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Prologue
 

The development of the backgrnund paper and the "Health
 

Strategy for Africa" for the Bdreau is the outcome of the efforts
 

of a special Task Force and others. Included in the Task Force
 

were Antonio Gayoso, Chief of the Sector Analysis Division of
 

Development Services, Jean Pinder, Cons ltant to the Division,
 

Herman Marshall, Health/Population Officer, CWR, Richard Uhrich, M.D.,
 

DHEW, William Walsh, DHEW - the first draft of the paper was
 

prepared by Ddvid Dunlop, Health Economist, Vanderbilt University,
 

and Karen Lashman, DHEW.
 

The background paper is designed to present an overview of
 

the existing health problems in Africa, and of the various factors
 

on
 

which impinge/or relate to developing solutions to these problems.
 

There is then presented possible alternative actio s which might
 

have an impact on the problems described and an evaluation of the
 

possible effects of the intervention. It is on the basis of these
 

- that the Health
alternatives - together with Agency policies 


Strategy was developed.
 

'lhe Office of Development Services wishes to express
 

appreciation to all who participated in the Task Force and other
 

persons and Offices of the Agency who have contributed to this
 

acLivity.
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Conclubions and Reconmnendatn.c,a
 

The Africa Bureau will support health pLogrdnis in the following
 

categorieg:
 

A. 	National Health Delivery Systems:
 

The development of national systems with emphasis on
 

integrated rural health delivery systems:
 

AID program inputs could focus on health
 

planning, personnel systems and training (using new
 

AID-supported techniques such as Medex, etc.),
 

supervisory and management training, management
 

and administration at the national level, and finan

cial analyses of long-term costs/benefits. AID
 

support could also include sector grants or loans
 

for lesser elements of system in support of well

planned 	national programs which have an integrated
 

approach 	and coordinated donor support.
 

In most 	cases, such programs would be developed
 

on a phased basis, so that governments can manage
 

full responsibility for program; but longer-term
 

planning, training, self-help and assistance inputs
 

should be planned ahead as part of the sector
 

approach as represented by the DAP process and as a
 

basis for evaluation of various inputs.
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and 	other health programs in support of
 B. 	Disease contiol 


rural development efforts:
 

Environental analysis of health factors and
 

health programs in relation to development programs,
 

for example, control of water-borne diseases 
such as
 

schistosomiasis, trypanosomilasis and other 
health
 

factors should be included on projects addressing,
 

new 	lands and/or the
inter alia, the opening of 


investment in greater productivity of rural areas.
 

Some such programs may be appropriately regional 
in
 

character, e.g., onchocerciasis in the Volta Basin,
 

while others may be reasonable and appropriate to area
 

development programs within individual countries.
 

C-. Integrated rural health delivery systems as part of, or
 

integrated rural development programs.
complementary to, 


The same criteria apply here as to national health systems
 

(described above) - applied as appropriate to size and
 

location of specific rural development efforts.
 

D. Health-related aspects of agricultural rural development
 

health inputs as
 or education sector programs, i.e., 


integral elements of broader development objectives.
 

Examples are water supplies (for irrigation and human consump

tion), health/sanitation education, nutrition, and other
 

selected program efforts.
 

E. 	Special health efforts related to populations greatly at
 

risk due to drought, famine or other calamity. Such
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support can include emergency supply of medicines,
 

vaccines, equipment, logistical support.
 

F. Family Planning and Use of Title X:
 

AFR believes child spacing and other family
 

planning services form a natural and essential part
 

of minimum health or MCH services. This should be
 

a basic understanding wherever possible in helping
 

develop national health delivery systems as dis

cussed in 2 above. Title X funds, however, are not
 

available for full assistance costs for integrated
 

health/FP programs. Title X funds are available for:
 

(1) Contraceptive supplies and advanced FP
 

technical training, as needed, in all family
 

planning programs in Africa.
 

(2) Support to Pathfinder, IPPF and other organi

zations with programs in Africa.
 

(3) Contraceptive supplies, family planning
 

training, and proportional share of overhead
 

cost of integrated health/FP programs where
 

AFR and PHA agree on these as priority efforts
 

in terms of AFR health strategy and PHA's
 

program criteria.
 

(4) Population programs such as population
 

dynamics, demographic/census work, etc., 
as
 

approved in PHA programming process.
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Missions should also be aware that with current 
funding levels
 

and priorities in Title X, PHA will be seeking 
proportional AYR
 

some costs of existing health/FP programs
non-Title X funds for 


A full list of such possipreviously funded wholly from Title X. 


bilities is being prepared by PHA for review 
with AFR.
 

Missions should therefore plan to propose AFR 
(non-Title X)]
 

integral FP
 
funds for health-related programs that do not 

have an 


element, and for the health and proportional 
share of overhead
 

AFR will support these
 costs of integrated health/FP programs. 


proposals in accordance with its health strategy.
 



A HEALT!! f;TIRATEGY iN AFR7-'°.' 

Tho analysis which supports the health assessment's con
clusions and technical recommendations clearly,underlines
 
the importance of considering the health factor in. any
 
economic development strategy to be pursued in Africa.
 
If an increased income level, shared in an equitable way,
 
is one of the major objectives of development, improved
 
health should receive substantial emphasis, not only
 
because it means an improved quality of life for the
 
people but also because of the critical role that health
 
plays as a constraint to economic development of a coun
try's productive resources. Low levels of health adversely
 
affect the economy, inter alia, by diminishing the supply
 
of labor and/or affecting its productivity as well as by
 
limiting the use of other physical resources such as land.
 
V's submit that the Bureau adopt as a first element of
 
criteria toward a health sector strategy, the overall
 
objective of increased social equity.
 

The health problem in Africa, is very complex. It affects
 
vast numbers of people regardless of political boundaries.
 
Both direct and indirect links and effects exist among
 
different diseases, i.e., parasitism and malnutrition.
 
There is, in addition, widespread scarcity of financial
 
and skilled human resources. Health systems Jn Africa
 
ai.u uuLCjZILiy c d..Lu.'. u by vui.y !uu:uL! L u ,:z u_. 
access. Urban populations receive a disproportionatr share 
of available health services, while large rural population 
groups receive no medical attention whatsoever. The fact 
that health pioblems are complex does not necessarily 
imply a need for complicated mechanisms to meet them, 
especially given low levels of absorptive capacity in 
African countries. Nonetheless, bccaunn of the interrelated 
nature of health p'oblems the means of iinterv.ution in all 
probability must be as comprehensive as --soi,ces Permit. 

In the conte:zt of this situation and giv,.,n current emphas c
in A.I.D., we s;ould seek to he3. ' :otnntries ,chic , 5r,;i l."-,r 
.Lev sc. he.-iA:1th ti;!, t)!'rouqhout k lii i-ijoci.c.t , .it::i ! a 
reaoni,blo time f;rnie. YL must be c': l . . I that ;occept
ance of this c al would sigriflcontly dete'mint.: the qcc
graphical orientation of t:ar :urc., '. flitire herilth cffforts 

il 1 fr ica:. It ,..rou lcl 1c..d outr cffor:... tow rd the r. i 
areas and awiy from alredy b,<'t,(r ::crv,-(1 urh.in t).O,,r . 
Such rural trieitation, to b effecl:.I.vc , .:wuir(-z th e:.l'
t'.ncrc or d0 vullc!i,..n, el h£,aJt h ,.tc ',',' '. , that. s£" 
bot'h nff i.,:'i =t and af .,rah11)JL to ,.hw cnat'y 

http:effecl:.I.vc
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Having decided the goal of assistance in the health sec

tor, a second important consideration relates 
to the
 

decided.

procedures through which funding priorities are 


of programmatic
The identification of four major areas 

a function of the overall
priorities in the analysis, is 


the African Continent.* The
 
assessment of health in 


the areas is specific to
 weight received by each one of 


each country and/or region and must, therefore, 
be deter

of each case. As the summary briefly
mined by analy3'is 
not merely a function
indicates, funding priorities are 


of the degree of importance of a disease or group of
 

diseases but also of the degree to which simple 
and/or
 

comprehensive interventions will affect both health
 
The need for, rigorous
the economy.
status and impact on 


analysis as a prerequisite for decision making at 
the
 

project level is evident. As a pivotal element of its
 
indeed
health strategy, the Bureau should expect and 


health
reuire reasonably comprehensive, case specific, 


sector analysis in support of programs and projects.
 
jointly sponsored with
These analysis may be, of course, 


other donors and should involve as many host country's
 

technical personnel as possible.
 

6iv:Il the two UVL11ll Pu1i1y 4LUdUlii::b SLaLd above, 

and based on the findings and recommendations of health
 

the Africa Bureau will carry out the
assesswentS in A-frica, 

next
following four-prong health strategy during the 


several years:
 

I. The Bureau will support integrated health programs in
 

selected countries for the following overall. purposes:
 

both health status,
- To obtain maximum impact on 

measured by accepted epidemiological methods,as 

and the effects of disease and/or poor health on
 

economic activity, as defined, intcer alia by tie
 

quantifiable efcects on production and/or produc

tivity.
 

In pract.ice, the relative pri"ority assigncd to 
toeither etf the..e types of impact would have be 

governconsistent with thosu sugigested by host 

ment pol. cJLs. 

* Dis U, d in E:ollowiau9 section. 
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- To gain. experience and/ox know-how through 
applied research as to the most efficient manner 
tor planniing and delivering health services in 
the LDCs. Spin-off,benefits would result from 
the transfer of this know-how through health pro
gram replication locally, nationally and r.ionally. 

IA. Rationale
 

In an attempt to maximize cost-benefits in the utiliza
tion of scarce health care resources, it is most impor
tant to pool health and health-related resources, as
 
well as integration of programs wherever feasible. The
 
implementation of these types of actLivities will result
 
in both a more comprehensive health service program,
 
and increased accessibility and availability of health
 
care to a greater number of people. The ty!ng-in of
 
health programs to other on-going projects or implemen
tation of the concept of developmental packages, in
 
which health services is a component, could be of
 
immense benefits in a synergistic manner. In addition,
 
special emphasis should be made on the development of
 
minimum health package programs.
 

IB. Action Strategy
 

A number of areas have been identified as those deserv
ing highest priority for possible AID funding. They
 
drc divided into 2 categories. They are: 1) pro
qrammatic activities important for improvement of
 
health in Africa and; 2) health infrastructure changes
 
for inproving the chosen programmatic activities.
 

1. Programmatic Area Priorities
 

Four ireas have been identified for hiqhcst priority. 
They are thought to be similar in importance. These 
areas aEC: 1) communicable disease control; 2) rutri
t iC"; 3) envircnmental sanitation and; 4) family 
plann ing. Jorge elements of all four can be combined, 
perhaps rcsulting in important program economics. 

if desirable, certain componenti; of all four priorities 
can be incorporat d into an integrated health delivery 
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system package which would include: 1) the delivery of
 

family planning services; 2) the delivery of basic pre

ventive health services; 3) nutrition education and
 

infant and child feeding programs; 4) eivironmother, 

mental sanitation.
 

to many
This same mix of services could be added on 


other health or non-health activities, and could consti

the marginal health package component to other
tute 

sectoral projects as in agriculture or rural development
 

as discussed later. There are a variety of delivery
 
a) static
mechanisms which could be utilized including: 


c) single live-in health
units; b) mobile teams and; 

The choice should be determined on basis of
workers. 


cost-effectiveness.
 

1)
The advantages of such an integrated approach are: 


economics of scale; 2) greater possibilities for chang
3) greater possibilities
ing attitudes toward health; 


for undertaking timely complementary interventions.
 

cost of implement-
Thc dicdvanta~gz arc that: 1) the 

ra-

In j u A5s i.a ii, tcgzaLeU bybLutm ay be beyond 

tional means to support in large portions of rural
 

areas; 2) demands may be generated on the system which
 

will direct scarce resources from more efficient inter

ventions.
 

A detailed analysis in support of this strategy is
 

found in the Bureau's document entitled"Health in
 

Africa".
 

2. Health Infrastructure Priority Areas
 

There are certain critical infrastructure inadequacies
 

which would serve to jeopardize the implementation of
 

the progrhammatic area priorities. They are not v. ry
 



efficient vehicles for short-run changes, however, and
 

are presented here as activities which should normally
 
be considered in concert with changes in progx.ammatic
 

priorities. Therefore, greatest impact will resul.t if 

these infrastructure changes are supported initially 
with a focu.i on priority program areas: 

a. Health Administration.
 

b. Health Planning and Evaluation.
 

C. Health Information Systems.
 

d. Health Education.
 

The major elements are:
 

Curriculum development for health courses in
 

formal education.
 

- Non-formal health edubation opportunities. 

e. Health Manpower Development.
 

igcrusly
II The Bureau will movp fo.tda "1- Le devp Ion

.n~nnt Cf Vi toy insurinc! that due consideration is 
given to the inter-relationship between health problems and
 

aid efforts in rural development, food production and nutri

tion, education, and population oriented initiatives. The
 

implication here is that this mechanisrm will apply to all
 

programs and/or projects participated in or supported by the
 

Ageny in African countries.
 

IIA. Rationale
 

Some consideration has been given to the significant
 

potential benefits by integrating family planning ser

vices with health projects, however, very little atten

tion has been given to the relationships between health 

and other fields of AID interest. For example, the 

consequence of i.:-rigation p.roject.s in spreading schis
tOsOmiasis has usually been ignored. In the :, e wannct:, 

we have sc.'idom considered the role of health education 

in shapinj demands for nutritiotu. food diets; in the 

context o agricultural production, even in those 
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sitnations in which the nutri;.Aojial soundness of the 
proposed crop mix ha.; been cc niidered. In evaluating 
the impact of iutritionJ progrtm.-, which is so important 
ior - p ,- O1ev,,f ,Th.ional rtutrition,il strategy, clini
cal t i: ing mus: be done. Frvrther, to prevent signi
ficant fr i-d ,'ai;L;: c t-c must deal with problems of 
infectious; an( parasit.:c dise-ases (i.e., dysentery, 
helminths, malaria, etc.). It is rather apparent that
 
there are interdependent relationships between health
 
and other sector developmental programs such as family
 
planningj, nutrition. Finally, for maximal effectiveness,
 
we must implement a strategy in which program integra
tion becomes bi-directional, i.e., from the health
 
initiative on the one hand, and from the other health
 
related and non-health sector initiatives on the other,
 

1ID. Action Strategy
 

In the development of a mechanism for insuring that all
 
health-related and non-health projects and/or programs
 
be considered in light of health implications, certain
 
activities must ensue. These would include such
 
ac'.3vities as. the fol..ing: 

- ,,,,ring iutoVM 1.VaLh LCuu1iaziil experts in prograt 
planning, development, and project design in all 
health-related and other sector programs. 

- In carrying out non-health sector analyses,have input 
from health personnel as to the potential health 
implications involved, etc. 

- a.vi1ng input from health technical experts in the 
formulation of overall policy and setting of priorities. 

In carrying out this element of the health strategy, the
 
Bureau is prepared to make available the health pursoine]
 
resources capability to carry out the following functions:
 

- Serve as effective liaison with other ILureau's health
related and non-health units. 

- Serve on projcct and/or program revivw panels of 
health- r ~tt. d ;and non-health pi:ojcct n or pro-irams, 
as appropriate. 
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- Serve as health representatives with others in thfe 
setting up of priorities, particularly in health
related program areas. 

--	 Provide health backstopping and supportive services 
for the mi:.sions and/or ield staffs.as appropriate.
 

At th2 pievcnt time the 
Buieau is developing a small
 
and closely knit tqam of health professionals, headed
 
by a senior health professional, to carry out the
 
above functions.
 

III.The Bureau will make a deliberate and organized effort
to achieve an 
increased level of effective coordination
 
with other health donors in Africa in order to:
 

- Maximize cost-effectivencss and/or impact of scarce
 
resources (financial and manpower).
 

- Assure that resources are available from other donors
 
for continued support of successful projects.
 

- Benefit from the extensive experience and/or expertise

of other donors in the haalih fiel!, in Africa.
 

ILIA. Rationale
 

In this era of practically overwhelming problems in the
 
LDCs and rather limited resources of all types, it becomes
 
highly important to engage in coordinative and cooperative

efforts 
at all levels for maximum effective use of all
 
resources. Coordination efforts 
should involve non-US
 
donors, African governments and national health agencies,

and international hec.lth agencies. 
Coordinated and
 
cooperative 
use of this array of resources in Africa
 
could favorably affect health 
status and quality of
 
life for Africans, and will allow us 
to: a) maximize 
impact of scarce funds; b) assure that the budget
 
resources usually su-)plied by other donors, which might

ultimnately be needed for the continued offunding
successful projects will be available and; c) benefits

from the extensive experience that other donors have in 
the health fiuld in Africa.
 

In addition to financial and manpower 	 existingresources 

in foreign donors and international helth agencies,
 

http:staffs.as


existing in many of
 there are significant resources 

some of tho health
 

the AfricaA countries, although 

not utilized effectively and
 

manpower resources are 

thn organized
others are not utilized at all in 


delivery of health services. An example of the latter
 

is that of the traditional health practitioners.
 

