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SUMMARY AND REC0WENDATIONS 

The health sector of the Ethiopian Fourth Five Year Plan en
visions expansion of basic health services principally through doubling 
the number of health stations from the present 500 to 1,000, and upgrading 
their manpower by staffing each with two health assistants (two years 
health training) in place of the present dressers. 
In both training and
 
health stat1in activity there would be increased emphasis on preventive
 
health, maternal and child health, and family planning, as 
opposed to
 
purely curative services. 
 There would be a moratorium on hospital cons
truction and expenditures for hospital and clinical services would be
 

rationalized.
 

The Team retained by USAID/Ethiopia to review the health sector of
 
the FFYP are of the opinion that these goals are basically sound and in
 
accordance with AID objectives for improved integrated health/nutrition/
 
family planning delivery, and that the case for expansion of basic health
 
services is very strong. 
The financial resources of the IEG appear adequaite
 
to support the proposed expansion, and substantial external resources are
 

available.
 

The absorbtive capacity of the Ministry of Public Health for the in
cremental resource input, and its ability to meet the proposed training
 
and deployment schedule, appear somewhat constrained by several factors
 
including organization and administrative deficiencies; inadequate logistic,
 
transport and communications support; insufficient supervision; and supply
 
deficiencies. 
Many of these constraints can be ameliorated by specific 



low-cost contributions of technical assistance and research support.
 

If provided according to the conditions precedent cited herein, such
 
contributions could effect considerable payoff in FFYP health secttr
 
success for relatively minor investment. Accomplishment of the health
 
sector expansion could, in turn, have considerable impact on the success 
of FFYP development goals; particularly, if economic development and 

health sector expansion progress in concert.
 

Accordingly, the Team recommend that USAID/Ethiopia be receptive and 
prepared to respond to IEG requests for: 

1) 
Technical assistance in management and administration, logistics 
and supply, and supervision at positions of influence within the Ministry 
of Public Health and within the basic health services network.
 

2) 
Support for the health portion of interministerial package pro
grams in rural development, which combine selected inputs of access roads,
 
agriculture, education, water supply, health and sanitation, etc.
 

3) Technical assistance in coordinating into a unified health effort, 
the activities of Governmental units, private voluntary organizations,
 
misnionary gror'ps, 
 and international organizations involved in the support
 

and delivery of health 
care. 

4) Research on indigenous practitioners in Ethiopia:numbers 
and
 
locations, types of services performed, relazionships with rural populations,
 
contraints to their use in delivering health services, and means for utili
zing their abilities in accomplishing the objectives of expanding health/
 
nutrition/family planning delivery to rural populations. 



5) Analysis of Ethiopian health sector strategy, with a subsidiary
 
objective of determining sensitive and crucial points for future AID
 
involvement and the extent to which such involvement would benefit or
 
burden economic development effort. 
A "hard" analysis is recormncnded,
 
including comparison of strategic alternatives, cost-effectiveness analysis,
 
replicability tests, and output indicators for improvement in both prod

uctivity and health status.
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INTRODUCTION
 

During the Lutumn of 1973, in preparation for its Development Assistance
 

Program Submi.ssion (DAPS), USAID/Ethiopia undertook an analysis of the
 

Fourth Five-Year Plan (FFYP) proposed for the Imperial Ethiopian
 

Government (iEG) for the period 1975-79. 
In this connection, and in
 

response to a request by AID/W for particular commentary on the FFYP
 

health sector proposals, the Mission requested an "in-house" sector
 

review of these proposals by a team experienced in LDC health planning.
 

The 	team-selected for this tark comprised:
 

1. 	Edward B. Cross, M.D., Provost of the University of Missouri
 

Medical School (Kansas City), former Assistant Surgeon-General,
 

U.S. Public Health Service, and former Medical Director, U.S.
 

Peace Corps in Ethiopia.
 

2. 
Norman Holly, Human Resources Economist, Bureau for Program and
 

Policy Coordination, AID/W.
 

The sector review was directed primarily to IEG plans and programs for
 

the basic health services. 
It 	also included, however, consideration of
 

health'related activities in which USAID/Ethiopia.is presently involved
 

with regard to Maternal and Child Health/Family Planning (MCH/FP);
 

plans for and timing of integration of basic health services with cate

gorical programs such as malaria eradication; possibilities for a DEIDS

like project (Delivery and Evaluation of Integrated Delivery Services for
 

health/nutrition/family planning); relationships with AID non-health
 

development projects (decentralized local administration, rural roads,
 

etc.) currently underway; end activities contemplated in this area by
 

other assistance donors.
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As a backgroUnd note, the Ethiopian Ministry of Public Health (MOPH) have 

recently assessed progress in the health field against objectives set
 

forth in the Third Five-Year Plan (TFYP). They have also commissioned
 

seven internal task forces to draft a Health Sector Review, which is the
 

current basis for the health component of the Fourth Five-Year Plan. The
 

evolution of IEG plans in the health.field were believed to have reached
 

a point of permitting some preliminary conclusions about relationships
 

between the Health Sector Review and probable IEG activities in health
 

during the FFYP period.
 

It is noted that AID has contributed more than US$ 11 million in grant
 

support of heslth and health-related activities in Ethiopia during the
 

past twenty years, for projects such asi
 

-- Gondar Public Health College 

-- Eritrea nurse training program 

-- Public health advisory services 

-- Public health general support 

-- Public health education 

-- Community water supply 

-- Nutrition survey 

-- Public health demonstration and evaluation projects 

-- Health centers at Makele and Dessie 

-- Malaria eradication, control and surveillance 

Ethiopian well drilling program 

-- Public health cooperative program 

Although USAID/Ethiopia were quite emphatic with the MPH that their sector 

review would not imply nor necessarily presage AID commitment to additional 



health program funding, the Mission did feel a necessity for assessing
 
the IEG priority for health in its FFYP, for learning of various 
sources 
for assistance, and for determining the FFYP constitutes a basis for
 
further exploration of AID interest in Ethiopia as a site for promotion
 

of low cost health delivery programs.
 

The Team's terms of reference were to:
 

a. 
Del-.ermine the main prograimnatic health priorities likely to be
 
pursued by the. M10111 during the IEG Fourth Five-Year Plan. 

b. Identify the goals arid 
objectives of these programs and the
 

possible constraints to achieving them.
 

c. 
Comment on the extent to which achievement of these program
 

goals will contribute a more equitable access to health
 

services (preventive and curative) and the extent to which
 

achievement will result in improvement in the "quality of 

J ife" 

d. Assess the plans for integrating" the basic health services with 
the specialized services, such as Malaria Eradication Service.
 

e. Assess the receptivity of integrating family planning services 

and information into the regular Materinal and Child Health 
services of the Mlinistry of Piblic Health. 

f. Describe the traditional, non-modern system of health education 
and service which operates in rural Ethiopia, including regional/
 

tribal variations if known, and discuss the feasibility of
 
expanding this system in an effort to improve delivery of health
 

services,
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Interviewees included officials of several Government agencies, repre

scittatives of private and voluntary organizations and academicians
 

expert in the subjects of inquiry. They are identified in an appendix to
 

this report. A provincial health department, a health center, a health
 

station and a provincial hospital were also visited, all in Sidamo
 

Province.
 

Of the report that follows, the first section (health care delivery and
 

health education) was drafted by Dr. Cross and the second section
 

(economic and fiscal considerations) was drafted by Mr. Holly. 
The
 

Team members collaborated in the final version of both sections. 

]1DALTH CARE DELIVERY AND JIFALTH EDUCATION 

I. Geographic Setting 

Ethiopia covers 
one million square kilometers and includes a
 

population numbering more than 26 million persons 
-- approximately 19.5
 

persons per square kilometer. 
It varies greatly in topography, from
 

rich fertile high plateaux and plains to semi-desert lowlands to hot
 

desert lands. Steep slopes and escarpment are scattered over much of the
 

country. The rugged topography exacerbdtcs transport and conunication 

problcms, and also is deleterious to climate and the health of its
 

inhabitants. Distinct 3onguages and cultures are to be found throughout 

the country. 
It is estimated that 93 percent of the population reside 

in rural areas, largely in small groups of families, and survive largely 

in a vubsistence agrarian economy. The umajority of these groups are 

located further than ten kilometers from the nearest track, which further
 

complicates transport, communication and water supply; especially during
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rainy seasons, when many of these settlements become completely isolated
 

from the mainstream of activity.
 

Although no census has yet been taken, it is thought that the largest
 

religious denomination is National Coptic Christian (estimated at 40 per

cent of the population). 
 The laws of this church combine Mosaic laws
 

and Christian doctrine, as well as 
some Moslem customs. Many of these
 

laws reflect on health and health practices; e.g., 
more 	than lOu fasting
 

days 	annually, both male and female circumcision, eating only meats killed 

or prepared by another Coptic Christian. Other beliefs, often mixed with 

orthodox religicus beliefs, often nttribute disenscs and disabilities to
 

nonmedical causes. 

II. 	 Health Problems
 

Severe health problems accumulate in such as setting. 
 The IEG has
 

taken significant 
 steps toward their resolution since the establishment
 

of its Ministry of Public Health 
 in 1948; but, as one might well imagine,
 

a great deal remains to be a-complished 
 in reducing morbidity indices
 

toward those of industrialized nations. 
 Resources available to the health 

sector are scant. Ethiopia has n per capita income of only E$ 117 (US$ 56). 

It devotes 5.8 percent of its national recurrent expenditures to health 

roughly, .. 3 percent of its GDi1 -- which is a per capita expenditure of 

E$ 0.95 (us$ c.43). This level of resource investment in health compares 

unfavorably with most developing countries. It is estimated that only 

about 15 percent of Ethiopia's citizens enjoy access to scientific
 

health care.
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Ethiopia's health problems comprise primarily communicable and parasitic
 

diseases, diseases due to or related to enviornmental sanitation, mal

nutrition, etc. It is estimated that approximately 70 percent of all
 

illness in Ethiopia is preventable by simple modern public health practice.
 

This augers well for and should justify strong emphasis on public health
 

and preventive service programs as part of basic health services; justifiable
 

not only in cost-benefit terms but also for enabling coverage of a larger
 

proportion of the population for a given resource investment than would be
 

possible in the supply of curative services.
 

Ethiopia's health problems are well described in the report of the special
 

steering comnnittee for the Health Sector Review, dated April 17th, 1973, 

"Like all other poor countries, Ethiopia suffers from a great burden of
 

disease. It cannot afford to spend large sums of money on health and will
 

not be able to do so in the immediately foreseeable future. But it does
 

not have to remain saddled with this burden indefinitely. This is be

cause most of those diseases arc preventiblc.
 

