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ABS TRACT
 

During the month of January of 1979, a consultant team under the
 
direction of the Project for Strengthening Health Delivery Systems
 

in Central and Western Africa visited Nigeria, Togo, Senegal, and
 
the Ivory Coast. The purpose of these visits was 
to examine the
 
delivery of pharmaceutical products and services within these
 

countries. This report is
a sumary of findings made on these
 

visits.
 

Although the individual nations differed in their systems of drug,
 
distribution, certain common factors were observed among all 
the,­
countries. 
 First, the health o'ficials estimated that between 20%
 
to 40% of the total population participated inwestern type medicin(
 

The distribution of pharmaceutical products varies between 30% to
 
40% from the public sector, whereas the rest were distributed by
 
the private sector. 
The 60% to 80% of the populations of these
 
countries which live in the rural 
areas participate least in westernl
 
type medicine. 
However, in each country visited, the health-officials
 

anticipated a rapid increase in the participation inwestern medicine.
 

The system of drug importation varies between countries,; however,,
 

once within the region, the druqs flow freely across national
 

boundaries.
 

A common observation of the health officials within the countries
 

isa suspicion of the quality of the drugs being distributed to
 
patients. Anecdotal evidence suggest that up to 10% of the drugs
 

given to patlants are of inferior quality, i.e., 
ineffective to
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Pebentially toxic. 
 This was substantiated by the tedm with the
 
observation that drug recalls do not occur inAfrica nor are there
 
any, in place, mechanisms for quality assurance in the region.
 

A second major observation of the team was that drugs cost between
 
two to three times as much in Africa as one would expect to pay in
 
Europe or the United States. The reason for this high cost of drugs
 
was not apparent to the team. 
This cost factor leads to excessive
 
costs to the patient, lack of participation in western medicine and
 

inappropriate drug therapies.
 

A third finding was an acute-shortage of personswith evena minimum 

training in pharmacotherapy dispensing drugs to patients. 
 The numbei
 
of trained pharmacists is approximately one per 60,000 people. 
Much
 
of the drug distribution is conducted by totally untrained and often.
 
unauthorized persons. 
This must result in inadequateand inappropriate
 

use of the drugs.
 

These findings lead the consultant team to make the:
followina.
 

recommendations:
 

I. Due to the extensive flow of drugs across national boundaries,
 

only a system for regional quality assurance can be effective.
 

Thus, we suggest'that detailed'studies be conducted which will
 
lead to the establishment of small national and sub-regional
 

laboratories and one sophisticated regional quality control
 

laboratory.
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2. To lower the cost of druqg 
 to the patients within the region,
 
.consideration should be given to the development of a regional
 
bulk purchasing system for a 
group of basic drugs. The utility
 
of this dpproach has been demonstrated inboth southern Africa
 
and Asia. 
 Further, such a system would facilitate regional
 
drug quality assurance. Also, investigations should be carried
 
to detemine the feasibility of local drug production.
 

3. To insure the proper use of medications, all persons who
 
distribute dr'ugs must have a minimum of training inPharmacotherapy.
 
Studies must be conducted to develop appropriate programs of.
 
training in pharmacotherapy for operators Of patient medicine
 
stores, depots, dispensaries and other primary health posts '-


Insummary, giant strides can be made in improving the health oF the
 
people by insuring that drugs of good quality are given to patients
 
appropriately at: a
cost they can afford.
 

THE CONSULTANTS
 



INTRODUCT ION
 

D'ring the month of January, 1979, the Project for Strengthening
 

Health Delivery Systems in Central and West Africa (SHDS) sent i
 

team of consultants to Nigeria, Togo, Senegal and Ivory Coast to
 

study the system of delivery of pharmaceutical products and services
 

in those countries. 
The scope of work of the team is included in
 

Appendix 10. The team included David M. Frence, MD, Project
 

Director, SHDS, Abidjam, Ivory Coast; Mary Harvey, MPH, Associate
 

Director, SHDS; Njifutie N'Jikam, Ph.D., MPH, C.U.S.S., University
 

of Yaounde, Cameroun and Wayne 0. Evans, Ph.D., Associate Dean,
 

Massachusetts College of Pharmacy, Boston, Massachusetts, U.S.A.
 

During the visits to the countries, excellent cooperation was obtained
 

'from all persons contacted. Special. thanks is due to the WHO country
 

representatives and USAID contacts for great help in obtaining the
 

information contained in this report. 
Ineach country, meetings
 

were held with WHO representatives, USAID officials, ministers of
 

health, chief pharmacists, private pharmacists, and others to obtain
 

pertinent data. 
 Further, the consultants:would'seek to confirm the
 

information by visiting village dispensaries and by buying medications
 

themselves. 
 Part One of this report is a description of the system
 

for delivery of pharmaceutical products and services in each country
 

visited. 
Part Two of the report deals with local pharmaceutical
 

production and includes some recommendations in this area. 
 Part Three
 

contains some suggested solutions to the variousproblems. Part Four
 

4s a recommended, basic drug list for the West and Central African
 

area based on the incidence of disorders and therapeutically
 

equivalent drugs. Finally, Part Five is
a set of conclusions and
 

a summary of recommendations by the~consultants for further action.
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The need to provide essential drugs of good quality at a 'low cost
 
with the correct instructions for use to the people in 'iess developed
 
countries, is now a recognized world health priority. 
The Action
 
Program on Essential Drugs of the 20 October 1978 meeting of the
 
Executive Board of the World Health Organization (Appendix 1), 
taie
 
meeting of representatives of seven African nations with WHO officials
 
In Geneva 6-10 November 1978, the Institute of Medicine, National
 
Academy of Science meeting o 
29-31 January 1979 in Washington, D.C.,.
 
USA on Pharmaceutical for Develop;tng Countries and the exploration
 
by the African Development Bank of the Feasibility of Pharmaceutical
 
Production in Africaare all illustrations of the recognition of
 

the importance of this area. 
Already countries in the southern
 
African area and in the South Pacific are banding together topur­
chase essential drugs on a regional basis. 
 Thus the study conducted
 
by the SHDS consultants seems most timely. 
 It is our hope that this
 
report will 
lead to further studies within the areas of co1cern and
 
concrete action programs to improve theldelivery of pharmaceutical
 
products and services inWest and Central, Africa.
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A-DESCRIPTION OF THE CURRENT SYSTEM OF POCURB1NT.,DISTRIBUTION 
"AND DISPENSING OF DRUGS IN ESrAND CENTRAL AFRICA AND THE PROBLEMS 

ENCOUNTERED IN THIS REGION! 



PART ONE - A DESCRIPTION OF THE CURRENT SYSTEM OF
 

PROCUREMENT, DISTRIBUTION AND DISPENSING OF DRUGS
 

IN WEST AND CENTRAL AFRICA AND THE PROBLEMS
 

ENCOUNTERED IN THIS REGION
 

In all four countries visited, the distribution of pharmaceutical
 

products and services is conducted both in public and private sectors.
 

Although the extent of participation of the two sectors varies among
 

the countries, we observed thatin ,all the countries the private
 

sector is the main distributor.
 

The general estimate of most health officials in all the countries 

visited was that only 20% to 40% of the inhabitants received western 

type medications. Thus, the descriptions that follow pertain only 

to this population.
 

In all of the countries visited, the dispensing mechanism of the public 

sector could not provide an adequate supply of basic drugs to the rural 

areas. In all cases, we observed a shortage of drugs at this level. 

On the other hand at central distribution points, we observed a wide 

variety of drugs in storage. 

In Nigeria, drugs are purchased by both government and private individuals 
from wholesale drug distributors. Of the total expenditure of about 

$200 million per annum, the public sector accounts for $27 million. 

The public sector distributes drugs through federal, state and local
 

government facilities. 
 The private sector has both regular pharmacies
 

and patent medicine stores.
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A tremendous shortage of trained personnel inhibits effective
 

delivery of products and services. For example, there is approximately
 

one trained pharmacist per 53,000 people. Although, Nigeria is
 

adding 300 pharmacists per year, the population growth rate of
 

2.9% wipes out this addition. The federal government of Nigeria
 

in its long-term health plan proposes to have 100% participation
 

of its population inwestern type medicine by the year 1990.
 

InTogo, all drug purchases are channeled throug the private
 

firm called Togoplharma. The government purchases its drugs from
 

Togopharna. Togopharma sells drugs to other pharmacies and it also
 

has its own network of drug "depots" around the country from which
 

private individuals may purchase drugs.
 

For two million inhabitants of Togo there are 29 trained pharmac sts.
 

Appendix 2 contains an analysis of the Togo health situation.-


InSenegal, the government directly purchases'drugs ftom: phannaceutical
 

companies. 
The private sector receives all of its drugs-from three.
 

wholesale companies. 
Of the total annual expenditure'of $2,380,000,,
 

20% is in the public sector. Drugs are only purchasable in.regular­

pharmacies in the cities. 
There are approximately 90 trained'
 

pharmacists for their populdtion of five million. 
Appendix 31
 

presents an offii&l description of the health situation in Senegal.
 

In the Ivory Coast, the government directly purchases drugs from
 

pharmaceutical companies, while private pharmacies obtain drugs
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mostly from two wholesale companies. 
 Of the total annual expenditure
 
of about $49 million, 30% isin the public sector. 
Of the 75 pharmacies
 
in Ivory Coast, 50 are inAbidjam. 
There are 152 trained pharmacists
 
for ths population of about 7.5 million. 
Appendix 4 isan official
 

ajalysis of the health situation inthe Ivory Coast.
 

jpuring ;thls visit the consultants the consultants observed that the
 
'sYste-s of procurement, storage, distribution and dispensing of drugs
 

in the@e countries are very similar and appallingly inadequate and'
 
ineffective. The deficiency lies primarily inthe area of:
 

A. the quality of the drugs; there are no effective quality
 

control mechanisms;
 

B. the.cost of essential drugs ispresently too high and practically
 

unaffordable to the average citizen of this region; and
 
C. the acute shortage of:trained personnel to correctly dispense
 

essential drugs, expecially at the rural (v.illage) level.'
 

In this region the basis of drug use ispredominantly self-medication­

involving.the purchase of very expensive drugs,(between two to ten
 
times more expensive than in the USA or Europe) '.byuninbformed consumers
 

from equally uninformed dealersl
 

The following addresses each-of the,:three issues mentioned aboVe.
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A. Regional Quality Control of Drugs
 

The twenty-eighth World Health Assembly recommended (R'esolutioi 
WHA 28-65) 

that Member States: 

1. apply the revised requirements for ",Food PrcticesI I'the
 

manufacture and quality control of drq !'as adODted by the
 
Assembly, and 

2. prticipate in the revised "ertification'Scheme 
on the quality
 

!of plarmaceuptcal products moving in international commerce" as 
adopted by the Assembly.
 

However, since there is as yet no mechansim by means of which 'one.
can
 
ensure that drug manufacturers comply with Resolution.IWHA 28-65, it is
 
in the vital interest of consumer nations to be able to test the drugs
 

themselves. We found no evidence of any drug recalls in.
Africa. : More­
over, there is 
no doubt that some drugs of very doubtFul quality are,"
 

shipped to Africa:
 

1. some poorly compounded;
 

2.;!, some expired but redated by the manufacturers; and
 

3. .some newly developed drugs not yet satisfactorily tested
 

forlefficacy and toxicity.
 

A few simple laboratories exist in 
some of the states' (e.g. Nigeria,
 
Senegal and the Ivory Coast) that are equipped to various extents for
 
limited physical and chemical testing of drugs, but no facilities exist
 

for pharmacologic, microbiologic and pharmacokinetic testing. 
Con­
sequently, poorly compounded drugs may pass the physical and chemical
 

analysis and still be bad-drugs (ineffective or even toxic inmany
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cases); for example:
 

-1. We found tetracycline tablets with calcium stearate as the
 

excipient which drastically rfeduces the solubility and absorption
 

of the drug; these tablets naa'
prove to be satisfactory fr­

physical 
and chemical anAIysis but unequivocally unsatisfactory
 

if pharmacologic and pharmacokinetk, studies are, darrfed out.
 

2. Even when simple °testing leads t'o the detection of bad drugs,
 
as it happens rather frequently (e.g. in Zaire perhaps 10% of
 

the drugs are unsatisfactory from physical and chemical analysis
 

only), each of these states does not appear to have power to
 

be able to apply pressure on the manufacturers to do something 

about it.
 

B. The Cost of Essential Drus
 

The cost of drugs in Africa is generally ,two to ten times as high
 
in the USA and other "Westey'n Countries" while salaries 
 (for those 

who are fortunate enough to have jobs) are generally less than a
 
quarter of US salaries! Effectively, therefore, 
 the drugs are
 
2 to 10 
 times as expensive inthe region as in Western countries;
I/4
 
i.e., 
some 8 to 40 times more expensive. For some individuals as
 
much as 25% of their annual cash income is spent on drugs. This,
 
no doubt has contributed to the development in all these countries,
 

of a large illegal market from which one can buy any type of drug;
 
usually at lower prices, sometimes these prices are lower than in 
the USA or Europe. Of course, the quality of such drugs is even 

more suspect. These drugs may be:
 

1. good drugs stolen from the ships or docks.
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2. bad or expired drugs sold cheaply and smuggled In from 

other countries. 

Nobody knows for certain where or how these drugs get into the 

region. However, once in,it is easy to see how the drugs will 

be distributed throughout the region through the existing extensive 

illegal traffice across the frontiers. 

This market thrives because of an illegal system of self-medication 

which appears to work as follows: Every now and then one patient 

consults a physician, gets a prescription and buys his drugs from 

a regular pharmacy. He then passes the word around to his relations
 

friends, and acquaintances, giving the description of his symptoms 

and the drug he received. Next time any of these people, including 

the person himself, has those symnptoms (self-diagnosis) he goes 

to the market where the cost of medication is within his reach, and 

buys the drugs without prescription. Needless to add .that the entire 

operation is very hazardous but thrives because of the low cost 

of drugs. 

-Although both' the drug pedlars and the, consumers need ia mi-nrmum 

eduatin n the use of drugs, giving them such training may'no 

produce a significant change .in the pattern-.of drug consumption' ' 

unless something is done .to reduce cost of drugs in the pharmacy, 

as well. 

http:pattern-.of
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An additional hazard of the high cost of drugs is the possibility
 

of -the development of drug resistant strains of microorganisms
 

due to the patients taking too low a dose of antibiotics for too
 

short a period. This poses a threat to the entire world. 

C. Availability of Trained Personnel to Dispense Essential Drugs 

At the Rural (Village) Level
 

The population of 20 Westand Central African States in.the region
 

is about 150 million, about 80% of which (120 million) live in the
 

rural areas. Participation in "'Western Style Medical Care" Is'
 

estimated at from 20% to 40% 
(30 to 60 million); a number that is
 

rapidly growing.
 

The four countries visited have national health plans that are 

basically a referral'system with a large number of primary health 

posts throughout the country and a small number of specialists and
 

University Teaching Hospitals at the apex of the pyramid. 
There is 

-
also a larger, private sector in which drugs are dispensed by


minimally or totally untrained individuals,
 

InI all the countries disease is diagnosed and drugs 
"di spensed" byi
 
the' personnel that.man, these',. ns tituti ons; doctors 
 nurses,, pharmacists,
 

midwives, technicians, assistants and'untrained, drug pedlars.
 

Attention should be focused on the rural 
areas where 80% of the
 

people of this region live. 
 For these people their first and
 

often only access to Western medical care is the Primary Health 
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Posts (clinic, maternity, dispensary, rural health posts, depots,
 

patent medicine store, itinerant nurse, and especially the untrained, 

drug pedlars.*
 

Due to certain constraints, such as shortages of doctors and other
 

well-trained health professionals, and the high cost of drugs in the
 

.
properly manned private pharmacies, most low-income dwellers also'

turn to the primary health posts and to the untrained drug pedl'ars. 

There is a very acute shortage. of health care delivery, manpower 

trained in pharmacotherapy, especially in the-primary (rural), level. 

The Dean of the School of Pharmacy at the University of Ife (Nigeria)., 
Professor E.O. Ogunlana, summarized the situation beautifully in the 

following words: "InAfrica, drugs are DISPOSED of and not DISPENSED." 

*Refer to chart,,;page-,,9, Part One.
 



COUNTRY 


NIGERIA 


TOGO. 

IVORY COAST 

SENEGAL 

ALL FOUR 

COUTRIES 


SPECIALIST. 

HOSPITALS 


University Teaching Hospitals 

and many 


Specialists Hospitals 


Centre Hospitaliers 
Universitaire (CHU)


Private Hospitals 


CHU 
Specialist Hospitals 

(Leprosy, Psychiatric, etc. 

CHU 


'Disease Control :Centers'. 
Institute for N;CH 
 .
 

Institutional Pharmacy: 


SECONDARY 

HEALTH POSTS 


District Hospitals 
Comprehensive Health Centers/


Health Centers 


Divisional Hospitals 
Regional Hospitals 


Regional Hospitals -
Provincial Hospitals 

Divisional Hospitals 

Medical Divisions 
(Health Centers.)-

Private Pharmacy 


PRIMARY
 
HEALTH POSTS
 

Clinics
 
Maternity
 
Dispensary
 

Patent I.dicine Store 

Maternity
 
Dispensary
 
Depot
 
Itinerant Nurse 

Dispensary 
Health Post
 
Depot 

Maternity 

Rural Health Post 
Village Pharmacy
 

Depot
 
Patent Medicine Store
 

*Unauthorized Pedlar*
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PART TWO -LOCAL DRUG PRODUCTION
 

Of the four countries visited, only Nigeria and Senegal have facilities
 

for the production of drugs. The facility at Yaba, Nigeria was not
 

visited. However, a brief report of its activities is included in 

Appendix 5.
 

The Societe Industrielle Pharmaceutique de L'Ouest Afrlcain. (SIPOA)'
 

factory on route de Rufisque in Dakar was visited. A history and
 

description of SIPOA isincluded inAppendix 6. This plant isa
 

small, semi-automated facility for compounding and packaging drugs.
 

All ,naterials, both drugs and excipients are produced in Europe and
 

shipped to SIPOA. The plan compounds and packages about 125 products.
 

A list of these products is included inAppendix 7.
 

Its facili ties included instruments for the production of sterile
 

solutions and injectibles. The plant included a small quality control
 

laboratory. 
At the time of the visit, two animals'were being temperature
 

tested, presumably for pyrogen. We were informed by the plant manager
 

that they were operating at 50% capacity. We were also informed
 

that the products from SIPOA are sold at the same price as 
comparable
 

products imported from France.
 

Ingeneral, it can be stated that only a miniscule portion of the
 

drugs used inWest and Central Africa are produced inAfrica. A
 

full study of the possibility for drug production inAfrica isnow
 
underway with the sponsorship of the African Development Bank in Abidjam.
 

The Consultants for Trade and Industry, S:T Goransg 84, S-112 38
 

Stockholm, Sweden are conducting the study. Preliminary studies ,'(;
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are available from this source.
 

Although some forms of drug production require very advanced technology,
 
not all do. Extraction techniques for active principles from natural
 
products tend to require little equipment and advanced techniques. 
Further, extraction processes require a labor intensive agricultural 
economy to make them profitable. An examination of the conditions
 

required to :.grow medicinal plants and an analysis of the cost of 
extraction of the active principles may-well be ,worth the effort. 
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PART THREE -
SUGGEST SOLUTIONS TO THE PROBLEMS ENCOUNTERED
 

INTHE QUALITY CONTROL, COST AND PROPER DISPENSING OF DRUGS
 

IN WEST AND CENTRAL AFRICA
 

Aware of this appalling situation and mindful of the extensive
 

unofficial (illegal) 
flow of drugs across the borders of the states
 

in the region, the national health authorities including university
 

professors, local and resident World Health Organization experts
 

in the four states visited subscribe to the view that there is 
an
 

urgent need for:
 

1. An effective, well-equipped and efficiently manned Regional:
 

Quality Control Laboratory for testing drugs.
 

2. Regional bulk purchasing and local compounding of drugs in
 

order to:
 

a. guarantee the quality of drugs, and
 

b. render the drugs cheaper and consequently more accessible
 

to the people.
 

3. Trained personnel: 
•cheap and good quality drugs without
 

informed dispensing and utilization will serve no useful end.
 

Indeed, they may even cause more harm than good.' Hence, the
 

need for dispensing-personnel trained to minimum regional
 

standards to dispense drugs at the village level, i.e., 
the
 
village health worker. Further, a 
minimum training in pharmaco­

therapy should be required of licensed patent medicine store
 
drug sellers, depot attendants or anyiother person conveying
 

drugs to a patient.
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1. Effective,_ Well Equipped and Efficiently Manned Quality Control
 

Laboratories 

a. Every state in the region or grpup of states isencouraged
 

to set up a national quality control laboratory that can perform 

a limited number of tests. Such a laboratory will be more objective
 

if itis independent of the centralized drug purchasing agency.
 

b. Inaddition to the individual national quality control labora­

tories, a more sophisticated and more versatile (consequently , 
more expensive) regional quality control laboratory capableiofTi
 

carrying out all physical, chemical, pharmacologic, microbiologic,'
 

pharmacokinetic and other tests isnecessary.
 

2. Regional Bulk Purchasing
 

Ithas been demonstrated inAfrica and Asia that bulk purchasing of
 
needed pharmaceuticals does actually,1lower the prices of drugs,
 

considerably (Appendix 8).
 

a. By centralizing the country: sdrug purchasing six years ago
 
and introducing a world-wide bidding system to generate competitve
 

offers from international supplies, Sri Lanka was able to buy some
 

drugs such as Diazepam (Valium) at one seventieth (1/70) the price
 

offered by the traditional multinational supplier.
 

b. Government controlled, centralized national drug purchasing,
 

e.g. TOGOPHARMA in the Republic of Togo, does appear to have its
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merits and may interest other states in the region. Afghanistan 

- and Guinea are trying to set up national drug purchasing agencies. 

c. The commonwealth Regional Health Secretariat in Arusha has set 
up a working group to study the possibilities of joint drug pur­

chasing by ten African nations: Botswana, Kenya, Lesotho, Malawi,
 
Mauritius, Seychelles, Swaziland, Tanzia, Uganda, and Zambia.
 

d. Thirteen Arab nations have jointly formed'a company, "The 

Arab Company for Drug Industries and Medical Appliances" _to :set 
up drug plants to meet the needs of the Arab nations. 

e. Inaddition to drastically cutting aown costs of drugs to
 

the public, centralized and regional bulk purchasing of drugs
 

will facilitate setting up efficient and effective quality control 

laboratory systems. 

3. Training Needs 

As has been demonstrated by the descriptions of the four countries
 
visited, the need for trained personnel isalmost overwhelming at every 
level of the drug distribu.tion system. For this reason, the consultants 

believe that the traditional professional categories of health workers 

will have to be merged at the lower levels of the system. The dis­

tinctions between physician, nurse and pharmacist lose meaning when 

the need to provide adequate pharmacotherapy to 150 million people is 
immediate. The use oF fully-trained health professionals in super­
visory roles is required, but the actual delivery of service will have
 



to be performed by people with less training. To this end, we propose
 

the training of a person to be called a "Village Health Worker".
 

The Village Health Worker will be responsible for the pharmacotherapy
 

of a community of approximately 2,000 people. The'efore, assuming a
 

population growth rate of 2.8 percent per year, or 200 million people
 

in 1990, 100,000 such Village Health Workers will be required by that 

year.
 

The Village Health Worker will be expected to stock and maintain a 

Village Dispensary with a supply of basic drugs (See Basic Drug List 

in Part 5). He or she will work in conjunction with any other
 

available health personnel, i.e., midwives, nurses, physicians or 

pharmacists. If no more qudlified health personnel are available,
 

the the Village Health Worker will be expected to deal with any complaint
 

presented to him/her by definitive treatment, supportive therapy or
 

referral. This will require that the Village Health Worker be trained
 

in the symptomatic differential diagnosis and proper treatment of the 

disorders of highest incidence in his/her area. Since the Village 

Health Worker may be the only available health care worker, he/she 

must also be trained in basic 0ygiene, emergency first aid and record: 

keeping. 

At higher levels, the shortage and maldistribution of pharmacists impedes 

the development of a smooth flowing drug distribution system. Of 

particular importance is the virtual absence of clinical pharmacists. 

In the future, the consultants recommend that the Colleges of Pharmacy 

stress clinical pharmacy and that students sent from Africa to other 



countries for training concentrate on clinical pharmacy. In countries 
with so few pharmacists, it is a waste to train students in pharmacy
 
to have them 
 later become retail businessmen. Clinical pharmacists 
would be ideal as supervisors for Village Health Workers. 
 They offer
 
the appropriate level of training in pharmacotherapy of disease states
 
between the Village Health Worker and 
a physician. 

Personnel need to operate drug production operations, including quality 
control, with appropriate: background intindustrial pharmacy are in very
 
short supply. Use of professors,' from the schools of pharmacy 
 for
 
commercial production would virtually close the schools, 
 Thus,
 
African students must 
 be sent. to study industrial pharmacy in Africa
 
and other countries. 
 A variety of countries should be considered as 
training sites since the teaching and practice of pharmacy varies 
between different countries. Students trained with different viewpoints 
will contribute to the overall African knowledge base. For the 
immediate future, unfortunately, West and Central Africa will have 
to depend on non-Africans to aid in setting up drug production plants 
and quality control laboratories. However, with appropriate training 
of African students, this shortage could be alleviated Within approximately 

ten years. 
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PART FOUR - BASIC DRUG LIST FOR A DISPENSARY
 

INWEST AND CENTRAL AFRICA
 

The following is a proposed list of basic drugs to be stocked and
 

dispensed ina rural, primary health care unit. 
 It is assumed that
 

the persons prescribing and dispensing will have a minimum of training.
 

Part A lists the most common complaints:and disorders with the
 

drugs associated with their therapy. 
A drug or drugs of,choice
 

*are listed with therapeutic equivalent drugs also indicated for
 

each disorder.
 

Part B indicates the proposed basic drug.:list.
 

Part C is 
a list of common drugs with their bulk purchase costs.
 

These costs 
are based on the prices from lthe U.S. Government'
 

Federal Supply catalog price schedule,.
 

,The following are assumptions underlying the basic drug list:
 

1. Persons at the primary health care level must be able to deal
 

with all complaints that present themselves by definitive •therapy,
 

isupportive therapy or referral.
 

2. Maintaining the patient in the community by drug therapy at
 

a primary care level is preferable to the use of higher level
 

medical units.
 

3. The drugs used should have multiple uses to minimize the
 

stock inventory and knowledge needed to effectively use them. 
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4. Injectable drugs should be held to the minimum because of
 

problems of storage and sterility. 

5,. Fixed drug mixtures are to be avoided where feasible. 
6. If drugs are therapeutically equivalent, the cheaper drug
 

should be chosen. 

7. Where economically feasible, unit dose packaging should be 

chosen for ease of dispensing. 

8. The drugs chosen should be based on disease incidence data 
when possible. Disease incidence data fo'r' countries of West 
and Central Africa in addition to that found in other appendices 

is included in Appendix 9. 
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Part A 

D!se'ase First Choice 
Other Drugs 

As Altemates 

1. Malaria Chloroquine Quinine Sulfate 
Amodiaquine 
Hydroxychioroquine 

2. Measles Attenuated Vaccine 

3. Meningitis 
Meningoccal 

'Amicll1lln Benzathine Penicillin G 
Chlorampheni col 
Sulfonamide 

4. Dysentary, Bacilary 
(Shigellosis) 

Rehydration Solution 
Codeine 
Tincture of Belladonna 
Bran or Psyllium 

Ampicillin 
Chiorampheni col 
Tetracycline 

Sulfonamide 
Kalolin & Pectin 

5. Dysentary, Amebic 
Amebi asi s 

Rehydration Solution 
etroni dazole 

Emetine & Tetracycline & 
Di -i odohydroxyquin 

Codeine 
Tincture of BelladonnaBran or Psyllium 
Kalolin & Pectin 

(For Asymptomatic 
Di-iodohydroxyquin orDiloxamide Furoate) 

Iodochlorhydroxyquin 
Chlorquinaldol 
Chiniofon 

6. Tuberculosis Isoniazid Para-aminosolicyclic Acid 
Ethambutol 
Streptomycin 
Rifampin 

7. Round Worms 
(Nematoda) 

a. Ascaris 
b. Necator c. Ancylostoma 
d. Trichuris 
e. Enter5bius 
f. Strrngyloids 
g. Lo'A Loa 
*h. Oichocera 

Piperazine 
Pyrantel PamoatePyrantel Pamoate 
Mebendazole 
Pyrantel Pamoate 
Thiabendazole 
Diethylcarbamazine
Diethycarbamazine 

Pyrantel Pamoate 
Thiabendazole 
Thiabendazole 
Thiabendazole 
Piperazine 
Pyroinium Pamoate 

*i. Dracumculus & Suramin
Thi-abendazole Dichlorophen 
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8. TaF'wornm Niclosamide Di chlorophen
(Cestoda) 
 Paromomyci n 

9. Schistosomiasis 
 Niridazole 
 Stibophen
 

Antimony Sodium
 
Dimercaptosuccinate 
Hycantore
 

10. Trypanomiasls Suramin 
 Pentamidine
 

Hydroxysti ibami dinie 
Isethoinate
 
Melarsoprol
 
Melarsonyl
 

11. 	 Trachoma Tetracycline & a Erythromycin

Sulfanamide & 
 Sulfonamide
Tetracycline Ointment
 

12. Gonorrhea 	 .Benzathine Penicillin G Tetracycline 

Erythromyci n 
Specti nomyci n 

13. Syphilis 	 Benzathine PencillinG Long Acting Penicillin GVenereal or Endemic 
 Tetracycline 
Eryth romyci n 

14. Leprosy 	 Dapsone Refampi cin 
Acedapsone

Clofazimine
 
Amithoiozone
 

15. Yaws 	 Benzathine Penicillin G Ttayln 

Erythromyci n 

16. Influenza 	 :Aspirin
 

17. Trichomoniasis 
 Metronidazole 
 Tinidazole
 
-Nimorazole
 

18. Urinary Tract Ampicillin 
 Nitrofurantoin

Infection 
 Sulfonamide

E. Coli, Proteus, 
 Trimethoprim & Sulfa-
St nptcaccus methoxazo le 

Chlorampheni col 
Carbeni cillin ­



Ring Woyn 
(Dermatophytosts) 

20. Fungi 
(Superficial). 

21. Scabies 


22. Hepatitis 


23. Polio 


24. Tetanus 


25. Rabies 


26. Diabetes 


27. Anemia
Iron Deficiency 
812 Deficiency 


28. Avitaminosis 


19. Cold(URI) 


30. Gastritis 


31. Allergy 


Griseofulvin 

To1naftate 

Benzyl Benzoate 

None 

None
 

Tetanus Immune Golbulin 

Tetanus Antitoxin
 

Antirabies Serum
 
Rabies Vaccine
 

Insulin 

Ferrous Sulfate 

Foli c Add 
Vi taminB12 

Any Multiple Vitamin 
,..Mixture with 10%-RDA 

Aspirin,-
Phenylepherine 

Prochlorperazine 


Calcium Carbonate 

Diphenhydramine 


Undecylemic Acid 
Tolnaftate 
Mi conazole Ni trate 
Haloprogin
 

Undecylenic Acid 
Iodine 

Gamma Benzene Hexa­
chloride
 

Tetratethyl thi ruam Mono­
sulfide 

Crotami ton
 

Penicillin G
 

Ferrous Gluconate
 

Oxymetazoline 

Chlorpromazi ne 

Tincture of Belladonna
 

Any Other Antihistamine
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32. Vaginal Candidisis 	 Miconazole Nitrate 
 Cholodantoin
 

Gentian Violet
 
Nystatin
 

33. Medications for 
 Morphine Ampules

Trauma 
 Tetanus Immune Golbulin
 

34. Conjunctivltes Tetracycline Ointmentr Ointment
 

35. Otitis Media Benzathine Penicillin G Ampicillin 
Erythromycin & a 

Sul fonami de 

36. 	 Cycstits Benzathine Pencillin G Amplcllln
 
Tincture of Belladonna 
 Sulfonamilde 
Methyline Bl ue Tetracycline
 

37. Pain Aspirin Morphine
Codeine Paragorc 

38. Epilepsy 	 Oiphenyl'hydantoin 'Phenobarbi tal 

39. Psychosis Chlorpromazine Any Other Phenothiazine 
Imipramine 
 or Tricyclic Amine 

40. Poisoning 
 Ipecac Syrup
 

41. Impetigo. 
 Benzathlne Penicillin G 
 Ampecillin 

Erythromycin
 

42. Pneumonia Benzathine Penicillin G Cephalexin

Streptococaccus "Erythromycin 

Vancomycin
 
- . Kanamycin 

43. Pertussis 
 Codeine 
 Di phenhydrami ne 
Phenobarbi tal Paragori c 

44. Urethritis, Non 	 Tetracycline 
Specific
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45. Arthritis 	 Aspirin Gold Sodium Thiomalate 

46. Pediculosis Gamma 8enzine Hexachloride Malathion 

48. 	 Bronchitis Tetracycline Penicillin 
Aspi rin Ampicillin 

49. 	 Dermatitis Any Corticosteroid Cream Prednisone 
Contact or Chronic 

50. 	 Asthma Aminophylline Isoproterenol
Epinephrine Ephedrine 

51. Nausea 	 Chlorpromazine
 
Tincture of Belladonna 
Charcoal
 

3.5
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Notes on Part A
 

1. Where Benzathine Penicillin G is indicated but lack of appropriate
 

storage conditions or problems of sterility exist, Penicillin G Potassium 
tablets should be used. If resistance isa problem, an Isoxazole
 
Penicillin such as Oxacillin, Cloxacillin, Dioxacillin or Florxacillin
 

should be used.
 

2. Any of the following Sulfonamides are therapeutically equivalent:'
 
Sul fisoxazole, Sulfamethoxazole, Sulfadi azine, Sul famerazine, or
 
Sulfamethazine. Sulfamethoxypyridazine or Sulfadimethoxine are more
 
slowly excreted and offer an advantage of fewer daily doses. However 
there is a danger of Exudative Erythema Multiforme associated with
 
their use. Poorly absorbed Sulfonamides have been 
 used in the' treatment
 
of Bacilary Dysentary. 
 These Sulfonamides include Sulfasuxidine, 
Phthalylsulfathiazole and Sulfaquanidine. 
 However, many strains of
 

Shigella ,are now resistant to Sulfonamides. 

3. Any of the following Tetracyclines are therapeutically equivalent: 
Tetracycline, Chlortetracycline, Oxytetracycline, Demeclocycline, 
Rolitetracycline, Methacycline, Doxycycline and Minocycline. An 
exception to this is Doxycycline, which isnot excreted in the urine;
 
thus, it does not accumulate in the blood of patients with renal failure
 

and is not of use inurinary .tract infections.
 

4. , Cephalexin was chosen as the Cephlorsporin of choice because of its 
absorption from the gastro-intestinal tract. Cephradine could also be
 

u s e d o r a l l y . - ' 1­
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Part B - Proposed Orug List for a Village Pharmacy inWest and Central Africa 

DrUg 
 Use
 

1. Chloroqulne 
 Malaria
 

2. Penicillin G Potassium 
 Meningitus
Tablets 
 Shigel losis
 
Syphilis

Gonorrhea
 
Urina.ry Tract Infections 
Otitis Media 
Impetigo 
Pneumonia 
Bronchi tis 
Yaws 
Cystitis 
Tetanus 

3. tTetracycline-
 Shigel losis
 
Tra choma 
Gonorrhea 
Syphilis
Yaws
 
Cystitis
 
Bronchitis
 
Non-Specific Urthe ri tis . 

4. Tetracycline Ointment Conjunctivitis 
Trachoma 

5.,Sulfisoxazole Meningitis 
Shigellosis
Urinary Tract Infections 
Trachoma 
Otitis Meida
 
Cystitis 

6. Chloramphenacol Any Infection Not Responsi've
 
to the Other Anti-infectives 

7. Isoniazid Tuberculosis 

8. Para-aminosalicycllc Acid Tuberculosis 
9. Metronidazole Amebiasis 

Trichomoniasis 
10. Rehydration Solution Dehydration 

-31
 

http:Urina.ry
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11. Codeine 
 Diarrhea
 
Pain
 
Coughing
 

12. Tincture of Belladonna 
 Diarrhea
 
Colitis 
Gastri tis 
Cystitis 

13. Pyrantel Pamoate Nematoda
 

14. Dlethylcarbamazine 
 Onchoceriasis
 
(where needed) 

15. Suramin 
 Onchoceriasis
 
Trypanomeasis 

16. Niridazole 
 Dracumculus
 
Schistomiasis 

17. Dapsone 
 Leprosy
 

18. Apsirin Pain
 
Fever
 
Inflamation
 

19. Griseofulvin Ring.Worm
 

20. Benzyl Benzoate 
 Scabies
 

21. Ferrous Sulfate Ademia
 

22. A Multiple Vitamin Avitaminosis
 

23. Phenylepherine 
 Congestion. 

24. Di phenhydramine Allery
 
..-
Sedation
 
Nausea
 

25. Miconazole Nitrate Candidiasis
 

26. Ipecac Syrup 
 Poisoning
 

27. Morphine 
 Pain
 
Shock
 

28. Chlorpromazine 
 Psychosis
 
Sedation
 
Nausea
 

29. Diphenylhydantoin 
 Epilepsy
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30. |mipramine 

Depression
 

.31.- A nnophylline 
 Asthma
 

32. 
 Gamma Benzene Haxachloride 
 Pediculosis
 

33. 
 Tetanus Immune Globulin 	 Infection
(where storage is possible) 

34. 	 Insulin Diabetes. 
(where storage Ispossible)Db 

35. Iodine Fungicide 

Bacteriacide
 
Anebac 	 de 
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Part C
 

A list of'common drugs with prices taken from the U.S. Federal Supply 
catalog (FSC 6508) dated October 1,1979 as an example of drug costs to the
 

user, i.e., hospitals or dispensaries with bulk purchasing. These costs 

include bulk price, repackaging and transportation to users. The population 

serviced by this system is approximately five million.
 