Although they represent a potential source of health
 

manpower for addressing health delivery 
problems in
 

many LDCs, this potential is rarely tapped in the
 

planning and delivery of health services by the
 

national health agencies. In many instances they
 

play a significant role in the delivery of health
 

traditional birth attendants), how
services (i.e., 


usually no formol nor planned involveever, there is 

ment between this group and national 

health agencies.
 

IIIB. Action Strategy
 

The Bureau will take the initiative in moving forward
 

this element of the health strategy in such manners
 
on 

as the following:
 

- Meet with donor countries and agencies, 
in associa-


Lien wiLh a,,a without recipient countries, to
 

dircuss arcac for coordinative and coopera
t ive
 

efforts in health in the LDCs.
 

- Meet with international health agencies 
and organiza
to explore
World Health Organizations,
tions, i.e., 


areas and opportunities for cooperative 
and coordina

tive efforts in health activities between the Bureau
 

and the individual international health 
organization.
 

look for and identify opportuni- Encourage USAIDs to 


ties for coordinative and cooperative ventures
 

between donor countries, international organizations,
 
their particular LDC in
and voluntary agencies in 


Africa.
 

this
 
a first important step in the implementation 

of

As 

strategy the Bureau has collaborated and 

will partici

a conference with donor agencies, international
 pate in 

health agencies and recipient countries to be held in
 

the spring of 2.975 under the sponsorship of the WHO. 



IV. Th:Jiureau will move vigorot ;ly forward in making sufficient 
tundsaI-% ,11.4hz!,,fthln reasor at Ipracticality, for support of the
majority of worth healt:h project ; developed in the implementation
oL Lhe iaith SLtaater,2 Foi Afric; This actLiviy will'include 
seeking, additional appropriation: or allocations for health In the
ev,.tti hat: worthy health projects cannot he bupported because of 
lack of 
 ,ind,, .ag,d., within pract.'al reasons. 

IVA. Act ion StrLategy
 

In calrrying 
,U this clement or component of the Health 
Stratvt:y for Africa, the Bureau will engage in such 
activities as follows:
 

- Rncourage appropriate personnel at all levels to iden
tify opportunities for development of worthwhile
 
proj(.,i.ts -.
n health which fall within the framework of
 
the Bureau's Health Strategy.
 

- Upon idencification of such opportunities for potential
health project development, then appropriate technical 
expertise should be brought to bear for refinement of
 
the idea and/or further development of the projects.
 

Pr,.vide a:d make known their existence a cadre of tech
nical experts to provide technical assistance In the
n........ , ...... ,-..... dc
, an ig .... ..... h pr,:o.;eCti
for Africa.
 

In conclusion, the four-prong Health Strategy for Africa will allow

the Bureau to move forward and intervene actively in the health

field, both directly and indirectly, i.e., 
directly by developing

and supporting health projects, and indirectly by tying in health
 
peojects to other health-related and non-health projects.
 

AfW.'l:i, &4:ayo,:..."'ross:Ju:ds 11/7/74
 

http:proj(.,i.ts




PROGRAMMATIC GUIDANCE
 
FOR AFR IN THE HEALTH SECTOR
 

out the seriousnessThe background paper "Health in Africa" points 
iiid the complexity of the health situation in Africa. It also points 

to certaii approaches, e.g., prevertive health efforts and integrated 
planning services, which are generally consideredLural health/family 

desirable trends in health developnent. But these general suggestions
 

CanaoL plovide programmatic guidan e for individual Missions because of 

t!iu wide circumstances of individu i country situations, non-health 

ihctors (e.g., governmental Interet.t) and budgetary problems which would
 

Ilafluence the proposal for a particular program or project. Health
 

nector analyses, as part of the DAP or subsequent planning efforts,
 

should serve to develop.these specific country factors.
 

While such conditions must be anal9zed by the individual Missions,
 

.h.:, paper seeks to provide guidance to the Missions on those program
 

&pproaches which, based on experience and estimate of available resources
 

t.1R would be prepared to support. This is particularly relevant because
 

Jt.h the renewed emphasis within AID and AFR on the health sector, there 

is some uncertainty in the Missions as to the priority and degree of 

prograu support AFR is now giving to this sector. 

' Types of Program Approaches 

A. NWational Health Delivery Systems.
 

11.1d to development of low-cost rural health delivery systems. As
 

indicated in the paper on "Health in Africa", such integrated programs
 

have the advantage of:
 

(a) Providing minimum services to the bulk of the population; 

(b) Utilizing para-professional manpower in place of scarce
 

/, non.existent doctors in the rural areas;
 
(c) Providing for delivery of family planning advice and
 

i.eivices in an acceptable and cost/effective way;
 

(d) Emphasizing preventive services.
 

In seeking to develop such programs, several constraints
 

ha,,e been cmnimonly identified: These relate to administration, infra-
Most assistancestructure, manpower, education and budgetary matters. 

efforts have focused on one or more of these bottlenecks. For example,
 

the Strengthening of Health Delivery Systems project in West Africa to
 

which AID contributes will provide training for health planners and health
 

rrainers, plus direct assistance in health planning, for 20 countries.
 

The AID-assisted Upper Lofa County health project in Liberia will provide
 
advice and assistance for training of para-professional workers, plus
 

family planning and other support for a network of rural health sectors
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and healLh st hn (;hna, a pl,,jrci in h.,iLrh managumenot and adminis
family

Lration, ,l,,ngp with a e: earch project on dol ivtry of health and 

planning scrvic(es, are seen as precursors to support for a national 

health/fami]y planning doliveiy system. In Tanzania, AID is providing a 

grant for the construction of regional family planning and family health 

as commod~ties, as part of a comprehensive.
ttainlng centers, as well 
-o which other donors are contributing other key
national health program 


elements. 

However, there are also more fundamental issues which affect 

the success of these programs: Adeqiliate government support, finding 

systems of even minimal health servicestruly "low-cost" systems -- i.e., 


that governments could finance, effective means of instilling 
on-going
 

training and supervisory practices, and of coordinating various pro

fessional health interests. With this experience in mind, the following
 

guidance is suggested:
 

I. Long-term support. Development of any national health
 

delivery system will take many years of sustained effort. AID support
 

to be analyzed in terms of such long-term requirements. For

will have 


the path of helping
this reason, oweve AID should not start down 

a core of dedicated host country
develop such a system unless there is 


persons prepared to back and implement these efforts. This means a body
 

support new forms of training, delivery
of officials who are prepared 	to 

and who can provide some
of services and concepts of health care, 


assurances of continued host government financial support for such an
 

a steadily increasing level (including exploration of private
effort at 

resources, e.g., payment for services in place of free care).
 

Becuase the external needs of
2. Multi-donor support. 


any national system will be great, and because there are many donors
 

operating in the health field, AID should seek to develop a situation
 

aGst country where donors' inputs are coordinated and committed
with the 

This is also valuable because 	different donora have
to the overall plan. 


different strengths and respective interests, e.g., AID is prepared to
 

support and/nr fund health manpower/family planning training and commo

dities, UNICEF vehicles and MCH training, FED hospitals-, etc. The
 
interests
strength of the Tanzania program is that these diverse donor 


a Tanzanian integrated approach to
have been coordinated in support of 


rural health.
 

One of the striking
3. 	Local "rooting" of health systems. 

is the plight of systems preand dismaying aspects of the health sector 


viously instituted (with outside design and assistance) which have
 

stagnated in subsequent years. The DAP Team in Senegal found the health
 

situation to be deteriorating as standards lapsed, manpower became
 

discouraged and apathetic, and due to the failure of development of the
 

link between popular awareness and the formal health services. In Mali,
 

some health workers not only do not practice what they have been trained
 

even fall into the custom of accepting health conditions in
to do but 
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thele own families (kwashiokor) which are preventable. Somehow,. 
systems established on "sound" health principles have failed to take
 
root, to gain popular understanding ind support, to provide people
 
who are not only trained in a formal sense but trained to be adaptive,
 
iiinovative and effective in their honie coimunities. Whatever the causes
 
of this phenomenon -- and there are riany -- they sugest greater atten
tion tu the indigenous character of the support, understanding arid
 
instiLutionalization ot any health inputs from abroad.
 

When such conditions are met or are coming into being,
 
AID Missions should develop programs of support in collaboration with
 
other donors that have a multi-year focus z:nd which could well include
 
capital (e.g., sector loan) as well as technical support.
 

Short of these conditions being present or readily foresee
able, Missions need to think through carefully the value of assistance.
 
Health planning and administration advice, manpower development,
 
curriculum reform, etc. may be activities which contribute to the above
 
conditions eventually coming into being and are therefore worthy of
 
support as precursors to a more comprehensive attack on the problem.
 
But, as often as not, they can result in paper plans, unutilized manpower
 
and reinforced dependence upon outside aid. Missions should therefore
 
analyze what impact is likely to occur from such activities and whether
 
they are the ones most likely to contribute to devcloping the conditions
 
necessary for developing a more effeczive national system.
 

Clearly, there are new concepts of health planning and new
 
fornc of trsinfrg whirh would not reppi thp mist-n of 01- P t SoA".e 
oi these are being developed by AID, e.g., the MEDEX system ior training 
rural health workers that provides status for these workers, strong 
support from the senior health professionals, shorter training time, 
pragmatic focus, vnd within three years an indigenous training system. 
Advance exploration of these methods with key country leaders might be 
helpf,,l in determining the degree of interest and likely effect of Zuch
 
selective assistance inputs.
 

:. Environmental Health and Other Disease Control Programs.
 
Many of the major health programs in the past in Africa, Lo which the
 
United States has contributed, have been in endemic disease control,
 
e.g., measles - smallpox in West Africa, malaria in Ethiopia, yaws, etc.
 
At present, the IBRD and WHO are leading a multi-donor effort to control
 
oncho¢,erciasis in the region of the Volta basin; AID is contributing to
 
that effort.
 

While these programs have been largely successful, they are
 
usually only effective if undertaken on a regional basis with multi
donor support. This is because the disease vectors are often transmitted
 
across national boundaries and because the costs are high. They also
 
often have the result that, while the specific disease is brought under
 
control, the delivery systems created by these programs are not support
able afterward by the individual countries, since little attention Is
 
paid to health planning, allocation of health resources, arid integration
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inr.o rhe htcalth dclivcry systems;. For er-ample, the 
of (,,ntrol programs 

1
en"i 4{ now 1arge lv 
:Hob :ain - :;r-! :;h(-d for the mnasle.-smallP-.,;am: 

per diem, etc. Thin 
sit: JIt-aobile for lack of donor-supported gasoline:, 

does not detract from the absolute value of the original 
proh,ram, but 

It doe. mean that such programs cannot automaatically be 
assimed to have 

Thus. these factors
 other desirable long term health delivery effects. 


need to be taken into account in selecting methods of attack 
on problems
 

nature with such massive and concentrated efforts.
Of thLS 

A third form of assistance often supported
C. Pilot Projects. 


by All) Is the pilot project to test or develop nev methods 
of delivery,
 

small as a village center
Pilots can be as
finan.:ing of services, etc. 


(a -b "Jrge as a province. The singular characteristics of the pilot
 

is not yet linked into any clear system for followproject is that it 


tp anJ cxpansion to a large system.
 

There have been a large number of pilot efforts begun in
 

Africa in pant years, and this suggests that any proposals for new ones
 

In Ghana,

.!'e careful account first of what has already been tested. 


cost and other factors
 Lhe Dunfa 	project is testing the effectiven.ess, 


e.'1oAted with delivery of health and family planning services 
in
 

The UC Santa Cruz project in Lesotho, Dahomney and Gambia
rural areas. 


te:,txIg methods of training and delivery of MCH/FP services 
at the
 

[he DEIDS project proposes to test worldwide methods of
Incal 1-vel. 


piovidiug integrated health delivery systems to larger "pilot" groups
 

ki.e. .t:least 250,000). WHO, PVOs, and host countries have other
 

he rel:,'tant to sup
onlot ,iforts underway. For thiA reason, APR -,Id 

fairly small scale. 
ptot '.;iply addiLioual piluts for testing methods on a 

However, there may be value in AID helping develop within
 

particular countries progrm.s of health delivery for specific areas as
 

an elf.-tnr of a rural development program and as a means of developing
 

skills in planning and implementing locally-relevant
the cotintry's 

For example, the DAP for Mali will recommuend assisthealth programs. 


a,.c v, a healit program in the Mopti region where AID also plans to
 

a.sist in an expanded millet and vegetable program. The proposed health
 

pr(41,:mL1 will aim at preventive.measures that are within the reach of the
 

related to the actual potential for clean water
local population (e.g., 

can have a fairly early
supplies) 	and at certain curative pr'ograms that 


the health of the population and possibly financable evenimpact on 


tuall;" from local sources (e.g., breaking the cycle of guinea worm
 

In this case, the Ministry of Production is most anxious
infestation). 


to incorporate a health component in its priority rural development
 

eifo.Li its an adjunct to production programs. There may be other cases
 

in Africa where such area-specific programs can both support other
 

development efforts and help develop the country's capacity in the
 

health lield.
 

11. Family Planning and the Availability of Title X Funds
 

AFR believes that child spacing and other family planning se'vices
 

form a natural and essential part of minimum health or MCH services.
 



This should be a basic understanding in developing national health

delivery systems as discussed in section I. B. above.
 

In past years, Title X funds have been available for both family
planning programs, per se, and to 
support some integrated health/family

planning efforts in Africa (Danfa, UC Santa Cruz, the Botswana ptogram,
CUSS). 
 Because of reductions in Title X appropriations, and with
 
increased focus on priority countries worldwide in terms of population
pressures, Title X funds will be *ncre restricted in future years.

Essentially, Title X funds 
are still available for

(a) Family Planning conmodities ind supplies and advanced technical

training, as 
needed, in all famnily planning programas in Africa.


(b) Support to 
Pathfinder, IPPF and other private organizations
 
with programs in Africa.
 

(c) Family planning commodities, family planning training, and proportional share of overhead cost of integratpd health/family planning

programs, where AFR and PHA agree on 
these as priority efforts in terms
 
of AFR's health strategy and PHA's program criteria.
 

(d) Development of demographic data systems.
 

This means 
that Missions should plan to program non-Title X funds

for all health-related programs that do not have an integral family
planning element and for the health and a proportional share of over
head costs of integrated health/family planning programs.
 

It means, furthermore. that in proposJne programs 
for integrated

healch/family planning efforcs, Missions shouid consider 
tue guidance

in section I. B. and I. C. above so that in seeking scarce Title X
funds, AFR will be concentrating on those instances which have most

chance of being cuccessful in the long-term in Africa.
 

Further, Missions should be aware that with the current circum
stances and .criteria for Title X, PHA will be seeking proportional AFR
non-Title X funds in future years for some continuing costs of programs
previously funded wholly under Title X, e.g. CUSS. 
A full list of such
possibilities is being prepared by PHA for review with AFR.
 

Beyond integrated health and family planning programs, of course,

there will continue to be opportunities for population and family
planning programs (e.g. demographical work, population dynamics studies,
and certain population research studies) not tied directly to health
 
services. 
These should continue to be viewed, analyzed and proposed for
Title X support in light of the Mission's and PHA's analysis of the
population problem and the most feasible ways of addressing it.
 

I1. Summary
 

AFR will encourage and give priority consideration to health pro
grams in Africa that meet the following criteria:
 

A. National Health Delivery Systems.
 

1. 
Long-term technical and capital support for the develbpment

of nation-wide preventive and minimum health delivery systems (including
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family planning) where there is evidence of host country support, coor

dinated donor inputs, and rooting of the health system in the national
 

culture and financial'system.
 

2. Selective assistance in health planning, manpower develop

ment, health administration where these can be shown to have sighificant
 

impact on the development of conditions necessary for building a
 

longer-term nation-wide system of preventive health and minimum curative
 

services.
 

3. Development and utilization of vital events and demographic
 

data systems.
 

B. Environmental and Other Disease Control Programs.
 

1. Regional, multi-donor supported programs which are
 

economically and technically feasible, e.g., onchocerciasis control in
 

the Volta basin.
 

2. Prevention and control mhere such programs contribute to
 

the soundness and success of development efforts in a specific area,
 
e.g., the environmental studies and programs in the Senegal River area.
 
In fact, such considerations should be part of the consideration for
 
any area development,program, particularly where water resources develop
ment could lead to the spread of schistosomiasis, malaria, or certain
 
water-borne diseases.
 

u. bpecial and SelecLed Programs
 

Programs which support government's efforts in areaarural
 
development projects and which help develop the host government's
 
capacity to plan and implement locally relevant and supportable health
 
programs. In a similar fashion, special health efforts related to
 

populations at risk due to drought, famine or other calamities will be
 
supported. Support can include such items as qmergency supplies of drugs,
 
vaccines and equipment, plus some logistic support.
 

IV. Criteria for Evaluation of Proposed Projects
 

The following are a suggested list of question criteria for evalu
ation of proposed projects.
 

1. Will the proposed project provide health services to population
 
groups not now being reached with such services?
 