"Communicable diseases and nutritional deficiencies axe responsible for 

the vast bulk of the country's ill-health. They occur with greatest
 

incidence and severity in young children, who suffer extremelr high
 

morbidity and mortality rates. They are also wide-spread amongst the
 

adult population. They cause chronic ill-health and decreased work 

capacity. They severely affect the health of women of -miildbearing age, 

increase the hazards of pregnancy, child-birth and suckling, and often 

impair the health and prospects for survival of the babies. 

YIEG/MO1J: Health Sector Revicw, Fourth Five-Year Plan. Addis Ababa, 
April .7,1973 (stencil).
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"Intestinal infections and parasites, malaria, eye and skin infections,
 

venereal disEases, measles, pertussis, tuberculosis, leprosy and smallpox,
 

together with nutritional deficiencies, constitute the major diseases of
 

this country.
 

"Prevention (together with basic curative services) can improve the health
 

of the mass of the people within a possible health budget. It is relatively
 

cheap and it can be made effective. 
It alone can break the vicious circle
 

of disease-treatment-recurrent disease.
 

"Early diagnosis and treatment of some diseases can prevent the outbreak
 

of epidemics and halt their possible spread. 
Simple, inexpensive rmethods
 

for rendering water safe to drink can prevent many diseases. 
With practical
 

health education and sufficient encouragement, people can do more for their
 

own health preservation than health services can do for them. 
This is
 

particularly true in bringing up healthy children.
 

"A predominanty curative approach to the diseases of the country continues
 

to allow people to fall ill. 
It does not reduce the occuran-e of diseases
 

in the country; neither does it improve the people's health. 
It merely
 

provides treatment, which may or may not prove effective.
 

"Curative medicine, by its very nature, readily becomes costly. 
It often
 

requires highly skilled personnel, sophisticated diagnostic facilities,
 

drug treatment and hospitalization - all very exper-:4ive items. Essential
 

curative services must be made available for everyne in the country, and
 

indeed often form part of the work of prevention. But purely curative
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medicine must not be allowed to detract from the vital work of prevention,
 

and it must not become so elaborate that it can only be afforded by a
 

small minority of the population.
 

"In Ethiopia, tha main preventive actions needed are:
 

1) cnvt'onmuental sanitation, especially the provision of safe
 

drinking water
 

2) immunization
 

3) 	health education, especially in relation to hygienic practices,
 

environmental sanitation and childhood nutrition
 

4) early treatment and case-finding of certain diseases (notably
 

VD, leprosy and TB)
 

5) certain special actions like insecticide-spraying for malaria.
 

"These preventive actions, together with basic curative services, constitute 

the inutied-Lato health needs of the country. At present about 15% of the 

population obtain any organized health care - mainly in the form of 

curative service."
 

III. Health Care Resources
 

It is estimated that approximately 40% of the health services in the
 

country are provided by non-IEG resources (outside the cities about 70%).
 

A. Ministry of Public Health: 

1. Health Facilities: 

Hospitals 

Health Centers 

42 (5,500 bcls 

93 

Henlth Stations 500 + 



Of the total number of hospitals operated by the MOPH, 47% of the beds 

(excluding the Duke of Harrar Hospital) are located in Asmara and Addis
 

Ababa. It has been estimated that for these two cities the ratio of
 

hospital beds to population is 1:500, whereas in the remainder of the
 

country the ratio is 1:5,000. The hospitals in Addis Ababa and Asmara
 

utilize approximately 30% of the recurrent annual expenditures for health,
 

whereas the remainder of the hospitals together utilize less than 20%
 

of such expenditures. 
 (These figures exclude the Duke of Harrar Hospital.)
 

Although the provincial and district hospitals, which complete the rural
 

hospital system, need improvement and consolidation, this will. become a
 

second priority to the expansion of health stations and health centers in
 

the FFYP.
 

The key elements in the rural basic health services delivery system are
 

the health centers (114 by 1974, at least one for every awraja) and health
 

stations (500 + by 1974).
 

2. Health Manpower:
 

(a) Physicians:
 

There are 375 physicians in the country at the present
 

time, of which 1.78 are Ethiopian. The majority of the physicians are 

employed by the MO11. With the projected graduation of 135 physicians 

by HSIU Medical School during the FFYP and the return of 80 physicians 

from abroad, the number of Ethiopian physicians alone will rise to 350. 

Physicians trained at IEG expense must serve an obligatory period of two 

years in the M01P. The new graduates of HSIU Medical School must serve 

in the rural health services for this period of time. Consequently, 
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twelve of the fourteen Provincial Medical Officers of Health posts are
 

filled by Ethiopian Physicians. 
The remaining two provincial health
 

departments have Ethiopian physicians serving as 
Deputy 	PMOHS.
 

(b) 	Health Officers:
 

Health Officers (Gondar Public Health graduates) axe
 

the backbone of the rural health care delivery system in Ethiopia.. Since
 

its establishment, Gondar P.H. College has graduated 348 Health Officers.
 

At present there 238axe employed by the MOPH, 	 serving in health centers, 

provincial health departments, in hospitals and special programs. 
 It 

should 	be noted that 27 of the previously trained Health Officers have
 

become 	physi cians. 

(c) Community Nurses:
 

Gondar trained community nurses are the second key
 

health manpower category of the rural health services delivery system.
 

At present there are 175 Community Nurses serving in the MOPH. This
 

nunber will be expanded to 268 coiunwity nurses during the FFYP, to
 

work in PRD, 
 health 	centers and special programs. 

(d) Sanitarians:
 

Sanitarians are the third strategically important
 

health 	manpover element thein rural health services delivery system. 

Presently there are 172 sanitarians employed by the MOPH, serving primarily 

in MD's, provincial hospitals and health 	centers. 

(e) 	 Graduate or Registered Nurses:
 

There are presently more 
 than 800 registered nurses in 
the coutry, the majority being employed by the MOPI1. isThere an 



estimated shortage of more than 600 RN's in the country at present. 
The
 

majority of RN's are employed in hospitals, mostly employed in Addis
 

Ababa and Asmara. 

(f) Dressers:
 

There are over 1,000 advanced dressers, approximately
 

1,200 elemertary dressers, making a total of approximately 3,000 of all
 

types. Most of these dressers are employed by MOPH, staffing health
 

stations (more than 1,000) and provincial and district hospitals.
 

B. Voluntary Agencies and/or Non-IEG
 

Voluntary agencies and/or non-IEG health agencies
 

provide a significant proportion of the services and resources for health
 

care delivery in Ethiopia, e.pecially in rw., areas. Altogether there 

are 25 different mission operations comprising about 150 medical units.
 

Some of the more important operations are:
 

1. Haile Sellassie I Foundation:
 

This is a private non-profit foundation, conceived and
 

founded by His Imperial Majesty Haile Sellassie I in 1955. The H-SIF hold
 

assets totaling over ES 38 million (up from E$ 3 million originally),
 

largely in land and property. In addition to its social welfare con

tributions, the HSIF operates eight hospitals and clinics, and a mobile
 

eye clinic, as follows:
 

Hiil Sellassie I Hospitals (240 bed.l); The Tesemi Aba 

Yirga and Kebebush Dosta Eye Clinc (43 beds); ]rI,. Pediatric Clinic;
 

St. Paul's Hospital (00 beds) Ganda Memorial J]osp.tal (73 beds),
 

Leul Ras Makonnen Hospital, Harrar (160 beds); St. M1ary's Hospital, Axum
 

(110 beds); Mobile Eye Clinic; Maternal and Child Health Services
 



-12

programs; and Family Guidance Services (in conjunction with the Ethiopian
 

Family 	Guidr.nce Association which is under the HSIF).
 

2. 	Ethiopian Women's Welfare Association:
 

The EWWA was founded and chartered in 1941 as 
a private
 
non-profit organization by His Imperial Majesty Haile Sellassie I. 
It
 

has made a significant contribution in the financi:i 
 and support of.
 

health education and social welfare programs in its more than 30 years
 
operation. 
The following are some of its activities in health and
 

health related fields:
 

(a) Adult Education and Social Action:
 

Princess Tenegne Work School and District Cer1hers at
 
Kolfe, Entoto, Mokakelegna and Yeka, providing education for women in home
 
and child care, literacy, crafts, sewing and family life.
 

(b) 	Maternal and Child Health Clinics: 

Five Mobile MCH Clinics in Addis Ababa (3) and in two
 
rural villages 30 and 55 km., 
from Addis Ababa. 
There is a doctor, a
 
nurse and supporting staff working at all times in each Mobile Clinic. 
These
 
clinics served over 97,000 women and children during the past year.
 

3. 	 Sudan Interior Mission: 

The SIM is very active in health, Paxticularly in leprosy 
treatment and rehabilitation, and trachoma and eye disease services. 

Following is a list of the hospitals and clinics SIM operates:
 

Laimo 	General Hospital (Shoa) (25 beds); PTtIS Hospital (50 beds)
 
and Leprosy Clinc, Shashamane; Shashamane General Hospital (50 beds); 
Prince Makonnen Hospital, Dilla, (50 beds); Soddo 	General Hospital (101 beds); 
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Sellassie Hospital and public health services, Dessie (29 beds); and
 

Kallaffo Clinic, Harrar. 
The SIM empl6ys 39 RN's, 6 physicians-and
 

80 dressers. 
It reported 5,200 hospital admissions and 317,840 out

patient visits last year. 
The SIM operates a leprosy control program
 

in Dessic (5,000 patients, 47 market clinics visited weekly or fort

nightly, 8 airstrips) and in Sheshamane (8,500 patients, 45 market clinics
 

visited weekly or fortnightly); 
as well as a dressers training school in
 

Soddo.
 

4. Seventh-Day Adventist Mission:
 

This Mission is very active in the health field and has
 
a good reputation for providing quality health services in the country.
 

The mission operates four hospitals and clinics as follows:
 

Hospitals Hospital beds Clinics 

Addis Ababa 110 2 

Dessie 50 1 
Debre Tabor 45. 2 

Gimbe 45 2 

In additJon ths Missiun is beginning a flying physicians service, where 

physicians will be flown to clinics and hospitals for consultations and 

medical supervision of clinics. 

The medical staff of the Seventh-Day Adventist mission includes 10 physicians,
 

29 Ethiopian RN's (2 involved in nurse training) and 10 foreign RN's (5 in

volved in nurse training), and 115 dressers.
 



In addition the Mission operates a nurse training program and a dresser
 

training program.
 

