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ABSTRACT

Quring the month of January of 1979, a consultant team under the
direction of the Project for Strengthening Health Delivery Systems
fn 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 summary of findings made on these

visits,

Although the individua] nations differed in their systems?offdruq

distribution, certain common factors were observed amon

countries. First. the heaith o‘ficiais estimated that betweenyéo%
to 40% of the tota] population partiCipated in western type medic1ne
The distribution of pharmaceutical products varies between 30% to

40% from the pub]ic sector, whereas the rest were distributed by

the private sector. The 60% to 80% of the populations of these 1i
countries which live in the rurai areas participate least in western »
type medicine. However, in each country Visited the hea]th officiais

i l

anticipated a rapid increase in the partic1pation in western medicine

The system of drug importation varies betweenfcountries however;, -

once within the region the druqs flow free]y;across,nati a],, =

boundaries

A connnn observation of the hea]th nfficials within the countries
Ais a suspicion of the quality of the drugs being distributed to
‘patients. Anecdotal evidence suggest that up to 10% of the drugs

given to patients are of inferior quality, i.e., ineffective to
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pcentially toxic. This was substantiated by the team with the
obsegvation that drug recalls do not occur in Africa 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 Africalas 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 persons withdevenﬁa minimum

training 1n pharmacotherapy dispen51ng drugs;;o'patients | Th number

of trained pharmacists is approximately one per 60 Oooipeople
of the drug distribution is conducted by total]yf’ntrainedi
unauthorized persons. This must result in 1nadequate and inappropriate;

use of the drugs.

These‘findings lead;the;consultantgteamftojmakéétheﬁfoiioWindﬂVV
recommendations
"_i.’ Due to the extensive flow of drugs across national boundaries,

h';lonly a system for region ]

quality assurance can be effective.

iAThus, we suggest that detaiied studies be conducted which will

vv]ead to the establishment;of small nationa] and sub-regional
laboratories and one sophistiCatedcregional quality control

laboratory.

o
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2. To lower the cost of drugs 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 approach has been demonstrated in both southern Africa

and Asia. Further, such a system would facilitate regional

~ drug quality assurance. Also, investigations should be carried

to determine the feasibility of local drug production.

a?3 To. 1nsure the proper use of medicat1ons, a]] persons who

fdistribute drugs must have a minimum- of training 1n pharmacotherapy;
1Stud1es must be conducted to deve]op approprﬁate programs of
atraining 1n pharmacotherapy for operators of patient medicine

stores depots, d1spensar1es and other primary health posts

In summary, giant strides can be made 1n 1mprov1ng the health of the

peop]e by 1nsur1ng that drugs of good qua11ty are ngen to patients

’ appropriately at a cost they can afford




INTRODUCTION

During the month of January, 1979, the Project for Strengthening
Health Delivery Systems in Central and West Arrica (SHDS) sent 3
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, SHOS; Njifutie N Jikam, Ph.D., MPH C u. S.5., University
of Yaounde, Cameroun and Wayne 0. Evans “Ph. D ’ Associate Dean,

Massachusetts Co]]ege of Pharmacy, Boston, Massachusetts U.S.A.

During the visits to the countries, excel]ent cooperation was obtained
"from all persons contacted Special thanks is due to the WHO country
representatives and USAID contacts for great he]p 1n obtaining the
‘information contained in this report In each country, meetings

were held with WHO representatives, USAID off1c1als, ministers of
health, chief pharmacists, private pharmacists, and others to obtain
pertinent data. Further, the consu]tants would seek to confirm the -

information by v151ting villaqe dispensariesJan“hbysbuying medications

themselves. Part One of this report:} description of the system 1

for de]ivery of pharmaceutical products and services in each country |
vvisited Part TWo of the report deals with local pharmaceutica]

_fproduction and includes some recommendations in tnis area. Part Three

1 3 contains some suggested so]utions to the various problems. Part Four

"éis a recommended, basic drug 1ist for the West and Central African
area based on the incidence of disorders and therapeutically
equivalent drugs. Finally, Part Five is a set of conc]usions 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 fow cost
with _the correct Instructions for use to the people in ‘ess developed
countries, is now a recognized world health priority. The Action
Program on Essential Orugs of the 20 October 1978 meeting of the
Executive Board of the World Health Organization (Appendix 1), tne
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 oi 29-31 January 1979 in Washinqton. D C. >
USA on Pharmaceutical for Developing Countries and the exploration ',
by the African Development Bank of the Feasibi]ity of Pharmacevtica]
Production in Africa are all il]ustrations of the recognition of

‘the importance of this area. Already countries in the southern
"African area and’ in the South Pacific are banding together to pur- j?
chase essential drugs on a regionai basis Thus the study conducted
by the SHDS consultants seems most timeiy It is our hope that this
report will lead to further studies within the areas of concern and

concrete action programs to impiove the delivery of pharmaceutical

yproducts and services in west and Centrai Africa
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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 that: in al] the countries the private

sectsr is the main distributor

The general estimate of most health officials in all the countries

| visited was that on]y 20% to 40% of the inhabitants received western “f’
type medications Thus, the descriptions that follow pertain only ‘fl

to,this population.

: In a11 of the countries v151ted the dispensing mechanism of the public
sector could not- provide an. adequate supp]y of basic drugs to the rural
areas. In ail cases, we observed a shortage of drugs at this 1eve1 |
On the other hand at centra] distribution points, we observed a wide

fvariety of drugs in storage

’-.-In Nigeria, drugs are purchased by both government and ptivate individua]s
“ ffrom whoiesa]e drug distributors Of the totai expenditure of about

-*f;$200 mi]lion 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, the“e is approximateiy
one trained pharmacist per 53,000 people. Although, Nigeria is

adding 300 pharmacists per year, the papulation growth rate of

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

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

of its popuiation in western type medicine by the}year 1996.

In Togo. ali drug purchases are channeled through the private

firm calied uogopharma The - government purchases its drugs from
Togopharma. Togopharma sells drugs to other pharmacies and it a]so
has its own network of drug "depots" around the countrJ from which

private individuals may purchase drugs.

For two million 1nhabitants of Togo there are 29 trained pharmacists ”4,
Appendix 2 contains an anaiysis of the Togo heaith situation “

_In Senegai, the government directiy purchases druqs from phannaceuticai

companies The private sectorfrec:

‘1 a]i of its drugs from three

‘wholesale companies Of the totai annua] expenditure of $2,380{

20% is in the pub]ic sector Drugs are oniy purchasahie in requ]ari"?

 pharmacies in the. cities;&'

There are approximately 90 trained

| pharmacists for their popuiution of:five miiiion Appendix 3 A
presents an officiai description of the health situation in Senega]

In the Ivory Coast, the governmentgdirect]y purchases drugs from

pharmaceutical companies, while private pharmacies obtain drugs
1
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mostly from two wholesale companies. 0f the total annual expendi ture
of about $49 miilion, 30% is in the public sector. Of the 75 pharmacies
in Ivory Coast, 50 are in Abidjam. There are 152 trained pharmacists
for the popuiation of about 7.5 million. Appendix 4 is an officiai

a angiysis of the health situation in the Ivory Coast.

xDuring this visit the consu]tants the consultants observed that the
systems of procurement torage, distribution and dispensing of drugs
in those countries are very similar and appa]iingiy inadequate and |
ineffective. The deficiency lies primarily in the area of"~
,A} the quality of the drugs, there are no. effective quality
’,control mechanisms; . T

B. the cost of essential drugs is present]y too high and practicaily

t ;unaffordabie to the average c1tizen of this region’ andﬁy

"“C the acute shortage of trained personnel to correctiy' isgense:

_‘fessential drugs, expeciaily at the rural (vi]lage) level

In this region the basis of drug use is predominantly.seif-medicationw

invoiving the purchase of very expensivefdrugsj(b
\times more expensive than in the USA_yzrf"ch‘ 'by uninformed consumers

from equally uninformed dea]ers!

'Theafo]]owingiaddressesjeach?ofithé@threeﬁissugs;nentioned5aboVe.;'
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A, Regional Quality Control of Drugs

The twenty-eighth World Health Assembly recomnended (Reso]ution WHA 28- 65)
- that Member States:
1. apply the revised requirements for "ﬁood Practices/Tn the
manufacture and quality control of drug4” as adopted bv the
Assembly and

participace in the revised Lertification Scheme on the qua]ity
of pharmaceuttcal products moving in international commerce" as

‘ adopted by the Assembiy.

However, since there is as yet no mechansxm by means of which onefcan

ensure that drug manufacturers comply with- Reso1ut1on UHA 28 65,,1t 1s
in the vital interest of consumer nations to be ab]e to test the drugs
themselves. We found no evidence of any drug recalls 1n Africa More- :
over, there is no doubt that some drugs of verj doubfful qua11t/ are |
shipped to Africa
sll. some poorly compounded
tfﬂoZ i some expired but redated by the manufacturers, and
‘s{&JBQ some newly developed drugs not yet satisfactor11y tested

| f:huffor efficacy 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 ektents 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 in many \
N’
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cases); for example:
“1. We found tetracvcline tablets\with ca]cium stearate as the

excipient which d“ast1ca11y veduces the solubility and absorptfon

of the drug; these tablets may prove to be sati;factory from
physical and chemica] anqusis but unequivoca]ly unsat1sfactory
~‘1f pharmaco]ogic and pharmacokinetit studies are carried out -
,2. Even when simple testing 1eads to the detection of bad drugs
as 1t happens rather frequently (e. 9. 1n Zaire perhaps 10% of
the drugs are unsat1sfactory from physical and chemica] analysis
only), each of these states does not appear to have power to ‘;'
be able to apply pressure on the manufacturers to do sonethinguﬁj

. about it.

B. The Cost of Essential Drugs~

{1

The cost of drugs in Afr1ca 1s genera]]y two to ten t1mes as. high
in the USA and other "Weste;n Countr1cs" while salaries (fbr those
who are fortunate enough to have Jobs) are genera]]y less ‘than’ a c

quarter of US salaries! Effectively, therefore, the drugs are -

Q_E%ﬁ#l times as expensive in the region as in Nestern countr1es,[
~1.e., some 8 to 40 times more expensive: For some 1nd1vidua]s.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 11legal market from which one can huy 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

f11egal traffice across the frontiers.

This market thrives because of an illegal system of self-medicationt':
which appears to work as follows Every now and then one patient g
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, giv1ng the description of his symptoms
and the drug he received. Next time any of these people including
the person himself, has those symptoms (self-diagn051s) he goes f‘jf
to the market where the cost of medication is w1th1n hlS reach. and-‘
buys the drugs without prescription Needless to add that the entire
operation is very hazardous but. thrives because of the Tow cost’ f“‘

of drugs. .

'5produce a significant change n the pattern_ifidrug consumption 8

funless 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 Drugsxﬁi

| At the Rural (Village) Level '

The population of 20 west and Central African States in the region
s about 150 mi1lion, about 80% of which (120 mi]lion) 1ive in the

rural areas. Participation in "Western Style Medical Care: s
estimated at from 20% to 40% (30 to 60 mi]lion). a number that is
rapidly growing.

The four countries visited have nationai hea]th p]ans that are 11'
basically a referral system with a large number of primary hea]th
posts throughout the country and a small number of specialists and
Uhiver51ty Teaching Hospitals at the apex of the pyramid There is
also a larger, private sector in which drugs are dispensed by &

minimally or tota]ly untrained 'ndividuais.

agqvln all the countries disease 1s diagnosed and dr°t

ifthe personnel that man these institutions doctors. nurses"pharmacists,

:‘fimidwives, techniciars. assistants and untrained. drug pediars."‘"” |

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

Vo



-8-

Posts (clinic, matemity, 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 .
we]l trained health professionals, and the high cost of drugs 1n the

properly manned private pharmacies, most low-income dwelIers also

turm to the primary health posts and to the untrained drug';edlars.

There 1s a very acute shortage of health care delivery manpower tff
trained in pharmacotherapy, especially 1n the primary (rural) level
The Dean of the School of Pharmacy at the Un1versity of Ife (Nigeria),_
Professor E.O. Ogun1ana, summarized the. s1tuat10n beautifu]ly in the -

following words: "In Africa, drugs are DISPOSED of and not DISPENSED "

efer o chart, page:d, Part One.
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COUNTRY

NIGERIA™
‘ZTOGQ':-;‘;?E.?

TVORY COAST

SENEGAL -

ALL FOUR
COUINTRIES -

CHU - e
‘Disease Contro] .,enterc
']Inst1tute for hCH T S

SPECIALIST-
HOSPITALS

University Teaching Hospi tals
and many
Specialists Hospitals

Centre Hospitaliers
Universitaire (CHU)

‘Private Hospitals

CHU -
: Spec1a]1st Hosp1 ta]s o
“(Leprosy, Psychi atnc, etc.

Institutional Pharmacy =~

SECONDARY
HEALTH POSTS

District Hospitals B
Comprehensive Health Centers/
Health Centers

Divisional Hosp1ta]s
Regional Hospitals

__Regional Hosp1 tals
.Prov1nc1a] Hosp1ta‘ls_

 Divisional Hosp1ta]si
‘Medical Divisions

(Health Centersv).”

anate Pharmacy

PRIMARY
HEALTH POSTS

Clinics

Maternity

Dispensary

FPatent Mcdicine Store

Maternity
Dispensary
Depot .
Itinerant Nurse

Di spensa\!ry
Health Post
Depot

Matemity
Rural Health Post
Village Pharmacy

Depot
Patent Medicine Store
*Unauthorized Pedlar*
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PART TWO - (OCAL 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. -

factory on route de Rufisque in Dakar was v1sited A history and
description of SIPOA is included in Appendix 6. This plant is a
small, semi-automated facility for compounding_and packaging drugs.
A1l materials both drugs and excipients are produced in Europe and
shipped to SIPOA. The plan compounds and packages about l25 products
A 1ist of these products is included in Appendix 7

Its facilities included instruments for the production of sterilef“fbﬁr

solutions and injectibles The plant included a small quality‘ o:,rol

laboratory At the time of the v151t two animals were being temperature
tested. presumably for pyrogen We were informed by the plant manager
'that they were operating at 50% capacity He were also informed |

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

products imported from France

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

‘drugs used in West and Central Africa are produced. in Africa A
full.study of the possibility for drug production in Africa is now
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 prinoihples from natural

. products tend to require little equipment and advanced techniques.
Further, extraction processes require a labor intensive agricul tural
economy to make them profitable. An examination of the conditions
requined to grow med1c1na1 plants and an analysis of the cost of .

| extraction of the act1 ve. princip]es may wel] be worth the effort. 5

2\
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PART THREE - SUGGEST SOLUTIONS TO THE _PROBLEMS ENCOUNTERED

IN THE QUALITY CONTRCL, COST AND PROPER DISPENSING OF DRUGS
IN WEST AND CENTRAL AFRICA

Auare of this appalling situation and mindful of the extensive
unofficia] (111egal) 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 o
urgent need for h |

'?lrl, An effective we]]-equipped and efficientiy manned Regional

Quality Contro] Laboratory for testing drugs. Ny
é. Regionai bulk purchasing and local compounding of drugs inY‘
order to:
guarantee the qua]ity of drugs, and
b. render the drugs cheaper and consequentiy more accessibie =
to the people. S ', L
3, Trained personnel cheap and good quaiity drugsniithout

informed dispensing and uti]ization wi]l serve no usefuldend_”

:Indeed. they may even cause more harm than good Hence, theh‘
~need for dispensing. personne] trained to minimum regiona] .
‘standards to dispense drugs at the vi]lagc ]evel, i.e., the
-village health worker. Further, a minimum training in pharmaco-,ﬁ

‘“therapy should be required of licensed patent medicine store -
drug sellers, depot attendants or anyfother person conveying

drugs to a patient.

¥
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1. Effective, Well Equipped and Efficientiy Manned Quality Control

Laboratories

a. Every state in the region or grpup of states is encouraged
o to set up a national quality control laboratory that can perform
5 3 limited number of tests. Such a laboratory will be more objective ,

if it is independent of the centralized drug purchasing agency.

b. In addition to the individual national quality controi iabora-
tories, a more sophisticated and more versatile (consequently i
more expensive) regional quality control laboratory capable of
carrying out all physical, chemical, pharmacoiogic, microbiologic.

pharmacokinetic and other tests is necessary.;

2;, Regional Bulk Purchasing .

It has been demonstrated in Africa and Asia that,ouikfpurchasing of

needed pharmaceuticals does actuaiiy lower thptpri'es of ;.,nﬁutlih

considerably (Appendix 8).

a. By centralizing the country s drug purchasing six years ago
and Antroducing 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 multinationai supplier.

b. Government controlled, centralized national drug purchasing,

e.g. TOGOPHARMA in the Republic of Togo, does appear to have its an
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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.

. €. 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 Joint]y formed a company,:"The
Arab Company for Drug Industries and Medical App]iances" to set

up drug plants to meet the needs of the Arab nations

e. In addition to drastically cutting aown costs of drugs to
the public, centralized and regional bulk purchasing of drugs
will facilitate setting up efficient and effective qua11ty control .

laboratory systems.

3. Training Needs

As has been demonstrated by the descriptions of the four countriesr
visited, the need for trained personne] is almost ovennhelming at eveny |
level of the drug distribution system. For this reason, the consultants
believe that the traditional professional categories of health workers
'will have to be merged at the Tower 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 roies is required, but the actual dalivery of service will have
220
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to be performed by people with less training. To this end, we propose
the training of a person to be called a "Village Health Norker".

The Village Health Worker will be responsible for the pharmacotherapy
of a community of approximately 2 000 people.‘ Therefore, 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 thatg:

year.

The Village Health Norker 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 qualified 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 thee[

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 hygiene emergency first aid and record:

'keeping.

At higher levels, the shortage and maldistribution of pharmac1sts 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
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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 phamacists
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
i_control with appropriate background in industrial 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 B
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 viewp01nts
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 conticl laboratories However, with appropriate training
of African students this shortage could be allev1ated within approximately

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

IN WEST AND CENTRAL AFRICA

The following is a proposed list of basic drugs to be stocked and
~ dispensed in a 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 complaint ”and disorders with the

‘drugs associated with their therapy:!°A5 rugs of choice

,tare listed with therapeutic equivalent -drugs “also’ indicated,for
tfeach disorder.

Part B fndicates the proposed basic drug-Tist.

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

:vThese costs are based on the prices from the U{S VGouernmenm,-Qﬁ

fFederal Supply catalog price schedule.

The following are assumptions underlyingfthe basif”’”"“w"’i”

fsupportive therapy or referral.

f2 Maintaining the patient in the community by drug therapy at
ia primary care level is preferable to the use of higher level
medical units. .

3. The drugs used should have multiple uses to minimi ze the’

stock inventory and knowledge needed to effectively use them.

"”{fPersons at the primary health care level: ‘must: be able to deali;_

with all complaints that present themselves by definitive therapy;"
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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 feaeible.

S;a If drugs are therapeutically equivalent, the cheaper drug .
‘should be chosen. - | R

7 * Where economically feasible, unit dose packaging should‘beﬁ?

~chosen for ease of diSpensinq1”ia}“*gﬁ“_w;;;fz}q,:i;;;
58{ The drugs chosen should be based on”disease”incidenc data ;
fwhen possible. Disease 1nc1dence datai'dr ' st

“and Central Africa in add1tion to that found 1n,other’appendicesi

is included in Appendix 9

30
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Part A
- . | Other Drugs
Disease . Erst Choice As RTtemates
1. Malaria ‘Chloroquine f'fffi Quinine Sulfate
’ SR Amodiaquine
Hydroxychloroquine
2. Measles ::Rﬁféhﬁaiéd’VSE&jﬁgfﬂ¥ ijfiL
3. Meningitis . Ampicillin Benzathine Penicillin g
Meningoccal TR ‘ " Chloramphenicol
. : Sulfonamide
4. Dysentary, Bacilary | Rehydration Solutio Ampicillin
(Shigellosis) Codeine : Chloramphenicol
Tincture of Belladonna Tetracycline
Bran or Psy1lium ' Sulfonamide

Kalolin & Pectin

Rehydration Solution = Emetine & Tetracycline &
Metronidazole ' : Di -iodohydroxyquin
Codeine B (For Asymptomatic
Tincture of Belladonna = - Di-iodohydroxyquin or
Bran or Psyllium Diloxamide Furoate)

Dysentary, Amebic
Amebiasis"

Kalolin & Pectin TodochTorhydroxyquin
: Chlorquinaldol
Chiniofon
. Tuberculosis ~ Isoniazid Para-aminosolicyclic Acid
‘ . R AT A S Ethambutol o
Streptomycin
Rifampin
Round Worms
(Nematoda)
a. Ascaris ~Piperazine ~ Pyrantel Pamoate
b. Necator Pyrantel Pamoate Thiabendazole
Cc. Ancylostoma Pyrantel Pamoate Thiabendazole
d. Trichuris Mebendazole " Thiabendazole
e. Entersbius Pyrantel Pamoate Piperazine
f. Strrngyloids Thiabendazole Pyroinium Pamoate
g. Lou Loa Diethylcarbamazine v, mmm———
*h. Ouchocera Diethycarbamazine @~ 7 ...
& Suramin
*i. Dracumculus Thiabendazole Dichlorophen

3\
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8. Tag:worms Niclosamide Dichlorophen
(Cestoda) o u o Paromomycin
9. Schistosomiasis' .. Niridazole ,'f;i; 2 St1b0phen
. B L Antimony Sodium
Dimercaptosuccinat
Hycantore ‘

Pentamidine «
Hydroxystilbamidine
Isethoinate
Melarsoprol
Melarsonyl

0. Topamomtasts | suramin

. Trachoma . Tetracycline & a ! Erythromycin -
o e <o Sulfcnamide & R Sul fonamide
Tetracycline Ointment ' L

12. Gonorrhea : ~ .Benzathine Penici]lin_Gifﬁgsv- “Tetracycline
o BTN Erythromycin
Spectinomycin

13. Syphilis o Benzathine Penci11in;G’T"J Long Acting Penicillin G
Venereal or Endemic : el Tetracycline
s T Erythromycin

4. Leprosy . .. Dapsone - Refampicin

‘ » ‘ ' . v Acedapsone
Clofazimine
Ami thoiozone -

Tetracycline "+

15. Yaws - Benzathine Penicilling

16. Influenza

17. Trichomoniasis Tinidazole
Nimorazole
18. Urinary Tract Ampicillin- .~ . Nitrofurantoin
Infection SRR R S Sulfonamide
E. Coli, Proteus, 5 , Trimethoprim & Sulfa-
Streptcaccus , methoxazole

Chloramphenicol B
Carbenicillin TN
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Ring Worm
(Dermatophytosis)

-5-

Griseofulvin

Undecylemic Acid
Tolnaftate
Miconazole Nitrate
Haloprogin

20.