Price
Drug Dose Number In-oTars 
Ampicillin Capsule USP 
 250 mg 1000 $ 37.63
Aspirin Tablets 
 324 mg 1000 2.13
Belladonna Tincture USP 473 ml
Chephalexin Capsules USP 

3.75 
250 mg 100 21.07


Chloroquine Phosphate Tablets USP 
 500 mg 500 48.11
Chlorpromazine Hydrochloride 
 25 mg 1000 25.19 
Tablets USP 

Chlortetracycline Hydrochloride 1%3500 mg 12 7.35
Ophthalmic Ointment 

Cloxacillin Sodium Capsules USP 
 250 mg 100 16.14Codeine Sulfate Tablets NF 30rMg 
 100 7.59Diphenhydramine Hydrochloride 
 50 mig 1000 6.12 
Capsules USP

Ephedrine Sulfate Capsules USP 25 mg 500 4.07Erythromycin Tablets 250 mg 100 4.29

Ethambutol Hydrochloride Tablets USP 400 mg 
 100 18.40Ferrous Sulfate Tablets USP 324 mg 
 1000 3.07Gamma Benzene Hexachloride Cream USP 
 1% 60 gm .36
Griseofulvin Tablets USP 500 mg 500 48.53Hydrochlorothiazide Tablets USP 
 50 mg 100 7.10
Multivitamin Tablets 
 100% RDA 100 
 .51
Imipramine Hydrochloride Tablets USP 
 25 mg 100 1.37
Insulin Injections USP U-i00/ml 10 ml 2.82Ipecac Syrup USP 30 ml 
 .43
Isoniazid Tablets USP 
 300 mg 100 1.16

Metronidazole Tablets USP 
 250 mg 250 47.50
Morphine Injection Syretle 
 16 mg 5 2.32
Nitrofurantoin Tablets USP 
 100 mg 1000 83.90
Nystantin Tablets USP 500,000 U 100
Oxacillin Sodium Capsules USP 

5.51 
500 mg 100 15.21
Penicillin V Potassium Tablets USP 
 800,000 U 
 100 3.69
Phenobarbital Tablets USP 
 32 mg 100 .54


Phenylepherine Hydrochloride

Nasal Solution USP 
 1% 475 ml 3.14
Phenytoin Tablets USP 
 50 mg 100 1.58
Piperazine Citrate Syrup USP 
 100 mg/ml 473 ml 3.72
 

Promethazine Hydrochloride

Tablets USP 
 25 mg 1000 6.06
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Pymtnium Pamoate Tablets 
 50 mg 50 4.94
Quinine SIlfate Tablets 
 324 mg 1000
Sulfasalazine Tablets NF 58.95
 
500 mg 500
Streptomycin Sulfate USP 12.75


1000 mg
Sulfadiazine Tablets USP .51
 
500 mg
Sulfamethoxazole Tablets USP 

1000 18.09

500 mg
Sulfisoxazole Tablets USP 

500 17.58

500 mg 1000 7.94
Tetracycline Hydrochloride 
 250 mg 100 


Caps ules USP 
1.83
 

Theophylline Elixir 
 80 mg/15ml "780 ml
Thiabendazole Oral Suspension USP 5.23
 
100 mg/ml 120 ml
Tetanus Toxoid USP 2.51
 

7.5 ml
Tolnaftate Solution USP 1% 
.56
 

10 ml 
 1.52
Trimethoprim and Sulfamethoxazole 
 80 mg 500 38.62
 
(Trimethoprim)
 
400 mg


Undecylenic Acid Solution (Sulfamethoxazole)
10% 
 59 ml. 
 .48
 

From Federal Supply catalog FSC 6508, C-6505/658sfML
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PART FIVE - SU1IIARY OF CONCLUSIONS AND RECOMMENDATIONS 

'Although each of the countries visited had a different of drug dis­

tribution, certain common problems emerged which have regional
 

significance. Further, since the illegal flow of drugs across
 

national borders is rampant, only regional or sub-regional solutions
 

to certain problems are appropriate.
 

Fir-st, drug quality is suspect due to the lack of qualty control,
 

laboratories in the region. 
 The inability to test drugs coupled with­
the lack of drug recalls by pharmaceutical companies must make one
 

suspicious of anydrug in the region. The nations of Central and West 
Africa are literally at the mercy of the pharmaceutical companies and
 

some anecdotal evidence exists to suggest that not-all of the phar­
maceutical companies are living up to the highest ethical standards..' 

Without random testing of drug samples, hard. data cannot be obtained, 

Only by establishing a quality 'control capacity in the region and 
drug recalls can ,quality assurance be credible. 

Second, in all the countries Visited, too great a diversity of drug 
products were being purchased. 
This adds to cost, problems of storage
 

and requires more knowledge for their use. 
 Most medical problems can 

be handled by a basic set of drugs. Purchasing and storing a variety 
of drugs which are therapeutically equivalent is wasteful. Thus, the
 

development of a basic drug list reduces this waste.
 



PART FIVE
 

-2-


Third, inall countries visited, the cost of drugs was a
major
 

limitation inproper drug therapy inboth the public and private
 

sectors. 
 This cost could be reduced by bulk-buying of basic drugs
 

on a regional or sub-regional basis. 
 Inthis manner, pharmaceutical
 

companies would be forced to bid for bulk orders with a 
resultant
 

reduction inprice. Also, with a minimum of technical knowledge or
 

sophisticated equipment, some drugs could be produced in the region.
 

by using extraction methods from natural products. 
 This not only.,
 

reduces the price of the drugs, but also helps develop a labor 

intensive regional economic program.
 

Finally, there is a tremendous shortage of personnel trained in 
diagnosis of disorders, prescribing and dispensing of drugs and
 

following the pharmacotherapy to its proper outcome. 
Too often
 

the people are receiving their medications from penpie !..i
tn r,o 
training at all or, at most minimal training.. This situation is.
 

at a crisis state now and-will become worse inthe future since
 

the imput of fully trained health care profess:ionals is at a
 

rate less that the rate of population growth. One reasonably
 

successful way of dealing with a 
problem of this magnitude is the
 

development of minimally trained primary care workers in large
 

numbers. Approximately 100,000 such Village Health Workers will
 

be required by 1990 to adequately insurel proper pharmacotherapy
 

to the population.
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Summary of Reconmendations
 

1. Determine the appropriate type and cost of regional and sub­

regional or national quality control laboratories.
 

2. Establish a
regional list of.basic drugs with altemative
 

therapeuti c.equivalents.
 

3. Investigate the feasibility of regional or sub-regional bulk 

purchasing of basic drugs.
 

4. Determine the economic feasibility of the use of natural products 
for the extraction and compounding of selected drug -products. 

5. Establish a regional training center for the education of the 
trainers of Village Health Workers with an emphasis on
 

pharmacotherapy.
 

6. Emphasize clinical pharmacy and pharmacotherapy in the education 
of pharmacistso to provi de personnel. to supervise VilleIHealth
 

Workers.
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ORGAN ISATION NIONDIALE DE LA SANTE 20 October 1978 

EUCITIVE BOARD 

Stxty-thlrd Session
 

ProvisLona, agenda ite= 19 

ACTION PROGRAMME ON ESSENTIAL DRUGS 

The Director-General has the honour to transmit herewith the report of"the Board's
Ad hoc Committee on Drug Policies, which contains proposals for a comprehensive action
programme on essential drugs as outlined in resolution EB61.R17 and subsequently endorsed by
the World Health Assembly in resolution WJA31.32. 
 .Inaddition, the Director-General wishes
to drav the attention of h Board co the iollowinginformation: 

1. 
A circular letter (CL'l16.1978Y was's'ent on 28 June 1978 to all Member" State'stransmitting a copy of resolution WEA31.32. 
 As at 15 October 1978, 20 governments had
expressed interest-in participating in consultationsof the proposed action programme and negotiations for the establishmen't ' and had designated "representative(s) for .this purpose. " "
 
2. Codprehensive surveys'have'been undertaken in some o "'c"ountries most ser.usl _..'.affected by the shortage of essencial -drugs."- A comon list "o'f essentiai drugs fs'"being.developed by five South Pacific countries. 
 Moreover, representatives of seven African
countries' are meeting in November 1978 to consider how the proposed ,action progranm...ouldhelp most effectively in neeting''their urgent needs*
 

3. "The dialogue ,wiihp rmaceuicaL"-ndustries, either private or state;owned, is " 
.progressing in order to 
ensure their collaboration.' 


stAge; to 
It is not possible,* at this preliminary
" predict how far such industries,,particularly those engaged in production from raw '
materials to 
finished products, will contribute to the aims of the action programme. 
 However,
it is interesting 
to note that the new role of WHO in pharmaceuticals is becoming a,subject
of great interest in industrial circles. 
 .
 

4. 
 After the discussions at the Thirty-first Health'Assembly (May 1978),
drug a number-of =ajormanufacturers (e.g., Bayer, Ciba-Geigy, Cyanamid, Hoechst, Hoffmann-La Roche, Sandoz)pledged"their collaboration through the provision, to governments of 'he leat developed 
" 

countries, of selected products suitable for use in extending and improving the health care' ':coverage of the population. These 'selected products would be made available under specially
favourable conditions in economic packages, taking into account the requirements of primary -*
health care and tropical climatic conditions, with uniform labelling, including generic names
and possibly an emblem indicating the special character oe the action prograome, as the
products should not move into the private cor=ercial sector or be re-exported. The
conditions would be more favourable if the requirements could be planned for a period of
3-5 years. 

analgesics and 

The products concerned fall into the following ca'egories: amoebicides,
ntipyretics, antibiotics, anti-infectives, antimalarials, antischistosomals,
ancitrypanosomals, antituberculosis drugs, cardiovascular drugs, and vaccines. 
 Further
offers of collaboration are expected.
 

5. 
 It is clear that these positive reactions from some drug manufacturers can be of no help
without the political will of the governments to identify and tackle the problems in their own
countries, and without the commitment of additional financial resources from the international
community. In fact, as 
pointed out in the attached report, the first step should be the
assessment of drug requirements in both the short and long term, taking into account countries'
presant and planned health programmes and distribution systems. 
 The types and quantities of
essential drugs needed could then be determined for a period of 3-5 years and the improvement
of the supply position would become a key faccor in extending health care coverage to-the

whole population.
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RZPORT OF THE AD 11OC OHMTEEE ON DRUG POLICIES OF TIE EXECUTIVE BOARD01 TE ACTION PIGRAMKE ON ESSENTIAL DRUGS 

The Ad hoc Committee on Drug Policies was established bysession (January 1978) to 
the Board at its sixty-firststudy and follow up the action programme on essential drugs proposedin resolution EB61.R17. 
 The Committee mat in Geneva on 23 January 1978 and from
3 to 5 May 1978 under th. chairmanabo 
 of ProfaRean n. Jakovljevic.
 

1. INTODUCTION 

L.i The Ad h" Committee recalled that 
programm 

the Executiva Board, in proposing the actionon essential drugs, had emphasized that urgent international action is required toalleviate the situation in developing countries, where large segmentsdo not have access of the world's populationto the most essential drugs and vaccines. that are indispensable toeven minimua.health care. ensure
In fact, for many .diseases affecting millions of people in these
countries, effective prophylactic and therapeutic agents already exist, but are not available
in sufficient quantities and are not effectively distributed or utilized. 
 Furthermore, atpresent some of them are too expensive for the less .developed countries. In manylocally available natural resources could be better utilized. 
rAQ.
 

L.2 In the coming decades, the development of primary health'care systems in the developingcountries will require the concomitant development of pharmaceutical supply systems, includinglocal production wherever feasible, adapted to the real needs of the majority of the
population. 
 g
Efforts will also be required in information, education and training in the
roper use of drugs in the co=uniLties. 
 In this perspective, the action prograune 9n
qssential drugs proposed in resolution EB61.R17, when implemented, 'canmake a significant
contribution to 
"Health for all by the year 2000"ai
 

2. 
 REVIEW OF ACTIVITIES
 

2.1 The hocAd Co=ittee felt that the reorientation
following of WHO's programe in the drug field,the adoption by the Twenty-eighth World Health Assembly of resolution WHA28.66 in1975, had increased awareness of the main problems of relating pharmaceutical supply to healthneeds at 
the global and regional levels. 
 The two regional meetings on drug policies and
=anagement for participants from the South-East Asia and Western Pacific Regions, held in
Colombo and Manila in March 1978, had demonstrated the countries' wide acceptance of the new
programme and their interest in the planned activities,
 

2.2 
 WHO staff had visited a number of developing countries to initiate surveys of national
pharuaceutical supply systems, and this had led to the formulation of local projects in some
:ountries. 
 The Ad hoc Committee considered that, in the further development of this
programme, WHO should give careful consideration to the proper balance of actions in the
developing countries necessary, on 
the one hand, to achieve urgent improvements in the supply
?osition and, on 
the other hand, to build up national capabilities. Otherwise, results
could be counter-productive. 
 For example, in some countries the provision of finished
phirmaceutical products could inhibit or delay the step-by-step expansion of local production,
starting with the simplest operations and moving towards the more complex ones. 
 Conversely,
the establishment of local production without a.feasibility study of the health, economic,
:echnological and logistic aspects could lead to 
inadequate quality or excessive cost of the
products, which might not be suitable to meet the health needs of the population.
 

WHO Official Records, No. 244, 1978, p. 11.
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Annex 
2.3 
 The Ad hoc Co=ittee reviewed the background document (document

A3JTechnical D3scusions/) for the Technical Discussions to be held durIng the Thirty-first
World Health Assembly on "National policies and practices in regard to uidicinal products;and related international problems". This document reviewed the world itituation, particularly

in developing countries, and underlined the nr.tssity of formulating national drug policies i€

the light of local health priorities. The Ad hoc Committee noted the trends towards

increasing self-reliance and technical cooperation among developing countries (TCDC) in this
field. 
 Section 5 of the document, describing the technical and administrative components of

drug policies and management of the pharmaceutical supply system, was considered to provide a
 very suitable framework for the developmenc of the action programme proposed in resolution
 
£361.Rl7. 

3. OBJECTIVE OF THE PROGRAMME 

3.1 
 The Ad hoc Commitcee discussed the development of the action programe and the need to
provide a definition of its objective. In accordance with the Board's resolution, the
 
following definition is proposed:
 

"The action programme on essential drugs is
a global programme of international

cooperation initiated by WHO and co-sponsored by (other UN agencies agreeing to
 
participate) with the objective of strengthening the national capabilities of

developing countries in the selection, supply and proper use of essential drugs to
 
meet their real health needs, and in the local production and quality control,

wherever feasible, of such drugs. 
 The imediate aim of the action programme is to
make essential drugs and vaccines available under favourable conditions to governments

of the less developed countries in order to extend essential health care and disease
 
control to the vast majority of the population"
 

3.2 To achieve this objective, it will be necessary at country level for individual
 
3overnments to for=Lace a national drug policy linked with country health programming and to
build up the infrascruc:ure required to implement it. 
This wil' call in turn for the

provision of additional resources of all kinds, involving the full collaboration of
Sovernments and agencies participating in the financing and execution of the proposed action
 
programme. 
 As the programme is primarily oriented towards the health sector of development,

WVO should serve as 
the executing agency, in association with other United Nations

organizations as appropriate, and should be responsible for its management.
 

4. ACTIVITIES IN THE COUNTRIES
 

4.1 
 The first step in the formulation of a national drug policy aimed at meeting the real
 
health needs of the majority of the population must be to identify these needs, using all
available health information, and to ensure that, once identified, they are reviewed

regularly. Consideration should then be given to the extent to which the existing pharma­ceutical supply system can meet the health needs, and to the steps necessary to improve its
efficiency. At the same time, itisome countries, it will be necessary to consider the role
 
of traditional medicines in relation to modern drugs.
 

4.2 
 At the request of the government concerned, the proposed action programme could provide
adequate support for a comprehensive survey of the country situation as outlined above, which

could lead to further cooperation in strengthening the national technical and managerial

capabilities and in building up the required facilities in the following main areas:
 

4.2.1 Drug seLection and recuirements. The selection, for the various levels of health
 care, of the most essential drugs of proven efficacy, acceptable safety and reasonable cost,

that could beat meet the needs of the majority of the population, is a prerequisite for
extending the coverage of the population. Epidemiological surveys and clinical pharma­
cological expertise are required in drug selection and in determining the quantities required
at different levels, particularly at primary health care 
level, taking into account local

e!-Idittons. 
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.2.2 
 Qualitv assurance. Once the most essential drugs and vaccines have been selected,
there is a noed for quality assurance of the products imported or produced locally. 
 The
,ulLding up of an effective quality assurance system requires personnel properly trained in
drug procurement, analytical control and pharmaceutical inspection, as well as adequate

,aquipmanc for quality control.
 

4.2.3 Distribution and logistics. 
 In many developing countries, the main problem is to
ensure chat the "right" drugs are always available to the population that needs them,
particularly in rural areas. 
 The building up of an efficient distribution system requires
careful planning and the provision of adequate storage facilities, inventory control,
transporcation facilities and skilled personnel at all levels, including the primary health
 
care level.
 

4.2.4 Local production. 
 The establishment or strengthening of local production of
essential drugs and vaccines, where appropriate, requires long-term planning, taking into
account the types of products and the quantities required, technical manpower, types of
buildings and equipment for production and quality control, quantity, grade and cost of
=aterials, etc. raw
Feasibility studies could determine the capital investment required and the
annual running costs so 
that the cost of local production can be compared to 
the cost of

equiva!ent, imported products.
 

4.2.5 
 Natural resources. 
 The use of drugs of natural origin, particularly medicinal
plants, can be improved through the proper evaluation of their usefulness in health care, the
development of appvopriate technology for the collection, cultivation, processing and
establishment of specifications for widely used crude drugs, and the introduction of good
practices 
for the production, quality control and distribution of finished products.
3uizaily 
 rained personnel and adequate equipment are required for these activities.
 

4.2.6 Rejearc* and development. 
 Among the priority areas 
for drug research and develop­jent in the developing countries are the following: 
the stimulation of research and develop­cent involving drtz3s and vaccines most relevant to these countries' health needs; 
 the
better a::Li~1:ion of locally available natural resources, including traditional medicines,
 
-.
a...=1hCal production; 
 and the development of appropriate technology for packaging


:7-..-' the most es3ential drugs in the country.
 

4.3 In all these area, 
 information transfer, educational and training activities, and the
development of technical cooperation among developing countries (TCDC), would require adequate
support 
from the action programne. The programe could also help to improve the supply
position of the least developed countries, where the lack o 
ossential drugs and vaccines is
the main constraint in developing national programmes for the extension of essential health
care and disease control to larger segments of their population.
 

5. RESOURCES
 

5.1 
 In view of the scale and scope of the proposed action programe, the following resources
.ould be required for its implementation, in addition to those available to WHO through its
 
:e~uiar budget:
 

3.1.1 Financial resources 
made available to the action programme by cooperating parties
(see below), which could be channelled through a special fund, the "Essential Drugs Fund",
:hrough the WO Voluntary Fund for Health Promotion and through similar funds of other
 
agencies.
 

3.1.2 
 Resource3 ia kind (essential drugs and vaccines, raw materials, equipment, etc.)
ivailable made
to the action programme by cooperating parties and administered by the executing
agency through special protocols covering operations in each country.
 

5.1.3 
 Technical personnel, seconded by cooperating parties 
to the action programme.
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5.2 
 In order to mobilize the widest possible support for the action programme, the Ad hoc
Committee considered that, in addition to the co-sponsoring United Nations organizations,heafollowing cooperating parties should be invited to participate:
 

5.2.1 Governments willing to contribute to the action programme in cash or in kind:
governments providing technical support for the action programme; 
 and governments whose
countries are directly affected by the shortage of essential drugs and vaccines 
to meet the
real health needs of the people through the implementation of national programmes of health
 care.
 

5.2.2 
 Those intergovernmental, nongovernmental and industrial organizations willing to
contribute in cash or in kind, or to provide technical support for the action prograne.
 
5.3 
 In this context, the Committee urged that steps be taken, as soon as possible, to
establish a dialogue with the pharmaceutical industry to secure its active collaboration in
the prograume.
 

6. ADMINISTRA17ON 

6.1 
 The Ad hoc Committee was informed of the technical and administrative structures of
other special programmes for which WHO is the executing agency, but felt that it would be
premature to make detailed proposals. However, it considered, on the basis of the experience
gained in those programmes, that it would be appropriate to outline a possible management
structure for the action programme so that negotiations could be initiated with potential
cooperating parties (see Annex I).
 

6.2 
 It 4s envisaged that there would be a "Joint Coordinating Board" (or "Committee")
representative of the parties cooperating in the action programme, responsible for reviewing
and approving the proposed plans of action and budgets for the programme and evaluating
progress. 
 In addition, the co-sponsoring United Nations organizations would be represented
in
a "Standing Committee" (or a "Steering Committee") intended to guide and coordinate their
contributions to the action programme. 
 Finally, there would be a "Technical Advisory
Committee" (or "Panel"), comprising technical experts serving in their personal capacities,
to review and evaluate the action programme from the technical point of view and to provide
the Joint Coordinating Board with a continuous independent technical evaluation of all
programme activities.
 

7. CONCLUSIONS
 

The Ad hoc Committee, having studied the information provided by the Secretariat on the
reorientation of WHO activities and on possible ways of implementing the action programme onessential drugs proposed in resolution EB61.R17, arrived at the following conclusions:
 
7.1 
 When implemented, the proposed programme can make an important contribution to the
extension and improvement of health care to those segments of the world's population which, at
present, are denied access to even the most indispensable drugs and vaccines.
 
7.2 
 The meetings on drug policies and management held in the South-East Asia and Western
Pacific Regions in March 1978 provided valuable information on the present situation in the
developing countries concerned and on tie acceptance of the proposed programme. 
 Similar
meetings should be convened in the other regions to extend the available base information and
increase general awareness 
of the serious problems of access to essential drugs in the
developing world.
 

7.3 Consultations and negotiations should be undertaken as soon as
appropriate governments, agencies, and other parties 
possible with the
 

to establish the action prograirne, including
further discussions with the pharmaceutical industry to explain more clearly the aims of the-,
proposed programme and to 
enlist the induatry's active cooperation in it irrm.,1..n.... ...
 ';
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Z. Deeoiirenhic Profile
 

The surf ce area of Togo is 56,600 I=2 . The population was by December1974 estimated at 2,197,900 giviag au overall population density of about 39 
12, 

inhabitants per kcn, 
one of the highest in Africa. 
The crude birth rate is
esti-ated at 55 per 1000 population and the crude mortality rate at 29, giving anatural annual population growth rate of 2.6 percent.
 

The country-wide infant mortality rate (0-1 year) in estimated at 148 per
1000 live births, and the total child mortality rate (0 to 5 years) approaches
50 percent in rural areas. Life expectancy at birth is estizmted at 40 years
for both 3QXeS.
 

About 60 percent of Togo's total land area is considered to be cultivable,but the 85 percent of the population which is rural inhabit3 only slightly =rethan 10 percent of the land. About 15 percent of the population live in thelarger urban centers with over ten thousand inhabitants. The rural villages varyin ai:e from a few hur.dred3 up to almost 10,000 population. Migration from ruralto urban centers is esti=ated at six to nine percent per annum. 

Tugu 14as sLu.lar deau!raphi c curacteristics 
but to most .jesc African countrias;are also only rough estimates, and in this case based mainly on the 1970population census and small demographic sample surveys carried out in 1973.Birth and death registration is far from coplete, even in the capital city of
 

II. M. ior Health Proble­

malnutrition 

The U.S. Public Health Service (PHS) has recently completed a nutrition
survey of Togo. The stz.-ey was carried out in conjunction with the AppliedNutrition Unit, Division of Nutrition, Departm-ent of Agriculture in January/Feb1977. The findings are presently being analyzed by the PBS. 'vhile final resultsare not yet available, preliminary data indicate that protein-calorie mal-nutriticn
or undernutrition of infants and preschoolage children is 
a serious health proble
in Togo, although severe cases of k-aashiorkor are rare.
 

Kawashiorkor or severe malnutrition vas reported in 177 cases amongsore 30,000 preschoolage new patients treated at the Lo Mai center in 1976.
But then, there is little doubt that undernutritiou is frequent a=oug theTogolese children 0 ­ 5 years old, which lowers their resistance to parasitic 

UNCIASSJI=D
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and infectious dtscasen, resultirz in the exccedLngly high infant and childmortalLty rates, which totend Induce high fertility rates orderin to replacu
the 14,. 

The Togolese health sector thus is characterized by the sam. vicious 
cyclo found in most other West African countries. 

Most Frequent Childhood Diseases
 

The most frequent childhood diseases seen in the Lo= HCH center are:
 

1. Acute broncho-pulmonary disease
 

2. Diarrheas and dysenterins
 

. alaria (all forms)
 

4. Impetigo and other skin diseases
 

•5. Worms and other intestinal parasites 

6. Measles 

These diseases account for about 80 percent of childhood morbidity
in Togo. Most of the diseases are preventable through simple mans such as
better housing and clothing of small children exposed to cold and drafts during
the rainy season-; better sanitation and water supplies; distribution of anti­malaria drugs; mo:e use of soap and water to keep skin clean; use of latrines
to avoid infections with intestinal parasites; and ir--nization against

measles. 

The figures indicate that the major health needs in Togo, like in
other developing countries, are not for expensive hospital-based Pedical care
services, but for simple and inexpensive public health measurelCgs sanitation,

health education and immunizatians.
 

Diseases Surrounding Pregnancies and Deliveries 
-MaternalMortality
 

An analysis of perinatal morbidity and mortality of women as well astheir infants is important from several points of view. 
This group represents
at least 20 to 30 percent of the population in developing countries; 
it is the
group most vulnerable to the vicious circle of malnutrition, infectious dis­eases, high mortality and fertility rates; 
it accounts for more than fifty per­cent of total morbidity and mortality, and is thus the main target for health,
nutrition and family-planning interventions.
 

UNCL"SSIFID
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In Togo more than fifty percent of the women examined at prenatal
clinics suffer from anemia, tost likely due to poor nutrition, iron and vitamin
deficiencies. Intestinal parasites and malaria amongrre the most cormion find­
ings in pregnant wortn. The lack of sanitary uatL- supplies may account for some of these diseases, 
In 1974 (last available health statistics) there were
40 nmternal deaths out of 43,815 deliveries attended by.the Sover-r-ntal health
servicou. 
About 1,500 pregnancies ended in spontaneous 6bortions and 143 pres­nancLes were terminated through induced abortions. 
There were 42,106 live
births and 1,603 still-birthv and a total of 826 newborn children died in the
 
maternity wards.
 

Maternal and infant mortality and pregnancy wastage rates are thus as
high in Togo as in other West African countries indicating need for expanded and
improved maternal and child care services including nutrition and child-spacing.
 

Maior Corounicable Diseases
 

Malaria: The most coumon co=unicable disease in Togo with more than
2f,(;00 cases reported in 1974. :.hile there is sot* 
seasonal variation in the
 
Incidence of malaria the spread of infections appears to continue year round in
all parts of the country. 
 Previous attempts to eradicate the disease in selected

pilot zones have failed. The WUH is 
now starting a program of prophylatic distri­
bution of nOaquin to pregnant women and children in selected areas. The health
services intend to expand this distribution as rapidly as possible to the whole
 
country by util.zing itinerant health personnel.
 

Measles: 
 There were more than 12,000 cases of measles but only 34
deaths, which is a relatively low death-rate compared with other developing
 
countries.
 

Aroebiasis: Reported in 6,000 cases %iLth 62 deaths, the highest death­
rateo of all conr=unicable diseabes.
 

Onchocrciasis: 
A major public health problem in the northern Central
and Savana regions which are included in the onchocerciasis control project.
UHO has established headquarters for this project in Lama Kara and is about to
 
finish Phase I of the project.
 

Schistosomiasis: 
 On the increase in most parts of the country. There
 wore 4,100 cases 
of urinary and 664 cases of intestinal schistosomiasis reported

in 1974. Most likely only a fraction of the actual incidence. 

Smallpox and Yellow Fever: 
Are under control since the .institution 
of systematic vaccination. 

UICLSSIFIED
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TrYpanosomiasis.: 
 Two cases were reported in 1976.
cradication attempts In spite of previousalmost 5,000 cases
reported in 1974. 

of Yaws (endemic trepomematosis) were
No figures are available on the incidence of svyhilis
(venereal tresponematosis), gonorrhoea or other venereal diseases.
personnel seem to agree ttat VD is Health 
on the increase, especially in the larger cities,
 

The incidence of learosy and pulmonary tuberculosis are rapidly decreas­ing due to improved 
case finding and better treatment.
 

Conclusion: 
 The pathology of Togo is similar to that.of other West
African countries, Communicable diseases are the biggest public health problemanxd are especially causirg high morbidity and mortality rates in the most vulner
able group: pregnant wcen, lactating mothers, their infants and children,
 

III. 
Health Infrastructure
 

A. Administration Organization 

Although somewhat outdated, the attached organogram of the Ministryof Health and Social Affairs) provides a good picture of the organizationMH on the central level. of theAdministration is highly centralized with a vertical
line of co-and. 
Policy decisions and health planning are made at the ministerial
level with advice and consent of the cabinet and the 
 rmanent Health PlanningUnit. 

The Director-General is responsible for the operation of all health
services and for coordination of foreigndonor inputs.
to the Director-General or his deputy. 
All division chiefs report


There are eight divisions as follows:
 

Division.of Administration is responsible for budget/
financing, transportation and personnel.
 

Division of Epdemiolo=,is responsible for epidemiological
surveillance, control of conmmicable diseases, health
statistics and tuberculosis control. 
The "Grandes Endemies"
has five mobile units which covers the whole country withmass imunrization programs: 
 mainly smallpox, yellcw fever,
measles and BCG vaccinations against tuberculosis.
(diptheria,. pertussis and DPT
tetanus) inmnizatio± of childrenand tetantis toxoid immunization of pregnant women are
provided in all larger maternal and child health (MCH) centers, 

UNCASSIFED
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iecause of lack of refrigeration for storage of vaccines 
tuit rural dispensaries do not provide this service, buU 
rely on visits by the mobile units from the "Grandes
 
Endemies." The section of health statistics relies on the 
National Computer Center which serves all governmental needs.
 
Because of difficulties with the computer the annual reports on
 
"Statistiquas Sanitatrs have been delayed for years.
 
The GOT has not installed a new and larger IB11 computer and. the
 
statistics section is catching up with its backlog.
 

Tie Divt .. on of Medical Assistance and Basic Health Services 
has responsibility for all hospitals, health centers and dis­
pensaries, and for the training of the itinerant auxilliary 
health personnel in the pilot zone of Vogan. 

The Division of Sanitation and Health Education is responsible
 
for sanitar- facilities, for setting sanitation standards,
 
control and legislation of potable water supplies, refuse dis­
posal, etc. The section of health education is responsible for 

health promotion, production of health education materials, train­
ing .of health personne in health education, etc. The chief of 

the section is also secretary-general of a newly created association 
of African health educators, which promotes health education in 

Africa through International comferences, etc. The health education 

chief has been one of the leading promoters of integrating family
 

planning with maternal child health services. Fe presented this 
concept at a conference in Atakparn, Febraary 1977, attended by 
some 25 health educators from Francophone West Africa. The 
health education division has also sponsored several radio and TV 

broadcasts on family health and se= education including family 
planning. 

The Division of Maternal Child Health Serviees CMH) is responsi­
ble for all .CH services including nutrition education and 

family planning. It supervises all Ma centers, provides train­
ing in MCH ard family planning of health personnel, and has pro­
duced an excellent illustrated book on Family Health in Africa 
for trainers. This division will be responsible for the proposed
 
Family Health Training Center in Lome. 

UNCIASS ITID
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11M Division (i Pharrmoics in responsible fnr pharwcauutLcal
supplLs, inspection of pharmacies, and control of drug
addiction.
 

The Division of Trainin 
is responsible for the training
of public health personnel.
 

The Division of Laboratories is responsibOe for the
National Institute of Hygiene and for regional and sub­division public health laboratories.
 

The Togolese Ministry of Health has a strongly hierachical
structure with the major decisions being made by the
Director-General of Health. 
In the event of his absence,
decision-making is often postponed. 
The structure of the
Ministry also leads to lack of coordination between
divisions, and lack of information sharing between divisionheads on related programs outside the MOH. All the senior
positions in the Ministry are held by well-qualified Togolese.
The administrative structure is weak in health planning

capability.
 

.B. Health Facilities
 

Sokode, Laura Kara and Dapaon). 

Togo is divided into five health service regions (Lo=, Atakpama,


hospital center (CHU) which also serves as 

The capital is served by the 850 bed university


serious the referral hospital for complex or
cases referred in from the other areas.
have a hospital center offering Each of the other four regions
the usual services: 
 medicine, obstetrics, pedi­atrics, surgery, pharmacutical and laboratory services and some s.ecialty 
care.
The regional hospital at Sokode isbeing rebuilt with Feench aid assistance
and there are plans to utilize the original building for a training center for
lower level health workers.
 

All the hospitals have a sliding fee scale according to the

patient's ability to pay. 
At the CHU this ranged up to 6,000 CFA for the highest
social category, and they estimated that up to 30 percent paid some fees for their
core.
 

UNCLASSI IED
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At the subdLvision level thera are nowand the MinLstry of Health twelve small hospitalshus plans to construct more. In the private sector
there are two hospitals and three clinics with a comparatively small number 
 ofbeds, and with foreign physicians providing some of the staffing.
 

Compared with other West African countries, Togo has a veryfavorable ratio of hospital beds to population, 3434 beds for 2.2 million, ora bed for about 700 persons. Also the beds are better distributed to servethe rural areas than in many countries. In 1974 there were over 39,000 hospitali­zations wtth an average length of stay of 13 days. 
The health faciltties
 
include: 

The University Hospital Canter in Lome (C.H.U.) 
- 850 beds
 

Four regioual hospital centers with over 200 beds 

Twelve. subdivision hospitals in the capiltal city or townof each health district; their capacity varies from.50 'to 
170 beds. 

One mental hospital with' 32 beds
 

Two private hospitals' each with 80 beds
 

Three private clinics with about 30 beds each'. 

Fourteen primary healti cnt ers 

195 secondary health centers or rural dispensaries 

52 maternal and child health centers 

Two leprosy villages,
 

Sixteen private medical clinics
 

One medical research institute
 

One National Orthopedic Appliance 
 and Re-habilitation Center: 
in Lome, and a subcenter in Lama Kara 

UNCLASSIFIZD
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The National Office of Pharmacies (Togopharma) has five
regmonl pharmacies and 65some small rural pharmacies orbesides Togopharma, there sales posts.we 15 private pharmaciessome in the major cities and40 small rural sales posts. 
There is thus easy access to modern medicines
for all population, urban and rural, who can pay for it. Goverrn~ntal hospitals,
health centers and dispensaties distribute certain free medications to indigents
as long as 
the •stock lasts.
 

While the number of rural dispensaries and MCH centers in Togo isimpressive, their maintenance, equipment, etc., leave much to be desired before
they reach acceptable standards. 
Apart from the Pilot Region of Vogan where
most centers are well maintained and have electricity and running water, the
rural centers observed in other parts of the country lack thesaabasic facilities.
The GOr is aware 
 of this problem and is seriously trying to remedy.it.
 

and MHC 
In 1975 all the nation's primary health care centers, dispensaries
centers were visited by the chief of the Government's hospital service.
A major report/ 
was prepared on his findings and is available. It concluded
that existing facilities were poorly maintained, too small, lacked equipment and
supplies, etc. 
 In the area of personnel, while so~e staff were dedicated, many
were not working well and the report suggested that measuresshould to encourage personnelbe introduced. 
Subsequently, a request was made to UNICEF to support a
major parr of the expense for renovation and repair of rural facilities as .well
as to provide equipment and supplies for their operation. UNICEF support will
most probably be forthcoming and this assistance will provide considerable
impetus to developmxnt of rural services.
 

Laboratory facilities are scare in rural areas, and the number
of laboratory technicians are insufficient to carry out the simple tests needed
to assist the rural health workers with diagnostic and treatment assistance.
The Central Laboratory in Lomed is charged with coordinating all the otherfacilities and establishing standards.
 

Cental services

dentists on the MOH staff. 

me almost nonexistent; there are only four
Dental extractions in the rural areas are performed
by the paramedical personnel utilizing any facilities available.
 

.1/ (Republique Togolaise, ;iinister de la Sante" Publique, Direction Gengraledo ia Sante Publique, "Rapport de Mission dans les dLff~rentes'formations

Sanitaires du 
TerritoLre de la Republique.)
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C. Health Mannouer
 

The limited number of fully-trained medical personnel in Togo has
 
resulted in reliance on paramedical personnel for the provision of health services
 
in rural areas. Mdical personnel are trained to and prefer a6 practice in urban
 
areas where adequate facilities exist. Most Togolese physiciains have been trained
 
under the French system which emphasizes curative medicine.
 

There are currently about 135 physicians working in Togo, of whom
 
a quarter are pr vate. Almost all of the private physicians are located in-the
 
vicinity of Lome and half of them have institutional affiliations as opposed
 
to bein, in private practice.
 

TABLE I 

Number of Physicians by Type of Emlovment 

Togo 1970 -1976 

UNIV. min'.. of 
Y ROSP. 

LO 
Central 
Services 

Health 
Subdivision* 

Total 
Pub lic 

Total 
Private 

Grand 
Total 

1970 22 13 29 64 23 87, 

1971 26 14 2B 68 25.. 9 

1972 14 15 35 64 29 93,­

1973 14 14 33 61 34 95, 

1974 23 14 30 67 33 100 

1975P 32. 18 35 85 35 120 

1976P 35 25 401 00 35 . 135 

*Including Centre de Santa de LoM/ 

P - Preliminary estimates 

UNCLASSIFIED 
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over 
The Ministry of Health employs about 100 physicians. Slightlyone-third are affiliated with the University Hospital Center,' half ofwhom arm Togolese, and half foreign nationals. All other physicians workcin
for the 11OH are Togoless. Only the CHU 
 relies heavily on foreign assistarna,
 

most of it from France and Germany.
 

Nationwide, there is approximately one doctor for every 16,000
people. A breakdown of physicians by region revealed that 77 were employed

in the maritime region in 1974 giving a density of one physiciau for 10,000
inhabitants. Kara r-gion. was the next best endow;ed vith a physician for every40,000 persons. 
Both plateau and central regions had only a physician for ever 760,000. 
The Savara was the worst off with only three physicians or a ratio of

about 90,000 persons to each physician.
 

Between 1975 and 1980 slightly 0 Togolese medicalare expected over studentsto coplete their studies. If all returned to practice in Togo,
this would increase the number of physicians by 8 per annum. After 1980, the
plans are for the University 
of Benin to graduate 20 physicians per annum. ifthey are able to achieve that target, and if the population projection fcr Togo
of 4 million by 1980 is realistic, this would result in
a physician ratio of
about one for every 10,000 inhabitants. 
Even if optimistic projections for
the number of physicians are made, it is highly likely that the present problem
of =al-distribution of physLciacs will ccntinu*. 

To date most medical students received their t:aining outside thecountry. Some attended other African medical schools 
in Dakar, Abidjan and
Yaoundd, and others went overseas. On of the o:b'z -hich To-o has had withphysicians receiving trai=iag abroad ".*.; .- ": :-"zna,_s to To-lesepractice. They have takan strii. Ca=o -----* :-'en.- Physici-zs have.
returned from training in Russia, so 
i.e.' .. =.±zzz asThe domestic training of medical students has bee-- cc-ar development. 

The medical school at the Universit7 of 2-enin was established in1970. To date there are about 75 students -- .ost ci then Togolese -- erolled
in the first, second and sixth years of training. The first two years arepri=arily premedical science training. The Centre Hospital Universitaire (Ch-U)is used for clinical training, and sixth year medical students reside there.Currently, there 48 interns working theare at CH. T-hey receive housing, foodand CA 20,000 per month. Sore of the interns are non-Togolese from Upper Volta,Niger, Benin and Haiti. The establis}ment of a medical school for a smallcountry such as Togo is an expecs'.ve solution to the problem of lack of returning
physicians; yet one has to appreciate the lack of success 
in the past ^hen students
 
were sent overseas, primarily to French schools.
 

.9. 

Centre Hospital Universitaire (CHU)
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Currently there 4ra over 20 Togolese phamnacists, about half
 
of twhom are -in tie private sector. All of those in the private sector arc
 
employed tit Lom . All pharmacists are currently trained outside the country.
 

The number of midwiv/es in 1976 was 201, of these 18 were known
 
to be in private practice. In 1977 there were 55 midwives employed at C.H.U.
 
The nu=ber employed by the Miiitry of Health is at least 77, of whom 20 were
 
employed 
 at the Centre da Sante de Loce and two at the Service de la 
Nutrition loliaug.
 

I 

Training of midwives is conducted at the Eole National des Sagq-­
fren.s in Lch in a three-year post baccalaureate course. Current enrollment
 
at the =cctuol is 85. The national plan calls for yearly output of 30 midwives.
 
In 1973 there was a midwife for ewery 11,000 persons, and with an estimite of
 
201 in 197, there was one for every 9,000, To achieve the World Health Organi­
zation goal of a nurse midwife for every 5,000, about 500 midwives 'ill be
 
required by 1980. It is likely that there will be about 350 by that tirne.
Hidwives suffer from the sane problems of maldistribution as physicians, over
60 percent now work in the area of Lome. Effective methods of recruitn-nt znd 
professional rewards will have to be sought to make rural-based practic 
more
 
attractive.
 

The complete breakdown of medical personnel in tha '_ rist_- of 
Health in 1976 is given below: 

Category Nt.ber Cateixor __ er 

Physicians 100 State nurses 521 

Pharmacist3 10 Midwives .. 