It is 	of interest that the Seventh-Day Adventist Hospital in Addis Ababa
 

(Empress Zauditou Hospital) has built in audio systems at each bed, which
 

is being used for health education programs for patients.
 

5. Church World Services:
 

Carries out leprosy program and supplies family planning
 

kits through hospitals and clinics.
 

6. Mennonite Central Committee:
 

Operates hospitals and clinics at Deder, Bedeno and
 

Nazareth.
 

7. 	Medical Assistant Program:
 

Provides assistance to several mission hospitals and clinics.
 

8. Family Guidance Association of Ethiopia: 

This is a private voluntary agency which is providing support 

and assistance in educational programs and clinics for family planning
 

services, in association with other voluntary and governmental groups and
 

clinics. 
It is 	funded by IPPF/London at about US $100,000/year.
 

9. Medical Mission Sisters:
 

Provides financial and personnel support for hospitals, 14C1I
 

clinics, out-patient clinics mobile health units, and dispensaries, and
 

also operates training programs for nurses, nurse aides, midwife and
 

medical tochnicians. 



Representatives of several voluntary agencies indicated a desire to plan
 
and work more closely with the Ministry of Public Health. 
Only within the
 

last 2-3 years has there been any opportunity for significant dialogue
 

between the groups in this regard. 
Approximately three years ago an 
annual workshop was initiated for voluntary health agencies' representatives
 

and the Ministry of Public Health. 
Some agency representatives expressed 

a hope that this would lead to more significant dialogue and better coordin

ations with lie MOPH. 

C. 
Other Health Resources:
 

1. TNICEF: 
From 1954 to present, UNICEF has contributed rore
 
than U.S. $3 million for health services programs, more than US $86,000
 

for child feeding programs, and US $132,000 for training nutrition workers 

and home economists. 

UNICEF has had a long term commitment and maintains continuing interest
 

in support of health service programs in Ethiopia, especially training
 

programs, provision of transport and communication, and nutrition.
 

2. 
Swedish International Development Agency (SIDA):
 

The Swedish Development Agency has been a major contributor
 
in health in Ethiopia, having contributed several millions of dollars over
 
the past twenty odd years. 
This support has been in the following areas:
 

- Ethio-Swedish Pediatric Clinic, Addis Ababa, (including
 

provision (f professional medical 
 staff). 

- Ethio-Swedish Health CnterPr -oect 

Assisted in the deve.opment of basic health services in 
Wollga, Illubabor and Arussi Provinces, including supplying professional. 



publl.c hcalth staff, clinic and hospital buildings, vehicles, water supply,
 

and sanitation programs. 
Also, SIDA has recently announced the construction
 

of two new health centers and twelve new clinics in Arussi Province.
 

- Experts and volunteers in the health sector
 

Provides two physician public health advisors and two
 

physicians to the medical faculty of the Medical College. 
Also provides
 

several volunteer health workers to various health programs in the
 

country.
 

- Ethiopian Nutrition Institute
 

SIDA was responsible for the establishment and operation
 

of this institute, which was first known as the Ethio-Swedish Dutrition
 

Institute. 
In the past several years its activities have focused pri

marily on nutrition research, however more recently it has become involved
 

with high protein concentrated food production such as Faffa. 
There is
 

current discussion on possibly separating ENI from the MOPH, and having
 

it serve as the focus for nutrition research, national nutrition policy
 

and strategy, and commercial production of new foodstuff.
 

3. U.S. Agency for International Development:
 

US. AID has been one of the major contributors to health 

programs in Ethiopia over the past, having contributed more than $11 

million (U.S.) in grant support of health and health related activities 

during the past 20 years. (See above). 

4. Federal Republic of Germany:
 

The German Government has contributed several million dollars
 

for support of health activities in Ethiopia over the past fifteen years.
 



This assistance has been in the support of such projects and activities
 

as follows:
 

Provision of professional medical staff personnel at HSI
 

Hospital in Addis Ababa; construction of hospital and living quarters,
 
and provision of professional health personnel at Feleghe Hiwot Hospital,
 

Bahar Dar; provision of basic health services in Gojjarn Province,
 

(including professional staff, mobile health teams, drugs and training
 

of auxiliary health workers); construction of the Leprosy Relief Center,
 

Bisidimo; and assistance in the construction of the nurse 
training school
 

at St. Paul's Hospital.
 

5. U.S.S.R.:
 

Russia has made a significant contribution to health
 

activities in Ethiopia, particularly in Addis Ababa. 
Thirty eight
 

Soviet physicians and interpreters staff the Dejazmach Balcha Hospital in
 

Addis, and 
other staff have been provided in past. 

D. Traditional Health Workers: 

It has been estimated that traditional health workers (e.g. midwives, 
wogeshas (Snu'geon-herhnists), drug vendors, and zars (spirit healers) 

provide a large proportion of health care, particularly areasin where 

organized basic health serv.ces are not provided. Leading this entire 

group in this I'espect are the traditional midwives (birth attendants) who 

are estimated to deliver the vast majority of babies in the country. 

(It is estimated that not thanmore 3-5% of rural. deliveries occur in 

health institutions). This poses great heaith problems in cases where 
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the untrained midwife is in attendance for complicated deliveries and
 

because of unsanitary practices leading to postpartum and neonatal
 

infections. Complicated deliveries often lead to damaged or dead babies,
 

and traumatic gynecological injuries or death of the mothers. There are 

no accurate statistics as to the number of such practitioners in the.
 

country. 

Currently, ISIU and EWWA operate a pilot training program for traditional 

birth attendants. The wogesha (surgeon-herbalist) is reputed to be
 

popular amoi.g many, particularly in the rural areas. He is reputed to 

perform such surgery as cutting of the soft-palate (uvula) for sore
 

throats and extracting canine teeth in children for diarrhea, etc.,
 

both of which are considered poor medical practices. It is difficult to
 

substantinte the extent of such activities, inasmuch as the wogeshas are 

able to perform secretly. 

The debteras (religious spirit healers) and the zars (spirit healers) 

operate primarily on a psychic or supernatural basis in the case of the 

former, and on an evil spirit (demons) basis in the later. Very little 

documented description has been recorded of the impact, nature of 

activities, and numbers of such practitioners in the country. On the 

surface it would seem that they may represent a large potential source 

of health care, if their talents could be harnessed and directed in a 

medically acceptable direction. 
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IV. Fourth Five Year Health Plan for Ethiopia
 

A. Background: 

Over the past 10-15 years Ethiopia has attempted to overcome
 

deficiencies in health care delivery through the establishment of a rural
 

basic health services delivery system. 
The key elements in this system,
 

in terms of facilities are the provincial health departments, provincial
 

hospitals, health centers and health stations. 
In terms of manpower, key
 

personnel are the Provincial Medical Officer (physician); a Gondar Public
 

Health College trained team (health officers, community nturses and
 

sanitarians); laboratory technologists; and dressers (manning health
 

stations). 
The health stations are considered as outposts or "entry
 

points" into the basic heulth care system, whereas the health centers 

were intended to serve as secondary referral centers, in addition to
 

providing priinary health c;,re 
services. The provincial hospitals were
 

designed to serve for in-patient care and as tertiary referral centers.
 

The Provincial Medical Officer of Health (PIIii) was the modictil officer 

(physician) who was to preside over and supervise this rural health care 

delivery system at the Provincial level. 
This system was also Jesigned
 

to provide both curative and preventive health services. 

Over the past several years it has been realized that this health care 

delivery system was neither functioning intendedas nor efficient in terms 

of numbers of people served; that it provided mostly curative services 

rather than prevcntive serices; fnd that it lached ('oordjInation. These 

deficiencien have been attributed to: 

- Management and abninistrative problems at all levels. 

- Lock of' appropriate supervision at all levels of the system. 
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- Lack of clear definition of roles and responsibilities at all
 

levels.
 

-
Lack of adequate operational budget and/or supplies and equipment
 

for such things as transport, gasoline, drugs, surgical supplies, 

etc.
 

B. Objectives of the FFYP: 

In &n attempt to resolve many of the problems of the existing
 

system, while at the same time attempting to reach a greater portion of
 

the population, the MOP has set the following objectives in its proposed
 

FFYP for Health:
 

1. Expansion theof system by. increasing number of health stations 

by 500 (1000 total) and health center by 20 (13I). 

2. Staffing the health stations with a.new cadre of health
 

worker (health assistant) and training 1,000 of these during the FFYP
 

period. 
This new cadre would be trained with a primary emphasis on pre

ventive as opposed to curative services.
 

3. 
Improving existing health stations by retraining dressers
 

in areas of public health and preventive health services, plus improving
 

supervislon of the licalth stations. 

4. Improving the entire system by:
 

- Decentralization 
of authority down to the provincial and 

awraja levels.
 

-
Providing adequate budget for operations, supplies, equipment,
 

drugs, gasoline, and capita]. expenditures, including spending
 

authority to the IMOH. 
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- Clearly defining roles and responsibilities for all
 

personnel and at all levels.
 

- Providing adequate staff t.all levels of the rural health 
delivery system, including for supervisory responsibilities. 

- Integration of Special Services Programs with Basic Health 

Services as 
early as possible.
 

5. Improving Maternal and Child Health by: 
-tPreventing malnutrition of children by health education, 

regular surveillance of children's weight status, and 
cooperation with agricultural schemes.
 

- Prevention 
of caildhood infections by immunizations and 
health education, in cooperation with environmental 

sanitation and CDC activities.
 

- Provision of better ante-natal care, i.e., screening
 
pregnant women at risk and provision of institutional
 

delivery for complicated 
cases.
 

- Improving the practices of traditional birth attendants
 
through training and cooperative working arrangements.
 

- Provision of basic health services for mothers and children
 
throughout the health care delivery system.
 

6. Improving School Health Services by: 
- Setting tip a coordinating comnittee with the Ministry of 

Education for the implemcnting of joint program.s. 
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-
Providing health education training of school teachers.
 

-
Working with the Ministry of Education to make health
 

education a part of the curriculum.
 

" Encouraging teachers, school personnel and students to
 
develop self-help projects in health, nutrition and
 

environmental sanitation.
 

- Working with the Ministry of Education to insure maintaining
 

adequate levels of immunization of students.
 

7. Improving the Nutritional Level of Population:
 

-
Continuing to expand on the efforts and activities of the
 
Ethiopian Nutrition Institute in the area of research,
 

surveys, education, food'production, 
etc.
 

- Developing now and distinct role for ENI to enable it to
 
function more effectively in development of national
 
nutritional strategy and national nutritional policy.
 