Fungi
(Superficial)

Undecylenic Acid
Iodine

21.

Scabies

:': Benzyl-Benzoate. . - -

Gamma Benzene Hexa-
chloride

Tetratethylthiruam Mono-
sulfide

Crotami ton

22.

Hepatitis

23.

Polio

i“.g!TNOne“'

24,

Tetanus

‘;Tetanus Immune Go]bu]inﬂfff”i
Tetanus Antitoxin “{313,;;54

25.

Rabies

Antirabies Serum e

Rabies Vacc1ne

26.

Diabetes'

»;InSuiinflﬁ;

27.

Anemia
Iron Deficiency '
B12 Deficiency

Ferrous Sulfate’
. Folic Acid -
\'.Vi,tygminjBlz o

28.

Avitaminosis, ~ ji;ﬁ{”%

,fAny Ml tiple Vi tamin

Mixture with 100% RD

19.

cold (W)

;?1"Aspir1n |
ufﬁ-;-Phenylepherine

 Oxymetazoline

30.

Gastritis

Prochlorserazine

Calcium Carbonate

Chiorpromazine
Tincture of Belladonna

31.

Allergy

Diphenhydramine

Any Other Antihistamine
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32. Vaginal Candidisis

-6-

Miconazole Nitrate

Cholodantoin
Gentian Violet
Nystatin

33. Medications for
Trauma

Morphine Ampules

Tetanus Immune Golbulin

34. Conjunctivities -

Tetracycline Ointméntf,'Lf;j .}iEﬁythrdmyc1n Ointment

B. Otitis Media-

Benzathine pe"1C1ljtﬁﬁé{};,77¢

»GAﬁpicillin

Erythromycin & a
- Sul fonami de

%. Cyestitls -

Benzathine Pencillin G i?f?} ”
Tincture of Belladonna SO

Methyline Blue

~ Ampicillin
. Sulfonamide
. Tetracycline

37. Pain

Aspirin
Codeine

- "Morphine
o V}Paragogic

38. Epiiépsyv

Diphenyvhydantoin

" Phenobarbital

39. Psychosis

Ch]orpromazine

Imipramine

:",fAhy'OtherDPhenothiazine
.. or Tricyclic Amine

40. Poisoning

Ipecac Syrup o

41. Impetigo.

Ampeci1lin

Erythromycin

42. Pneumonia

7 Benzathine Penicillin G
Streptococaccqs;;;5w5@~;ﬁ“gfy‘i.¢,:;‘-:' S

Cephalexin
Erythromycin
Vancomycin
Kanamycin

43. Pertussis

Codeine
Phenobarbi tal

Diphenhydramine
Paragoric

44, Urethritis, Non
Specific

Tetracycline

ZW
!
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45. Arthritis Aspirin ' Gold Sodium Thiomalate
46. Pediculosis Gamma Benzine Hexachloride Malathion
48. Bronchitis -+ Tetracycline Penicillin
‘ o Aspirin _ Ampicillin
49. Dermatitis Ay Corticosteroid Cream . Prednisone
Contact or Chronic AN ‘ L '
50. Asthma - ‘f-.;[fi"Amihophylline V ‘ ~n. P *1soproterenol‘
-+ " Epinephrine LT Ephedrine .
51. Nausea r;: <ff,'A Chlorpromazine - . ",3 . T emese o 7fff
e Tincture of Bel]adonna ‘ 3 DRDRRE
Charcoal Ll @ Lo

1

Gl
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Notes on Part A

1. Where Benzathihe Peniciilin'Gyis'indicated but lack of appropriate
storage conditions or prebiems of steri]ity exist, Penicillin G Potassium
tablets should be used. If resistance is a problem, an Isoxazole
Penicillin such as Oxacillin, Cloxaci]]in, Dioxacillin or Florxacillin

'shou]d be used.

2 Anj of the fo]lowing Sulfbnamides are therapeutically equivalentil;
Sulfisoxazole, Sulfamethoxazole, Su]fad1azine, Sulfamerazine, or .
Sulfamethazine. Sulfamethoxypyridazine or Sulfadimethoxine are moreV’
slowly excreted and offer an advantage of fewer daily doses._ However
there is a danger of Exudative Enythema Multiforme associated with ,
kthe1r use. Poorly absorbed Sulfonamides have been used in - the treatment
of Bacilary Dysentary These Sulfonamides include Su]fasux1dine. , ,
Phtha]y]sulfathiazole and Sulfaquanidine. However, many strains of7’:

Shjgella_are.now resistant to Sulfonamides.

:3 Any of the fbl]oving Tetracyclines are therapeutically equivalent
Tetraqycline, Chlortetracycline. Oxytetracycline, Demeclocycline,
'Rolitetracycline Methacycline. Doxycycline and M1nocyc]1ne An
exception to this is Doxycycline, which is not excreted in the urine;
thus, it does not accumu]ate_in the blood of patients with renal failure

and is not of use in urinary tract infections.

4. Cephalexin was chosen as the Cephlorsporin of choice because of its

absorption from the gastro-intestinal tract. Cephradine could also be

used orally. ' 20

tod e
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Part B - Proposed Drug List for a Village Pharmacy in West and Central Africa

Orug Use
1. Chloroquine Malaria |
2.  Penicillin G Potassium . Meningitus
. Tablets - Shigellosis
Syphilis
Gonorrhea

Urinary Tract Inféctions .
Otitis Media BT
Impetigo

Pneumonia

Bronchitis

Yaws

Cystitis

Tetanus

3. " Tetracycline . =~ Shigellosis

RERIEE ST T A I SN 4 Trachoma
Gonorrhea
Syphilis
Yaws

- Cystitis
Bronchitis S S
Non-Spec1f1c Urtheritis;

4;iﬁféfkaé}éiiﬁéﬁOintﬁedtff Conjunctivitis
i Trachoma:
S;fféﬁiff§d§h561é7wr;f{ ,T,Mening1tis
R Shigellosis 'p
- Urinary Tract Inféctions
- Trachoma
~.0titis Meida
. Cystitis _
S;TEChlohamphehaéol(* " ~ Any Infection Not Responsive
. : to the Other Anti-infectives .
‘7; Isoniazid o Tuberculosis
8. Para-aminosalicyclic Acid | Tuberculosis
9. Metronidazole A Amebiasis
. Trichomoniasis
10. Rehydration Solution , Dehydration

3
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1.

12.

13.
14,

15,

) ]7 "
]8.".

19;
20.
o,
23.

24,

25,

26.
27,

28.

29,

Codeine

Tincture of Belladonna

Pyrantel Pamoate

Diethylcarbamazine
(where needed)

Suramin

‘Niridazole
Dapsone

“Apsirin

~ Griseofulvin -

‘Benzyl Benzoate

Ferrous Sulfate
A Multiple Vitamin
Phenylepherine
Diphenhydramine

Miconazole Nitrate;’}
Ipecac Syrup
Morphine

Chlorpromaziné

Diphenylhydantoin

o

. Miemia

Diarrhea

Pain
Coughing

Diarrhea
Colitis
Gastritis
Cystitis
Nematoda
Onchoceriasis
Onchoceriasis
Trypanomeasis

Dracumculus
Schistomiasis

Leprosy

Pain
Fever

 ?'Inf]amatipn@f

. Avitaminosis

" Congestion *

CMlery

. ‘~Sedation . -
. Nausea

1'fCandidiasis 
- Poisoning

~ Pain

Shock
Psychosis
Sedation
Nausea

Epilepsy
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30. Imipramine
-31.~ Aminophylline
32. Gamma Benzene Haxachloride

33. Tetanus Immune Globulin
(where storage is possible)

34. Insulin T
(where storage is possible).

35. lodine

Depression
Asthma
Pediculosis

Infection

Diabetes

" Fungicide -
‘Bacteriacide
, A"Ebacide';51}
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Part C

A 11st 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.

include bulk price, repackaging and transportation to users.

serviced by this system is approximately five million.

Drug

Ampicillin Capsule USP
Aspirin Tablets
Belladonna Tincture USP
Chephalexin Capsules USP
Chloroquine Phosphate Tablets USP
Chlorpromazine Hydrochloride
Tablets USP
Chlortetracycline Hydrochloride
Ophthalmic Qintment
Cloxacillin Sodium Capsules USP
Codeine Sulfate Tablets NF
Diphenhydramine Hydrochloride
Capsules USP
Ephedrine Sulfate Capsules USP
Erythromycin Tablets
Ethambutol Hydrochloride Tablets USP
Ferrous Sulfate Tablets USP
Gamma Benzene Hexachloride Cream USP
Griseofulvin Tablets USP
Hydrochlorothiazide Tablets USP
Multivitamin Tablets
Imipramine Hydrochloride Tablets USP
Insulin Injections USP
Ipecac Syrup USP
Isoniazid Tablets USP ‘
Metronidazole Tablets USP
Morphine Injection Syretle
Nitrofurantoin Tablets USP
Nystantin Tablets USP
Oxacillin Sodium Capsules USP
Penicillin V Potassium Tablets USP
Phenobarbital Tablets USP
Phenylepherine Hydrochioride
Nasal Solution USP
Phenytoin Tablets USP
Piperazine Citrate Syrup USP
Promethazine Hydrochloride
Tablets USP

Dose

250 mg
324 mg
473 ml
250 mg
500 mg
25 mg

1% 3500 mg- 1‘f1fﬂff

30 mg¥3"“‘

50 mg ‘

25 mg
250 mg-
400 mg
- 324 mg
1%
500 mg
50 mg
100% RDA
25 mg
U-100/ml
30 ml
300 mg
250 mg
- 16 mg
100 mg
500,000 U
500 mg
800,000 U
32 mg

1%
50 mg
100 mg/ml

25 mg

These costs

The population

Number

1000

1000 -

100

500

1000

100

100

1000

500
-100
100
100
10

100

1007
1000,

Cs000
100

am -

ml -

250
1000

100
100
100
100

475
100

473"

1000

ml

ml

Price

In"Dollars

$ 37.63
20]3
3.75

21.07
48.11
_2519

7. 3
16014

- 7.59
. 6.12

3.72
6.06

HO
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Pyminfum Pamoate Tablets
Quinine Sulfate Tablets
Sulfasalazine Tablets NF
Streptomycin Sulfate USP
Sulfadiazine Tablets USP
Sulfamethoxazole Tablets USP
Sul fisoxazole Tablets USP
Tetracycline Hydrochloride
Capsules USP
Theophylline Elixir

Thiabendazole Oral Suspension USP

Tetanus Toxoid USP
Tolnaftate Solution USP

Trimethoprim and Sulfamethoxazole

Undecylenic Acid Solution

From FedéréjispppjjycafaidéfﬁSb}ﬁébg;_c-5§95/556§:ML ;

 5<f5§fm

1

] N
1
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50 mg 50
324 mg 1000
500 mg 500
1000 mg
500 mg 1000
500 mg 500
500 mg 1000
250 mg 100
80 mg/15m1 5780 m
100 mg/mi 120 m
7.5 ml ‘
1% 10 m
80 mg 500 . -
(Trimethoprrim) B
400 mg
- (Sulfamethoxazole)
‘ 10%

1.

g
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- PART FIVE - SUMMARY OF CONCLUSIONS AND RECOMMEHDATIONS

"A]though 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 so]utions

ntO certain problems are appropriate.

First, drug quality is suspect due to the lack of qua].ty control |
laboratories in the region The 1nab111ty to test drugs coup]ed with
the lack of drug reca]]s by pharmaceutical compan1es must make one
suspicious of any drug in the region The nations of Central and West
Africa are literally at the mercy of the pharmaceut1ca1 compan1es and
some anecdota] evidence ex1sts to suggest that not al] of the phar-.
,maceut1ca1 compan1es are ]1v1ng up to the highest eth1ca1 standards
eN1thout random testing of dru.isamples hard data cannot be- obta1ned
Only by estab]ishing a qua]i\y-control capaclty in the reg1on and

rdrug recal]s can: qua]1ty assurance be credib]e

,Second, 1n a]] the countries V1s1ted too great a d1vers1ty of drug

i;products were be1ng purchased This adds to cost problems of storage
fand requires more knowledge for the1r use Most medical problems can
be hand]ed 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.



Thied, in all countries visited, the cost of drugs was a major
limitation in proper drug therapy in both the public and private
sectors. This cost could be reduced by bulk-buying of basic drugs
on a regional or sub-regional basis. In this manner, pharmaceutical
companies would be forced to bid for bulk orders with a resultant
reduction in price, 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 1n
diagnosis of disorders, prescribing and dispen51ng of drugs and
following the pharmacotherapy to 1ts proper outcome Too often
the pe0ple are rece1v1ng their medications from p°PDlP :.rn ne
'training at all or, at. most minimal training ThlS Situation 15
at a criSis state now and will become worse in the future since
the 1mput of fully trained health care professionals isata-
' ;rate less that the rate of populationlgrowth One reasonably
;successful way of dealing with a problem of this magnitude 1s the
'fdevelopment of minimally trained primary care woaxets in large
'numbers Approximately 100, 000 such Village Health WOrkers w1ll
be requ1red by 1990 to adequately insure proper pharmacotherapy

'to the population
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'-_*for the extract1on and compound1ng of se]ected drug products

~3fpurchasing of basic drugs

Summary of Recommendations

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

f”regional or national quality control laboratories.

;‘3Establish a regional list of basic drugs with a]ternative

.therapeutic equiValents i

*ﬁ{lnvest1gate the feasibilityvof regional or sub regional bulk

f,fDetenmine the economic feasib111ty of the use of natural‘productsf

. Establish a regional tra1n1ng centerifor the edutation}of the

v'tra1ner of V11]age Health Workers-with an emphasis on v;;;qfﬁ

pharmacotherapy. |

of pharmac1sts to prov1de pehsonne]vtow_uperviluq;;ﬁuﬁ

',:WOrkers ‘

L\—'\.J



o



- - R T L) ulw-—lqlh*ﬂ' ] LUOJ/-.‘I ) i
w ORGANISATION MONDIALE DE LA SANTE"‘ ! ' 20 Octobar 1978
EXECUTIVE BOARD

Sixtv-third Sassion

Provisionai agenda itea 19

‘

- ACTION PROGRAMME ON ESSENTIAL DRUGS

The Director-General has the honour to transomit herewith the report of the Board's
Ad hoc Committea on Drug Policies, which contains proposals for a comprehensive action
progracme on essential drugs as outlined in resolution EB61.R17 and subsequently endorsed by
the World Health Assembly in resolution WHA3Ll.32. In addition, the Director-General wishes
to drav the actenrion of che Board ‘to the following "information: T T et e

hewd e iacan . DI R edldul o1 jamzatuase

1. A circulac letter (C.L716:1978) was ‘sent ca 28 June 1978 to all Member ‘States  7°° "”ff

transmitting a copy of resolution WEA31.32, As at 15 October 1978, 20 governments had - = =

expressed interest -in participacting im consultacions and negotiations for the estapli:hqadivs
of chljggqposcq.g;cion programme and had designataqjreprnsgncﬁgtye(s) for this purpose. . ‘" °.

- cSmen e R T I PP N BT 8 |

Vi . e R TN mesr ot mauegmegesd
2. Comprehensive surveys have been undertaken in some ‘of "the ‘countries most seriously b )

affectad by the shortage of essential “drugs. - A common lis:'dﬁzeséén:iaf'drdgs’fs'being v
developed by five South Pacific countries, Moreovar, representatives of seven Af;ican .
countries are meeting in November 1978 to considar how che'prpposed.?gnion programue zould '

help most effectively iq meeting their urgent needs, °’

: SRIE B3 cuE 30

e

3. ‘Tﬁe'aialoghduuiﬁh‘phardncedélcdf’fhddscries, either private or scacétézgtd, ORI
progressing in order to ensure their collaboration., It is not possible, at this preliminary
stige,” to predict how far such industries,  particularly those engaged in production from raw ’
materials to finished products, will contribute to the aims of the dction programme. However,
ic is inceresting to noce that the new role' of WHO in pharmaceuticals is becoming a, subject

of great interest in industrial circles. ' ‘ o

sem e
<

4. After the discussions at the Thirty-£irst Health' Assembly (May 1978), a number-of =ajor
drug manufacturers (e.g3. Bayer, Ciba-Gaigy, Cyanamid, Hoechst, Hoffmann-La Roche, Sandoz) -
pledzed ‘their collaboration through the provision, to governments of the laast developed "
countries, of selected products suitable for use in extending and improving the health ca:e'if
coverage of the pcpulation, These selected products would be made available under specially
favourable corditions in economic packages, taking into account the requirements of primary
health care and tropical climatic conditions, with unifomm labelling, including generic names
and possibly an emblem indicating the special characcer of the action programme, as the
products should not move into the privata commercial sector or be re-exported, The °
conditions would be more favourable if the requirements could be planned for a period of
3-5 years, The products concerned fall into the following categories: amoebicides,
analgesics and antipyretics, antibiotics, anti-infectives, antimalarials, antischistosomals,
antitrypanosomals, antituberculosis drugs, cardiovascular drugs, and vaccines, Further
offers of collaboration are expected,

3. 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
communicy, 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 distribucion systems. The types and quantities of
essential drugs needed could then be determined for a period of 3-3 years and the improvement
of the supply position would beesme a key factor in extending health care coverage to.the
whole population. : )

T
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REPORT OF THE AD HOC COMMITIEE ON DRUG FOLICIES OF THE EXECUTIVE BOARD

mat——————

oN ACTION PROGRAMME ON ESSENTIAL DRUGS

The Ad hoc Committes on Drug Policies was eatablished by the Board at its sixty-£first
session (January 1978) co study and follow up the action progracme on essential drugs proposaed
in resolution EB61,.R17.1 The Committee mat in Geneva on 23 January 1978 and from
J to 5 May 1978 under the chairmanship of Profasane N, Jakovl jevic,.

l.  INTRODUCTION

1.1 The Ad hoe Coumittee recalled that tha Executive Board, in proposing the action

programme on essential drugs, had amphasizad that urgent international action is required to
alleviate the situation in developing countries, where large sagments of tha world's population
do not have access to the most essential drugs and vaccines. that are indispensable to ensure
eves minitum health care. In fact, for wany diseages affecting millions of people in these
countries, effective prophylactic and therapeutic agents already exist, but are not available
in sufficienc quantities and are not effectively distributaed or utilized. Furthermore, at
present some of them are too expensive for the less devaloped countries. In manv eacas
locally availabla natural resources could be batter urilized,

1.2  1In the coming decades, the development of primary health care systems in the developing
countries will require the concomitant development of pharmaceutical supply systems, including
local production wherever feasible, adapted to the real needs of the majority of the
populacion. Efforts will also be required in information, education and training in the
-roper use of drugs in the comunities. In this perspective, the action progracme on
sssential drugs proposed in resolution EB61.R1l7, when ilmplemented, can make a significant
contribution to "Health for all by the year 2000": '

2. REVIEW OF ACTIVITIES

2.1  The Ad hoc Committee felt that the reorientation of WHO's programme in the drug field,
{ollowing the adoption by the Twenty-eighth World Health Assembly of resolution WHA28.66 in
1975, had increased awareness of the main problems of relating pharmaceuticail supply to health
needs at the global and regional levels, The two regional meetings on drug policies and
Jandgeaent for participants from the South-East Asia and Western Pacific Regilons, held in
Colombo and Manila in March 1978, had demonstrated che countries' wide acceptance of the naew
programme and their interest in the planned activities, '

.2 WHO staff had visited a number of developing countries to fnitiate surveys of national
sharmaceucicai supply systems, and this had led to the formulation of local projects in some
tountries. The Ad_hoc Committee considered that, in the further development of thig
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
position and, on the other hand, to build up national capabilities, Otherwise, resulcts
could be counter-productive. For example, in some countries the provision of finished
phdrmaceutical products could inhibit or delay the step-by-step expaasion of local production,
starting with the simplesc operations and moving towards the more complex ones, Conversely,
the establishment of local production without a.feasibility study of cthe health, economic,
technological and logistic dspects could lead to inadequate quality or excessive cost of the
products, which might not be suitable Lo meet the health needs of the population,

L WHO Official Records, No. 244, 1978, p, 11,
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2.3  The Ad hoc Comzmittews reviewed the background document (document

AJL/chhnlcal DLscussLons/l) for the Technical Discussions to be held during the Thirzy-first
World Health Assezbly on "National policies and practices in regard to midicinal products; '
and ralated internacional problems". This document reviewed the world wituation, particularly
in developing countries, and undarlined the rivessicy of formulating national drug policies ig
the light of local health priorities. The Ad hoc Commitces noted the trends towards
{ncreasing self-reliance and tachnical cooperation among daveloping countries (TCDC) in this
fi{eld. Section 5 of the document, describing the technical and administrative components of
<rug 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
EB6L.al7.

J. OBJECTIVE OF THE PROGRAMME

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

"The action prograzme on essential drugs is a global pragramme 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 im the selection, supply and proper use of essential drugs to
meet their real health needs, and in the local production and quality control,
vherever feasible, of such drugs., The iumediate aim of the action programme is to
make essencial 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 forzulate a national drug policy linkad with country health programming and to
*ulld up tha infrascruciure required to ioplement ic, This wil' call in turn for the
provision of additional resources of all kinds, involving the full collaboration of
sovernnents and agencies participating in the financing and execution of the proposed action
prograzze.  As the programme is primarily oriented towards the health sector of development,
WHO should serve as the executing agency, in association with other United Nacions
organizations as appropriate, and should ba 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 pharma-
ceutical supply system can meet the health needs, and to the steps necessary to improve its
efficiency. At the same time, in some 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
capabilicies and in building up the required facilities in the following main araas:

4,2,1 Drug selecrtion and requirements. The selection, for the various levels of health
care, of the most essential drugs of proven efficacy, acceptable safety and reasonable cost,
that could best meet the needs of the majoricty of the population, is a prerequisite for
extending the coveraga 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
ronditions.
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%.2.2  Qualitv assurance. Once the most essential drugs and vaccines have been selacted,
there {s a naed for quality assurance of the products imported or produced locally, The
<ullding up of an effectiva quality assurance system requires personnel properly trained in
drug procurecent, analytical control and pharmaceutical inspection, as well as adequate
«equiprant for quality control.