2. Is the project feasible in terms of host country projected
 
resources -- both in terms of manpower and financial?
 

3. Is there evidence of host country commitmeftt to project goals
 

and objectives?
 

(a) In terms of stated national health priorities
 

(b) In terms of ailocation of financial resources
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4. Is project likely to have measurable impact on health status
 
of population? On ecopomic status?
 

5. Does projectincorporate areas of AID priority concern -
i.e., nutrition, family planning, rural populations, preventive health

services, environmental sanitation and health education?
 

6. Does the project contribute to the development of management

and planning skills within host government infrastructure?
 

7. Does the project provide for the development of: (a) appropriate
manpower to deliver primary health services, and (b) for necessary super
visory skills and services?
 

8. Is the project based on a systematic analysis of the health
sector and is provision made for suitable evaluation and data feedback?
 

9. Is project emphasis on preventive health services versus
 
curative services?
 

10. Is design for provision of services appropriate to needs and
resources of host country rather than based on 
traditionally Western
 
methods for delivery of services?
 





HEAI.TI{ 	 I ] AFRICA 

I. 	 A. HEALTH AS A PROBLEM FROM THE QUALITY OF LIFE,. EQUITY. ANW) 
ECONOMItC DEVEOPMEI' PERSPECTIVE 

In April, 1973 the Honorable John A. Hannah, past Administ'iL r 

of AID, made the following remarks before the Conference on Irterns

tional 	Health. 

"The basic concern which I have been addressing this afteinoon 
is the well-being of people. Health, nutrition and family 
planning are only part of the picture. AID is pointing its 
development assistance toward meeting basic human needs in the 
developing countries. We are concentrating our program oi food 
production and education and human growth to support effor ts 
that will result in the fruits of economic growth being s-,r.red 
by all levels of society. This can be dore in part throui:i 
providing access for the' poor to better services -- in helt.ti, 
iin food production and in education. It can also be done in
 
part by pro'viding poor people with what they need to help then
selves. Finally, we are placing greater stress on helping the 
developing countries provide useful employment for the millions 
of unemployed and underemployed who exist uoday and for the 
millions who are entering the work force each year."l 

Dr. Hannah's statement of AID's objectives provides a useful perspe

tive in which to develop an afency strategy for investing in hea.th 

in African countries. He doeF not simply suggest that the objective
 

of AID 	is to increase economi( development, as measured by per c'.ptvoe
 

income, but that it is also tr support basic needs of persons living
 

in developing countries.
 

The United Nations Research Institute for Social Development (U1_RTSD) 

has made an effort to deterinire the principal components of a measure of 

the qualify of life. 2 They heve focused on three important welfare 

components: (I)basic physical needs, (2)basic cultural needs, and 

(3) higher needs, supplied by "surplus income" above that which is 

necescary to satisfy either of the two. Further subdivid.ing physical 



needs, the Institute suggests that health is one of the most important 

ccmponents. Other con:tponQnts include housing and nutrition. 

The conceptual framework of quality of life implies that organiza

tions like AID can focus their attention on improving the health status 

of a population on grounds of improving the "quality of life." In ad

dition, when addressing how the health of a population may be improved, 

AID can take a multidimensional approach. It not only can focus on the 

health status of a population by reducing the incidence of certain infec

tious diseases such as malaria, smallpox, measles and T.B., or by ex

panding the health service delivery system (both of which may be ap

propriate); but also by directing resources to other sectors such as 

nutrition, education, housing, environmental sanitation, and population 

control which interact to I nflumnee the health ststua of n pnn,thlton. 

Besides the interrelationship of improvement in health status with
 

improvements in the quality of life in African countries, investments 

.in health can also serve to more equitably distribute the gains of eco

nomic growth. Through the mechanism of governmental taxation and expen

diture and redisttibution policies, in kind income can be provided to
 

the poor by providing health service. Where low income levels limit 

demand for medical care, public resources can also be used to increase
 

the accessibility of health services to all groups. Even though the
 

primary justification for providing health and related services in edu

cation, nutrition, agriculture and demographic change may be based on. 

equity considerations, society receives important benefits from such
 

investijents vheee the productivity of individuals receiving such ser

vices is enhanced as a consequence, and can lead to an increase in
 

total output.
 



Within the context of economic developnient, it is useful to con

idMor that a ru'-t1;ty of life perspective of tih,2 role of. health in de

velopment has led te the view th..t economic stagnation in poor coun

tries is partially due to factor- such as limited aspiration and a 

tolerance for the status quo. Within this framework, motivational 

forces are seen as central to the process of economic development. 

Action in health areas can be important in the creation of new atti

tudes and motivation, and can reveal to ma' n tLat he is in charge, that 

he has a new power of self. 

To use the words of Peter Paderman: 

Development is becoming humanized. There is more emphasis on
 
people and on the quality of life and less on capital intensive
 
development.' For twenty years, development has been the servant
 
of a mathematically derived concept of development. Now there
 
is increasing recognition that the original justification of
 
health work -- services fur Lhe people -- Ls valid Ludd as we'll. 
The object now is to maximize the amount of health services per
dollar spent rather than maximizing the am'runt of development 
per dollar.3
 

In the following sections of the paper, a descriptive analysis is 

presented of Africa's health status, the resources and programs devo

ted to improving that status, and the impact of socio-econondc devel

opment on health. The discussion then focuses on idenl ifying and ana

lyzing alternative ways in which health status can be improved in order 

to improve the quality of life, social equity and economin development 

in Africa. The paper concludes ith a summarization of principal 

findings and policy recomndations for'donor agencies, particularly 

AID. 



I. 	 B. IMTAL'TII -STUS, RESJUMCES, AND PRORANIS IN AFRICA 

An Intr.luctior, to the Concept of Health 

(The definition of health as derived from the Preamble to the 
Constitution of the World Health Organization is as foll6ws:) 

"Health means mere than freedom from disease, freedom from pain, 

and freedom from untimely death. It means optimumi physical, mental
 

and social efficiency and well being." While many people would agree
 

that the World Health Organization's definition of health.is admirable,
 

and for certain purposes, is useful, there are problems in using it to 

determine a population's health status or changes in it. As a conse

quence, it is generally considered to be an unmanageable definition
 

from a quantitative point of view. We would concur with C. M. Wylie
 

that a 	 more limited definition of health which focuses on changes in 

mortality and morbidity, or sickness episodes, is a positive first
 

step on developing more adequate indices which would incorporate other
 

health perspective.
1
 

qualitative changes inone's 

One can say that any single improvement in health has no ultimate 

value in itself but only has instrumental value leading to improved 

functioning and improved quality of life. 2 As a consequence, the med

ical/biological systems approach to health problems, or the prescription
 

of one or more health services by a member of the health care team may 

alleviate disease and illness, but: not improve on the "perceived quality 

of life." If the biological approach is inadequate, it is important 

to determine how social and cultural factors affect consumer percep

tions of health status and illness. In addition to variations in the
 

definition of illness Ls a result of socio-cultural forces that work in
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&ociety. it should be emphasized that illness episodes may lead to
 

degrees of physic~l or social disruption that differ.from one indi

vidual to another. As a result, consumption of health services by
 

certain individuals may yield different impacts on the quality of life
 

for the individual and public.
 

Africa - Its Diversity an6 Similarities 

Africa is a land of contrasts. Its fertile valleys, savannahs,
 

high mountains, vast deserts and equatorial forests are inhabited by
 

337 million people speaking many different languages and of diverse 

and often conflicting ethnic, religious and cultural heritage. In
 

fact, .the heterogeneity of the African nations seems to negate the
 

very attempt to develop a unified health strategy applicable to Africa 

as a whole. 

Crucial similarities among the African nations do emerge, however: 

the overall state of economtc underdevelopment with its accompanying 

poverty and malnutrition of the masses; the largely tropical climate of 

most nations where hot dnd humid or dry weather is conducive to the 

breeding of disease vectors; and the increased industrialization and 

urbanization which have accompanied the development process and brought 

environmental pollution; and overcrowded living conditions which ex

acerbate health problems. Thus, while the diverse factors affecting 

health statue vary greatly, not only between but also within African 

nations, health problems are essentially similar throughout the Region: 

high morbidity and mortality due mainly to communicable diseases and 

nutritional deficiencies, coupled with inadequate basic health services
 

and a shortage of medical manpower. 3 



improved envirornnental sanital~rbniznt) on in Africa hus generally 

sewia1t dirtposal sys
tun conditionf Ly establishin; potable water and 

annrjcwt.ifuLd food 
tem,,. lie,lth f;cilities, mi'vket sanitation, fool 

handling controls have also bedn contributing factors 
to improved 

health in areas. time, however, urbanization hns com
irban At the same 

ex
plicated health problems througn overcrowding leading to 

increased 


posure of urban residents to communicable disease.
 

In the rural areas,scattered population groups, often members 
of
 

nomadic tribes, remain outside the health delivery system. 
In addition,
 

dietary deficiencies, greater exposure to extremes of temperature 
and
 

the environment, and limited economic resources serve to 
exacerbate their
 

health problems.
 

Health Status as Suggested by Demographic Indicators
 

is estimated to be approximatelyThe total population of Africa 

337 million as of January 1, 1973 and is increasing at 
an average rate 

that the continent's pop
of 2.6 percent per year. These figures imply 

7 years. Rapid population increase in Africaulation will double in 

is due to reductions in mortality and continued high fertility. 
The
 

a strain on Africa's natural,high rate of population growth places 

thus hampers efforts made to improve the
physical and humn resources and 

social and economic status.
 

Mortality and Life Expectancy
 

Although data on mortality in Africa is generally incomplete due 

several important" charto o lack of comprehensive vital registration, 


acLrintics do nevertheless emerge. (See Table I-B.1) First, more than
 

http:annrjcwt.if


Table 1-3. 1 

hortvllcy 
 and Life Expectancy in Select African Countries
 

Infanc Child Crude Death Life Expcec-
Countricn Mortaltt%) Mortalit, Rate her tncy 

er 1000 per 1000b2) 10. (years)(.
 

Algeria 86.3 1801 16.9 50.7
 
Botswana - 311 22.6 '41.0
 
Burundi 150 364 25.2 36.7
 

Cameroon - 311 22.8 41.0 
Ethopia 64.2 341 25.0 38.5 
Gabon 229 330 25.0 35.0 

Ghana 136 223 17.8 46.0
 
Ivory Coast 138 311 22.7 41.0
 
Kenya 53.7 242 17.5 47.5
 

Hali 120 354 26'6 37.2 
Horocco 149 1851 16.5 50.5 
Nigeria -. 358 24.9 37.0 

Senegal 92.9 311 22.8 41.0
 
Sudan 93.6 242 18.4 47.6
 
Tenaul a 162 248 '22.0. 41.0
 

Tunisia 125 1701 16.0' • 51.7
 
Uganda 160 324 17.6 47.5
 
Z ce • 104 336 22.7 39.0
 
Zmbia. '.259. 336 2b.7 43.5
 

Sources and Notes': (1,3,4) UN S~ntiatieal Yearbook
 
(2) stimated from East Model Life Tables found in A. Coale ar.d 

F. Demeny, Regional Model Life Tables and Stable ro ulition.
 
(Princeton, Noy Jersey: Princeton University Press, 196b).
 
Assistance of Dr. James Kaslovuki is acknowledged in deter
mining the most appropriate reglonal model table to use. See
 
also W. Brass, at. al., The Domography of Tropical Afrc
 
(Princeton, Now Jersey: Princeton University P'ress, "l968)
 
for survey data on infant mortality rates in various
 
countries of Afrtca.
 

)01T1 Figures followed by "E" denote estimates.
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half of all deaths in 	 a given country generally occur in inY±nts I... 

in fact, for the continent as a whole, approx
than one year of age; 

deaths are recorded per 1,000 live births: Second,
imately 150 infant 

table analysis of child mortality from several
estimates based on life 

countries indicate that approximately one-third
sub-Saharan African 

they reach the age of
of the children born each year will die before 

although falling, arecrude death rates in Africa,five years. Third, 


still very high, with most countries having rates greater than 25-30
 

per thousand. 

Primarily due to high infant mortality, life expectancy in most 

data from a recent
African countries is exceptionally lw. Examining 

report on Africa, life expectancy in most countries is betveen 40 and 

Sahelian countries: Upper50 years and is particularly low in two 

in four countries in North Africa andVolta, 37; and Mali, 37. Only 

of age or greater: Moroc-
Bouthern Ybodesia is life expectancy 50 years 

51; Libya, 52; Southern Rhodesia, 51.) 
co, 51; Tunisia, 52; and Algeria, 

rertility
 

seen in Table I-B.2, crude
Fertility is high in Africa. As can be 

and in some areas of Westbirth rates generally exceed 40 per thousand, 

rates are even higher. At the same time in
Africa, the average birth 


Central African Republic and Northern Zaire, the

countries like Gabon, 

the
rates are lower than in other areas of the continent. 5 In addition, 

that an average of 6.1 	childrenPopulation Council has estimated are 

born per African voan during her reproductive life. This is the largest 

of arW region in the world. 6 

completed failmy size 
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table i.2 

Fertility In Selected African Countries
 

Countries Crude Birth Total Fertility Rate 
Rate per • per Woman 1965-1970(2) 

1_000(1) .. . . _' _, _ _ 

Algeria 	 .49.1
 
Botswana 	 44.2
 
Burundi 	 48.1
 

Cameroon 	 43.1
 
Ethopia 45.6
 

"Gabon 32.5
 

Ghana 46.6 6.97
 
Ivory Coast 46.0
 
Kenya 47.8 6.75
 

•Mall 49.8
 
Morocco 49.5
 
Nigeria 49.6
 

Senegal 46.3 
Sudan ' 48.9 
Tanzania 47.0 

Tgualsa 46.3 6.77 
Uganda 43.2 

Zaire 44.4 
Zambia 	 49.8
 

Sources and Notes:. (1) UN D mographic Yearbook
 

(2) 	Population Planning Sector Working Paper. World Bank,
 
Washington, D.C.: Harch 1972. Data from Tomas Frejka's
 

"Alternatives of World Population Growth", Population
 

Council, New York is only available for the three
 
listed countries in Africa.
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In some African countries, there is evidence that, as the theory of 

demographic transition suggest, in the initial transition period, fer

tility levels increase due to improvements in maternai health.7 The im

portant question for African governments and international agencies Is 

how to shorten the period of time before fertility declines occur. Due 

to the currently high fertility levels, a large proportion of the popu

lation in Africa is less than 15 years old (4O%) and this young age 

structure leads to a high dependency ratio. In adlition, the continu

ing high fertility levels lead to rapid increases in the size of the 

labor force. 

Migration
 

The African people have traditionally been highly mobile. In the
 

past, vast movements,of tribal and linguistic groups for religious,
 

trade and political .reasons were common. The establishment of colonial
 

administrations in Africa, mainly in the early twentieth century, served 

as a powerful force in stabilizing the historically fluid population. 

At the same time, promotion of economic development by extending cbmmun

ications, transportation and production networks across the continent 

brought new incentives for maintaining a mobile population. Migrant 

labor became an important way of life for many persons seeking a larger 

share in the rapidly expanding Africen economy. In fact, it is estima

ted that at least five million people are involved in migration labor
 

movements annually in sub-Saharan Africa alone. 8 

The seasonal migration of labor which follows varying harvesting 

periods from country to country is an important component of the economic 
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life of many African countries. Large-scale technical projects such
 

as construction of bridges, dams and hydroelectric plants have also
 

temporarily drawn labor from many parts of the continent into a given
 

area. 
In addition, movements of nomadic pastoralists in search on
 

new vegetation for their cattle are common, especially in the savan

nah regions of Africa. More importantly, the political, social and
 

economic changes stemming from independence of many African countries 

in the 1960s have caused large numbers of persons to leave homes for
 

the other countries. 
 (Currently there are approximately one million
 

refugees dispersed throughout the continent.)
 

Perhaps the most important migration occurring in Africa today is 

rural-urban migraion, which is significant not only from.an economic 

point of view in reallocating labor, but also because of its many 

health izplications. This migration flow has resulted in most Afri

can cities growving significantly faster than the total population 
as 

noted in Table I-B.3. This rapid urban growth has resulted in crea

tion of numerous slum areas and their concomitant health problems 

related to poor environmental sanitation, poor nutrition, and mental 

pressures of unemployzent ad underemployment. It should be empha

sized, however, that Africa is and will remain an essentially rural 

continent for a considerable period with well over 80% of the total 

population working and residing in rural areas. 