- Requiring all health units of the MPH, especially MCH 
Clinics, he maximally engaged in nutrition education and 
MPH participate in rural development schemes in regards to 
food production and distribution.
 

8. Improving Enviro nental Health Conditions by: 
- Working with other agencies, such ad Municialities Water 
Resources Commission, Ministry of Public Works, etc., to 
provide a safe water supply, proper waste disposal, and
 

safe food for ingestion.
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Setting up demonstration projects for providing safe
 

water supply in rural area. 

-
Providing technical assistance for development of water
 

supplies, sewage disposal, etc.
 

- Providing education and training to general public, food
 

handlers, community development workers, teachers, etc.
 

9. 	 Communicable Disease Control by:
 

- Improving environmiental sanitation
 

- Immunizations
 

- Health education, particularly in regards to personal
 

hygiene and environmental sanitation.
 

-
Early case finding and treatment of diseases such as V.D.,
 

T.B., leprosy, malaria and trachoma.
 

-
Certain special activities as spraying for malaria
 

prophyloxis.
 

- Assigning a CDC officer to each PED. 

10. 	Anti-Malarial (Control) Program:
 

- Improving upon the gni ns made in Area "A" by continuing 

present activity.
 

- Extending services to new developmcnt areas as necessary.
 

- Training MES employees in malaria public health education 

and 	 detection and reporting of 	major comnunicable diseases. 

- Prov, ling some health services in areas where organized 

health scrivices do not exist. 
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- Carrying out applied research in malaria control as 

practicable. 

- Conducting necessary studies to define the malaria problem, 

control epidemics and determine cyclic trends of malaria.
 

- Working with other units in the MIPH to study feasibility
 

and strategy for integrating Malaria Eradication Ser\ ice.
 

With the Dasic Health Service, whenever and wherever possible.
 

11. 	 Improving Health Education by: 

- Convening a committee of all pertinent agencies within and
 

outside the MOPH for overall health education planning
 

and 	 implementation. 

- Appointing an Ethiopian-trE.ined health educator to
 

each 	Public Health Departaent.
 

- Assigning full responsiility to the MORI Division of 

Health Education for development and administration of all
 

health education programs. 

12. 	 Improving Health and Vital Statistics by: 

- Setting up a reporting system for all major diseases. 

- Setting up a reporting system and data collection system
 

at the provIncial level.
 

- Assignmont of a statistical clerk at the PRD.
 

- Strengthening 
 the staff and resource capability of the 

Division of health Statistoics to enable it to function more 

effect ively.
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Throughout all of the stated objectives of the FFYP, the central theme
 
is 	improvement and expansion of Basic Health Services. 
It is proposed 
to do this through integration of health service programs, coordination 
of health programs, and rationalization of services, such as urban 

hospital programs.
 

C. 	 Aspects of Health Care Delivery under the FFYP 

1. 	Overview
 

At this writing the FFYP is being reviewed and amended by
 

the Planning Commission Office preparatory to presentation
 

for 	IEG approval.
 

The Team wish to state from the outset that the IEG/MOPH 

deserve great praise for their foresight and concern in 
formulating the FFYP health sector. The authors and their
 

superiors have submitted a proposal that recasts priorities
 

for 	health services toward citizens suffering low income
 
and living in rural areas, where health needs are the greatest.
 

Their determination to improve equity in the distribution of
 

health care 
comes through clearly.
 

The Team's initial reservations to the plan concerned the
 
ability of the lEG to marshall sufficient resources for the
 
plan's implementation. 
These reservations were quickly
 

'mollified (see analysis below), and 	 the Team's concern was 
directed to the 	question of managerial, organizational and 
administrative capability to 	carry out the plan's objectives. 

This concern reappeared repeatedly in discussions with 
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knowledgeable persons within and outside the MOPH. 
It
 

would appear that deficiencies in this arca have not yet
 

been overcome, and that external assistance here would be
 

very beneficial to the success of the plan.
 

On several occassions as the Team discussed the FFYP with
 

individuals within the MPH, it appeared that one unit would
 

be 	planning for carrying out its portion of the plan, being 

oblivious of inter-relationships and possible constraints.
 

There appeared to have been initial inputs into the plan by
 

various individuals, and some appeared to be planning on
 

the basis of the initial draft of the plan without being 

cognizant of the consensus of the FIYP. 

2. 	Comments on Objectives of FFYP;
 

The following comments are made in connection with each of
 

t]:e 	 several objectives of the FFYP: 

(a) 	Ex-pansion of the System:-


Inasmuch as there is the general consensus that the 

present operation of the existing 1.O0 Health Centers 

and 500 Health Stations is seriously deficient, the 

question naturally is raised regarding the expanisor; of 

facilities before correcting known deficiencies in the 

system. It would require at least the first two years 

of 	the FFYP period to plan the training program for
 

Health Assistants; to train the Health Assistants, and
 

to plan and construct 100 new health stations. The 

question then becomes, can the IEG utilize this time period3 

to clear up some of the deficiencies in the present system? 
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Some of these deficiences referred to are lack of
 

supervision of health stations; lack of public health
 

training and orientation of Dressers serving in health
 

stations; and lack of appropriate preventive health 

service activity by the health center staff. 
 It would
 

appear that if resources wore available, this could be 
a worthwhile activity, and at the sametime the MOPH
 

could proceed with planning and implementing the training 

program for health assistants, as well as planning and 

constructing new health stations. 

(b) Training and Staffing Health Stations with Health 

As.sistanLs: 

Upon discussing the present stale of planning for this 

training program, it quite apparentwas that there are 

unanswered questions regarding the source of student 

stipends; 
source of capitarl funds for equipment, Vehicles,
 

etc.,; and identification of, qualification of, an(. mcthod 

of training faculty. 
 In spite of not having resolved
 

these problems, the MOPH expressed a desire to start the
 

the training program by Atrch 1974. wouldIt appear more 

feasible to spend adequate time for planning the training 

pro,rafi, .1.." ., sati:factorily answer iiany of unresolved 

clueotioJ.s prior to actuall].y ]aiuch:ng the program. This 

suggestion was concurred in by 11..:. Ato Yohannes, Vice 
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Minister of Health (i.e., 
to retrain dressers and upgrade
 
their skills while simultaneously training the new
 

health assistants.
 
3. 
Imp-coving the System through Decentralization, Increasing the
 

MOPH Budget, Improving Staffing and Supervision, and Integrating 
Categorical Ph'ograms with Basic Health Services.
 
These actions are essential to the achievement of the FFYP 
obj'ctivor ;in I,,,al th. The plan dLw." not distinlguish roles
 
and functions 
between the cntral, provincial and awraja levels. 
The existing MOW administrative, organizational and managerial 
capability should be reinforced through technical assistance in
 
these areas during implementation of the plan.
 

Regarding integration of categor'ical, programs and basic health
 
services, the Team feel this should follow expansion of the basic 
health services owing to the time needed to resolve several 
li f'fl cUl t ctr,.:
.urrently inhi hi t.i, coor, hnatioij, particuilally 

1W t'.V,Plln I, i' 1 I,1 the MO1JI (s 'e l1xw).
 

' I-prOvi lt, Itul'cal and ChiJd Health
 
The implementation 
 plan is well defined except as to details 
regarding individual responsibili-ty for activities and functions.
 
Although this is little delineation of family planning (family 
guidance) services, discussions with individuals at all level.s
 
removes all doulbt that there is serious interest in increasing 
acLi vity .ijthi.: arca. It ,was eJui.,:,v:c:, 
 ho ',.xrerthat .. ..
 
p1 alnn:i ug, in E,:th~i up must h e arn:,, 'it ',u..':i.thin tV.conte:. of, 
a l :: a lan, t.,Jc1ra 
 l Lt of, basi, hea t)I ::-rics Jf' it 3.; beto 
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well received by target populatio-. It is noted in passing
 

that considerable unpublicized family plaaning is already
 

underway in Ethiopia.
 

5. 	Improving School 1Health Services
 

There are many areas for potential. cooperation and improvement 

in school health programs, however the plan for doing such comes 

through as, a more or less passive program, e.g., coordinating 

committee, encourage the taking of certain actions, etc. 

6. 	 Im1n'1,vIlIg the National Nutrition Level. 

There is no doubt that the Ethiopian utrition Institute is an 

excellent agency to serve in a leadership role in improving 

nutrition in the country. It possesses the technical expertise, 

research capability, production capability and the managerial 

capability to serve as a focus for national ntritional strategy, 

planning, policy formulation, and research. rllhcir planning in 

this 	area seems ,;otmd. 

7 and 8. i,,'oving Envircijm-ntal ]ea].tfh Scorvices and Commninuicable Disease 

Coll |,C)] 2,4cv.i'ccs 

11bhoes two objectives are tied linked, however the implementation 

of this and other portions of' the plan depend upon available 

resourcCs, supervision, coordination, consesus of purpose, etc. 

Overall it appears that these, are attainable goals, but it must 

be 	emphcsized that considerable groundwork is needed in MOI-iy
 

organizational and mtnragerial strategy.
 

9. 	 Improving ]fea..h and Vital Statistics 

There i0 fi.tt doubt in the minis of imany that much improvernernt 

SilRi,,li-n cll]ctiol anirejort.i 3m- of health anl vital statistic 
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data, however, as presented in the FFYP, it is difficult to 
see
 

how this will be accomplished. During our discussions and review
 

of pertinent documents we were unable to get a good idea as to
 

how the Division of Epidemiology and the Division of Statistics
 

will inter-relate. Also was notit clear as to how each will 

function individually. The Division of Statistics proposes to
 

place Statistical Clerks in provincial health departments, whereas 

the Division of Epidemiology proposes to train Health Officers
 

in Epidemiology them inand base WD's as Epidemiological 

Officers. 
It is felt that these two divisions should rationalize
 

their plans. As a case in point, one provincial health officer 

pointed out that much of his and other staff members' time was 

spent preparing reports that duplicated each other, or that were 

not utilized in decision making at central level. 

On account of mores and tradition, there i3 very unsatisfactory
 

reporting or birth and neonatal mortality data. 
 In these
 

deliveries attended by traditional mid-wives (birth attendants), 

no reporting of birth incidents is made for still births nor 

for infants who fail to survivc for LO or 80 days after birth. 

Such a report~ing system creates a signficant void in vital. and 

health statJstle.,n data n this area alone. The setting up of a 

bureau of biostatistic and a method of reporting and analyzing 

vital statistics is sorely needed. 
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To sum this section:
 

1. The FFYP for health is a rather ambitious one, but not
 
completely impossiblp r f atfai'nment if thc MOP1 can overcome 
certain managerial, administrative and organizational problems, 
plus thc wil]11inclt,ss to do priority phasing in of activities 
in the plan. Thi:; assessment is based upon the co:nritmunt of 
vol ntary agcnci,.j and donor countries and agencies to support 
health aetivitis in Ethiopia, plus jymathetic leaders in the 

PCO and Ministry of Finance. 