4.2.3 Distribution and logistics, 1In many developing countries, the main problem is to
ensure that the "right" drugs are always available to the population that needs thenm,
particularly in rural areas. The building up of an efficient distribution system requires
careful planning and the provision of adequate storage facilities, iaventory control,
Cransporcation facilities and skilled personnel at all levels, including the primary health
cara level, '

%.2.4 Local production. The establishment or strengthening of local production of
essential drugs and vaccines, whera appropriate, requires long-term planning, taking into
account the types of products aad the quantities required, technical manpower, types of
buildings and equipment for production aad quality control, quantity, ‘grade and cost of raw
caterials, etec, 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
equivalent, imported products.

£.2.5 Matural resources. The use of drugs of natural origin, particularly medicinal

plants, can be improved through che proper evaluation of their usefulness in health care, the
development of appropriate 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,

5uizaziy tvaized personnal and adequate equipment are required for these activities,

.

5.2.6 Research and davelooment. Among the priority areas for drug research and develop-
aent in cthe developing countries are the following: che stimulation of research and develop-
zeat iavolving druzs and vaccinas most relevant to thase countries' health needs; tha

Setcer uzilization of locally available natural resources, including traditional medicines,
Iov oRarzmaswizical production; and the development of appropriate technology for packaging
tmilaling che mest asgential drugs in the country,

3.3 In all chese ar2as, information transfer, educational and training activities, and the
development of tacinical ccoperation among developing countries (TCDC), would require adequata -
support from the action prozrarme. The programue could also help to improve the supply ,
position of the least developed countries, where the lack o7 zssential drugs and vadcines is
the main constraint in develoving national programmes for the extension of essential health
care and disease control to larger sagments of their population.

5. RESOURCES

5.1 1In view of the scale and scope of the proposed action programme, the following resources
‘ould be required for its implementation, in addition to those available to WHO through its
Tegular budget: '

5.1.1 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",
through the WHO Voluntary Fund for Health Promotion and through similar funds of other
1gencies,

5.1.2  Resources ia kind (essential drugs and vaccines, raw materials, equipment, etc.) made
tvaflable to the action programme by cooperating parties and administered by the executing

agency through special proctocols covering operations in each country,

5.1, Techaical personnel, seconded by cooperating parties Lo the action programme, rT(\
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3.2 In order %o mobilize the widest possible supporc for the action programme, the Ad hoc
Committee considered that, in addicion to the co-sponsoring Uniced Nacions organizations, cnes
folloving coopexating parties should be invited to participaca:

35.2.1 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 healch needs of che 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 programma,

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 programue. o

6.  ADMINISTRATION

6.1 The Ad hoc Committee was informed of the technical and administrative struccures of
other special programmes for which WHO is the executing agancy, 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 1),

6.2 It is 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 pProposed plans of action and budgets for the programme and evaluating
progress. 1In addition, the co-sponsoring United Nations organizations would be represented
in a "Standing Commitcee" (or a "Steering Committee") intended to guide and coordinate their
contributions to the action programme.  Finally, there would be a "Technical Advisory
Coomittee” (or "Panel"), comprising technical experts serving in their personal capacities,

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 on
essential drugs proposed in resolution EB61.R17, arrived at the following conclusions:

7.1  When implemented, che 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
Facific Regions in March 1978 provided valuable information on the Present situation in the
developing countries concerned and on tiie 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 possible with the
appropriata governments, agencies, and other parties to establish the action programne, including
further discussions with the pharmaceuticsal industry to explain more clearly the aims of the - :
proposed programme and to enlist the industry's active cooperation in its immlemanrasi.e 73 |
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| Deuoggughié Profile

The surface area of Togo 13 56,600 knz. The population was by December 12,
1974 cstizated at 2,197,900 givircg an overall population density of about 39
irhabitants per k=, one of the highest {n Africa, The crude birth rats is
catizated at 55 per 1000 population and the erude mortality rata at 29, giving a
natural aazual population growth rate of 2.6 percent,

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

About 60 parcant of Togo's total land area is corsidared to be cultivable,
but tha 85 percant of tha population which is rural inkabits oaly alightly rora
than 10 percent of the land., About 15 percent of the population live in tha
largar urban centers with over ten thousand {chabitants. The rural villages varcy
in size from a few hurdreds up to almost 10,000 populationm. Migration from rural
to urban centers is estizated at six to nine percent per amum,

Togu las silollar dewosraphic clracteristics to @ost .es2t African countrias;
but are also only rough estimates, and in this case based mainly on the 1970
population census and small demographic sample surveys carrled out in 1973,
Birth and death registration i{s far from complete, even in the capital city of
Loce . :

II, Msior Health Proble=s

Malnutricion

The U.S. Public Health Service (PHS) has recently completed a outrition
survey of Togo. The suzvey was carried out {n conjunction with the Applied
Nutrition Unit, Divisiom of Hutrition, Depart=ent of Agriculture in January/Feb
1977. The findings are presently being analyzed by the PES. !hile final results
are not yet available, prelimirary data ipdicate that protain-calorie mal-mitriticn
or uxdernutzrition of infants and preschoolage children is a serious health problen
in Togo, although severs cases of kwashiorkor are rare.

Rawashiorkor or severe calnutrition was reported in 177 cases among
soce 30,000 preschoolage new Patients treated at the Lome MCI center in 1976.
But then, there is little doubt that urdernutrition s frequent acong the
Togolese children 0 - S years old, which lowers their resistance to parasitic

UNCLASSIFIED
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and {nfectlous discases, resulting {n the exceedingly high {nfant and child
movtality rates, which tend to {nduce high fertility rates in order to replace
the losa,

The Togolese health sector thus is characterized by the sama vicious
cycle found Ln most other West African countries.,

Most ?requent Childhoud Discases

The most frequent childhood diseasas seen in the Loma MCH center are:
1. Acute bfonchofpulmonaty disease
-2+ Diarrheas and dysenterias
‘fﬁ;‘ Malaria (all forms)
4. Impetigo and othgrvékin°dL$g§§e$ jf
.{5., Worms and ochef~intestinal'pa;asiges-
6; Meaaies
These diseases account for about 80 percent of childhood worbidity
in Togo. Most of the discases are preventable through simple means such as
better lousing and clothing of small children exposed to cold and drafts during
the rainy season; better sanitation and water supplies; distribution of anti-
malaria drugs; mozre use of soap and water to keep skin clean; use of latrines

to avoid infections with intestinal parasites; and iz=munization 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 reasured<Rs sanitation,
health education and icmunizaticns. ' :

Discases Surroundine Pregnancies and Deliveries - Maternal Mortality

An analysis of perinatal morbidity and mortality of women as well as
their infants is important from several points of view. This group represents
at least 20 to 30 percent of the population in developing countries; it i{s the
aroup most vulrerable to the vicious circle of malnutrition, infectious dis-
eases, high mortality and fertility rates; it accounts for more than fifty per-
cent of total morbidity and mortality, and is thus the main target for health,
nutrition and family-planning interventiong, ' ‘

UNCLASSIFIED
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In Togo more than £4{£ty percent of the women examined at prenatal
clinics suffer from anemia, wost likely due to poor nutrition, iron and vitamin
deficiencies. Inteacinal parasites and malaria ire among the most common find-
ings in pregnant women. The lack of sanitary wate: supplies may account for
some of these diseases, In 1974 (last available health statistics) there were
40 maternal deaths out of 43,515 deliveries attended by _the govercmental health
serviccu, About 1,500 pregnancies ended in 5pontaneousjhbortions ard 143 preg-
nancies were terminated through induced abortions. Thera were 62,106 live
births and 1,603 still-birthz and a total of 826 newborn children died ia the
maternity wards.

HMaternal 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,

Major Cormunicable Diseases

Malaria: ZThe most common cocmunicable disease in Togo with more than
200,6GC0 cases reported in 1974, .Lhile there i3 some seasonal variation in the
incidence of malaria the spread cof 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 MUH is now starting a program of prophylatic distri-
bution of niaquin to pregnant women and children ia selacted arcas, The health
services intend to expand this distrihution as rapidly as possible to the whole
country by utillzing itinerant health personnel.

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

Aricebiasis: Reported in 6,000 cases with 62 deaths, the highest death-
rate of all cormunicable discases. : : : : o

Unchocerciasis: A major public health problen imr the northerm Central
and Savana regions which are fncluded in the onchocerciasis control project,
%“HO has established headquarters for this project in Lama Rara and is about to -
Einish Phase I of the project. 3

Schistosomiasis: On the increase in most parts of the country. Théfé'
vere 4,700 cases of urinary and 664 cases of intestinmal schistosomiasis reported.
in 1974, Most likely only a fruction of =he actual incidence. o D

. Smallpox and Yellow Fever: Are undeér control ;ince'thég}nsticﬁﬁidﬁfi;
of systematic vaccination. W T
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Irypanosomiasis: Two cases wera reported in 1976, In spitc of previous
crad{cation atterpts almost 5,000 cases of yaws (endemic trepomematos{s) wera
reported in i974, No figures are available on the incidence of sypliilis
(venereal tresponematosis), gonorrhoea or other venereal diseases., Health ‘
personnel seem to agree “hLat VD i3 on the increase, cspecially in the larger cities,

The Incidence of leorosy and pulmonary tuberculosis are rapidly decreag=
ing due to improved case finding and better treatment, ‘

Conclusion: The pathology of Togo 1s similar to that .of other West
African countries, Communicable diseases are the biggest public health problem -
aud are especially causirg high morbidity and mortality rates in the most vulnare
able group:’ pregnant wormen, lactating rmothers, their infants and children,

III. Health Inffastruccure
—M

- As Administration Organization

Although somewhat outdated, the attached organogram of the Ministry
of Health and Social Affairs) provides a good picture of the organization of the
IOH on the central level, Administration is highly centralized with a vertical
line of comzand, Policy decisions and health plamning are made at the ministerigl
level with advice and consent of the cabipet and the r=anent Health Planning
Unit- ) :

The Director-General {s responslblé for the operationm of all health
services and for coordination of foreigndonor inputs. A1l division chiefs report
to the Dircctor-General or his deputy. There are eight divisions as follows:

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

Division of Epidemiolocv ig responsible for epidemiological
surveillance, control of communicable diseases, health
statistics and tuberculosis control, The "Grandes Endemies
has five wmobile units which covers the whole country with

mass immunization programs: wainly smallpox, yellew fever,
measles and BCG vaccinations against tuberculosis. DPT
(diptheria, pertussis and tetanus) immunization of children
and tetanus toxoid immnization of pregnant women are R
provided in all larger maternal and child health (McE) centers,

UNCLASSIFIED
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Because of lack of refrigeration for storage of vacclnes

munt rural dispensaries do not provide this service, but

rely on visits by the mobile units from the "Grandes

Endemies." The section of health statistics relles on the
National Computer Center which serves all govermmental needs.
Because of difficulties with the computer the annual reports on
"Statistiquas Sanitatrek' have bren delayed for years.

The GOT has not installed a new and larger IBM computer and. the
statistics section is catching up with its backlog.

Tlie Division of Madical 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 zome of Vogan.

The Division of Sanitation and Health Education is responsible

for sanitary facilities, for setting sanitation standards,

control and legislation of potable water supplies, refuse dis-
posal, etc, The sectlion of health education is responsible for
health promotion, production of health education wmaterials, train-
{ng of health personnet in health education, etc. The chief of

the section is also secretary-general of a newly created association
of African health educators, which prumotes health education in
Africa through International conferences, ete. The health education
chief has been one of the leading promoters of intagrating family
planning with maternal child health services. He presented this
concept at a confercnce in atakpame, Tebruary 1977, attendad by

sore 25 health educators f£roa Francophone West Africa. The

health education division has also spomsored saveral radio and TV
broadcasts on family health and sex education including family
plannircg. ‘

The Division of Matarnal Child Health Serviees (MCH) is responsi-
ble for all MCH services including nutrition education and

family planning. It supervises all MCH 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.

;{ﬁﬁéiASSIFIﬁb
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The Division of Pharmacics {a rasponsible for pharmucautical
supplics, inspection of pharmacies, and control of drug
_addiction,

The Division of Traint is responsible for the training
of public health personael.

The Division of Laboratories s responsiﬁig%for the
National Institute of Hyglene and for regional and sub-
division public health laboratories, :

The Togolese Ministry of Health has a strongly hierachical
structure with the major decisions being made by the
Director-Genecral of Health., 1In the event of his absence,
decision-making is often postponed. The Structure of the
Ministry also leads to lack of coordination between
divislous, and lack of information sharing between division
hcads on related programs outside the MOH. All the senior
positions in the Ministry are held by well-qualified Togolese.
The administratiye structure {s weak in health planning
capability, ' ‘

«B. Health Facilitieg

Togo 1s divided ints five health service regions (Lome, Atakpama,
Sokode, Lama Kara and Dapaon). The capital is served by the 850 bed university
hospital center (CHU) which also serves as the refer:al hospital for complex or
serious casas referred in from the other areas. "Each of the other four regions
have a hospital center offering the usual services: vadicize, obstetrics, pedie
atrics, surgery, pharmacutical and laboratory services and some speclalty care,

All the hospitals have a sliding fee scale achrding to the .
patient's abi{lity to pay. At the CHU this ranged up to 6,000 CFA for the highest
social category, and they estimated that up‘toj3ogpgr¢ént paid some fees for their
care. ' PR I PR AR I ’ o '
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At the subdivision level thera are now twelve small hospitals
and the Ministry of Health has plans to construct mors., In the private sector
there are two hospitals and three clinics with a comparatively small number of
beds, and with foreign physicians providing some of the staffing.,

Ccopared with other West African countries, Togo has a very
favorable ratio of hospital beds to populacion, 3434 beds for 2,2 million, or
a bed for about 700 persons., Also the beds are better distributed to serve
the rural arecas than in any countries. In 1974 there were over 39,000 hospitali-
zations with an avarags length of stay of 13 days. The health faciltties ‘
includa: '

The University Hospital Center in Lome (C.H,U.) - 850 beds -
Four reglonal hospital centers with over 200 beds |

;'IﬁbiﬁéfSﬁfaivISiaﬁfhﬁéﬁiéiiﬁ 14 tha capif#l“ciﬁiaar,fbaﬁ?f

- of each health district; their capacity varies f:oﬁ{$Qng
if':170i§§43#§L‘;?”fiaygVﬂ B IR R e AR R e

 One mental hospital with 32 beds
‘»Tﬁo»5#@#&:gvho§pitnls;*e3ch‘with 80:53451

'fThfeé pfivaté‘clgniésfﬁich'abqgti30;$é3;;é5§5f§

Fbﬁ;tcéﬁ priﬁdfthénlghfécﬁEQfé}ff,1 

195 ‘secondary health centers or rural dfspensaries

52 maternal and child health centérs

”;Two;iep;osy vi11ageS"‘ "
:Sixtéeﬁ-pfiva:e medical ciihics-'
 0ne medical research instituté

) Cne‘ﬁhtional Orthopedic Appliancefaﬁd:géﬁl i

‘jlinlmee, and a subecenter in Lamalxatﬁ“{{‘
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The National Office of Pharmacias (Togopharnma) has five
reglonal pharmacies and some 65 suall rural pharmacies or gales posts,
Besi{des Togopharma, there xe 15 private pharmacies in the major cities and
some 40 small rural sales posts. There {s thus easy access to wodern medicines
for all population, urban and rural, vho can pay for it., Governrental hospitals,
health centers and dispensaries distribute certain free medications to indigents
as long as the - gtock lasts,

While the number of rura! dispensaries and MCH centers in Togo is
impressive, their maintenance, equipment, etc., leave much to be desirad before
they reach acceptable standards. Apart from the Pilot Reglon 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 thasaesbasic facilities,
The GOT is aware of this problem and isg seriously trying to remedy it.

In 1975 all the nation's primary health care centers, dispensaries
and MCH centers were visited by the chief of the Govermrent's hospital service,
A nmajor reportd/ was prepared on his findings and is available. It concluded

supplies, etc. In the area of personnel, while some staff were dedicated, many
were not working well and the repart suggested that measures to encourage persomnel
should be fntroduced. Subsequently, a request was made to UNICEF to support a

ma Jor part of the expense for renovation and repair of rural facilitieg as .well

4s to provide equipment and supplies for their operatiom, UNICEF support will

most probably be forthecoming and this assistance will provide considerable

impetus to developrment of rural services,

Laboratory facilities are scare in rural areas, aad the nucber
of laboratory techniclans are insufficient to carry out the simple tests needed
to assist the rural health workers with diagnostic and treatmant assistanca,
The Central Laboratory in Lome’ is charged with coordinating all the other
facilities and establishing standards, ~

Cental services xc almost nonexistent; there are only four o
dentists on the MOH staff, Dental extractions in the rural areas are performed. .
by the paramcdical personnel utilizing any facilities availabla, R

'L/ (Republique Togolaise, Minister de la Sapre’ Publique, Direction Géaérale
de la Sante Publique, '"Rapport de‘yission dans 1es différen;ggjformations
Sanitaires du Territoire de 1la Republique,) L
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MEXY

€. QReaith Manoocwer

The limited number of fully-trained medical personnel in Togo has
resulted in rcliance on parawedical personnel for the provisicm of health services
in rural areas. Medical personnel are trained to and prefer to practice in urban
arcas wvhere adequate facilities exist, Most Togolese physiciins have been trained
under the French system which emphasizes curative medicine.

There are currenﬁly about 135 physicians working in Togo, of whea
& quarter are p;ivate. Almost all of the private physicians are located in‘the

vieinity of Lomé and half of them have institutional affiliations as opposed
to being in private practice.

o o " TABIE I

»' .ﬁgmber bf;Pﬁzsiéignsbx nge of tmnlovment g

ORI Tos° 1970 1976
YEAR = ROSP, Central: =~ Health =~ " Total - Total .° -Grand

108 Services Subdiviston®  Bblic  Private  _foral

w0 2 a3 220 6 230
1971 26 14 zn 6
1973 14 S A

% 231
1975p 327 7 18

19762 35 25

" e
*Including Centre de Santd de Lom31 

P -« Preliminary estimates
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The Ministry of Health employs about 100 pbysicians. Slightly
over ona-third ara affilfated with the University Hospital Center, half of
whont ara Togolase, and half forasign nationals, All other physicilans working
for tha MK are Togoless, Only tha CHU ralies heavily on foraign agaistanca,
most of it from France and Garmany.

Nationwide, there {s approximately one doctor for every 16,000
people. A breakdown of physiciang by reglon revealad that 77 wvere exployed
in the caritice reglon in 1974 glving a density of one physician for 10,600
ichabitants., RXara ragion was the pext best endowed with a physician for avery
40,000 persons. Both plateau and central regions bad only a physician for every
60,000, Tha Savaca was the worst off with only three physicians or a ratio of
about 90,000 persors to each physician,

: Batiween 1975 and 1380 slightly over XU Togolese medical students
are expected to complete their studies, If all returned to practice in Togo,

this would incresase the number of physicians by 8 per annum., After 1980, the
plans are for the University of Benin to graduate 20 physicians per aaawm, If
they are able to achieve that target, and if the population projection fcor Togo
of 4 million by 1980 i3 realistic, this would result in a physiclan ratio of
about one for every 10,000 inhabitants. Even if optinistic projections for
tha mumber of physicians ars made, it {s highly likely that the present problem
of mal-distribution of physiclacs will centinea, )

To date most medical students received their training outside the
country. Some attended other Africam medical schools ia Dakar, Abidjan and
Yaoundd, and others went averseas. Ozo of the pTtodlems which Tego has bad with
physicians recelving tzaiziaz abread i; 1 liwev=za s5f 21urnaas to Togolese
practice. They bave takan stocs £o esuszizzos <3is o =lzm. Physiciazs zave
returned from training in Russia, so lnzraasing wumbess Zuovae desn sems thara,
The domestic training of medical studenzs has beem == cczar developrent,

3]

The medical school at the Univsarsity of Denin was establishad in
'1970. To date there are about 75 studants -- =03t of them Togolese == enzolled

in the first, second ard sixth years of traimizg. Tae first two years are
prizarily premedical science training. The Centre Hospital Upiversitaire (CEU)

1s used for clinical training, and sixth year cedical stucdents reside thare,
Currently, there are 48 interns vorking at the CaU. Tkey receive housing, food

and CFA 20,000 per month. Some of the interns ara noa-Togolese frem Upper Volta,
Niger, Benin and Haiti. The estabiishment of a medical school for a small

country such as Togo is an expecs!ve solution to the preblen of lack of returning
physicians; yet one has to appreciate the lack of success in the past waen students
were sent overseas, prircarily to Fracch scaocols,

Centre Hospital Universitaire (CHU)
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Currcnclj there are over 20 Togolase phamnacists, about half
of viiom arc in She privace sector. All of those in the private sector arec
employed {n Loma . All pharmacists are currently trained outside the country.,

The nuxmber of =nidwives {n 1976 was 201, of these 18 were known
to ba in private practice. In 1977 theras were 55 midwives employed at C.H,UW,
The number ecployed by the Min%;try oflﬁealth is at least 77, of whom 20 were
employed at the Centte da Sante de Loce and two at the Service de la
Nutrit{on /ooliqué.