Table I-B.3 	 .12
 

Annual Crowth Rate of Total Population.
 
and Urban Population (1958-62)*
 

Total Cities 100,000 Tovns .20,000
 

Country Population Inhabitants .Inhabitants*
 
.... _. More or ore
__or 


North Africa
 

3.8
 
.UAR 	 2.6 26.3 32,6
 
Libya 1,9 15.7 46.4
 
Tunisia 1.4 10.4" 19.9
 
Algeria 2.1 16.7 44.8
 
Morocco 3.0 18.9 .24.2
 

Sudan 	 2.8 2.4 


Wcst Africa
 

Mauritania 5.1 --


Smegal 12.1 ..21.5
 
Guinea 3.0 3.6 5.2
 
Sierra Leone 0.5 S,9 7.5
 
Liberia 1.3 	 8.0
 

1,4ory Coast .2.2 5.6 	 7.6
 
12.1
Ghana 10.8 

..Togo . - 6.1 
y -- 8.3 

Upper Volta - 2.5-

aii- 3.3 3.6
 

Niger 4.5 4.5
.3.0 


Nigeria 1.9 4.0 	 10.2
 

Central Africa
 

Congo (Kinshasa) 2.4. .5.9 9.1
 
Congo (Brazz.) 1.3 15.8 22.2
 
Cabcn 2.1 - 10.6
 
Cameroon 1.9 3.0. 6.3
 
Central African
 
Republic 1.9 -- 3.1
 

Chad 1.1 - 6.4
 

East Africa
 

....
 
Burundi 4.9 - 1.9
 
Zambia 2.8 5.8 16.1
 
Malawi 2.1 - 0.6
 
Rhodesia 3.3 12.0 '16.3
 
Tanzania 1.9 1.4 2.7
 

Rwanda 	 2.6 
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Table i-.B'.3 (cont'd.) 


Annual Growth Rate of TOta Population
 
and Urban Poulaton (1958-62)*
 

Cities 100,000 Towns 20,000.
 
Total' Inhabitants Tuhabitants
 

or More
•Country 	 •Populatlon or More 


East Africa
 

Kenya 2.9 •5 2 6.1
 

Uganda 2.5 2.'1
 

4.5
Somalia 2.8 


Ethopia 1.6 "2.8 3.9
 

Madagascar 2.8 4.4 7.8
 

Figures taken from Housing in Africa, September 1965 (E/ON.14/HOU/7, rev. 1,
 

United Nations, New York), table 1, Annex I, p. 180.
 

Source: 	 IWO, Employment Policy in Africa, Part 1! Problems and Policies,
 

ILO Document for the Third African Regional Conference, Accra,
 

December 	1969 (Geneva: ILO, 1969).
 



Health Status:. The major Disease Probleme 

The African people are infected by a vdst range of diseases.and 

the majority have at least two major dispases. Thus, throughout 

the continent sickness is the norm. In a profile of the major health 

problenms of the African nations developed from a WHO questionnaire 

responded to by 28 countries, malaria vras overwhelmingly the princi

pal concern noted (listed as top priority in 19 of the 28 responses), 

followed by tuberculosis, leprosy, helminthiasis (worms), schisto

somiasis and diarrhea and dysentery. While this profile reflects 

health conditions in the African nations one decade ago, this group 

of diseases is still the major health problem of the region (see 

Table I-B.4.) 

The following summary of the major diseases focuses on their 

incidence, regional differences, age and sex specific characteris

tics, means of transmission, major economic impact and the methods 

of treatment and/or control currently in use. 

Malaria 

Malaria is the most. serious health problem in Africa from a socio

economic standpoint. According to the 1969 report by the Director-

General of WHO, malaria affects more than half of the African chil

dren under three yeare of age and virtu;lly the whole population 

over that age can be directly implicated in 10 percent of the deaths 

of children under 5 years of age. 1 0 Considering the adverse effect 

of the disease on the workforce, the recent finding of a higher pre

valence of malaria among wage-earners than previously estimated 
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Figure3. Rqgional proflks of health prob!ems. Developed from a ques

tionnaire repoited by the World Health Organization in Third Report on 

the World HeaIth Situation, 1961-1964, no. 155 (Geneva, 1967), pp. 2S
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ctm; a black I ndicates regional cbnsensus that the problem was one 
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oped from more dweloped regions. The horizontal line separates diseases 

of greatest conca to less developed regions from those of greatest con

cern to more devviped regions. 
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becomes even more serious. In the endemic areas of tropicatl Africa,
 

losoc of from twenty to forty working days a year per person are 

not unconmon. 

In most of the African countries the problem is compounded by the 

fact that nmlaria eradication.iln the strictest sense of the word is
 

not feasible because of financial, administrative and technical lim

itations. As a result malaria control efforts to date have been con

centrated on surveys and field research projects. In the absence of 

adequate health infrastructures and most importantly a network of
 

to efperipheral health services, African nations have been unable 

fect necessary surveillance and health education crucial to the elim

ination of the disease. WHO has come to the conclusion that malaria 

eradication programs will have to be adapted to the individual na

and localtions' resource availability, health service organization 

epidemiological factors. 

Smallpox 

Although notification is obligatory, no.accurate statistics on
 

the overall incidence of smallpox in Africa is available. Surveys 

conducted by WHO in 1967 suggested that worldwide less than 5 per

cent of all smallpox cases were being reported. In 1971, WHO esti

mated the incidence to be over 50,000 cases.1I In recent years, how

ever, smallpox has been largely br6ught under control. Perhaps the 

mst impressive data in illustrating the effectiveness of the era

dication program is that smallpox has been declared eradicated from 

all but two African countries -- Ethiopia and Sudan. In contrast in 

http:cases.1I


17
 

the lbeginning f'thillast dCcade (1960), "10 countries in the region 

v..ere rcport-inC anihuul incidences oi' between 1,000 and 5;000 cases 

each and one five was fatal. '... casc in "2.2 

Overall prospects for complete eradication of snllpox in Africa 

are good because of the faci,i.ty of providing pernmnent protection 

through a simple vaccination. Further, while some earlier problems
 

were caused by the instability of vaccineE at the average high tem

peratures characLeristic in Africa, the development of freeze-dried
 

vaccine which is currently being produced in several African coun

tries has virtually ensured immunity upon being vaccinated.
 

Measles
 

Measles is one of the principal causes of death in African chil

dren.
 

Until the development of measles vaccine, the disease was only
 

scantily reported. Moie recent figures based on immunization cam.
 

paigns, while still incomplete, indicate that measles is common
 

throughout the Region.
 

The disease is especiLs3 .. fata. #hen infection occurs ampng al

ready mwlnourtshed ax4.q qast izqd c~loren; notably in,the rural 

areaa% In additioi?,,ag).e.8 tw.p to9 b r.erethal .in trQpic4 

than temp ~f~~ 4 '~~h1 xbqiwl.43en 

in the tropjtcs areigf~q6~& n~ ji. p~iqf iti in 

children in var~qus s~agq),;, inopqaqT 

mortality among young children.
 

http:faci,i.ty


Tuberculosis 

a throughout Africa which
Tuberculoois hars high prevalence can 

and the currbnt urto population movementsbe correlated partially 

the exact incidence for the continent as
Whilebanization process. 


East Africa in the late 
a whole is not known, data .on.incidence in 

illustrative of the extensiveness of the problem. "The
1960s are 

to half a million every year; the
number of people infected amounts 

disease develops in 60,000, the diagnosis is made in 20,000, but the 

successful treatment is given to io,ooo." '1 3 

emphasis in recent years in determiningThere has been increased 

Given that the estimated cost 
the economic value of preventing TB.14 


of 20,000 doses of BCG vaccine is approximately equal to the cost for 

a single TB patient requiring 10 months of hospitalization and sev

of protectingeral years of outpatient service, the relative value 

20,000 persons against TB is.obvious. 

Onchocerciasis
 

an one million Africans. WhileOnchocerciasis affects estimated 

the disease has been found in the mountain regions of East 
Africa 

and in certain parts of the Congo forest, its most severe effects 

are in the savannahs of the Volta River basin in West Africa where 

out of a population of 10 million sufferapproximately 70,000 adults 

"economic blindness." This parasitic disease is transmitted from 

person to person by the bites of female black-flies of the simulium 

must breed near running water, it isspecies. Since they in areas 


also known as river blindness."
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Onchocerciasis is not generally a fatal disease and infected 

live for decades. T.he ill effects of the infection arepersons may 

the host's reaction to dead larvae.cumulative and are due mainly to 

Over time, the larvae destroy the 'elasticlayer of the skin, thus
 

giving an appearance of premature old age or elephant skin. In ex

to be so severetensively infected personsp itching has been known 

as to lead to suicide. In its more advance stages, larvae may also 

penetrate the anterior chamber of the eye and ultimately result in 

blindness. 

In areas in which the disease is prevalent, almost all of the 

carriers of the parasite without being seriously inpopulation are 

capacitated by it. In the hyperendemic areas, however, the majority 

Blindnessof the inhabitants will suffer some sort of eye problem. 

in more than 10 percent of the total population and 20 percent or 

is common, and life expectancy is generallymore of the adult males 

lowered.
 

Since the most crippling effects of the disease occur in adult

hood, the socio-economlc effects of these high infection rates on 

African villages are ost serious. Affected familier are more pov

due to the adult members' ivability toerty-stricken than others, 


farm effectively, and affected villages are much poorer than those
 

that remain fZW of the disease.
1 5 In addition, as populations re

to avoid this fl y vector, agricultural prosettle in upland areas 

ductivity and thus economic well-being of individuals declines; at
 

the same time, overcrowding provides ideal conditions for trnismis

sion of other diseases throughout the population.
 

http:disease.15
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Even thouah there are drugs available for curative treatment of 

onchocerciasis, the most cost-effective long-term control is control 

of the vector throuei use of insecticides. Such control efforts have
 

completely eliminated simuiium"flies from Kenya, and the vector is 

An exunder control is parts of Ivory Coast, Mli and Upper Volta. 

tensive 20-year campaign, beginning in 1974 in the endemic Volta 

River Basin to be coordinated by the World Bank, is viewed as the 

first important step in eliminating this disease from the continent 

and increasing the fertile river bottom land available for allevia

ting the food deficit in the West African region.
 

Trypanosomiasis
 

Trypanosomlasis, or sleeping sickness as it is more commonly 

known, is transmitted by the tbetse fly and has historically been 

endemic to West, Central, and East Africa. In the area around Lake 

Victoria a severe out-break 'between 1902 and 1905 killed about half 

the total population. Present prevalence varies from country to 

country and total incidence is not known, although the disease has 

been reported in 30 of-the 58 Afriian countries. It is estimated in 

Zaire, there my be as maw as 250,000 people infected. For the con

tinent as a whole, average anmual mortality rates are estimated to be 

about 5 per 100,000 population. 

The continuing migrations of African people, some of whom may be
 

infected with the disease, coupled with reinfestation of previously
 

cleared land areas by the tsetse fly, increase the possibility of
 

larger outbreaks and thus pose a potentially serious health hazard.
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In addition, the disease is a severe problem in cattle, which provide
 

a large resoroir for the trypanosorne parasite. The widespread
 

prv.ence of t.rypanosormiasis in cattle has prevented many AfricRns 

from expondin. the use of cattle as a source of food or for agricul

tural production and other 'ee6nomic activities.
 

Schistosomiasis
 

"Man is more heavily parasitized in the African continent than in 

any other part of the world... There are on the average tivo (such) 

infections per man. Schistosomiasis is the dominant form, affecting 

nearly half the population.1 6 In an early 1960 report of 28 African 

countries to the World Health Organization, approximately one-third 

reported schistosomiasis (bilharziasis) as a major public health 

concern. 

The control of the diseape in African nations is complicated not
 

only by the fact that the very economic measure essential to the de

velopment process itself, the expansion of irrigation intensive agri-.
 

culture through construction of dam and canals, provides an ideal
 

vehicle for spread of the disease larvae which are transmitted by
 

certain species of snails but also by the fact that to date no gen

erally applicable treatment has been found. Drugs currently availa

ble to treat the disease often produce serious side effects and can

not be used. on the massive scale necessary to bring the disease under 

control. With incrqasing numbers of investments in irrigation projects 

in agriculture, .the disease is spreading throughout the continent. 

http:population.16
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Schistosomiasis is extremely debilita.ting and sometimes fatal. 

In the case of ont variety, for example, s. japonicum, the Nati6nal 

Tropical Health -- estimatesAcademy of Sciences in its survey --

that the working ability of infected persons is reduced from 15-18 

in its more severe forms.1 7 
percent in mild cases to 72-80 percent 

Diarrhea and Dysentery 

While virtually every one in Africa periodically suffers from 

of severity, the problem is particularlydiarrhea of varying degrees 

acute among young children during the weaning period. Diarrhea is 

largely caused by impure drinking water, insufficient amounts of 

water for minimal cleanliness, "nd unsanitary disposal of human 

Thus, the institution of environmental sanitation and relawaste. 


of major importance in alleviatingted health education programs is 

to problems ofthis health problem. Diarrhea can, by itself, lead 

dehydration and malnutrition, and the same time through its syner

other illnesses. Diarrhea is an especiallygistic effects, exacerbate 

serious problem among young children who often are at least slightly 

are exposed to other major disease problems, such asmalnourished, 


measles and malaria; and at the sawe time are least able to avoid
 

contact with unsanitary environmental conditions.
 

Throughout Africa there are a-humber of specific diseases which 

present major health problems. While discussion centered around the
 

major diseases, other important infectious and parasitic diseases in 

Africa include cerebrospinal meningitis, yellow fever, veneral disease, 

leprosy, and cholera. Looking at the broad spectrum.of disease on the 

http:spectrum.of
http:forms.17
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continent, it is clear thaft improvement in the health status of Af

rica is still in its infancy. 1 8 

Health Status and Nutrition
 

Food consumption is the primary factor affecting the nutritional 

status of the African population. Existing information suggests that 

four items are of particular importance as they' relate to health sta

tus: (i) per capita caloric intake per day, (2) per capita protein 

intake per day, (3) the distribution of caloric and protein intake 

per day between age and sex groups, and (4) the seasonal pattern of 

food consumption, in terms of caloric and protein intake, during the 

course of a year. Table I-B.5 provides information on the first two 

indicators of Tood consumption. It ip clear that many people in Af

rica consume an insufficient quantity of food, particularly. when one 

considers the fact that the figures shown are averages. In addition, 

it is important to recognize the fact that the data in Table I-B.5 

kefers to available per capita consunption. Actual consumption is 

considerably below that available due to losses incurred in storage, 

transportation, preparation, and to a certain extent, to cultural 

taboos. 

Although data are generally lacking with respect to the distribu

tion of food consumption between groups and over time, such distribu

tional problems often are the source of many of the nutritional and 

related health problems found in mothers and children. It is useful, 

therefore, to analyze the limited data available. In Table I-B.6, 

data are presented that show the wide variation in food consumption
 



-- - - - - - - - - - - - -

TABL 1-B.5 

AFRICA, 1965 (PER'CAPITA, PER DAY)AVAILABLE NUTRITIONAL INTAKE IN 


'Central East
North West 

Africa Africa'


Africa Africa Africa 


Total
 2190 2154

2051 2174' 2064
Calories 


. of
 
Require- 92
94.
85 93 91 
ments 


Protein
 63.6 58.2

57.9 58.8 43.1
Grams 


7. of
 
Require- 114 142 115 

140
157 

ments 


Fat
 39.9 37.4

38.2 39.7 36.1
Grams 


-
-
-
-

-


-
-
-
-
-
-
-

-


Animal 
102 160 121


Calories 147 87. 


Protein
 10.1 11.0 9.3
9.1 7.5Grams 


Fat
 11.1 8.0

10.1 5.2 5.9
Grams 


F.A.O., gricultural Commodity Projections, 1970-1980
Source: 

Vol. 29 (F.A.O.t Rpme, 1971)
 



Table I-B.6: AVERAGE ACTUAL CONSDIPTION OF NUTRIENTS
 

IN SELECTED DISTRICTS IN UGANDA, 1968,(PER CAPITA, PER DAY)
 

Area of Country 
North
West Buganda East,
Nutrients 


2019 1347 2988
2256
Calories 


70.9
 
Protein (grams) 56.0 45.0 32.9 

'AnimalProtein
 
5.4 18.5
8.2
(giams) 7.0 


17.9 22.1
Fat (grams) 20.7 39.5
 

Carbohydrates
 583
 
(grams) 442" 410 243 


Table A.6, p. 30 and Table 4, p. 17, The Republic of Uganda, Rural 
Food Consumption Survey. 1963.
 

Source: 

Statistics Division, Ministry of Planning and Economic Development, (Entebbe, 

Uganda: Statistics 

Division, Ministry of Planning and Economic Development, June-1970). 
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between geographical regions of one country, e.g., Uganda. Although
 

the Western and Bugandan areas consume approximately the African 

average, as shown in Table I-B.5, the Eastern area is significantly 

lower than the average, with the opposite being the case in the North.
 

In addition, there is considerable variation in food consumption in
 

the northern part of Uganda between regions and ethnic groups.
 

Table I-B.7 also shows a large variation in food consumption
 

between men and women and children. Whereas men generally consume 

approximately the average required caloric intake, women and children 

consume around 50% of the requirements. It is not difficult to un

derstand from this information why many childhood related diseases in 

Africa are exacerbated by malnutrition problems whiah the.young child 

has contracted due to poor weaning habits and insufficient food con

sumption. subsequent to weaning. In addition, many subclinical cases 

of malnutrition become more severe as a consequence of any acute 

Illness such as diarrhea or malaria. 