2. The -expansion of the rural health care delivery systeom can be 
looked upon from two sides, namely both internally (existing
 
system) and externally (increasing the number of health 
failitir). It is no question that both are needed, however 
it becomes a matter of timing. Inasmuch as existing facilities 
are believed to be functionin(r at approximaLely 50% of capacity, 
improvement in efficiency of operation and redirection of effort 
could result in almost doubling of coverage by the existing health 

faeil I.. t: cr. 

3. Closer plannlig anud voordination of effort. between the voluntary 
agencles and tlc MPHi cou).d nX.inmize the benefits of health care 
(dclivery efforts and resoiurces in Ethiop.ia. This added to the 
contribution from donor countries anJ agencies in health in the 
country could have profound, effect on health care services, with 
improved planning and coordinatinn of effort. 

Integrated rural devejopment shcemes and intergrated rural
 
h:alth do livory :.:chr',n ll 
 pi'ovido r e'.ip.caj bune 1{[;s to 

http:Ethiop.ia
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each other. The development of roads, improved transport, 

increased agricultural productivity, and income distribution
 

will facilitate the expansion and distribution of health services.
 

On the other hand health services should facilitate integrated
 

rural development in making the areas more habilitable through
 

such factors as malaria contro], environmental sanitation (safe
 

water supply, etc.,) and decreasing incidence of preventable
 

diseases.
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ECONOMIC A]ID FISCAL CONSIDERATIONS 

I. 	Health constraints to development
 

Some categorical epidemics, like malaria and trachoma, obviously
 

limit productive use of the country's fertile resources. To the extent
 

that public health programs control such diseases they are real con

tributions to development and eligible for inclusion in benefits assess

ments. Regretably, the state of art in economic analysis rarely permits
 

exact calculation of the magnitude of their contribution. Economists
 

have not yet succeeded. in generating production functions for most social
 

sector activities, particularly those which are health oriented.
 

Despite the shortcomings of economic methodology it is fairly evident
 

that victims of chronic malaria or advanced onchocerciasis, trachoma,
 

schistosomiasis, etc., 
cannot perform to their normal ability. It is
 

perhaps less evident, but equally serious in productivity terms, that
 

chronically sick workers are also highly reticent to improvements in
 

work methods, nonformal education, innovtion and risk-taking. The
 

green revolution, mechanization, agricultural extension and deficit 

financing are lost on workers preoccupied with holding their own against 

disease. 

Heavy sic] ens among agricultural workers can seriously hamper output. 

If they fre wel) but th,.r families sick, the effect may be the same. 

Cultural tradMtions in some regions amplify the negative impact of 

sickness on production: for exatmple, the father of a deceased child 

in many rural nrea,; is obliged by custom to refrain from labor for forty 

days; then, to further drain his resources, he must serve a, feast to his 

neighbors.
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The degree to which worker morbidity "and premature mortality measurably
 

constrain output and inhibit development depends greatly on conditions of
 

employment opportunity, skill requirements and the nature, location and
 

scope of development projects.
 

Underemployment and surplus labor pools are still characteristic of much
 

productive activity in Ethiopia. 
In the Awash Valley, for example, the
 

labor market will probably remain supersaturated by the abundance of
 

nomadic workers throughout the FFYP. Economists notdo agree on how to
 

measure the constraint of sickness on output 
under such conditions; some 

would disregard it while others would assess its cost according to average
 

wage rates in the area. However, it is noted that even surplus labor
 

pools dry up during harvest, and the impact of communicable disease on 

output then can be considerable.
 

A more serious constraint arises out of a sickness among skilled and semi

skilled workers and in development projects that are more mechanized or
 

specialized. Here the disability of one or a few key workers 
-- say,
 

irrigation regulators -- could endanger a crop or lcwer the output of
 

all other workers. 

Dovelopment projects involving geographic relocation of workers are also 

vulncrnbjc to comumicniblc' diseasec, since they tend toward fuller employTment 

of wo'korn at all. lvel. This .ould be true of CADU, WADU, Sheshamane, 

many of the projects proposed for Illubabor, etc. Projects of this type 

are likely to become increasingly popular. 
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As mentioned earlier, the calculation of sickness con .traints on development
 

and 	production -- or of the economic benefits sector --of health inputs is 

a difficult, expensive and at best inexact exercise. There is lack of
 

agreement 	 regarding key inamong economists some elements calculation 

sufficient to justify opposing investment decisions, and the procedure
 

itself is heavily biased toward employed males aged 15 to 40; i.e., 
it
 

is dificient in consideration of social impact and of economic impact to
 

the 	inlividual victim. For these reasons we can only note here the
 

sources and types of constraint occasioned by health problems upon economic
 

development obJectives. 
To attempt a rigorous assessment of the degree of
 

such 	constraint would be beyond the scope of the present assignent.
 

Nevertheless we feel strongly 
that the health sector is operaticnal upon
 

development; that it is amenable 
 to hard analysis in terms of investment 

criteria, cost effectiveness and other comparisons of laternative input
 

decisions, replicability tests, etc., 
and that to disregard it in the
 

planning of development is to invite selective bias and resource mis

allocation.
 

II. 	 Economic fen'ibi]ity of IEG support of the health sector 

Hlistorically, financial indicators show slu-gish econoinic growth 

d.u'ing the Third ]'ive-Year Plan. Ovrall. increase andin GDP in per 

capita GDP were about 11.5% and 2' annually, us against targets of 6% 

and 	3% annually. This sluggishness is attributed to unsatisfactory 

export earnings, low domestic resource mobilization for investment, and 

insufficient investment promotion absorbtiveand 	 cU,,acity. In particular, 

t.ota], 	export earnings rose at a rate of 5.5% (unaijusted) over the TIYP, 
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as againsL the 8% rate which is considered to be necessary for a target
 

GDP growth of 6%l/. 

The improvements in foreign exchange required to overcome such conditions
 

depend heavily upon substantial improvement in exports and successful
 

management of imports at constant or diminishing levels. Two major recent
 

events, the closure of the Suez Canal and the IEG decision to maintain
 

parity of the Ethiopian dollar with gold rather than with the U.S. dollar, 

woul.d seem to incline toward the opposite effect. On the basis of this 

and similar observations, the IBRD concluded earlier this year that both 

the short term and long term prospects for improved growth performance 

were dim. To the extent that this conclusion is accurate, the chances 

for additional funding of health sector expansion could be deleteriously 

affected. 

The Team are not in agreement with the IBRD analysis. We believe that the
 

improved outlook for foreign exchange earnings within the current year
 

afford a more optimistic conclusion, at least for the near term. Both 

coffee and non-coffee commodity exports have increased dramatically. In 

particular, the export demand for pulses appears insatiable. Exports of 

hiden ind rwssociated products have also riseni, and the long term outlook 

for wheat ,xport is favorabl.c. Markets for these coruodities should rem::ain 

strong, baring marked recession among importers. Furthermore, Ethiopian 

imports have remained fairly level over' the same period, and we can per

ceive no pressures to alter this trend .significantly in the near term. 

The Team arc therefore of the opinion that economic conditions in Ethiopia 

maLy well ,ncourage expansion of health s:ctol' 10location froi gene1ral 
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rcvcnue, and we are cautiously optimistic that growth of health sector
 

recurrent expenditure will increase from its historic annual averagt 
of
 

5.8% to about 7%. While the Bank of Ethiopia are known to be quite con

servative in their projections of foreign exchange earnings (partly
 

because of the sensitivity characteristic of commodity markets), we are
 

neve5 1.eless assured thit the Planning Commission Office intend to press
 

for an 
increase of that dimension. 
Barring an unforeseen alteration
 

of defense expenditures (as might be occasioned in a 
 sudden 	deterioration
 

of relations' with Soma.lan) the Team belicve that foreign exchange earnings 

prospcect: encournge tfhc higher growth rate. 

III. 	 Health as a priority
 

Health rank:s fourth in Ethiopian development priorities (5%-8% 
of
 

development support), behind access roads (20%-25%), agriculture (15%-20%)
 

and education (15%-18%).
 

Recurrent expenditures on health run about 1.3% of GDP, a level lower than
 

that of runny ot-her counrieres (see tnble 1 ). During EC 1.96)1 the MOPII shows
 

reeurrent expenditures of //$24.8 million (about all lEG
5.7% of recurrent
 

expendituries), which averages 
 E$ 0.95 per capita. These were entirely 

local funds. Capital expenlitu'es during EC 1964 amounted to E$ 12.2 million, 

E4 4.9 million from domestic sources and E$ 7.3 million from external scurces. 

(Since EC 1961, the malaria eradication program has been classified as a 

capital expenditure). 

The Minis.try cf Finance's report 	on actual expendiiu;es suggests about 415% 

of all health e>:p enditurss, the Malarina Eradication Program about 28', 
basic health servics about ]/ 	and other projecs[ n,nd administration 
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Table 1: 	 TOTAL RECURRENT HEALMh EXPENDITURE AS A 
PERCENTAGE OF GNP IN SELECTED COUNTMIES 

Recurrent Expenditures on 

Country Health as a % of GNP 

Israel 5.9% 

Chile 5.6% 

U.S.A. 
 5.5% 

France 
 4.2%
 

U.K. 4.0%
 

Ceylon 
 307%
 

Kenya. 
 3.6%
 

Tanganyika 
 2.5%
 

Ethiopia 
 1.3% 

NOTE: Percentages provided are for the fiscal year 1961/62 (G.C.) except
 
in 	the case of' Chile (1.961 G.C.), France (1963 G.C.), Ceyon
 
(1957 G.C.) and Ethiopia (1970/'(I G.C. or 1963 E.C.). The figures 
for Ethiopia arc, computed froii the estimated expenditure by the 
Ministry of Public Health, the Mission; H.S.I. Foundation, and 
other private and public agencies providing health care 
(E 55.2 million), a figure which includes capital expenditure 
and the MEP. GDP is estimated at E$ )i2OO million. 

Source: Brian Abel-Smith, An International Study of Health Expenditure,
World Health Organization, Geneva, 1967.
 