. '

Training of midwives is conducted at the Ecole National das 3amene
forres in Lond in a three-year post baccalaureate course, Current enrollment
at the schuol is 85. The natiomal plan calls for yearly output of 30 miduives.
In 1973 there was a midwife for emery 11,000 persons, and with an estimate of -
201 in 197¢ there was one for every 9,000, To achieve the World Health Organi-
zation goai of a nurse midwife for every 5,000, about 500 midwives will be
required by 1980, It is likely that there will be about 350 by that tirpa,
Midvives suffer fzom the sace problems of ‘maldistribution as physiclansg, over
60 percent now work in the area of Lome, Effective methods of recruitrent and
professional rewards will have to be sought to make rural-based practicé pore
attractive,

The complete breakdoum of medical persomnel in tha Hi:istfy of
Health in 1976 is given below: 4 ' . :

Category Buzber | _.,!’ Category
Fﬁysicians 100 Stata nufsé's
‘Plxarl;af:ists ' 10" Midwives : ..Cl
fﬁeﬁtists ' : ‘;w4 i Assist, Séni?éﬁiéﬁ{f%r¥}
'S€ﬁ1§3;§ éﬁg;n§§;§;jfif;; Lﬁb.lﬁssisﬁ,l;iﬁ |
Hospieal adatutsr, 0 hustl. mueses
| Physictans castat. 43 Aol midvives

. Laboratozy techn. Travelling ourses ' U
b e e T T DO (agents‘iticg;ngp);w

| Techn. agents-hlth 155

© Techn. agents -
74 -sanitation

INCLASSIFIED



cS
ADW/NIAIEY TAAID  A-RG UNCLASSIFIED 13

The parnmedical school (ceole paramedicale) in Lowe had a total
of I8 stwdents in 1975 {n training te become nurscs, laboratory techuiecans
awd auxLilary nurses, The geals stated in the National Plan are to produce
the £olloetny; number of graduates per annum:

'IOQ nurses and state nurses
'50 laboratory assistants
40 ﬁd#iliaty:nnr§§3f5

| 30 uidwivéé o

The number of nurses (state and auniliary) of almost 700
yiclds a satisfactory density of one to cvery 3,000 inhabitants and actually
exceeds the World llcalth Organization's goals. About half the nurses axe
cmployed in the Lome area, again giving a mal-distribution. - The nurses who' do -
vork in the rural arcas do 50 under difficult conditions: poor working environ=
ments, Jack of cquipment and medications. - I R

The i#0ll is considering the placement of morc diplOmatc'nufécs"5 
lu the Eicld, and increading the number of lower level nursing personnel employed
In hegpicals, o R : ‘

Trained laboratory tcchnicians and the laboratory assistants
ate Ln short supply. The recormended ratio is oue for every 30,000, If the
ambitious targets set in the plan are attained the situation should improve
Tapidly, The tural dissribution of laboratory assistants is more satisfactory,
even L2 sowasngy iy oag a lew level, ALl 15 health subdivisions do have at least

Ona Semltmd sl
‘o - woesse w @mbaosser o

D. Tie ileylzh Delivary Svstem

. Sinca 1965, the GOT with assistance of 110, has developed a rural
healch delivery system in the Pilot Zone of Vogzn near the capital of Lome! GOT's
stratefy is to replicate this system as rapidly as possible to cover all regions
uf the country, : : -

Basieally, the health delivery system foilows a pyrn-medicdl ‘
modet wvith the subdivision hospitals on the top, primary health centers at the
acnt step, followed by rural dispensaries, and finzlly, by itinerant auxiliary

persnnnel wisiting all houscholds in rural arcas cvoce a montli.

UNCLASSIFIED
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The medical ehicf £ the subd ving.gy makes wveekly vigieg ty the
priwry healeli centers, and "onehly vistes gy the dispensarics in order @ provide
curative healen fGervices ag needeti; but mope imporcnuc, Co sunervise pParanedical
and aus{lingy heraonnel working Ln health centers and dispensarics, The itinorane
erzoone! gy fulervised by ghe Maramedien] Jersonnel,

The mose lanovative angd Lraresaive dart of this System are the
Lelnerane hersnonnel, They are recrulted og a competitive Lasis from young ren or
Wemen who have ag least g1 years nrimary sciidoling, ‘and vho are, oreferably, frop
the arca in which they wel) vork, They receive a three-moneh theoretical course
In basic healtn: General hysiene and Sanitation, healch education, nutrition, and
recognitinn of the most commoan carmunicable discases, The course is Specifically
aimed at reveutive medicine and lCH, Follcwing the theoretical course, the itiga
trants recelve three months sractical training in the rural health centers and
dispensarics in the Pilot zone before being assigned to their pey area, Thelr
dutics'includc:

1. ‘Recording of Birtha.and_decthg
2. Epideﬁiqlogicnl sherillance

3;~\E¢f¢frﬁ1}bf"3rcgnant vormen to ncarest health
: ‘fncility for‘prcnatalicxaminattans; ERE

4. Referral of nothers and infanes for Postnatal .
' examinations ang immuni:acions; R

3. ilutrit on survcilléncc,vedﬁ:atipngggd}fgfé::glyf?
- of SeYchI?'malnburishsd child:eqjcg;a?pgppriatai
- lhealeh facilities, . T

6. Neferrals of severaly i11 patieﬂt§‘£6:3§§fb§£fété}
~ health facilitics, : ‘ SR -

'-7;_'Environmencal sanitation, coatrsi of,po:ablégjj
- water Supnlics, seuvase disaosal, latrines, focd
Stores, ete. R I
oo Ristridbueion of Ty latic anti-mdlariaidrdzsﬁhhdf;
~ leprosy medication and ftratiaidsservic¢s‘£or;@ S
accidcnts, cte, e ‘
“eaider beins rceponsibi¢ co thcixﬂsupgrviswriftbcgitlncténts‘qiéin;sd'rcsponsible
to village chiifis and/or to villnﬁé hcalth-coun:ils;b1lkf'if‘ PR

. WHCASS T
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All primary health centers and major secondary health centers
also include a MCH center which provide pre- and post-natal examinations, a
small maternity ward for deliveries, i{mmunizations of infants, and nutrition
control and education. The MCH centers are staffed with nurse midwives and apti-
liacy midwives(matrones). The matrones are young village women with six years
of primary schooling, They receive six months theoretical training in Lma!,
followed by 6 = 12 months practizal craining in the Vogan pilot area under super=
vision of the nurse mldwives,

In order to facilitate practical field training of auxiliary
health persomnel and to staff all rural health centers and dispensaries in the =
country more rapidly, the GOT with the assistancs of “.HO established in 1975 a
second pilot zone in the region around Lama Kara in the northern part of the
country. This second zome {s part of an integrated rural developmant project,
The regional AID-WHO Sponsored ‘'Strengthening of Health Delivery Systems"

(SHDS) project has recently surveyed the Lama Rara zome for the purpose of

While no thorough evaluation of the above described rural tiealth
delivery systam has been made, surveys carried out by the DAP teanm in pre-
paration of this DAP revision have shown convincing evidence that it works well,
The systenm is being intrecduced in all regions of tha countzry and appears ta
reach a substantial portion of the rural population,

While the pilot zone of Vogan {s betzer~staffed and has better
facilities than the rest of the country, all regions are now reasonably wa1l
covered by subdivision and district hospitals, prioary and secondary scall
health centers or rural dispensaries, staffed with paracedical personnel, nurses
or nurse-midwives, and most - but not all - with auxillary itinerant apd mid-
vifery personnel. '

There are, however, many problems. Host of the small rural health
centers observed outside the pilot zone suffer from lack of good and clean vater
supplies and other sanitary facilities; lack of electricity; lack of basie
2quipment such as gas or kerosgne refrigerators for storage of vaccines, and
even lack of decent beds for the women to rest in after delivery; lack of traas-
portation for the itinerant and Supervisory personnel; and at times lack of
medication and other basic supplies. Nevertheless, everywhere the health
personnel were doing their best., : hen medications are out of stock, there is
almost altrays a small Togopharma sales post nearby, and distance in Togo from
outlying rural dispensary to nearest primary health center or hosnital 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
Zo0go is sound and within reach of a larger percentage of the rural population
than 15 the case of most of the neighboring countries,

(n("
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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! and utili-
zatlon of ow-cust paramedical persomnel and auxiliary midwivas, The MOU has had
good expericnce with this system and good response to the itinerant health
vorkars from the rural population. It, therefore, plans to stay with this health
dellvery system rather than experiment with voluntary (unpaid) village health
taams (Cmotrones and secourists") as is the cass in Niger and other west African
countrics. .hile pressures for curative pedicine are high, the health services
are not neglecting preventive medicine and are expanding maternal child health
services, health and nutrition education, sanitation, and immunizations; and
most important, the MOH i3 ncw intending to include child-spacing or family
planning as an integral part of its MCH services, When all personnel have
recelved training in family planning motivation, education and technology, the
Togolese rural health dalivery system could provide an excellent vehicle for
distribution of oral contracesptives to rural womsn through its itinarant health
personnal,

IV. Health Financing

In common with most other West African countries, Togo's health ssctor suZfe=3
from inadequate financing and a declining share of the national budget. The econouy
of Togo has shown a steady growth during the 70s. The general operating and
investzent budget has increased from CFA 12°billion in 1972 to a xrecent estinate
of CFA 55 billion for 1977. Mining, particularly of phosphates, for=s an {zpor-
tant segment of the export cconomy 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 imvest-
rent budget frem almost eight percent in 1968, to about 6.5 percent in 1972 ard ,
1973, to slightly over 3 percent in 1976. Betweer 1972 ard 1976 the general budget
mora than coubled, so in terms of total CFA allocated for health, the health
budget has shcwn a steady growth. However, if allcwanceis made for inflatiom,
it is likely that the MOH budget has remained about on a steady ievel since 1972,
These acounts under-represent total health expenditures since private sector health
expenditures are unknown. '

As indicated in Table 2, personnel salaries receive three-quarters of the
health sector budget. Unlike some West African countries, there has been a
s‘ight decrecase 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,

UNCLASSIFIED
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Ucalth Budget and National Budget

TOGO
(in CFA 1,000,000)
Table 2
Health Health

National Health Health as Persomnel " Material
Year ~ _Budget Budget 7% of Nat. Budget Budget

1972, 12,283 793 6.5 625 - 173

L1973 13,484 685 195
187 16,245 %3 7 w5

Source: Rapport D'Activities des Services de Sante
1967 - 1976‘?3;‘4;5;;- ‘l: S ST

Government heaiﬁhwexﬁenditures per capita {in 1976‘was U;S.'$2.90, a
relatively high figure for most developing countries. The estimated per capita
Gross Decestic Product is only U.S, $215. :

Litcle information is available on the nature of hospital financing. One
breakdcwn. of the health budget by functional categories shows hospitals and
clinics rcceiving 57 percent of the toral health budget. fny breakdcwn of the
health budget must be viewed as an approximation. The CHU budget, an essenzizl
component of any rural-urban breakdown, or of the medical education costs, does
not appear in the 1976 budget under either the MOH or the Ministry of Educationm.
The CHU budget was stated to be approximately CFA 1.0 billion by an official of
the MOH.

While it is difficult to alloecate individual ftems, it would appear that
about 75 percent of the health budget is spent on curative redicine, the
remalnder on preventive medicine. Likewise, an inforred estimate of the percent-
age of the hcalth budget spent in the urban area of Loze would be about 50
perceat.

V. Health Plannin-

Togo's Third Five-Year Economic and Social Developoment Plan (1976-1980)
lists the country's six most important development areas in order of priority.

UNCLASSIFIED
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They are:
1. \later
2. Bural 4'a1lruio§qug:i;
3 Induatrtal developmnt
-
166;ﬂ T6§riﬁn‘ R | N N
An Anﬁl}éié of the proposed budget esciméﬁ;di;ﬁalghgi;;rigﬁ;?éﬁéﬁcfﬁ;es
established to execute developrent shows a different ordering of priorities,
The. total $1,169 billion is allocated for -- ‘ ‘ :
l. $324 million for cocmunications infrastrﬁéturé <

2. $300 million for industrial, urban and tourist building
projects, artisay.. and commarcial development D

3. $243 million for education and health development

4. 3224 million for rural development

5; $6G million for administretive developrent .

6. $4.5 million for ecployment ard professional training

While education and health are listed as fifth priority, they receive the chifd
largest amount, But ‘the major recipient {g education which will receive
$234 million, leaving only $13.6 nmillion or CFA 3,397 willion. '

In the Third Five-Year Economic and Social Development Plan, 197571980;
the health policy is expressed ag follous: B

"Health and education are anmong the highest priorities af':ﬁe-Pigﬁ;
The health philosophy is to reach the largest possible nuober of .
the population. To obtain this, the emphasis will be; o
1. On mobile rather than Stationary health yorkers

2, On village dispensaries_rncher than on “‘subdivision hospitals"

UNCLASSIFIED
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3.~ On renovation and
4, on preventive med

A gap exists between the
budgetary realities., However,
on the GOT to nrovide more sop
Just as there ara in other dev
tures the plan exhibits a comp
the hospital .network, especial
expand the netwark of itineran

The following items are 1
health sector (in millionm CFA)

1) Impyovement and expansion of Stationary Health Facilities

UNCLASSLIFIED 19

'equipping of already existing health

.ff,:@eil‘:ieh':nthqtfchanvan:ngw construction; and

{eina.
expressed goals of the health policy and the

it should be recognized that there are pressures
histicated western-type curative health services,
eloping countries. Therefore, in terms of expendi-
romlse to some extent between the need to expand -
ly to the norchern sectors of the country, ard to .
t health workers.

isted in the National Plan for expenditures in the

Improvecent of C.H.U. Lome '480

Improvement of & r
Improvement of 8 p
Improverent of 50
Equipment of exist
Complection of one
Construction of re
Construction of 7
Construction of 15

2) MNutritioa

Control of food prdducts
Nutritional research

Nutritional educat

3) Maternal " Child Uealth

egional hospitals S0
rizary health centers 17
dispensaries - ' -1
ing facilities , . 200
district hospital center o - 100
gional hospital center i{n Sckode 700
district hospital centers S . 700
new dispensaries L 100
TOTAL............,......;‘.L : 2’427

ion

Antl tetanus vaccines

"Tetracoq"
(Diptheria, pertus

Cold chain for vacsine storage Co AT
Construction and equipment of a school hdpl_th.ﬁen:e:1

sis, tetanus and pbliqﬁygilgig o

'IOI'AL..-....:., o>oo‘>t‘--on-c'o‘;
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5)
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Control of Cormunicable Diseases,''Grandes Exdémies

Onchocerciasis control

Yellow fever vacecinae

Measlas vaccine

Anti tetanus

Poliomyelitis ‘ . 4 ;
Tuberculosis: control (vaccine /. treatmant
Construction of national TB centers j K

.rO@QL......3...;;;;;;;;;‘.; -

Sanitation . N
Construction of laboratery in Sokode
Three trucks L - L
Construction cf five regiomal buildings for storags)’
repalr and offices ' SRR
One thousand latriges (six seats each)
One Nundred Fifty water supply facilities
TOTALuueesiunennrenassnnns
llealth Education
Production of audlo-visual material central level
Establishoent of H E centers in Dapaon and Laza Kara
- ) ‘.“.A"fm’ibl..’Q.O.O....'........':
FPharracies
Construction of pharmacies in Dapaon, Laﬁa,xéﬁé;f}
: Sokade and Atakpame e o
Construction of a large regicnmal warehouse at ..
‘Lama Kara
TOTAL.oveerasiasnenass
Torooharma

Construction and equipment, Looma e
Construction and rehabilitation sales points

Iomr.....;....,«,',,'.;;v..v..’.:“‘.,._‘ .

20

3

R =N

|

190
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9) "Paramadical Education

Paramedical school - nu:sing;schﬁoI§  50

School for midwives y .50
School for auxiliaries . 130

mTALOlOtOO 0.0-0- . .'.'. oo . l‘ see o'.o 250
GRAND mﬂto.;noo'olouodoooo | 3_,_3_9_7_
About 70 ﬁcrcenc,of the health budget will be devoted to the construction,
expunsion and functioning of health service facilities: hospitals, clinics
and dispensaries. The percentage of this money expected to come from external
funding i{s not known, French aid (FAC) was given for the construction of the
reglonal hospital center at Sokode, the largest single budgetary iten,

Eighty percent of the funds for improvement of health facilities are for
facilitics to secrve 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 after construction of the -
- health facilities, the largest share of CFA was devoted to education. The
plan was to give CFA 50 million each to extending both the paramedical and
midwifery schools, and CFA 150 million for the construction and equipment of a
achool for auxiliaries.
. The next largest budgetary item was for programs against preventable
diseases. Over three-quarters wag devoted to camaigns against two diseases:
tuberculosis and onchocerciasis. The remainder was mainly for vaccines which
would be administered by Les Grandes Endénies, -

The next twe budget items in order of* significance were for sanitation and
MCll ppograms, both of which have as their target the rural population and
preventive medicine. Health education and nutrition both rzceived only the
most minor share of the health budget,

The items in the health budget should not be considered as the only items
Ln the National Plan which will have an impact upon healtfy, Improvements ia
both the urban and rural water supply can be expected to benefit bealth. Hcw-
ever, while water was the first priority in the plan, no systematic or coordi-
anted attack on rural water problems appeared to be under way. Responsibility
Eor well digging was scattered among several ministries.

UNCLASSIFIED
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Likcuisae in the scctor of the plan which deals with rural developoent, tha
programs which are orlented towards increasing food production will presumably
have an impact on dlctary improvements, Under normal weather conditions, the
majority of rural dwellers grow sufficlent staple food crops to satisfy their
nceda.  llowever, normal growth conditions for all crops in all areas of the country
rarely occur; and efficient moverent of food crops from areas of surplus to deficit
then becomes important, Nutrition education which is needed to improve the dietazy
practices of pregnant and lactating nothezs, and small children, received scant
actention in the plan. :

The main planning organ in Taogo is the Ministry of Plan, Its respousibilizies

include setting the guneral orientation and global objectives of the plan, It

13 obvious from even a superficial perusal of the published plan that the planning
" methodology needs to be improved, National planning lacks clearly set priorities

and goals and then a targeted and coordinated approach by which thesa goals can ba

attained., It is likely that an lrprived data base, a rore coordinated adnini-

strative structure and better stxffing are all necessary before the National Plan

can be improved, '

At the health policy level within the Ministry of Health, the same problens
cxist as uat the national level, The priority of rural health services with an
emphasis vn preventive care {s not carried out at the budgetazy level, Planning
responsibility within the Ministry is scattered and uncoordinated with each division
making known its future needs., A planning staff, even a small but well-trained crne,
Ls needed within the Ministry to enable the priorities to be implemented. Slace
overall authority in the Ministry is centralized, such a planning uait will have
to function with the full support of the Director Ganaral.

Vi. External Assistance

Because Togo has somewhat limited national financial resources, it has
depended upon bilaterla, nultilateral and private voluntary agencies for financial,
technical and administrative assistance. French goverament aid has always contri-
buted significantly to the Togolese development activitias. '

The last year for which full figures on the extent of extarnal assistance
to the tlinistry of Public llealth was available was 1975. 1In a sumsmary prepared
by the United Nations Develonzent Program (UNDP), $3¢.6 million of external assistance
was reported, slightly under GO percent in technical assistance. The educational
svcctor received most assistance, followed by transport and comuunications, with
the rural sector ronking third. .

The health sector received $2.03 million in technical assistance, The
largest donation was for construction of a hospital in Sokuvde for which French aid
(FAC) gave $1.63 million. Most of the other aid was in the form of technical
assistance, German aid (RFA) gzave a total of $769,000 for 5 physicians, 9 techni-
cal assistants and 25 volunteers as well as some equipment, and participated in
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4 prvjeetys, Flve experts and equipmunt were placed in the reglon of Kara
by UNDPANMID, A professor and two technicians werc paid for a short-term contract
by WItO at the medical school, University of Benin. Some student stipends for
study locally and abroad were also provided by 1.HO,

A German aid organization and Cathwell donated techniecal assigtance, equip-
ment and medications for control of leprosy. United States AID donated vaccice
for immunizations. The People's Republic of China gave technical assistance by
providing physicians and supporting staff to a hospital (Don secour) in Lome,
This team which gives medical and surgical.care, as well ag training in acu-

puncturc techniques, is still active., No monetary value has been disclosed for
this assistance. .

WHD has continued to give support to the "Cantre de Formation for its two
training programs. One is national i{n focus and trains wlddle-level laboratory
technicians for three years, The second is regional and trains pliysicians,
health inspectors and health educators, as well as nurses and midwives in four
separate short-term courses in public health and pPreventive redicine, WHO
f nancing is used mainly for stipends and student travel in the latter -program,

United Nations Fund for Population Activities (UNFPA) is curreatly in the
final stages of developing a program for traiaing medical, paramedical and social
workers in family planning. Part of the intense local interest in facily planning
was sparked by a very successful seninar on sex education given for school
Inspectors and funded by UNF?. ., It has been requested to provide supecort for .
the recycling of a tora} of cbout ore thousand nurses and technical personnel
over the five-ycar plan period. In theory therefore, by 1980 the Govermment
will be in a far better position to staff scme of 1ts new regional and rural
facilities than it is now.

The Peace Corps had previously supported volunteesrs working in primary schools
glving health education. However, the program had 2 high dropout rate for various
rcasons including lack of counterparts and had been discontinued, - A more success«
ful program conducted by a limited nucher of volunteers appears to have been
the development of audio-visual aids for health education. A recent request was
for volunteer to reach sex education,

With the e:ception of one volunteer conducting health/nutrition in Atakparre,
the Peace Corps has no health program in Togo and rone planned for the near future,
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" United National Children's Fund (UNICEF) has been requested to furnish
equipzent for rural health centers, a program it financed with $127,00C in 1975.
The UNICEF representative stated that he had requested nore detalls on its
projected use prior to making any decision.

VII. Social Prufile - Ponulation - Famlily Planning

A "Socio-demographic survey of the Republic of Togo' wa§ carried out in
1969 by the Department of Sociology, University of Ghana, {n conjunction with
the Departrent of Geography, “Institut de L'Enselignment Superieure du Denin'
(now Universite du Benin) Lome.* ‘

The findings of this survey provide a great number of data from rural arcas
in all reglons of Togo(maritipe, 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, umwanted preg-
nancics and induced abortioms, '

While reference is made to the aoriginal pdpers for those especilally inter-
ested,. the following highlights may be of genera\ interest.

bater Sunnlies - Latrines - Refuce Disposal

In Togo 12,5 percent of the populzation has water piped in the
house, twenty percent walk less than 100 miles to cetch their wacer, whila scre
T0ooaraang have batween 100 moand 1 ka. to nearest water supely and 7,5 percant
Tun uelh an faz as l-4 img, The water source is Ln most cases vrivizs, wotoo-
Bules ~w dimu, and on'y about 30 percent of the populaticn get theiz water from
¥us.g. Un'y 4 percant have water closets, and another 12.5 percent usa privata
ples or Jatrines. lore than 50 percent cate in the bush or at the beach
and another 26 percent use public pits.

Scme 42 percent of the population use refuse dumps for dise ,
pesal of their houschold refuse whila more than thirty percent just throw it
in the bush or outside the house.

The above data clearly demonstrates the lack of sanitary instale
latfons in the rural villages of Togo and the widespread use of highly un- "
sanitary practices contributing to the high incidence of infantile diarrhoeas,
iatestinal parasites and vector-born diseases.

ifead of louseliolds Occunation-Educacion-Com:unication-Transporcacion

. About 9 percent of the heads of households are cen and G5
percent of thiem are occupied as farmers or farm laborers. Sixty-£five percent
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nre illiterate, uwhile 12 percent have completed primary school and another 10
percent lhiive completed middte school (equivalent of 10th grade). Seven pexr=

cont of the houscholdy subsceribe to a datly newspaper (which brings news in

Lwe, the must common language Ln Tugo). Thirty percent of the houscholds own a
rndlo, Lut another 40 percent listen regularly to radio news at thelr nelghbors’
or at public gathering places, About 15 pexcent of the houceholds were listed ag
possessing a car or other vehicle.