With respect to seasonal malnutrition problems, the data shown in 

Table I-B.8 clearly indicate the scope of this problem which occurs 

primarily just prior to the harvesting of the main food crop. The 

problem of seasonal malnutrition is particularly acute in the Savan

nah regions of Africa where monsoon rains are critical to agriculture 

production. When the expected monsoon rains do not fall for more 

then one season, these regions become famine areas as is presently 

the case in the Sahel.
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Table I-B.7: AVERAGE CALORIC INTAKE IN THREE ZAMBIAN VILLAGES SIHOWING 
INTAKE DIFFERENCES BETWEE. MEN AND WOMEN AND CHILDREN 

Village A_ Village 3 Villaze C 

Men 

Average Caloric Requirement "3030 3202 3025 

Average Caloric Intake "3506 3542 2709 

Intake as 2 of Requirement "116 111 90 

Women and Children 

Average Caloric Requirement 2205 2020 2131 

Average Caloric Intake 1160 1300 1012 

Intake as Z 6f Requirement* 55 65 48 

p. 216, Jacques May and Donna McLeflan, The Ecology of Malnutrition in Eastern and
Source: 

Western Africa, (NewYork: Eafner Publi8lIng Co.. 1970).
 



Tablg I • .8.28 

Variations ihFood Intake Among the Uboma 
tn Tim Contrasting Seasons' 

'May (Hungry) Dec. (Hariest) 

Calorie Intake of Adults 
'(per head per day) 26040 29780 

Calorie Intake Percentage 
Requirement of 2,371 
calories/head/day -'86 ;3.7 

Weight-Age Relationship 
Correlation Co-efficient 40.12 40.24 

Gram Intake 6f Foods* 

Meat (0.01) 2 198 

Palm Wine and Beer (0.18) '168 960 

Yams (0.29) .134 464 

Rice: grain (0.39) 28 72 

Leafy vegetables (0.67) 31 "46 

Dry beans and seeds (0.82) 22 27 

Dry fish (0'.87) . 32 37 

Cmweas: akara balls (1.00) 2 2 

Red palm oil (1.16) 43 37 

.Cassava: fermented (1.34) '940 .700 

Cocoyams (1.38) "142 .103 

* Daily amounts, calculated Afor periods of April "-May, 1964 and November -

December, 1963 with ratio of hungry season intake to harvest levels. 
Tables XVIII and XIX in H.A. Oluwnsamni et al., "Diet, Food Economics 
and Health," Ubomat: A Socio-Econotiic and Nutritional Survey of a Rural 

Communitv in Western Nleria., Occasional Paper of the World Land Use 
'Survey No. 6 (Bude, England, 1966).
 



29
 

Heulth Resources and Programs in Africa 

Health Expenditures
 

In virtually all African c.ountries, the private and public Aec

tors spend less than 4% of Gross Domestic Product on health. The 

data presented in Table I-B.9, however, illustrate 'that there is..wide 

variation in the ratios of private and public expenditures across
 

countries. The proportion of GDP spent on health in these countries 

corroborates the observation that the proportion spent on health 

is lowest where the need is greatest. 

There are virtually no private health insurance systems in oper

ation in Africa. In contrast to many 'of the developing countries in 

Fatin America and India, African governments generally do sponsornot 


health insurance system.
 

In mwV African comtries, 
 per capita government expenditures on 

health are approximately $1.50. This fact points to a severe budget 

constraint for health services development in Africa. Given this. coi

straint, if nations in Africa are going to brA able to expand thefr 

health programs in the short run, foreign assistance must play an 

I mportant role. 

As Abel-Smith points out, the decisions on how much of a devel

oping country's budget should be allocated to health are generally 

predicated at least in part on political consideratn, . Political 

.iecisions with respect to resourcescarce allocatior, are determined, 

-o some extent, by manifestations of effective demand. Since most 

people in Africa do not demonstrate their demand for health until 
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Table I-B.9: Expenditures on Health Services in Selected 

African Countries Around.1970 

%-of GDP Expenditures by Sector 
Counr y Yer Gov't. Private Total 

Censtral African 

Republic 1970 1.2 

Egypt 1969 1.1 2.3(l) 3.4 

Ethopia 1969 0.7. 

Ghaua 1970 1.3 2.3(1) 3.6 

'exya 1970 1.4 1.0 2.4 

HiLawi 1970 2.8 1.2 4.0 

;Lgeria 1969 0.7 2.8(1) 3.5 

Scnlia 1969 1.8 

.it..tiland .1968 1.2 0M8 2.0 

1970 1.0 

Uganda 1971 1.5 1.1 2.6 

Tanzania 1971 1.6 0.9 2.5 

Zaire 1970 0.4 1.8(1) *2.2 

Zambia 1969 1.8 1.9 3.7 

Notes (1)assume private consumption on health is 3.5% of total private
 
euwsunrtion. This figure is at the upper end of the range on LDCs for which 
"L'U2 are available. Range is 0.6-4.0%. Assumption is made based on quali
native information on the health services provided by government. 

ZuJ.'c, : WHO, Statistical Report, 24(1971), pp. 236-245. 
UN, Statistical Yearbook 1972, (Nc'.7 York: UN, 1973), tables 180, 188 
and 196
 
Benton Massell and Judith Hleyer, "Household Expenditure in Nairobi: 
A Statistical Analysis of Consumer Behavior," Economic Developrrc*nt 
and Cultural Chncge. 
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they 1re sich, it I, riot difficult to understana the ruitural predis

position for AfriQan countries to spend a large proportion of thier 

available health bUdget on curative health services.
 

Finally, it should be pointed 
out that the expenditure figures 

presented in Table I-B.9 do nqt include expenditures made by many
 

African people for traditional medicines or the services of indige

nous health providers. There is considerable interest in many Af

rican countries as to the importance of the tradftiorial health 

sector and what policies, if any, the government can or should take. 

The accumulation of basic information about the traditional sector 

should be encouraged.
 

Health Manpower
 

The shortage or trained medical personnel is and will remain in
 

the near future the major factor in slowing down the expansion of
 

health care services available to the African populace (see Table
 

I-B.lO.) Physicians are particularly in short supply. 
According
 

to data from the WHO's Regional Office for.Africa, for most African
 

countries there is barely one physician per 50,000 population even
 

including medical officers provided under foreign assistance agree

ments. 
Of the nations reporting health personnel levels to WHO in
 

1973, for instance, the greatest .number of people per physician was
 

85,000 in Malawi, while the smallest ratios of population per physi

cians were in Spanish Sahara -- 940:1 and in Egypt -- 1820:1. Cau

tion must be used in making cross-national comparisons of population 

per physician ratios, however, because examining only the nwnber of 



Table I-B.10
 

Some'Hcalth Resources Indicators in Select African Countries
 

,Population Population 
Countries per physician per hospital bed 

Botswana 16,000 

Cameroon ..26,000 310 

Dahomey 30,000 

Ethiopia --- 3,030 

Ghana 12,000 780 

Ivory Coast 16,000 690 

Kenya 7,830 770 

Malawi 85,000 "640 

Mali , 41,000 1,390 

Mauritania 17,000 2790 

Nigeria 20,000 1,850 

Rwanda 55,000 770 

Sudan 14,000 X,040 

Tanzania 22,000 780 

Uganda 9,210 600 

Zaire 30,000 320 

NOTE: Data which represent the 1970-1971 period are not comparable
 
because of lack of stamardization between countries.
 

Source: World Health Organization, World Health Statistics Report,
 
26, 3, 1973.
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physicians does n6t look at the more important interrelationship 

between physicians and other factors such as resources," type of 

health care delivery system, and the level and type of education of 

other health personnel -- all of which influence the quantity and 

quality of care a given number of physicians can provide. 

While these ratios do provide some measure of the supply of medi

cal personnel, they fail to address important issues of distribution 

and quality. Although most countries do not have adequate data on the 

geographic location of medical personnel, the vast majority of trained 

personnel are concentrated in urban centers. "In Kenya in 1963 for 

instance, while there were 10,000 persons per doctor for'the nation 

as a whole, the actual distribution varied from 672 in Nairobi, the 

capital, to 20;000 perscns per doctor in the ere_ outside Nirobi. 

Further, in the truly rural areas, in which 93 percent of the total 

populationlive, there were p0,000 people per physician." 2 0 Further

more, even if personnel do exist in adequate numbers to serve the 

local population's health needs, the scarcity of medical supplies 

and equipment limit the quantity and quality of services provided. 

In the short term the shortage of professionally trained medical 

personnel and unfavorable prospects for increasing the number of 

physicians in sufficient amount to offset population growth require 

more concentrated efforts in development of sub-professional, para

medical health personnel. In addition, "integration of existing 

manpower resources in a polyvalent'scheme (in)essential."21 
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in each country generally re-Since the heal~th delivery systems 

flect the specific types, numbers and qualifications, fori paraprofes

sional health manpower, it is difficult to make specific inter

country comparisons 6f the availability of certain manpower categor

ies. However, with the possible exception of Nigeria, it is clear 

that there is a shortage of physician/medical assistant personnel 

to run the rural clinics and health centers. (In igeria,in Africa 

such a core of personnel will be extremely difficult to develop due 

in conjunction withto consumer resistance to "second class dobtors" 


the lack of support from the Nfigerian Medical.Association.) In ad

dition, although the numbers of "enrolled level" nurses and mid

wives are increasing throughout Africa, thb regional norm is one
 

e- Af t Ph tiT'rn-
Tn r.-r 12,000 rpn1P+R1nn. Purther e 

must be undertaken over rate in these occupations, continual efforts 

to expand their supply.22 (For further statistical information 

of specific manpower categories in Africanavailabl.e on the supply 

countries, see Appendix 1.) 

Health Manpower Training 

Much of the shortage of professional medical personnel can be 

directly attributed to the lack of medical education facilities on
 

two medical schools in subthe continent. In 1959 there were only 

Saharian Africa excluding South Africa (Ibadan and Makerere), each 

In the absence of mediproducing no more than 30 doctors per year. 


cal schools, most young physicians were forced to receive training
 

in foreign nations, particularly France and Great Britain. Since the 

http:supply.22


sponsoring national Coveriunent traditionally has had no control over
 

the nature of thi foreign training, African medical students common

ly chose specialties which were of no practical value in dealing with 

the unique health problems of the dispe.rsed rural populations of 

their homelands. However, nirice 1970, many of the African countries 

have developed at least one medical schcol; in some of the larger
 

African countries several medical schools are operating: Algeria (3), 

Egypt (7), Nigeria (5), South Africa (6), Zaire (3). Despite its 

large number of inhabitants, the Sahel region, with the exception
 

of Senegal, has no medical schools.
 

The ability of existing medical schools to train sufficient
 

levels of doctors is limited by several factors, one of the most im

portant is the general lack of qualified indigenous teaching and re

search staff. In addition most African medical schools have tended 

to be oriented toward Lurative medical services. Such important 

areas of study as preventive health, epidemiology and pediatrics
 

attract few medical students. Also there are few courses in organ

ization and administration of heath services -- a critical gap 

given the currently disorganized and inefficient operations of many 

health facilities. Finally, most African medical schools are modeled 

on "western" i~titutons, which means that they are very costly. 

There are very low student-teacher ratios and the cost per student 

per year is nearly as high in Africa as in the more developed Western 

countries. 23 

A manpower resource usually overlooked in Africa is the tradi

tional healer. Little study has been done to determine how this 



the area of mental health, 
can be utilized. Certainly inresource 

plnyr, a more. importantin all probabilitythe tra. itional healer 

This is especially true 
role than the western trained pychiatriot. 

in rural areas inasmuch as modern psychotherapy is not available. 

he more likely to seek 
Even if it were, the rural individual -ould 

source because of his/her perceptionstreatment from a traditional 

of causality of the problem.
 

success has boen obtained in other parts of the
 Apparently some 


-- i.e., both
 
world in recognizing the value of parallel systems 


the traditional. Some recog
the modern health delivery system and 

Ghana where various types of "native
nition of this has occurred in 

doctors" were licensed between 1951 and 1960.
 

With respect to paraprofessional training programs, 
there are a
 

presently underway in Africa. Per
number of interesting experimemts 

in Lagos, Nigeria and Lome,
haps the most notable are those run by WHO 

being upgraded to develop
Togo, where paraprofessional personnel are 

some managerial capabilities,, particularly in personnel and team 

are also their own
development. A number of countries expanding 

particularly for mrsing and mid
paraprofessional training programs, 

wifery and medical assistants.
 

While the cost of such training programs are generally consider

ably lower than for the training of doctors, some of the most 
diffi

cult problems which must be surmounted are the generally poor curri-

As a consequence, the training
culum and pedagogical methods used. 


of teachers is presently being reviewed in some African .countries
 

and East Africa generally.)
(Ethiopia - Gondar --
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Health Facilities and Dclivcry Systems 

Althougjh data" on health facilities are not widely dvailable or 

classified in a co'nmarable fashion, the principal health facilities 

of African countries consist of a limited number of stationary es

tablishments. As the casp*of
in 	 health manpower, the distribution of 

hospitals by geographic location is generally highly skewed toward
 

the 	large urban centers. There are, however, notable exceptions to 

this pattern. In Cameroon, for instance, 60 of the 80 hospitals are 

in rural areas while in Mauritania 5 of the 6 hospital establishments 

reported in 1971 were rural facilities. In addition, in Mauritius,
 

Tunisia and Zaire more than half the hospitals are located in rural 

areas.
 

The number of people per hospital bed varies r-nnqderh1y from
 

country to country as noted in Table I-B.l0. 
 In 	general, the ratios
 

of 	population per bed are consistently lower in the larger, more de

veloped African countries such as Kenya, Egypt; in contrast, Ethiopia
 

had 	the highest ratio of people per hospital bed -- 3,030. 

Although African governments provide the principal health care 

services to the African populace, religious groups, industrial com

panies, voluntary agencies and private individuals play an important
 

complementary role in the provision of health care. 
As in the public
 

sector, however, such services tend to cluster in the rapidly growing
 

urban centers of the Region. 
Further, because of inadequate public
 

transportation systdms, existing h6spitals, health centers and health
 

posts are only decessible to persons within a limited radius of the
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facility, and, even within this small population group,actual utiliza-


As a result, the rural resident who
tion of health services is low. 


mjority of the African populace, has remain drepresents the vast 

largely outside national health1 care delivery systems. At the same
 

time, virtually all health establishments are intensively used and
 

it is generally conceded that if travel to such facilities were
 

easier and service more rapid, the demand would be even greater.
 

Throughout the newly independent African nations, "the develop

ment of peripheral health services within the existing manpower re

sources is now recognized as the most urgent problem facing the new
 

Within this context the expansion and imhealth administrations.I24 


provetment of health services available to rural residents is a major
 

health concern. In Uganda, for example, the national health plan
 

has called for an increase not only in the total number of facilities
 

but more importantly, in the equality of access by developing at 

least one medical facility open daily to serve each of the 620 sub

counties in the country.
 

Finally, the World Health Organization has provided technical
 

assistance to many countries far the establishment of organized net

works of peripheral health units. In French-speaking African coun

tries, OCCGE is also assisting in the reorganization of rural health
 

services based on develo * polyclinics supported by mobile
 

units' work, especially in 1lof endemic diseases. Traditionally
 

the requirements for furslds structing or repairing existing 

medical facilities has h.*ered the introduction of even more innova

care. Presumbly with additional externaltive approaches to 
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anistance, such innovative approaches can be implemented and given
 

enreful sturly Ior, their potential as cost-effective alternativev, to 

present syatemr . 2 5 

Population Control Programs
 

There has been increased public and governmental interest in pop

ulation control in Africa over the last decade, and at least eight
 

African countries have adopted official family planning policies
 

and/or programs: Egypt, 1965; Nigeria, 1969; Morocco, 1965; Kenya,
 

1966; Botswana, 1971; Ghana, 
 1969; Mauritius, 1965; and Tunisia, 

1964.26 
At least four of these nations have set.specific targets 
-

for lowering birthrates in the 1970s: 
 Egypt, Mauritius, Morocco
 

and Tunisia. 
In addition, the following African countries officially
 

support private efforts but nave no formal family planning policy: 

South Africa, Tanzania, Dahomey, Gambia, Rhoedsia, Senegal. 

Despite national efforts in this area, the number of acceptors
 

in family planning programs as a percentage of women "at risk", 

that is, of reproductive age, is very low in most African countries: 

Kenya, 2%; Ghana, 1-2%; and Morocco, 3%. In Tunisia, where the 

program lids been in effect since 1964 and a significant operational
 

infrastructure has been achieved, the acceptance rate is considerably 

higher -- 12 percent -- but fertility rates have not declined as yet.27 

Several constraints to adoption of more extensive family planning
 

programs exist within Africa. 
First, there is fear that reduced pop

ulation may Jeopardize military strength and that ethnic balances
 

within the nations may be upset and lead to civil turmoil. Second,
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c.ut.ura nwl rcliglous 'objections to fanili.y planning are widesprend. 