Dentists 4 
 Assist. Sanitation 78"
 

Sanitary engineers. 3 Lob. Assist. 75
 

Hosptal administ. Auxil. nurses8 166 

Physicians assist. 48 Auxil midwives 322 

Laboratory techn. *5 Travelling nurses 148
 
(agents itine: nta) 

Techn. agents-hlth 1.65 

Techn. agents:
 
sanitation 14,-- A 
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The prnmedica. school (ecolc pnra-',=dicalc) in Lone had a tucaL
%if) ' iId.t' Lit 1975 in traLni11 to becomu nurscs, 1nboratory tcchnicIns 
nud -i%-.Linry turses. The goals atted in the National Plat are to product
th. lonisi.-En g numbrc of graduntcs per annua: 

100 nurses and state nurses 

'50 laboratory assistants
 

40 auxiliary nurses 

30 midwives 

The number of nurses (state and au::iliary) of almost 700
yields a sotisfactory density of one to every 3,000 inhabitant's and actually

r:cxceds the World Ucalth Organization's goals. About half the nurses are 
emplyed in the Lome"area, again giving a mal-dltribution. -The nurses who' do
worh in the rural areas do so under difficult conditions: poor working environ­
ments, Jack of equipment and medications.
 

The -i.OII is considering the placement of more diplomatc nurses 
in the fvld, and Lncreadin the number of lower level nursing personnel employod 

Trained laboratory technicians and the laborntory assistants
 
arc i short supply. The racorm.endcd ratio is one for every 30,000. If the
nabitjuu:: tarcts set in the plan are attained the situation should improve 
,np!dl] T. ruri. distribuc in of laboratory assistants ismore satisfactory,
c*c.c'. iv .. .. is a" a iat: level. All 15 health subdivisions do have at least 

D. The "!ea1_h Delivery System 

Since 1965, the GOT with assistance of 1.1U0, has developed a rural
hca tch dclivcry system in the Pilot Zone of Vogan near the capital of Lome. GOT's
str..tgcfi i.s tr replicate this system as rapidly possibleas to cover all regions
of the country. 

Basically, the health delivery system follows a pyra-medical
modlc I u.th thc subdivision hospitals on the top, pri.ary health centers at the
,lc::t staei followed by rural dispensarics, and finally, by itinerant auxiliary
peruznnncl visiting all households in rural areas cnce a month. 

MUCI\SSIFIlED 
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Iuratilir-p rhmirhcnl,t i __cear.,r1c~'d candCt t )fcur n .! 	 'unthly thvitqLte :i b Vr. I r~n a kJ ynod~ ~~ 	 c ,,,atnin-,,-vcqq n.tt; , the dis- ....... tlcv aLs .
~ ~ , 	 th e u ~~~~~ipn 	 tSie---" ~ ~-- ,., ..--- -V oreb, 	 ,at.c: i~n order--....-,,,,ortant, to 	 t,prvdsu.crsc prar.dicv 

f.tLncrant 	 Thewo..-n who hovce:ernotnal.mot innovativJeat least si.: yearsThey are recruitedand iricnvonprimary part ofschooling this syste.j area comrpet±tive 	b-sis from young ,n or
 
and 	wh ae thethec 	 .'--ralare. in tiIiih 	 they fo~ly
in 	 vork.baric health: 	 They receivesamoa -to "enara 	 a three-monthof. the m hytene 	 theoreticalobs 	 co _nd sanitation, health education, coursecor~un 
 disea-e-re., gs 	 . Th cours nutrt.on,receiof thremost-.... 	 ,ispucif---j-end
aimed at prventve medicine andcorm" 
 cooaun
1C l cl~ dsaeThelnin.the theoretical is...erants 	 cors "specific;'allyreceive 	 course,di1spensarics in the Pilot Zone 	

thethree months practical 	 itin­tra ining in the rural heal thbefore being aGsi-n.ed 	 centersto their new anddut~is, include:	 area. Their 

1. Recording 	of birt:a 
and 	deaths
 
2. 	Egic-i 0 lolcnI surveillance 
3. 	Keferril of pre-nant wonc.n to nearest healt: 

facility for prenatal exartons. 
4. 	Rcefcrrnl uf aothers and 	 Infants for 	aostnatal.::aminrtLonsand 
-rmmunizations.
 

5.Nutrit on nurvellIC-11Cof severel 	 education-andmaln.ourishod children to a";)ropri t' 
refe =4 1 

hcalth facii.t
 0
 
6. 	-"nferrals
of severely ill 'atients to anoro.ri'ate
health facilities.
 

7. 	 Environ:.-ntai Na.-itation, control of potableu'ater su2.l!cs, seWa!e disnosal, latrines, food­stores, etc.
 
. Distribution of proahylatic anti-ma!aria drus and
;.cprosy mdLcation and ftrnt aid services foraccidents, etc.
;c)c,:e-r rc-)ontib"c t 
 rv.3-1r, tio. icinerants are also resporLb/e
Co villtnc chi,'s and/'or to vi.Ln health council. 

http:aGsi-n.ed
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All primary health
also includea centers and major secondary health centersMCH center which provide pre-small and post-natal examinations, amaternity ward for deliveries, immunizations of infants, and nutrition
control and education. 

liary midwives(Matrones). 

The MCH centers are staffed with nurse midwives and auti-
The matrones are young villageof pri-mry schooling. women with six years

followed by 6 

They receive six months theoretical training in Lob,
-
12 months practical craining in the Vogan pilot area under super­vision of the nurse midwives.
 

In order to facilitate practical field training of auxiliary
health personnel and to staff all rural health centers and dispensaries in the
country more rapidly, the GOT with the assistance of I.HO established in 1975 a
second pilot zone 
in the region around Lama Kara in the northern part of the
country. 

The 

This second zone is part of an integrated rural development project.
regional "rn-WHO sponsored "Strengthening(SHinS) project has of Health Delivery Systems"recently surveyed the Lama Kara z=M for the purpose ofevaluating possibilities of utilizing this zone as one of its demonstration
projects under Phase 11 of SHDS for delivery of low-cost rural health se-vices.
 

While no thorough evaluation of the above described rural health
delivery system has been made, surveys carried out by the DAP team in pre­paration of this 
AP revision have shown convincing evidence that it works well.
The system is being introduced in all regions of the country and appears to
reach a substantial portion of the rural population.
 

While the pilot zone of Vogan is better--staffed and has better
facilities than the rest of the country, all regions are now reasonably well
covered by subdivision and district hospitals, primary and secondary smallhealth centers or rural dispensaries, staffed with paramedical personnel, nursesor nursc-midwives, and most 
- but not all - vith awuiliary itinerant and mid­wifer-y personnel. 

There are, however, many problems.
ce:ters observed outside Most of the small rural healththe pilot zone suffer from lack of good and clean watersupplies and other sanitary facilities; lack of electricity;
-quipment such as gas lack of basic
or kerosene refrigerators for storage of vaccines, and
even lack of decent beds for the wonen to rest in after delivery; lack of trans­portation for the itinerant and supervisory personnel; and at times lack of
=edication and other basic supplies. 
Nevertheless, everywhere the health
personnel were doing their best. 
 1hen medications are out of stock, there is
almost always a small Togopharm
a sales post nearby, and distance in Togo from
outlying rural dispensary to nearest primary health center or hospital is
usually not too big to get help in
an emergency.
 

Conclusion: 
 In spite of obvious deficiencies in health facilities
and insufficiencies of trained health personnel, the health infrastructure in
.o-o 
is sound and within reach of a larger percentage of the rural population
than is the case of most of the neighboring countries.
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The Togolese -rural health delivery system is making a serious attempt to reach
the majority of the rural population through its itinerant personne.l and utili­zation of ow-cost paramedical personnel and auxiliary midwives, The MO11 has had 
good experience with this system and good response to the itinerant health
workers from the rural population. It, therefore, plans to stay with this health
 
delivery system rather than experiment with voluntary (unpaid) village health
 
teams C'imatrones and secourists") as 
is the casik in Niger and other 1,est African
countries. ..
hile pressures for curative medicine are high, the health services
 
are not neglecting preventive medicine and are expanding maternal child health

services, health and nutrition education, sanitation, and iimiizations; and
 
most i=portant, the MOH is 
now intending to include child-spacing or family

planning as an integral part of its 11CH services, When all personnel have
received training in family planning motivation, education and technology, the
 
Togolese rural health delivery system could provide an excellent vehicle gor
distributLon of oral contraceptives to rural wcn through its itinerant health 
personnal.
 

IV. Health Financin2
 

In con. n with most other West African countries, Togo's health sector suffers
 
from inadequate financing and a declining share of the national budget. 
The economy,

of Togo has shown a steady grv-wth during the 70s. The general operating and

investnant budget has increased from CIA 12"billion in 1972 to a recent estL-ate
of CFA 55 billion for 1977. Mining, particularly of phosphates, fors an !=Por­
tant se.-ment of the export economy and contributed towards the 10 percent increase
 
in the budget which occurred between 1976 and 1977.
 

The health budget has dropped as a percent of the general, operation and invest­ment budoet frcm almost eight percent in 1968, to about 6.5 percent in 1972 and

1973, to slightl 7 over 3 percent in 1976. Between 1972 and 1976 the general budget

more 
than doubled, so in ter=s of total CFA allocated for health, the healthbudget has shcwn a steady growth. However, if allcwancelis made for inflation,
it is likely that the IZ-H budget has remained about on a steady level since 1972.
These acount3 under-represent total health expenditures since private sector health 
expenditures are unknown.
 

As indicated inTable 2, personnel salaries receive three-quarters of the 
health sector budget. Unlike some West African countries, there has been as:ight decruase in the percent of the budget going to.payment of salaries, though
 
the decline was only from 73 percent in 1972 to 75 percent in 1976.
 

UNCLASSTFIED
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eialth'Budget and National Budget
 
TOGO
 

(in CFA 1,000,C00)
 
Table 2
 

Health Health
National Health 
 Health as Personnel Material
Year Budget Budget 
 % of Nat. Budget Budget
 

1972 12,283 798 
 6.5 625 
 173
 

'1973 13,484 8 0 
 6.6 685 
 195
 

1974 16,245 943 
 - 5.. 736 205 

1975 30,515 . 1,252 
 4.1 960' 292
 

1976 5.1O9' 1,54 . 3.2 1,185 399
 

Source: Rapport D'Activities des Services de Sante
 
1967 - 1976 Pg. 4,5
 

Government health expenditures per capita in 1976 was U.S.42.90, a
relatively high figure for most developing countries. 
The estimated per capita
Gross Decestic Product is only U.S. $215.
 

Little infor--ation is available on the nature of hospital financing. 
One
breakdown of the health budget by functional categories shows hospitals and
clinics receiving 57 percent of the toral health budget. 
Any breakdown of the
health budget must be viewed as 
an approximation. 
The CHU budget, an essential
component of any rural-urban breakdown, or of the medical education costs, does
not appear in the 1976 budget under either the 
h0 or the Minis=-y of Education.
The CHU budgct was stated to be approximately 1A 1.0 billion by an official of
 
the HOI.
 

While it is difficult to allocate individual items, it would appear that
about 75 percent of the health budget is spent on curative medicine, the
rimainder on preventive medicine. Likewise, an inforrmd estimate of the percent­age of the health budget spent in the urban area of Lome would be about 50
 
percent.
 

V. Health Nanning 

Togo's Third Five-Year Economic and Social Development Plan (1976-1980)

lists the country's six most important development area3 in order of priority.
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They are:.
 

is Later 

2. Rural development 

3. Industrial devalopmen#
 

-cagions4. *Co mnErasructur 
,5. Eductio ,and health 

6. Tourism, 
An analysis of the proosed budet estimated and -he Various tructuresestablished to execute development shows a different ordering of priorities,

The. total $1,169 billion is allocated for -­

1. $324 million for coc=umncations infrastructure 
2. $300 million for industrial, urban and tourist building

projects, artisa*., and co ,rcial development
 
3. $248 million for education and health development 

4. 
$224 million for'rurnil development
 

5. $6G million for administrative development 
6. $4.5 million for eaployment and professional traininG 

While education and hcalth are listed as
larCest amount, fifth priority, they receive the thirdbut :the major recipient is education which$234 million, leaving only $13.6 
will receive

million or CFA 3,397 million. 
In the Third Five-Year Economic and Social Development Plan, 1976-;980,
the health policy is expressed as 
follows: 

"Health and education are among the highest priorities if the Plan.The health philosophy is

the population. 

to reach the largest possible number of
To obtain this, the emphasis will be:,
 
I* 
On mobile rather than stationary health workers
 
.2. On village dispensaries rather than on :'subdivision hospitals" 

UNCLASSIFIED
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3,. Onrenovaton and equipping of already existing health
 
failitiJ.es rather than on new construction; and
 

4. on preventive mediLnee.-


A gap exists between the expressed goals of the health policy and the
budgetary realities. 
However, it should be recognLed that there are pressures
on tho GOT to provide more sophisticated western-type curative health services,
just as there are in other developing countries. Therefore, in terms of expendi­tures the plan exhibits a compromise to some extent between the need to expand
the hospital.network, especially to the norzh'ern sectors of the country, and to
expand the network of itinerant health workers.
 
The following items are listed in the National Plan for eXpenditures in the 

health sector (in million CFA): 

1) Imnvovement and expansion of Stationary Health Facilities
 

Improvement of C.H.U. Lome 
Improvement of 4 regional hospitals 

480 

Improvement of 8 primary health centers 
80 

Improvement of 50 dispensaries 
17 

Equipment of existing 5C
facilities 


Complction of one district hospital 
200 

center 

Construction of regional hospital 

100 
center inSokode


Construction of 7 district hospital centers 
700
 
700
Co nst.uction of 15 new dispensaries 100 

TOTA
........... .... .• 2,427
 

2) Nutrition
 

Control of food products 15
 
Nutritional research 


9

Nutritional education 
 6
 

-49 
3) 'Maternal "ChildHealth
 

Anti tetanus vaccines 
 °
24 

:'Tetracoq" 


64.4
 
(Diptheria, pertussis, 
tetanus and poliomyelitis),

Cold chain for vac:ine storage 
 10.01
Construction and equipment of a school he~alth center 
 50
 

TOTAL. 
 148.25.
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4)' Control of Cou=-ncable DLseasesn"Grandes Endemies" 

Onchocerciasis control 

50
Yellow fever vaccine 

6
Heasles vaccine 

4Anti tetanus 2
Poliomelitis 2. 

Tuberculosis: control (vaccine . treaent 31I 
Construction of national TB centers 96 

5) Sanitation 

Construction of laboratrry in Sokode 40
Three trucks 30 
Const=ctjion of five regional buildings for stora "', 3repair and offices 33 
One thcusand latrines (six seats each) 50 
One flundred Fifty water supply facilities 20 

....... ......a. . . .. 173 
6) Ileath Education 

Production of audLo-visua material central level 3 
EstablLs' nt of H E.centers in Dapaon and Lama Kara 4 

TOTAL"*,q.*** ... 7, 

7) Pharmacies 

Construction of pharmacies in Dapaon, Lara.Kara,

Sokade and .takpame

Construction of large 
70 

a regional warehouse 'at-Lama Kara 
25... 

TOTALe... ••. 0 44. 95-
G) To;rot~har-.a 

Construction and equipment, Lo=' 
 43"
Construction and rehabilitation sales points 
 27
 

70 
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9)'Faramedical Education
 

Paramedical school - nursing school s0
 
School for midwives 
 50
School for auxiliaries 
 150
 

TOT
GRN L.. .096496 3,9 

About 70 percent ,of the health budget will be devoted to the construction,

expansion and functioning of health service facilities: hospitals, clinics
and dispensaries. The percentage of this money expected to come from external
funding is not known. 
French.aid (FAC) was given for the construction of the
reL-9inal hospital center at Sokode, the largest single budgetary item.
 

Eighty percent of te;c funds for improvement of health facilities are for
facilities to serve the rural areas. 
Rural populations must have access to
district 
or regional hospitals for more complex medical problems which cannot

be treated in primary health centers or dispensaries.
 

Of the thirty percent of the budget remaining af'ter construction of thehealth facilities, the largest share of CPA was devoted to education. The
plan was to give CrA 50 million each to extending both the paramedical andmidwifery schools, and CFA 150 million for the construction and equipment of a
 
achool for au:iliaries. 

The next largest budgetary item was for programs against preventable
disenases. Over three-quarters was devoted to ca=paigns against two diseases:
tuberculosis and onchocerciasis. The remainder was mainly for vaccines which

would be administered by Les Grandes Endimies.'
 

The next two budget items in order of' significance were for sanitation and
MC1I p ogrnms, both of which have as their target the rural population andpreventive medicine. 
Health education and nutrition both received only the
 
most minor share of the health budget.
 

The iters in the health budget should not be considered as the only itemsin the National Plan which will have an impact upon healtr. Improvements ia 
both the urban and rural water supply can be expected to benefit health. H.­
ever, while water was the first priority in the plan, no systematic or coordi­
nated attack on rural water problems appeared to be under way. Responsibility

for well digging was scattered among several mLnistrics.
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Likewise in the sector of the plan which deals with rural development, the
prorrams which are oriented towards increasing food production will presumablyhaive an impact on dictary improvements. 
Under normal weather conditions, the
majority of rurnl dwellers grow sufficient staple food crops to satisfy their
needs. hIZever, normal growth conditions for all crops 
 in all areas of the countryrarely occur; and efficient movement of food crops from areas of surplus to deficitthen becomres important. Nutrition education which is needed to improve the dieta-ypractices of pregnant and lactating mothers, and small children, received scant
attention in the plan. 

The main planning organ in Togo is the Ministry of Plan. Its responsibilitiesinclude setting the guneral orientation and global objectives of the plan. 
It.
is obvious from even a superficial perusal of the published plan that the planningmethodology needs to be improved. National planning lacks clearly set prioritiesand goals and then a targeted and coordinated approach by which these goals 
can be
attained. It likelyis that an irr-.ved data base, a rare coordinated admini­strative structure and better stxffing are all necessaty before the National Plan
 
can be improved.
 

At the health policy level within the Ministry of Health, the same problems
exist as at the national level. 
The priority of rural health services with an
emphasis tn preventive care is not carried out at the budgctoa--
responsbiLtity within the Ministry is scattered and 
level. Planning

uncoordinated with each divisionmaking known its future needs. 
A planning staff, even a small but well-trained cne,
is needed within the Ministry to enable the priorities to be imp lemnted.overall authority in Sincethe Ministry is centralized, such a planning unit will haveto function with the full support of the Director General.
 

VT. ExternaL Assistance 

Because Togo has somewhat limited national financial resources, it hasdepended upon bilaterla, multilateral and private voluntary agencies for financial,
technical and administrative assistance. 
French gover=ent aid has always contri­buted significantly to the Togolese development activities.
 

The last year for which full figures on the extent of external assistanceto the Mlinistry of Public Health was available was 1975. In a su=ary preparedby the United Nations Developent Program (UNDP), $30.6 million of external assistancewas reported, slightly under 60 percent in technical assistance. The educational
sector received most assistance, followed by transport and coimuunications, with
the rural sector ranking third.
 

The health sector received $2.3 million in technical assistance. The
largest: donation was for construction of a hospital in Sokode for which French aid(FAC) gave $1.63 million. Iost of the other aid was in form ofthe technicalassistance. 
German aid (RFA) gave a total of $769,000 for 5 physicians, 9 techni­cal assistants and 25 volunteers as well as some equipment, and participated in
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4 proJectu. Five experts and cquipment were placed in
by UNDP/Wlo. A professor and t'.o technicians uere 
the region of Kar,,
 

by W110 paid for a short-crm contract
at the medical school, University of Benin. 
Some student stipends for
study locally and abroad were also provided by 1tHO.
 

A Cerman aid organization and Cathwell donated technical assistance, equip­ment and mcdications for control of leprosy. United States AID donated vaccicefor iunizations. The feople's Republic of China gave technical assistance byproviding physicians and supporting staff to a hospital (Bon secour) in Lome.
This team uhich gives medical and surgical.care, as well as training in acu­puncture techniques, is still active. 
No monetary value has been disclosed for
this assistance.
 

WM has continued to give support to thetraining programs. "Centre de Formation for its tWoOne is national in focus and trains middle-leveltechnicians laboratoryfor three years. The second is regional and trains physicians,health inspectors and health educators, as well as nurses and midwives in four
separate short-term courses in public health and preventive medicine.
f nancing WHOisused mainly for stipends and student travel in the latter program.
 
United Nations Fund for Population Activities (UIWPA) is currently in the
fLnal stages of developing a program for traiain medical, paramedical and social
wbrkers in family planning. 
Part of the intense local interest in fam.ily planning
was sparked by a very successful seminar on sex education given for school
inspectors and funded by U*JF?. .
 It has been requested to provide support for
the recycling of a total of about one 
over the five-year plan period. 

thousand nurses and technical personnel
In theory therefore, by 1980 the Goverrent
will be in
a far better position to staff sce of its new regional and rural
facilities than it is 
now.
 

The Peace Corps had previously supported volunteers working in primary schools
giving health education. However, the program had a high dropout rate for various
reasons including lack of counterparts and had been discontinued. 
A more success­ful program conducted by a limited nunder of volunteers appears to have been
the development of audLo-visual aids for health education. 
A recent request was
for volunteer to teach sex education.
 

With the e::ception of one volunteer conducting health/nutrition in Atakpaine,
the Peace Corps has no health program in Togo and none planned for the near future.llot.lever, plans are underway for having six volunteers conducting sex education
programs in secondary schools with Togolese counterparts under agreem-ent with
the -ln~itry of Education.
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United National Children's Fund (UNICEF) has been requested to furnishequipment for rural health centers, a program it financed with $127,000 in 1975.The UNICEF representative stated that he had requested more details on its
projected use prior to making any decision. 

V11. Social Profile - Poulation - Family Planning 

A "Socio-dcmographLc survey of the Republic of Togs' was carried out in
1969 by the Department of Sociology, University of Ghana, in conjunction with
the Departmnnt of Geography, "Institut de V'Enseignmant Superiaure du Bonin"

(now Universitoe du Benin) Lonm." 

The findings of this survey provide a Great number of data from rural areas
in all re'-ions of Togo(naritime, plateaus, Central, Savanna). 
 The survey includes
such. health-related subjects as: 
 water supplies and refuse disposal; antenatel,
postnatal and maternity practices, knowledge of, attitudes to and practice of
family planning (KAP studies); and attitudes to, and extent of, unwanted preg­
nancics and induced abortions.
 

While reference is made to the original papers for those especially inter­ested,. tle following highlights may be of Zenera\ interest. 

Water Sumnlies - Latrines - Refuse Disposal 

In Togo 12.5 percent of the population has water piped in the
hotsc, tncnty percent :;alk less than 100 miles to catch their water, while scr-_'t:"::- "e .;ccn 100 m and 1 km. nearest -.to ar supply and 7.5 perccnt
-: ;:t f.,r as .- 4 .,a. The water source is in most ca~ea ri'izrs, -.-atar. 

-- da: .', and on1 7 about 30 percent of tha population get the!i. wata irom: .. t'n'y., 4 percent have water closets, and another 12.5 percent use pri'ata
pit Oir Nitrin. . "ore than 50 percen. :ate in the bush or at the beach 
and another 26 percent use public pits. 

Scum 42 percent of the population use refuse dumps for dis­posaL of their h.ousehold refuse while more than thirty percent just throw it
 
in the bush or outside the house.
 

The above data clearly demonstrates the lack of sanitary instal­latf.ons in the rural villages of Toga and the widespread use of highly 'n­sanitary practices contributing to the high incidence of infantile diarrhoeas,

intestinal parasites and vector-born diseases.
 

'lead of flouseholds Occunation-Educ-iton-Cor-u-,icaionTrns-ortcacon 

About 90 percent of the heads of households are -an and 05
 
percent of theim are 
occupied as farmers or farm laborers. Sixty-five percent 
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sre illiterate. uhilc 12 percent h:tve completed prLr.iry schoL and nothtr 10 
percent harve completcd middle uchool (equivalctit of 10th gradc). Seven per­cv'ut oC thc hotu'eholds sub::tribe to a daily newspaper (which brings newu inLwc. the ,'not conon lanN.age InTogo). Thirty percent of the households own nradio, but nnother 40 percent listen regularly to radio news at their neighbors'or at public gathering places. 
About 15 percent of the households were listed as

possessing a car or other vehicle.
 

The rural population inTogo is thus not as isolated as inmost
other rural areas in Africa. 
Vrith about 70 percent 'of the hands of households

listening regularly to radio news there are good possibilities for introducing
mass educationnl programs inhealth, nutrition,, child-spacing, etc. In fact,

neveral radio and TV programs on family health, health education, se. education,
 
sex mental health, nutrition, etc., have already been broadcasted.
 

Antenatal, Postnatal and Maternity Practices
 

Seventy-five percent of the women asked by the survey "who
should assist with delivery" answered: doctor, nurse or nurne-midwife. 'Therc:uiining 25 pcrcent either did not know or preferred to accomplish theirdelLveries Ln their homes assisted by family MCmbers or by trndLtional birthattendants (tr.trones). lIorc than 90 percent of the women would seek medical care
 
Fir thcir children when they were sick,
 

The r
ean distance to the nearest hospital/clinic is about 9 kms.
and seventy percent of the population lives within a radius of 10 kms from a
hcalth facilicy. Asked about 
hc t to get there, more than 9& percent of the
ucr,4n zat!: 
 by food, and about 60 percent said it was easy to get there
"While til. -z. ,g found i: somehat difficult; but only a few percent said 

","n there. Forty percent of the women stated that they visited
t"c Ihsptil.,'clinic sian and an equal 40 saidpercent they visited it rarely;
and an 
additional 12 percent said, "only when indisposed.'
 

Asked about if they were -;ell received at the hospital/clinic,

the countrywide response was 02 percent answering yes. In the Savanna manyas 
.Is 95 percent of the woerrn interrogated 'were satisfied with the reception they 
received in the hospital or clinic.
 

The above data shot7s an almoct unheard of degree of confidence inand satisfaction with governmental rural health services. The personnel who carriedcut the sur-vey were well ;arned against the tendency of the iespondcnts to be'nice and positive" %.henasked about governrental services. They were
in:tructed to win the confidence of the women and explain to them that they couldbe frank in their replies which would be kept anonymous. But, nevertheless, only
P very few woomen complained about long waiting tice, poor treatment by or poor
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att !t4mh'. thue 1144fiLtt tIt11l1l0 .ti ri 

Yiuivcdne Of. Attitudc To and Pr:ctice of Family -Plannin .(KAP Survey) 

Te first KAP survey in Togo was carriea ouc as a piioc project
 

in the Maritime re-ion in 1969, but -:as later expanded to cover the whole 
country. The survey questionnaire concentrated on the following issues: 

(a) Xdeas and conceptio. about spacing of births and desirable 
birth intervals. 

(b) Awareness of consequences of frequent births at intervals 
considered too short. 

(c) Actual spacing habits and practices. 

Attitudes on. Spacing 

About 90 percent of the respondents would like to'have'thc.r 
children spncctI out: eigLht pcrcent would. like theirs close togecher and two 
percent did not know. 

The m=Jority of the wiomen did not only want their children spac=d 
out but 9:; percent had definite ideas about the approximate number of years they 
wnnt between their children. Thus G percent would like a space of one year

bet-jeen their children. Twenty-three percent prefer 2-year intervals while
 
50 percent or half the total number prefer 3 years. Another 17 percent would like to
 
have their children at intervals of 4 years or more.
 

1Z'hilc the will or the desire not to have children too close
 
tog'ether exists among 9 out of 10 wotx n interviewed, the methods adopted to
 
achieve the desired spacing clearly show the ignorance of the women in this
 
regard.
 

Thus, only W percent of the women would see a doctor/midwife or
 
use drugs. SLxty-tvo percent would come to definite teris with husband or
 
would avoid husband's sexual approaches, sleep elsewhere, or move to parents'
homes. Another nine percent would advise husband to satisfy himself elsew-hre/
find another woman for husband/polygamy; and 30 percent of the women would do* nothing;
leave it to God or Destiny; or "don't knct what to do.-

Asked about the eflects of lack of suitable spacing on mothers 
and children about 00 percent of the woean were aware of the bad effects on 
.he health of the children. About 20 percent mentioned the economic and 
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fin ncial-burden %inthe fA1miLy and 11 1percentand cmotL01a1 offactA on 
added to this the psychologicualnoher- of too hort intervals betwoen birchs. 

In spite of the expresacdthe women condemned the use 
need for child-npacLng, 37 percent ofof contraceptives for moral or religious reasonsor becau::e "the methods are dangerous.'


approva, Twenty-six percent expressed unconditionalof family planning. Four percent did notapprovt know and the remaining wouldthe use of contraceptives under tertain conditions such as avoiding havingtoo many children; if the Eamily
special 

was unable to support the children; or ifcircumstan.es surrounding the pregnancy would justify it. 
Only ten percent of the women endorsed abortions, but themajority of them stated that the ni.ber of abortions in their area was increasing,that young people practice it, or that abortions are induced because people no
longer want a large number of children.
 

.rtilit y Characteristics
 

years in 
The mean age of women at first marriage varies from a lcv of
the Savanna to a high of 10.2 years in the Maritime 

16.4 
region resultingin a mean age of 17.5 years in the whole country.
 

'he young age

fcrtiltty race:n found in 

at first marriage is reflected in the rather highthe survey. "The total number of pregnancies ofwor.n (ngcd L5 - all50) interrogated in the survey averaged 4.7; and the numbe
prcgrancies of
per mother intervicwed was 5.2.
 

IIxever, a great number 
 of these pregnancies werestill births, O.OS wasted inper wot-n, or in abortions, 0.33average per woman, resulting innunber of living children per wcan of 
an 

difference betueen the above figures 
2.9 and of mochers of 3.2. The(pregnancies minus wastage rates and numberof living children) my reasonably well be e.xplain d by the high infant and child
mortality rates.
 

In order to establish total fertility rates and trends in ferti­lity rates during three generations, the waz:en were asked about fertility experi­cncc of their mothers and maternal grandmothers.
born to the mother was 6.4 and 
The average number of childrento the grandmother 4.9. While this mayan increase in fertility rates from one 

look likegeneration to the nc:ct,nation i probably that the true expla­the woamn interviewed did not know hot many children borneby their granridmothers had died. 
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There are also some discrepancies between the total number of children
the family would like to have if he/she had no children, which amounted to
6.4 children per famly and the fact that 60 percent of the women intarvie-ed
stated that they did not want more children than they already had.
 

Family Planning Perspectives
 

The above figures demonstrate the gap betwaen the desires ofrural Togolese families for child-epacing and their actual fertility experierce,The survey also shows good opportunities for the rumal population to utilizemodern goverr=.ental health services and high degree of confidenceservices a in theaeif one is sick; but on the other handof kncwledgo on the survey demonstrates a lackthe part of the rural population that health services also canhelp them fulfilling their desires for child-spacing by effective and safemeans which do not interfere with their religious or moral beliefs.
 
The Govea, nt of Togo and national leaders outside of the
goverr---nt have accepted the findings of the survey and have in recent years
developed a philosophy and a policy that fully endorses, supports and sustains
the conclusions of the SOcio-demographic survey and attempts to 
=et the desires
of the rural population for child-spacin:.
 

One of the first initiatives in developing family planning
inform-.tion, education and services has been taken by the National FamilyPlanning Association which was created January 2, 1975, and officially recognizedby gove. neal decree on 1L.y 3, sar year. By February 17, 1977 the statutesof the Association were slightly revised with broader goals and objectives andche naz-- was changed to the FamilyWelfare Association...(Associationbour Le Bien Etre Familial). Toolaise
The goals and objectives of the Associatjon may
shortly be recapitulated as follows:
 

1. To contribute to the quality of life of the Togolese

population
 

2. To inform the population on the problems and conditions
 
surrounding births of its children 

3. To assist the parents in faily planning -- as needed 

4. To assist in safeguarding the rights of women and children 
5. To keep the governmental powers informed on family life inTogo and suggest means of impooving it.
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The Association is sponsored by.and affiliated with the.
International Planned Parenthood Fedetration (IPPF), and has received technical
and n-kind support from the GOT, wh .eh has provided facilities forplanning clinic which is held 
a family

in'a Mnistry of Public Health clinic in ZonGo and forthe headquarters of the Association in Lore". So far, the accomplish=ents of the
associatLon have bean encouraging, Besides the PP clinic and headquartersLcre, the association was a co-sponsor with WPA of 
in 

a highly successful confer­ence on sex education in Lama in July, 1976, and has already established affiliata
chapters in all regions of Togo.
 

The Association plans to concentrate &ts efforts on:
 

(i)education of national leaders in FP through local, regioral
and national seminars; (ii) education of the public through radio, newspapers
and other mass educational means; and (iii) assisting the MOU in establishing FPclinics in all regions of the country.
 

The GOT has also 'shown initiative in reaching its goal of
integrating FP services in all its maternal child health (MCH) centers.
 

While this goal hitherto has been a controversial issue between
the MflU services and other parts of the z.inistry of Healthar the Ministries and Social Affairs,of Plan and.Education, it appearsagre,,-mnt by all parties to support such a policy. 
now that there is=tual
 

High goverr=ental officials
of all three ministries mantioned above participated in and made substantial
contributions to the seminar on sex education. 
The LMH has already trained a
number of nurse-midwives and doctors to work as trainers in family planningfor Lts mcdical, paramedical and au.iliar7 personnel as well as for its socialagents. It is presently negotiating an agreement with the United Nations Fundfor Population ctivities, (UIPA) to supnPrt .t his training throu.h a n ofdlifor
pe iean o f the traics, == foreign trainers or
professors, and for equipment and supplies to enable graduates of the training
program to extend their services to the rural population of Togo.
 

In order to effectively facilitate such training programs, the
GOT is seeking foreign assistance to establish a training center which would
provide the facilities for practical or clinical as well as 
theoretical train­ing,and applied research in family planning. While the policy of the GOT falls
short of setting demographic goals in 
terms of reduced birth, ferility and popu­lation grotrth rates, the GOT is still a leader among Francophone West African 
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countries In adopting 'a policy of nteg;rati.g family planning with iLt ruralKQI services. With the Ministry of llealth's emphasis on training and utilizingits paramedical, auxiliary health personnel and social assistants for this
purpose, it appears to be a reasonable assumption that its policy ultimately willresult in lowering fertility rates at a reasonable cost.
 

The Ministry of Education has been very active in promoting family
health and sex education. 
 It has already introduced sex education as a subject
in the primary schools, and is planning to introduce sex e%ucation including
family planning in all secondary schools as a priority subject. 
 There are presantly
four officials from the Ministry of Education abroad studying the subject. 
Fu.br­more, the Ministry has requested assistance from the Peace Corps for Volu.ncear3
to 	assist in teaching sex education in the secondary schools and frcm U-A=D for
ansistance in training teachers at the proposed family health centar. 
Sex edu-*
cation is also a subject for frequent discussions on radio, TV, and in the r.aOs­papers. One recent example of this was a program entitled "Peek of Xsntal Ffealth
and Sex" which was highly publicized throughout all of the mass media.
 
VII.I° Su-.arv Conclusidn3: Recommendations for AID -nterventons
 

The findings of above analysis of Togo's health sector may shortly be s,=Zarizedas 	 follows: 

The health sector is characterized by a vicious cycle of malnutrition, high
incidence of parasitic and irnectious diseaaes, high infant-child and maternal
mortality rates, and high fertility and birth rates.
 

While the emphasis on health services for sveral years has been on curative
mdicine and concentrated 
in the capital o. Lcma, the 1976-80 Plan gives ecphasis
to expanding curative and preventive health services to all regions of the country
and on reaching as many of the rural population as possible with basic health
services, maternal and child health services, i=uni:ations, health education and
sanitation. 
It also gives emphasis to development of safe rural water supplies,
an important factor for improving the health situation of the country.
 
In whait follows, it is reccnnded that A.I.D. consider assistance over the
next several years for:
 

a) Support to the rural health delivery system, including parti­cularly a facility for training in family health, and the design
and production of education materials on family health.
 

b) 	Support for strengthening health and demographic data collection,
analysis, storage and use. 
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).-Support of 'activities in the nutrition field
 
d) Support of programs to enable rural populations to have
reasonable access to safe water.
 

AID's assistance 
by the Peace Corps, 

in the health field should be coordinated with that providedSpecific emphasis is given on training of paramedical andbasic auxiliary personnel to staff rural health centers, and oanexpanding the numbar improving and
of rural HCH centers and dispensaries,
 
A unique feature in Francophone ..
est Africa is the GOT's interest in intro­ducing sex education in the schools and integrating child-spacing as a part of
its maternal and child health services, and through training of all paramdicaland auxiliary personnel in Fa-mily Health to enable these services to raach a
major part of the rural population. The KAP surveys mentioned above demonstrateda deeplyfelt need by the rural population for child-spacing and a possibility
for high acceptance of family planning when carefully introduced in
a way the
rural population can understand and which does not offend their religious and
moral convictions.
 

The climate for introducing family planning as a meanstherefore excellent in Togo. of child-spacing isThis concept is
of Public Health, but is endorsed by Social 
not only adopted by the Minist.y

Affairs, the Ministries of Co==Mi­catlon, Education, etc.
 

In order to get training in family health started as
COT with assLs ance of the soon as possiSle theUNFPA will start a number of short-term training
courses, workshops and seminars for its medical and paramedical personnel in
t977 and 1971;. Thi3 training will take place wherever feasible facilities canbe found in Lome"or in regional and district level health facilities.
 
The GOT considers this an intermediate solution only. 
In order to provide
in-depth training and recycling of all its personnel in the concepts of family
health and to truly demonstrate an integrated approach to MCH, nutrition and
family planning services, the GOT feels a need for establishingtraining center in Lomi a family healthand has requested assistance-for such project from
USXID. 

While doubts have been raised on the desiranplity of establishing another
training institution in the capital city of Lome, it is difficult to find an
alternative. 
There is need for an institution that can provide the practical as
well as the theoretical training in the many aspects of human reproduction, ferti­lity, .sexeducation, FP motivation, education and technology. 
To obtain this,
three elements are necessary: 

(1)A qualified teaching staff, obstetricians, pediatricians,

General practitioners, nurse-midwives, health educators, etc.,
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(2) 	 A sufficient nuber of patients from which to learn all 
aspects of "family health;" and 

(3) easy access to other medical facilities, scientific, and
 
training institutions, for referrals, research, scientific
 
cross-fertilization as well as for coordinating training
 
program-.
 

Whila neither condition (1) 
or.. (3) exists outside o Lom, it is possible

that already existing facilities may be renovated, coabLn-d and/or programmd 
to provide the kind of in-depth training in "family health" desired by the 
GOT, This possibility should be thoroughly exp.lored before AD funds be 
cotmdtted for new construction. Hou-ever, in any case, whether by rencvation of 
existing facilities or by -mw construction, the establishment of a family health.
training center in Lotd may be a key element in bringing family health ar child­
spacing to the Togolese population, '4rban as well as rural. Purther-.rz, such 
center will be the first of its kind in Francophone West Africa and =ay well sev. 
as a demonstration center for other West African countries and accept selected 
trainees fron these countries.
 

The 	cc-tcr ny therefore be a poszibla invcstmant for AID in Togo.
 

There are constraints: 
 Care should be takan to ensure that the =ajori.y

of the health persormel trained in the center actually return to their rural 
euvirorent and have the facilities, equipment and material to practice what they
learned from their training. Another i-ortant point is the need for establishiN. 
health and demographic =easure=ents to establish the ixpact on health, fertility,
 
population growth, etc.
 

Directly related to the objectiles of the center, but not necessarily

limited to support of the functions of the center, AID may consider support to:
 

(l)Strengthening of health and demographic data collection,
 
analysis, storage and utilization.
 

(2)To the design and production of health education materials on
 
family health.
 