Table 2: 
'7L.2?Y Q? !=.-14L RECTRPEN'T EXPFND-±T-R--- S-zS OF PVTTTr"TITATIPE 1Q Th-1Q2i± 

(in currcr.t Zthiopian Dollars) 

6 E.C. .Clc c. I Ic' 92 E.C. 19 .C.- I9:S1 

Administration and .- l Se-rvices $ 721,865 E$ 681,532 4 763,776 E$ l,4 7 0,62- E$ 1,351;922 

Prince 1;krnnen I-.rial Bospital 58,676 135,279 233,005 361 530 24,82C 

Hospitals and Clinics in Addis Ababa 3,877,927 3,628,916 1&,h,16 4,696,607 4,715,283 

Provincial Hospitals & Clinics 7,270,701 7,522,509 8,374,357(a) 9,354,552 IC,755,'h6i 

Purchase ofEq i-u -er.t& Supplies under 
credit agree-.ent with KCV0 222,652 - -

Lcp. Covered by Revenue from Health Tax 5,832,805 h,702,370 4,561,156 4,823,004 41,2_,C047 . 

Central Lab. & Research Institute 311,000 311,000 311,000 311,000 242,4o 

Contribution to WH0, Ethio-.,wedish 
Joint Fund l,47q 461 1,873,278 2,177,156 2,437,2h8 2,coP Cq 

T C T A L 419,775,87 E$18,85h,884 E$20,564,56 E$ 23,399,615 E$24,83h,024 

(a) Of this cmouit,G$161,264 was provided by the revenues of the hospitals and clidic3.
 

Source: Appr.-opriati annual issues of BudgetnarylRevenue azd Expenditure for ........ Fiscal Yc.-a,
 
Mimistri of -inam.ce, .lmperial-EtTopian Coverw-.mt. 

http:Coverw-.mt


_______ 

Table 3:

Sb-24RY SF ACTTJAL CAPITAL A._R
I CLTREN-J ENITURES BY TIT 

1CICNISTRY OF FUIBLIC HALTH 
1960 B.c. - 1964 B.c. 

(in current Ethiopian Dollars) 

-- ijjP 1960 E.c. 1561 E.C. 
 1962 E.C. 1963 E.C. 
 0,1. E.C 

CAPII'%', 4 ,08'68o Et8 '.891,429.g E !6.189, F.9
Z -,6E: ..2.. 5,' 2oLocal_Loaunds "1.0 6'3,461-,6nO 
 I3, 5S,741 7,2:),L9 7.2 F4 - ,'i)
Exterrnal Furs(a) 627,CcCO 5,725,688 8,930,820 4,965,4 7,322,133 

RECURRT 
 E$19,775, C87 '1885484 r$2064,596 24,3 023,599,615Local FLnds 19,755,Gb7 16,85,884,5b,59 
24 

23,399,b1 "24,63j,7 IExternal Funds  _ ,
 

TCV.AL 
Lccal Funds 

E$23,&3,767 !-$27,746,313 E$36,753 65 Ey,33r23,79. E$37,076Exten-. .-n5 23,236,767 22, 020,b25 2'7I2 3,C45 I
627,o00 5,725,688 8,930,820 t I-o,2,It4,955,564 722133 

(a) All external funds identified here are loans, except for the 1962 E.C. figure which 
c=:prises loans tota!inrg E$8,18,020 and a grant of E$12;800. 

Note: Vie Malaria Eradicati:n Proerar-ne was considered a recurrent expenditire in -1-60 E.C.,and a capital expcnditure thereafter.
 
Source: Appropriate annual editions 
of Eudgetay Revenue & r enditre for the ......risca.


Years, Ministry of Finance, I.E.G. 

0 
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about 12%. V Capital expenditures during EC 1964 were devoted to the
 

MEP (E$ 10.5, about 86%), hospitals and clinics 
 (E$ 0.9, about 8%0) and
 

health centers (E$ 0.8, about 6%). 
 This is a much higher percentage
 

investment in health centers than in previous years (1% in EC 1962, none
 

in EC 1963).
 

IV. Fiscal considerations in basic health services expansion
 

A 7% growth rate in recurrent expenditures for health will not
 

assure coverage of the planned expansion in basic health services (BIS).
 

Inflation will absorb part of this increase, and recurrent hospital
 

expenditures may prove difficult to control.
 

The Steering Committee for the EFYP Health Sector Review forecast a
 

budgetary shortfall attributable 
to the planned exqpansion, at the level
 

of E$ 5 million assuming the hisLuric growth 
 rate of recurrent expenditures, 

or at the level of E$ 3 million assuming a 7%o growth rate. The Planning
 

Commission Office (PCO) 
 on the other hand feel. that the shortfall can be
 

obviated at the 
Y01o growth rate through internal resource rationalization.
 

In their opinion, rationalization should include:
 

.. ) holding hospital r.xpenditures constant; 

2) freezing malaria control expenditures at current levels; 

3) revising, hospital fees; and 

4) encouraging private health care prepayment schemes.
 

The Team are of the opinion that rationaii.-tion within the Ministry of 

Public Ioalth is overdue and would indeed be beneficial; but that its 

degrec of success may not muet PCO expectations, and therefore nay mitigate 

a budic-tary short,f'all but not a] Lo(eher avoid it. This opinion is 

I t y of' 1.'i111no : ]higetrn'y even1 '111dl]mi, 'n .ture for .1964 Fiscal Year. 
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based on the following observations:
 

1) Capital expenditure has been very large on hospitals and
 
negligible on basic health services. 
During the current year (E.C. 1966) 
capital expenditures are budgeted at E$ 2.5 million for hospitals and
 
clinics, against E$ 0.2 million for BHS. 
This ratio needs to be diminished.
 

(It is noted that hospital beds in Ethiopia are utilized only about 50%
 
overall, disregarding the fact that the Duke of Harrar Hospital in Addis
 
Ababa has remained empty since its completion three years ago). But 
capital expenditures for malaria control -- E$ 9.6 million in E.X. 1966 

are 32 times as large as 
the combined capital budget for hospitals and BHS, 

and they are not likely to be decreased in near future. 

2) Recurrent expenditures are more dr:amatic than capital
 
expenditures. 
 During E.C. 1966 recurrent expenditures are budgeted
 
at E$ 1.1.5 million for hospitals and clinics, 
 against E$ 8.1 million for
 
B11S. Rationalizing 
 these expenditwes will be difficult. They largely
 
reflect salaries, 
 for which pressures are severe in curative institutions.
 
Such pressures undoubtedly will be 
 intensified by desires to render the
 
Fuke of Harrar Hospital operational, 
 and by desires for visible achievement 
amongst the newly appointed awraja adninistrators (where health care is 
probably second in priority in public opinion). Recurrent costs for a 
fully operational Duke of Harrar Hospital are estimated at E$ 7 million 
to E$ 9 million. Most certainly these will have to be borne by the 1.0PH 
through most of the YFFYP. Prov:ijcial hospitals a ppresently understaffed 
too, so the rnpid emplo)yment of the ono hin reid or so MSTU le :icnj 

graduates during the IFYP w.1,ll be irrct;j3sttilj.e; cons-qucnt.y provincial 
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hospital expenditulres 
are more likely to be increased then rationalized.
 

3) Malaria contro. expenditures will probably hold constant at 

current levels of effectivenens, but would increaseprobably substantially 

in event of a serious reversal.
 

4) We agree that hospitals and clinics should be more self

supporting as they are in most other countries. Indeed, mission hospitals 

in Ethiopia do cover about 6 Y'o of their costs through patient fees, and 

hospitals of the cover to 80% of theirHSIF up costs through fees. On a
 

similar basis a reconstructed fee schedule for MOPH hospitals might
 

aecomnlodate two thirds 
to thre quarters of their recurrent costs, freeing 

publ:Lc reosonrces for more rapid devclopment of basic health services. 

Whother suc.h restructurinig can l: accomplished early enough in th FFYP is 

difficult to determine, riven the fact that hospitals service mainly the 

most afflunet minority in Ethiopia's two major cities. The easiest way
 

out of this dilemirna might be to turn management of all major public 

hospitals over the JIIF. 

5) Medical care prepayment is a desirable objective. ]Hoever, 

it has proven difficult and time consuming to accomplish even in countries 

enjoyJnC a relatively high avernge income base; the problem of attracting 

pr)vite ventwue capital Into this Field in countries of highly skewed 

I Ucomon aid a *;ery low i.ncone lino seesI form.i dab]e, at least for the 

iioar terii (:ncompassed Jn the ]']'YP. 

The Team conclude that the( propo:sed expansion wiLl incur a bui1getary 

deficit if carried out on schedule, probably in the region of 
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E$ 	2 million to E$ 3 million. 
However, the schedule is highly conditional
 

on 	a numbzr" of pois.lble constraints other than financial. We believe
 

it more li.ke.y that expansion o1' BHS will occur much 
 slower than projected 

and less complete than desired, especially in the early years of the FFYP.
 

Consequently a fiscal deficit arising out of the fact of expansion probably
 

will 	be of manageable proportion.
 

V. 	Constraints to the effective utilization of health resources
 

1. 	Internal constraints
 

In a previous section we have taken the position that effective
 

provision of basic health services offers a potential positive con

tribution of cons-idcrable :;ign:ii'icance to the prog'ress of economic 
 do

velopmcnL .n Ethiopia. In our rIccL)miendations we will suggest cn!!ortuuities 

for relatively minor but specific AID input to assist the MOI in absorbing 

and utilizing its own resources as well as available external resources for 

maximum impact on health of thethe status Ethiopian population. In this 

section we will attempt to identify certain constraints which present.y in

hibit absorbtive cqpacit.y, to attention be addressed.which AID might 

Two 	 years ngo, a WJIO consultant, Dr. A. Torab Mehra, analyzed a number of 

prol,] es a fl',,ti.ng the operationi.1 cnpability and efficiency basicof 	the 

oncR .	 inhealth v.ice hIudedo.' his dis.sus.Aon were atiinistrative, 

financi.al nd manageria]. difTi u].Lics; overcentralization; deficiencies 

In manpower, planning and :Lstribution of services, operational support 

and supervision; irregulnirlity or paucity of facilities, envirorimental 

sanitatioi, funding and 	supply; and lack of career development.. It 

1A, 	Touib]. Mehra, "Pa sc lHenl.ih - Development of Health Services," 

http:lHenl.ih
http:financi.al
http:fl',,ti.ng
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is clear that these problems are all matters of concern to the officials 

whom we visited in the MOPH and the PCO, and that efforts are underway 

to overcome them during the FFYP. In particular, the proposed MI1S
 

expansion plan is directed specifically toward alleviation of deficiencies
 

in manpower, distribution of health services and paucity of health
 

facilities.
 