Thir,, there is a )Ick of adoqu.te administrative skill's, medical 

of familyrr%np,,wcr atud f.icili]tics which inherently limit extension 

planning progrinam, especially in rural populations. Fourth, thcre 

is a technological problem in that the most safe and effective -birth 

control methods -- pill and IUDs -- are considered to require medical 

In view of the general shortage ofsurveillance in many countries. 


medical personnel, this requirements also hampers extension of family
 

planning programs. Despite these significant problems, however, it
 

share with African decision makers knowis incumbent to improve and 

ledge of the demographic situation in Africa, of the most effective
 

ways to deliver services and of the means to persuade people that it 

is in their self-interest to use family planning services. 

http:adoqu.te
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Environmiental Sanitation 

The lack of potable rater amd waste disposal systems are.major
 

problems throurhout the African continent and far outweigh ito Other 

environmental health problems such as housing, food sanitation, vector 

control and industrial pollution. In fact, the vastness of wate'r
 

and sewerage problems', coupled with the limited resources available
 

to most African countries to ameliorate them, will require that they
 

remain the key focus of environmental sanitation problems in the
 

near future.
 

The provision of community water and sanitation systems to date
 

have been complicated by a.general failure to identify needs and de

termine objectives before project implementation. Projects have
 

ten 1e, to he r-onductd on pier-emw.n1, unnoordinated, micro-design 

basis in response to emergency aituations arising from rapid urban
 

expansion rather than as an integral part of overall socio-economic
 

development plans. Inaddition, rural areas in which the vast
 

portion of the African population live, have been largely neglected.
 

The acute shortage of trained and experienced environmental sani

tation personnel to plan, implement, and operate programs has also 

hampered extension of water and sewerage systems. Furthermore, the 

lack of supportive sanitation personnel including health inspectors 

and technicians has resulted in highly qualified personnel, when 

available, being utilized in sub-professional tasks. In an attempt 

to alleviate this situqtibn, regional centers for training middle

grade and auxillary staff are being planned. 

http:pier-emw.n1
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To date little research has been undertnken into the types of
 

network designs iwst adaptable to African conditions. .Rather, coun

tries have tended to follow systems and techniques used in more 

advanced nations. There is great need, therefore, for research to 

-identify inexpensive and easily operated techniques and systems for 

water treatment and distribution. The administrative and technical 

constraints on extending water and sewerage facilities to all Africa 

are great. Thus, while the final objective must be to supply every

one with an adequate quantity of safe, piped water, in most places 

it will be necessary to pursue the less ambitious goal of installing 

water points within easy access of all dwellings from distribution 

networks adapted to local techniques and financial resources. Until 

even this first step is achieved, the World Health Organization 

Regional Office for Africa's target of providing safe drinking water 

to at least 70 'Pecent of the urban and 40 percent of the rural pop

ulation by 1975 remains far from being attained.2 8 

Need fbr Demographic Dta 

While the preceeding sections have attempted to outline the major 

health problems as well as the resources available and programs cur

rently undertakep to ameliorate the poor health status of the African 

populace, the assessment process has continually been hampered by the
 

lack of accurate and timely health-related information.
 

Whether one is dealing with disease in urban or rural areas of
 
Africa, th' outstanding obstacle to a rational approach to 
disease control is the complete lack of valid statistical data 
relating to African population, and describing its distribution, 
birth rate, death rates and incidence of disease in terms of 
mortality and morbidity. 
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Further, caution .must be exercised in using existing data for anlly

sis bccatue of apparent baises in the collection systems which favor 

the reporting of certain diseases over others, are based on varied 

and often conflicting definitions, etc. The improvement of national 

statistics is therefore viewe4 as an essential step in providing 

the very framework for planning, implementation and evaluation of 

health programs which will effect a significant change in the health 

of the African population. 
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i. 	 C. S0CIO-ECONOr[[C D1EJOPMENT AND INCOM DISTRIBUTION 

other IndicatorsIt is useful to consider the extent to which 

are to health problems facingof socio-cconowic development linked 

people in Africa. 

Income Distribution
 

Although income is not as unequally distributed in Africa, as in 

other regions of the world,
1 there is a substantial amount of unequal
 

income distribution in certain specific countries, i.e., .Nigeria, 

Kenya and several southern Afiican countries (see Table I-C.1.) Where 

manifeststhe distribution of income is highly skewed, it normally 

itself in the increased presence of slum conditions and poor housing 

in urban areas. In addition, where there is a general lack of em

ployment opportunities aria a prevalence of unclean water sippiies 

and unsanitary living conditions, increased interaction between 

disease vectors and the population occurs which leads to increased 

mrbidity Eong large segments of the population, i.e., poor people. 

It has also been hypthesized by Kocher, "that equality in the 

distribution of the deelopment process and its benefits (simplified 

to 'improved rural incomes widely diffused...') will lead to a more
 

rapid modernization process among a larger proportion of families,
 

which in turn will lead to a more widespread desire for small fami

lies and hence an earlier, more rapid and sustained overall fertility
 

decline."2 To the extent that income distribution does have an ef

fect upon fertility, it is an important factor which can affect health
 

particularly of *mothers and children in Africa.
 



h5 TArLE I-C.1: INCOME DISTRIBUTION A SELECTED AFRICAN COUNTRIES
 

GDP per Capita Income'Shares Received by Quintiles of Recipients Around 1965
 

Country 
in 1965 
(US$) 

Lowest 
20% 21-40% 41-60% 61-80% 81-95% 96-100% 

Ginl 
Ratio 

Chad (1958) 69 8.0 11.6 15.4 22.0 20.0 23.0 0.35. 

Dahomey (1959) 73 8.0 10.0 12.0 20.0 18.0 32.0 0.42 

Niger.(1960)  81 1.8 11.6 15.6 23.0 19.0 23.0 0.25. 

Nigeria (1959) 74. 7.0 7.0 9.0. 16.1 22.5 38.4 0.51 

Sudan (1969) 97 5.6 9.4 14.3 22.6 31.0 17.1 0.40 

Tanzania (1964) 61 4.8 7.8 11.0 15.4 18.1 42.9 0.54 

Madagascar (1960) 92 3.9 7.6 U.3 18.0 22,0 37.0 0.53 

Morocco (1965) 180 7.1 7.4 7.7 12.4 44.5 20.6 0.50 

Senegal (1960) 192 3.0 7.0 10.0 16.0 28.0 36.0 0.56 

Sierre Leone (1968) 142 3.8 6.3 9.1 16.7 30.3 33.8 0.56 

Tunisia (1971) 187 5.0 5.7 10.0 14.4 42.6 22.4 0.53 

Ivory Coast (1959) 213 8.0 10.0 12.0 15.0 26.0 29.0 0.43 

Za=bia (1959Y 207 6.3 9.6 11.1 15.9 19.6 37.5 0.48 

Gaboa (1960) 360 2.0 6.0 7.0 14.0 24.0 47.0 0.64 

Source: 
 Table 6, pgs. 114-115, Felix Paukert, "Income Distribution at Different Levels of'Dcvelopment:" A Survey
 
of Evidence," International Labour Review, 108, 1-2 (Aug., Sept, 1973).
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As is shc'wn in Table I-C.2, ore of the most pressing problems 

facing, Afr'iean c ,untrics tocay is that of employment, Irticularly 

in urban areas. This problem has led, in conjunction with migration
 

and the lack of educational opportunities, to many mental health 

problems rwnifesting themselves within the popilation as reported 

in Leighton et. al.3 The dislocation caused by migration to urban
 

areas particularly tends to affect the physical and mental health
 

of individuals who are often forced to live alone. 
 The manifesta

tion of the health problems of such individuals often are revealed
 

through criminal activities and the contraction of certain infectious
 

diseases such as gonorrhea and syphilis. These can spread through

out a population ac a ccncze,_ucncc cf bcing uncmploycd and cngaging 

in criminal or other antisocial activities to obtain a nonformal
 

income, e.g., stealing and rostitution.
 

Disease can also reduce the productivity of those employed in 

Africa. Besides the eiFct of schIstosomiasis on health status men

tioned above, it has redueed the qoantity of productive labor, par

ticularly in Egypt and the B in irrigated cash crop areas along 

the Vile. In additiqi, Jm Cleave has reported that in some areas 

of rural Africa, labor abrtages develop during periods of peak de

mand for agricultural labor, in part due to increased incidence of 

certain diseases, such as malaria. 
As a consequence, some crops are
 

neither planted nor harvested. 
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Country (Urban Centers) 


AFRICA 

Algeria (1966) 


Camereons (1966) 


Douala 


Yaoundi 


.Ivory Coast (1963) 


Abidjan 


Ghana (1960) 


large towns 


Morocco (1960) 


Nigeria (1963)
 

Lagos 


Ife 


TABLE I-C.2: URBAN UNE.MPLOYMENT P.'JIES IN SELECTED AFRICAN COUNTRIES
 

Unemployment 
Rates 


26.6 


13.0 


17.0 


20.0 


11.6 


20.5 


15.5
 

19.7
 

Country (Urban Centers) 


Iligeria (cont'd.)
 

Onitsha 


Kaduna 


Abeokuta 


Congo (1958)
 

Leopoldville (Kinshasa) 


Tanzania (1965) 


ltenya (1969)
 

Eight urban areas 


Une=ploy.--ant 
Rates
 

2&. 3
 

30.8
 

34.6'
 

15.0
 

12.6
 

17.4
 

Source:* Michael Todaro, "Industrialization and Unemployment in Developing Nations," Paper Prepared for Workshop
 
on Economic, Social and Political Consequences of the Green Revolution, New York State College of 
Agriculture, Cornell University, June, 1971. I
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Elucation 

Although there has been a rapid increase in the number of chil

dren attending school throughout Africa subsequent to the Addis Ababa
 

Conference on Education in Africa held in 1961,5 literacy rates for 

most African countries are still low, i.e., 10-20% of the population. 

In Table I-C.3, data are presented which show that in many parts of 

Africa, between one-third and one-half of primary aged children are 

attending school. This figure drops significantly for secondary aged
 

children where, in most instances, the figure is less than 10%. This 

data suggests that any health education or personal hygiene strategy 

which is attempting to reach the entire population of a given country 

must be presented through several media and cannot rely on a literate 

public. 

The data in Table I-C.3 does suggest, however, that although there 

is not a zmjority of children in any age attending school, a consi

derable number are attending. As a consequence, it is important 

that school curriculum incorporate as much information about health 

and hygiene as possible. We would recommend that a modest investment 

be made to determine the extent to which all African countries' cur

riculums contain relevant coponents of health and hygiene. 

There have been a number of studies conducted in African coun

tries which have suggested that the educational level of the female 

is one of the primary factors wich determine size of family: The 

lower her educational attainrirnt, the greater the number of children 

a women will tend to have. 6 Since improvements in female education 
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PERCENT OF POPULATION ACED 5-14 YEARS AND 15-19 YEARS ENROLLED AT FIRST 

TAdE I-C.3: AND SECOND LEVELS OF EDUCATION, 1963, AND PERCENT OF ENROLLEES AT FIRST 
AND SECOND LEVELS OF EDICATION WHO ARE FEMALES, 1964 

SELECTED AFRICAN COUNTRIZ3
 

Country 
% Population 
5-14 Enrolled 

%.Females' 
1st Level 

Z Population 
15-19 Enrolled 

Z Females 
2nd Level 

Botswana 67 56 4 40 

Cameron 79 31(2) 8 20 

Chad 19 15 1 7, 

Ethopia 
Ghana 
Ivory Coast 
Kenya 
-Malawi 

6 

54 
38 
53 
43 

26 

45 
32 
35 
37 

0.8 

37 
6 

5 
3 

14 

32 
12(3) 

29 
28 

Morocco 34 29 9 24 

N'igeria 
Senegal 
Sierra Leone 

31 
27 
18 

39 
34 
33 

6 
8 
5 

29 
25 
27-

Sudan 14 32 6 18 

Tunisia 57 34 20 27 

Uganda 
Tanzania 

26 
-25 

36. 
36 

8 
3 

26 
24 

Upper Volta 
Zaire. 

9 
54 

28 
31' 

1 
6 

20 
11 

Zambia 54 43 3 20 

Table 34, pp. 353, 354, and Table 35, pp. 359, 360 United Nations, Compendium of Social Statistics: 1967,
-Source: 

(United Nations; New York, 1968).
 

Notes: (1) General Secondary only. Excludes Vocational andTeacher Training 

(2) 1960 
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lead to a reduction in the number of pregimncies, thereby reducing 

the inciden:ce of pregmncy problems, anemia anI congenitml problems
 

of yotug children, 
 the health of' mothers and children can be improved. 

In addition, the impact of increased education on mothers improves 

basic hygienic practices and nutritional understanding such that
 

children will be less susceptible to diseaae and early death. In 

Table I-C.2 data are also presented which show the extent to which
 

females are receiving education in African countries. It is clear
 

that a considerable improvement in female education 
-- particularly
 

access thereto -- at the secondary level, can be justified solely
 

on the grounds of fertility reduction and its related positive health
 

impacts.
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II. EXTE!71' OF DONOR ACTIVITY IN IHALTH IN AFRICA 

The touil amount of bi-lateral and multilateral official .devel

opment assistance to Africa in CY 1972 approached $3 billion. One

fourth to one-third of the assistance was multilateral assistance
 

and the rest was bi-lateral." The official development assistance.
 

figures are derived from tables 11.1, 11.2, and 11.3 in the Appendix.
 

In addition to "official development assistance" a number of private
 

development activities are underway. They are usually financed by 

multinational corporations. While the existence and importance of 

these activities is recognized, the magnitude of such flows is dif

ficult to determine.
 

Of the total amount of development assistance that went to Af

rica in CY 1972, at least $38.8 million was allocated to the health 

sector by WHO, LM agencies and USAID. As a consequence of our pre

liminary investigations, it is estimated that approximately 2% of to

tal developmat assistance to Africa fran official sources was allo

cated to the health sector in CY 1972. 

Multilateral Donor Agencies in Africa
 

In 1972 WHO spent $20.9 million ($13.8 Million from its Regular 

Budget) in Africa. Estimated total WHO expenditure for Africa from 

the WHO regular budget and other sources are: 

1973 1974 1975
 

$25.7 million $24.8 million $24.0 million
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WiO priority objectives for 1975 for the African region are: ed

ucaLion and trainin, national health planning, development of inte

disease control and environmen
gratcd health services, communicable 

tal health. The M-O African Regional Statement and program are con

tained in Appendix 1I.4.
 

In addition to the projects financed by its regular budget, the
 

WHO is the coordinating agency or the executing agency for mary
 

projects that are financed in whole or in part by other international
 

agencies.
 

UNDP finances 46 projects in Africa in which WHO is involved.
 

Eleven of these are pre-investmcnt or construction projects in water
 

supply, sewerage and drainage; fourteen are for communicable disease
 

control; fourteen o f'or _trenGthening of variou- aspectsaf 1ea!th 

services and seven are for the development of health manpower. 

UNICEF has given important aid in'32 African States to projects
 

for strengthening of health services, which include health manpower
 

and development activities. UNFPA assistance supports one health
 

education team and eight family health projects. The World Food
 

Programme is involved in 47 projects of various types the majority
 

of which have health components.
 

World Bank
 

Health as such is not presently an official field of lending for 

the World Bank. However, the Bank is involved in a nwnber of health 

related projects in Africa. The health investment part of health 

projects in which the Ban* Group is presently involved in Africa is
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$44.8 million. (Table 11.5 in Appendix) About half ($21.8 million) 

is being invested in population control programs and the remainder 

is allocated among health education, drainage, irrigation, health
 

center construction projects and the onchocerciasis project.
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Extent of Bilateral Donor Activities in Health in Africa
 

The following table is taken from the .1974 US/AID Presentation 

to Congress for Africa. It sunmarizes the extent of US/AID'for 

Afri.ca for Vf 1972, 1973 and the proposed amount for 1974. 

AFRICA 

PROGRAM SUMMARY 
(In millionsof dolloars) 

Other
Food Population Hun"an Selected Selected 

Dowel Countris progranm
FISCAL Production Plannirg Resource 
YEAR Total and end Develop. mant and.n. Su..." 

Nutitisa Health m ent Problems Otions cot 

972
 
Doel. Leoan 104.0 34.2  9.4 60.4 - -

Doel. Grant# 67.5 16.0 14.2 18.7 3.6 2.1 12.9 
Ote, 3.7 - - 3.7 - - -

Total 175.2 50.2 14.2 31.8 64.0 2.1 12.9 

l973 
44.2 30.0 -Utat. Loe 9t.O . U.U J. l .6 

Oevl. Grvel 66.2 17.6 13.3 15.1 6.4 1.5 1 .3 

1H.5 15.7 5o.6 31.5.7.
T" 1U2.2 33.6 

- - 35.0 15.0 D,,el. L.nS 80.0 30.L 
17.6 3.3 2.9 11.5D.ants 79.6 28.1 16.2 

• 1 .....-. 1.