(3)To the developnt of curricula and training programs in family

health for different levels of trainers and traint-s at the cente-,

paramedical schools, and in the MCH and rural health centers,
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(4 )-Strangthening middle level health manar mrnt of the center onregional, division and subdivision levels through support toin-servica training saminars, participAnt training, etc. 
(5) Strengthening transportation and logistic system to assure bettersupervision of ruxal health personnel and distribution of anmdLecation , etc.
 

(6)AID might alao consider in coordinuaton vith UNICzF and u-PA,providing equipe t and supplies to l and rural health centers. 
(7)Assisting the-GOT to strengthen its epid iological suveillancasystem, provide certain vaccines and assistin tha.intaining"cold chaia-."a 

.The above Interventions or assistance would all support the develop.nt ofbasic rural health services and strengthen the .outreach of the a-,nrcj pamily.Health Center.
 

In the field of nutrition,However, AID could support the iCi nutrition Rrogram.specific reco"*nendat.ons for nutrition intervention villneedlated in further discuiaon to be formu­with the GOT, and taking into account the PEsurvey - (apreliminary report of that survey shows that childreh throughout
the country-suffer from chronic under nutrition and anemia)o
 

should 
The 

be 
foregoing analysis of Toga's health sector indicates that considerationto furthe-help to Togo in the rural health field i bilatara!
 

tiven
aid activities are expanded. 
The uniqueness of the Togo health situation hasbeen daeoastratmd in the foregoing. The health nirastructU-eopportunity to initiate inovative approaches to solving problems cocted
Vith the delivery of basic health services to the masses. 


pr2esens' an 

ther does exist in Togo a That is to say (1)
 
as best it 

well-defined ialth infrastructur_ that does function
can within its limited resources; (2)Togo health infrastructure is
manned primarily by Togolese and not wholly dependent on expatriate manpower;
(3)there is a GOT willingness to try innovative approaches in providing health
services to its populace, as 
is rendily apparent in the exa=ple of trying to
duplicate the Vogan Regional Pilot Health System throughout the country;
and (4) GOT plans to train and increase health manpower to provide more services
to the rural areas as is evidenced by Increase erpenditures for health services
and infrastructure planned for northern Togo. 
Therefore, should a bilat4al
progam coe about in Togo, AID should investigate the potentiale for assisting
the GOT in its efforts to provide increased and effectire health services to the
rural populace. Such assistance coud be in the form of assistiag the Govern­ment of Togo to duplicate the Vogau Health Delivery System finaued by WEO
throughout the country.
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ment et formation). Dens de tals cas, les dditeurs souhaitent atre 
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LA C9NliQMIATTIO,1J PHA1-ACTIQUE. AU SMUEAGAL ­

par le Dr. Sylvie EPELB.onI x 
et le Dr;. oneI:"ROBINMAt H ". 

Ce document s'inscrit dans le projet PHIA-EV "Environnement et
implications sociales de.1a.1.eclhnologie pha uaceutigue m-der.e, .et .trad±tionnelle au S~nigal", et fait directement.suite au PHAREV 
-I.. ...
qui traitaitdes aspects qualitatits des besoins pharmaceutiques au Sdn~g4olIi tente decerner plus particuli rement les aspects budgdtaire et l~gislatif du dispo­sitif pharmaceutique, le fonctionnepent des secteurs public et privf, les
rapports entre les diff6rents organismes et instanceq en liaison avec la
 
conso~nmation mUdicale.
 

Nous nous efforgons de presenter les dlments les plus prd.cis possibles, cbmpte tenu des infozma-ions-qu'i.nous a.dt parfoiso-ifficile de
recueillr. Les donnges 
chiffraes parfois.arides de par leur caract~re
thdorique, nous ont semble indispensables a connatre afin de possgder unebase de discussion a partir de faits exiistants et concrets.
 

L'6tude de la conso~mation pharznaceutique au Sdndgal se d~roulera
en daux temps : 

. r..,. 

'Rewartie
:Ciruit dI ppkovisionneerit et de dist ibution des mddi­
caments (PHREV..I5) 

-2&e jatie. : ..Habitudes de. prescrinti.on., e, de consormation ,mdicales 
(PBHAEV 16). 

X EUDA. 

http:prescrinti.on
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La Conso=Ation Pharmacehati'ue au S~ndqal 

Plan de l'dtude 

l~re Rartie Circuit d'approvisionnement et de distribution dei 
m6dicaments. 

.A)L islation sur 1"entree des produits au Sdngal 
.I.'Oriqine; des produits 

2. Visas d importation 

6 
Taxes douanijres...
 

4. Con t8le qualitatif.
 

B) Le budget Dhaaceut±cue 

,Budet harmacie au sein du budget sanit; 

a - r~partio selon les servic.s 

b - rAptition rgionale 
c ­ budget hapitai= publics 

2. 	 Cormentaires 

a - ,.;volution au. cours des dernieres annae6 
b - comparaison des difftents sedt ers. 
c. -Foigo. Liznbi 1 .1. exemtle. d un pbs§tede.a isold:. 

C) Les oransmes de distribution 

I. publics 
. ["' 11,exeipl.e du*C:u de Fa.nn demande et r ce-ion rr&­

dicainents dans um h~pital.,d'Etat 

b -La Phaj~a ro 

. Budget
 

f Vene des produits 

.Prix.des,id...ic.,3.ts 
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C - La Pharmacie de l'Hapital Princinal.'. 
d - La Pharmacie SLAnne-? ent de St-Loui 

2 - Les organismes Prives : les ossistes 

a - Laborex:,,-, 

b - upIA 

C - SENEPHARMA 

c - Caract ristiques communes aux'.3 

e- Syst~me de fournitures
 

f - mOyens .e..pression, 

Pharmacies %'rivdeset dr8ots oharmaceutirues 

I) ,Les ahrmacies privdes 

a) zombre et rparttition.,des officines- : la d" r 
nale gio 

b) Les pharmaciens 

conditions de cr-ation et d'exploitation 

fonctionnement des pharmacies 

* contr8le - s p.!"armacies. 

2) Les ddpts Pharmaceuticues
 
3) R6le effectif des 
harmadiens dens le conseil thraeutiaue
 

4) Les pharmaciens et la m.Vdecine traditionelle"
 

EY Les ricde ente desm Idits
 

I) Secteur public
 

2) Secteur privd
 

3) Comparaison des prix A la vente.
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F) La production ,locale : 
la SIPOA
 

I) histoire ee la crdation de la SIPOA
 

2) organisation de la SIPOA
 

3) objectifs que s'dtait fixd la SIPOA
 
4) liste des spdcialitds fournies
 

S) I'approvisionnement
 

6) la fabrication
 

7).'la distribution
 

8) lea probl~ms auxquels. se heurte la. SIPOA ' 
a) le secteur recherches 

b) le projet d'usines de pansement 

c) l'hostilitd des pharmaciens, 

d)-1'attitude"gouvernententale 

e) la rdticence du consommateur 

f) pour l'avenir. 

CC'CLU3.CN 

.I (voir PHAREV I5),
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.'6thodologie 

Cette recherche a dtd effectude'simultandment dans diffdrentes 
direction . u .ecite-rons-qid brtzvr~ont-

I)eau~e des services publics 

lMin~sttlre de !.:Santd1 
Inspection idesF.Phadrmactes. 

2) engufte rnende auvras des pharmaciens dans diffdrents quartiers 
de Daaavec Z1otavifentrelev~s .s~tmtaedodhacs 

3) entretiensav des"'dirigeants de 1 industrie Phamaceutique 
*locale
 

4) enquate*rdalisde 
 dans diffdidn-ts _,pbste de santd.de brouss......*et. ddpcts: phairmaceutiques nozin tr 

-5) tiaVailbibliographiique. 

http:santd.de


-Cir:cuitd'a~otovisioneent et de distribution ded MO-dicaxnents
 

L*ea-
diffdrent~s dispositions ldgi-slatives rdgissant 1l'approv±-Isionnement et lai.stribUtion des zn~dicaments au Sdndgal 1 nt pas 6% Ma­difides de can radiezile depuis .1960. -CO est pourguol. nouis en exposonsgrandes lignedi sans rep1:2ndre 
e 

en ddtails lea anciens textes existants. 

A.- tMgislation sur l'entrde ds ouisa Sndcqa1
 

1) 'Actueflement' .'laL-majoritd.4ed' pouts, finiW'~t srifn 
proViennent, de France, Oar I.Iinter'diaire des filiales-frangaises deS.trusts phaxraceutigue a multinationaux. Cependant, la-POliticue'actuelle eist 

de'xutil-te*:'Ie~-: y''--lounis~ur'jet des appels d'offzrossont faits,I par,l'intermd.diairedes ambassades a diffdrentes nations, notamment.l'itali.
"Espagnej'lea_.Etats-Vgjg. 
 le -bexigue, la Yougo'sl'avie. 
* 

-2Un
visa dtimportation est n~cessaie, 
our'..Intou nd
 
tout rn~dicarnent au Sdndgal. Celui-ci eat d~livrd par la Comimissin des visas*: Selon. certains,, de nornbreuses pressioni-peuvent 5'exercer aju niveau 

~'r-t:Fpar les labcretO'jre3). 

L.e6 codt du visa est de zvuuu zrs CFA par .produit.. 

Soion certaines informations,. ±3. nous avait dtd fait mentiond'une nouv ,'1le l6gislation obligearit les lab'Oratoires a reprdsenter tous
les produit's dev-ant t'ne comiptssion de contx~le, laguelle 
dlimineraitproduits faisant doull le ewpfo4i 
les 

avec ceux fabricruds ou conditionnid au Sdnd­gal ; cela avaiit at., POUr LItt dO prot~ger les produits SIPOA (usine pharma­ceutigue s~nd&7caise dcnt, nous raparlerons an d~tail). Mais catte inlforma­tion rious a '~inf l--e par 17nspeCtion G~ndrale des Pharmacies. 

3) Les ta-1.6 daua.xiires touchent tous les rn~dicanents, hormisceux gui dtaienmU 6nury6r~s sur la haste des produits sociaxx que nous
publide dans le PHAREIV 13. 

avon 
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Elles sont calculdes de faisiTfE-: 
-

-Taxe sttsid--d'i ~, cld sur la valeur CAPF 

(les sdrums et vaccins d6 I'Ixfistitut Paste'ur sont jadj1ement 
exemtas). 

Ains±'/"j-.urU Medicamet'doi- la: vlUr a1enr au S~ndgal1 est 
100..fr~j, Xa.tae,-syalav,a ' ~: .. ~, *.r 

-T.S. (3 F DF =Ifs ~r 

-Taxe forfaitaire :22 %de (C.AI. + TS + F 

r~.~.~.T~-35%de. C;-111p + T-S- Di.+ T.) . 13 A! do 

DOnc taxa globalta 3 10O+2+zgS'6m6 
AU toal56 %--d -la val***. 

Au~~~toa.~.%.eI.v ur.,CAP ;6t .61 -Wpourv'les--prdduj~s.hor m-rcha 
Conimun. 

Depuis l1annde -197-t-1e a dt entrepris. Une.
premiare traenche. e. 33, %a dea 4 appligue...-rngrg-un- certain retard,

pris dezzs le programe 
 (la.taxe 0 dtait pravue pour 1978), la deuxi~redie de 3:3 %de' ddt-e db it-'bit&jti.apii.e. 

tran 

......
4).Uncontr8le.cualitatif des- produits d'importation devrait sous.
 
peu fire mi1s en place au Sdndga1 : un devis.po* .1a.crdaticn~d'un laboratoi
 
re de contr~le a la FacuJltd de Mddecine-et~de*.Phrracie est ptat, mais sa

rdalisation n'a pas coninenc~s. Le rdle d'un tel laboratoire serait de 
con­
tr61dr les m~dicaments iznportds de l'9-txanger et ceux fabriquds sur place.
 

http:devis.po


B) Le circuit 
 iharmace
u.Q.apublic
 

I) Budet Pharmacie au sein du Budqet SantA 

NOUS rublions ci-dessous les donndes relatives au Budget Pharma­:ie, et aux -Iffrents.secteus qui sonti concernos, pour les derni~res an­
i@es. Les sources de ces documents sont :. . 

La thAse de m. LOUHOUD 
Tayebi, 1976 "Contribution a la­
tude de,la consomationm dicamenteuse au Sdndgal"
 
Le Budget gdn~ral du MinistAre de la Sant6 Publique d­
ndgal", annde finan ci . I977-I978. _ .
 

a Part du Budaet Santd dans ie udaet C-6ndal r' 

* en 1963-64, lea crddits..affectds a la Santa Publique et
 awe Affaires. Sociales se chiffraient A 2.806.755 frs, soit 
9 % du budget national 

en 1976, sur un budget gmdnral de 96 milliards de frs CrA
:.5O67 . 86 .COOy "soit5,3 % ~~ ..Ia...santd -Publiaue dont :.
 

" 3.596.775.000 pour la SantS,
 

*. 1.258.O21.COO pour le.mat4.iel, 

212.390.00 pour' des afketaticns pa ticuliares. 
b - _Rdpartition des. credits, allou*s en 73.et 74 aux hapitawx et

services centraux par le Service Central de la Pharmacie.

Sont Ogalement consignds lee crddits prdus pour 1976 1 
on no
te.. une .impor.tante augmentation'. pqrtant. notam.et ..Sur le mat6­
riel, et les,secteurs end~mies et 6pid~mies - Ceci est consi­
und dans le Tableau n" I. 

. 
., 
 o 
 ,. 


http:notam.et
http:212.390.00
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S., Rubicus .. 
- "1974 

tRdgi6ns madicalesI "I 

IService d'Hygi n~e
1
i n II 


- -tEp d mies
1 


ISecteurs spdciaux

I.. (Enddmies) 

t 


Ii 
 .. 

ICentxes P1_- de: Mldizia 

let des Doparteinents....


I III. 


IMatdriel technique et
irdparations 
,1

".. *. 

.. 
I .
 

laapitauxret Services :... 
Icentraux
I. -"... 
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. .Crddits 

I 0500.OCO 

" IO.800.COO 

1 


I 
-. 500.000 

I 

I 2.500.000 

1
~i c I 


1 

,. 1 .:I.0O00:oO00 

' 

tl"": 

I 

.. * "0275.0003,•. ,• "1 ' 

1*38.275.000 
III 


•1 . 

1* 


, , 


I Cradits 

1975 


I I0O.OCO.000 

1 8.820.000 
£ 

1 500.0001 


A£1 

1. 2,07.000

1 

_. I' 

1 

110-.0000 

' ' "- ' 

I .
 
I'I 0 075.1 • "1.,. i *a, 

1131.702.000 
i 


.. 1... . ..... 
I "1 300687.000I ,," 

1
 
I :. Credits prdvus
 

1 '
1976 


I '119.900.000
 

1 12.000.001 - 4 •, 1

1 
 £ 

11 2.000.000 1

' 1
 

1 
 ' 
I 4,0.000 I
4 0 .0
 

i I
 

1 
 1
 
104.00..OO0: I
 

. ' 

-l 'S: r 

*,
 
! ..."I 25.000.000 1

1," • . . 1I'
 

1 176,900.000'
 
I
 

340.000.00 
 I
 . 

http:340.000.00
http:12.000.00
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N0TTBLEAU 2 

I 	 m,• • . .. . ann 

1 S E R V'I C E S 	 ICr~dits allouds en ICrddits.alouds en! 
1 ,°.1 

lH6oital A. Ld Dantec1 	 116.000.000 1 118.000.000 1 

Ce-intre Hospialierderan . l3500.000 	 " ' 53 40.000 ' ' 1*I I .. . . "'. : " ' I 
MHoital Annexe Thio.. ... ._. .. ..A 00X CL( .. ... 4C.(--. 

!Institut"d'Hygiene 	 "16.000'.000 1 17.000.000" 1l . . . ... * . .. . ..---............. 1 
I oI .006000 1.000.000 1 

ILaboratoire d.e SOR (St-Louis) 1 2.000.000 1 2.000'.000 

IHCit7"L.de Dio rbe1 A 9.300.000 I :. 2.300.000.. . 

'IHpital Rdgional' de Kaolack i "7.00.C00 - "' 18.000.000 . 

tdn'tb-e Trnisfuio-S-n- 1 6.400.000 1 . S.4000Qo: .. ,I! I 	 . ,.r.L';ye -:.'. ".r; . .'" .. 

IHWpital PA-gional da St. Louis 	 I 28.00C.000 ! 29'GdO.000 I

! 	 1l . ... ...... ­

tlf6 -. iglcnai de Tambacounda 1. 3.M0.000 1 4.000.000 'I 
iH •t"1:i.... ' .'. r ",.500C .0.00- '-..-

Mgc a . i l.gpi 	 .1 

IHormation Principale de' Ziguinchor 

iH. pjita Pional d Thins. ..* .... L, 

7.000.000 . - .. .700.CCO.. 
OM.... . ..-.. 7. .l :' ..- ' ,__..A0O000.. .... .l ,.::-.70. -.-.- I 

ISoins aux Tuberculeux I :6.000.COO' 1 8.0O.000 1 

1Maternitd de. Thins . ' 2.000.000. 1 . :2.000,000 1 

I 6.082. L 6.082.000 

1 292.282.000 1 '307.282.000, L 

! Crddits allouds 1973/74 307.282.000 

1972/7p3-=_292. 282.01 

1 

! 
1 

Augmentation 

.. , ,i\ .... 

150000.00 

! 
! 

http:IHCit7"L.de
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TABLEAU No 3 

R'1artit11' ds crddi'ts a11ouZs ;cie'awc f4gions Tr e Service C~entral de la pharma..
Xext...lea.-ddpenses. en-zgdicamen*-s... its SZOU (an dehors des hdpitaux R~gicfiau'y.*en 73/74,..... " _ et.t mat ces cra"dico-chirurgical ;ldger. rie-m­" p ue~ mtre m 

I REGIONS M1EDICES I CREDITS .A ALLOUES Au titre de I 
'1973/74 
 "
 

"I Rd ion d Cap-lVer ": 
I C . H. 6 " , SI " •1-" "g,. •3 

P.S. ­1.. 5 "' ... . . " " "' '.. .. * .*. ,I 

1 Centre Hicspitalier de Rtufisque I16000.000o
 
I Polyclinique de Rufisque 

.0.C--

I Dispensaire Am-! Rufisque '00.0 1-1.000000

I P.S. de Rufisque 
.. 4 0I.IQ"00, 

I Dispensaire de Be A- ".-j: 1 . " 00 "" . 

, Dispensaire de Pikie'; '' 2,50.000 -
I Rdaion du SinLe-Salour. 1 . " 
1 C.M. = 9 ." "£-. :,) . ,.'.:.-i' 
 .
I . .. ­ 1 . . .: : 11.I P.S. 59* '1£ 

I Dispensaire de"Kao1ick 
2*'' '200%cDO 

I Postes Secondaires'de Kaolack = 121 * ',.,, 00

I Circonscription Mddicale de Fatick'. 1. 1.500.000f :":':::'................................... 1
.........
! tI 

1 1 
.........*- --

T e600000 
**.:, .-. . 

I Formations Principales de SokoneI 1l . . ' r-I O100.0O0 1 
I P.S. do Sokone

1I = 5 
900.000 

I Foi=ations Principales de Koungheul I 900.000 I 
1 Postes Secondaire: de Rouncheul = 3 1 500.000 1 

C.M. = Centre M~dical 
P.S. = Poste de Sant I QA 



-- 

I 
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MUM= 
CREDITS A ALLOUER au titre de

' " - "--1 
 973Z74
 
REPOR, 
 1 
 17.400.000'
 

I Circonscript ion MAdicaleI Rip de Niora du I
1
1 Postes Seccndaires de Nicro du Rip= 91 

1.600.000
C.M. do Foundiougne -..P.S. de Foundiougne •.600.001.000.000I Circonscripticn Mddicale 31de Gossasm 500.00I Postes Seccndaires 1.500.000de GossasC.11. " de Kaffrine 71 1.100.000I Postes Secondaires Vde Kaffrine 1.600.000
I C.M. do. Guinguinko I 1.6CO.0C0I 1700.000I o~~ II Rdaian de Thi , . - 1. 

. "
 
1 *C .M* , 8
I. 3I . ."I "' "I"".:" : : ..3 1 ".P.S..*. 

I Circonscription.Pdicaie 

de Thins


I 1.100.000Postes Secondaires de Thins 
1 . 

I Circonscription .91Mddicale " de MBourI Postes Secondaires de MBour 1 2.500.000
I Secteux- de - 61Joal 900.0co
 
I Postes Secondaires de Joal 

1 1.600.000
 
I C.M. de Khombole 
 400.000'
31.600.COO
I Pcstes Secondaires de Khombole
C.t4. de Mkbdk = 41 600.0
 
I Pcstes Secondaires do -khd 

I 
1 1•600.000I Secteur de Tivaouane 

I Postes Secondaires de Tivaouane 1.500.000 
61 1
I Postes Secondaires de Cayar. 700.000 
 1
II P.S. de Thiadiaye I 600.000
 .
1 ::: 600.0000 1
10, 


http:�.600.00
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I ~* 
I~EGI~S 

, 

~I~TXS-. 

.~*1-. 

7 I EDIS-fALMu~ alu-ti ttodo3 
1973/7 4.: 

-

IR~gion d~u S~ndcaa1 0riontaj 

I C..~ 3 

.* 

*'*I 

I CX!. de Tambaccunda £-I Postes SecondaireS de Tamba *61V
I Circcnscriptionh.!d±da. 63 Bakal,I P.S. de Bakel' . SIT7 
I C.M. de RKcecugou 
I P.S. ee Kdotigu 71 

I PRAgion de Cas amance..I!~L 

2.000.000 

I1 .000.0o 

I.000..00.. 

7 

. 

I .M m 6eSatih .2IoI 

I Secteuz m~ddical d'Oussouye
iP.S. d'0uussoviye:

I t.M. ee Bignona 
I .Se inona 

I C.N. de ~Eddiou 
I P.S. de S1'oP-. o uC0 
I C.11-. de Kclda 
1 P.S. ee Kolda 
I C.1!. de V61ingara 
I P.S. de Vdlingyara 

.** 

I600.000 
71 

I2.500.000 
*'=I!2.000.Coo 

12.000.000 
.81, 

.31.700.000 
m61 

3 
- 31 

1.200.0CCO 

.100.000 
600.000£ 

.. 

1.0.0 
*i 

1 P.S 29 

£IC.£ i iu!e 
I P..egode Diourbl 
t C.I. e Ba-e 

C.o 
1.0.0 

. IOC 

£ C.?'. Sondie deawbey 31 ±.000 3 



REGICHS~ IC~i~ VA 

.1GIO RS EDCAL S ICREDITS A ALLOUfR au titre de
I I 1973/74
 
I~ C. ~ . o 1' ~ ac I81Postss Seccmdaires c'e ?'backc6 aIC.P. ee Lingv!.re 51 

1
IP.S. do Lingu~re w 71
IC.r. do Xdbdrner 1SPcstcs Secondaires de Kabamer -51 

1 


-M~agasi eu devceceSantd daO.SeOtUlij. 

jPROVISIONS
I Transports meicmet 

I' 
I CUpenses de nAdicaments 11 

11MmrAvu 


Dakar 

00 . 000 
1.2OO.OCo 
I.100.000 
1.400.0oo. 

8C00 
I.200.ooo 

806300-4000 

. 

I7.70.cO . 

1.000.000 

.O000. OCO.> 
100..CC. 00 

~ 
A 

le .22 IeW1're.1971 

http:Lingv!.re


Los docvnrents prdsentds ci-ddssous-jreproduisent certains 6l6ments du
c'bapitre 542 du budg~et du Minist: rede la SantO Plublique et de 1'Ac­tion Sociale, po-ur l9 7
I ~- _r_tef-prvisions pour 1978/79. 
-.. -T *ABLEAU.D.fl., 

11 

1977/78 1 1978/79 
 1
 

I 1jadcesP~ios'b~icle.Is 124.105'Owl 

.I A.zt. 85801, 


I 10-6:iaets 
 .pour 1'Institut d Nygiie, t'de 
I ~ 4 t±S o~og B.- ...~. 

I ... 
 - 4.. ..Z--- .0Q0 1 35.250000 
i Art. 85C 
I- 1ygna et_~PZ9pIy1aX±..4U,.*-Cap-IVBrt vacoina, mdi . ...caments... 1
 

...- .7486.000!7.8.oo I
 
r-Art._-8630-*-.-.......-....ta... 


MeIns cides, -vaccinsl, maidrial' technique, .£
I 8. 0oosj I 

Art. 8I Ettecnr"grandes enddriesl matdriellSments etc... (su.r urn budget de mdca-!111.681.000) 1. 300.'000 1 *. ~ 

I Lutte contre les enddmies 
. hr ....-

F-.t 86920. 
., 

oo 
I Capag-ie de rrasse 

. -61"'00
 

IRdITcameNts es secteurs spociawc ao1-cetre les -grzmde-end~mje la 1uattl -Y I
5 . -.-.. 1:.~' ..-.-.... ... 24iOi£ 

I 140dicaments, zatdriel rdical. duJuu~o 10400 0 -etr.'t:.t 

~CetrepmB dapetements. ;divoes) --.... .-.. 35~o 

http:r-Art._-8630-*-.-.......-....ta
http:7486.000!7.8.oo
http:et_~PZ9pIy1aX�..4U
http:ABLEAU.D.fl
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TABLEAU NO I 