The rural population in Togo is thus not as isolated as in cost
other rural areas in Africa, With about 70 percent of the haads of households
listening regularly to radio naws there are good possibilities for introducing
mass educational programs [n health, nutrition,. child-spacing, etc. 1In fact,
acveral radlo and TV programs on family health, health education, sex educaticnm,
gex mental health, nutrition, etc., have already been broadcasted,

Antenatal, Postnatal and Maternity Practices

Seventy-£five percent of the women agked by the survey "who
should assist with delivery" answered: doctor, nurse or nurse-midwife. The
rexwining 25 percent elther diLd not know or preferred to accomplish their
deliveries In their homes assisted by family members or by traditional bireh

attendanta (matrones)., ilore than 90 percent of the women would scck medical care
for theis children when they weze sick, , : -

The mean distance to the nearsst hospital/clinic is about 9 koms,
and seventy percent of the population lives within a radius of 10 kos from a
hcalth facilicy. Asked about hew to get there, rore than 9% percent of the
womaa cald: By focd, and cbout 60 percent said it was easy to get there
while th2 reralaing found i: somevhat difficult; but only a few percent said
Iney had maver be2n there. Forsy percent of the women stated that they visited
the hospital/clizniz ofzen and an equal 40 parcent said they visited it rarely;
and an additionel 12 percent said, “only vhen indisposed.’ :

Asked about if they were well raceived at the hospital/clinic,
the countrywide response was §2 percent ansvering yes. In the Savanna as many.
#s 95 percent of the women Lnterroginted 'were satisfied with the reception they
received in the hospltal or clinic. . o

The above data shows an almost unheard of degree of confidence in
and satisfaction with governmental rural health services., The personnel who carried
cet the survey ware well warned against the tendency of the respondents to be
“nice and positive' vhen asked about governmental services. They were
insntructed to win the confidence of the women and explain to them that they could
be frank in their replies which would be kept anonymous. But, nevertheless, only
a8 very few uomen complained about lopg walting time, poor treatment by or poor
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attitmlen ol the health pecnomal,

Knuwlcdpe OFf, Attitudcs To and Practice of Fomily Planning (KAP Suzvey)

The f£irst KAP survey in Togo was carriea ouc as a piLiot project
in the taritice reglon in 1969, but was later expanded to cover the whole
country, The survey questionnaire concentrated on the following lssues:

(a) Ideas and conceptions about spacing of births and desirable
birth intervals,

(b) Awareness of consequences of frequant births at 1nca:vals
considered too short. _ o

(c) Actual spacing habits nﬂd'ptﬁéégéés;kf 

A:titudes on: Spacing

About 90 percent of the respondents would like to have ‘thelr
children apaced out: eipht percent would lime thcirs close togcthez and two
percent did not. know, : o _

The majority of the vomen did not only want their childrcn spac~d
out but 9% percent had definite ideas-about the approximate nusber of years they
want between their children. Thus § percent would like a space of one year
between their children, Twen:y-chree percent prefer 2-year intervals while
5C percent or half the total nucber prefer 3 years. Another 17 percent would. like to
have their children at intervals of 4 years or wore, :

whilé.the will or the desize not to have children too close7” 
togcther exists among 9 out of 10 women interviewed, the methods adopted to
achieve thc desired spacing clearly show che ignorance of the women in this
tegard, . .

Thus, only & percen: of the woren would sec a: doc:or/midwife or
usce drugs. Si\:y-cvo percent would come to definite terms with husband or
would avold husband's sexual approaches, sleep elsewhere, or move to parcnts'
homes. Another nine percent would advise husband to sntisfy himself elsevherc/
£ind another woman for husband/polygazy; and 30 percent of the women Wnuid do’ nothing;
leavc it to God or Deuciny, or "don't k1ow what to do,”

Asked about the effects of lack of suitable spacing on mothers

and children about GC percent of the women were aware of the bad eifects on
the tealth of the children. - About 20 percent mentioned the economic and
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Linanedal buzden on the family nndlll'percen: added to this the paychological
and cmotionnl cffacts un nmothers of tvo short Lintervals botwaen birtha,

In spita vf che oxpresaed nced for child-spacing, 37 percent of
the women cuonderned the use of contraceptives for moral or religious reasons
or becauste "the mathods are dangerous,’ Twenty-six percent expresscd unconditional
approval of fanily Planning. Four percent did not know and the remaining would
approve the use of contraceptives under tertain conditions such as avolding having
too many children; 1if the ganlly was unabla to support the children; or if
speclal circumstances surrounding the pregnancy would justify ie,

Only ten percent of the women endorsed abortions, but the S
majority of them stated that the mmber of abortions in their area was inereasing,
that young people practice it, or that abortions are induced because people no
longer want a large number of children, S

Fereility Characteristics

The mean age of wonen at first marriage varies from a low of 16.4
years in . the Savanna to a high of 15.2 years in the Maritime region resulting
in a mean age of 17.5 years in the whole country,

The young age at first marriage is reflected in the rather high
fertility rates found in the survey. * The total number of pregnancies of all
woren (aged L5 - 50) Lnterrogated in the survey averaged 4,7; and the number of
Pregnancies per mather intervicewed was 5.2,

llovever, a great number of these pregnaacies were wasted in
still bixths, 0,08 per woran, or in abortions, 0,33 per woman, resulting in an
average nurber of living children per wocan of 2.9 and of mcthers of 3.2. The
difference Letveen the above figures (presnancies minus wastage rates and number
of living children) ©ay reasonably well be explained by the high infant and child

mortality rates,

In order to establish toral fertility rates and trends {n ferti-
lity rates during three Cenerations. the women were asked about fertility experi-
ence of their mothers and maternal grandmothers. The average number of children
born to the mother was 6.4 and to the srandmother 4.9. While this may look like
- an increase in fertility rates from one gencration to the next, the true cxpla-

. nation 15 probably that the wemen Intervieved did not know hoy many children borne
by thelr grandmothers had died.
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Thers are also some discrepancies between the total numbar of children
the family would 1like to have 1f he/she had no children, which amouated to
6.4 children per family and the fact that 60 perceat of the women intarvieved
atated that they did not want mora children than they already had,

Family Plannine Pergpvactives
H

rural Togolese familias for child-spacing and their actual fertility experiercs,
Tha survey alsc shows good opportunities for the rusal population to utiliza

of kacwledge on the part of the rural population that health services also can
help them fulfilling their desires for child-spacing by effective and aafa
means which do not interfare with their religious or moral beliefs,

The Governzent of Togo and nrational leaders outside of the
goverrmant have accepted the findings of the survey and have in recent yesars
developed a philosophy and a policy that fully endorses, Supports ard sustainsg
the conclusions of the Socio-demog=aphic survey and attempts to meet the desires
of the rural population for child-spacing, :

One of the first initiatives in developing farcily planning
information, education and services has been taken by the National Family
Planning Association which was created January 2, 1975, and officially recognized
by governmental decree on tlay 3, sarce year, By February 17, 1377 the statutas
of the Asscciation were slightly revised with broadar goals and objectives and
che nace was changed to the Family Welfare Association...(Assoc’ats on Togolaise
pour Le Bien Etre Familial). The goals and objectives of the Assoclation way
anortly be recapitulated as follows:

l. To contribute to the quality of life of the Togolese
population

2. To‘inform the population on the problems an& cdnditibns
‘surrounding births of its children TE

'3;5'To assist the parents in fawily planning‘Aé\as needad -
‘4; To assist in safeguarding the rights of women and cﬁild:en

5,'aTo keep the govermmental powers inforoed on family iife in
- Togo and suggest oeans of imcwoving ic.
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The Association is sponsored by.and affiliated with the
Internationa! Planned Parenthood Federation (IPPF), and has received technical
and irn.kind support from the GOT, which has provided facilities for a fanily
planning clinic which is held in'a Ministry of Public Health elinic in Zongo and for
the headquarters of the Association in Lood, So far, the accomplishmenta of the
association have been encouraging, Besides the PP clinic and headquartars in
Lewe, the association was a co-sponsor with MEFPA of a highly succassful confere
ence on sex cducation in Loza in July, 1976, and has alzeady established atfiliata
chaptars in all regions o: Togo, :

Tha Assoclation plans to concentzate its efforts on:

(1) education of national leaders in FP through local, regicnal
and national seminars; (1i) education of the public through radio, nevspapers
and other mass educational oeans; and (111) assisting the MOU in establishing FP
clinics in all regions of the country.

The GOT has also ‘shown initiative in reaching its goal of
Integrating FP services in all its waternal child health (MCH) centers,

While this goal hitherto has been a controversial issue ‘between
the MU services and other parts of the inistry of Health and Soclal Afiairy,
ard the Ministries of Plan and.Education, it appears now that there is mutual
agreement by all parties to support such a policy. High govermmental officials
of all three ministrics centioned above participated in and made substantial
coatributions to the seminar on sex education. The i0H has already trained a
nunber of nurse-midwives and doctors to work as tralners in family planning
for its medical, pararmedical and auxiliary personnel as well as for its social
agents, It is presently negotiating an agreecant with the Uaited Naticns Fund
for Pupulation Activities, (WFPA) to supnort .this training through payment of
per diem and lodging for the trainnes,5§éé¥§§§%§§ifor foreign trainezs)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 1is seeking foreign assistance to establish a training center which would
provide the facilities for practical or clinical as well as theoretical traine
ing and applied research in fanily planning. While the policy of the GOT falls
short of setting demographic goals in terms of reduced bizth, ferility and popu-
lation growth rates, the GOT ig still a leader anong Francophone West African
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countries tn adopting a policy of inteprating family planning with {ts rural ‘
HQl services, With the Ministry of llealth's emphasis on training and utilizing

- its paramedical, auxiliary health personnel and gocial asgistants for this
purpase, it appears to be a reasonable assumption that its policy ultimately will
result 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 prirary schools, and 1is planning to introduce sex education including
faily plamning in all secondary schools as a priority subject., There are presantly
four officials frem the Ministry of Educaction abroad studying the subject, FurilLop-
more, the Ministry has requested asgistance from the Peace Corps for voluatesrs
to asaist in teaching sex education in the secondary schools and frem USAID for
anslstance in training teachers at the proposed family health centar. Sex edy--
cation 13 also a subject for frequent discussions on radio, TV, and in the rewg-
papera. One recent exarple of this was a program entitled "{'eek of Mental Fealth
and Sex" which was highly publicized throughout all of the mass media,

VIII. Sumary Conclusidns: Recommandations for AID interventions

The findings of above analysis of Togo's health sector nay shortly be surarized
as follcus:

The health sector is characterized by a vicious eycle of maloutrition, high
incidence of parasitic and infectious diseasas, high infant-child and paternal
mortality rates, and high fertility and birth rates.

while the emphasis on health services for sgveral years has been on curatiye
medicine and concentrated in tha capital ol Lecme, the 1976-30 Plan gives emphasis
to expanding curative and preventive health services to all regions of the councry
and on reaching as many of the rural population as possible with basic health
services, maternal and child health services, lrounizations, health education and
sanitation. It also gives emphasis to development of safe rural vater supplies,
an important factor for luproving the health situation of the country,

In what follows, it is reccrmended that A.X.D. consider assistance over the
next several years for:

a) Support to the rural health dalivery systeq, including parci-
cularly 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 collectionm,
analysis, storage and usa.

cc
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¢)-Support of Ectivitiea in the nutrition field

d) Support of programs to enable rural populations to have
reasonable access to safe water,

AID's assistance in the health field should be coordinated with that provided
by the Peaca Corps, Specific emphasis {s given on training of paramedical and
basic auxiliary parsonnal to staff rural health centars, and on improving and
expanding the number of rural MCH canters and dispensaries,

A unique . featura in Francophone .est Africa is the GOT's intarast in introe
ducing sex education in the schools and integrating child-spacing as a pazt of
its maternal and child health services, and through training of all paracedical
and auxiliary persomel in Fanily Health to enable these services to raach a
major part of the rural population, The KAP Surveys mentioned above demonstratad
a deeply.felt need by the rural population for child-spacing and a posaibility
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 means of child-spacing is
therefore excellent in Togo.  This concept is not only adopted by the Ministzy
of Public Health, but ig endorsed by Social fffairs, the Ministries of Comruni-
cation, Education, etc, - .

In order to get training in family health started as soon as pogsible the
GUT with assistance of the UNFPA will start a nucber of short-term training
courses, workshops and seminars for its medical and paramedical personnel ia
1977 and 1978, This training will take place vherever feasible facilities can
be 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 persomnmel in the concepts of family
heatth and to truly demonstrate an integrated approach to MCH, nutrition and
farily planning services, the GOT feels s need for establishing a family health

training center in Lome and has requested assistance: for such project from
usxip, ‘

While doubts have been raised on the desirgbility of establishing another
training institution in the capital city of Lome, it is difficult to fipnd an
alternativa. There is need for an institution that can provide the practical as
vell as the theoretical training in the many aspects of human reproduotion, ferti-
lity, sex education, FP motivation, education and technology. To obtain this,
three clements are necessary:

(L) A qualified teaching staff, obstetricians, pediatricizns,
general practicioners, nurse-midwives, health educators, etc,,
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(2) A sufficlent mmber of patients from which to learn all
aspects of "family health;" and

(3) easy access to other madical facilities, sciantific, and
training institutions, for referrals, research, scientific
cross-fartilization as well as for coordinating training
prograws,

Whila neither condition (1) or (3) exists cutsida oZ Lome#, it is poasible
that already existing facilities may be renagvated, cocbined and/or progzam=ed
to provide the kind of in-depth training in "family health" desired by the
QT. This possibility should ba thoroughly explored before AID funds be
coemitted for new construction. Howaver, in any case, whether by rencvacion of
exiating facilities or by new constructiom, the establishment of a family health.
training canter in Lomd may be a key slement in bringing family health ard child-
spacing to the Togoleae population, YBrban as well as rural, Furtherxmor2, such
center will be the first of its kird in Frarcophopa West Africa and may well sazw
as a demonstration center for othaer West African countries and accept selactad
trainees frcm thesa countries,

The center =ay thercfore be a possible favestment for AID in Togv.

Thare ars constralnts: Cars should be taken to ensure that the rmajority
of the health persomnel trained ia the center actually return to their rural
eoviror=ent and have the facilities, equipment acd material to practice what they
learned from their training. Another icportant point is the need for establishing
health and demographic measurements to establish the irpact on health, fertiliry,
population growth, etc,

Directly related to the objectives of the centar, but not necegsarily
limitad to support of the functions of the center, AID may considex gjupport to:

(1)Strengthening of healﬁh and demographic data coliéccian.
analysis, storage and utilizatiqn. Lo L

(2)To the design and production of healchvedﬁcaﬁidn iafériaISyﬁnl': '
family health. B T T R i

(3)To the developcent of curricula‘and,traiding‘p:ogramQVinifiﬁiiyf’
health for diffarent levels of trainers and trainess at tha center,

paramedical schools, and in the MCH and rural health centers,
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(4)- Strengthaning middla laval health managerant of the cantar on
- regional, division and subdivision lavels through suppozt to
in-servica training saminars, participant training, ezc,

(5) Strengthaning tracsportation and logistic systems to assure b?tta:
suparviaion cf ruzal health personcal and distribution of medle
cations, ete,

(6) AID might also consider in coordipution with UNICEP and NZFA,
providing equipment acd supplies to MCH and rural health cantars,

(7) Asaisting tha GOT to atrangthen its ebidemiplcgical surveillacca
 Bystem, provide certain vaccines and assist in zaintaining tha
“cold chata," ' L : :

- The above interventions or asaistance would all sﬁppért the developmant of
basic rural health servicas and strengthan the outreach of the Hationul Pamily:
Realth Center, ' _ , _ B '

In the field of nutrition, AID could support the MCH nutrition program.
However, specific recommerdations for nutrition interveation Will need to be forrme
lated in further discusaicns with the GOI, and taking into account the PHS
survey - (a prelininary report of that survey shows that children thzroughout
the Cauntry suffer from chronie ucder nutrizion apd acania),

The foregoing acalysis of Togo's health sector indicates that consideration
should be given to furtber help to Togo in the rural health fileld if bilataral
ald activities are expanded, The uniqueress of the Togo bealth situation nas
been demonstratsd in the foregoinz. The health Infrastructu=e pTasants an
opportunity to initiate icnovative apprecaches to solving problems coxrected
with the delivery of basic health serviies to the masses. That i3 to say (1)
thare does exist in Togo a well-definad laealth infrastructure that does fuaction
&3 best it can within its limited resources; (2) Togo health infrastructuze is
zanned primarily by Togolese and not wholly dependent on expatriate manpower;

and infrastructure planced for northerm Togo. Therefore, should a bilatssa;
program come about ip Togo, AID should investizata the potentiale for assisting
the GOT in its efforts to provide increased and effective health services to the
rural populace. Such assistance coud be in the fornm of assisting the Govern-
xent of Togo to duplicate the Vogan Health Delivery System finarced by WEO
throuvghout the country, : '
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LA CQNSQIMMATION ‘PHARMACEUTIQUE AU SENEEAL.

400000 ‘ms g mimed e

par le Dr. Sylvie EPELBOIN 3
et le Dr. LidHék‘ROBiNEAﬁ'Hi.

Ce document s'insecrit dans le projet PHAREV "Environnement et
implications socialesjde{lé*;gghnologie‘pha:madéutiQue néderne:et: tradi-=
tionnelle au Sindgal®, et fait diréctement-suits au PEAREV-I3, qui traitait
des aspects qualitatifs des besoins pharmaceutiques au 8éqé§%Lﬂ_;1‘tente de
cerner plus particulidrzement les aspects budgétaize et lééiéiaéif dd_dispo-
Sitif pharmaceutique, le foncticnnement des secteurs public ét privé, les

rapports entre les différents organismes et ingtances en liaison avec 1la

consomration médicale.

Nous nous efforgons de présenter les &léments les plus ﬁfgcis pos
sibles, compte tenu des informations: qu'il.nous a &t& p%ffoiswdifficile de
recueillir. Les donnses chiffrées parfois arides de par leur caractére
ﬁhéorique, nous ont semblé inéispenéables a cennaitre af;n de'posséder,une

base de discussion 2 partir de faits‘éxistants et concrets.

L'étude de la consormation pharmaCeutique au Sénégal se déroulera

en deux temps : o TS VA R N

I2re partie : Circuit d'Ebpiovisiohnemeﬁt e§ﬂde”diéfiibution_des'médi-
| caments (PHAREV- IS) - :

28me partie. : Habitudes de:éreécri:tionnet{@gf&é@é@ﬁ@@piéﬁ;ﬁééidélés
| (PHAREV 16).

% ENDA.
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La_ Consommation Pharmacéhtihue'au S&néqal
M‘

Plan de l'étude "

Iare partie : Circu.t d'approviaionnement et de distribution de;
médicanents.

A) Léqislation sur l entrée des produits au Sénégal

I.«Origine des produits
2 Visas d importation i
3. Taxes douaniéres '
4. Contrdle aualitatif.

B) Le budget pharmaceutique -
'“""“"f"“""““‘.

-~

% 9

' Budqet pharmacie au sein du budqet santé

a- répar*ition selon 1es services
b - répa:tition reg-onale . |
c - budget hapitaux oublics

[ERNS B
2. Conmentaires

.a- évolution au. cou.s des derniéres-anrées
b = comparaison des differents secteurs

+C. = Fongo Limbi 3 1! exemnle d'un poste de santé- isols,"

C) Les organismes de distribution

« publics

R st l'evemole du’ CFU de Fann dﬂmande et récenﬁibn dnu PR
dicaments dans un’ hanital d Btat

b - 1La 2harm apro
. Budget

« Vente des produits
« Prix des:médicaments
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€ = La Pharmaciae de 1'HSpital Principal!

.4 = La Pharmacie d'§555631§135heﬁeﬁt'&éhSt-ﬁouis

2 = Les organismes privés : les grossistes ;
= Laborex:r:;

= UPIA

-~ SENEPHARMA

= Caract&ristiques communes aux’ 3.

o

~n o

= Syst3me de fournitures
£ - mqyens:dezp;ession;

S SIR o tUs P Coeara
D) Pharmacies privées et Aépdts pharmaceutiques

bl Ay, oo

I) Les phaimacies privies

a):mebré et répartition-des offiéiﬁésj:fléfai§p§?i£éf¥égio-
- nale - -
’~b) Lés pharmaciens S L
o « conditions de criation et d'exploitéﬁiéﬁi
e fonctidnﬁement déé pharmacies ‘

« contrdle des pharmacies. -

2) Les‘&éoats pharmaceutiquag

3) R8le effectif des pharmaciens dans le conseil théraveutique

4) Les pharmaciens et la m3decina traditionnelle,

E) Les ori: de vente des midicements
I) Secteur public
2) Secteur privé

3) Comparaison des prix a la vente.
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F) La production locale : la STPOA

.I)'histoire de la créétion de la SIPOA
2) organisation de la SIPOA
3) objestifs que s'Gtait f£ixa la'SIPOA
4) liste des spécialités fournies
5) 1'approvisionnement
6) la fabrication
,‘,7)?1éidistributicn
| é)Vles problémes auxquels se heurte la SIPOAf
. a) le secteur recherches  x” o w
b) le projet d'usines de pansement
‘.lc) l'hostilité des pharmaciens
B d)~l'attitude‘gouvernementale
e) la réticencevdu consommateur

£) pour 1'avenir.

ClCLUSICY

II (voir PHAREV I5).



Aﬁthcdologie

- Cette recherche a &té effectuée simultanément dans différentas

PR XN

dlrecfiong -que._ nnus-ne citerons~que brtéﬁeMEnt

" I) enquéte des services publics

rintstére de la‘Sants
Inspectionldes Pharmacies.

. -

>

‘2) engpéte menée aunrés des pharmaciens dans différents quartiers
.de Dakar avec notamment relevés systématiques d'crdonnances.

P R R R S

- e m ev e R et R TR R Ll e
' v -~ . N IR X PR okt
— . e > § —

3) entretiens avec des dxrigeants de 1'industrie pharmaceutig
locale .