159.7 58.1 16.21 17.6 38.3 7. 11.6 

/ arcotics Control 

This table is further evidence of the need to arrive at system
 

for more definitively defining "health". Certainly part of the funds 

listed under "nutrition" and "human resource development" would be 

considered as contributing factors to the improvement of health of 

the continent.
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Population p]innnig is of course an *Important concern in Afri ca 

where the avemag1c, rate of population increase is* fvst nc.ating the 

per capita gains that the economic sector Is achieving. However, 

the evidence that is available, is indicative of the fact that in 

order for population programs to be accepted and effective they must 

be part of a total health services delivery system. In FY 1972, 

$11..3 million of the $14.2 million allocated for "Population plan

ning and Health" was obligated by the Office of Population in AID
 

In FY 1973, $11.5 million of the $18.5 million in this category was 

obligated by the Office of Population. Thus, in 1973 only 4% of the
 

$162.2 million allocated to Africa was earmarked for the Health
 

Sector (narrowly defined.)
 

The question is whether this is an adequate amount for health
 

when one considers present African health status and the very basic
 

role that improved health could play on Africa's development.
 

Other Bilateral Aid to Africa
 

-More than one and onea.half billion dollars in bilateral develop

ment assistance was given to Africa by France, the United Kingdom, 

German, Canada and other DC donors in CY 1972. (See Table IT.6 

in Appendix.) We have not however been able to ascertain what part 

of the total was allocated to the.health sector. A few available
 

reports described specific health programs but, again, the defini

tional difficulty between nations as to what is Included in "health" 

became apparent. For example, a multimillion dollar Canadian in

vestment in sewer and water projects in Madagascar was not considered 
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"FiFvi ron,.,nta1 Ife.tlt1i" tin it would be Jn the U.S. but, rather was 

pltoced In a non-hieallli catvreory. 

lcjed lor Heoalth Sectu Accounting System 

Tue dearth of figures in the preceeding section belie the need 

for health e>-penditure data that has been recognized by organiza-, 

tions like WHO for decades. An essential step toward an international
 

accounting system in health would be agreement on a uniform general
 

classifications system that would clearly define "health" and its 

related subdivisions. For example, should population control, nu

trition and sewer and water development programs be considered health? 

And, i so, to what extent? -- Or, hoi" far can one go before double

counting takes place? 

It is hoped that participants in the African Donor Nations Con

ference which will probably take place in 1975 will be able to reach 

agreement on some of these definitional accounting problems in health.
 

It woulu seem that this kind of agreement would result in more pre

cise health accounting bystems which are essential for effective
 

coordination of donor nations assistance programs. 
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ITT. A. '[HE RU'IONALE FOR HEALTH INTERVENTION 

Pr.isically two criteria have been ur-ed to rationalize interven

tion either by government or other societal institutions in hry par

ticular social activity. 'The first criterion is the merit good or a 

basic human right argument. The main problem with this particular 

criterion is our inability to precisely define what is meant by a 

basic human right. For example, does it mean that everyone has a
 

right to an ebpirin or a vaccination against smallpox, or does it
 

mean a right to have a heart transplant operation or a job, if that
 

is required? John Bryant suggests, "What one has a right to is to
 

have one's needs taken into account as decisions are made on whom
 

to serve and whom to leave unserved. Social injustice lies not in
 

not receiving health care, but in not being taken into account as
 

health c~re decisions are made.1 Given this perspective, it implies 

that the health care system must accept responsibility for all people, 

and it mnst have a technological capability to search through all the 

health pyralems of a particular society, and serve those most in need. 

Whenever the human right criterion is advocated for providing
 

health care, there i' an implied concern for equity. When such a
 

viewpoint is put forth, it is important to determine which of the
 

following types of equity one is advocating: (a) equity in the dis

tribution of health resources, (b) equity in terms of the outcome of
 

the health investment, i.e., the number of persons successfully
 

treated in all parts of a country, or (c) equity in the sense of
 

having an equal.health status throughout all segments of the popula

tion and for all geographical areas. 2
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A second goouip of criteria for public intervention arises when 

a good or serviced such as health: (a) has effects on sectors other 

than tbe orjecific sector concerned, (b) exhibits characteristics of 

public goods, such as joint pioduction or (c) when other market im

perfections arise that provide a justification for public interven

tion. In the case of the most pressing health problems facing Africa,
 

there are significant non-health proulems which affect health such
 

as ecological factors, development programs which by changing the
 

ecology create a health impact, etc.
 

Many infectious and parasitic diseases can spread rapidly from
 

one person to another. Mea~les, malaria, and cholera represent some 

of the mst important of these diseases afflicting Africans today. 

The public good 'nature of preventive health services such as water 

supplies, sanitation systems and vector control, also justifies 

public action. Finally, where there is a basic lack of information 

about methods of fertility control, nutrition, and vector-host in

teraction, pub c intervention can be Justified on traditional cri

teria to offset such market imprfections. 



59
 

III. 	B. V'ffEPJ CAN ONE 'INTMEVETE AID EVE A ,ALTH IMPACT 

In this particular section, attention is focused on the ways in 

which one can invest in a positive health imrnact. There are.at.
 

least five cbectors in which invest.:uent, can be made to have a health 

impact. In figure (1), the major health impact flows are shown. 

It is important to point out, however, that the figure is a static 

representation of a dynamic process during which health impacts man

ifest themselves. There may be more than one way to change the ep

idemiological structure of disease within a population and it is 

likely that different interventions require differing periods of
 

time 	before the impacts occur. The dynamic process of change in the
 

epidemiological composition of diseases is an important area for ad

ditional research. An additional factor not included in the analysis, 

is the relationship between an intervention in one sector and the 

feedback effect on it from a resultant health impact. For example, 

if a nutrition program bu a positive impact on one's health status, 

that positive bealth impact, resulting from the nutrition interven

tion my then increase t1a success of the futrition program. These 

interaction effects are important in improving the health of African 

people. Investing in a preventive health project, for example, will 

lik1ey reduce the incidence of a particular disease such as malaria 

or one of the helminthic (worm) diseases, thereby reducing the neces

sity for certain nutrition interventions since the effectiveness of
 

utilizing existing food by the body is increased. Similarly, in

vestments in education which have a health impact can, due to improved
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health sLat;r, .prve the l.,rnn,, pot-ential of iiidivibidals ahld 

H ereby yield :.1gh'r .l1r.unts .othe fia-l" epital stJ from 

otltoi educttioual acci';i:en. 

Health Sericer Sector 

.Turijirg to tile spectfic interve. is considered, is* ... it impor

tant to recogritze that one can have a positive he tlth impact by 

direct intervention in the health sector either by providing pre

ventive health services, curative health servict-s, or, in the case
 

of the strategy for malaria eradication, a combination of both pre

ventive and curative services. In Table III-Z.1, one can see at
 

least 12 different preventive health services intervention possibil

ities. One can distpgregate the preventive health services into two
 

mjor types: those -ehieh are privately consumed, such as vaccina

tions and imzunizations, and those which are publicly consumed such 

supplies,as certain en'ruronmintal health services, i.e., clean water 

sanitary mste disposal, as well as air and food quality standards.
 

When one analyzes the rbnge of alternative preventive health service
 

which these
interventions in relation to the types of diseases upor 


one can begin to evaluate the extent
health services have an impact, 


to which one preventive health service may be more desirable than
 

another, given the disease mix in a particular country. AID has had
 

considerable experience in providing preventive health services in
 

Africa, particularly in Central and East Africa, in the smallpox and
 

measles erad.cation program. Although the smallpox eradication program
 

has been quite successful, the recently developing famine condition 
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in the Saheltai region of West Africa has taught us that the rela

tionshtips beteeen mautrition and measles infections are extrmely 

hirh. As a .mnsequence one may want to evaluate the present preven

tive health inlervention strategy in relation to alternative ways of
 

dealing with the measles problem. Perhaps one way of dealing with 

this problem is by increasing food consumption in the "at risk" sub

groups) especially young children.
 

In certain circumstances, curative health service intervention.
 

can be important in at least four ways. First, by intervening dir

ectly into illness episodes one prevents further reductions inan in

dividual's functioning level, thus cmiaerving human resource levels.
 

In addition, for many illnesses, a curative intervention strategy
 

is the only efficient method of intervention. For evtnploh. waiiv.e 

the incidence of automobile accidents are increasing inAfrica, due
 

to the rise or urbanization and the use of automobile transportation,
 

the availability of curative-health services can be extremely impor

tant in emergency medical care. There is a question, however, as to
 

the extent a donor agency should invest in such an intervention stra

tegy, primarily due to cost.
 

Second, a curative health service system can be very decirble
 

an an intervention strategy where equity considerations are important
 

to decision-makers. Where the "visibility" of the health interven

tion isof importance, a curative health service strategy can be
 

helpful.
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Third, a curative health service intervention strategy can be im

portant when certafn preventive health services have signlhicantly 

reduced the incidence of certain highly contagious diseases. Cura

tive health services, at that point, can be useful in the final
 

maintenance and surveillance stages of an eradication program. This
 

approach to curative health services has been emphasized by WHO in
 

its malaria eradication program strategy, and is used in maintaining
 

cholera.
 

Fourth, a curative health service can provide the basic health
 

facility structure required for rapid diffusion of other health in

tervention programs such as health education, nutritional supplements, 

and family planning. The availability of backup curative services 

for complications which mty arise subsequent to the utilization of 

certain types of family planning services can be extremely important 

for the long-run success of the program by reducing side effect com

plications. In addition, the health facilities can be the focal 

point for a comprehensive program in maternal and child health. 

Nutrition 

There has been a recent increase in interest in the role of nu

tritlon in development and particularly its impact on the qualfty of 

life of poor people in developing courtries. In particular, nutrition 

research hau focused on the interactions between infectious diseases, 

particularly in young children, and various manifestations of malnu

trition. The recent drought in the Sahelian region of Africa has 
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drawn increased attention to the Interrelationship between malnutri

tion and the japid increase in at least two major infectious diseases,
 

namely measles and cholera.
 

One can intervene in the nutritional status of the population in
 

a number of ways. Some of them focus on the supply side of the nu

trition problem such as increasing food output and increasing storage 

facilities to reduce the fluctuations in the supply of food at cri

tical points during the year to "at rick" subgroups of the popula

tion, i.e., children and lactating mothers. By expanding food pro

duction through new seed varieties, by increasing the use of fertil

izer, and improving methods of cultivation, one can increase the 

total output of existing food crops. In addition, agricultural de

velopment activities focus on improving Etorage facilitien, -nd the
 

food marketing system which can increase the supply of available food
 

It should be added, however, that
to consumers at a given price. 


rarely are the health impacts of agricultural development activities 

precisely defined or subsequently monitored. 2 

One can also attack the nutrition question on the demand side
 

through programs in nutritional education, particularly those that 

demonstrate how nutrition relates to productivity and health. ... Tan

zania, at the present time, has a large health education program un

derway which includes a nutrition education component which focuses
 

on the interaction of consumption of certain commodities and one's
 

health.3 In addition, many nutrition concepts have been introduced
 

into programs of maternal and child health and family planning in 
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Africa. These ideas have been introduced in many curative and pre

ventive health services facilities through assistant health vis~tors, 

nurses and midwives who are in charge of maternal and child health
 

clinics in the countryside. 

Nutrition is also an economic development problem. The poor fam

ily cannot afford to buy foods with high nutritional value in large 

quantities throughout the entire year. As a consequence, programs
 

which are designed to increase income by Increasing employment, both
 

on and off the farm., and by increasing agricultural productivity can
 

have a positive nutritional impact and thus improve health. 
Finally,
 

nutrition can affect the health status of a population, particularly
 

its mental health and its capacity to learn. This situation is par

ticularly true when severe malnutrition occurs either at a very young
 

age or in the fetal stages of development.
 

It must finally be said that in order for nutrition programs to 

achieve maximum cost-effectiveness in Africa, potential health im

pacts should be incorporated into the analysis. Of the major health 

concerns reported by 28 Ministries of Health in Africa, during the 

middle 19 6 0s, at least four -- Helminthiasis (worms), Pilharzias, 

Diarrhea and Dysentery, and Enteric Fevers-- impose major conptraints 

on the capability of nutritional programs to improve the health status 

of populations,4 Since such illnesses are prevalent in many African 

countries, the absorptive capacity of the human body to properly 

utilize nutrients provided to the individual can be severely curtailed. 
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his iio 


prugrams, in ozlr to. be cost-effective, be closely related toa
 

Yealthr progra:n whichi addresses these particular illnesses.
 

Giv.r 4 robem ,mportanttatt.sntos'utio 

FaNily) Plannin.- and .vp~ap Change 

It is c7ear that ihe rate of' demogr.4phic change is very high inY 

S 'rirca (rates of popularion grov'.h of 3,0%-per year are not uncom

mon. Ti'his high rate of chsnge is 2argely attributable to signifi

cant declines in infant mortality. For example. in East Africa, where 

census data generally prorides rellable information, infant mortality 

has declined by 50% in the 25 years to around 100-120 per thou

sand. Such a change in mcrtality rates has lrJ] to increases in fam

i2ly Bize which can exacerbate poor living standards. Large families 

tend to reduce food consumption, increase over-cro wded housing sit

uations, and increase ',he potential for the transmission of certain 

infectious and parasitic diseases, such as TB. 

At the same time, fertility levels among females. can lead to major 

health problems for the mother and child as was described earlier in 

the paper (I-c). Thus, programs designed to reduce the incentive for 

large family size, particularly vhere frequent pregnancies occur, can 

have"a positive health impact not only on the mother but also.on the 

entire family. 5 For example, children in large families tend to have 

more nutritional deficiencies leading to related health problems. By 

not only providing the technology' for limiting family size, but also 

the incentives ror increasing the utilization of those technologies, 

one can obtain a positive impact on the total health of a population. 



Tt must be noted, however, that in order for pro,.rams of demographic 

control to improve health status, the utilization of the appropriate
 

technolocz- must increa-;e. qhere l:as beer. success reported in the
 

marketing of condoms in East Africa , .ts an individual family plan

ning method. There are great natural incentives to consume curative 

health services. Why not expand the complementary set of family plan

ning services as an integral part of the basic curative health deliv

ery system so as to minimize the potential. health hazards of certain
 

family planning methods and, at tie same time, increase the incen

tives for the consumption of family planning services?
7
 

Education
 

One can intervene on the health status of the population by using
 

both the formal and nonformal educational systems. By expanding the
 

formal education system, one cab have an impact on the information
 

level and values of a large and increasing proportion of young peo

p e. Not only can one use the education system to change political
 

view, but one can also influence styles of life which can Improve
 

health status. By teaching about disease transmission, personal and
 

societal health habits can be improved.
 

Yn addition, a positive health impact can be obtained by invest-


Ing in the formal education system to increase the number of quali

fied workers in the health field, not only in direct health service
 

occupations such as medicine and nursing, but also in managerial
 

positions. If manpower constraints are restricting the expansion of
 

basic health services to the people, investments to expand the formal
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education system may be useful, particularly where the supply of 

existing manpower cannot significantly increase its productivity by
 

managerial, motivational, or orgunizational changes. 

To the extent that poor .health conditions adversely affect the
 

attendance and work capability of both students and teachers, a
 

country's education system can easily be thwarted in performing itq 

functfon of improving the human capital stock embodied in the popula

tion. There has been very little research conducted on the morbidity
 

rates among African students, in order to determine the extent to which
 

student populations are constrained by specific health problems in
 

attaining their educational objectives. Without such information, it
 

is difficult for the education system to develop a specific inter

vention strategy to alleviate these health constraints. In one Af

rican country where some research on the health problems of higher
 

school and college students has been conducted, it was found that
 

venereal disease and automobile accidents were the major health
 

problems. Although a health education program was developed to meet
 

thes- needs, the impact of thi progrnm hns yet to be evaluated.
 

Projects related to comnunity education, community development,
 

and health education which provide educational and recreational out

lets''for adult females can be extremely useful in changing their per

sonal health behavior, and subsequently, that of other members of the
 

family. The use of mass media in nonformal health education programs
 

has been initiated throughout Africa. In Zambia and Ethiopia a num

ber of health education efforts have been conducted using posters and
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other media. In Uganda, national television was being used for health 

education. Perhaps the mosL 4n:,ortant development in health education 

has been the ex-pan&l- -.I-te(if :',dlo in ,.ansmitting the message through

out Africa. The :.:: istur radio is pervasive, even in rural areas, 

and Tanzania has teeri one of several countri.es to develop a health 

education program utillzng rudio communication.
 

In addition. the nonforma- education system can be helpful in 

assisting young .migrant-s who ff.nd-nem!,lves unemployed in the urban 

areas of Africa. The nonformal syrtem of communication can be extreme

ly important in postponirg and reducing the mental health impact of 

such changes. Such prograii v.y am.o aij,.t in alleviating problems 

of alcoholism, strec;e, and hypertensicn hich can occur subsequent 

to obtaining a high occupat ona] position in African countries. 

Agricultural Development
 

As was discussed above in the section on nutrition strategies,.
 

it is clear that an improvement in nutritiunal levels can result from 

increasing the supply of food, particularly of a high protein con

tent, and reducing diotribution problems through the year. Other 

rural...development activities nurh tj c. can reduce -thel cetaring 

incidence of disease transmitting vctors. If real incomes of rural 

persons can be increased, a larger markei. basket can be acquired 

including a greater consumption of food throughout the entire year. 