Budr'et uopital ubc1j., 

I 
 ~~~Ira]. Imat.
1977/78 
 ci at-hrm~~;
.
 
_ _ _ __ 

1 1978/791 
_ _ _ _ _ _ I ~ ~ -.TI 1977/ 78' 

nntC7Dakar 1351.*800.00601g .UU
 

1Cantre kositairde.p 
 Fan 165.736.000 i 80.600.000 1 .88.600.0co I 

eff-.4A~-Lois 9.17.00 145.OCO.OOD V' 45.0OO.000 I
 

MBpita1 ea. Kaolach 
 .1 81.879.000,1 32.000.000, 1 33.50dioodd" r
 
iH~pita. de Thiaroye 

.
 136.048 000 1 31.098.000 1 'L.~ 

1Hapital de Diourbel 'i.3 . 1530.0 32.T 

1H6pital de :Ziguincher 1 2-9 000.o.1L.%13 .000.000 L.. 16 9OO.000 ! 
IPharmacie alAprcv.Daannl~ 
2.800.000 1 £ 
 . 

IPhaxrmacie'd'Appravt. St-Lou±s .1 50-0.000 1I 
 3
 

ICentre National de Transfustio 
ISangune"-Dakar .. .1 24.05-6-000 1 6,.50O0.0po0 .1 i4*.0 ! 

Ites de Sant 
+ C.M sauf C.V.)l 
 I 44.182.0b 1 43 0 

*1!Camp pOnal do Koutal (interne-! 
 ... 3Iment des ji4Fj~dx L~tdsqat*.1-2,.9L! 
I 

IH~pital de C'irossogui f 70.200.oo0 18.000.000 1 I18.000.000 1
 

1Upital do Ildio.m 
 1 52.050.000 1 14.500.000 
 1 14.500.CCO
 

http:L~tdsqat*.1-2,.9L
http:44.182.0b
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2 - Coentaires 

De ces chiffrerm, nous'pouvonsI d'emblde tirer quqtres ob­
sorvations tl-ss simples. 

a ",L'auamrentation des. crddits allouds au fil les anndes aux cen­

•itre 
- -spitali; x~i-erat_/ mpprtAtq.-p

1977/78. et 1978/79. 
_qertr'.n se 

Example : HppItal Le Dantec 

73/74 I 74/75.' 1 7-7/78 178/79 

Zt6.ooO.OOOgzg.000'.CDO .119 000S0 0269.d0.000
S. Is . , ., 
ou, coins spectaculaire, Fann. 

- : 

. S 
 .... 
 . . . 

53.500,0001 53.400OOI .oI 1 86.40. C~OO 88.600.000 
alors quelle Gtait infiine entrs 1973*et 1974. 

La rdpartition tris indgale en rndica,ments et subventi~n an4 -.,5
lea agglomdrations urbaines et le milieu rural. 

En 1974, 1'--lokat D r-T-u...s-St-,Louis,.u repr:*. 25
de la population du S~ndgal b6ndficiait de plus de 60 %du budget 'midical 
(239.650.000 frs). 

.
 

b -Comaraison 
entra lea diffdrents sectu-s
 

L'analyse des donndes de 1978 et du tableau nO 
5 montre la
 
stagnation dans certains domaines, pcurtant fcnda.entaux.
 

Exenples 
 1 1965 1 
 1977 
 1 Evolution
I 
 !I 
 ,

I 
 , . ..


P.i:. I. Da car II 10. 000.000 1 IO. O. 0 ! ________/1 0 ! 


P.M.I. ddparte-! I !
ments 
 I 12.500.000 1 3.500.000 1 . I 
Le secteur P.M.I., ddjd ddfavorisd dans la r6gion dakaroise, a
 
vu ses moyenk largement diminuer dans lea autres r6gions.
 



.TABLEA~U NO 6
 

Rapael de ces mnmes donnges il y a 12 ans.
 

1 "
I1 
 IExerciceI96SIExezcice..Z96 GlFxercice 1967 I 

IRdgicns Mddicales
1 	 1136.0006000 1 136 CO0.000"1 I110.000.0001 1 :1 .	 11 

IIIService d'Hygiane des Regions1 

ILutte contae lea 6piddmies 

lMddecine de 'asse 

ILutte contre lea enddmies 


*1M~. ID -..,.a 

IP.1.I. (Dakar-fflddinam)1 
1 

IP..1.(paztements) *112.,o0.0 
I 

Mlpitaux du Sdndgal 

SO A L = 1 
 .'. 


1I 

11 


..........
 

IC 


1: 14.000.O00' 1. 00.000 A lLk4;OdO.oO 11 . .1~ 	 *! ".1:1 

Mow I00 --

1 1.500.000 1- 1.500.000 1 

' 	 26".000.000 1 30.000.000 1! 

1 6.C00.000 1 6:COO.C00 1 
-
1*o o~poI 


1 10.000.000 11' " "1-,

1 	 1 

1 12.500.000 
'.•.I
 

,ooo £ 
8000.000: . 1.s1" 


<'1."
 

1 
.I:,,:' 


1270.COO.'000 1 257 830.CO0,,,, 


1480.SCo.Oo 1 465.930.0001A 

" 	I' 'I 

1 £ 


1.500.000 1 

10.000 OCO' 1 

400.000 1 
Isoo 

p.000.000" ".- .'.-. 1 

. 50700.000. A 

207.000.000 1 

370.0.000 
'1 

I 

"I 
1 1." 	 1
 

I Ir~ eII III HUI )::
II
77 .p ,a,,:~ .~~ ) 

http:1480.SCo.Oo
http:lLk4;OdO.oO
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Enin, Ie ddsdquil±bre important qu± existe entre, l'approvi­..sionnemnt en mddicaments des hdpitaux et celui des dispen­
-saires I aln_-en 73/74 

307.202.000 frs dtaient destinds aux hapitaux 
100.0O00.00 frs aux dispensaires.
 

Pratiquement, il en rosulte une sitation sanitaire cri4Atn,dans do n.cbreux postes ruraux. 

C Prenons 'exemule extrame du .ostedo s mtd deFon--dpeartement de Ngdougou, Sdndgal Oriental, aux 
Lembi, 

frontiares do.Guinde, couvrant une population do plusieurs milliers d'habi­
tants.
 

La carte ci-contre "Infrastructures sanitaires(Dr. L. ROBNEU ENDA) au SdnAgal onmcntre 1976"tout d 'abord la, disparit de densitK de 1 'in­prastucture sanitairs entre les diffdrentes regions, et notamment-la pau­vret, en dispensaires du Sdndgal Oriental (limitd grcssigrement au Nord-
Ouest par deu. lignes allant de Tambacounda a Bakel et Tambacounda
- Kdou­
gou au Sud-Est).
 

Les fcurnitures pharMaceutiques qui arrivent a Fongo Lembi :vien­nent de la Pharmapro de Dakar, qui envoie une con=,ande groupde 
 Il rd­ion A 1'hapitai do Tambacounda. Do Tanibacounda, des mdicaments sonttis entre plusieurs Cntres do sant 
r .az

ddpartement aux. 

A Xddougou, le Jddecin-chef doit approvisiqoer +Snpopre dispen.mire et 9 postes do santa
borokoso, Maria (Salemata, Bandafassi, 
 .yPono!Lembi,L....i Ten-cms,Missi.a, Dindefelo, Kossanto). 

Fg 


Ainsi, en ddcembre 1977, lVinfirmier de Fongo Lembi ne se trouvait­il plus en pcssession que de quelques comorirns de nivaquine et d'aspir.ne,
 d'une cu deux anmpoules d'un millinn.dounitds de p~nicilline, de guelgues cor

'"esses,
 

http:d'aspir.ne
http:100.0O00.00


INFRASTRUCTURES SANITAIRES AU SENEGAL 

H. Total Sinigal 

* 7 * Grandes *ndimits I sectis del
0 Paste do soni~t publics ripetion

opp' uximolivy)
Limhe do aoclou., ets t 'oades Eftdomits 

0 0 Capitole rtgionole 

0a20 40 50 so 1001(m 
X. 233 119771 

- fTHIES oo 0 

00 

*oIO- 0" 'a 0 0
 

% 0 
 hAOW*~0 0 

6***~* o2 STAMBACOUN.DA, 

.o*0 00 

00 

@00 

46 0 0 0 
A20 

~0 
00 6n 

* ouc :ULinl OINAUEvionOmt hcau**'0 *ossug u17 
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':.-.La derniire 'ivraisor avait en lieu,troismois auparavant, et,au fur-et-A-nesurr .es; tris son p~mpre lot avait dtd rdtcU.-i:, pour Ijsb mddi'caMents. essentiels, ' .une ou dbux boltes de I. 000 co'rriined de' nivaqu>in'', "2 botes- d'aspirne et desulfaguanidine, 40 millicns de p6nicilnei ree •prdsentant 4 a 10 traitements cormlets (un traiterent anti-infect±e k..m1J~nmum et efficace nfcessite en mcyenne pour un adulte deux injections.quoti
dienies. do la dose- d'I M.. de, pdnicilline pendant T jours). 

Voici donc quelques. chliffres illustrant 1 'dtat do d~nuement 'au
bout. do la: chalne do distribution. ;.,
 

.Enfin, rests le problime, du d~tournement 'des mdicaments public'A des fins privdes qui s'effectue A diffrents 'niveaux..de la.halne d):­transport et de distribution. On retrouve ces produits dans lea marchds,dans les ddp6ts pharmaceutiques.i, ailleurs... "avec-des indications bien souvent fantaisistes.. • . . .r .. 
Tout ceci anti'ipe ldg~rement~ssur le chapitre*su:vant :.la dis­

tribution.
 

as- 0T-nizz-as de distri-uticn-
T ,.~~~ r i. .... .. . . 

i) PutLbics
 

a L
L' exemrle d" Fin demande et recemtion des:mdicament. 
danau hcpjita1'dEta: E . "
 

Prencns, d' abord, 
 le probllme de distribjtion . 1' envers .""Cmmentun h8pital peut-il se fournir en w.dicaments ? Le circuit classique deman­de reception de mdicaments nous a dtd exposg dans ses grandes lignes parle Ccoteur*Badiane,. ancien pharracen-chef '1e 1'hep tal de Pann.. .... " "." .' ." :" " . . " ' ": " . : 

" • Le budaet est rdparti entre les mrdecins-chefs des diffdrentsservices, en fonction- du ncmbre.,de. lits :et, du:€ot 
y clinique (par exemple, ia un grcs budget pour les maladies infectieuses, car tous lee malades de

l'intrieur arrivent a Farm.. 



2e% 

A partir du.budget partiel qui leur est allola,..les m~decins­chefs, font la co.nde. "1 y .adonc une nomenclature hospitalire plus despzzduits ."hors nomenclatureiqui sont des- "extras" pour lesquelsdo uno fr.uro au fournisseur, on deman­
le tout en s. arrangeant pour ne pas Otre end6passement. 

A la pharmaciie tout est regroup,. le rapport global- der prfsenta­tion de la Ccczmnde est transmis a l'Inspectaur des Pharmaciesau Pharmacien-chef qui 1'envicd' apprbvisionent, celu±-ci rassemb_e,._utas*lemandes qu'il passe co­globalement et r~partit a leur a zrivde". Pratiquement,:"il arrive qua tel ou tel fabricant n'exdcute pas la conmande car certainesdettes ne sont pas encore rdglesA (on. s'adresse diractement a.eux, et on
ne passe pas-,par lea. grossistes; que pbur les urgences)..';. ... .. 
*.* 

• -:.
.I1 arrive 
, 

. 

alors parfois 
. 

quo les phatmaciens.ne sOient'erysqu'a 60 %, .:.si des laboratoires n'ont pas voulu liveer acause,du.retard deo.paiement. Il faut alors s' approvisionner chez. les grossiste
'at'gent ee"t d'j& e..gagA. ailletira... 

.ue
 

b - organisatioa 
de la Pharmam.jo
 
La Pharmacie Nationale d'App'rbvisionm'ent
Pharmacies r o-uDirectn des
Pharmapro tient le rdle de grossiste distributeur de lEtat
elle ravitaille en m~dicavants et matAriel .toutes les formations publiques
h6pitawdetr-ce-tjes.
..
eF-Lx.. ... 


fisque, installe a Ru-.elle depuis 1953 a Dakar-Hanz. 33' travaillent dans 1 'ta­blissement dirigd par un pharmacien. 

Budget
 
Hormis le budget de fonctionnement .(5.428.700 frs Is fczi,annuel de rouleent pcur 1977-78 est de 800 millions de frs CFA. Cette som­me se ddcompose an 

r450 millions (fonds :f"roulement, fidtifliautilisa­
ble)
 

3150 millions 
(ddcouvert utilisd pour toutes le's op6­
rations).
 

http:Pharmam.jo
http:phatmaciens.ne
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Los 800 millions, sur compteun spcial 'du Trdsor, sont avancds 
p= 1'Etat, et lui sont,.rumbo~ts6s au fur-et-a-mesure que les formationssanitaires payent les fournitires demanddes avec leurs credits de fonction 
ne.ent. 

Le fcnds de roulement permet la constitution d'un stock de rdserve suffisant pour faize face aux a-coups de la demands, avant mdme 1'ou­verture de l'exercice budgGtaixei, ca que ne-pqrmsttraient pas de simples

crddits budgdtaires.
 

Le budget 1978-79 est comparable a l'annde pricidente. 

Fournitures - Fcurnisseurs 

La prioritA"est donnde*"a.'la" SIPOA (Sacidtd . Idustrie1e Pharma­ceutique de l'Ouest Africain).dont-nous ddtailldns plus: loin 14 fonction--inement). Quand celle-ci ne peut fournir, des appels d'offres sont faits
 
aux laboratoireS 
par le biaiz des amnbass~des. 

Selcn M. NDIAYE, (I) 26 % des achats de mdicaments de ,la Pharma­pro sont faits A la SIPOA, ca gui concerne 37 % de la productionde la SIPOA
 
soit 148 milrions de fzz- . '" 

L'achat de Eddicar.nts couvre 70 % du budgat, le. 30 %restant
dtant consacrds au materiel chirurqica i._..... 

Au .tota. donc 75 % des achats provipnnent do 1"6tranger, et en 
majorit~do fournis seurs frangais. 

-. 

Des orqe f ..rt~riels, de .- anque.de-personnel, d.'orani-saton,7entra~nentdes retards dans l'approvisionnement puis dan- i'acheminement
des produitsj ce dont se ?laignent les centres rdgionaux.
 

Vente des orcduits 
Les 6 tablissements et organismes s.uivants ach~tent le$'m~d-ca­

nants a la PHAPIPRO A .leur nri:x de revient 

( 1)DIAYE (M.) "Les industries pharwiacetiques a Dakar" MaItrise de"Gdo­
graphie 77-78.
 



-22­

" Hapi&Aux
 
Dispensaires publics 
 (centxes'mndicaux et 	postes'ao santd) 

- iolontaires du Progr~s 

- Dispensaires catholiques 
S.,rPeaca Corps 
,w , . o.... . 

" 
Maiscns Familiales do This:.
 
- trojet Belgo-Sdndgalais 

..-- Projet gantA de :Gcssas. 

- Comunautds rurales 
U 

autres associations de 	bienfaisanc e r.eonnues 
" 
orgaziismes 7parapublics divers ',-"S..... 

V7. .
 

Les pha~macies privies achatent a 
la 	PHAPMApI O les .wrdicia ts..
aux prix de rvient majord de 	 25 %. 

Prix des-mrdicaments
 
Nous donnons ci-
 essous pour exenple, l'egs prix &V,l'nit 6I 
 o­du±ts Pharmaceutiques les plus coura~ment vendus. 3( 

TABLEAU N: 7.
 
' PRIX DES 
 NTS LESIDI PLUS CORANTS (PHIAPRO1978) 

I F.l .
 
br*om ** Qatt

I 	Aspirine 
. 

I kI 	 Nivaquine .100
I_cpI 	 Flavoquine 1.!
1 	Pnicilline • 
I cp . "80A i" ...
I 	 Extencilline .. 60" 
 600.000 

.. I" I.2CO.OoO U , .	 
50 


! 	Ganidan 89 -
! 	Puiomaefcm c !~~
1 I.O00

0,25Cp 1.754Quinofcrme 
. 

34,30........-I 	 .....................

O,5
I 	Pomade M~rc ".3nef- 34j 0M 	 I tube
1 	 .. L 40

88
 
(1) Les prix changent d.'.un jour l.autre, sauf cux e A ,'
pour1 annie. 



.. LU 

NfOnM Quantitd ~-'*- iu:-~ ~C!~~ ''~~ 
I Quizimax 10020 
I * 1 0 10 I ~I9 
I Argryr-3 1 li2 1 1
1 .- 'Aitre~ 1 l *' 0 

I~~C Heayc*i1. 
I - Bdidop~n- *.i.tjr*I -. 4. 610
 

I Eurax 
 23 Soso-
I GSluc atp e I tub 223ic~ 

IGlucosd iso 1500 cc£ 

Ces cquelquas.'. dhifftes*.,oimen uwIe6'dde' 
0.T. 

LC'*k~ 
caments courants.
 

D70us envisagecns l'e*systtme, def~Ti~ 
 ~ 1 e acma 
.. so-e;a- ave .-.- :._ dans.le .Prived, 7uchapitte "Prixde vente des I c. ... ... .'*'.i w K 

Le choix des inddicezrents cdpendo bi'e r'eedi de la cdiisiondes visas.-


Une liste.Ce 305produits disponibles 
 a didtbl la PEAR­

........
 La rzsainacie"de 1nop-tal §D aetautonome.iknia 
-~ ~ Suu ai~gd-rL par 'la France enivertu d'accordls frnco-sdn~galais. Sa pharmacie le ravitaille en mo-dicaznentset materielt l'ensembJle reprdsentant 162 millions peur--9W-.Sur cette som­me, 75 millions. sotaffectAs .. a.,!4hat dtzrdcmns dot*69;,5 rnil.licns 

Sur les 5, millions dfachats &uzs',±fi~ 2,;5'millions sont d~espconmandes a la SIPOA et 3 millions aux grossistes, sans passer par la PHAR­
?4APRO 

http:liste.Ce


$03 actionneires cant, eepuis 1973, pcur~unae part ajoritaire,dcs pharmaciens imtallds au SCngal, doiit 34 plupart- sont sdndgalais ;le 

Sc 
ZcT a'. cat de I48.(oo0.CC frsa. ,...* .7njJ. -. '~ " : eu -e ".-: 

gran&;changeents
-a etrdo lentreprise ans la politiV9: rel~chement rdes relations avec .les socidtds LAfl-M.ktaildes ailleur n ±s­en A~fticue, rncdemn±~sat~J,,n~ Ppiyens,, de *la.-gestion faite 

Z. 

I. 

tal e rs, st e i331.5069 u so '3 dont.,e- L 90of% ont en esi-ioiziifid 6h,n'Fran*Ze.4rw 
~ :~l* 

L UnindPLaraceutiue Indfiaie dt crd n 197 aurca i­
paraiV28,
des phrrains de k2,. cganra~tti 

CoL ralisdr.. 
'U.A 

L3BOo.zili & 
Sone est..r d'oc-~ea res.- eat .!4n 7.6;nt.. n rgesie.p

1974,s
atteilna tI.C0miliard dob 1977.t.qe3!ertrcphzmnen, 

m1 e iLaeSO ct~ hr~ u~c u ~ ~ a~' u e e 9 5 a e i 
Sa~~ENE28,5 Umiii n de 9franc s Pro7disa 70uxop de10ee 

:tutd Frane, s.efonc A~ .dpu~~re. 7.6 m<-:r* au 

des -s6- R if adafrique, DICOPA. Le chifffre d'affaires "pr~hvu" pour 1977­78 est de i a 1,2 milliard. 

http:I48.(oo0.CC
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d - AU VTOAL 
Ls trois socidt~s de vents en gros des m~dicamonts, toutes ins­tallies A Dakar sont les seules a avoir le droit de conmnander, dadouaner,
fournir les officines et hSritaux. Elles ont la mgme fonction gui est derQcevoir des mndica-ents canditionnds et contrOls par le fabricant, surlesquels est apposd le visa.. 

En thorie, alles sont trs diff6rentes': SENEPHARMA a 6td conqu
pour briser le monopole ddtenu par IMBOiEX et UPIA, mais ddja certains sou­haitent la cration ,du quatrime larron pour "brouiller les acrtes". Enfait, si 1'on peut constater que l'apport du capital de LABOREX est varid,quo clui de-1'UPIA est entiremnt-dtenu par des pharmaciens, et A 81sdndgalais, %et celu± de la SENEPHARMA 100 % sdndgalais, on ne.trouve, en
dehors de la diffdrence de conposition du capital, que.peu d'originalitA
chez chacun des 3 grossstes. Tous s'approvisicnnent 
pour 90 %A 
95 %l'Otranger, ont le mgme rdseau de distributicn, les m~mes m~thodes, des
chiffres d'affaires du mGme ordre.
 

e - Le sstame de fourniture
 
Aux officine 
est" le m.fte que'la. syst~me frangas es, produits


sont fournis : 

- a crddit payables par -traiter,
 

- ou Jau 'ccmp-Eaht (avec dans e 'Cis, ine "ristoux~me" gui estpass~e de 5 a 3 % en 1974. 

f 
les pharmaciens 

Lsmoens depresson exerc6s sur parles labotatoires et'les grossistes, rel~vent surtout de lapratique desnitds gratuites" distribudes pour chaque commande passde. Ci-dessous nous 
"u­

reoroduisons un passage A la liste distribude par un grossiste aux pharma­ciens et officines oQ scnt indigu4es pour chaqu6 produit les "U.G.".
 

LISTE.DES PRODUITS AVEC NITES GRATUITES AU17.01.977 



V"
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d -AU TOTAL, 

Les trois socidtds de vents en gros des mddicamentse toutes frs­talldes A Dakar sont les seules a avoir Is droit de commancer, dddouaner,fournir las officines at h8pitaux. Elles ont la mime fonction.qui est derecevoir des mndicaments conditionnds et contrOls par le fabricant, sur 
lesquals est apposd le visa.
 

En thdorie, elles sont tr~s diffdrentes : SENEPHARMA a dt. conqupour briser le monopole ddtenu par LABOREX at UPIA, mats d J&- certatis sou­haitent la crdation d'un. quatrime larron pour "brouiler les-acrtes". Enfait, At l'on peut constater qua l'apprrt du capital de LA OREX est varid,qua celui de l'UPIA est entiArement,dtenu par des pharmaciens, et a 81 %sndgalais, et celu± de la SENEPHARMA 1OO % sdndgalais, on ne, trouve, en"dehors de la difference de composition du capital, que: peu d'originalitd
chez chacun des 3 grossistes. Tous s'approvisicnnent pour 90 %A 95 % al'6tranger, ont Is mtme rdseau de distribution, leas mames'mdthodes,.des
 
chiffres daffaires du m~me ordre.
 

e - Le sstame de fourniturs
 
Aux officine 
est"le mame que'la.systgme frangais .es produitssont fournis : .
 

a rdit .payb.es p -traite. " 

. ou 'ai t,6ptaht (avec dans ce cas une ,rist6ouxie". qui, est 
passde de 5 % a 3 % en 1974. 

f- -Ls mvens de Pression exercds s ur leas harmaciens parleas laboratoires et"les grossistes, relavent surtout de la prati.quedes "u­nits gratuites" distribudes pour chaque commande pass~e. Ci-dessous nous
reproduisons un passage a la liste distribude par un grossiste aux phar.a­ciens et officines oQ scnt indiques pour chaque produit.les "U.G.". 

LISTEDESPRODUITSAVECUNITESGRATUITFSAU17.01.1977 



- 2 A t,.bour, 

- A Kaolack, 

- " a Diourbel,­

- 3 A Saint-Louis, 	 ... ... 

- I A Bignona, 	 ...... 
: 

, .. -. 1 V. , '."" - , . 

2Ziguinchor, 

- A5&ThiI.,
Ir. 

-I A Kolda,, 
TI , 

I A Tambacounda,
 
I&NJI bakd , • .. ~ '~....
 - ack 	 -*' 

V Louga, 
. .. *.. --. 7. -. , , 

157 pharmacies, soif 76 % se trcu'vent.dans 1'agglomration urbaine Dakar-
Thias, ce -uireprd.sente,.une dnorme concentratiom..de rossibilitds pharma­
ceutiques sur une faible surface ; cela fait une pharmacie pour 19.000 ha­
bitants dans la rdsgicn du Cap-Vert. Les"4.200.Q00 habitants du reste du 
pays sont d6sservis par (75-52) = 23 pharmacies, soit en yene une pour 
182.CCO habitants. 	 . . : , 

_.. Le tableau suivant indique la densit de pharmacies par rgions
 
et le nombre de pharmacies par habitant :
 

,'.T_BLEAU.N. 8 ." . . - - . . . . 

U I "N6mbre de I'" !Densit! d'hA 
I Rdgions : .Vlles. .. IPopulation !bitant/phar!V 	 Ipharmacies 

" . . " I Imacie 

I. . ""Dakar-Pikine-Gudia-! 1 1 1 
ICaD-Vert 

. 
lwaye-Rufisque
! 

1 52 1 984.666 1 18.936 !! 	 1 
!Thilshi.s/U.bcur " 	 7 1 698.994 1 99.856 
 1 

I I
 
_Sne-Saloum. !Kaclack .: " 1 4 . 1.007.736 1 251.934 

.Diourbel Diourbel/MbackM . 3 1 425.1I1 ! I41704 ! 
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NOM DU PPODUIT QTE + U. .G. QTE + U.G. 

SALVATIS POUDRE 10 + 
SER0RHIN;OL COUTTES NAS&aLES +I 
S0LUCETYL ComppaMES ErpERES 15 + 
SPECIL 9 INE POMMAIDE 15 G. 

SPECILLIE COMP. 200.000 U.I, 10-+ 100 + 20. 
STILLA C0LLYE ±+ ± 
STIMUTVNYL 28 AMP* BUy. jaDUT 29-+ 
STIMUTONYL 28 AMP. BUy. ENFANTS 2,R +I 
STEP0wYCN I G. 4 mL SpECIpA 10 + I1 100 + 20 

-STREPT0MYC~IEZ Z' 41'inl !SARBACH, i. .,I±0+' 1-'~ ~~o 20 
STRUMT PENI CL150G0/2I'MSAAC 0R±. . 10 20 

,STREPTO. PERML 1 G(/3. M.,.SARB.CH . 0+- :*:~**0~~ 20 
.!!STPEPTCo BIPENr.T G I M~ILLICil '16+. ' X<'X.*04;- 20 

STRONGENOL XW1OULWS BL:3; 15 + 

D - Las thamacies Driv~es.?t. esI..dk' ts harmaceUtiques 

* 	 I -Le's hnacies privles 

-a) Nontbreet rdiattion des off ifres 

Il y a actuellement 7.5 pharracieAd'officlnes ouvertes .wS"~ a 

.9-.--~ ~ ~ b centxe1 2*r-.'.l;--*.'~:~... 



* - ! lZiguinchor/signon.I " - IiMasar'ance 
 IKolda_ .. I 
*.--
136.527 .! 184.131-1

1Rcricn du F1euvt 
.. 

Saint-Louis I1 '17f. 528.437 1 .145 

T-I I-
MRcion de LoucaILouqa 
 .. *..- " "•'" . ! ,. 417.737 1 417.737 !

!Sdndga1 Orienta!Tambacounda- _ ' . 286.I4*•................... 1 :286.148 1
 ....... 
 .. .................. 
 .... ............­ ~*r1 TOTAL(I) 1'* . .1 '-75 1 5.085.388 1 72.648 
• 
 " ,o. . p ". °'. 

• LA encore, 
. . 

la d ioarit par Agion est -vidente 'ragln, ' Louga; avec une phaxmacie pour 417.737 habitants et cello du Sdndgal Orien­tal sont les plus ddfavo e 
• "" ".. ,' .. , '" ,'. ".a 2 

Cue ce soit dana les domaines public ou.p iv6,:l'±inalitg entrerdgion est..'.fgan t., ,do..:ne .-i , .. 

b) Les nharmaciens 
, 9*, - , . .. . _-

Le syst~me 
... 

des dtudes est"ld m~me"'en France. Des dtudiants
viennent a Dakar de p.lusieurs i 'A rq­1978 gur d dersd uest. ade - - d-lzFacult s. de Pharmacle , otne, comprend qua 5*:'Sdndgilais,';Ainsila prom.tign,les autres
 
venant du Bknin, 
 du Libria, .de.la..Gujnde,,du,Togo-etc. " " " 

. . pharzMAdienv, 4 "sont frangais, 5 Libanais.akar,sur .47 
. 

Ccnditicns de crdaton.et..d!.exloitation. ,
 
otvr.t n ph .ouPOUr"o0vr.ir' une phar-cie...pie 

l'heure .actueil,"i! faiu-ittregalais. (-aht s~nd­1973, la condition requise dtait. un. antdcddent de'cina ansdG service au Sdndgai). S'il existe encore aujourd'hui a Dakar deux nharma­
c--s crdes dans la deuxi~me mcitid du I9 me.:.sizl...;ombreu,-s:ont le scrdations r6centes. 

. . ... . . .... . . . . . '. ;. .
 
•n. 


-o.9T) D'aprEs: ff.-: NDIAYE, op. cit. (Nos 
. 

donndes en diffdrent- uelquetant plus rscentes,. La. plunart 6cu peu ­ont dt6 fourniesancien oharmacien-chef par M!r. FAYEMI,a St-Loui . Le nombre des pharmacies de Grand-Dakar est rassd de 47 a 51 depuis I an......
 



Pour qu'une officine soit exploitde rdgulillrament, son titulai­.ottao1~vdijfir-Et la dan e eegstrement aix M.instredeIa Santa
Pubiqe ~u l 
timbre ,et 11reeto des Phar mac±is. .'eeisr~ 
bat :~t.. !6rm d'uarrdtd minist~riel(: 

. 

...!Fmctioucerent des tnhaxnacies 
. ~. S:-~.. % 

~ etA2,e yigueur. pravoitrA 10. xrc-jdso~w%nollaet za profession et ne pqut slabsenter de son dtablisoement. 8 ': 

~ 6 Le personnel (vendeus.31 praparateurs,A6personnes myeflne. coursiers) comprend do 3en. ,.: ''-


Los vendeurs sent recrutds au.niveau dux certificitd'd tudes,fois par,dux Brevet. zeu." fozrnat_4on se fait Su~r place,
 

Actuellernentf ±1 existe kb
un e -4'd t o audipla . Asp
parateur en pharmacie. 

Cntrd1edes harmacies.....
 

Le Conseil de l'Ordrea,Fonsent
de une aide.. Cu une caution a wi' ai-­bancaire,. a tou#*jeune ph1armacien drasirant s'installer...Si la gestion,esL meauvaise, c'est le Conseil crul Ia prendra en charge... . 

V2. eat prdsent dana toutes les instances oft 
les,a~ ain soreprdsends.'* 

L'Iflpectiqn desn 
XWA-i~*publiqies.d-L;.ivdes,-

attachge aux
M~inisthre de la Santd, contele.,ur le 'Plan ldagkqlatif et ddozntologiguele fonctionnemenkt des pp'azracies6,.. ~* 

2 -Les dt,8ts rharacautiques
 

De taille varialble, 
 i1 en 'existe 172 actuellemet~srle terrn­toire du Sandga1. Ces d~c~ts sont .texous...par. des-.comer~ants..qu±.so ri---are­m'ent qualif.ids en quoi que ce soit dans le donan phxaetqe. 

CD Source :circulaire n0 00562 de l'Inarection des Pharmacies, avnij. 1978 

http:vendeus.31
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Do, par -leuz nombre,:'ces dp6ts..serieit censts,,oucher ,unegran­
'4do partie do la.populatin" ;'ils, sbnt bprobiionn s par lespharmac'ies.... 
d'ofticina et pratiquent ies'mG es pAx' qu'elles, soit. des. pri .. a­
bles.pour, lea populetionsL inoyennb-'irbain6& et ru.&aJheso ,, . 4..:
 

3 -R8le effectif des ,harmaciens dans le conseil thdra.oeutivue 

Plus encore qua dans- les-payW.occidntau-, I.h "aaienar!­
cain se voit frdguem=ent soliicitd pour ,un conseil th~rapeutique, par des 
malades ou des pa..rents de .ralada.craignantd.'aller coniuieri: un mindain 
car rA pouvant i'assumer financi6rement 7 ce peut 0tro aussi en'comyldment 
d'me visits chez is mddecin ou chez le gudrisseur. ..... r.. 

•. s avoir passW plusieurs journes,dans des oficnes, neus 

avons. G frapps par--la.fra4dience"ds demendes, la *podaes.
*'aI6_ s..
ri- :. . "".' . 0"- ... !; I. "
 
diagnostiques et ih~rapeutiues aportes 'par le pharmacien. ou .
i vendeur. 
Ceci, a notre avis, mane A dewc rdflexions : 

le.peu d;e f oration .dupe:r.-nnel de 'pharma!6i6&(ouvet 
Isollicitd parlesmalades au mOve titre qua. l-e pha-ma-dienY" est-i' ccmp­
tible avec un rale de conseil.th.rapeutiaue avec 't oute 1'aut6rit "ur 're 
mala.e que cela comprte ? . ... -. -. 

7- L' impact .vident. du pharmacien sur la.polulation par le 
bUais du ccnseil thdrapeutique, ne pourrait-elle "tre utilisde pour faire
 
passer,des notions d.'hygine-; d1ducitioin sanilaire etc... au 
mome.titre 
qutun conseil,individuel sur un produit'"" ;. " ........................... ....................................... 
 ......... .
 

* .. • . ... : ,, 

4 - Les bhamaciensm -etla m6decine .traditidnneill .: 

Ainsi qua chacun le sait, les phazmac4e:, ic conm.. ailleurs, 
vendent, en proportions variables suivant lo type dt'ofhidinsi 'des prodults 
de parfum.erie et de toilette sophistiqudes, des chewing.-gum A savour "ni­
dicale" etc.,..A Dans certaines pharacies, les rayons e:nosant ces prcduits 
sont les plus importants.o ,. - .," ."*" 

A l'opposd, il existe une ou deuxz pharmacies a Dakar qui font> 
des preparations "traditionnelles". I! est dvident qua ceci no peut' 6tre 
au'une pattie des activit6s, et nous avons abcrdd ailleurs %P, -,TV 13) les 
prcblames de conditionnement qua cela pose. 



Sans nous appesentir sur c' Probleme
propos4 qui sort i t cadre que sesZcatte Otude, nouj voudricns simpleent dvoauer la vents, dphs cer­taines pharmacies sdngalaises (a un prix dlevS)., sous des dtiquattes: ae'laboratoi±s diverses,', des" m~dicam'ents hcmopathiques conditionn~s enFrance tels que du quinqueliba... etc...
 

.............. 
 ...............
........... 


L- rix ­vents desn.,dicanents 

..
cus envisageons succepsivementments dans le secteur la fixation du prix dos mdica:public, "puts. priv4, pour ensuite les conmparer. 

I - Secteur public 

Le prix des m6dicaments . la vente:,aux hdpitaux, "tels"que r.ousm avbniS.vu quelq exemp es dani. le chapItre"'nsacr & la PH R, "r,est fixd de la fagbi Sulvante- ::: '::',.' ':.. 
K ­ ., :;. . 
:. :." , : 
 : •
.. ..0 . . .,j-Undossier 
dlimportaton est dtabli par la soci±td transi­taira qui assure le transpvrt. PourI .un lot .def .indicaments. donng, !e piz.. *. ­tota comportera leprix .
 rtaton du produit (i)tel qu'il est"
ddfini dens le rays d'origine, auquel 'J 
 les" taxe'"
(of. chap. IA), les frais d'entreprt (e)et de transport (t) 

:re
 

P +(e 
 tut converti en C.F.). 
Le prix untzifre'"donng 'our chaq'ue procuit

coefficient qui permet d'obtenir le prix"do-vents 
est multip± r'a irnh
 

PHAP.AP1 :.. . • - .
 

Soit.F le.montant total des- facturations rpou4. la .commande isi-PF) 
le coefficient keat* gal... 

.. f.- -.- ee
 
kP, (Cc..A.-)

I(F. F.)..* 
.. 

Le coefficient retenu par la PHE-RMAPPO.ept k 
 GO.
 

Prenons un exeimle =un flacon d'Hexacycline"ve.Idu pa 
le four­nisseur 8,87 FF sera ddlivrd par la PHARMAPRO au prix de 8,87
C.P.A, : o 7OF
 
:
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LOS Prax-r:xes pax- les, pharmaciens1 Sonclu~.e~~nvia
 
ble uiv'ant 1A cat~igor:e de mgdicam gnts. 


, .-.. ~'~ 7. 

a) certainc prcduitsS C' jts _OcfVaiix dum.isal
Santa. 3:3.s figurent su~r uns lists plusieurs foisrm~ie:l erne en 

datrgrupe 133 produits dits na coefficient 48" (cf.p6AFj 13 . as-.pbcts -qualitifs de 6 sj~pharuaceutiauss 'au, Sangal. 

Un men 2e1 dditd-caqze annM9bn1rce;tdrt* id, ~qj~1*:aitous les nddicements fabriquds en France, fix. leur prix de vent. a 1im­tdieu'' ut'eritoire,'ef l.e&prik - V.6kpoiton. CeIane slintitle 

Les produits socjaux sont %VSfdus, p~i'~ix-idiqu~ u2.'r&px
selon la conversion I p So5frs C.P.A.
 

Quand ces: produits ne figurent pas sur is SEMPEX, 116 sont ven­

.)Lqs mddicamezts frangais fle..setrouvanit-pas.-surdeP produits. socia.Wx la listesofltIQeaucoup plus -floiv1;reu,. ::a.titre:diVexepe....
des gropsistes un1! PIA prd-sentG dans s.S-IcatalcrueParmaciens d ,2 *!..7 ,,l 'uaage.3.523 produits dits S.F..Srl1'cm8te.e1. 

3 p dis*ociaux, ±1 reste dcnc 2.390 produits, 1''xquqls viennent. ajouter.Z.245.po
duits 
(D.F.) de toilette, de parfumierie, ou matdriel divers.
 

*Leursprix SE"PXon multiplids .Par .uf.ncosfficientb7. 

- .- .. c)
)- produ±+ts-.*trangers autre's fgzi:bssur -Ic ..SEL01EX sont. vendus 'au prixdii fournidaeur muitipid per le cl--fcient 137..
 

-. d) bdndficed~b hmaciens. 
.. 

. 

. . eii.I i ~ in iro 30 % d irix SETAPEX (err rnoyenne).pr~ciser .que dans 11 fautcdertaines phamce espoduits de ltixd; (toilettew nar­

tout seuls une grosse part des b~ndfices.
 

http:ajouter.Z.245.po
http:S.F..Srl1'cm8te.e1
http:socia.Wx


Los midicamnents inscrits au tableau A.B.C. ccmre dangoraux, poij.t
Benz ou toxiques subissent unc majoration de 22 frs Ca/uit" pour les prc­
duits ncn inscrits sur la lists des produ!.s sociaux, 12 frs' CFA/unitd 
s'ils le sont. Cette some reviont au pharmacien..
 

Au total : los "dicaments non.inscrits sur la listedes prcduits

A coefficient 48 sont vendus a des prix bien plus dlevds que.le: prix du.,
 
pays qui les exporte, ce qui est d'autant plus ,'ifficile A assumer pour la 
population que la moyenne des salaires .est/bien plus basse. 

A l'opposd, les produito de la*liste a coefficient 48 sont par.

fois vendus a parte, et de toute fagon le bdndfice a la ventse est..faiblde';rares.sont les pharmacies o la demande thdraneutique d'un malade sera o­
rient6a vers un do ces prcduits...:.
 

Eni fonction des donndes pr~c~dentes, on peut estie-:
 
. . . .. 
 , ,:.. "". .. . . . . ;": :
 

""-Com,.araison des nri:p A la vente dans les nharmacies d'of-icis­
ne et a l PRAPI'APRO 

Le tableau suivant, "repris.°A parti: de la thse de M. NDIAYE 
"Los industries pharm.aceutiques A Dakar"', malyse les prix de trois md.­
caments fcndamentaux, 1'asnirine (antipyratique, anti-inflammatoire)., la
chlorcauine (antipauden, , la tifomycine (antibiotique), ., la PHi-siMPRO 
(PNA) t en pharmacia privde (Pci). 

I . . 1 
I Prcduits !V Prdsentaticn I Pii:n crlobaux I Prix unitaire 

Chlorcguine 
P.N.A! 
Pc :I

! 

6.OOcCm 
.C,o100IO " 

1 10.800 
5.560 

-5C "" 

1
1,! 

i!. 
5 

80/com.r. 
--­5-j I 

I 

20 140 ! 7 / " 

!A:Dirine 
II 

P. UA! 
Pc -

16 ng 
- c - ' . 

....' I
" 

1 17600 
:-" 3.500" 

- . "' 3 
I !CO/.g 

350 /ko' " 

I 

!Tifc.mVcine 
. .N,1 
Pcie 1

j. 
cp

12 cp
-.... I 

!.I. 

" ' . 
U30.

:384 
":: 3-.--ip 

, . ' " I 
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E La. ro'!uction locale : la SIPOA 

I existc trois unit~s de production phaxmaceutiaue au Sdn~gal,toutas trois rassertbldes dans la rdgion de Dakar. La plus imrortante1e 'SIPCA. estL'usine Valdafricue est la plus ancienne : elle ne fabrique pasquo des produits nharmaceutiques et est d'importance moindre. L'InstitutPasteur de Dakar assure une certaine prodnction de vaccinsc'est donc et de sdrums ;la SIPOA qui retiendra notre attention et dont nous allons *.v­pOrter les caractdristiques principales. 

I) Histoire de la crdaticn de la SIPOA 

Le projet de socidtd Industrielle Pharmaceutique decain a l'Ouest Afri­dtd conqu dds 1968. En I969, le Prdsie!ent L.S. SENGEOR charge laSODIEPI d'dtudier les possibilitds d'implantation dlune usine pharmaceutiquepouvant fabriquer des produits et les vendre a des prix comp~ftitifs.fet, des chiffres de En ef­1966 montraient que le secteue ruflic --,'it ivrxrtrpour 700 millions de frs CFA en urn an ; le secteur privd pour.500 M, soit
,2C0 milliard.en tout. 

En septembre 1972, une convention est signde avec Ia filiale
frarqaise SCFFI du laboratoire Boehringer Ingelheim. Cette convention dta­blit la crdaticn d'une sociItd Vd'conomie mixte alliant la SOFFINvernemant s~nigalais. A ia cr~ation, en dIcembre 
et le Gou­

1973, les parts de l'EtatScndgalais dtaient de 20 % contre 80 %pour la SOFFIN. 

En raison ds son statut, la socidtd bdndficie d'exondration fis­cale ; par ailleurs, la convention precise que l'Etat sdndgalais doit luiwcheter A un taux prdfdrentiel, et que les b-ndfices de la socidtd peuvent
Itre transfdrds a l'dtranger. 

2? Organisation de laSIPoZ 

Las divers services sont :
 
- Service laboratoire 
et service de contrale 
- Service mdical
 
- Service administratif 
- Service de la prcduction.
 

http:milliard.en


Ccmnrentaires :Les difZOrences.,da..prix Son-t:.'videijtes.. S' ±1 est"Vrai qua le nmcde de pr6sentatim~ dle la. PNA1RMAPROp par grandes quantitas,,Pemet des prix plus bas, cela raen explique pas pour autant l'6norme mar­go Y chi roqiiine et aspirine cofltent trois foda Plus cher en pharmacie, etla TJifomycjine 5 fois.-

Le prcbl~me se pose par aemple au niveau des villages, oa 1im­f irmier du disioensariix, no 'disposant 'pas'de mdicaments en quantitd suffi­santo, envojo les malados les acheter au. nrim £n-," am~". '-- ddp~ts pharma-
CeUtiques. 



___ ___ __ ___ __ ___ __ ___ __ 

Lea Phcxmacion, dixecteu;: de I.'uni~e, ccnR8J.-,une dquie de 66 

Le 'Atf~ a1±e1 o.in..i.es 
28jj*~cy~winichie frS CPA en 1975 -! .. -:tof. Os ans 

is 
passd deA1400 millions Cfl.. 9 7..r 

.3) 

Aa cGatlonr ae SIPOA devait r~pcndre & un 'triple objectif.: 

fabiication' da MC.-la .8e&ment -uSuel1s jVa= les h8pitau~c
* ~~~d ,... *- . ep~oduits -.*s

? ." 
'entiel.- i,our les officines 

et les pax s.vill1loses
 
-la fabrication sous licence des produits les plus vendus.

1l3 tout vi3Pent-&'t 
'ies' rd.iausc~Cfditiocn!pr'&x, de qualit de da.dli dd 

ESMn-gal cue 
lcziti pu2~laues. ........... ~ji-t.. au~
dans les Etats voi3in3. 

**. 

4.Listedes produ~.ts.-fumiv 

hte"ebna 00 produits finis..rep, nte,la pro duct±o c10..Ia it. 

La Plunaxt Cont des z-dica--,ts de prerniare n~cessitaqus.,. 4ni-rrtqe,-atboiru''s nalgsi
-asuel's. stulfamideis chloroqjjnz, qpini-, 

Les df rejta fo-,rne,..dae sntto sont';~ilse 
- ampoul~es 

- solutda massif a (171 
- solutor. buva%ies 4.;.i) 
- siron C 24;"
 
- co-.nrimas 
 (27) 
- geluJles 

.~S)t~1 

-pamm.ne~ 2). -

Enfin, ±2. eiste in& lists de 15 spgcialit~s disponibes. en phar­
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5) L'aerovisicrm 

-a Le service d'achat et de transit assure les opdrationsavec 1'extdrieur par l'intermddiaire de la maisonmar, 
ift SCFFI. 

b -La matire prmire, a part l'eau, et, pour une certaine
mesure, le cartonnag, le Sucre, provient en totalitd de,
1 'ext rieur. 

C Les pays exportateurs sont nombreux
•On..peut citer la France,. l'Allenagne, le.A U.S.A., la Chi ­
ne, I'URSS, la Tchdcoslovaquie... 

Coit: En 1977, 200.millicns .de frs CFA. ont dt6 onsacr........ 
 s .a.1. t do
matiares premi±res pour 

co sa d . achat,'de 
un,budget de 400 millins,. soit. n• a, 

6) La fabrication
 
Le processus de fabrication

vigueur dans Vusine mAre. 
est .atricteiinnt identique A celui enL'usine comporte plusieurs ateliersinjectables, atelier pour la fabrication des comprimds et ees gelules, ate­tier de conditionnement, laboratoire d'analyse et de contrale des produits,
 

: atelier des 

Les diffdrentes dtapes de la.fabricationle produit le plus vendu, sont variables':suivantles o-rrations .ui se succ~dent sont les suivantes 
S - 2angedu principe actif avec lexcipie'nt
- Humidification jusau'a obtenticn d'une pate 
- Granulaticn
 
-Sqchage 
 l'tuve des granuldis 
- Concassage des granulds
 
- Lubrification 
- Compression a la pastilleuse. 

La derniare 6tape est le conditionnement. 
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* 3q . *-. 

7), a distribution.. ez produits SIPCP.. 

Le service d'inforration est assuxG KPar un-viteu 'mddical# gpireprdsente simultandment lea produits. Eoehringer Ingelhezn, 

La ventese fait dans 'ure double, direction :*Sdndgal: t pays ex~­

lelon la mOtiree H.DIJAYE, (les industziesutiue
*~~.~~A. so fait 501% ..Iint Aeur et,'0%&i'etrec
 

.cIte PC=r 
1977 lea chiffres do-vente au g~daldo 2Q0.Coo.ooo sur umchiffre d'affaires de 400.000.000. 
- :'L ; 0 

Solon les infonnatioms rec~ilie aursd recteui do j.l-'--
SIPOA; 	 1 exportation reprdselteiaii .75 S de Ila PViodiic1tiop.. 

Aui 
la 	

Sdndgal mfme,., lea ventos sont faites environ pur1,{4.aO#I/09tx grossistes, 	 lea 3/4, A.­en quantitA dquv.l At;pourcau e 
(unitdoiit p&tit pourcentage dtant rsy J'H ia.Pin±l ,eDakarY' 

8) Las Problrnes auxruels ..s~:eiite la. S.Tifb 

Nouslp -r~s%.aidemmehtjles ,diverses difficultdsdens le-f6nctoneeid 	 rencontrd-e-­1 :-e,' ile-uel' nqusI'oont'dt ex osesdo diverst c~tis, not"' net vp 'epar.armce de la SPA: 

a 'Le secteur recherches, prdvu& a lgL -r6aticn die: 4usinie,r'
*:n'a toujours 1as-Vu le Jour. 0 

b- -. Ui 	 projet d'ita:hode ansertents,. refus, 2L la cr~ation 
-la ,SXPOA p'A2de 	 le Gouvernement" SLn~galaits. 

qui: pqnsaltL
is confier a un induttriel nationaI,, n I'a amais dtd ~a 

c,'i.'hd-stiitd .es
pharmacens df 
f icne s'est.rnanjifestde 
-~ .. ~ j.\zsieurs d~gards * :*..­

-Nous 
 avons ddja envisag6 le 'iieflque a gagnem"- des -ph.armracidns,tur des produits gui sont pour beaucoup sur 1li1ste,,.des prcuits a, 66'±­
Cient-48 (cf. 'chap. prix do vente).Les.pha~aciehsse sczITrnamlgrd uxrX-s
11ids-a 	 un. projet visani: 	I favorise''a~prjescripticn de produitsr'Sdrau., 



Par aillours, a la czation de la SIPOAi, les pharmaciens ont 0.1protestd car ils n'dtaient pas associds an-projet.-I-or; epuis d cembre C. 
X977, la SIPOI,a procd a une augmentation de son capitalde 270 millionst,.
le faisant passer de 60 A 330 millions,.en. l'ouvrant.aux phamaciens.at±o 
naux. 

L'4tat actuel est le suivant : 

- SOFFIN : 183 millions 
Etat"du Sdndgal 2 54 millions 

- Pharmaciens Sdndgalais z 33 millions par action 46-5000 k.• € r. ~f v:•: . 

Or, do ddcembre 1977 A juillet 1978, aucim pharmacien n'avait-67,
 
encore achetd d'acticn.
 

d - L 'attitude qouvernemefitale. 

Selon des iniftrmationsrrecueillis a la SIPOA, uie-nouvelle 16­
gislation au n-iveau de la Chambrede "'" ' "Commerce' "bise Tes laboratofres'&'t:'' * '" .. ; " .;,)
soumettre A auLrisation prdalable toute 

" 

importation de medicament, pour
protdger 1'industrie locale :. cela aboutirait a ce que tout produit pou­
vant dtre fabriqua au Sdndgal n 'aurait pas d& con- 'rren&--6tranger. 

'Selon ie Conseiller Techniaue au fMinistere de la'Sant, aucune 
loi n oblige ces labdratoizes A reprdstnter leurs pr6duits devant la com­
mission de 6ontr~le (qui est en fait une commission d'agrdment).
 

II exists par contre' une convention de durdd limitd destinde a 
protdger les produits SIPOA de la'concurrence, ma.s elle est contournde. 
La .protection des :produits SIP..n~e.s ' p;iquait, en fait, qu'aux produits 
non encore.ccmnercialisds au Sdndgal avant la cr' at n de SIPO.. 

e - La rticence du ccnsommateur 

.... Tout observateur a pu 'remarquer, la scxne s.uivantP se ddroulant..
dans une pharmacie d'officine : un malade se plaignant 'd'un mal de tAte et 
rdclmant de l'aspirine, prdfdrera !'aspirine im.ortde 2 celle de la SIPOA. 

ScientifiqUement,. l. technologie semble impeccable!.-..ais le pu­
blic .n'est pas convaincu. Ainsi que ncus le disions..dj dans PHAREV 13,
le npanque d' Lnfcrmatic au. public. J. peu d' enthousiasme; des pharmaciens, 
l'indiffdrence hostile des mndecins concourent a ce refu. des consonmateurs
 

http:millions,.en


Ar ­

f - Pour 11averiir
 

Lmi tout Cola r~sulte crue 
 le Ipa..ahO.~ ~ eC13ux*llnsont le alla. MauritumjCaeejn. 

qus-U.sl Ngra l Oes 
 t. 6"ae 'n110 
n Mllion .1.~"±6r"do d colscntlerai dot3;
5eiln. a~ A n~ Ce~'aipays es qu ­quatrit rang des:payj-*s'rdrconstirton de lo propreuini pharma -t 

ceutique. 
* *~*~ 

.~ 

b.*?as:c~. diffdreies.1u s ine natrial'e s, ma ~ in , ltes 70oj91s ne. . 
mont so concurrncer sur un m~mg Marchd, sans apporter doe solution nouvelle 

e",,~q4 mqq e ddpendance p~ar. 'rapports* auzt e,,r9,F, .ista Jultinat-cnaux%doenet he- flous -avons ex1-os~s f abril-*Ius haut.?r 

http:diffdreies.1u
http:qus-U.sl


En breve conclusion...
 

Quelauesd. structurs rflexions _ndrales pe.uventexistantes, tre t•r-esbien quece cbapitre ne puisse do ' .nalyse.isoldnent par rapport tre consid raux autres aspects de la consonmation mdicale. 

Cn peut observer : 

I) Au niveau fabrication : 
Les problames posds par le fait que l'industrie loqalePas .autonome, ne soit
et au'en rdlltd la 6onsomimation p*izmaceutiquesdnG g
soit entiArement dpendante tlasedes trusts -

2) Au niveau distribution 
La grande disparitA entre lslecteurS public'et privG,plan quanttatf (moyens disponibles). q qualitatif (ce* que 

Sur le
 
dans nous: reverrons
l~e Pharev 17)) 

t.de.,bains et les ADartition des moyens ehtre les grands "centresurlrdgions. dloigndes,: les difficultds 'de "fonctionneen de cer­tains postes de santd Pdriphdriques. 

Les donclusions g~ndrales seront regr6upes dansnale du projet d6finitif PHAREV, la rddaction fi­qui tentera d'analyser 1'ensembleformations des in­contenues dans les diffdrente documents, 
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REPUBLIQUE DE COTE DOiVOIRE AP 

Union - Discipline - Travail 

DU
 
MNISTE5 E DE LA SANTE
 

PUBLIQUE ET DE LA.
 