-

4) enquéte réalisée dans différents gpstes de’ santé de broussa,
-..2.-et. d6pdts: pharmaceutiques non centraux '

5) travail bibliographique.
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Circuit d'aﬁptovisionnement et de distribution des médicaments

Les différentes dispositions législatives régissant l'approvi-
mionnement et la.distxxbution des m&dicaments au Sénégal n'ont pas &t mo=
difiées de facon radicale depuis 1960. C'est pourquol nous en exposons les
grandes lignes sans reprandra en détails les anciens textes existants,

RNV

A - Léq;slation sur l'entrée des pbroduits au Sénéqali_-

I

I) Actuel.lement, la.nnajorité ‘dés produits, finis et semi-finis,
proviennent de Prance, par l'intermédiaire des filiales frangaises des . f,
trusts pharmaceutiques multinationaux. Ceoendant, la. politioue actuelle est'
de 'multiplier Les—pays fournisseurs, et des appels d'offres sont faits, pa:;
1'intermédiaire des ambassades 3 différentes nat long, notamment 1 Italie,
l'oSpagne, Jes Etats-Unis, le ‘Mexique, la Yougoslavie.' FRAN -

[P
s K 4.

. .:2) Un visa d'importation est nécessaire pour’. l‘introduct¢on dﬂ'ﬁ‘
tout nﬁdicament au Sénégal. Celui-ci est délivré par la Commission des vi
sas. Selon certains, de nombreuses pressions peuvent s exercer au niveau

ée la conrission LEg” '“c:'i-nﬁ Rk ~v*rn T, '—“1”F"Fﬁ.ﬂﬂg~4h*1 (qql.*”
oentle ‘par les 1aboratoi:eo).

Le coﬁt du visa est de 3u.UUU ITS CER pax produit. _~a"

Selon certalnes 1nformations, il nous avait été fait mention
d'une nouvélle législation ohligeant les laboratoires 3 représenter tous
;les produits devant vne commission de contrdle, laquelle &liminerait les
'produits faisent double enploi avec ceux fabrigués ou conditionnés au S&ng-
gal ; cela avait cu pour but de protéger les produits SIPOA (usine pharma-
ceutique sén°7a aise dent nous reparlerons cen détail). Mais catte informa-

tion nous a2 &ts infirmde par 1'In spection Générale des Pharmacies.

3) Les Lo“- dauaniorﬂs touchent tous les medicanents, hormis
ceux qui &taient énumdrés sur la liste des produits sociaux que nous avon
publide dans le'PHAREVII3
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Elles sont calculdes de Ia Fagon sdIba"“'—T'“""""

"L-."

. eesss v \\ ‘7

. n) ‘ --'l_...-.n . -

- Taxe statistigiia a‘taux un£§ue, calculée sur la valeur CAF
. (coﬁt-assurance-frét) 3 B (T S. ).

R T 1Y B
- gysns
;n* -~-‘;1rC R.C, -(taxe sux,le;- chiffre d'affaires) 2 I35 9ri e b ko
(o S SN EID LU
(les sérums et vaccins de 1° Institut‘?asteur aént totalement’ =
-‘}..:- " (340 [ '??‘?PQIS)’ \lv"" -;r§.~‘o"" '-,:'.!""".:' ‘

Alnsiysur un’ médicamsnt’dont*la valeur a l'entrée au Sénégal est

I00. frs, la taxe.s'élave.a . R TS N 13 TR ‘"f“h . 'ap-*: ol
N

- T.5, (= 3 F) + D P (=" IOfrs) 4§37 frs TL e

- Taxe forfaitaire : 22 % de (C.AE. + TS + DE‘).- dmr e
="22"%"d§"113"!"‘""23"frs i — IR

T CHDLGANE 3,5 ¥ 4 (c A P35 TUS, 4 n.-z"j.“i- T.F.) % I3,5'% de
ot - .o 1. L ’,'-'\ . z: . ; ’ '-'- ' ""3 PR
o 2Eas e BTLURGYUUI3G Wiyg et W mer i ‘
- Donc taxa globala = 3 + Io + 23 + :9 35 =56 F
mT gty Y A :'.7 [ :,-_ e .\ ;I” vv AN "'lt,.,»fx :
Au total 56 %.de la valeur C F at GI % pour les’produitsvhors ma*ché
Commun . ’ '"

) . . - Lo e .
Cema H PR o, i ve Ut
TR . 1. . c* * ‘

Depuis l'année I977, " hn processus de détaxe a ét& entrepris. Une:
premiére franche. da 33.3%; a déja- &ts appliquse. "malgrd un- certain retard
pris dans le proaramme (la taxe 0 &tait prévue pour 1978), laugeux}éme tran
che de 33 3 de détaxp devrait’ bientat' etre appliauée. H ~'-——--~_'---_':‘- B

- T DL Foxe oo . <& £ : ";."
o, - : . 4 -,q. e ',.',.. < ‘. N i . ‘ :1. . r;-‘;‘
vioe - 4). Un ccntréle cualitatif des- produits- a'importation’ devrait sous -
R _-——_———_——_.__

peu étre mis en place au S&né&gal : un davig- -pour -la-créaticnd'un laboratodi

re de contrdle & la Faculté de M&decine:et, de-Pharmacie est prét,

mais sa
réalisation n'a pas commencé. Le r8le a'

un tel laboratoire serait de con-
trdlér les médicaments importés de l'étranger et ceux fabriqués sur place.
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B) Le circuit pharmacevtiqus public v

I) Budget pharmacie au sein du Budgqat Santé

Nous publions ci-dessous 1es‘donné§s.iélativéh au Budget Phérma-'
2le, et aux 21fférents: secteurs qui sont concernés, pour les dernidres an-
8as. Les sources da ces documents sont i ...

- La thése de M. LOUHOUDL Tayebi, I976 "Contribution a 1'6~-
tuds de, 12 consommation .médicamenteusa au Sénégal” '

» 1e Budget général du Ministire de la Sants Publiqua au’' 5a-
négal”, année finencidre. 1977-1978. . . .. .t o

. -
-, -

& = Part du Budget Sant& dans le pudget Général_:

, . %n 1963-64, les crédits-affectés a la Sants P“bliQue‘etfi
o, © O amx Affaires. Sociales se chiffggient & 2.806.755 frs;;soit
7( 9 % du budget nationa{ ’ o

.
- . e ° BN Y |

. en 1976, sur un budget ‘général de 96 milliards de frs cFa

v \ :5.067.I86.Q00; 'soit 5,3 % 'pfouf.’-l;la..santéﬁ_-Publique _'dont s
- 3.596,775.000 pour 1la Sants, _
- 1+258.021.000 pour le matériel, - |
- 212.390.oco,pcurgqés affectaticns pé&ﬁicu;;éresﬁ’;
o, Lo, g PR ‘.{,',-";'_. o S :- AT 4! ‘
b - Répartition des.crédits,glloués.en 23,gt 74 aux hépitaux et -
services centraux par le Service Central de la Pharmacie,
Sont &galement consignés les crédits prévus pour I976 ; on no.
te.-une: importante augmentation’pertant notamment .sur le mats-
riel, et les secteurs endémies ot épidémies - Ceci est donsi-
gné dans le Tableau n® I, .. ' - R

. . . S I B °
o TR SECET I ERELAE
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= e T "'"'l R ' ! ]
R Ruhriquas e -l; Crédits ! Crddits il . Crédits prévus i
i S N sy 1974 ! 1975 ! 1976 R
e e ! ! 1
IRSgions médicales I 105.000.0C0 ! I00.0C0.000 1! ' TI9.900.000 |
! ! ! ! !
R - A T r o - 1
IService d'Hygiana B Io 800 cco ¢ 8. 820.000 ! I12.000.000 !
! , ! ! S I Cid !
] 1 1 ] ) 1
!Epidénias X 500 cO0 1 500, coo ! 2.000.000 *© |
! . ! ! — ! 1.
3 TR R T ™
lSecteurs sp&ciaux ! ! R | ' !
1 (Endémies) N soo.ooo 1 2 to7.oco; ! 4.000.000 * { -
! . . ] 5 | ’ . !
! .!.x,‘ - 1 - '..w, e ""‘v" IR :,-:\.,- AR ]
lCentres PMI de Médina i B SN N |
let des Dépaxtements~ - lyz0. oco 000 | IO oocmoao T :4 .000 000" 1
! ! ! SRR |
T N Y T " 1, ; .-_ ‘...'.‘"”.""":;"':‘i'»‘!Z{,.J:."t L -_':‘~.'.:,i.. Y
luatériel technique et ! ! B R S o
,{répa.rations . NIERTEES S (s 18 275 Coo !nIO 275 000‘1._’;.;! 23 25.000 OOO !
l ...... [ i l l RIS e ?!" ] . . X
! i 138. 275 000 | I3I 7oz.ooo:;- v ::75,900.000' !
! } e i N AR R )
! 4 jm! i R e
IH3pitauxcat Services N ;\q“ﬂé} bt R
lcentraux 1 1. - 300 687 OOO‘ ! 340.000.c00 1
! . UL -4 R gt -] O B
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TRBLEAU N° 2 e

T S : 1 — ] — T
! "SERVICES ~ 1Crddits alloués en Crédits allouds enl
s L : " el o....1923. N ST -y T e
I 1 , T e 4
IBSpital A. La Dantec ! 1I16.000.000 L na.ooo 000
! vvmeeeme, = eme I S |
ICéntre Hospitalier de Fann : 53 500 .C00 ; ) 53 400 000 1
‘ . . ‘. | LT 1 . !
1H3pital annexe Thiareye... .. . ..—-.. .!.._...... 4 .600. 000 . ..l — -...-4~5..,g «GO0—— 1
{ , R i i}
!Institut ar Hyg:l.éna B ; 16 .000,.C00 1 :7.ooo ooo 1
" — ey .l ) e wme cm tes e b ; o — ! ot temresmns swie ss o l

ICenI-.—e [f2dIco des Fonctionnaires | 1.C00.000 t . I.000. ooo }

1 l v | RECRAER S OB - vt

ILabcratoire de SOR (St-Lcuis) - 1 2,000, .000 1 2.600: ooo !
! BRSNS e ve mmimnmremmenime + 2 e .l
!Hﬁpi{:al J L. de D:!.ou.rbel ‘I 77 9.300.000 I :2.300 oco Ll
! i po 4
mapital Régional de Kaolack B IR I7.eoo,coo -t "R 18,000, ooo N
PRI Rt RNV PR

!'Cen{:re ‘2¢ Transfusion Sanguine = 6.400,000  } . 6. »400, ooq .!
? ! C __,-’!....:". . NE
!anitc_l P&gional d= St. Louis I 2s.00c.c00 % 29, 690000 "* 1
e e RSPV S e e ]

rHapItal Régicnal de Tambacounda ' 1»_ S 3 mc ooo S 4.000 000 1
roe . 1

!HGpital g_gional c’.e Ziguinchpr_,__..._l 7_.500 coo.«‘.r-..;..Ly -8, 209 pog... -]
¥ N L 1 " T
!E‘omation Principale de’ z:!.guinchor o v,7.00C 000 I 7 700 OCU !
e R | g

!Hép_ital Régicnal de. 'rhiés SN _.l_.. --JAQQQ..QOQ.;L;..;;.;’y._!_,g’j ~2 700 GOG-- 1
! b o l
ISoins aux Tuberculeux 2 6 OOO Ocoj-"’_-i‘,;’“: 1. i
1 ol SRk !
{Maternit8 de Thids A 2 OO0.000- S !
! 1 P !
lUrgences . 6 082 000 St !
! : , R R !
1 b 292 282 ooo g i
1 § '-’1 _____ ____!______;.\_ R
b R T T o
! : Crédits alloues 1973/74 = 307 282, oco !
1 SR o !
Lo e LI 1972/73 = 292,282,000 !
| S - 4R !
! ~hugmentation - . ' I5.000.000 !
! ' ‘ o !
! !
! !
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TABLEAU N° 3 _
- Bﬂpaztféléﬁldeé crédiggfal;odéé“B;;~I;“§;;;iééiééntiai de la pharma-
cie aux RAgions (en dehors des hdpitaux Régicnaux)-en 73/74, ces cré=
.Gits Qou;:enzmlea"depensesnen~médicaments,upansements et matfriei i
dica-chiru;gical,;ﬁgar.
! . - . ' —
l REGIONS MEDICALES ' ! CREDITS A ALLOUES au titre de |
! {  1973/74’ : !
L N 1 ‘ ]
| Récion du Cab=Vert+ | cd
! - ! !
! Cl, = 6 < ! N 1
! T { i . " !
1 P.S. =5 ST 1 - ;
! oot : R
| Centre Hcspitalier de Rufisque Y
! X A |
| Polyclinique de Rufisque i;‘ 1
! RN |
! Dispensaire aMA Rufisque DR |
! ' SR SRS 5 T
;‘?ispensaire de Bal=pir - N S -+ < I.,I50.000 - °
N 1 R TR F
s Dispensaire de Pikine: R 12,050,000 -t
1 . . . . ! . ;_'": .. .y .
! > T
! Région du Sirs-Saloum RN .
! S | o
! CM, = 9 - "1 i
| R K :!»:,..‘ ‘J..:;‘;
! Pos. = 59 o . ! : o ",
! ' B "'T.'.'-.'.'.. ‘ ‘... - ! K e - Ks ) '
| Dispensaire de“Kaolick S 2.2000 007 -,
! L RIS B e
! Postes Seccndaires de Kaolack = 12! 1 - 1.,800.0c0 - -
1 SRR FUTGRe T
! Circonscription Médicale de Fatick' 1 = - I.500.000
! SNSRI LI S AP
! Postes Secondaires de Fatick =II i " 1.600.000
! Formations Principales de Sokone ! -~ .I.,000.C00
" o " ey
! P.S. de Sokcne = § ' ! 500.000
! -1 ‘
! Forrmations Principales cde Koungheul | 900.000
I !
! Postes Secondairea de Koungheul = 3 | 500.C00
=3 !
C.M. = Centre MSdical B
P.S. = Poste de Sants& RO



REGIONS MEDICATES

CREDITS A ALLOUER au titre de

1 | .
! ! .
! — ! 1973/74 :
I L 1 ) -
: REPORT... ! 17.400.000 !
! , !
| Clreonscripticn M&dicale de Niloro du | oo !
! Rip . ! 1.600.000 !
| Postes Seccndaires de Nicro du Rip= 9| I.600.C00 !
I C.M, Qo Foundiovgne -~ - . ! B " I.000.000 N
1 P.S. ce Foundiougne | = 31 | 500.0C0 !
Clrconseription Médicale de Gossas | . - I.500.C00 !
Postes Sacondaires de Gossas =7 I.100.000 !
| C.1. de Raffrine S L 1.600.000 !
Postes Secondaires de Kaffrina LI R I.6C0.000 }
C.H. de Guinquingo BN B 7C0.000 }
. !
Région de Thiag |, 2 :
" CIM.. = 8 l t '__v'-\“.l. s !
., posl = 3I e ! o vl l. ,'/7"’!
LT 1 S e T
Circonscription. Médicaie de Thias ! I.I00.C00 !
Postes Secondaires de Thias =91 e 4
Circonscription M&dicale de MBour L 2.5C0.0¢C0 3
Postes Secondaires cg MBour :.” g
!

Secteur de Joal

Postes Seccondaires de Jecal
C.M. de Rhomhole ‘
Pcstes Secondaires ce Khembole

C.M. Ce Mékhs

Pcstes Secondaires de MBkhé
Sectaur de Tivaouane :
Postes Secondaires de Tivaouanae

Postes Secondaires de Cayar,
P.S. Qe Thiadiaye. .

VO
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A

 S————— - 1

m:c;mns m:nr‘ €ALES *° "TT7' ICREDITS—A-

Y |

v e

anUEr-au—t:ltxe da-
X973/74."

\\" '.l

|
|
f

- ]
Récicn cu Qénécal Oriéntal 1.
. R
"C.HM, = K ’ ]
10 IS Il 1
£ me L.; S
P.S. = 237 el . :
C.F. ce Tambaccunda ST E
Postes Secondaires de Tamha - Glf

C K. de Récougon Rk [

Pégion de Casamance, s

CMMe = 6

——-....—t-.—..n.-.-.—.—.-...——.—.- .—L-—

P.S. = 54

v o

REmRT....‘.:.’...]..:t-“ -

Circcnscription nédicala de Bakalx fxfﬁﬁfﬂ5”f'g*

P.S. de Rédougou . , .;-f¢17l Qf,"k“

R Lo S 2

- 42"690--{500-~

. ] v
- SINT T
'-:\:'nc ;‘ »
R '.l.f?"‘. .
o

. 2.000.000"
1.00Q.700°

1,000,000

£.000.00C
1,000.000 .

s-.-——  er——
[ #e V)

r-w . .-" i . o T
“

b azplt

e LN

Dispensaire de Santiabg —
P.S. Ce Santhiaka ‘
Secteur M&cical d'Cussouye i
F.S. @’Oussouye~: " =% T a4, -
C.M. ¢e Bignora ,

P.S. de Bignona
C.M. ce Sé&chiou
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Dakar, le 22 Décembre 1673
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Les docvrents présentés ci-déssouS‘ieproduisent certains éléments du
chapitre 542 du budget ay Minist3re:de la Santé Publique et de 1'ac-
tion sociale, pour 1'annéds 19 » et 'les ‘prévisions pour I978/79,

—— e TTem—em e L -TABLENU. N°. 4. '

L
.

Al
'

] {
1 1977/78 ! 1978/79
= T Tt e —— Rr S e s L S
! Art. 8570 . .. !
| ¥dIcaments des Régiocns Médicales !
!

= v e——e o e

1
I24,.T05.000!
. 1.

(v

S mvmm——. ., Mt Y YRRY U N
. g

[1
’
t

| Azt. 8530 = .. T SR TR ,
| Médicaments pour 1'Institut d'Hygidrie ‘6t"de I TR | :
b ¥htdsiologle——— S e ido L 18.000,000135.250.0001
l ) R . e . E S Ry N
!' Art. 85C0 * " ‘ T . ’ \ S l‘v T i‘!';".‘..v" i . L \!
!"Hyg;EES.gt~prgphylaxip@dumCap-vart vaccins..médi:ﬁ;;gﬂnw.)gf,ﬁ.k;; N |
l Ca.ments L LT 1 e - . ' o ”7.486.&0!7 0486.m01
! v ‘ e T
'Art. 8630———- . S S L ’
! Insecticides,'Vaccins, matériel technique’ .=

‘

Bt

St o ey |

"Art. 865%————- Ce
Lutts contra grandes endémies, matiriel, médicaf;
ments etc... (sur un budget de II.68I.000) R

N e e it ——— g Senee e

v .'.-..—.—c: tuge

Exrt, 866T

Lutte contre les endémies : . | '
"Are, 8652 . j{;- ﬁ i -

St
R

Carrpagne de masse
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‘Art. ‘8663 PSR EREIE SRS BN A | T
¥eédIcaments ces sacteurs spéciaux de la lutte: g oo ‘ Ioiveon v g
’ s, l
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l
!
!
!
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“centre 1esugrandea~endémies+-n_~?n._" : ,g;_2A1Q7aQQQL, el
) g T )

s = e seerm

Medicaments, métériel rédical du Cenprécphrﬂbékgr : . ¥
Tt Sl b e e Ts oo 600

vt vy v e g
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TABLEAU N° &

Budret H8pitaux Puklics

l RO . _'_:;- 5. l . et L : T
1 f IB‘E et“génériuédic‘_naq;in'Méd Vac. Mat, |
! lral I977/78 Imat. méd-chir!médic. chir, - 1
L L 1 31 1977/78 1 1978/79 1
; Y = --_' L
!ubpj.tn.t Le Dan bac,-uakar 135I.8C0.000 zxjo‘coo‘ocwrma,ooo -1
! -.-._“"—L S —— 1 . !
1 I — T ek - L
JCentre Hosplt@ller-de—Pann 1I65.736.000 ! 80 6CC.0C0 I 88 600.000 !
R ! LA E S A I | - 1
T ! | ] R U
lHOpital e S’.l!.nt-I.ouis L 97 I70.000 ! 45 .000 o 45 (IJO GOO !
_!_ ; Tt ) ! ! ekl f .,! . A
! . [N S }‘I [} ] v e []
1H8pital ﬁ«.Kaolack Y | 81 .879.000 ¢ 32.000.000¢ ! 33 500 OOO' M
RE LY Ly !:"""‘ X L o B e TR |
' iH3pital de Thiaroye ; ! 36.093.000 ! 31.098.600 | L :
! ! R ! ST
T I ER . — S R R T
|HSpital de Diourbel - ! 644321000 | 15.3oo.ogg,r;;.,!., 32 gg%.ooe 1
! to. - : " ! ! 1 -]
T S e 1 g 1 1 L 1
{H8pital de Ziguinchor 129,770,000, 113, OO0.000 L. Isﬂpqo.ooo !
! i <) . ! T !‘ e PR !
1 ! ) Y
!Pharmacie é ' hoprevt. Dakar-Eann 2.8C0.0C0 ! ! R
! ! | ooieea b 2Ly
| 1 ! . B P ]
IPharmacie’ d'Approvt, St-Louis ! 5C0.000 ! IR N SR |
! ' ! ! RN I PRI |
! ! l ! R ""', i
ICentre National de Transfusion! N " o R
!Sanguine = Dakar 1 24, 695 000 ! 6 .500-'.._,000 v i}
: ! R R 5 LR
! ‘ . B ' Y S )
IEtablisserents de sants (Pos= | ¥*m -, oy, % N 1
ltes de sant8 + C,M. sauf c. v.)! | 44 IBZ.OOO ! 44.182.000 : 1
I 1 ! ; "JT_’ s
-Camp pénal de Routal (interne-! ! AN N g
!ment ces lépreuk et délinquant!.-I4.824,000 ) ! b "l
! T R |
1 1 — 1 T 1
|H3pital de Curossogui ! 70.200.000 ! IB.UOO OOO ! I8.000.000 |
! ! ! !
! ! i 1 ‘ {
{HOpital de Ndioum ! 52.050.000 ! 14.500.000 ! I4.500.cC0 !
! 1 ! ! !
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‘2 = Cormmentaires

- De ces chiffreu, nous’ pouvons d'emblée tirer quw}ques ob~
gervations t:ﬂs simples,

mw——.—--—-c.—-,..u CerBtom rasin ¢ e siarad o -;n-.- s tismecew

iﬁ &{{ -ﬁ"_ “ L' auamentation des- Lrédita alloués au £il des années aux cen-
i w-tres_haspitaliers est.importante.poux certains secteu;s en=

,t:e 1977/78 et :979/79.