Besides consuming a greater quantl.ty of food, there is strong evi

dence to suggest that increased incom leads to increased consumption 

of higher quality foods, particularly tho-e with high protein.9 

http:quantl.ty
http:countri.es
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III. C. AN EVALUATION OF ALTMeNATIVE IPl!."VENTiON APPROACIES 

The Alternatives 

AID has had con-iderable experience in a::si.st-n- developing coun

tries in Africq. It ic unet'ul to review briefly at least seven ways 

in which AID, perhaps in concert vith other agerncies, might intervene 

or continue to intervene to improve the health sta;.us of AfricRan 

countries. Thene alternative intervent.ions car, occur in an' sector 

described in the sectfion above, i.e., ir. te prnvisioi of preventive 

or curative health services, or through programs in nutrition, family 

planning, education or agriculture. 

Direct Service Delivery 

AID has engaged in the direct provision of development services 

through contractors in many African countries. For example, it has 

organized and supported with government cooperation, health service 

delivery systems (e.g., in Liberia, Kenya, Uganda, Ethiopia, and Zaire). 

and road building programs (e.g., Tanzania ard Kenya). However; such 

a strategy has become less popular in rec:ent years, both from a poli

tical as well as an economic development point-of-view, since, in 

many instances a long run institutiorl development impact has.not 

been forthcoming. 

Technical Assistance in Service Provision
 

Technical assistance has been provided to governmental and vol

untary organizations delivery health services or provLdiqg other ser

vices having a health impact. An important way of providing such as

sistance in the past has been by strengtheninj, African medical schools 
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and ptir-proFessional training schools, In naltion, & number of 
I 

:ecidea R'sslst.ence exp--rtc have been provided for progrians in ag

riculture, nutrition, rural development and population control. Such 

personnel have often been involved in the direct delivery of' a ser

vice, nr the implementation of agricultural production. Technical 

assistance hns also been provided to governmental ministries to im

prove their capacity for service provision. 

Management Assistance 

Managemelnt Rasstance Is dlstinct from technicnl assistance in 

that I is more a coordination function dealing with th;3 process of 

organizing and delivering service rather than in the technology of 

production. Perhaps one of the most important ways that AID can pro

vide such assistance is in the recruitment of managerial talent to 

work in the health sector or in institutions having an impact on health 

in African countries. Incumbent upon this kind of assistance is a 

requirement for some managerial training for indigenous personnel. 

Planning Assistance, Including Project Appraisal 

Planning assistance can be provided in one of several ways. One 

can provide such essistance directly to Ministries of Economic .Devel

opment or Health in African countries. In additl.on, planning as

slstance can be prnvided to specific African countries or regions 

from locations external to the country or region. The efforts pre

settly underway by U.S. AID, in conjunction with other international 

organizations, such as World Health Organization, the French Planning 

http:additl.on
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Organization, and the Canadian Development Organization, in develop-


Ing a strat . for itrengthening public health,delivery systems in 

West Africa.-ic another example of plannirg assistance which the 

agency can provide. 

Perhaps more important than this kind of planning assistance how

ever, is for AID to continue to assist governments in defining their 

Information requirements for planning and management activities of 

specific ministries. The development of a capacity to improve the 

quality of data gathered and improve the process by which it is or

ganized and analyzed for basic day.. o-day management decisions re

quired in the health system and related systems, is perhaps the most 

Important planning afsiutance'which can be offered. 

Finally, AID, in consortia with the World Bank, can assist in im

proving present methods of project appraisal for health and health re

lated investments. It is clear that such methodologies have an im

pact on resource allocation in health and ielated sectors.
 

Manpower Tralning, Development and Utilization 

It is important to increase the supply of trained manpower avail

able for: (a) delivering health or related services, (b) managing 

service delivery systems; and (c) planning the future developMent 
of 

health and related services. It is possible to provide such assist

ance to health and medical education institutions in Africa, but also
 

by supporting scholarship programs for short-term or degree courses
 

in other parts bf the world. 
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More c7nsideration must be given, however, to the question of 

how to improve the management capabilities of middle and high level 

health workers and thereby improve the utilization of scarce man

power resources. The agency could make a major impact on the organ

ization, coordination, and delivery of health services with a rela.
 

tively small investment, by designing short-term education program
 

activities in health management. A related program is presently op

erating for the Latin American ragion under the aegies of the Econom

ic Commission for Latin America. 1
 

Single Donor Vs. Consortia Approaches
 

Although it is not always feasible to act in concert with other
 

organizations, a consortia approach can be more effective in improv

ing health status of people since it can mobilize: (1)more resources
 

for a particular intervention program, and (2) a greater world response 

to the envisioned project. A broader perspective on the problem can 

also be obtained when working together. It is clear that AID has 

considered such positive benefits of consortia activities in health 

programs since many health programs in which AID has been involved 

have been developed and implemented on a consortia basis. Perhaps 

the most notable example has been the West African Smallpox and 

Measles Eradication campaign. 

Voluntary Agency Assistance
 

Considerable experience in providing health and related services
 

resides in voluntary agencies, as andsuch missionary organizations 

other non-sectarian groups like CARE. In many instances disaster and 
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emergency relie' activities se in Pangaladesh, and Nigeria have been
 

coordinated.with such organizations. In certain circumstances.such 

organizations m. 'have access counties where Coverrrncntal organiza

tions my be viewed with suspicion or may not be allowed. Where 

such situations manifest themselves, providing assistance through 

voluntary agencies can be useful. 



D. 	Issues in Evaluation and Improvements
 

in Criteria for Ranking Projects
 

Given the fact that all agencies and governments have limited
 

resources, it is incumbent to discern the most effective interven

tion. In the health field, it is particularly important to consider
 

this problem. Although there have been increasing efforts made to
 

develop an appropriate method of evaluation of health and related
 

programs, there have been considerable difficulties in determining an 

appropriate outcome indicator for use in evaluating all health pro

grams. When one uses a combination of mortality, morbidity and de

bility to construct an index for purposes of evaluation it is im

portant to discern the relative weights attached to a change in each. 

In addition, it is generally difficult, in the short-run, to determine 

whether a change in health status has, in fact occurred, due to the 

relative imprecision of presently available means of detecting change. 

Population program evaluation has had similar problems in devel

oping sensitive indicators of programmatic effectiveness. As a con

sequence of the general lack of final outcome indicators for popula

tion programs, short-run evaluation efforts have utilized process 

indicators such as the number of persons attending family planning
 

clinics or consuming specific family planning services. In addition,
 

the distribution of facilities, or the number of resources used in
 

the delivery of services have often been used in program evaluation 

studies. While such process indicators may be useful for managerial 



pu:! v-eo eiert j;reqjuired Lo improve the capucity of Africa 

cc, intrl'.s 1iit ir licalth rind dtiinorranhic cl-ainge profrainu. 

S' " As "i f j "m]' prc-a': n. Hore IS a t. ndencyr in the ield 

ofealilto evcilunite a-~progri effccliveuie-s much -oon, before 

adequate LifoiTLtion is avoIL'lable. Lon-r-run evaIuation efforts are 

inore Lipproprli.e,. si nc mnuy hcalt~i impi~v.:' (it) no, qui -:Uy iiuni est 

themselves particL1arly vwhero. syrierg].Li c effucts of'ecJ~ih t;:e in

cidence of one disease upon rtnother disease eqUlre timte 11,o *sorl out. 

The World Health Organi7,ation study on infectio n and malnutrition con

ducted by Schrimshnw, Taylor and Gordon,3 is particularly useful in 

this respect to understand the interaction process between nutritional 

deficiencies and infectious and parasitic diseases) and particularly 

for those diseases which affect young children. 

Finally, in order to evaluate alternative health service delivery 

systems, it Is important to recognize the multi-project nature of the 

system which provides a number of differeift treatments to a number 

of diseases, Work by Martin Feldstein, Dunlop, and .the John Hopkins 

group are beginning to demonstrate progress inusing linear program

ming techniques in this area.4 

Bendfit-Cost, Cost-Effectiveness, and Other Analytical Methodologies 

Although a benefit-cost methodology is useful in evaluating health 

programs, the experience to date has generally been poor in adequate

ly measuring the benefits. A more useful methodology is cost-effec

* tiveness analyris where the use -of both quantitative arid 'qualitative 

* * indicators of' effectiveness can be incorporated Into the analysis. 
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In using this methodology, it is desirable to have as many quantita

tive indicatoits of effectiveness a3 possible. However, where such 

do not exist, the use of qualitative Judgements can be incorporated. 

The range of effects can be individually analyzed as can the relative 

trade-offs between different outcome indicators and programs. It 

shouldalso be added that cost-effectiveness analysis, when used to
 

assist decision --Aking and policy formulation in health, can provide 

a framework for seeking and defining alternative means to attain given 

objectives. When used in such a way, thought patterns can be struc

tured in useful directions.
 

Simulation methodologies can be utilized to more effectively ana

lyze feedback effects of an eradication program, particularly when 

a significant change in the incidence of an endemic disease occurs. 

It would also be appropriate to use such a methodology for analyzing 

the health and other socio-economic effects of a significant increase 

in caloric and protein intake throughout a"country. When a particu

lar program has macro-impacts, the use of micro-methodologies leads 

to incomplete analyses and the results must be interpreted with 

caution.
 

Inc6rporating Equity Considerations 

There has been increasing interest in incorporating equity con

siderations into the evaluation process. To what extent should 

health or other social investments be made solely on humanistic
 

grounds, irrespective of society's payoff? Although it is often dif

ficult to determine the concept of equity being advocated when a 
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Although Dr. Omran, in his article on the Epidemiologic Transi

tion5 , has begun to develop a consistent epidemiologic transition 

framework, it is important to recognize that the impact of a partic

ular program in terms of the overall pattern of disease, as measured 

from a mortality,, morbidity or debility perspective, has not been 

well articulated to date. However, bethere must increasing use
 

made of the basic synergistic concepts in order to discern 
 the re

lationships between 
 health problems. These relationships should be
 

incorporated 
 into the process of ranking alternative health inter

ventions, and increasing efforts are required to quantify the nature
 

of such linkage.
 

Second, increasing attention must focus in project appraisal on
 

analyzing marginal additional investments with a potential hcalth 

impact incorporated into noii-health projects in such sectors as edu

cation, agriculture and road building. Through the foresight of the
 

Office of Nutrition, certain nutrients are to
to be added the processed 

flour to improve nutritional status for a marginal increment thein 

total investment. If the nutritionally-related health impacts are 

concentrated in high risk segments of a population, they can yield 

substantial benefits with only a marginal financial addition to the 

project. Perhaps an example of the importance of marginal additions
 

to existing or proposed projects from the African continent is in 

irrigation. 
In such projects, a marginal health maintenance program 

could help to keep the prevalence of helminthic diseases at a low 

level.6 
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Thrd cri tical rim-'wii ivestanent levels"~ may be necessary in 

order for ceriatin he iqbyacts to mknirest themsel.ves. For ex~mple, , 

it is clea,brj !'~or MD . bay inveciteid in countrn'-speci fie small

pox and measles e,-Ldicmticrn rnain West and Central. Africa, the 

prgah-iu' t.jj -1RVr1 ~aiure (assuming Lhat famine 

did not break out) incli e ,ctor!; of chese diseases do not readily 

identify iwitionail Xi(:i and turn back from those countries where 

sigfi-fJ,icioL pr,-rv ,, ,.i r o 'tIc'nliL accurre'd. 1111 learned about 

the nature of critical mdinrium efforei with r(-.pcct to I te programma

tic strateU for malarle. _.rAdicatliot in Africa. It found that in or

der to mhie any int fJ e ,int .Vadu un tbirG health problem, critical 

* minimuln Investrwflts mu br trikci unly, by one goveriment. or by 

* one donor, but. by a air~~~r~~vrnet.ed) nurner o± dono.r 

agencies over a con)tr~lu reoJ o4 time, and not solely in the 

health ser'tor. 

What doett this; concept; have to(. do with a rankting framework for 

* potential invpstments it health? it linplies thL the scope of eval

uation of poteuntia tvRinnen murt be expumtdeud to include a iride 

range of' alterna-tives %no i.t mustl be !ninovative in considering the 

impact of lurge inPtm. itc well, an v y omli investments,c(size 

being a 1'unctiur of mnt irivetsLmernt leveln.) It also implies 

that rarmdting scheltv rmust include tj number of outcome indicators which 

can be evaluutced dep(-ndlng uipon 1he relatIve weig~hts government of

ficials use in der.di-on-akin8. For health programs such methodology 

is imperative. Dr. Ptklel1r)An hai aid thnt tHie moot, important thing 
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for an organization making investments in health is not to have a
 

single way of evaluating investments. Rather, he suggests that it is
 

important to focus on the individual case, to determine the extent 

to which the health problems prevailing in a country are working
 

against development objectives. Upon making such a determination,.
 

analytical skills can be applied to the problems of a given locale. 7 

Although these concepts do not lead to a single ranking methodology
 

to follow for analyzing health investment, they do provide us with 

an improved understanding of the complexity and interrelatedness of 

the factors affecting a positive health status. 
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IV. 	 RECEIq U.S./AID PCLICY TOWARD AFRICA
 

During the early 1960s 
 the U.S. Congress appropriated the highest 

amounts of AID funds to Africa that have ever been appropriated. But, 

at the same time there was a sharp decline in the amount of ATD funds 

that were specifically earmarked for "health" funds for Africa. There 

was alxo a continual reduction in the number of health personnel slots 

that were allocated for Africa. 

During the middle and latter half of the decade of the sixties
 

Congress drasticly reduced appropriations for all bilateral foreign
 

assistance and 
 reduced funds earmarked for health to a negligible 

amount. Faced with the dwindling amount of bi-lateral foreign as

sistance available for Africa in 1965-66, the President ordered a 

6tLky to d Lerimin: W!, opLimum method of spending the appruprlated
 

funds avallable for Africa. The 
 result was a 150 page report -- The
 

Korry Report 
 -- which remains today a major policy guideline for U.V.
 

bi-lateral assistance to Africa. 
 The Korry Report codified the
 

recommndation that the best 
use of the bulk- of the limited bi-lateral 

assistance was that it be allocated for assistance to 10 countries in 

Africa which became known as the empasis counties.* (*Liberla, 

Ethiopia, Ghana, Nigeria, Morocco, Tunisia, Zaire, Kerya, Tanzania 

and Uganda.) Other countries in Africa could receive AID assistance 

only if they were participants in a regional program which was AID 

financed. 

With one significant exception there were very few initiatives 

specifically within the health sector taken by AID following the 

Korry Report. In 1966 AID participated in a large program directed 



toward The World Health Organization goal of eradicating smallpox
 

and measles. from the earth by 1975.
 

A recent critical review of AID policy in the 1960s stated:
 

"As with other aid donors, the U.S. gave foreign assistance in the
 

1960s on the grounds of development potential and diplomatic interests
 

rather,than on the basis of human needs. A 1969 public report to the
 

Congress by AID justified the concentration (on the emphasis coun

tries) solely in terms of such political and economic self interest"
 

......... (p. 8 Disaster in the Desert).
 

On behalf of AID, there is no doubt that many of the key policy
 

makers of the period recognized the very key role that health plays 

in economic development. But, .,e emphasis was on using what de

velopment funds were available to rapidly effect economic indicators 

through large capital transfers. The policy might have worked in the 

early 1960s when appropriation levels permitted large capital trans

fers except that the African nations did not have the institutional
 

capacity to absorb and distribute the capital. We now realize that
 

the problem is not rebuilding institutions as it.vas with the Marshall
 

Plan and Point Four but rather, helping peoples attain health and 

education levels that will allow them to develop their own institu

tions. 

Another development in the late 1960s greatly influenced AIDs 

operations in Africa (as well as in other parts of the world.) It 

grew out of thq public recognition of the severe effects that rapid
 

population growth was having on the economies of the developing world.
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Accord nrry, the (" 1,,ross and AID mandated substantial portions of
 

All) budgel.s' f6r 
pc .l,la,ion eontrol programs. Unforbinately while.
 

the funds ap~rrp'in:e- during this period rere 
 sufficlent for ini

tiating 
progra=m in population control and some related health pro

grams, they were not sui'cient for a broadly based attack on the 

wide spectrum of the health problems that confronted the African Con

tinent. 
It now seems evident that in order to gain acceptance a pop

ulation control program must be part of a broader based program --

MCH or a general curatIve and preventive health service.
 

It is generally considered that the economic development programs 

of the past have not placed enough emphasis on contributing to the
 

improvement in the quality of life of the people in the developing 

world. 
 In December, 1970, Mr. Hanna, the AID Administrator, stated:
 

"The well-being of people is central to the objectives of U.S.
foreign assistance. Well-being depends of course upon a numberof important and closely limited factors. Jobs, education,security and a sense of participation are all initially impor-.
tant, but none have much significance' without basic health." 
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