POPULATION
 

1976 -1978
 



EVOLUTION DU BUDGET - 8 

DE FONCTIONNEEMENT DL; MINISTERE 

DE ,LA SANTE PUBLIQUE ET DE LA POPLLATION 

(1971 - 1978) 

(chiffres exprimds millionsen de Francs) 

AN BG BS BS/BG P M M/ M+ P 

.1971 62.700, 6 581 10,5% 3 968 2"614 39,7 % 

." 1972 71876 6 732 9.4% 4031' 2 729 40,4 % 

1973 82 748 7830. 9,4 ,- 4813 3 013 38,5%l 

S 1974 108 800 9 544 8,8 % S .9G8 3 5'54' 37,3
Cr 

1975 126800 10469 8,2% 6542 3825 37 0,16 

1976 "153 700 12'338 8, 0% 7 Q6 7 4 229 34, 6 

1977- 198 300 .1 664 7,8,% 9 5 668.643 37,0"% 

1978. *.1 223 200 19 192 8,6 % 12279 6 432 3 

B.G. =Budget Gdndral de Fonctionnement 
B. S. = Budget de Fonctionnement du Ministtre de la Sant6 Publique
P -,,Budget de Fonctionnement du Personnel , '" 
M Budget de Fonctionnement en ,NMatdriel 

± 
Ne tient pas compte du Budget rectificatif. 



DU - 10 ­.- EVOLUTION DES INVESTISSEMENTS 


MINISTERE DE LA SANTE PUBLIQUE ET DE LA POPULATION
 

(Le BSIE de 1971 h 1978)
 

chiffres exprimts en millions de francs. 

Budget de 
AN Fonctionnement A. P. AP/Budget P. E. PEi 

Budgetdu Ministbre 

%,31971 6 581 1 211 18 %,4 941 14 

5732 5 %,0 7 54,61972 341 P'O 506-

%, 3 450 5 ,71973 7 830 490 

C' 

S1974 9 544 , 'p9 662 6 67,2 6 %6,9 

820 7 %7,9 601 5%,?1975 0 469 

1976 12 338 1 017 8 0%2 1 234 10 00 

lop 21977 13 664- 7 631 48 %..7 7 41 47 

1978 19 192 16.901 881%,0 12 315 64 %,1 

A.P. autorisation de programme 

P. E. prdvision d'emploi. 

SOURCES BSIE & J. 0. 
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FORDIATION DU PERSONNEL MEDICAL ET ASSIMILES 

Evidemment 11 s'agit essentiellement de la formation des MAdecins, mals ilne faut pas oubtier pour autant celle -plus rfcente iLeat vrai- des Dentistes et des Phar­
maclens.
 

Les effectifs d'4tudIants en midecine continuent A croftre comme 
le montre le ta­
bleau ci-dessous. 

Anndes 
 IV AEA ENA Total 

Tot. 
1974/1975 398. 88 148 934 - 63, 
1975/1976 498. 110 122 7306 
1976/1977 581, 

'130107 818. 

en % sur +46 +22.. -12 > 

trois ans 
­

.1I 

IV = Ivoiriens ; AEA = AutresEtudiants Afrc'cains; ENA = Etudiants non" 
Africains.
 

On remarque que le nomore aes etudiants Ivoiriens en 
Mddecine augmente. Clest un facteur important, dans Poptique de la planification ; en effet, da-is les dtudes
de projection, on ne peut tenir compte que des nationau. Les-6trangers -queLs
qu'flt soient- sont census retourner exercer dans leur pays d'origine. 
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Cette 6volution en faveur des Ivoiriens est un mouvement commencd depuls plusleurs 

aanes ; la rdpartition par natlonalit des 6tudiants inscrits dans les diff6rents cycles 

des 6tudes le montre blen. 

REPARTITION DES ETUDIANTS INSCRITS PAR NATIONALITE
 

POUR L'ANb1EE 1976-1977
 

i Ivoiriens Africalns Frangais Autres Total par an
Annie 

ler Cycle 281 19 37 19 356 

2e Cycle 235. 39 AO0 13 ~ 4 

Cliniques et 3e Cycle 65 24 18 8 115 

Total par nationalitd 581 102 95 0' 818 

% par nationalit6 71. 12 12 5 100 

Les effectifs des 6tudiants en mdecirne regus aVx examens est un des 6lments qui 

permet de faIre des projections correctes sur les effectifs de M~dicins que 'on est 

en droit d'esp~rer au cours des annes Avenlr. Le tableau ci-dessous fournit les 

donndes relatives A l'ann6e scolaire 1976 - 1977. 



EFFECTIF DES ETUDIANTS i:I MEDECINE RECUS AUX EXAMENS 

(I'"7t'. - 1977) 

ANNEE IVOIRIENF 

P A 

A.E.A. 

P A 

E.N.A. 

P A I 

TOTAL 

P A 

.A/I- I A/P, 

IV. 

It A/P 

A.E.A. 

A/P
A/ 

E.N.A. 

A/P 
%AP 

TOTAL 

A1 MEDECINE 176 98 16 6 37 25 229 229 129 56 56 37.50 68 56 

PCEM1DENT. '23 12 2 - 5 3 30 30 15 50 52 - 60 50 

L; 

rOTAL lereAN. 199. 

A2 - PCEM 2 82 

TOTAL ler CYC 281 

1 - DCEMI 103' 
32 - DCE?24. 62 
33 - DCENi, 33 
34-.DCEM4 38 

110 

81 

191 

92 
61 
33 
36 

18 

7 

25 

12 
17 
14 
15 

6 

6 

12 

11 
15 
14 
15 

42 

9 

51 

17 
11 
8 

17 

28 259 259 144 

8 98 98 95 

36 357 357 239 

16 132 132 119 

11 90 90 87 
8 55 55 55 

17 70 70 68 

56 

98. 

67 

90 
97 
100. 
:97 

55 

99 

68 

89 
98 
100 
95 

33 

86 

48 

92 
88 
100 

.100 

67 

89 

71 

94 
100 
100 
100 

56 

97 

67 

90 
97 

100 
97 

COTAL 2e CYC. 236 222 58 55 53 52 347 347 329 95 94 95 98 95 

>4 

LINIQUES 
)OCTORAT UNII 
CTORAT D'ET 

29 
-

12 

22 
-
12 

12 
1 
4 

12 
1 
4 

12 
-
6 

9 
-
6 

53 
8 

54 

53 
1 

22 

43 
i 

22, 

81 
.12-.50 
41-

76 
-1 

100 

100 
00 
100 

75 
-
100 

81 
100 
100 

'OTAL 3e CYC 

TOTAL GENERAL 

41 

558 

34 

447 

.17 

100 

17 

84 

18 

122 

15 

103 

115 76 66 

819 780 634 

57 

>77 

83 

80 

100 

84-

100 

84 

100 

77 

AEA 

P = 

= autres 6tudiants africains ; 

Pr6sentds ; A = admis. 

ENA = 6tudiants :nonafricains 

cn 
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Le ComMentaire suivant concerne les pourcentages d'Etudiants Ivoiriens admis selon 
les dlfffrents cycles. 

Au cours du premier, 68 % des dtudiants qui se sont prsentds ont RA admis ; le vdri­
table probl~me pour le planificateur qui doit faire des projections est de savoir Ce quedeviennent ceux quil ont drchou6. Deux hypothbses extremes permettront de comprendre
limportance de la question en matibre de prdvision. On supposes d'abord que tous coax qui ont dchou6 A un examen abandonnent. La production de Mdecins ne pout

alors s0 calculer Apartir des effectifs totaux d'6tudiants nscrits mais seulement enfonction des rdussites obtenues chaque annde. Lautre hypoth~se extreme suppose quetout le monde rdussisse un jour ou l'autre ; tous les 6tudiants qui ont dchoud une anndearriveront A la r~ussite une autre annie. L'effectif total des 6tudiants finira A la longuepar se transformer en Mrdecins Dipldmds. Aucune de ces hypotheses ne correspond
A la r6alltd ; i faut avoir des donnges statistiques rdelles dur le pourcentage d'6tu­
diants qui, au niveau de chaque annde, abandonnent totalement les dtudes m6dicales.

Alors seulement des projections correctes pourront avoir lieu. Des 6tudes sont en
 
cours pour obtenir de telles donndes. 

11 y a par alleurs, des 616ments pour estimer un phdnomne qui se produit en fin
d'dtudes mddIcales et qul perturberalt toute projection qul se baserait sur l'hypoth~se
selon laquelle les 6tudes de m~decine durent rdellement 7 ans. En fait, les 6tudiants
 
en nmdecine qui ont parcouru avec succbs le ler et le 2e cycles, perdent leur 
 lan
 
en fin d'dtudes ; ils traflhent alnsi pendant plusieurs anndes lors de la preparation
de leur th~se. Le tableau ci-dessous le montre blen. II correspond A la situation des
 
aanes 1977 
et 1978. 
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La quatrime annde n'a dtd assure que pour I'annde scolaire 1975/1976. Le manque
 
d'enselgnants n'a pu permettre la continuation de la quatrit-me annie 
en 1976/1977.
 
Les 6tudiants sont allds terminer leurs 6tudes en France, 
 comme d'ailleurs pour
 
la cinqui~me annie qui a toujours eu lieu exclusivement en France.
 

Le nombre d'inscrits pour chaque annde est report6 dans le tableau ci-dessous. 

NOMBRE D'INSCRITS
 

A L'INSTITUT D'ODONTO-STOMATOLOGLE
 

AnAne d'4tude 
1 re 26me 36me 4 me 

1975/1976 (a) 2515 9 
1976/1977 (a) 25 18 (b) 
1977/1978 48 26 22 (b) 
1978/1979 28 22 ,46 (b) 

(a) les effectifasdes 6tudiants de premi~re ann~e de dentatre Wont pas td 
ventIl~s au sein de l'ann e commune avec lesa tu'dlants en m:decine. 

(Ib : los Rtudiants de quatr me anne sont als en France poursuivie leurs 

6tudes. 

ECOLE DE PAR.MEACIE 

Elle est de formation plus r~cente ; elle n'a commencd A fonctionner qu'en octobre
 
1977. Elle connait les difficult~s de d~marrage inh6rent .Atout debut ; le manque de
 
personnel enseignant est le handicap le plus important &surmonter.
 

Au cours de V'ann6e universitaire 1977/1978, il y a eu 32 inscriptions en premiere
 

annie de pharmacie.
 

Pour l'annde universitaire 1978/1979, le nombre dinscrlts est de 36 pour la premiere
 
annde et 12 pour la deuxime. 
 .. 



IIVOI,-U-I3N .lS t.. D: ',ECOL,E NAT'Ot-.ALE DES %\GES-FEMMES 

-,,,,.,-\,,E.I..- X ' """Effectif Nhrw" 41'6lves in1setiLs %:­
lir ,,,'u[26 :111,:4 3C- .,n, e totatl Nhwre dedilpli'm es Tdux dct'd,,site 

-" 

L-
V3972 

1970- 197L 

I1971 1972+ 

1972 - 1973 " 

It 

1 it; 

173"81 

56 

92 

9 

47 

45 

221 

243 

309 

40 

45 

77 

85 ' 

10o" 

95' 

197:-- 1974 76; , 21 76 273 68 89 '1 

197-1 1.975 

1975-17 

1976- 1977 

C. 

2.8 

63 

A 

59 

94 

96 

39 

246 

206 

161 

92 

93 

39 

97'r. 

96'v 

lO 'X 

1977 - 11978 105 52 

105 



Nbre 
EVOLUTION" DU NOMIRE D'INFIItMiERS ET D'INFIRMIERES DIPLOMES D'ETAT 

150 

140 

130 

120 

110 

100 

90 

80 

70 

60 

60 

40 

30 

20 

10 

071 72 7-74o 



400 

360 

() EVOLUTrON DU P!RSORVI' MEDICAL 

EXERCANT DANS LE CADRE 

DU MINISTERE DE LA SANTE PUBLIQUE 

ET DE LA POPULATION EN COTE D'rVOiRE 
4400 

382 
0.X MEDECINS 

1_____________60 

320 _ 320 

280 •___"___ 280 

240 
____________ 240 

200 
200 

160 . _ 160_" 

120 __ __ .... 120 

80so_____ 

59- ---- 60 

80 

PHARMACIENS 

37 
2 .. - -X39 

-X 36 
DENTISTES 
PROFESSEURS 

1975 1976 1977 1978
 

X Chiffres rdellement constat~s
 

------ 0-----
 volution par interpolation.
 



(2) EVOLUTION DU, PERSOHNEL-PAPMAEDICAL 

EXERCA-NT DAMS LE CADRE 

DU MINISTERE DE LA SANTE PUBLIQUE 
1 50( ET DE LA POPULATION EN COTE D'IVOIRE
 

1 350 

11274 

1 200 __ 

1 05 

_ _ _ __ _ 

.. ~~~ . 
() 

-(... 

-I 
lss INRIRMIERS1 

Brevetes 

e e 

Adjo, nts 

7-X 856 INFIRMIERSD ETAT 

711 

600 

4 

450 483 

'-'--

"-

_-

-

-_:__-

'-

-

-

lBrevetec' 
-::"INFIRMIERESIAd*'fl 

- X 554 

X 

o 

SAGES FEMMES 

INFIRMIERES E TAT 

443 

3 0 0 __ ___........___... .. . 

200 
150' 

isi 

' - ' ...... .. 

7X 142 kATS 

1975 1976 j 1977 1978 

X 
Chiffres rdellement constat~s
 

0------ volution Par interpolation.
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13) PERSPECTIVES t976 - 1985 
DES EFFECTIFS DE LPASSISTANCE TECHN[QUE 

FLRXNCASE EN COTE D'IVOIRE 

Effectifs
 

40 

2 80 .. ... . 
1"~ ~ ~~"%.r" 

.e. .a 
~ ~ ~~~~~~j.. (:':.9l A lnisttire de la Santd 

re S ante 

220 

180 !dans 
ns6mible des besoins 

es autres A[inis­

tires. 

t20- - - - - - - - - -

...... Ddbuts d'annde
T176 78 1.980b 82 841985 

.Source Mi[isc rei!. Plan. 



----- 

--- --------

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

--------

- -- 

C ;'il~ ll's lli 111,;. I._."IS 11 11l .1 'r .i I .l. m) I. 

: fill : Uii : .in : l u : mi 

----------------- :--- ---- . . . . .- -------­

COOP-TIO N IjF I•i k
 
: - •-- - - - --- ­. . . .. .. . . . . . . '1 . . . . . . . . . . . : . . . . : . . . . . . . 

9----------


T1OPI'o---- I'~IOF------ ---, : .­---- -------- ------- : L "1 :: *'bH+,l I 

O ."iTIN (UI" 
7 -- - --..-­( .," o----- - -.-- ­-. ... . - -- - ---­

%(INT'IMPIll 7". 
-


... . ... . . . . _ _ : . . . . . .:: . . . . . . . : _ ,
 

( 3Xl (.. ... ... . ' ... ' "
 IIIII t;I -NS-:* , .. . •.. . . . . . . . .- 9 II 

.9lI)N 1AI ON 111.1F'U 1 * 9 9. 
-

9. 

- - - * - -*Iil- . . - 9 --. 9 l ; 

-
 - - - -......----------­ ) 
T hl ls. -9 ­

54 , 



VECIENIQUI -i-
Chiffres exprinids en 

- L . 
millions 

' C 1N-V'tA L,E 
de Frgincs 60. 

-

AN.. AN'' 

1971 

1972 

' B. S, 

6 581 

6 732 

r.fdMtdriel 

.2 614 

2, 729 

Fournitures techniques 
Pharmapro ( 55) 

en millions en %
de Francs du mdtdriel 

1 105 42,3 

1150, 42,1% 

'. 1973 

.974 

7 830 

9 554 

3""1 

3 554 

250 

1318 

41,5 

3 

1975 

1976 

10469 

1 3384' 

38'.2.5 

2 29 

1 768 

1 768 

44A 

977 15i 664 5 6683 1 878 33, , 

1978 19 192 6 432 2 100 32.6 

NB. Les fournitures',techniques el'.Psont, .essentiellementdedel.har , . I 
: -

a pr 
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TABLE&AU No I Evolution des accidents corporels 116s aux accidents de la route 

Annie Nombre d'accidents Nombre de tuds Nombre de blesses 

1971 
 3.418 
 332 
 6.389
 
1972 
 3.844 385 7. t26 
1973 
 1.119 
 357 
 2.521
 
1974 1.514 '356 3.780
 
1975 
 2.372 
 464 
 4849 
1976 4.930 576 
 9.544
 
1.97 N() 3.542 (e) -560 (5) 5.858 () 

( ) Les doannes relatives A 1977sont'provisoiresE 
s En~eft ellessoznt sous­estimies ; tous les rupports de police etde gendarmere ne sont pas encore 

parvenus . la Direction des Transports Terrestres. 

TABLEAUN II Evolution du nombre des accidents corporels en fonetion du parc
automobile a c d 

Ann~e Effectif du parc Nombve d'accideni Tau- d'accidents 

automobile corporels pour mille vdhicu­
1971 
 105.865 3.418 32,3 
1972 121.419 

*3. 8443
 

1973 
 137.179 1. 113 81 
1974 150.678 .514, to 0
 
1975 
 t64. 199 2.372 14,4 

1978 184., 062 4.930 26,8 

1977-e) r36,316,600 58o58 


-.- PovIsoire 

v>. 



TABLEAU VI : Taux de mortalit6 et de morbidit6 par accident do la route pour 100. 000 habitants 

60 


61 


62 


63 


64 ­

65 


66 


67 


68 

69 


70 

71 

72 

73. 

i4 


75 

76 

Source: 

Population (mnllerp) 

3.651 

3.904 

3.962 

4.127 


4.299 


4.479 

4.665 

4.860. 


5.062 

5.273 

-5.493 

5.722 

5.960 

6.260 

6.460 


6.720 

6.989 

IEMBOUA - BOGUI P. 13
 

Tus 

169 


197 

177-

232:' 


198 

204 

212 


229 


336 

271 

376 

332 

385 

357 

356 

1464 

576 

Taux de mortalit6 

4,62 

5,17,. 

4,46 

5,62 


4, 60, 

4,55-. 

4,54 

4,71 

6, 63 

,5, .1-

6, v-1 

. I5,m 

6,'2 

59,7.,5 

5,51 

-6,90, 

8.,24. 

Bles16s 

L'027 

1.309 


1. 018 

'1.404 


1.164-

1.401 

1.4i28 

1.353 

3.100 

3.040 

4.940 

6.389 

7.126 

2.52t 

3.780 

4.849 

9.544 


Taux de morbidilt 

28,12 

34,41" 

25,69 

34,00
 

27,07 

31,28 

30,60
 

27,84 

61,24 

57,65 

89,93
 

111,66
 

121,17
 

40,66
 

58,51
 

72,15 

136,56
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LES ACCIDENTS DE TRAVAIL
 

118 sont r6put6s Otre Importants dans le monde Industriel ddveloppd. JU eat dlfficiled'avoir une idde prdcise pour lea pays du tiers-monde ;en effet, lea seules statis­tiques dlsponibles sont g~ndralement limitdes 
au secteur moderne d'activit.
eat alntj en C0te d'Ivoire oO "on 11 en 
ne peut salsir l'Importance des accients du travaiqu'au sein des travaiflleurs qui sont obllgds de cotiser A la Calsse Nationals de Pr-Voyance Sociale (C.N. P. S.). 

A Ia fin de 1975, la C. N. p.S. rfcense 256.934 travaileurs a'ssurds contre le risqueaccidents de travail et maladies professionnelles 
La ventilation selon la C. N. P.S. 

et pros de 270. 000 au 2 Mars 1977.
do ces affilifs par secteur d'activit eat prdsent4e


ana le tableau cl-aprs.
 

au 31/ W/1975 (1) au 3/02/1977 (2) 

01. Services publics, Ministares 
.611 0,2302. Agriculture, fordf, Rlevage,exploitation forestiare 

10. 62503. 	 4,14Industrne manufacturfare 	 2. 016' 4,45 
6.45604. 	 Industries extratives 2,51 22.343 8,28

20.5711 8,01
05. *Bdments, T.P. 	

.967 2,58 
43.956 17,11 46.06806. 'Commerce 	 17,07 

07. Transports 	 347.718,60 50.744 18,81 
11.283 4,3908. 	 11.923Gens de mason 4,42 
7.524.,09. 	 Etabllssemefits publics autonomes 

2,93 f8.424 3,12
 
15.543-
 6,0510. 	 17.422Assurance volontalre 	 6,46 

11. 	 Professions llb6ralds 
7 ' 9 

4.388' 1,7t 4.62912. Associations confesslonneues,, sportives	 
1,72 

ulturelles 

206 0,Oe


13. Assemblde Nationaie 	 226 0.08 
14. Exploitations forestibres avca scieries 	

, 
1.450 0,56 1.546 0,57 



15. Enseignement privd 746 0,29 972 0,36 
16. Activit waritime (peche, navigation) 196 0,08 219 .0,08
00. Non pr~cIs6 86.200 33,54 85.701 31,77 

TOTAL 256.934 100,00 269.820 100,Oc 

(1) Rapport dlictivit4 1975 de la C. N. P. S. 
(2) Statistiques du fichier embauchds par code d'activitd - Listing ordinateur de 

la C.N.P.S. 

Le total des accidents de travail ddclards a dth r6uni dans un tableau extrat d'une 
r~cente Otude faite pour la C. N,P.S. par la SETEF (Etude des accidents de travail et 
des maladies professionnelles - Nov. 1977). 

ANNEE ABIDJAN BOUAKE TOTAL 

1970 16,415 90,4 1.778 9i6 18.493 
1971 16.486 88,8 2.080 11,2 18.566 
1972 16.328 88,9 2.030 11.1 18.358 
1973 16.843 89,1 2.061 10,9 18.904 
1974 16.363 87,8 2.271 12,2 18.634 
1975 16.194 87,4 2.339 12,6 18.533 
1976 16.307 87,0 2.444 13,0 18.751 

: , ] . . ;.. •V 
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Si on so fie Aceos statlstiques, 13 nombre dctaccidents de travail eat stable en Cdte

d'Ivolre. Y-a-t-il 
une sous-d~claration ? La constance des effectifs nlindique-t-elle 
pas plut6t un plafoa de la capacitd de la C. N. P.S. I tralter lea dossiers ? 11 eat
 
diffijile de rdpondre ; Is doute est permls e 
 ralson de la croissance dconomlque de 
Ia Cdte d'Ivoire au cours de ces dernibres annes. Peut-Otre l'6volutlon de la gravi­
tW des accidents du travail va-t-elle mieux fournir lea renseignements ? II ne le 
semble pas lorsqu'on 6tudle lea statistiques fou.rnies par cette Rtude. 

Le nombre de victimes hospitallses, d'aprbs Is traitement des donn~es disponibles 
Ala C. N. P.S. seralt de 1'ordre de 1 % du total des accidents du travail d~clards. 

1971 1972 1973 1974 1975 1976 Total 
-71 -76 

Victimes.hopitalises 110 80 104 228 105 34 661 

Dossiers tralts 12.304 12.954 3. 142 11.817 11.446 3. 994 65. 657 

0,9 06s 0,8 1,9 0,9 0,9 1,0 

Le volume des IPP (InvalIdltd Partielle Permanents) ne semble pas, d'.aprs les 
rapports d'activitd do Ia C.N.P. S., augmenter au cours di temos. 

1971 1972 1973 1974 

Demande de recon­
naissance d'IPP. 
 294 448 426 443 



I o est do mnio pour los d~cbs enreglstrds A in suite d'un accident do travail. 

1971 1972 1973 1974 

Dossiers de ddcas 135 95 134 117 
d6posds 

On ne pout gure aller plus loin. Et si on devalt conclure, on serait ob~igd de repren­
dre la majeure partle des conclusions faites par les auteurs du rapport de la SETEF 
(Etude des accidents de travail et des maladies professionnelles - Nov. 1977). 

Le nombre des accidents de travail en Cdte d'lvoire peut Otre estim6 pour 1975 
entre28. 000 et 30. 000, les maladies professionnelles reconnues comme telles 
sont peu nombreuses mals In minimum d'effort est 6galement fait pour les 
d~pister; 

Les victimes d'accident de travail sont surtout des hommes jeunes 

La dur~e moyenne des arrets de, travail sealt ldgbrement sup~rieure A 13 jours, 
pros de 7 %des'victimes seraient arrWt es plus d'un mois; 

Les lsions sont pour pros des deux tiers, situdes aux pieds et aux mains, ce 
qul signifie que 1'application de moyen de protection individuelle devrait entrat­
ner une baisse tr~s sensible des accidents de travail 

La mdcanisation de I'appareil de production n'est pas une cause d~terminante. 
du nombre dlevd d'accidents de travail, ele est par contre trbs probablement 
une cause directe de la gravit6 des lesions 

Un faible nombre d'entreprises enregistre un fort pourcentage du nombre des. 
accidents de travail d~clards en Cdte d'Ivoire, toutes les entreprises en ddcla­
rent pas les accidents de travail qui se produisent chez eUes ; 
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Les formations mddlcales publiques et privdes paraissent en nombre Inasuffi­

sant sur le territoire national ; 

11 est fo it probable que les victimes d'accidents graves ne b~nfLicient pas de 
la totalitd des prestations auxquelles elles peuvent pr~tendre 

Le codt global des accidents de travail en C6te d'Ivoire peut Otre estimd a 
3,750 milliards de F. CFA en 1975 

La C. N. P. S. enregistre un exc6dent de recettes par rapport aux d~penses du 
r~gime des accidents de travail et des maladies professionnelles de l'ordre de 

38%. 



INCIDENCE DE LA TUBERCJLOSE AU NIVEAU DES CAT 

(Les primoinfections latentes dtant exciuses) 

ADJAME 

TREICHVILLE 

BOUAKE 

DALOA 

KORIIOGO 

FERKE 

1971 

1 027 

384 

606 

268 

:,152, 

1972 

1 047 

.494 

650 

308 

132 

1973 

.987 

612 

400 

275 

1974 

948 

545 

-593 

-­ 254' 

139 

93 

..-

1975 

984 

615 

492 

360 

84 

62. 

1976 

1 019 

525 

611 

259 

152 

64 

1977 

795 

523 

636 

265 

154 

49. 

MAN 

ABENGOUROU - " 

112 

291 

78 

140 

140 

125 

165 

161 

189 

192 

GAGNOA 

SAKASSOU 
- -

-

72 ? 

132 

DAIJOU-

TOTAL 2437 2 658 .2677 2 790 2862 2 946 2 935 

• . .. :. .../: ­ : -a 



ADJAME 

TREICHVILLE 

BOUAKE 

DALOA 

KORHOGO 

FERKE-

MAN 

ABENGOUROU 

GA GNOA 

AKASSOU 

DAB O U 

TOTAL 


PREVALENCE DE LA TUBERCULOSE EN COTE D'1VOIME 
AU NIVEAU DES CENTRES ANT[TUBERCULEUX (CAT) 

1971 1972 1973 1974 1975 

2.785 2.987 2.785 2.755 2.863 

2.167 2.552 2.810, 2.746 3. 151 

1. 800 ? 1.803 1.910 2.347 2.383 

699 770 778 j 703 899 

264 423 435 372 418 

- 94 136 1.02 100 

122 386 .378 597 

- 291 270 535 

200 "90 500 

250? 362 264 299 300 

9.113 9.993 
 9.9'72' 11.746 

1976 

3.084 

2.609 

2.1.93 

953 

1977 

2.958 

2.046 

1.836 

1.090 

123 

457 

445 

13 

532 

274 

535 

9 8 

10.952 

234 

1 5 6 

10.326 
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Lo tableau suivant montro des chlffres de prdvalence cfest--dir e 1'ensemble descan (anclens et nouveaux) existant &une pdriode donnde. IIeat alors normal quo asohiffre augments car chaque annho s'ajoutent lea nouveaux cas ddpist~s. Seule lagu~rison permet de diminuer Il'ncIdence (ou la mort 6videmment... ). Comma la-tuberculose eat une maladle longue Agurlr, on constate tout au long do la pdrlodequlnquennale prdcddente, l'augmentation des tuberculeux pris en compte dana leaCAT de Cdte d'Ivoire. On notera cependant une tendance Ala balsse de la prdvalenceau cou.rs des anndes .1976 et 1977 que Von peut Interpreter comme le'tmon d'une

gudrlson plus rapide des cas tkaitfs 

Le dernler tableau montre Paugmentatiod du nombre de vaccinations par le B. C. G.Elle eat surtout lmportante au couis des anneas 1978 et 1977. 
 Ircausal, Veffort
vaccinatolre devra Otre fournj pour rddure Ala longue, l'importance de cette mala­die qui pout tre vaincue et dolt '16tre. n sagit maintenant, on le salt, plus dunprobl~me d'organisatlon des soins quo de nouvelle thdrapeutique. Ce sera lo 3amepoint de ce chapItre conser6 Ala lutte anti-tubercuioue. 

La rdorganisatlon dont on va parlor eat le fruit d'un long dialogue oa la commissiontechnique du ComItA National Anti-;tuberouleux a joud un rdle Important. On eat partido la constation sulvante : lea CAT, Ade rares exceptions prbs, sont lea principauxorganismes qui dlagnostiquent et traitent la tuberculose en Cdte d'Ivolre. Ces for­mations ne couvrent dvidemment pas Pensemble du pays ; d'autre part, H eat diffl­tile d'envlsager ue multiplication Ind~flnie des CAT. U apparaft done do plus enplus n~cessalre de raltser progresiveme lntgration de Ia lutte anti-tuberculeuse 
dana toutes lea formations de base. 

Le projet dtorganigramme cl-dessous montre lea principales lignes de force doaette organlsaon qul prendra forms dane lea arines Avenir. 



VACCINATIONS BCG PAR LES CAT 

1971 1672 ' 193 1974 1975 1976 1977 

ADJAME 3 534Si 22 474, 20 736 29 617 3; 976 32 976 48 696 

TREICHVILLE 14923 9450 6 888. 12747 13 036 33 819 31 246 

BOUAKE 9 186 9 023 -6324 8 168 7 376 35 704 26 690 

VALO,4 5 243 14 113 21 200 "13 732 6 884 11 368 17 745 

KORIIOGO 1 507 .3885 -5103 14:797 4 612 10 492 

FERKE x6813531 2.134 2 082 1 232 

MAN ,1 281 668 .407 12 815 3 395 

ABENCOUROU 2493 3748 4 660 18 650 

GAGNOA 5511 391 3 604 

DABOU . 599 ? 

TOTAL 61 204. 59 626 56 429 92274 77 540 153 000 161 750 



PROJET D'ORCANt(:RAPr "(94r. 1976) 

COHITE NATIONAL 
 HINISTERE OU DIRECTION DE LASANTE
ANTITUBERCULEUX 
 PUBLIQUE

Conseil 
 DIRECTION DE LA MEDECINE SOCIALE
d'Administration 


.1,laquelle est Dlrectives
rattachS un responsable 
 sus formd
4" de Ia lutte sur le plan national.
COMMISSION TECINIQUE ci culal asCe responsable est 
le dflegue permanent
 

DE LA CO ISSIO of 'esCENTRE 
a... NATIONAL DE COORDINATIONAda)

'osulauree 
 Ingre. 
Dr COULIBAL e-stn . d j•)
Dr BRETTON I - R6le :"Coordination de la lutte i l.'Echelon nationalLidicment
6 fsi, des ins ionsTechniques
aunvaud rrcia outesuDifimriilea formationsstndrds (CAT e 

CH tde Approvionneen des formations en ma: riel,
 

I- Formation du personnel Etudiane 1 - 6 A
SRecyclage du personnel en cours 
d'eNploi (inirmier

"sage-emone, mdecin) cours 
Internaronal d'Epidmio-

P Evaluationlogie permanen e du programe grace i une quipe

mobile de supervision et d'inuegranion
 

- Formation esrecmclate des uicroscooistes 
 .
 

/' Ricycaetduperstonnelen
ECHELON REGIONALoca dml. (ifrm. 

Abengouroumme, 

.....AdjamE m coTreichvtle s.de SRVIntentoa
. . . :. -,.Progres sivemen HAERNdiTEm i SPNS 

s ntgrs a -la .fBouak
Evauaio peraetd Direction du Centre Nanonqlude
u~ progam gric
DEeSATfiSiNCES., 

Sp proogo 
 Coordination.
 

Formede Cation S 
 r0 AR DEn HOPI-


Forma ion t rec iste
cla rosco 


Rale 
: prmvu selon un plan progressu d'inograt.on par niveau figurant 
au tableau I
 

http:d'inograt.on


VACCINATIONS PlRATIQUEES PAR L'INSTITUT D'HYGIENE 

ANNEES 

1970 

1971 

VARIOLE 

512.924 

660.297 

FIEVRE JAUNE 

511.597 

199.371 

"-ROUGEOLE 

414.528 

542.309 

CHOLERA 

2.183.944 

851.266 

1972 

1973 

1974 

1975 

1976 

-265.761 

50. 698 

843.297 

376.518 

127.505 

32.241 

'9.37 8 

"1 JB-79.703 

3,:8.. . 

-15.683 

221.418 

136.518, 

110.832 

66.547 

."211.752 

124.938 

73.616 

45.511 

:4 



STATISTIQUES D E MOrIWIDITE ET DE IORTALITE
 

DES MALADIES TRANSMISSIBLES
 

Les ohiffres runis dans le tableau ci-Joint permettent mieux que n'importe quels 
616ments de connaitre plus facilement l'6volution des maladies transmissibler et 
d'en dtablir une hi6rarchle par ordre d'urgence et d'importance. 

Une revue des diffdrentes maladies appelle lea commentaires suivants: 

I - ROUGEOLE 

- ombre de cas signals 83 000 environ 

- Nombre de ddcs : 2000 

- Taux de mortallt : 2,4 % (en gdnral.5 A 10 %) 

Malgrd les mesures preventives, la rouZjeole constitue toujours un. problame 
prioritaire de Santd Publique. 

Si lea 400 000 vaccinations pratiqu~es n'ont pas permls de diminuer de fagon 
significative Pincidence de la maladie, c'est pour plusieurs raisons dont 
les plus Importantes sont lea suivantes 

- Les m~mes sujets sont vaccinds plusleurs fois 

- Les vaccinations touchent de nombreux enfants hors ciblej; 

- Certalnes campagnes sont effectudes tardivement apr~s les dpiddmies 

- Insuffisance de gdn~ralisation gdographique. 

La r~organisation actuelle prdvoyant une coordination nationale assurde 
par 1'Institut d'Hygitne qui est chargd de la conservation et la distribution 
du vaccin ainsl que la collecte des statistiques, permettra de r6allser lea 
campagnes A temps. 

Cbasue Base de Mdecine Rurale doit faire son programme et Vexcuter 
avan't lea dpld~mles de Janvier-Fdvrier. 

.1 



LE. TE'1'..o. 

- Nombre do cas signals : 3. 000 environ 
- Nombre de d~c~s 600 
- Taux de mortalIt6 20 % (en g~n'ra entre 30 et 50 %). 

Le nombre de vaccinations est encore insuffisant. 
Dana I'avenir les programmes de vaccination doLvent permettre de toucher en
prioritd: 

- 900. 000 enfants de 3 mois A3 ans 
- 350. 000 femmes enceintes. 

III - LA COQUELUCHE 

- Nombre dp cas signalds : 25. 000 environ 
- Nombre de ddc~s 200
 
- Tauxde mortalltd 
 1% 

C'est le programme dlargi de vaccination associant les vaccinations contre laDiphtdrie, le Ttanos, la Coqueluche et la Poliomy~lite qui permettra de faireune gdndralisatton gdographlque et ddmographique suffisante, susceptible de
rdduire l'incidence. 

IV - LA POLIOMYELITE 
- Nombre db cas signal6s 500 environ 
- Nombre de ddc~s 42
 
- Taux de mortalit: 
 9 % 
La poliomy~lite reste une maladle des enfants de moins de cnq ans. Cettemaladie n'est pas un problme ndgligeable et son Importance s'affirmeravraisemblablement dans les annes Avenir avec l'amdlioration des conditionsd'hygi~ne, le maintien de la croissance d~mographique et Pefficacitd de la
surveillance et de la notification. 

V LA TUBERCULOSE 

Se rf6rer aux commentalres des Mhdecins des Centres Antitubercueux 

VI- LE CHOLERA 

- Nombre de cas signalds 362 
- Nombre db d~c~s 23
 
- Taux de mortalit: 
 6% 
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Malgr6 lea mesures prdventives, cette maladie dvolue dcpuls son apparitionen 1970 solon le mode end6mlquo avec quelques pouss~es dpid4mlques que Ponarrive A circonsnrire en agissant sur fes foyers par des vaccinations. 

VII - LA RAGE 

- Nonbre de cas d~clards 9 
- Norabre de d~c~s 9 
- Taux de mortalitd 100% 

Dans les fiches reques, certains Centres enr6gistrent les vaccinations commedes cas de maladies. La correction a Etd faite en ne ietenant que les cas de 
maladies. 

Clest avec des mesures dnergiques d'Mlimination des chiens errants, de vaccina­tions des animaux et d'6ducation de la population que Pon arrivera, Adiminuer
Pincidence de cette maladie qul reste toujours mortelle. 

V - LA VARIOLE 
L'Oradication de- la variole a dtd certifide en Afrique Occidentale en 1966. Sur lesfiches, certans Centres ont signald des cas qui apr~s vorification, revblent 
une erreur de diagnostic (varicelles graves). 

IX - LA FEVRE JAUNE 

- Nombre de cas signalds 56
 
- Nornbre de d6c~s 
 9 
- Taux de mortalit: 16% 

Les cas pris en compte dans ce tableau sont ceux quI ont dtd confirm~s par lesexamens de laboratoire et qul proviennent de la r~gion de Bouak6, Dabakala. 
D'apr~s les enquites, le virus circule en permanence dans les rdservoirsanlmaux notamment chez les singes qui affectent les moustiques qul le trans­
mettent APhomme. 

X - LE.PIAN 

- Nombrede cas signalds : 51.755 
- Nombre de d~c~s 143.. 
- Taux de mortalit: 0,003% 
Cette incidence leve justifie tine campagne de traitement contre le plan. 



MOIBIITE-!MOR1TALITE ET NCMfIRE DE VACCINATIONS EN COTE D'IVOIRE -1977 

Rougeole Dipht6rie .T tanos Coqucluche Polio "uboroul. Chol6ra -lage F. Jaunci Variole Rubdole Plan 

18.695 
863
863. 

6,. 
' :: 

wi 

.824" 
305 

6.438 
74 

123 
4 

27 
2 t - ' . . 

1 

. 

-

• 

1 

I . . 

5 1.033 

33 

r) 35.351 17, 553 I 10. 141 212 53 23 3 3 55 10.707 

942 . 49,-- 122 - 36, "6, 2 3 31 
- " -, ' . .-. . -

d U 18.524 56 730 6.270 68 462 68 6 1 85 20.029 
, 224 2 52 20 '. 2 20 3 1 6 33 
+ 4.050 77 601 521 63 t. 465 148 '3 125 

20 58 78 4- ...3 6 
c; 4.129 18 367 352 .23.920 90 .6 36 41 6.770 

96 96 120 3 6 7 40 

CU 

* 83.202 175 3.060 24..4-12 .139" 4. 032 362 . 19.- 56 5it51.755 
--."I " -. -__"__ - ___- _ " • " 

0 2.013 .2 '580 218 42 -226.- 23 19 9 

, 

143 

NLbre Vacci. 

2,4 

197.912 

1,t 

68.7.95 

20,7 

83.243 

0,9 

58.2tsh 

8.6 

-1:1.310 

5,6 

lS7.286 

6,3 

196.786 

10G,0 

5.669 

16,4 

59.346 89.594 

.003 



(1) RENDENI ENT )ES DISPENSA URMAINSEt&S ET 1lOSPITALIERS 

NB Moy. NB NB de NB NB deDEPARTEUENT de de C/ Moy. C ar Moy. C parD jour ER ER/oui El EI/Jour 

BOLAFLE 2 65 7 9 12 5 

BOUAKE 7 85 t5 5 L4 6 

DIMBOKO .85,t3 17 It 21 t0 

-' .KATIOLA 1,t 32 t5 2 5 2 

DAAKALA ­ - - . " 

DALOA 3. 136' LI 1.2 5 27 

GAGNOA 4 60 1. 6 '9 7 

- - - i: - " SEGUELA ' 3 70 7 o 

BON'DOUKOU 3 69 . 1 3 1 W 
to T
 

BOUNA 
 2 f :3 

KORHOGO L1 L - - .5 3 

FERKE . - . . , ­

'. '­ - - ,/. -. : .-:, . -

BOUNDIALI 

.
 