: -

Exemplae & . H3 Ltal La Dantec C e o
1;/74 o 74/75.; 1 77/73 “173/79
AT -y L g :
1
1

: !
_ IIG OOO OOO!IIB .00’ CDO IBO OOO CDO!ZSB.GDO COO

N tJ.l Y

. ' .
) N e

ou, uoins spectaculaire, Fann L R o
. 53. 500.000! 53. 400 GDO ! 80 500 CDO! 88 600 .000

Slo:s quelle &tait infime entre 1973 et 1974
La répartition trés inégale en hédicaments et subventinnq [PEIRNERS
les agglomérations urbaines et le milieu rural, '

- - o - waames - e

"En'i974 1 agglonération Dakar-Thiés-St-Louis cui repréaah--’z?%'
de la p0pu1ation du Sénégal béné:iciait de plus de 60 % du budget médicul ,
(239.650.000 £rs). . » e

SO LS WS B e S W A Gm G aww . (TR RS 21010 ¢ My et 3 e St et = bt & ELT JAN

» b= Comgaraiscn entra les différents sectGu*s

. L'analysé des données de I978 et du tableau n°® 5 montre la
stagnation dans certains domaines, pcurtant fendamentaux.

. e
HEN G L e ¢ e g e o

Exemples I965 1977 Evolution

P.M.I. départe-

! ! !
! ! !
§ 1 ! /
P.¥.I. Dakar ! IX0.000.000 ! I0.m®O0.®@0 L e —
i ! i
ments | ! !

I2.500.000

!
]
!
!
!
l
3.500.000 !

!

Le secteur P.M.I., d8ja d&favorisé dans la région dakaroise, a
Vu ses moyeng largement diminuer dans les autres régions.



- TABLEAU N° 6

Rappel de cas mémes donndes il y a I2 ans.

T T 1" T
'{f "l!ExerciceISSSlExexcice_ISGGJExercice I:G?
" 1 e [ B Ce |
! _ 1 1 T
I|Régicns Médicales 1136, OOO OOO ! I36 C’OO QCo ! II0.000.000
! ! : _ )

! . - P - ¢ : .
Isarvice d'Hygidne des Régions 4’ I4 .000.000 'I". :4 000, ooo 1 *:&4.0&0 ooo -
{ ! S ..! L R
! - “' -1, T L
lLutta cont:e 1es énidémies 11, 500 000 T I 500 000 ! I.500.000
e B et e -1 — .
.T ). . . ‘.{:’!;." : _3 N 't T
luédecine de rasse !=26.000.000 ! 30.000.000 I' T0.000:0C0 '
l o . | S P L pe
{Lutte contre les endémies "1 6.000.000 ! 6. COO 000 ¢ 400.000
! _ v P TR
1 o ey SEETEE T Yo
IP.M.I. (Dakar-M&dina) . 1:10.000,000 1 8. ooo.oco 1. B.000.000
! ’ '! e Co '.!‘ 4 ! o l, ‘,5-..-."‘, ,“l:t,.;
! ‘ b ! ‘“1' R .
IP.M.I. (D&partements)’ L1 I2, O0.000 ! IZ 500.000 l ;f,5;700.000- !
| (3 R P .»_’.,..‘_’;!: » 1 R 1 | 1
K ‘ B TR 1 Lo
|B8pitaux du S&négal l‘!2'7'0 coo. OOO ! 257 830.000,'! 207.000 OOO,‘ !
! ! ) ! o !
! . : e :.vu:_ . l . ! -v! [ - l
! T Q"TA‘ L = !480 500 OOO ! 465 930 OOO ! 370.30.000 §
! . . .._ " v ,v.” \ .t l '; l ..! ‘ ' . . S
! ! ! ! !
! ! . N - §

: - - - :
T-.—.—.-.-.-.-..-.-.-..—.—.-;.-.-.-Mhm

( D'aprés Tayebi LOVHOUDL ).,
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307.202.000 frs dtaient destings aux hdp;taux :
I00.000.000 frs aux dispensaires,

: Pratiquement, il en résulte une sitwmtion sanitaire critimma
- dans de nombreux postes ruraux.

€ = Prenons l'eitemnle ext:ém:a du Eoéte de smtd de Fongo Lembi,
département de Kédougou, S&négal Oriental, aux frontidres de
‘Guinde, couvrant une populaticn de plusieurs milliers d'habi-
tants,

La carte ci-contre "Infrastructures sanitaires au Sén&gal en I976"

(Dr. L. ROBINEAU ENDA)' mentre tout d'ahord la disparits de densits de 11in-

P rastructure Sanitaire entre les diffSrentes régions, et notamment-la pau-
vreté en dispensaires ay Sénégal Oriental (limits gressiérement au Nora-

Quest par deux lignes allant de Tambacounda 3 Bakel et Tambacoun_d_'a";a'xédou-
gou au Sud-Est), S

les fcurnitures pharmaceutiques qui arrivent 3 kFcngd_‘;.e_ﬁb:l,;ﬁrilén‘-
nent de la Pharmapro de Dakar, qui envoie une cormande groupge pourlaré-
gion 2 1'h3pital de Tambacounda. pe "rambacounda; des mééicémélﬁééﬁééﬂé:"»;:V'épar
tis entre plusieurs centres da sant8 département aux.

A X&dougou, le médecin-chef doit approyis‘iqrx'x;é‘zf;s?:rg1‘ propre-dispen=

@ire et 9 pcstes de sants (Salemata, B,and_afassi‘,ﬁv-'Sézjeya‘,"'-Fén;gdfl,J:‘.e/hp‘bi; Tem-
borckoso, Missira, Dindefelo, Kossanto), -

il plus en pcssession que de ‘quelques comprimés de nivagquine et d'aspirine,

de quelques com

W D
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INFRASTRUCTURES SANITAIRES AU SENEGAL
.EN 1976 . .

0
: AT ) A‘ o® . . “
R n &5 N. oo o  ferr H°~4'~‘° ° Toto! Sénégsl
) 3 e’ Oopeme o
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B of i o Hopitoux
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n ° o Centre de sonte
" .
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o-®
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== & deréglen
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- .. - . source: O? Lionel ROBINEAU Eavironnement Africain
_ : nt hors - sarie Juin 1978
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-;iu.Le-dernié:exriv:aison~avait eu lieu trois mois auparavant, et,
2u fur-et-a-masure des; tris Son -propre lot avait 6té réditt, pour les msdi’
caments. essentiels, awﬁne.ou deux boftes de I.M0 comprimfes dé nivaquine, =
2 boites: d'aspirine et de’sulfequanidine, 40 millicng d2 pénicillina re= '
présentant 4 3 I0 traitements complets (un traitement anti-infectieux fini-
mum et efficace nécessite €n mcyenne pour un adulte deux injectionssquoti
diennes.da la dose d'I M.~ derpénicilline pendant 5 jours).

I
.

P

=*> - Volel donc’quelques:chiffres illustrant:1'dtat da dénuerent ‘au’
bout de la:chafne de.distribution.:. : - P e Yo "

t oo ‘- : . v

- Enfin; reste-le-probleme du @&tournement ‘des médicaments publics
& des fins privées qui:s'effectue a diffSrents niveaux.da la‘EhaIne.dét""
transport et de distribution. On retrouve ces produits dons leg marchés,
dans les dépdts pharmaceutiques,: ailleurs... "avéc deg indicationsg bien sou

. ‘e - T

vent fantaisistes.: ; e IR SRR SEELARE o

ey ool @

Tout ceci anticips Iégérémené,sﬁfwlq éhapitféh;uﬁﬁapt.:_lq«giéfé
tribution. T o

= L3232 ¢cTzanismes de distribuficn-

-
-y
-

I) Pusliecs - :- .

a- L'exeﬁﬁle'dé:Faﬁn':’demande et réceptio

n_des médicaments

. — I

Tl gan -uh‘hag'i'éal"ci‘zt’a"{:".“:" e ey L
sl e e S TP ety ) e R LR I

\ -

Prencns, d'abord, le problame de-distribution 2 1'envers. Comment "

 éé."réception de médicaments nous a &té @Xposé dans sé&méganes lignes par
le Cocteur Badiane,’ ancien pharmacién-chef de 1'h3pital de Fann. =, . _—
: S L O A R I g rpuy

14

"«.. Le budget est réparti entre les médecins-chéfs'd;é éifféréﬁtéx
services. en: fonction- du ncmbrevderlits:et'du*ccﬁééclinique (par exemple, il
Y & un gres budget pour les wraladies infectieuses, car tous les malades de
1'int3rieur arrivent a Fann).



A partir du budget partiel qui leur est allowé, .les médecing-
chefs. font la cormande. ‘Il y :a donc une nomenclature hospitalidre plus des
p:odults-"hors~nomenclature“'qui sont des’ "extras” pour lesquels on deman-
de une fagture ay fournisseur, le tout en s'arrangsant pour ne: pas &tre an
dépassemant, Ty }

A la pharmacie tout est regroupd, le rapport global de présenta~
tion de la ccmmande est transmis 3 1'Inspecteur des Pharmacies qui 1'envoic

au pharmacien-chesf d'apprbvisionnement,-celui-ci rassemble.'toutas les come

dettes ne sont pas encore Xéglées. (on s'adresse directement a:eux, et on
ne passe pas- par IBSzgrossisthique pour les urgences). ;- :u o it oo aln

LR Rnate o sl e e e R 4 R  C O

b = organisatioh de la Pharmapio CE e L
La Pharmacie Nationale d'ApﬁEbéiéiSﬁnéﬁent, ou Direction des
Pharmacies : Pharmapro tient le rdle de grossiste distributeur de 1'Etat ;
elle ravitaille en médiqamegts et matdriel toutes les formaticns publiques
h8pital%” et ceiftFes EE"éEhigf"?ﬁéiéﬁﬁéi?ha#ﬁ&élﬁf?é@gfaié installde a Ru-
£isque, elle depuis 1953 a Dakar-Haﬁﬁf"33'§3rééﬁhé§ travaillent dans 1'&ta-
bligsement‘dirigé par un pharmacien.

Budget
Hormis le budget de fonctionﬁement:15.42§.7oqfrsggEA); ié:fdﬁé'

FEEN Sl

annuel de roulement pcur I977-78 est de 800 milliqns'de frs CFA. Cette Some
me se décompose en ' | |

450 millions (fonds:de“roulement; fictif;imutilisa~ -
ble) ~

;359'millions (d8couvert utilisé pour toutes les ops<
rations). ' .

-t
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Les 8CO millions, sur un compte spécial ‘@u Tré&sor, sont avancés
p= 1 Etat, et lui sont, remboursés au fur-et-a-mesure que les formations

sanitaires payent les fournitires demandées avec leurs crédits de fonction
nerent.

le fcnds de roulement permet la constitution d'un stock de ré&ser
ve suffisant pour faire face aux d-coups de la demands, avant méme 1' ou=

verturs de l'exercice budgétaire,: ca que na-permettraient pas de simples
crédits budgétaires.

Le'budget I978-79 est comparable 2 1'année précédente.

« Fournitureg - Fcurnisseurs

La prioritd est ‘donnde a'la SIPOA (§dciaes’ Industrielle Pharma-
ceutique de 1'Ouest Africain) .dont.nous détaillons plus: loin la fonction- '
nement). Quand celle~ci ne peut fournir, des appels d'offres sont faits
aux:laboratoires par le biais des ambassades,. =~ . AP

) : . e o :..;‘_.{ . e

Selen M. NDIAYE, (I) 26 % des achats de mé&dicaments de .1la Pharma=-

Pro scnt faits 2 1la SIPOA, ca aui concer1e 37 % de la production de la SsIPOA
soit I48 rillzons de f::nc T : S ‘ ‘

L'achat de red1c.r°nts couvre 70 § du budgat, 1§5¢3Oa%”:estént
étant consacrés au mat&riel chirurgicall../_..7 « oo

7, Autotal donc 75 $ des achat& nroviepngnt de 1'étraﬂgéffg§£fen
majoritd de” fournisseurs francais. B

-Des preblémes. mh:é*ielsq de.manqpe.de_personnel, d'organisation*
entrainent.des ratards dans l'approvisionnement _puis dano l'acheminement
des produits, ce dont se plaignent les centres régionaux.

« Venke das orcduits

Les établissements et crganiswes suivants achétent leg miédica-
ments & la PHABRMADPO 2 leu* orix de revient :

Y
(I) MDIAYE (i) "Les industries nharmaceutiques a Dakar” Maitrise de” Géo-
graphie 77-78.
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= HSpitaux
"= Dispensaires publics (centres médicaux at
- Yolontaires au Progras
- Papensaizes catholiques
FeReBca. Corpa
= Maiscns Familiales de Thias:
frojet Belgo~-Sénégalais

_.uprpjet Sants de:Ggseas--

Communautés rurales TRCRE

At e ¢ o

R
-

autres asgociations de bien

organismes ‘parapublics divers$~5-

‘ A e e
Les pharmacies privées achatent a la PHAR&APBQVI

&uX prix de revient majoré de 25 &,

- Prix des mécicaments
xémpla, les prix a
Plus ccuramment vendus : (I)

LN BT . v )
Nous ‘donnons ci-cdessous pour e
duits rharmaceutigues les

TNBLEAU N° 7.

..
£0§

postas e sants)

falsance reconnuas

es médicamedts .

114168 os ro-

© + BRIX DES MEDICAMENTS LES _PLUS COURANTS (DPHA

PMAPRO 1978 )
e IR

N .
‘e

! N 1 - . e 1 . . . . []
! - - Nom e JQuantits : . . ! F. C.F.A. R
l e T SNy b - ’ el
! Aspirine ot ‘Tkg g I.I00 !
! MNivaquine b I cp ol I,80 !
! Flavoquine B Icp SRR Y B € !
! Pénicilline ! IA. 106 oo 29,60 !
! Extencilline i 600.000 U, N L{e] !
! " I I.200.000 U. .. . oq 89 "
! Ganiden ! I.000 Cp. ! I.754 1
! Quinofcrme — 4 0,25 . ... .L. e 234,30 — mme]
| Pomade Alir&cmycineis I tube . Ll + 48 1
! - [ B ¢ PSR 3%1 I " ! . ‘ ?8 - !

(I) Les prix changent d'un jour a'l'autre

1'annéa.

r Sauf ceux de SI

POA fixes pour



.. . N ¥R UYL el a moen ERREY R R A -....n,..‘ a STy o T
7|’ Hom ! . guantité i i & S A S C:BlADT iy
[ " e v ‘ ‘ . \r”_ s L ERVTT N J “ e :1
| Quinimax ! 0,20 ! ‘38 1
! . ! 0,I0 Lo b ... I9 !
! Sultirdne . { >-mmwa¢%?ydvm y -7§ 1
! Argyrol . I litre A P X o) !
l,3Gargdpal:: +r 1 - e.iseposR0i O -"‘"—-"U=--'!‘-“"- ST el !
T - .. gorcere o i RQ08 el s Ll L5, 50% i dmmandT g
1" Fumafer - & H1TT AR ARG LY I ép CTlr S_u NI |
l_-Heptamyl » == ..p. [ % v“'="$'édﬁ‘"* 34'5’31""”“’ *ﬁléS"‘i“"ﬁr"“ i
! Bexaqycline ) "rt TR TP A b L R 246F0 - wfciwi, o fody
I - Buscopan'® * 1" "1 ep. L 8 1
! ! I, N ,{” i 50.,,.~ !
! Direxiocde ! I cplT "WiimE o gt *5,50° !
! Eurax ! I tube ny 223 !
. ":\ . '3 ’.". oI 4 -J

- MR o ch e E e b
b h e e g K el e e bl "ge:}a‘&-ti.’.‘.n.‘h‘.‘-‘v 3

! - Gluconate .Ca" zcuﬂ:zx::s- NESS (o - RN K 1 3 6" o |
1" Glucoss Iso ! 500 cc : o TAE Srlin v o mshfy
! ! : ' !

. F v pmrd ety
R R Y L R 2t R ) AL PN U

BRI TR AN o AT R IR S
Ces quelques. chiffras’dohnent ‘urié”idde’ dﬁfpfix a6 Vened ils' maids
caments courants,
vt S SOMIRRIC-< g a0 VI S
Nous envisagecns 1e~systéme de fIE“Eibn d8 ces p:i&, et la compa=
raison avec les p:is Ay public pratiqués dans-le-: privé, vsuichapitfe "Prix

de vente des médicaments" : IC. S mkgee 4 St oovie o exsdauge to s
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Le choix des m&dicaments dépend,'biéﬁiéﬁféﬂdd, de 1a commissi"
des Visas. ‘v R ) -.._',-"gj -

Une- liste ce 3.025 produits disponibles a &t&’ établie 3 la PHAR-
.-y ',,- 41 :‘v~'
MPF.O. -'-‘\‘ ,0.: , .-.,—,;-.

S savesi. @ = La nharmacie de l'bopitai principal ar Dakar est autonoga.
L!Hapital Principal-est wr service' public ‘'sbnégalal¥ -gerd’ par ‘la Frande en
vertu d'accords franco-sénégalais. Sa pharmacie le ravitaille en médicaments
et matériel, l'ensemble représentant I62 millions peur*{977 Sur cette some
re, 75 millions sont affectss.a 1'achat de- médicaments, 'dont: 69,5 millicns

(93 %) ‘s effectuent a l'qxtérieur...s-m:;u-w z;,:—g;~~ Tt Emeg e MRy Dy i

-

" A M e

Sur les 5,5 millions d'achats intérieurs, 2 5 miliions.sont ces
Cormandes & la SIPOA et 3 millions aux grossistes, sans passer par la PHAR~
MAPRO
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Ses actionnairgs sont, depuis 1973, pcur; une part majoritaire,

ds phazmaciens installés au .«.m.ga.f., dont la plubart sont
resta du.capital Geant’ détenu par aes Focfétés francaises.
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3. 7chepuls 1973, 441 'y ‘a el de ‘grandd changemen+s dans la politique'

de l'entreorise ¢ reléchement des ral:
tallées ailleurg en Af*ique ncde*1*s
sur brdihateur. N
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ations avec les socigtss LABORHK ins-
ation des moyens, Ce la-:gestion faite
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n Lev-fburn“sseurs”Sont‘a 9578 ‘e térieurs "aont 90 % eo1t ;es f1

o rpe. T
1es;fr=ngaise§“de~laboratoires pha-maceutiaues, téls_que SbbCTA qugspLu g
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LAt ele. chiffre d'affaire& I976-77- a 6té de I,4Io:mnlié:d de Eranéyls
dcnt 80 3. pour lacpharmaciepet 20:%, :pous: laiparfumerie, "= { wEd.auvidy »34“
Loler i e UED N e oo BM. o I teonsy3d
L.l .eJ)ﬂ‘bJr ﬁPfR Lol . ...;; wé‘}“.'ﬁﬁ - i%:  aasYREds
" L'Union Pharmaceut ique Inter-nfricaine, créée en I957, au capi-
tal ce 69.331.750 frs, est wne soclété domt 8I % des_actions sont ddtenues

par des pharnaciens sénégalais.}Comme LABOREX, 1' UBIA Sg.rawitaille e1 qua-
si-fotallts én ‘France. S o :
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Son chiZfre d'affa ireaﬂest en augmanta*ipn prcgre~51ve ...,:,u:l..l
I97¢, atteignant I.6C0O milliaxds. de Lr;ncs en I977.
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La Société Pnarraceutiaue °€néga1gise q gte créua en I975 avec un
capital db 28,5 millions de francs C:ﬁ 3 crté en,mai 76 2 43, sgmillionsou L2
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+ " Tous lesiactionddires sont sénAgalﬁis et pharmaciens "é.é rLWqL?]-
R 1 13 A 4 DR R g
ques m3decins. &t merbrés gy 'personnel’ pargnCdicgf -

SENEPHARMA imp-rte 90 § Fn ses produits &'Eurcpe de 1'Qu
surtcu* de rrgnce, lesmIQ\% restents: nrovienrent &e I2a7sIP0n8, mai
des socIKté, Valcafrique, DICOPA. Le chif*rc a' zFa’reﬂ “prévu”
78 est de I a I,2 milliazg.

~2st, et
3 aussi
pour 1977-
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d = AU TOTAL

Les trois socigtés de vente en gros des médicaments, toutes ing-
tallées 2 pakar sont les seules 2 avoir le droit de commander, dédouaner,
fournir les officines et hdpitaux. Elles ont la mame fonction. qui est de
racevoir des médicaments conditionnés et contrdlas par le fabricant, sur
lesquels est apposé le visa. ‘

En théorie, elles sont trads différentes SENEPHARMA a &t& congu
pour briser le ronopole détenu par LABOREX et UPIA, mais déja certains sou-
haitent la création d'un quatridme larron pour "brouiller les acrtes", En
fait, si 1'on peut constater que 1'apport du capital de LABOREX est varis,
que calui de 1'UPIA est entidrement. d&tenu par des-pharmaciens, et 3 81 3
séndgalais, et celui de la SENEPHARMA IOO $ sénégalais, on ne trouve,. en
" dehors de.la éifférence de corposition du capital,-que'peu'd'originalité
chez chacun des 3 grossistes. Tous s'approvisicnnent pour 90 % & 95 g 3
1l'étranger, ont le méme ré&seau de Eistributicn, les mémes'métho&es,-des
“chiffres d'affaires du méme ordre.

e - Le svstidme de fovrniture

Aux officine est' le méme que:le. systime frapqaigfgﬁ%gggprodgits
sont fournis ’ B

-3 cxédit‘payables‘ga;-traita,

- ou ‘au ‘cempfant (avec dans ce éés?ﬁne?*#iSﬁbﬁiﬁé@géﬁi?ést
' passée de 5% 3 3 % en I974. A S e

LI TPV e -

. £ - Les movens de pression exercés sur les Rpharmaciens par
les lahofatoires et les grossistes, reldvent surtout de la,prat%que_ﬁes i T
nités gratuites” distribuses pour chague commande passée. Ci~dessous noug
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. les trois socidtés de venta en gros des mé8dicaments, toutes ing-
., tallées A Dakar sont les seules 3 avoig le droit de commander, dédouaner,
fournir las officines at hdpitaux. Elles ont la méme fonction. qui est de
racevoir des mddicaments conditionnds e% contrdlés par le fabricant, sur
lasquels est apposé le visa,

" En théorie, elles sont trds différentes : SENEPHARMA a &t4. congu
pour briser le monopole ddtenu par LABOREX et UPIA, mais déja- certains sou-
haitent la création d'un quatrizme larzon pour "brouiller les acrtes”. En
fait, 3i l'cn peut constater que 1'apport du capital de LAEOREX est varig,
que celui de 1'UPIA est entidrerent. détenu par des pharmaciens, et 2 8T §

f sénégalais, et celui de la SENEPHARMA IOO $ séndgalais, on ne trouve,. en
"dehors deila différence de composition du capital.-que:peu‘d'originalité
chez chacun des 3 grossistes. Tous s!approvisicnneqt pour 90 % & 95 & a
l'étranger, ont le méme réseau de distribution, les m&mes méthodes, - des
- chiffraes d'affairaes du m3me ordre. '

e = Le syst2me de fournifuré _
Aux officine est' le méme que*le- systime frang;§s,é,%gaip£0d¢its
sont fournis : ' iy :

S : -_::!.3:} s

BRI a érédit‘payablesﬂgg;:traitel,v_égg-ig

te

- ou ‘au ‘Gomptant (avec dans ce cas’ une "ristourne” qui: est
' passéa de 5% 33 % en I974. B f

g

. ‘:i'f - Tes movens de pression exercés sur les Bharmaciens par
les laboratoires et'les grdssistes, relavent surtout de lgiprat%quewﬁes "u-
nités gratuites"” distribudes pour chague commande passée; Ci-dessoué'hous
reproduisons un passage 3 la liste distribuée par un grossiste aux pharma-
ciensg et officines ol scht'indiqﬁéés pour chaqué produit.les "U.G.",

‘l".':'.l; b

+ LISTE DES PRODUITS AVEC UNITES GRATUITES AU I7.0T.T977



'~ = 2 a Mbour,

O MR AELEIMANND b CHIND ¢ St i @7 C SIEC) P FERLC LIEBN ¢ R P e Sew b t.s eupw. e tevs § meme [ Y T At P p O o8> o

f'« ‘ ' ’ as 4 a KBOIaCk, ‘ “'".:"\'l‘:/’\' '. . '.s

Seahee i 0 ®o, Gwhwe 4w w- - oome @ oo v I ‘;‘v csime ‘o’,'n q

= '27a piourbel, » RS
N B L' e ‘f? ."\‘.._ )
© = 3 2 Saint-Louis, S

Ia Bignona, ;.
2 a 21gu1nchor,
"-; 5 a 'rm.es,

- I a x°1da,

PR

- I a Tambacounda,- 7

- :r 2 Mbacks,

. e 9® e
OO S
.‘ .