But 
some of these problems continue to be drags on performance, and their 

resolution is instrwiuental to efficient use of the present system as well
 

as the success of the proposed BHiS expansion.
 

A. Adninistration and Manamement. The majority of health workers 

interviewed by Dr. Mehra cited "lack or delay of response due to in

efficentive communication, traditional adjninijstrative bureaucracy and
 

archiac methods 
of financing" as major sources of anxiety and frustration. 

To this, Dr. Mehra added a need to increase the technical expertise of
 

the MOP! in order to improve respon;se capability. These problems were 

echoed. by the W]I and lJ[C1-:F represontatives, by vaxious- volntiry
 

organivatjons 
 and by other departments in the IEG as major impediiiimts
 
to health service del.ivery. Two agencies 
 crucial to the agglomeration
 
of MOPH resources indicated 
 that the MOMI exhibited difficulty in de
veloping detailed plans for the request, use and evaluation of health 
sector inputs. There also appear to be separate spheres of influnce at 
top levels Jn the MOP'II, with deficiencies in connunication and cordin-ation 
between thm. All],vn'it.:ion of t,'se diflicu. tics shoult ccmmanj tei 
priority in :Ln proving health snervice de].vory, as they give rise to or 

exacerbate many of' the other conr1trn:ints to be meritioned. Technical 
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assistance in the form of advisors on administrative reform would be a
 

distinct asset, if the MOPH are prepared to follow through on their
 

reconmendations.
 

B. Supervision. Technical supervision and eva7.uation at all levels 

of the structure -- MOMI to provincial units, health centers to health 

stations, etc., -- needs reinforcement and some redirection from an
 

emphasis 
 on control to nn emphasis on problem rolving and improvement.
 

The FFYP envisjonn qunnrtLcrly supervisory 
visits to health stations; we 

feel this wou.d be too .Infrequent for the reinf'orcenicnt that is necessary. 

Consistent, frequent, regular supervision, inservice training, evaluation 

and demonstration is needed; external assistance in this area would be" 

an important aspect of improved health *service utilization.
 

C. Logistics, The topography of Ethiopia represents a substantial
 

barrier both to health services delivery and to personal contact 
between 

elements of the health service structtre. Not all health Stations are 

served by roads, and the 1MO,1-1 suffers inadequate transport for th? roads
 

that exist. 
 Lack of vehicle maintenance and operating supplles has
 

proven an impediment to the acquisition of additional vehicles. 
 There 

is also a deoirth or communication channels. The patient referral 

mechanism is jI1l defined and inadequately used. UMCEF has provided 

vehicles in the past, and may be wil.ling to provide more vehicles and 

spare parts to reinforce supervision and patient referral if the MOPI 

present an acceptable use and maintenance plan. The ISL repair 

facilities can service these vehicles free of labor charge if the 

MOPr will cover repa:ir oquipmenL; costs and arrange to oversee repair 

proecessing. 



D. Trainin, facilities. Affiliation with HSIU has given an overly 

strong theoretical. bent to the Gondar curriculum. Considerable sentiment 

was expressed for a more practical modification of the present cu'ricultun 

and a reorganization of teaching staff. TraininG facilities for the new 

health assistants have not yet been identified, but there was general 

agreement for the selection of three sites, not including Gondar, in or 

near locations important to health service supervision. Teaching staff 

for the health assistants may become a problem; the 110,11 hope to dep].oy 

enough medical officers to meet the requirement, although some external. 

assistance may be needed. 

I. Construet;ion of health -tations. The Elementary School Construction 

Un-it may be available for health station construction if funds are available. 

IDA-h may be a source of funding for health station construction. The 

projected cost of health stations seems a. bit high; an expert stuly could 

well be directed to construction standards, materials and self-help 

opportunities. Potable water and proper sanitation should be provided 

at every health station if it is to be effective in coninunity public 

health instruction. We were unable to ascertain what accoorhodation is 

envisioned.
 

r. Suppl.:i ,,s nil funds. There nre indications that irregularity and 

Inaloquacy o' medicn..l and public -inih supplics, and of operationl funds, 

ContJlU( tco be a p, ob]t,. AlUlou:! tlhis rhm couhl cons tra.)n the 

effecti vlcels:, of the projposeod (exlpans-ion, corrueeve action is not specified 

in the FT,'YP. Administrative viscosity, referred to above, is ,il,:o bclieved 



to 	diminish effective utilization of funds allocated. 
Although under

financing is often cited as a cause of limited service delivery 
basic
 

health services allocations have been returned in previous years. (In
 

E.C. 1964, for example, only E$ 7.1 million of the E$ 8.1 million allocated
 

for 	basic health services was actually spent.)
 

G. 	Curative emphasis. 
 The FFYP provides for the assignment of two
 

health assistants to each health station, and a schedule of activities
 

that includes Suitable assignment of public health MCIIand activities, 

in an effort to overcome tho preoccupation with curative medicine that has 

characterized past health station performance. Hloever, it fearedis that 

demand for curative services may still overwhelm the 	new health assistants 

absent a mechanism for reinforcingr this schedule. A suggestion was macde
 

for separate assigmients in public health and curative services to the
 

two 	health assistants, and for rotation of the assistants in their
 

assigrnents. 

H. 
Lack of coordination with non-governmental o';,.anizations. There
 

is no means available for coordinating the supply of services 
or
 

rationalizing resource allocation between Government and non-governr:ent
 

facili tion.
 

2. 	 Econom:icDevelopment Con:;Arn ints
 

As lack 
of health services inhibit the performance of economic 
development so do lack of 	other elements of econornic development inhibit 

the 	performance of the health service structure. 
 T1i provision of 

medical supplies, supervision and edical referral I-pend heavily upon 
rouds and trans-port to the affoc Led populations. Potable vndwater 
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sanitation are prerequisites to effective preventive health; 
a majority
 

of the preventable communicable diseases that cause 
70% of the medical
 

caseload in Ethiopia can be traced to impure 
 water and lack of
 

sanitation. 
A marketing infrastructure could facilitate private pro

vision of disease prevention measures. Non-formal educational opportunities 

would greatly assist efforts to overcome health-endangering customs and 

encourage disease prevention.
 

Minimum package programs -- components of roals, markets, education and
 

agricultural support believed to be essential to development "take-off" -

have been conceived for encouraging market farming in new development
 

areas. The absence of provision of both preventive and curative health
 

services from minimum 
 pac]r.Lge programs is conspicuous. We strongly
 

recomm,:nded con,,ul.tation between T4i01 anid the othcr ministries 
 involved
 

to dcte'.-.-nein thn typ.,e: and exctont of 
health serv:i.ces suitable for
 

development entcrprises, and their inclusion 
 in future development
 

schedtles and budgets.
 

VI. Availabi]:ity of external assistance 

International and private organization.s expressed willingness to 

offer substantial external assistance to health sector expansion and 

rov[.tn] 0ation0o condition of as;urances for proper use and ful..o.:

tlhirough. All.(WI" eui te: ::d 1ie prercquisite for such assurances 

tl'iou;h dt-!eti L-d i.ou t:id in ritcomunce plrtn:, is chdii. anrid tri al runs, 

owilng to pant di.nmaIpointment.: and cwurnt disenchallmnent with 1OP1 

administrative practices.
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WHO may be receptive to MOP11 requests for technical assistance and for
 

overseas advanced training Qf Ethiopians in order to ameliorate specified
 

deficiencies in technical expertise within the MOPH, providing (1) the
 

experts retained will be placed in influential posts, (2) counterparts 

will be trained to assume their duties, and (3) the MOP}H will develop an 
employment plan and schedule to assure optimum utilization of the nationals 

trained abroad.
 

UNICEF are receptive to requests for a variety of inputs (beyond their
 
commitments for drugs and supplies for control of TB, trachoma and leprosy), 

subject to WHO recormnendation and to the conditions specified bel.: 

UNICEF Inmit Condition 

1. Landrovers for health Improvement in 140l1H vehicle manwgementcenter supervisors and maintenance; new transport agreement 

2. Drugs and dietary supple- New management system for expendable
mnts i.'or new health s supplies.

stations; financing of
 
supplies for existing

health stations.
 

3. SupplJes, equipment and Transport to be continued in other hospitalsdrugs to 26 rural hospitals; if effectively used in first 6.
pilot supply of vehicles 
to 6. 

4. Training of 900 henlth Training plan and schedule; adequateas-ilunce: stipenoin, training of teachers (which U1TJCEFtuitch:itng fnd dcizon.tL ationl would a].so assist).
 
('Cluipmlent, transporj .
 

5. Tralning of trndit.io1aL -
wives : stpnds, honoraria,
 
midwifery Fits.
 

6. Training of Jlealth Officers to 
gtnrt edidelniolorrv ';ervice:

-month initinl ,ni g, transport, supplies (wi1]io to provide

advanced troa ning).
 

http:dcizon.tL
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UNICEF Input 	 Condition 

7. 	Inservice refresher training
 
and allied activities.
 

8. 	Pumps for rural water Construction of wells.
 
supply, facilities for
 
well protection and for
 
testing of wells and springs.
 

9. 	S-ya processing equipment
 
for Ethiopian 'Nutrition
 
Institute. 

10. 	 For distribution of drugs IEG provision of one pharmacy assistant 
and supplies: short term in cach provincial health department; 
consultant on supply, suitable store premises; personnel. for 
logistics, organization an.1 storekeeping; 1EG reorganization of 
cont,'ol; 8 volunteers to budget and purchasing of medical supplies; 
run and maintain supply provision for IEG continuation after 
vehicles; 8 medium weight five years. 
trucks.
 

11. 	 Expansion of 2-way radio Approval of Ministry of Conp.unicationc. 
network to all health centers 
and mobile units within 
5 years.
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The Ethiopian Women's Welfare Association are prepared, with UNICEF
 
backing, to train 140 traditional midwives per annum 
to a total of
 
700. SIDA is seriously contemplating a 
pilot project for the training
 
of traditional midwives inArussi, Illubabor and Gojjam provinces. 

The Ethiopian Elementary School Construction Unit may be available for 
health station construction if funds are available. IDA-4 may be a
 
source of funds for this purpose.
 

The Malaria Eradication Service are willing to repair MOPH vehicles
 
free of labor charge if the MOPH will suppl.y spare parts and repair
 
equipment, and oversee repair scheduling and operation. 
UNICEF are
 

willing to supply the spare parts.
 

All of the mrJor mission and voluntary organizations arc interested in 
coordinntirin their operations in accordance with an MOPIH master health 
plan for improved efficiency and effectiveness. 