3 77 3 9 6 1.3 

- NB de D : Nombre de dispensuires a statistiques utilisables. 
- May. de C/Jour: Nombre moyen de consultations faltes par jour. 
- NE Moy, ER : Mioyenne des effectlfs rdalisant des soins. 
- NB de C par ER/jour : Nombre de consultations faites par jour en moyenne par chaque

personnel soignant. 
- NB Moy. El : Movenne des effect.fs de personnel infirmier. 
- NB de C par EIjour : Nombre de rconsultations fiit-s liar jour en moyenne par chaque 

Infirmier. 

! -'. 

http:effect.fs


(U) RENDEMENT DES DISPENs,\ItES URJAINS ET HOSPITALEERS 

DEPARTEMENT 

ODIENNE 

M(AN 

BL-%NKDUbIA-

UUIULO 


DANANE 

TO1UBA 

AENW.£)UROL' 

ABIDJAN 

ABOISS) 

ADZOPE 

AGbOVILLE 

DIVO 

SASSANDIP% 

St48-
NB Mloy. NB NB de NB NB de
 
de de C/ Moy. C par Moy. C par
 
D lour ER ER/Jou El Ef/Jou
 

t 24 4 6 3 8.
 

5 t09 9 12 7 t5
 

- - - -

3 9?: a 12 10. to
 

- -

1 30 13 3 4 8
 

2 62 16 4 t8 3
 

17 182 to 18 7 26
 

1 63 to 4 to 4
 

2 6t 7 9 t5 4
 

I 65 28 22 3
 

2 218 12 '8 13 t7
 

3 C.9 7 to 10 7
 

- NB d D: Nombre de dsilicnsailres A st:tlstiolucs itlilis:ahles. 

- Moy. de C/Jour: Nombre moyen de consmttluns fiiltes p:,r ittur. 

- NO Moy. ER : .ovcnne dus e(fectifls r;als:mnt des soins. 
- NB de C par ER. iur . Nmibra de consulttirns (iAtes pur Jour en moyenne par cha­

quo personnel flolgna;nt;. 

- NO Moy. El : Moycnne * ctls de pers(nnel Infirmir 

- NO de C'Imir El/jour . N'q,,bru de consultations to,".s itr lour en moychO'e pnr chu­

ruao Inrirniler. 



I)[SPEN&\[RES(I) RENDEMENT DES CONSULTATIONS D ) 	 RULIAUX 
-149-

NB Mnv. NB NB de NB NB de 

DEPARTEMENT 	 de de C/ Moy. C par Moy. C par
 
D jour ER ER/jou El El/jour
 

BOUAFLE t0 36 3 12 2 	 18
 

15
BOUAKE 25 30 4 8 2 

15DIMBOKRO 14 	 46 4 Iit 3 

4 42 2 21 2 21.KATIOLA 

DABAKALA 2 	 25 •2 3 2 t3', 

64 413 6DALOA 5 5 	 4 

GAGNOA 9 34 2 17 2 	 t7 

27SEGUELA 5 54 3 18 	 2 

2 14BONDOUK1U ' 23 	 27 3 9 

66 2 33 2 33BOUNA 	 6 

8 2 16KORHOGO 11 	 33 4 

FERKE 7 	 18 3 6 2 9 

BOUNDIALI tO 26 4 6 2 	 t3 

- NB de D : Nombre do lispensaires I statistiques utiisables. 

- Moy. de C/Jour : Nombre moyen de consultations faites par jour. 

- NB Moy ER : Moyenne des effectifs rdalisant des soins. 

- NB de C par ER/Jour :	Nombre de consultations faites par jour en moye~nne par 
chaque personnel soignant. 

NB Moy EI : M-3yenne des 	effectifs de personnel infirr'" !r.-

- NB de C par El/jour : Nombre de consultations taites par jour 	en moyenne par
ch'aque Infirilier. 



(1) ItEND EMENT ) E8 CONSU LTA'TIUNS-U ISIPLNAIIES [IAUX 

]- -150. 
NB Moy. NB NB de NB NB de

DEPARTEMENT de 	 do C/ Moy. C par Moy. C par 
- lour Efl/Qu T/JoirJP 	 Fr 


ODIENNE 1L 22 2 1. 1 22 

MA1N---
K, N 	 ., 

BI•NKOUMA 	 , - - - -

GUIGLO 6 26 3 9 2 13 

DANANE. 7 60 2 30 2 '30 

TOUBA 6 55 4 14 2. 27 

ABENGOUROU 17 35 4 9 3 'L 

ABIDJAN 20 43 3 15 2 22 

ABO[SSO 4 33 4 8 1. 33
 

AD 
 30' 3 to 2 15
 

AGBOVILLE 1. 36 2 is 1. 36
 

DIVO W4 
 40 3a 3 20.
 

SASSANDRA, 
 U7 40 	 33 2 20,
 

- NB de D Nombre de dispensatres A statistiques utillsables.
 

- Moy. de C/jour : Nombre moyen de consultations fartes par jour.
 

- NB Moy. ER: Moyenne des effectifs rdalisant des soins.
 
- NB de C par ER/Jour :Nombre de consultations faites par jour en moyenne par 

chaque personnel soignant. 
- NB Moy. El : Moycnne des effectifs de personnel infirmier. 
- N8 dc C pior El/jour : Nombre de consultations faites par jour en moyenne par 

churtte infiruier. 
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" NNI"X I I 

REPUBLIQUE DE COTE D'IVOIRE
I*lISTERE D'ETAT CHARGE DE LA SANTE 

PUBLIQUE ET DE LA POPULATION 	 Union-Discipline-Travail


lo..
----------------- ~ ~ ~ ~ ..

---&du FE ',W'D EC R E P NO 

portant r6organisation du Ministare de la Sant6
 

Publique et de la Population.
 

LE PRESIDENT DE LA REPUBLIQUE
 

rapport'du Ministre de la.Sant6 Publique et de la Population,
SUR 


76-163 du 4 Mars 1976 portant nomination des
V 	 le D6cret no 

membres du Gouvernement,
 

LE CONSEIL DES MINISTRES ENTENDU, 

D E C R E T E
 

Sante Publique et de la Po-
ARTICLE PREMIER.- Le -inistre de la 
pulation dispose, pour l'exercice de ses attributions, en plus
 

du Cabinet des Directions et Sous-Directions suivantes qu'il est
 

charg6 d'organiser par arrite.
 

LA DIRECTION DE LA SANTE PUBLIQUE ET DE LA POPULATION.
I. 


Cette Direction comprend les Sous-Directions et Services suivan
 

- La Sous-Direction de la SantS Rurale
 
- La Sous-Direction de la Svnt6 Scolaire
 

- La Sous-Direction de la protection Maternelle et Infant
 

- La Sou3-Direction des Centres Antituberculeux
 
- Le Conseil de Sante 
- Le Service de la Population 
- Le Service de la !"decine du Travail 
- Le Service de la 1edecine priv~e 
- Le Service de l'Odonto-Stomatologie. 

LA DIRECTION DES AFFAIRES FINANCIERS.
2. 


Cette Direction comprend les Sous-Directions suivantes
 

- La 	Sous-Direction du Budget et de la Comptabilit6
 

- La 	Sous-Direction du Materiel.
 

LA DIRECTION DES AFFAIRES ADMTNISTRATIVES.
3. 


Cette Direction comprend
 

- La Sous-Direction du Personnel 
- La Sous-Direction du Contentieux. 

.1. 



'ANNEXEI-2
 

4i. 
 LA 	DIRECTION DE LA MEDECINE HOSPITALIERE.
 

Cette Direction comprend les Sous-Directions e Servideb
 
suivants :
 

- La Sous-Direction des H6pitaux Publics 
- La Sous-Direction des Centres de Sante Urbains 
- La Sous-Direction des Centres Hospitaliers et 
Universitaires
 

- Le Service de la Riglementation Hospitali~re
 

5. LA DIRECTION DES SERVICES PHARMACEUTIQUES. 

Cette Direction comprend les Sous-Directions suivantes
 

La Sous-Direction de la rer.lementation 
- La Sous-Direction de la Pharmacop~e 
- L'Inspection de3 Pharmacies. 
- La Sous-Direction du Laboratoire de Galenique 
- La Sous-Direction du Laboratoire National de la 

SantG Publique
 

6. 	 LA DIRECTION DES RELATIONS REGIO1IIALES ET INTER11ATIONALES. 

Cette Direction comprend
 

- La Sous-Direction de la Cooperation Technique

- La Sous-Direction des Relations R~gionales et
 
Internationales
 

- Le Service des Stages et de l'Accueil
 
- Le 	Service des Relations 'lationales 

7. 	 LA DIRECTION DE ~ll DE SANTELA PHAu -:2-LE LA PUBLIQUE. 

Cette Direction comprend
 

La Sous-Direction des Approvisionnements
 
- La Sous-Direction des Importations 
- La Sous-Direction de la Comptabilit6 

8. 	 LA DIRECTION DE LA TRANSFUSION SANGUINE. 

9. 	 LA DIRECTION DE LA PLANIFICATION ET DE LA PROGRAMMATION 
SANITAIRES. 

Cette Direction comprend
 

- La Sous-Direction de la Planification
 

- La Sous-Direction des Bgtiments
 

- La Sous-Direction des 6quipements
 

ooe./oo . 



10. 	LA DIRECTION DE LA DOCUMENTATION ET DES STATISTyQUES ANNEXE [-.3 

SANITAIRES.
 

Cette Direction comprend
 

- La Sous-Direction de la Documentation
 
- La Sous-Direction de'la Comptabilit6 Analytique
 
- La Sous-Direction des Statistiques Sanitaires.
 

11. 	LA DIRECTION DE LA FORM.ATION ET DES PROFESSIONS MEDICALES
 
ET PARAELDICALES.
 

Cette Direction comprend
 

- La Sous-Direction de la Formation Param~dicale
 
- Le Service des Professions medicales et param­

cales.
 

ARTICLE 2.-
 Sont rattaches au Cabinet, l'Inspection Ggn~rale

de la Sante Publique et les Institts suivants
 

- L'Institut d'Hygi~ne 
- L'Institut Paoul Follereau 
L'Institut National de Sant6 Publique 

- L'Institut Pasteur 
L'Institut de Cardiolotie d'ABIDJAJ. 

ARTICLE 3.-
 Le Ministre de la Sant6 Publique et de la Population
dispose, en outre, des organismes 4 caract~re consultatif suivants
 

- Conseil Consultatif National de 
la Santg Publique et
 
de la Population
 

- Conseil bational de l'iyfilne Publique et Sociale
 
- Commission de la Thrapeutique
 

ARTICLE 4.-
 Sont abrog6es les dispositions du d~cret no 69-48 du

20 FMvrier 1969 portant reorganisation du "linistere de la Sante
Publique et de la Population et toutes dispositions contraires 
au
 
present decret.
 

ARTICLE 5. - Le Ministre de la Sant6 Publique et de la Population
est charOe de l'14cution du present decret qui sera publiS au

Journal Officiel de la Rpublique de COte d'Ivoire./-


Fait A ABIDJAN, le
 

FC-lix HOUPHOUET-.BOfnNY
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lti-n ti nal e..tec-r ,-s", . .- - .. "'--:'.7 

The subject of the transfer and develciment of technology 

has become one of the ,ost critical topics currently be.n 

debated by governments, coo. i!:es and associations. in 

the pharmaceutical and other hea-th fields the governments, 

UNIDO, '*HO and other internional institutions 1-.7_, been 

particularly interested in the effects and benefits which
 

a technology might have on the society, on the economy and
 

on the development goals of the developing nations. This
 

case .epozt deals with the establishirunt of a pharmaceutical
 

plant in Nigeria.
 

Establishinq an initial dosace plant
 

The operation began in the traditional fashion as an extort 
market handled through an agent relationship. " Wien it was 

clear that the market was growing rapidly, the company 

decided to estz.blish a dosage plant for-pharmaeutical 

products. The Nigerian Goverrument was also anxious to 

import technology and help establish an independent, self­

sustained infrastructure as soon as possible. 

The planning began in 1970 and in 1376 the plant Was
 

running at a fairly satisfactory rate.
 

Initial clanning
 

A system for.planning and establishing initial progr_-Les 

for construction, start-up and value engineering was based 
on market surveys and production requirements. The in­
vest:ent of time and people at an early stage provides 

control cuid-nce an! oerati n-Iq ns. for successful -ute 

operation.
8 

7~'; in ccse. - r tion with the ztr,an:." 

-HO, the'A ic ::..ent Centre .nd the (future) 
n ........ .n-I . ... a n-I d . s f' .nt c ;as mainlv that
 

o"-:i r ".%ith lini .'d st-f- suppot fr. var: a 
= sour s n -iz-..::ion ;-as, 0 f.-D c course, 



. . . o.-." fr, .h.e..
I n i t i: ! m r ' : 

from the coun-y
basis of a "Probable Project Proposal" 

manao~r . 

The Regional Management Centre 
provided technical inform-


At this stage, 
ation for a "Preliminary ceisign 

Basis". 


sanior engineers from the zarent 
organisation were hired
 

and-this planning expertise 
helped to ensure that the
 

project was not frustrated 
by inadequate planning and
 

lack of technical skills.
 

in order to estimate manufacturing 
costs, expertise from.
 

other countries helped to 
adapt the planning to the
 

raw -materials
 
These planning and manag'etent
intrastructure of the country, e.g. source 

of 


and equipment requirements. 


skills represent a valuable 
technology often overlooked 

and
 

form the basis for successful 
future operations. Some of
 

the persons working with 
the project were to be 

key persons
 

in the future organisation, 
a matter of great psychological
 

and practical importance. 
During the first 2-3 years 

o
 

construction and starting 
up, the specialists and 

their
 

heir time
 
local counterparts spent 

=-:oroxi atly 50% of 


be orne n mind 
r- " ..­

in formal on-tha-job 
a t..a Ji .a % in c asS of 

that the number of t-
another jobs!:-2!C l.eft for 

as severalneed,i.=aediate 
n. ar'd ,.;i'an cc-=etinqthe cc.

ositions both within 

coDet~t~r


companies. Apprcximately 20% were lost to 

and/or government institutions.
 

Practical matters
 
cinderblOzzz 

of items like cement, steel, 
-. ailability 

in. :-"y AIcan countries,,
is shortr~oing, etc. " i -; a abn i a s a alocil.Y 

co::C.ne:ent building co:-. -
lal

the company HQ, eight to 
thirsty different spec

!-ts
 

in.the early planning,
tim~e 

-,.ere involved from ti.ne. to 


cnstr= t.CnThough local 
both at plant site and t.t 

-.:e used, the s.pecialis
and archtCtral 

. ,.e 



char a:f is tics Of pharmrn 	Z'-Jtic.3l plant~ 1'*u-il'1 

Ftms, who thus gained newtransferred to the local 

ex:erience - especially In sterile and controlled in­

stallations and other pharmaceutical plant construction. 

During the course of developing the plant, the company
 

invited a series of reviews and critics of the project to
 

accumulate comments and lessons applicable to the next
 

situation.
 

Design and construction technology
 

Pharmaceutical manufacturing requires an extremely reliable
 

production area resulting from strict construction specifi­

cations. Sterility of storage and work areas demands
 

construction standards that had not been previously required
 

by Nigeria. Experience gained is an asset not only to the
 

company concerned but also to-Nigeria as a whole.
 

The field construction engineer had spent 12 years on
 

different construction.sites for pharmaceutical plants and
 

had successfully constructed a similar plant in Indonesia.*
 

in order to draw experience from other countries, the
 

architects at the HQ supplied a series of concepts and
 

Mechanical and electrical engineering and
detail drawings. 

For the
air conditioning requirements are some examples. 


plant facilities, 40-50 main drawings were required frcm
 

the HQ, along with 10-15,000 specification sheets and
 

The project was developed and construc­equipment drawings. 


tion made in close cooperation with governments,not only
 

to get approval but also 	to help the government.technicians
 

understand the new procedure.
 

T*e co- anY was .ager to 	 train not cnly Iagement but 

also the lower level, labourers. Many new ideas develc-ned
 

tools could be utilised tc a
from this system and modern 


great extent, thanks to this training efort.
 

http:Z'-Jtic.3l


' 

As. ,, ion.:d above, , L ,:'''. .5 n' :.,. * .' ar qj 

• . ".- . . . " ....It a ° . 

one. The r~ovarnm"nt the tzompany to train and 

- local mana,;L .. _n ... -obe so 

concerning the daily runnin of the factory. The inability
 

to hire foreign technicians, due to a restricted quota
 

system, hampers OJT (on-the-job training), which training
 

might be improved if an c.tion were available. As mentioned
 

above, the company put great importance on training and a
 

.greatdeal of technology given is new to the country. The
 

hourly workers often have only rudimentary education and..'.
 

possibly little exposure to the company skills used, for-..
 

example in food processing. For many, however, the training
 

will begin with how to use rulers and simple scientific
 

tools and then progress to the actual maintenance and
 

operation of the blenders, encapsulations, slugging machines,
 

etc. Throughout the training, the "attitudes for quality:'
 

control" is emphasized.
 

Value engineering technology
 

The first ybar of operation is the most criticalsone.
 

Thereafter refinements and adaptations for the best operation
 

procedures can be introduced. This includes .also seeking
 

new ways of reducing costs, improving production quality
 

and adapting the basic system to improve efficiency. The
 

experience gained is pocled in a "Technology Pool" for all
 

African units.
 

.eriodic audits of country operations are an important factor
 

for determining new means of increasing efficiency, cost
 

=erformance and implementing new procedures.
 

impr:'.c and assured by distributinc"
,.uality control is 


.:ocuments containing in-..rmation from other QC laboratores,
 

Stability data, etc. _urchasing, traffic, production p!1annin­

and inventory control , also be improved as experien=e s
 

,- .Ined
 



s
.nr
 

of quaitand al.so create Ani-a~ 
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-I existe trois unit~s de production pharmaceutique au Sdngal,
 
toutes trcis rassembldes dans la regicn de Dakar. La plus impcrtante est 
la SIPOA. L'usine Valdafriae est la plus ancienne : elle ne fabrique pas 
que des produits pharm.aceuticues et est dlimportance moindre. L'Institut 
Pasteur de Dak.r assure une cortaine orodrction de vaccins et de sdrums 
c'est dcnc la SIPOA qui retiendra notre attention et dont nous allons rap­
porter les caractdristi *u'spri-ncipales. 

I) Histoire de la crdaticn de la SIPOA 

Le projet de socitd Industrielle Pharmaceutique de l'Ouest Afr±­
cain.a dtA congu d~s 1968. En 1969, le Prdsi-'ent L.S. SENGEOR charge la. 
SCIAPI d'dtudier les possibilitds d'inplantation d'une usine pharmaceutique 
pouvent fabriquez des produits et ies vendre & des prix compdtitifs. En ef­
fet, des chiffres de 1966 montraient que le secteut rt!'lic ".it i.rt 
pour 700 millions de frs CFA en un an ; le secteur privd pour 500 I',soit 
1,200 milliard en tout.
 

En sertembre 1972, une conventicn ast signde avec la filiale 
frazcaise SOfFIt! du labc.ratoire Boehringer IngelheLm. Cette convention dta­
blit !a cremation d'une scci.tS ce'iccncmia mixte alliant la SOFF' et le Ccu­
ver..e.ent s~ntgalais. A !a cri-ation, en d~cembre 1973i les parts de l'Etat 
S-ndgalais Staient de 20 % crntre 90 ; pour la SOFFIN. 

En raison de son statut, la soc!dt6 h6nficie d'exon~ration fis­
cale.; par ailleurs, la convention prdcise que l'Etat sdndgalais doit lui 
acheter a wn taux prdfdrentiel, et que lee b nfices de la socidts peuvent 
atre transfdrds A l' tranger. 

27 Traanis-ation de la SIPO.. 

Las divers services sont
 
- Sarvica laboratoire ot service de contr~leL . 

- Service mtdical 

- Service a-iministrati_ 
'
- Service de la orcductioni. 



- 3r 

Ct:-ul'entaires : Les diffdrences. devrai prixcue le mde de scnt Avidentes.presentation s'±jcle la PHAfl1,ApRC,permet des prix plus bas, 
par gr ndes quantjetsqlcela W'en expliquege v chlorcqulne pas pour autant l'norme zmnet aspirine coatent trois fois plus cher en pharmacie, eila Tifcnycine 5 fois.
 

Le prcblens se P'cse par exemple niveau desaufirmer du dispensaire', ne'disposant villages, 00 Pin­pas de -d.camentsensante., itsuffi­envoe les malades ,uantlea achetr au ..r. o d, n le .. p..uaf
ceut iques. .. . .....
 



est ainsi pass-11 de 
a *A4 oct.: . n ~ 

L~e chiiffrGm 

fts UP, en 7973 IL 400 nilliofls an ZS77..6
 

.1i&;sAll 

Un triple ob.jjeCtifdevait rpCndre ala SIPOAA sa c:§atiOfl 

tour es h~pitauxd-eeflts usuelsf rb: icatiozl ds -la 'u les officinfes
P~oedu..ts essentie. 


- . ,r. 

et les ph4;mracLes. .VillaCeois 8S 
les plus vendus. 

sous licence des produits
fabricationl
-la 


-

s~ Is reillourt3s 'cnditi6di,
orviom=14otvisent' 

nu~iiqu'es et priv.1as teant au do91i*clQtii
Pri., de qualits dE~de dLd 


C.fn~gal que dans les Stats voisifls.
 

..

4) Lite des .rd±S f~~S 

do-..a i-z. 
finis rePr,,sen--..la prpuctiofpzodai
bno liste de ,*C 

Pr r.4La=G ngecid-: ana3.gsi.
 
La rluna-t ccnt des rsdicwant_- de 

ju-i~4hc~~n,
sulfarnd16 

c'uas: antiryrtti$uesl, anti; iotiques 
usueis, 

s ont rla1isdes'da::rsltti~cffcMor?Las di!Are-aton 
(6
.. :.- arjQule.s 

- sclutd-z rascif (17%,
 

- solutdc buvahler 1 )
 

3)*.goaiules,* 

15, sr-cilit~s disrpnibiea en nhe­
11~ta1~:st~SCifrl 



5) L'ace.en
 

A- Le service d'achat et de transit assure les cpration'!
avec 1'extdrieur 
par 1 'inteOrmrdiaire de la masomla SoFFI7.l ' 
b -La matiare rernire. &art 
 i'eau-.t,, our
mesure, le cartonnage, le . e" 

..,eprov tene
, 
 t certane 
.'extdrieur. Provient en totalltA de
 

C Les Daysexportateurs 
sont nombreux;

*Onpeqt citer la France, l'A11magne 
 e .A, 
 la ci.
 ne, l'URSS, la Tchacoslova uie U ,,4•-


Co :t
En 1977, 200. millions .de fra
matires Premres 
A ont t6 consacrs a 
n ' achat de
budget de 400 mill.ons,, soit so 
 .
 

6) La fabrication
 
Le Processus de fabrication
vigueur dans l'usine Mare. itu 
 ... est .tricte.nt
.r-reet 
 dnlue
idente Felui en
injectebles, atelier
inectde 
 o lamotin n
ur fabus. 
 , rs '.ateliers :atelier des
 

tlneepour la fabrication des corprimos et 'es
ier de Conditionnement, gelules, ate­aboratoie dana.yse et d.
re,ys e con
e cntrdle des -roduis
es d ts-
LIs diffgrentas dtapes de la fabrication sont variables-.suvant
le produit le plus vendu, les operations 
 nu
se succdet sont les suivantes
 

-Alan9e 
 du principe actif avec l'excipient
"
Huflddficatlcn jusau a obtenticn dune p-te*"Granul~ticn 

- chag.e a i'tuve"dos granulds
 
- oncassaSe des granulas" Ltubrificatlcn 

-


Cc. rresson a ha Pastilleuse
 
La derni~re 
 tape eqthe ccnditionnment
 

°
 

http:L'ace.en


7) La distribution dfcz proe-uits SIpCpA 

ITA service d'informiation est assurG par tm'.visiteur mdidicall qui
rep~seteSimultandment los ProdUitS Boehringer Ingelheim. 

La vente~se fait dans 'Une double, direction :*Sdndgal t 's ex­
tarisurs. 

S.elon l~a mz w4oried8 M. NDIPAYE, (lea industzies 'pharmaceutiques
 
. t.aex)j aadistributicn se 
fait 50o% a..l lht 'Efeur et, 50 %a 1' extdrieur. 
1I- ciie pcur 1977 lea 'chiffres de. V'ate au S~zglde 200.Cooc'.oo sur. un
 
chiffre d'affaires de 4O0.o.o. < . -r 4
 

* Salcn lea infoimations recuAillie a aupras du dlrecteui de~l­
.S3POA,, lexpcrtation reprdsenterait 75' %de la -!'..-ctli.. ., 

Au Snglm~me,lea ventes sont, fe-ites environ pour lea 3/4 a.

la PHAAPPWRo, I4--.Cuc groasaistes,, en auantitA dquivtextte, our chacun des
3 (un-t~u~f petit poiircentage dtant rdse~v ]'elPrincipafde Dacar, 

8) Lasiroblames auxuels..sGheu"te la SIPOA .:. 

Ncus dmlarons -rap. eui'ent lea diverses eifficultds renccntrdei 
dans la-f6ncticn,-.-mt 1del1ouo1 exoa
uietelles~qu'el-es ost6t:e 
de diverd catds, notCa im ent par le pharrncien-chef de la SIPOA:-'! 

a -Le~secteur 
 recherches,. prdvual .crdaticn de.l1'usine: 
n'a toujours pasz'**,u le jour. 

-r Un roJet d'useine :epanieznents., Afusdatila 
-e .1 i ifdela SIOA par la Gcuvernement Sdndgli u~pnat 
le confier a un industriel national, n'a jamais dt a­

L.hcstilitd es,'harrraciens*C.- d'cfficine a 'ost.manifestae 
& rlusieurs 66ards..........................
 . 

- 11cus avons dCja envisag6 le !fLmafque a gagner" des.pharmacidna
r3':r es rduits qui sont rcur !epaucoup sur !a, li'ste deos nrcd;u.it3 R.coeffi-
Cielnt 48 
(cf. chap. prix ec venteY.* Les pharm.acic-hp se sont6- algrO euzc Xel­
lids 1 un rict visant' A favorizerla orescripticn de pr-lduits 6oc aw%, 

http:200.Cooc'.oo


-- 

- Pa~r aillcurs , a le crdt ionPrctest d car de la SIPOA t'les ril s fl'dta ient a .a i n ­1977, pas assoc idla SIPOA. prcddd a 5 u±roj tune augmentation de 501' capitalde 
f. - u s d c 

7 mij1,
le faisant passer de 60 A 330 nmtllions,.en l'ouvrant aux phqxcens
naux.
 a~
 

L'dtat actuel est le suivant
 

- SOFFIN : 183 millions

Etat*du Sna1:54 million 

- PliarMaciens 3 6S dCgalais 33'millions pir action' de SooOr, do d~camnjre, 1977 a 

encore 

juillet 1978, 'aucun, phaxmacien
achetd dlacticn. nIavait-C 

d - Vattitude ovemeitale*
 

Selon desgislaticn au 
infd rmations*'recu 

0 in± 5 lalieud a 1 A ien u l ea Chmbede Commee'6bli,6 IdC:so~ette .1citoi'-

Protdger 


A autorisati±n prdalable *totjte import ajt:j&h Jirmddicaimnijt'ildustxie locale pou: cela aboutixrait ace quevant, dtre f abriqud tout prod~au, S~ndgal n 'aurait.pas d0"con-
pou 

rrent -- traner.Selon le Conseiller Techniqueloi nl'oblige au tministc)ce6--laboiatoiies d l s.t
a reprdsenter leurs prcduits deVant.la, mission de 6ontrale com­(qui est en fait une commnission d'aardrneni). 
11 existe par contre une convention de durde ljxnitd destinde a 

prot~ger leg produits: SIPOA de la ccncurrence,La .protecticn des-produits SIPoQ 
mais elle est contournge 

non .ne-.5'appliquaj.
encore -conunrcialisds au, S'gntal avant 

en fait, qu'aux produits
la cfd'at ion 'eIe SlpO),p 

re La dticencedu ccn atu
 
T-out observateur 
a Pu reniarguer,dans. une phar-macie la S.c~fe .s.uivanted'officine se ddroul1_t: Un maladerda-,ent de leaspirine, mie plaignant

Ordfarera dun Mnal '1e tGte et'asnrine iznrortde a celleScetfqeet '.e la SIPc-A
la techncgie!:lic nlest "as ccnvaincu. Ainsi ca'e ncus le 

sen Jie iznpeccalzle... ?Vais le r'u-..le malcua disionsnfcrrnation d~J rdans PHflREV 

'ifldiff~rence hostjIG 

au nublic, le peu d'enthousiasne 
13,
 

des W-6dcinfs des pharmaciens,concourent a ce refus des Conscipmateurs 

http:deVant.la
http:nmtllions,.en


f - Pour 1'avenir 

De tout cela rdsulte aue' le miarchd. nat~ion4..,est fern6. Les prin­

:Or 'Afr~qud'ee l'Ouest ie14senid a l'heure Actuelle un max'chd 
de 110 millions de consonmnateurs, dont 5 million~s ,au Sd-nO.gal. .;. ce pays est 
au.quati~mne rang des pays africains importateurs de produits phaxmaceuti­

quesr apras le Mig~ria, la e6Et"~o~ t'ie'Camei un. 

- Ce, madr crI6potenritieJ devrait Stre epj. q 
........... .r.......LI~~~aioz rnac­

be''in u stre locales. or, ,1' heuxr, actuqlJle .. r P44j~s:pa5 A± 
que C~e l'Ouest ant des ,"iets de construction de leur propre usine pharma­
ceutique.... 

r H.~a±.s: cias diffdreritesti isinre SintIo"'hafes,pmeini si, ls prqjqs.AGe: 
~~pas-! identiquOes- d Iun- pays- a, 1' autrd, 'n riuentells pas deq s4inpler 

ment se concurrencer sur un rn~me tmarchd, sans apporter de sol.ution nouve lle 
aux probl~mes de ddpendance .par*.:rapports'au 'It.iistsj multin'aticnaux do 6ai 

caticn et de .rqcherche-que nous iavons expost6-ls'haut(?r'­
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ca.B..P.O. LIT DS~S -CERrJS 17~ i~~~ot 

MDDELE HOPITAL
DA.1: A-2-


/A VXEO 

ACzTATE fl~soxycorICOSTERMN 

ACETATE DESOXYCORICOSTEMNE 

5 mg 

10 mg 

3/laO-

B/O0 -

1mi 

2 In 

ADREALImE 1 mg B/100- imi 

ATROPrflE 0,25 mg B/I00- 1 ml 

CAMOSULFONATE DE SOUDE 167 mg/mi 1ao mg B/100 ­ 2 ml 

CA'PHOSULFONATE DE SOUDE 167 mg/ml 100 mg B/100 ­ 5 ml 

CHLORPRO?,AZI1E 

CHLORURE DE POTASSIUM 

25 mg 

10 % 

B/00 

8/100 

- 5 m. 

- 10 ml 

CHLO0WJ DE SODIUM 9o/o B/I00 ­ 5 ml 

DIPFlPHYLLINE 

E.AU BIDISTILLEE 

EAU BIDISTILLEE 

200 mg B/1O - 2 ml 

B/100 ­ 2 ml 

B/100- 5m1 

EAU BIDISTILLEE 

-lTI CHLOF.YDRATE 

R..!TFLUIDE ERGOT DE SEIGLE 

40 ig 

1 gr 

B/100 ­

B/100 ­

B/l00 ­

10 m3. 

1 ml 

1 ml 

FO.UAYL DE QT.,TTE 

FOEI ATE DE QUIITIIE 

250 mg 

500 mg 

B/100 -

B/l00-

1 i 

2 nml 

GLiCEROCACSTY.HW-; ITE 

HYPCSU[LITE DE MAGUESIE 

LCBELf.:E .. .. 

1 mg 

10 

3 mg 

B/l00 -

B8/100 ­

8/l0o -

I ml 

10 M.­

1 ml-

LOBELINE 

:'EOSTIG=_T 

10 mg 

6,5 mg 

8/100 ­

B/100 ­

1 r. 

1 ml 

NIC T.A...DE 25 1. B/1 OO -1,5 _ 

r,,-Jc'A:', 25% B/00- 5 n!. 

CtAEAI""- 0,25 ng B/10, - I­

-HECBA.­3 AL 40 m; 5/l0o - 1 -

200 - 3/100 ­ 1 7i 



-- 

2- ,.' t.~' 

:- ­ HDEL.:P~rTAL 

.. .. sl 3,t.7 ­

. ,:':" C!-.LCxyD,. 2 2/100 - 5 ml
 

P.r.:.iE CI.-'L!.VYD.?ATE 2 %ADR.EIAL17TE 3/100 - 5 il
 

?.Z.STsRO: 10 mg B/100 - 1 ml
 

P~vc:sTL"-r 
 25 mg B/100 - 1 ml 

UIbIl E 11JECTABLE 100 mg B/100 - 1 ml
 

QUrI-E fl'JECTABLE 
 200 mg B/100 - 2 ml
 

CUMINIE ]IJECTAPLE 
 400 mg 9/100 - 4 ml
 

SPAEIME SULFATE 8/100
50 mg - 1 ml
 

STRYUCMH:E SULFATE 
 1 mg B/100 - 1 ml 

VITAM.'E 2.1 100 mg B/100 - 2 ml
 

VITAZ.NE B.1 100 mg + 3.12 1000 mcg 
 B/100 - 2 ml
 

VITAI-M1E B.6 
 50 mg 2/100 - 2 ml 

VITAMLTE B.6 250 mg B/100 5 ml 

'ITA,!fl;E B.12 lOOmcg 3/100 - 1 ml 

VMT-.I E B.12 
 lO00ncg B/100 - 2 111, 

V!AXTV:E C 100 mg B/100 - 2 ml 

vITA:..wE C 500 mng 3,/100 - 5 ml 

VITAIM!E Z,1 20 mg B/100 - 1 ml. 

"r--IA,M"f,,'E .. I 50 Ing B/100 - 1 ml 

Am - -dSSFS 

SOU:TZ, ACD F/250 ml 

SOU'.Tla- ACD F/500 mil
 

"ICAR.30=:ATE DE SODIUM 1,4 FF/250 ml 

SIC; . D::AT r 1.#4, F/500 m1D SDIUf 

D" SDU'0 90/0 v /250 il 

S.'._L-E 7:-T /500 rnl
 

.- ::,.0... .:,~~ , % F11250 ml 

''1.::',:: :,;.:: H'.?:Z7"10 T ' 2 ­.. ..~... ..... ,.-"/ 3m 
• 5) 

http:VITAZ.NE
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GLVCCSF HYPE.TroNIQUE 

GLUCOSE HYPT.Rrt0IQUE 

GLUXOSE HPro~IqUJ 

MANNITOL 

HANNITOL 

?'AKNTOL 

SORBITOL 

SO~IBITOL 

15 % 

30 % 

10 % 

10 0 

25 

5% 

1c ~ 

F/250 ml 

i.1P500 m 

F/500 ml 

F/250 ml 

F/500 ml 

F/500 ml 

F/500OMl 

F/500 m3. 

-

CHLO!IPROMAZIIJE 4 % F/1 25 Ml 

CHLOROCUINE of0, % F/500om 

PIPE RaflTE 15F50'hlJ 

ACETARSOL 

ASPIRflVE 

ASPIRflVE 

CHAIMON 

-PHLOROQI~nS 

CHLOIRPom~ziuE 

CH.L0RPRO?-fAZfl 

DZLTA C0RrISC-r, 

DIS7;LO?:E *.4C/scl 

DARTS PERPEtX 

r~:Tzn 

Z.-DE 

-­

-

-

250 

500 

500 

500m 

100 Mg 

25 mg 

100 mg 

57g 

2C 

50 m 

150 M: 

B/ '/00 

B~/2000, 

B/1. kg9 

- qkg * 

B/1000 

~/ooo. 

F/ 100 -----

F 0 

B/WOOO 

B/ 500 

9/1000o 

B/ 500 

2 

I­

-



S, ::.. : t." l ,: LISTE DES VZDICAVEISrS 
2.?. 2Q6E
 
. .?. :: ....f DEL HOPITAL 

P.'. G0RrQUE- F.H.H. 

PCTORAU:X -
F.H.H. 

- - - - -.. " - .T.J, ' 
-
- -- " 

1" g ' 
a. . . ..- . - . " 

PS2-'-;GAtATE DE POTASSIUM 250 ng B)/1 kg . 

PIPRAZE SEBACATE 25-g ,B/ 960,. -

Pf.MBARBITAL .. mg F/1oo 

P.. .'lBARBITAL. . .. --- 1mgJi....., - - -- - -- B/1o00 . : - -

FHN BARITAL "" 10 mg 
-7­
B/1000 

SMAGAOOIDI rag;.- B/I000OOO_"_:_ 

SUL2AMTHXYPYIAZIE 250-f~ B/1000. ..... '...... i'';. .. 

SULFATHIAZOLS ..AT ZO...- -.-- -. - - -. 50a~mg0 B/lo0cO0. " " "" 

.,lE 100 mg + CODCIITE 10 m "/ kg 

U'?OTROTE 
, -~ . 

-: ,,500 mg* B/i kg , , . , , -. 

VITA WE B.1 1f 0 mg /. 500 -

11•' B. 1VIT~rt ~i250 .% .1-:0_, B/' 50 . 

,I'A,thE B.6 25o;,.; B/100 -

V:TA~'E C -- --. 5m ./00 ---- "m-. .- -" -

:A?.a.'Mr C TAMPOME . 500 mg B/.100, - , . -

""TL U,:' - - -/ 

-."ZICILLVrE 250 mg~ B/ 10 <,, 

MKRA!TIZETICOL 25'm /10 , -

' - - - - - - - ---- :i::: 
*...rTPACYCLOlE 25 mC/ 0 

T,.RACYCL l'E ---------------------.­250 m~g .,8/ 200 

.'': :- _.. '- - •, ".- - - . - . 

" 1 B/ "0 b c.s d . 5 qrs 

7- ... ~ ~ ~ ~ 6 's1' b-........-ta 15 r 
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made In the dmes sector, tlat it 
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I ll- . V44 I . bleih 
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a! t;., e .I s in'. o health be met fitt TheCommonecajth nl ifl nl.| a funde ojecblnlakOW Polels Wtei f needs can to to l pr tr. 
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Caluse of 	 u ::r 	 n~,h.;.L: , ,,t ,3:n 

1 .	 :.:aaria 

2. 	 Disease5 of the 
respirztory tract 


3. 	 Entheritis and
 
diarrhoea 


4. 	Diseases of the
 
digestive system 


5. 	 Intestinal
 
helminthiases 


6. 	Diseases of teeth
 
and periodont 


7. 	 Iron deficiency 

anemia 


8. 	 Diseases of the 
genitourinary system 


9. 	 Measles 
10. Gonococcal infectios . 

292,000 28.0
 

199,000 
 19.0
 

148,000 14.2
 

136,000 13.0
 

89,000 	 8.5
 

35,000, 3.4 
.24,*OO 

224 .	 0'0 2.".3 

,21,000'0 	 2,0 
20,000 1.91 
11,000 1 .0 . 

93.3 
Source: Hinistare de la Sant6 Publique.
 

The main causes of death are als,o shown.-in that series 
of.1publications. 

