that the community and all sectors, Including the
health sector, need to come together for the effective strength-
ening of district health systems, through vigorous Implementa-
tion of the following points for action:



Adopt National Policies
which provide for necessary support to districts.

Decentralize
linancial and manpower management as appro-
priate to encourage llexibilily within districts in
adapting national policies for resource use
according to local priorities.

Develop a District Planning Process
to detine objectives and set targets in each
district with emphasis on those families and
communities most at risk on the basis of a health
inlormalion system to monitor health problems
and resource utilization.

Strengthen Community Involvement
by creating appropriate mechanisms lor providing
support and increasing self-reliance by strength-
ening the knowledge and skills ol communities in
solving health and development problems.

Promote lntersectoral Action
by creating mechanisms to give health concerns
higher priority on the agenda of district develop-
ment and helping each sector define their role in
health activities.

Develop District Leadership
(or primary health care through orientation,
training and continuing education of key individu-
als from all walks ol life.

Mobilize all Possible Resources
for health development, exploring further the role
Of linancing through user-charges, social security
and prepaid schemes, and making better use ot
resources available Irom communities and non-
governmental groups.

Ensure Sustalnablllty
by integrating all programmes into the district
health system and improving the basic manage-
ment skills ot health personnel.

Redefine the Role and
Functioning of Hospitals
wilhin a district as integral parts of the district
health system.

Use Health Systems Research
as a tool tor solving problems of the district health
system, including financing and resource alloca-
tion and to answer the need for health develop-
ment networks to conduct situational analyses
and field studies.

Ensure Equity Between Districts
by allocation of national resources on the basis ot
need.

Although communities and nations will naturally
take responsibility tor the above action, we would
also:

Encourage the Mobilization of
International, Multilateral and i
Bilateral Resources
in support of the implementation of district health
systems based on primary health care, action
research and development, and exchange and
dissemination ol information. National, regional
and global collaboration in this effort, through ap-
proprialo coordination mechanisms, will avoid
wastelul duplication and ensure that support is
provided lor priority areas Such support should
promote national capabilities.