VII. Distributive Aspects of the Health Plrin
 
Addis Ababa, containing 
 h4% of total Ethiopian population, receives
 

29% of health services expenditures. Asmara, with 
1% of the population 
receives 14% of health services expenditures. The r'emainder of the 
country, contnining 9Cf(, of the population, receives 57% of health services 
expenditure::. Jospitnls, which are concentrated in urban centers con
tniiining loss than 0-/0 of the tots]. populatjon, consume 50% to 6c, of 
tott.1, hetilth exl)(indilturefl.. 
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Basic health services -- preventive, MCH and curative 
care to
 
persons outside major urban areas 
-- now reach an estimated four million 
Ethiopians. The primary health goal of the FFYP is to increase this 
coverage by 2 million, to approximately 6- million Ethiopians. No 
further hospital expansion is envisioned during the FFYP, and an attempt 
will be made to hold hospital expenditure constant (and if possible to
 
rationalize curative services), while increasing allocations to basic
 

health service operations.
 

To the degree that the FFYP heilth goals are achieved, the distrib
utive effect will. be very positive and the beneficiaries will be mostly 
low income and subsistence families and individuals who otherwise lack 
access to scientific means for prevention and cure of disease and de
bilitating health conditions. 
These goals accord with current AID emphasis
 
to support low cost integrated Health/Nutrition/Population 


delivery
 

among populations in greatest need.
 

VIII. Coo'dination of the M .na. Erad'ietionSuvico wicth 

Basic T].th S.rvices 

The advantage of coordination for HS are well known: improved trans
port, more complete epidemiological surveillance and activity, more precise 
administra iLive control, expanded prevention of othcr communicable diseases. 
The benefits that might accrue to MS may not be so well appreciated. The 
Team believe thot under favorable conditions, the pubJ ic health contribu
tion to the success of' malaria control could be consl'erable. 
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The Malaria Strategy Review Report (1970) observed that sonic of
 
the factors iimiting success of the anti-malaria compaign were socio
economic in nature and amenable to mitigation through active health
 

education and prevention activities. Holly ( 1 ) , delineated the marked
 
difference in malaria caseload between the JVA sugar estates, which
 
practiced strong preventive measures (2%-4%), and nearby agricultural 

development projects which did not (estimated 25%-30%). 
Chang,(2) in
 
a paper to be published in 1974, reports a sample survey in which only
 
24% of urban interviewees, 
 and only 7% of rural interviewees, attributed 
malaria to mosquitos. It would seem that both MES and BTIS could gain
 
significantly from coordination if favorable conditions prevail.
 

"Favorable conditions" would include incorporation in the coordination 
plan of measues to guard against deterioration of effectiveness for both 
services. At present, MES is particular are apprehensive that coordination 
could generate drains or diversions of their resources for support or re
habilitation of health stations sufficient to reduce current MES effective
ness in controlling malaria. This apprehension derives in part from their 
observation of BU1S deficiencies in logistics, administration, preventive 
impact and delivery of pharmaceuticals and supplies to existing facilities, 
and from rever,,als in malaria control programs of certain other countries. 

(1) N. Holly, "Economic Benefits 
internal report 

of Malaria Control in Ethiopia,to USAID/Ethiopia, (stencil), 1970. 

(2) W.P. Chang, "Report on Population Studies ii Ethiopia,"Journal of Ethiopian Studies, Vol. 12, 11o. 1 (11)97.) 
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Opinions have also been expressed that sharing of vfS resources, 

as might be essential to full coordination, may be precluded under the
 

terms of the AID-MC1S agreement. 
 This point needs clarification.
 

Furthermore, MES are of the opinion that the MPII 
are not highly
 

motivated toward full coordination and cite the following:
 

1) Mes suggestions for possible areas of coordination, in response
 

to MPH inquiry three years ago, were not followed up;
 

2) MES have been willing to undertake BHS vehicle repair in their
 

four outlying facilities (Bahar Dar, Nazareth, Dire Dawa and Gondar) and
 
in their main facility in Addis Ababa free of labor charge, if MPH pay the 
cost of replacement parts; but MUf payinent for parts has been historically 

lax;
 

3) MES :'econmended that MIH assign one employee to oversee and ex
pedite BIS vehicle repair in 
 MES facilities, but this reconunendation has
 

not been implemented.
 

MES are willing to discuss ways of achieving coordination during the
 
FFYP, as evidenced by previous letter of commitment and by the joint 
.JS-

MPH meeting December, P 1973, on steps necessary for coordination. 
llcwever,
 
several sources indicate that MES would prefer to achieve coordination in 

the"next go-around" (Fifth Five-Year Plan). 

The Team nre of the opinion that plans for coordination would probabl
not be implcmentced or may possibly be resisted d11,11g the FFYP nbsent (1) 
strong evidence of MHj{ cojjtjtment for coordlinntion. (2) strong and continued 
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MP1 pressure and follow-up on steps to coordination; and/or (3) per
suasion fromAID via condition precedent to continued funding of
 
commodities (which has been considered and evidently rejected).
 

IX. Utilization of indl enous Practitioners in service delivery 
There are four dominant categories of indigenous practitioners in 

Ethiopia: treditional midwives; wogeshas (surgeonher1balists); debteras 
(religious spirit healers); and znrs (spirit healers). 

Traditional midwives have been trained and employed successfully by
missionary PVO's and the EWA. Very little contact has occurred with other 
types of indigenous practitioners and very little is known about them.
 

The MOPH see several constraints to.utilization of wogeshas, debteras
 
and zars in basic health service expansion during the FFYP:
 

(I) the present incapacity of the MOMII to provide for their training,
supervision and service payment concurrent with their anticipated financial 

commitments for expansion; 

(2) MOPIi minimum recruitment stnndnrds for health delivery P'sonniol; 
(3) difficulty of discouraging some undesirable but popular indigenous


practices such as uvula cutting, canine teeth extraction for infant diah
rrhia, female circumcision, inproper umbilical cord packing, etc.; 

(I) reluctance of many indigenous practitioners to associate with 
scientific health care, often for fear of losing their healing pow.ters or 

pro~tige. 
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Nevertheless, there is no doubt that indigenous practitioiers enjoy 

a considerable following, and isn].ated instances iave been reported where 

most of the population in an area were said to avoid a nearby health
 

station because the local wogesha was not represented on 
 its staff. 

In view of the scant knowledge of indigenous practitioners, and of 

the majority of Ethiopians who will lack alternative access to health care 

during the FFYP, the Team recommend that research be underwitten that 

would describe: nuimbers and locations of the various types of indigenous 

practilI oners; types of services performed; prestige among the population 

including contact of clhoice; actual utilization; reporting requiremclnts 

or absence thereof; 
incidence and causes of adverse reactions, morbidity
 

and mortality resulting from services delivered; constraints to and
 

possibilities for their absorbtion.
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INDICES OF HEALTH AND 

Crude birth rate 


Crude death rate 


Infant mortality rate 


Death rate of children 1-5 years 


Maternal mortality rate 


Average life expectancy 


General fertility rate 


Total fertility rate 


Gross reproduction rate 


Natural annual rate of population 
increase 


Urban annual rate of population 


increase
 

1971'population (est.) 


1975 population (est.) 


Child Population profile: 


Literacy 


Marital status of women more
 
than 10 years in age: 


Source: 

POPUlATION FOR ETIIOPIA 

50 per 1000 population
 

25 per .000 population 

195 per 1000 live births 

50 per 1000 

20 per 1000 live births 

37 50 38 years
 

215 live births annually per
 
1000 women ages 15-49
 

6.6 live births per woman in fertility,'
 

3.2 	live female births per woman in
 
fertility
 

25 per 1000 population, doublig in 
27 years 

per 1000, doubling in 11 years
 

24.9 million
 

27.6 million
 

46 %.children below 15 years in age
 
18% children below 5 years in age

17% children ages 7-12 (primary school)
 

6.6%, overall; 11.6% of all males;
 
1.7% of all femals
 

Rural Urban 

Unmarried 17.8% 23.5% 
Married '67.6% 45.1% 
Widowed 8.1% 9.5% 
Divorced 6.4% 21.6 

Population of Ethiopia: Results Pfrom the National.Sample Survey,
First Round, 1.964-1967. Central Statistical Offie, Addis Ababa, 
1971. 
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.VoJ.~n(,r )1r,lo th O0rmmizatJ onn in IEthlopj.a. Knyrl,: NiLgeai Dahbo , y 

D . 1'Widad Kida.ne Mariam 'andMnle, 	 aoe~e nfehell ic 

E~thiopia and the 1Rolh of MedIcal, Gradiat e1h1It 10 F'i~T m'ian 1,1edic ' 

Dr.	-Yida ridance Meari m Naenlad'Chl cet e vices and he
 
ArcI r.a or r iwieiiidil b '1 3.
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A's Ex e l n y k o Y es M,olde'.Gerirpd,. Vi'ce Minister'AoTade.l6,~eMngesha ,Planning~ Offi.cer,2 
Dr.A.J
~8iioi~,WHOP anning Ii~ci secunded tp4MPH

. A...E...i. T s a, P n Budget Officer
 
At. GFekhdun 10 0dFio
G. sd ij oy Division.
 

0~~au E iilogy..Division
 
ote
Osman, Training' 'officer._ 

A toBekele yilpia',_'ealth,Education, Unit 
Aoaye'Hur 'o,,,Chif' Misi1an 0soPi a)Dep rtmen 

sf or 
(il 

uulf "'asic,Heathev-~e Dp'i-ent2Ato I Ytch', Basic ife th SrceDopar me 
Of1c c, caic Dcorn-

Di~.MQ~i, 0 ,i ilarno' i, 10mba rs of 'he Provincil 4oa' 
DOpr en rid ~bh~~hcnor, at as 

Ehiopia-n NuriionInotitt't

D.Mcharri, Diirec or

,iff Haile Seassile,i. Foundation,.
 

Ato, beb Kebede, Genera lIanagr,
0 la Zewde, .,CjiegSocja1 'l~ejarec-an d edica - Departl ent 

M~1a1~ErdicaionSerc
 

Mr. a'no8effcn U;S A v.or 

z.-j i i- Sov,
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Sudan Interior Mission
 

Mr. Donald Stillwell
 

Seventh Day A Iventist Mis:zion Hospital 

Mr. Skr{gin, Adrinistrntor 

World Hcnlth Organizativn 

Dr. Chaslcs, Country Rlcprcsentative 

UNCFT 
Mr. Alan Mclain, Country Representative 

American Physicians Affiliated with Voluntary and Mission Organi:atl'ons 

Drs. Ey, Babcock, Wallace, Hiatt and Lackey (Peace Corps)
 