,- . .. Percentage of
Niunber of total numberCause of mortality 	 deaths of deaths 

1. nk)nown causes 308 	 !1.8 
2. 	Entheritis and diarrhoea 
110 	 7.8
 
3.j 	 kjalaria 

,.( 	 Tetanus 

'5. 	 Avitaminoses 

'6. Anemias 
.'.7. Dysenteria 

8. 	 Measl .. 

9. Meningif's 


10,. Tubercuicsis 


Source: Ministare d'e la 9 

Here it must be noted tha 

-known causes indicates that 

83- 5.91 
82 .5'8 
78 5.5. 

584.1' 

46 
,44 3. 

43 3.0 
34 2.4 

62.7 

n 5 Publicue. T050 

the large percentage of u-­
the 	dia~ncsis are scmewhat 



C v .se o - -­

ca..s_e 
 ... -:-
 ...-..
Cv L or 

-e Pr 1000
-"1


Consultations 
 -' . irants
X4Jlaria 

300,000


Wara170,000 215
 
Ent:herit±s and diarrhoea 

122
 
66,000 
 17
 

diqgsti.e 

Di: '3ses of the 


system 47
 
4S,003


Bronchi tis 
 32
Influenza 
 38,000 
 27
 

Skin infections 
 30 ,000"
Respiratory infections 

' 29,00" 


Eye inflamoation 21.
 

22,0o1
 
Iron deficiency anemia 
 23,000
 

Source: 
Ministare de la Santf.
 

rhe five principle 
causes of mortality in the tree
;eneral hospitals in the Country in 1976.were:
 
Causeof mortality 

rat'seOf veuer ofAd athoNumb of a h 

eleasesTo29 
Zntherit;s & diarrhoea.
A n em i a 298" 

529 -

87- .3 
29 
55:. 

~ne n i aAvita:-1nses and ot:terdeficiency diseases 
Tetanus 

2 3 .5 

279.' 
1 2.94 

12.. . 
. 

287 

ScUrce: .inisae de a .. 



Centre for Health Statistics
 

Mlnistry of Health 
14 me 4fP.O. Bo 2848 

B. ,-l 
Accra 

rUPJUC O._3rd Ja. 

OUT,RATIENTS MORBIDITY STATISTICS12'fj- 1977 

These Statistics cover approximately 80% of
L11 Government Clinics in Ghana; and are within anirror of ± 15%. 

SPECIALIST-IN-CHARGE 
CENTRE FOR HEALTH STATISTICS 

THE CONSULTANTS FOR TRADE AND -:INDUSTRY 
(DR. K. SAAKWA-MANTE) 

S:T GORANSGATAN 84 
. S-112 38l STOC.KHOIM
 
S71EDEN 



-2­

520-529 	Diseases of the Teeth
and Periodont 

17041 
 12962 
 18857 
 21514 
 19784
535 
 Gastritis and Duodenitis 
 27682 
 37119 
 41466 
 48575 
 44439
 

530-537 
Other Diseases of the
 
Digestive system
 

580-629 	Diseasesof the
 
Genitourinasy System. 
 32960 
 29675 48570 47618 
 43699
680-686 	Infection of skin and
Sbcaut. Tissue 
 14959 
 29180 
 32580 
 27579 
 28085:.
693-709 Other Diseases of the
skin and 	Subnut. Tissue 28063 	 24981, 31020 31918 
 28906'
 

714 	 Rheumatoid Arthritis
 
721 	 Spondolysis and al7.0Disorders 	 741 . 5253 5904, 7190 7415 6688 

487 '?Ia
 
490 
 Broncitis 

* 99 3153~ 1133 -22T"," 6'19 Other Diseases 61299 
1 

05 
Resp. System 	 5136 11 04° , 2713 	

9 2 i".... 77 7896 
 2794 2476.2975 

-1546 
 2 9
 

247, 295 



1973 74 1975 1976 1977 

OW Amoebiasis 8570 6039 12090 39216 17074 
Enrneritis and Diarrhoea 

010-018 
Tuberculosis 

835 1371 2500 
 2278 8025


030 Leprosy 

880 
 62 551 531 
 264 "
 033 Whooping Cough 
 3390 5795 
 6146 2529 
 9080
 

034 Streptococcal Sore Throatl
 
and Scarlating
 

036 Meningococcal Infection 1419 
 32-37 4672 1270 1532
 
037 Tetan,,p 


246 100 
 494 209
052 234
Chickenpox 
 7867 11737 
 8069 17844 . 9126
055 Measles 21387 32023 
 40910. 4.1089 
 37113
 
072 Mumps 310 391 
 780 ..35 198
076 Trachoma 3219 3704 5357 
 6820 3379
07G-079 
Other Diseases Dueto
 

Viruses
 
o84 Malaria 
 318746 266081 
 252725. 443310 
413319.1.
Syphilis
NI 


1.3.18 325
098 Gonococcal 124Infection 
 - " "* . . 
102 Yaws 4218 1098.* 6391 5560 
120 Schistosomasis Bilharzias s 

7337 
6883 
 2571 6898,, :7066. 5513.

125 
 Filarial Infection 
 644 133 .876, 1030 
 41-1
 
126 Ancylostomiasis and N:-


Necatoriasis 
 8524 7270 
 11424'
127 
 Other Intestinal Helmin- "6 
10142.' 9693
 

thiasis 
 30346 2089 
 28508 37249 
 279
 
12-136 
All Other Inf.ect/arasit.-


Diseases

250-269 Avitaminoses 
 5277 '2202*L. 4363 
 3482 2711
280 Iron Deficiency Anemia 
 16722 
 336i 7943 8195 
 8128
 
81-289 
Other Diseases of Blood


360-379 Inflamktion of the Eye 
 '.17222 
 18248 22013 20748 
 15708
 
,' 1-382 Otitis Yedia 
 11805 
 11803 12306 13812 
 12901
 
393-392 
Acute Rhiumatiu Fever
 
431-405 Hyperzension 2738 
 3061 4686 5393
"P.53-466 Acute Respiratdry 

5376 
Infection 



MOII))ITE/MOR1TALITE ET NOMI3IlE DE VACCINATIONS EN COTE D'WOIRE - 1977 

Rougeole' Dipht6rie TMtanos Coqucluche- Polio Tibcrcul. Chol6ra I:ige F. Jauno Vnr|nle Jtut.'ofe 

18.695 6 824 6.438 123 27 1 I 
863 305 74 4 2 1 1 ! 

35.351 17 553 10.141 212 53 23 3 3 55 

942 49 122 36 6 2 3 

Q 18.524 56 730 6.2,70 -68 462 -6 16 

* 224 2 52- 20 . 2 20 3. 6 

+ u 4.050 77 601 52t 63 .1.465 148: 3 I" 

20 58 '78 4 3 

u 4.129 18 367 352' v 23 1.920, 90 6 36 

96 96 2 120 3 6 7 I 
* - 83.202 

_ _ _ 
175 3.060- 24.442 

- 489 
_ -_ 

4.032 362 
____ 

19
._9_6_ _ 

56 JII 

c • 2.013 2 ,1580 - 218 42 226 23 19 9 

2,4 1,1 20,7- 0,9 .8,G " 5,6 6,3 1OG,0 16,4 

NbrcVaccj. 97.)42 68.795 83.243 58.288 43.310 t87.286 196.786 5.6G9 59.346 W".594 
N-re 7.942 Vccl. 



AlL ,.- .'&i.;:tus 

Ot t.'1 LZJUL.*nfl irt Lwo LifS 

tsoases th-,% -xisting 

.aciliti,s will '--- re%,!?_-.-ed.
 
the O.virin and health care 

5.3 .2 Disease =attern 

There are two L-.portant aspects of the disease pattern.
 

The first is the number of cases occurring in the
 

country (morbidity). Secondly, as one sign of the
 

severity of the respective diseases, the nuLmber of
 

deaths (mortality) in each disease is important. In
 

this section, the Consultants have endeavoured to
 

include both these aspects. However, in the case of
 

morbidity statistics, these are still unavailable to
 

us but we intend to include them in the final report,
 

thus forming a firmer basis for our suggestions. The
 

only morbidity statistics yet.available are the WHO 

statistics covering reported cases of a limited number 

of endemic diseases. As in all statistical material, 

there are large possible errors. For example, in 

remote areas the possibilties of reporting even serious 

diseases may be limited. These statistics, however, 

shed some light over the disease .pattern. 

Reported cases of selected endde.ic:.diseases in Ghana 1975 

No. of 
reported % of total 

Disease cases revort;d 

Measles 140,300 54.2
 
Chicken oox 72,400 27.9
 
Whooping cough 22,000 8.5
 
infectious hepatitis 14,400 5.5
 
Tuberculosis, respi_.-tory
 

system ,.00 2.5
 
Typhoid fever 210 0.8
 
::nnococca1 ,f cti ns <7300 0.2 
leorsy 400 0. 
.olio .yeitis, acute 300 0.1 
Teans .200,' 0.1, 

99.9%
 

Source: ,-C ~statIstics.
 

Fcotnote :.:a:aria is not re-0ort;e by Ghana.
 

9-0' 



Centra for Health Statistics
 

Mifnistry of Health 
-. 1 . 

P.O. Box 2848 

"~MUCOPoHAPEA 3rd Jan. 

OUT.PATENTS MORBDITYSTATISTICS
 

These Statistics cover approximately 80% of
all Government Clinics in Ghana; and are within a,
irror of j 15%.
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1973 1974 1175 1976 1977 

DO6 . Amoebleais 	 8570 6039 12090 39216 17074 

Intheritis and Diarrhoea 

010-018 Tuberculosis 835 1371 2500,-, 2278 8025
 
030 	 Leprosy 880 62 . 551 531 264 
033 Whooping cough':. .. 5795 6146 ",529 9080 

0341. 	 Streptoooccal Sore Throat&; 

and Scarlat 

' 

"g 
'­

036 	 Meningococcal Inteotion -*19 4672 15323237 1270 

'037 Tetanus -04 6 100' 494 209 234­
052 	 Chickenpox 
 7867 :11737 '8069 17844.' 9126 

055 2eales 40910 41089 '-, 3711321387' 32023 
072 Mumps /'10 391- 780 353 198 

076 	 Trachoma 3,219 3704 5357 6820 3379
 
070-079 	Other Diseases Dueto
 

Viruses
 
084 	 Malaria 318746 266081 252725 443310 413319 
091 Syphilis 33 185.2 325 233 124 

098 	 Gonococcal .Ifection .. .- ­....
 

102 Yaws . 42.18 1098 6391 .5560 7337
 
120 Schistosoinaeia Bilharzias a 
6883 2571 6898'. 7066 5513 

125 Filarial Infection A 644 '133 876 1030 411 
126 Ancylostotiasis and 14 ,

Necatoriaeis -. 8524 7270 11424 10142 9693 

127 Other Intestinal He.in­
thiasis 	 30346 20895. --28508 37249,.. 27999
 

128-136 All Other Infect/Parasit.
 
Diseases
 

'" 260-269 Avitaminosee 5277 2202,. 4363 3482 2711
 

280 	 Iron Deftciency Anemia 162 33,61IL 7943 8195 8128 

281-289 	 Other Diseases of Blood "
 
360-379 	 Inflaxmation of the Eye 17222 18248 22013 20748; 15708 

381-382 	Otitis Media "11805' 11803-
 12306 13812 12901 

'390-392 Acute Rheumatic Fever r 
401-405 Hypertension 2738 - 3061 4686 P.393 5376 
460-466 Acute Respiratory Infection- - 7 

470-478 	Other Diseases of Upper, 
­' 	 -. 

Resp. Tract 

487.. . Inf el~nza 
 4991 3153 1133 - 2211 2049 
490 Bronchitis 61299 51364 69213 65177 61789 

-
0.o"lq Other fl.eases o2
Reap. System 	 1546 2794 2476 2975
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52029 

535 

Diseases of the Teethand.Periodont 

GastritLa and Duodeniti. 

17041 

27682 

12962 

37119 

18857 

41466 

21514 

48575 

19784 

44439 

.530-537 Other Diceases of the 
Digestive system 

580-629 

680-686 

693-709 

714 
7 

Diseases of the
Genitourinasy System 

Infection of skin and
Subcut. Tissue 
Other Diioase of the 
skin and Subcut. Tissue 

Rheumatoid Axzthritis 
Spordolysis and all..' 
Disorders. 

3296P 

14959 

28063 

5253 

29675 

29180 

24981 

59042 

48570 

32580 

31020 

7190 

47618 

27579 

31918 

7415, 

43699 

28085 

28906 

6688 



.."Congo 

Entheritis and diarrhoea. 
010 Tuberculosis 

030 Leprosy 

033 Whooping cough 

034 Streptococcal sore throat and.
* 
 scarlatina 


36 ..
Mningococcal Infection 

037 Tetanus 

S052 Chickenpox 

05Mfeasles 

072 Mup 

07L5 Tracho ra 

070- 079 
 Other diseases due to Viruses 

084 NMlaria 

091 ..Syphilis 4 

098 
 -Gonococcal Infections' 

102 Yaws, ' .. 

120 Schfstosomiasis (bilharziasis) 

125 , Filarial infection 

125 Ancylostomiasis and necator asts 

127; ' Other Intestinal helminthiases 

TogP Ghana 

66 147 

62464 

15 05 0,. 

6,7 '5,5 
12-22 

6,3 

O.s 0.8 0.5 

' 0.4 

5 9 48 - 72 

16,5 20,4 91 -141 

4,1 

0,3 

8'",.4 

170 292 

0.3 0,6, 

17 08 

2 

9,.: 6. 2 

..9,6....12,2 

50 5. 

230 ' 56,3 
28- 136 All other infect./parasit. diseases 12,9 

260 - 269 Avitaninoses 18 8,5 
280 Iron eficiency anemia 23 24,1 

281, -289 Other diseases of blood 13,5 



36.- 379 

31 -382 

390 - 392 

401 - 405 

450 - 46 

470 - 478 


487 

490 

490 - 519 

520 - 529 

535 

530 - 537 

- 580 - 629 

680 - 86 

690 - 709 

714 


7211 

Inflmation of the eye 

Otitis media 

Acute rheumatic fever 

Hypertension 


Acute respiratory infecti.ons, 
Other diseases of upper resp. 

Influenza 

Bronchitis 

systen 20 .20
 
Infections of skin and subcut.
 . , 
 ~tissue
30 .­.:,;
 

Cther dieases of the ski" 
and 
 . 6
 
subcut. tissue 
 20
 

Rheumatoid arthritis 
 18 . -


Spondolysis and all. dlsondars 
 i8;7 

Congo 

25 

15 

16 4 

9.8 

29 
tract.20 


35 

"8 
Other disesases of reap. system 


Diseases of the teeth and periodont. 12 


Gastritis and duodenitis 11 
Other diseases of the digestive 

system 34 
Diseases of the genitourinary 

Togo Ghana 

isJ,1
 

4 

6.1
 

34,5
 

135
 

http:tract.20


n:-Ilao~dolsrabrik f~r axonpolvis Toga 

Fr3gan galler om dot Ir ails raJligt. att aryanisera an lMheredolsfab-ik sS attpriserna Ito blir h8&rv Sn vad san betalas I huropa (o transportan) d&man~
k~per frln "Zoearic*-tillvarkare mod hygglg kvalltG. 

Tillverkningsproramot skull. vapa exampolvis detta: 

Tabletter (miljoner) Sirapur (fl. A 100 ml) Injaktionsned1cin (1000) 

Klorakin 75 Hoststrap 150.000 Asaozinsyra 250 

Acetylealicylsyra, 50 Piparazin 150.000 Fenanai 0,2 g 200 

Vitaminer 'multi) 15 Promatazin 50.000 Kloirrcrazin 25 mg 100 
Ftalylsulfatfazal 10 so5mg I0U 

3Mrnsulfat 10 . "PAsar' Pnx-natazin 1U0 
OlureLikun 7, Rehydreringssalter ?? Olazripcn 100 
Antacidwii 7 Befenlurn A 5 g 25.U00 

Peniirli V
sAmpicillin 
 100 
Tetracyclin NOy 5' Cgondroppaz- 25.000 Penicillin G prucain IOL 

Klormrnfenikol (ev) 5 Cgonsalva 2S.UOO kalium
 
arokain luLOapsone 5 Hudsalva 50.000 

Penicillin benzatin 100 
OietyIIkarbamnzin S5 

Resorbeorbart sulfa. S Cmv) 



NOTIFIED EPIDEMIC DISEASE iY COUNTIES -APPENDIX VIDURING THE PERIOD JANUARY 1 - SE1'r7IIBF, p 976 

L ThA-uy GUrAR~D I1 DIMONT. BASSA SINOE LAUD CAP',' MT,0 COUNTY COUNTY COUNTY COUNTY 
LOFA NIMBA fNo C?,I:DmrCOU'NTY COUNTY _ .OzASE ')THS CASESID'PHS CASES DTHS CASES DTHS CASES DTIHS JIINYi {OUNTr LO ,nYCASES 'JIm; CASEZ DTHS AS T1-:),-,- ES.; " .... "­420-*. 70 1 67 4607 - 2251 - 1ogo009 ;''500M 4 2 - ­

"- 11077 - 103- .-
i - -191-, 
- 16 -,37 - 35_-:19'1__ "- _,514' 1781 1-4 - 05­9 _ - -93 - 34 33 ­26 14'r6 - 1 I L­

". 7"--" 62"52 70 - 5 - 15 1 01) . I3 ' 4: _ [ 1-"K2_ =55 


.- 1390 - 134 - 151 
 - 45 - 2353 35'-I- 29-' 

"_ _ - z. ..... ~. zA- ... . . . .. ..z.. 
_1._ __77 _,! 

en 24 - 11 - .-.- . ..
 3
 
- -"'-.---J -- ­

.
 .. . _ . .. ____... .. .. .. .5(1 _1Y - .. 
S- 20 - 26 - - - -

­

- - 2 - 59_ - , - ' 
n-:1 2-.-.- ­ _ - -.. = - " 

""__46_ 49__4"_45 . 1 1 12 - 1 1i"' 20 - 10 "-­
4.lo--a-- - ­ - = -- - "'" "-

ilmo- 726 22 620 20 14 ­ 12 - "2 2 19 - 44 - 13 ­
- . - .- .. * -- .i,..
 

i 1161 1 343 1 
 30 107-"'- - - -256- -- - .."- - -1 - - - - 0 - a- 127 15"7 o­
22?. r 141 - - - 15 - 3 - 19 - - 5 -I 1 - 4 

•_ o ___... .- .- - - -.. L - _ - ' 

a., - 1O' - 5 -- 21 -- 4 - .. . - - - -1 ,. ] - - -. 

"'',h_ . .'I .2, ­-- - .. - .. ..- - --.25 10 - - -
- ;- -­- - 3 .... : -i­-



NU-0. !l Or- QUALIFIED & EMPLOYED PHYSICIANS APPR..DIX VII 
.DQC-.,, & S I L_-n,LRIA.' IS.. III 

DISTRIBUTION OP PHYSICIANS BY COUNTY AND SECTOR 

NO. OF DOCTORS BY SECTOR '0. OP DE!PISTS ]BY S:CTOR 
-- MiSSION 1Iiijo : o.L :o. 

!. 1974 GOTPOP.2 .. OC?' TOTAL GOVT.CON P!SC0U N ' f 197 O GOVT.'CO:.O' iSTT V. C01!. O'I TOTAL : 

Mo.tserrado 411,691i 56S 14 37 l- 7 14 123 

Grand Bassa 15,., 2 1 
 - 9 1 - - . 1, 10 

M.aryland 97,351 4_______ ~ _____I 5 ______ _____________ 6____ 

.Grand Ca t.
T.j j 2 2 41 5 
;13onjj I 206,748! 2 8I 33 11- 1 2 14

I .. -! , i.-, . •--* 

N1'i,,ba 268,428- . I 7 I 4 14 " - 14 

192,052 42 -oa 6 . 6 
Crand Gedeh i 74,120 I 2 - 2
 
T o T 160405
A i, 10-4 7Q )zi iI=L44 165 12 1 7:20 ." 105 

,.-, , -., 40.-_ f ___._ 7 -- 2; 15 

SOIRCERS: I) Ministry of Health & Social Welfare's List of Physicians in Liberia 

2) AdjusLed Tentative Pigres for 1976 based on 1974 Liberian Poiulaticn 
Census. (30% Growth Iate) Planning & Economic Affairs, Monrovia 
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o the .tureA-t o Preventive Services,
The DivLLsons 

7amil7 Helth, Environ-Disease Control,( ecaunioable 

Mental Sealth -. ealth 7ducation), during this reporting 

dcspite several constraints, to pVrLad nade all effort3, 

the out-reach activities of the PublL Uelth
strengthen 

Programas in the Development Budget, three new pro­

ealth Laboratory and 
grams - T.berculosio, Public 

;alaria Control ­ were approved and the projects begun. 

nile radius outaide Monrovia.These prorrers cover f 25 

Public Eealth 
Surveillance of Cor.,ie'Oble Disotces of 

importance vas =aantaLinod and inrndiats epidemiologioal 

undertakConand containnent m,3sures were 

inmunizations against com­
investi~Gtions 

wheever epidemics oooured. 


that can be preventod were carried out
-unicable diseses 

the Cotntry, depending upon ave.lable mobile
hroughout 

eq'iipmeat and other resources.
 

iberia.
 
Smallpox has been cotpletely erdicated 

from 


sustained and determined
 This was achieved onl7"becausa of 


the Ilnistry in =ris.tafning a succesaful
efforts of 

The "orld
 
vaccination progran over the past six !ears. 
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Health Org..i:atitn InternatLea al Co=e!sLjn for Certi­

fication of Smallpox -zad-,ca.Lon n=e to LiberLa in 

April,.1976.
 

The CaomumAonto team nembern Ainited remote areas 
of 

wd Grand Cape rount Oomtis3s t otudj ourmaba, Zor&e 


i-tivLtiec. Later, the
epidemAilogical nurv i1lance 

doclared that smallpox trong-
World Health Organi:atiofl 

.. hAria. However. in Pn
msision has been interrupted in 

iLlnuned population,effort to naintain & rolatively 

215,876 vacoiratiuns were riven uurIC; the period under 

and nocile uniti 14hro-ighout'Liberia.review b; both static 

the total :n;ulatior vaccinated, (705) unventy-threeOf 

hA 27% twenty-sevenper cent represent vaco!.nst!.nc 


ns oZ ac: susceptibles in
 
per cent reprnsents v,cci.a*;i 

the pop|latinn). 

Pu:3rculoa3 C,,zir. 

to the youza:.dnActer 3.C.G. vacooCticnsWe contin,3 to 

to rrevent tuberculosis.susceptible po~platicr in ordir 

138,128 vacninaton3 rors ad-J.ietirad during the repbrt­

cc-.:ehinSLva control
ing period. In order to !.=? ent a 


program, tie Devo1.reW BuIge: 1hs3 ?rovided funds for
 

atncit of tuberculosis cases 
diagnosis, fo.low up and t 

in all countiec. 

joro ',im1 :d 'to .cnrvia. Fifteen
Formerly the facilitiec 

.n in tenjive
nurses have bee rec.itd .r-drc 

http:vaco!.nst!.nc
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training in tubeioalosis control. Upon completing their, 
training, they will be deployed to 
the county hospitals
 

from where they will operate within the structure of the
 

Community Heilth Department. The patients diagnosed will
 

.
receive troatnen at c1inic3 nearest thoir homes 
and will
 

be monitored until they have 
completed their treatment.
 

There are 701 cases reueiving rerilar treatment throughout
 

Liberia. 
These patients are distributed as follows 432 

in Monrovia, Hnntsorrado County, 133 in Harper, Maryland 

County, 137 in Zorzor, Lofa County apd 19 
in Suakoko,
 

Bong CoLnty. It La e.cectd that after tha first year
 

of operation of the Xulti-.r;oc 3pidemiolosical Services 

Project, the nunber of di-t.noa.d tuberculoci3 c.es 

receiving rtgular troatment wll be inareo.:-d by more than 

two hundrod per cent (20o). 

Measles
 

Measles continues to be a major health problen emong
 

children with high morbidity and mortality During this
 

period under review over 1,400 cases were reported inspite
 

of the usual under reporting. 'd.were able to administer
 

only 74,968 measles vaccinations due to the lack ot ade­

quate transportation, support and cold chain. 
This
 

resultud in a relatively poor coverage or many populated
 

and accessible areas.
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Sporadic out-
Ondsmio in Monrovia an& Harper.
Cholera is 

reported from other areas, however, frombreaks were 

1,253 diarroeal cases vere 
Januarf to September, 1976. 


Of this number,
 
investigated at the Cholera Laboratory. 


575 ve-3 pseitive for cholera and 
9 deaths isccured. Un­

less proper pstabla "watersupply is 
introdu,'ad in congested
 

areas where susceptible people reside, 
cholera will con-


A total of 17,695 cholera vaccina­tinue to be a problcm. 


tions vero administered throughout the Country, 
during 

Tha majority, approximately 80-ithis reporting period. 


to international

oC v,ccLnaton adiniatered, were 

oeasures be undertakent'h-t
.r-.,-IL-rs. It ii .' 

centers wherel1:-d in urbanto h~vo ?.1 dug "1-


Th- .=3,logical area to
i .'-.!1rI3.;c t. ? 

S.- A 9:.1 of all report. 

. verlla*~*~:shallow 

.i L;..: '. flJ pL. ef'orta to*5n L.pL n.ir. 


-l..t . :}"::3: high paoi4taSg of.
' isa 

During this period ona unconfirmed 
case of Lassa ?aver
 

Plans
 
ou tho Gisi Chiefdom, Lofa County,
mre(or'-c4 


in the near future, an ongoing
a!: nvi.iionrd * o cowduct 

sporadic
logio4.3p...::± su"'-i: in Lofs County. from where 

ell 
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mase occur. This survey will be conducted in oallabo­

ration with the Liberian Institute for Biomedical 

Research. 

Leprosy
 

There are 2,303 active leprosy cases under treatment at 

present and 848 oases were discharged from receiving 

treatment, after being cured last year. More efforts are 

directed nov towards case finding, treatment and health 

education portaining to leprosy. 

Vith the assistance of German Leprosy Reliqf Assoniation, 

a major contributor to the Leprosy Control Program, a 

colour 16m movie on Leprony was produced in Liberia. 

This filn will be extensively used around the Country for 

aducating the public, providing for them facts.aboul the 

disease. Smphasis is placed on ho oasily Leprosy can 

be cured without producing the comonly seen deformities, 

when treatment is sought early. 

We are confident that with the continued assistance from 

the German Leprosy Relief Association, the Sovereign 

Military Order of Halta, American Leprosy Association, 

and other agencies, Leprosy may be controlled in the near
 

future.
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omnt Helth 

.3so Sanit&tions 9,90, inspections were conduoted on 

rsidences, hotels/mOtelI, 
eating and drinking pla0Ost 

schools, 
rkets, industries, prisons, 

hoepitals/alinice, 

aineasa, recreation centers, wells, 
latrines, et cetera. 

Out of 9901 inspections, 
9,431 nuisances were corrected. 

inspected
96.230 pounds of foodstuff 

were 

ApproximatelY 


while 
122 Certificates 
for human consumption,and passed 

9,024 pounds of foodstuff 
were
 

of Clearance were issued. 


inspected, condemnsd and 
disposOd of under supervision
 

and twenty-nine Certificates 
of Destruction were issued.
 

157 Certificates of Standards 
ware issuad to sating
 

establishments and 95 Certificates 
of Clearance were issued­

for the importation of Used 
Clothing in Liberia.
 

155,753 breadinga total of 
to Larticidirg, 

Baytex ad 
'dith respect 

treated using 8,600 gtllons of 
werehabitats 

In the area
 
750 gallons Abate emulsified 

formulation.3. 


artificial water con­
of source reduction, 39,801 smal 


tainers were emptied 
or destroyed while 31 

drains and
 

laterals, approximately 
1,000 feet in length, 

wereoleared.
 

In residual sprayinj, 
a total of 534 houses 

oontalning
 

4,488 roons were treated, 
using 151.6 gallons 

of DDT, 25%
 

malathion, 50e
 
emulsified concentrate, 

62.3 gallons 



emsified Coneentrate, and 5%pints Vapoma 48%emulsified 
oneeentratet eansequentiy ppoteting 3 347 izhabitanta. 

Sntomologn
 

In treated areas, 76 rooms wore exazined from which 4
 
fe.sale A.Kambia e 
173 female and 97 male culioine mos­
quLtoes were recorded, giving 0.05 and 2.27 average room
 

densities respuctively. In the untreated areas, 38 rooms
 

were also examined from which 6 nales and 55 females A.
 

gambias, 
22 males and 85 female culicne mosquitoes were
 

collected, giving 1.44 and 2..23 average room dansitios
 

respectively.
 

kr.al Collections
 

Random larval collections vere carried out in both
 

treated and untreated areaa. 685 breeding places were
 

examined In the treated areas with 98 (15.2,j) poaitiv
 

for mosquito larvae. A total of 4,923 dips wore made,
 

199 A. gambiae and 701 culloLne larvae collected thus
 

giving 0.04 and 0.34 average densities/dip respectively.
 

Freip the untreated areas, only 199 breeding places were
 

eOnined, or which 34 (28.55) 
were positive for larvae.
 

15 A. gambiae larvae were recorded from 932 dips thus
 

9i'ing 0.01 A. gambiae and 0.56 oulicine densities/dip.
 

0.~
 



. Durisi Harh a mala'ae. trio survey Val conducted vith 
thve.ahhat oe of the wHO Malariologist of the Malaria 

.Consultant Team (ICP:£PJ)-02) in collaboration with the 
Jaton1£ Staff of this Section In 16 randonly selected 
localities, (8 In Monrovia proper where active larvicid.L 
Ing Is going on, 4 in Sinkor where larviciding activities 
were discontinued In 1974 and 4 in Vuaheos Island vith 
no larvioLdIng activity). 
 Out of 2,590 blood slides
 
colleoted (67.1% of this number were from 
children 0 
- 9
Years of age), 739 were found positive giving overall
 
parasite rate o 
28.5. 
The infant pAraiate rate and
 
fanetocyto rate were 17.8.and 1.1 reapectively. There
 
were 98.2? of P. falictuarum 3.4 , of P. malaria. and

0.4%P. Ovale and among the 
age group of 2-9, the Pp.r asite 
rate found was 31.6, with spleen involvennt 9.7, the
 
Cmaetocyts rate Of that age group was 1.3.
 

Ceuparing the situation In treated areas with those of

Untreated areas, the results were as follows:
 

ItOIROVIA PRO-
 SIMaOR 
3USZRODUI - ISLA,"DTPRATED UNTREATED 

Went parasite rate 8.8 ' 29. 14.2Paraote rate (2 9- ae 23.3 
 45.0 


Pleen rate (2 9 age 5.8 
croup) 12.8 11.0 

28.5 
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It 'i apparent 
that the prevalence rate Is much lover in.
the treated areas than in the untreated areas.
 

A total of 687 blood specinens Were taken from patients
vho reported to 
the Malaria Contrnl Laboratory, of this
number 487 (70.") were found positive. The sauetoyte 

rate was 1.8.
 

"Entomoloa'Oeration n entolity_
 

Entomological 
surveys were conducted during the month of
June in eight localities selected as capture stations. 
Results obtained therefrom ware as followat 

Spray Sheet Collections 
 Spray sheet collections 
wore
caried out during the early hours of the mornin Ln
esch locality and a tota2l or 
20 males and 475'females
 
Laophel­

0 mosquitoes were recorded from a total of 47
 
rooms examined. The result 

0 weret
 

1. A Zambiae 20 males and 196 females' with average~
room density of 6.29 

2. Ahancoch_ 1 female givinC a room density of 0.02.-

Overall average anophollne denbitv/room (LAD) 
was
 
10.10 
an average Vector density/room (AVn)
10.08. was

The blood fed/Cravid ratio as determined 
from 169 A.__aa
biao and 7 A. fenestus examined were
 
7.4.1 and 2.3.1 respectively. A. f-unoest 
 178
 
SImlewith aVerage room density of 3.78.
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3oard which has the responsibility
The Liberian Medical 

for regulating the practice 
of M1edicine in Liberia
 

registered one hundred sixty-three 
(163) physicians,
 

re­the period under 
dentists and veterinarins during 

this number, one hundred forty-ona (141)view. Of 


and surgery,

are registered to practice medicine 

and three (3) Veterinary medi:--
Dentistry:uineteen (19) 

cine. 

ardPhearmacy 

Board continued its efforts 
to upgrade
 

The Pharmacy 
" . - the importa­2nd regulateof Pha .is.3the practice 


n C: U"-Y; d.durI-n$

jale of i 

tha 
tion and 

inwor =a! 
period und-3r 


the followir6 ar-7.at
 

1. Prop-rosq towarda, the eatablishn4nt 
:f a 

" .ry..
Dru, R 3Ilational 

Setting standards which 
necessitated improve­

2. 


meats in the physical conditions~
of pharmaies
 

-and drug stores.
 

pieno were nade with the aim of 

the 
3. Cu:rioul, 

trajj.in; bf diapnsers during
ccr.nenei. 

http:trajj.in
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next reportLnG pariod
 

drug
or pha oacies,

4. 	ProceduneO for lconsin 


were 	 standzxdized. 
storee and medicine stores 

in-our effort to increase 
the productivity of the Board,
 

it Is recommended that 
its membership be increased 

from
 

It is expected that this
 
five to a maximum of twelve. 


larger Board will have greater 
accomplishments during the
 

next 	reporting period. 

(AFFederationlharaceticalVestAfrcan 

The PharmaceutiOal Association 
of Liberia hosted the
 

African Pharmaceutioal
 
inaugural meeting of the 

West 


Mrs. Clavenda Bright-Parker 
was elected the.
 

Federation. 


first President of the Federation.
 

Menber Countries represented 
were:
 

a. 	 The Republic of Ghana
 

The Peoples Republic 
of Benin
 

b. 


The Republic of the Ivory Coast
 

The Federal Republic 
of Nigeria
 

c. 	 ­

d. 


The Republic of Senegal
e. 


The Republic of Sierra 
Leone and
 

The Republic of 
Liberia
 

f. 


g 


The basic aims and 
objectives of the 

WAPP are:
 

1) To maintain close contact and 
cooperation with Member
 

States
 



. A7 ­

or ','ocber States
 
To coordinata tho activitiso
2) 


mos. variOJ'-Lnformation
3) 	 To pronot- axchnne of 

West African Association through 
contereacea, 

seminars, synpolia, etc.
 

To encourage the advancement and etandardizatio
 4) 
in the region.educationor phaxacoutical 

Nure inKlw oard 

EduoatiOnExaminers and the 
The Liberian Board of Nurse 

formally

Committee of the Midwifery Council became 


The present Board is
 
amalgamated in Pebruary, 1976. 


and MidwiferV andfor Dursin.
called The Liberian Board 

has the responsibility for 
regulating and setting 

the 

standards of Nursing and Midwifery practices in Liberia.. 

SpecificallY, the Board:
 

Raoietars all nurses and 
mid'ivos praoticifn
 

1. 


in Liberia
 

Schoolsand Midwifar'NUrsing-Accredits all 

in Liberia
 

State Board
aM administrs Annual 

Prep=le 
nursos and midwives 

completing

toExamnations 

accredited schools
 

DeterInes banic 
curricula content 

for Nureing
 

4. 
ochoola inLiberia
 and MidwiferY 



5. Dterans. 11nd .ti6n.a'for, practice of nursaing 
andpa wvigry in Liberia 

6. 	Plans for further dovelopm.t In the practice 
ot nursing and midwifery In Liberia 

7. Recommonde disciplinary actlon for malpraoti­

tionera of nursing and midwifery
 

8. 	 Cooperates with other 3oards In order to net 

standards for improving health orre delivery
 

in Liberia
 

It is anticipated that as tho 	volume of work increases, 
Government will 	gi'vo coral n to 	provid-Ing additional 
fini-nctal ausistance in or,'.-- to 
a3sure that 	the acconplsh 
ments 	or this 	Institution b: nzxiuizo-.-
 In this ro, r,, it. 
may be necessary to plan the strategy whereby the 	 law 

governing the paying of nuroas licenso fee into Gove.rnment 

revenue be enforced.
 



r Do..2. Ceta 

nt of thi kt4dio-.%Dapot tuo 
Since tha Ost.%bliah, 

(2) years ago, it has made available drugs, modical
 

supplies and equipment to 
ton (10) county hospitals,
 

two hundred and twenty (220) 
clinics, twanty (20)
 

health centers, the 3FK M.edical Hospital Complex, 

as well as. 
Phebe Hospital, tha Ministry of Defense 

Homes and Institution3 for 
Indig3nts Children. 

Demands on the sariioes 
of the depot outstrips,
 

may beThis inadequacydeliver.its capacity to 

factors:the followingattributed to 

a. Shortage of trained manpower 

b. Inadequate funding of. the3 dapot' -

operations 

o. Xnadquata storage space 

th.seo problccs will ba solutions to 
It is expected that 


forthcoing during tha 
next reporting period.
 

Radio ocunications
 

The radio network oystam 
which has been established 

in all
 

between 
to improve conaunicationscontinues 

Central Administration 
and the County Hospitals, 

as well 

- n s The number of radios in 

counties, 

as inter county corounic 
tio . 

the additional radio 
the system has increaeA 

by one -

Point Clinic.the 113.mA
being installed at 
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FRjuJ.aT LUIJThtTSI 101u 	 (,UUHIJNAT tl IVOI1Y- COAST 

NI41GERI A 

411 TOGO 
SLNEGAL
 

RELEVANT GOVERMLNT AJD PROGRiM OFFICIALS
laND APFROPRIATE ELUCATIONAL INSTITUTIONS.
 

,,SSI JNME.T OBJECTIVES 
 I. TJ VISIT MItLP 	 ASSESS THE ON-GOING 
PHRMACEUTICAL PlItiGMitS IN 
THE 	IVURY COAST,

NIbERl,, TUGO 
 Nr, SENLGAL WiICH ARE DEVELOP-

ING 
SYSTEMS AND TRAINING FOR DRUG SUPPLY 
SYSTEMS AND DISTRIbUTIJN CENTERS& I.E. 
VILLAGE P.IR,11ACI ES. 

2. TO GATiHER INF3.:4ATION FROM THESE VISITS 
CONCERNI NG: 

it. 	 THE CURRENT PHARMACEUTICAL DELIVERY 
SYSTE.MS TliT E4IST AUD THIEIR PRObLEMS. 

Ib. 	LUU4TRIES' SUGGESTIONS FUR WAYS TO

STRENGTEN 'TUiEIR PRO GRAMiS
 

L. 	 L.JCi.L PrII RfIACEUTICAL PRODUCTION AND 
TI;.INLtlta JEUS. 

b. 	 LST1bLI ti 
bASI L LIST OF NECESSARY DRUGS
 
,dJD TiL tLUIiLLEwCY IETWEEN AMERICAN
 
ktalnIAdiLUITL L#.LS itJD 	T;cSE MkiUFACTURED
 
tf uT;tLR LuL'TRILS ERVING VEST AND 
LIJ.Tr -L t,F.I Lot. 

L. It)LUL,.l:JRATIOfJ WITH 
aPPROPRlitTE WrHO

RELI .Ioal. i,,D COUNTRY PERSUJN'EL TU LEVELOP
IPLjJS l'Ur FuSSIULLE Sr1DS PHASE 1I PR011CTS 
lN TlE APEA )F DRUG PUP.CdiaSLA STORAGE, 

tau .	 DISTRIBUTIut, COmPuIIrjbllNO, .IHLUFACTURE
j..'|L TlIUhJG OF N.C(,S -.,IWY Fr"RSOMNLL.. 
S"LLI,.L. LilI-ilI,SIS TJ bE, I-LitLr, 3tJ TilE SITE 
aI'J'T 7'ITAaLLE. FUR Til.. LFVLLU!.IUJJT 	 OF A 
RiLUhlNAL FsiaRt (.,A.1T1C.L C#,FhbL.ITY. 

DR FRILJ1C I:SN 
.
 ' 
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