- I alouga, .

. ‘ S e e - __.;',.,.', ‘.
. P 2 . N . . LI I e

™57 pharmacies, soit' 76 % se trcﬁVent.dansfl'agglomération urbaine Dakar-

Thids, ce qui représente une énorme concentration.de possibilitss pharma-
ceutiques sur une faible surface ; celaifait une pharmacie pour I9.000 ha-
bitants dans la r&gicn du Cap-Vert. Les #%.200. oco habitants du reste du
pays sont désservis par- (75-52) = 23 pHarmacies, soit en moyenne une pour
I82.CCO habitants. : L o ‘

Le tableau suivant indique la densité de pharmacies pa_ régions

et le nombre de pharmacies par habitant :

b L 'rmawpu N° B. it biencit i wl ot

 m——— ety wtwu. + e [Ty - R Be b appememe y T gt
- e commpme 0. e " em e rmw mea et . imeea s » ¢ @ ® Smmi eI . Gameensttesest .

N 1 T

! ! R . . epepie 4

] . | I " TNombre dé° I , !Densit3 Aa'ha
! R&gions !. Villes .. . !pharnacies lPopulation !bitant/phar!
| IS S | Imacie §
L, PO CoL L I ! . !

I co. “1Dakar-Pikine-Gusdia=-! ! l !
|Cap=Vert lwave-Rufisaqua ! 52 ! 984 .666 ! 1I8.936 !
{ .. ! ! { ! !
IThiés !Thids/I'beour ! 7 ! 698.954 ! 99.8586 1
3 T 1 1 1 T
{€ine-Saloum !Xaclack 1 4 ! T.007.735 ! 251,934 !
i ! ! ! { !
:Dicurkel !Diourkel/"backé ! 3 l 425.II3 ! TI4T.704 !




NOM DU PFODUIT P orE + 0.6, QTE + U.G.

. SALVATIS POUDRE o " 10+ 2.
SERORHINOL GOUTTES NASALES -
SOLUCETYL COMPRIMES EFPERVESCE‘N\?E'S; | -IS +
SPECILLINE POMMADE IS5 G.
SPECILLINE COMP. 200,000 U.I,
STILLA cor.mzns - ) ‘._ | 15 +

“foo 20

STIMUTONYL 28 AMP. BUV. ADULTES [ 29 +
STIMUTONYL 28 mMP. BUV. ENFANTS ,:29 +
v A Y

STREPTCMYCINE I G 4 ML SPECI?. = - ro + . 100+ 20
T 1 r""::oo +7 20

e o Sy ?hn D mACe
STREPTO PENI Q,SQ G/I M SARBACH . _IO + I TR I00 + 20
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¥STREPTO BIPENT I'G I MILLICH ' ' -~ o + I 1007 " 20
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D = les pharmacies privées &t.les:dshdts charmaceutiques
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a.) Nombre et ré

' Il y a actueller'ent 75 pharmacies: d'officines ouvertes aw Sénégal
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!. .-+ . l2iguinchor/Bignona | T N PE DN SUCIRE P
{Casarance lIRolda . =~ "+ . . . .4 | 736.527 1 I84.1I31 |
r . N ” 1 . . ‘.! N \ . ! - o ! J !
IR&aicn du Fleuve Saint-Louis . - ] 3 ! 528.437 ! 176.I45 |
1 { ] N [} [}
{R8cion de Louga!louga I R | . T . 4I7.737 | 417.737 1
1 ! RO T TN R [ !
!Sénd&qgal OrientalTambacounda . - -} X 1.. 286.T49°)1 - 286.T48 !
I P N T ¢ - I P i
i TOTAL (I) . 1 Coo MR TR 75 ! 5.085.388 ! 72.648

.= LA encore, 1a‘d1§b£ii£éhﬁar région est évidente ; 13 réqisn’ de’’ -

Louga, avec une pharmacie pour 417,737 habitants et celle du S8n&gal Orien-
. P e ‘_‘:.,.."..‘...3’-

tal gont les plus défavo:;séeé.' T T t . oy Y
R R LTt S T L T 14

Que ce soit dans les domaines public+ou,p;ivé,f;:igggélité,ent:e

régiEQ“estqfépé?aatewL A EERRRS E T R A TR

". b) Les pharmaciens
M . -~
d)-!_"'_\'u;-!'. N pRE

s -

Le systeme des &tudes est '1& mé@me qu'en France., Des &tudiants
viennent 2 Dakar de Plusieurs pays; d'Afrique de 1'Ouest. Ainsi la bzomotign,‘
Rt Y IR Y ~ ‘ N L
I978 dE'la'Faculté:de.?hgrmacge ne. comprend que 575&négalais, les autres

. . .
' . . .

L. K N X . ey v
venant du Bsnin, du Libé;ig,,der;aucuinée,'du Togo-etC,...

-
PRI ":.

. ;- . B Dakar, sur 47 pharmiciéns, 4“éodt.f£énqai§ §'£i5anaié.;-

- Ccnditicns de crédation et.d'exploitation. .. '
Popf'éﬁvri;fﬁpe pharmacie- 3 1'heure :actuelld) "i1 fgﬁéjétré”§é§é7,ff

galais. (aAvaht i97§,"ialcondition requise était.un~antécédenﬁ dé‘ciné ans
de servica au Sénégal). S'il existe encore aujourd'hui 2 Dakar deux pharma-

c2s créfes dans la deuxilme meitlé du I98me’.si8cls),. nombreuses-sont les
créations récentes,

P
-
P apy n - N . N V. RETANN] LA T

) D'aprés;H;N:-NDIAYE['bﬁ;'cit;.(Nos donnéeg en différent quelque peu &=
tant plus récentes. La plupart fious ont &t& fournies par Mr, FAYEMI,
ancien pharmacien-chef & St-Loui . Le nombre des pharmacies de Grande
Pakar est passé de 47 & 5I depuis I . an, -
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Pour qu'une officine soit exploitée réguliéramgg}, son titulai- -C

%0 oI avolr fait 1a éEﬁéﬂdé.E‘EﬁfaéiséiaaédE:é&'Miq§stérq de la Sants

'Pub;ique)aoﬁs;la tinbre et 1'Incpection des PharmeciééalL'gp;gg{ggggqgntf4;

Bst Feit ‘sous Eorma d"ux'{'éf'ré't':'é""ii\iﬁ—i.ét?érief"'(.1'5_..

L T .

-—e e ¢ @wt . eums e asves o8 . e
. rem———. -

. ...».Fenctionnement des bha:maciés PN S AT S

Le personnel (vendeurs, préparaﬁeurs, coursiers) comprend de 3

. . pe - . RN N AL {
& 6 personnes en moyenne, O 71 S SR
“ Ty Fooom Cweem S, e oy eeley e I Sal

‘Les vendeurs sent recrutés au niveau du certificat d'§tudes, par
fois du Brevet. reur formation se fait sur place. : -
v oL N . e R A 4 e - '..".z‘ T, T e :
T Actuellement, il existe un péojet‘de créationﬂ@gvg§p;6mq“da pré-
parateur en pharracie. Co ‘ . ST L |
) e g ivd " = 3 et . - g

. Centrfle des nharmacies"

Y " -

L Ie Coﬁéeil‘de l'Ordre‘ppnsant wne aide, ou une caution a‘ﬁnéfaid
de'begqgira,la tout. Jeune pharmacien désirant s'installer. si 1la gestion’

es: mauvaise, é'esi_: le Conseil qui la prendra en charge... R

Il est pré&sent dans toutes les instances ol les :*arméciens sont
oo - R | I I oy St T RAC TR o ’

représentsg. "

L'Inspection degﬂpﬁgxma¢139.publiques.éﬁﬁpﬁivées, attachse au
¥inistdre de la Sants, contréle.sur le plan législatif et déontologique

le fonctionnerent des pyarpacges. ! S e AT IR
N . e EIT ; et ot
2 - Les d6pdts rharmacautiques . L vy

. .
oy

De taille variable, 1l en existe I72 actuellement sur le tersei |
toi;g €u Sénégal. Ces dfréts sont tepus._par des_commerqants—qui-sont-rare-

ment qualifi&s en quoi que -ce soit dans le domaine pha:mqéeuﬁiqueif'ﬁ

. T ' Par T ae.
i ‘ o ' ' ' e sl e
: oo

(D Sowrce : circulaire ne 00562 de 1'Inspection desg Pharmacies, avril 1978
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Ca. par. lenz-nombre, ‘ces dépdts. seraient ccnsés &oucher une gran-
\do paxtie da la populaticn'; -ils. sont approvisionnés par les pharmac_es
d'ofﬂicina et pratiquent les méres prix qu’ elles, soit des. priyx inaboxda-
blas. pour. les poouletions.moyennhs urbaines et rurales. DL et gt
N R AT

3 - Rdle effectif des pharmaciens dans le conseil thérao@ut*ﬁue

e oy 3N T - -.....‘

4—‘ o e < .

Plus encore que dans les‘pays occidentau&, IE'pharmapie1 a-r*-
cain se vg{g fréquemment sollicité pouxxun conseil thérapeutique, par des
malades oﬁ éés parents de malade craignant 4' aller consu.ter un médacln .
car ne pouvant l'assumer financiérement ; ce peut &tre ‘aussi’ en comnlément
é'wme visita chez le médecin ou chez le guérissem:. o __ﬂﬁ .

. -~ -y Bprés avoir pass&’ plusieurs' 30L:nées dans des ofric.nes, ngus
:avons &été frappés par-la. fréguence’ des’ demandes, la varié:é des réponges
diagnostiques et thérapeutiques apportées par "le’ pharmacien ou le vendeur.

Ceci, 2 notre avis, mine 3 deux réflexions :

ST e ’
. f:_,’f b .kl'- ° '

= le peu de formation du pe ~~nnel de’ pharmacié (uouvent
;sollicité par 1es malades au mére - titre qua,*ke pharmacieny egt-il ccnna-
tible’ .avec un rdle de consail.théraoeuticue -avec 'toute l'autcri Sur le
malade que cela comporte ? ;; L sRe ey G et e

V. . 4 . “ o,
. .‘ y e !

- L'impact évident du pharmacien ser ‘la ropulation par le
Hais du ccnseil théraneutique, ne nourrait—elle épre utilisée pou. faive
pPassex. des notions d'hygiéne-, d'&ducation® sanﬂ:aire ef;c...‘c.u‘ mt}.‘me titre
qu'un conseil: individuel:.sur un produit %" e g,;‘,,sgffr;t,,

si 1 et fue Les bhafmaéieﬁé‘féi: la fziédecir’xe '.traéiéiénnena Ll

Ainsi que chacun le sait, les pharmacie -7 ici comme: ailleLrs,
vendent, en proporticns variables suivant le type d oﬁhidine, des prcduits
de parfumerie et de toilette sophistiquées, des chewing-rum 3 °av0u" "mé-
dicale® etc... Dans certaines pharmac*es, les rayons exposant '‘ces prcduits
sont les plus importants. R :‘.V'.'xu Coar ”'79

A BT ST R A
A i'OrpOéé; il existe une ou deus pha rmacies 3 Dakar cui ic 1£“‘

des préparations "traditionnelles". Il est évident que ceci ne peut Gtre

qu'une partle des activit&s, et nous avons abcrdé ailleurs {PELRIV I3) leo

prcklimes de ccnditionnement que cela pose.
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Sans nous appeaantir sur ce’problame qui sort du cadre que s es‘
Proposé cette &tude, nous’ vcudricns simhlement évogquer la vente dans cer-
taines pharmacies sénégalaises (2 un prix élevé), sous gdes étiguettes @e -
laboratoires diverses,. des médicaments heréopathiques conditionnds en ..°
France tels que cdu quinqueliba... etc...

t. e LTI ces o . e sm s e

E - le prix de vente des médicaments

o

Nous envisageons successivement la fixation du prix des médica-'
mants dens le secteu: public, puis. privé, pour ensuite 1es comparer.

s "‘;‘J
I - Secteur public - - . '

le prix des médicamsnts a1la vente- aux hépitaux, ‘talg’ que rous
@ avons wvu ‘quelquds’ exemples dans le chapitre'é&onsacrs a 1a PEARMAPRO}' :
ast fixs de la fagcn suivante: R I A I DRI T

l." . oy 'I-:‘ Y

.‘J

= Un dossier d'imnortation est établi par la société transi-
taira qui assure le tran5pcrt. Pour un lot de médicaments donné le prix )
total (P) comportera le prix aur exportation du produit (p) tei au'il est
défini dans le rays d'o*igine, alquel s ajoutent les uaxes dovaniéres (d)
(cf. chap. IA), les frais d'entrepdt (e) et e tranaport ey T ’
P= p'; é.;{g;;:t (le;pégt converti en C;F;A;).

' +
' ..!- S

" Le prix-unitaire donné pour chague produit est nultiplié na~ uﬁ’7
coefficient qui permet d'obtenir le prii de'vente PHPQMAPPG"" e

) Soit F 1le. ;montant total da§-facturag19n;,39q; lafcéukﬁ.e‘
le ccefficient k est égal 3 Rttt e

k=P (c FO‘AO) ;"-.".','~' ', 4 ".‘ Vv:.’.'
F (F.-c ) ) ‘ ‘

. T newms pel v m

Prenons un exemple : un flacon d'Hexacyecline veadu par le four-

nisseur 8,87 FF sera délivré par la PEARMAPRO au prix de 8,87 x 87 = 7107
C.F.A, ' A



2 - Sectaur prive -

C

. Les Prax.rixes par les pharmaciens scnf, calculgs. ﬂehfaqon varia-
ble suivant lq catégo:ie de médicements.'_

- Y . &, cew -t
LN N Tl s ety

a) certains preduits scrnt ‘dits sociauk du ‘Minlstare ac 1a
Santg, Ils fignrent sur una liste plusieurs fois remcniée % la cernigre en
< date’ regroupe I3 produits dits "a ccefficient 48" (cf"PHAREV I3 _: as~.

PGCtS'qualitifs des besoins pharwaceuticues au Sénégal L TR

L e '--r AT

PRV AT RA
. . -

Un menuel édité~chaque.ann§e en’France-*épertorie.la 1Y5kede-
tous les médicements fabriqués en France, fixe leur prix de vente 3 1'in-

' térieur du territoize, et 1eu. p= 1% 2 1'exportation. Ce manuel s'intitu;e-
le SEMPEX thérapeutique. AT L _?,. , C g .
U SIS AESAFE o e e D L gy "',a"'.,%v .'.:-.. SRLE Sip
Les produits sociaux sont vendus au” prir‘lhdiquée'edf'le“SEMPhx,
selon la conversion Ip= so frs C.F A, '

- P ’
. @ -, b o
. ,- K o * e i mdem v 0 ea
P e '

Quand ces produits ne figurent pas sur le SEMPEX, ils sent ven-

f‘dus.au-tari..—-du foumisseur R J P T ._.._..:.“‘. = 1
. RN AR

. : . e
L - V4 S0 e b mowm b -

. b) Les mééicaments franqais ne .se:trouvant . pas ‘sur 1la liste
des preduits sociaux sont keaucoup plus nombreux - titre d'eremole, L’un
des grOSSioteS, 1 ;OPIA présente dans son, catalegue du.23, 5 78. 4,1 'usage .
des oharmaciens 3. 593 prcduits dits S F..8irl'cn Ste ‘les-I33 produits:so-
ciaux, il reste donc 2.390 produits, #1xquels viennent. -sajouter .1, 245 pro-
duits (D.F.) ce toilette, de parfumerie, ou matériel divers,

- Ll R e SIS S MR Mtembam siemmR  qhve tEmeTEE L m e § . mamemn Gmme B06 1 0 less @ - ERIOS MBIt M BIEm M B P e wmes wann ‘8 wwet e
. . - .
.

Leurs_prix SEMPEX sont multipliés “par un. coefficient-74 T' .

- Ve s Cemu i @ vaey
o = —— oo imim o e s sun Py
ane . -

.

«mslfu-- c) Les produitS*étrangers autres ne’ figu:ﬂnt Dae,sur,le A
SEMPEX sont venaus ‘au priY du fonrnisseur multiplié pa. le ez~ ficient 137

[ ]
- . ad . - Ve M ememe o inarmen b« - e wes see OO 4 SEA ) SEmm) e ® oW e oS . e
- e v o " msw eee
. - T @

1

d) bénéfice aes nharmaciens T '{ufz;

o vont '.‘:..‘

. —v.t s o — —o.----- . —— et et aee --—._.

11 représente environ 307 % eu'brix SEMPEX (en movenne) Il faut
préciser que dans Certaines nhaﬂnacies les produits de luxe (toilette par=-

.*umerie), .représentent un énqﬁ___pguxcentage-da_la.venta_et assuzrent-a -cux
tout seuls une grosse part des hénsfices, |
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Les médicarents inscrits au tableau A.B.C. cocmme dangoreuw, pois/)
scns ou toxiques subissent una majo:atibn de 22 frs CFn/unité'pour les pro-
duits ncn ingcrits sur la liste des produl™s sociaux,’ I2 frs CFA/unitd
s'ils le sont. Cette somme revient au pharmacien.

A
[

. Au total : les midicaments non. inscrits sur la'liste,dgs prccduits
& coefficient 48 sont vendus a des prix:bign plus &levés Que-le;prix du ,
pays qui les expoxte, ce qui est d'autant'blus {ifficile 2 assumer pour la
porulation que la moyenne des salaires -est bien plus basse.

A l'oépoéé,'les produits de la liste 2 coefficient 48 sdgt par- =
fois vendus 2 perta, et de toute facon le b&néfice 3 la vente est.faible ; -
rares.sont les pharmacies ol la demande thérapeutique d'un malade'sera'q-
Tlentée vers un de ces prcduits.. R A ‘
En fonction des connées précédentes, on peut estimes :

F XY

- HEE g

R P Comnaraison des mrix 3 la_vente dans les vwharmacies d'of3ici-

ne et a la PHARMAPRD

"Le "tableau suivant, ‘repris’d partir de la thise de M. NDIAYEZ
"Les industries ‘rharmaceutiques 3 Dakar", analyse les prix de t;oisrmédi-

carents fcndamentaux, l'aspirine (antipyrétique, anti-inflammétdirE), la:

chlo=zcquine (antipaludéen), 1a tifcmycine (antibiotique),ﬁa la éﬁARMAPRo,
- (PNA) =t en pharmacic privée (Pcis). IR

L.

N

! ! [ ) ! . !
!  Precduits " Présentaticn ! Prix globaux ! Prix unitaire !
! { H i ]
! P.N.A! 6.000 cn 1 I0.800 . ! I.EOégpmmr. !
!Chlorcguine Pein | ¢ T.000 ! T5.560 v 556 0 !
| S ! ICO ! 5Cn ! "5 /" !
! ! 20 ! T40 ! 7 /" !
! ! ] . ! I
! P.H.AL IS kg ... ! 176 Co 1 1100/ kg !
AAcpirine Poio ! I kg ! ° 3.500° ! 3520/ka !
! ! - ety - [ : 1
: D.N,&! 20 cp ¢ 1.320 ! $,59/cor. . .1
{Tifcrmycine Pcie | I2 . cp - ! “334 ! 32 Jeorpi.”
: | e " . ; NS




E = Lu production locale : la SIPOA

L)

Il existe trois unit 3 de production pharmaceutiaue au Sénégal,
' toutes trois rassenblées dans la région Ce Dakar. La plus imnortante est
- la’'srpPCn. 1! usine Valdafricue est la plus ancienne : elle he fabrique pas
que des produits rharmaceutiques et est g° importance moind:e. L'Institut
Pasteur de Dakar assure une certaine prodrction de vaccins et de sérums H
c'est donc la siproa qui retiend‘a notre attention et dont_nous allons wame
porte- les cavactéris -ques principales.

I) Histoire de 1la créaticn de la SIFOA

Le projet de saci&ts Industrialle Pharmaceutique de 1'Cuest Afri-
caln a €té congu das 1968, En 1969, le Pré&si‘ent L.S. SENGHOR charge la
SONEPI d'@tudier les possibilitds d'implantation .d'une usine pharmaceutique
pouvant fabriquer des produits et les vendre a des prix compétitifs, En ef=-
fet, des chifs res de I966 montraient que le secteud rublic ~-nit irﬂﬂrtc
pour 700 millions de frs CFA en W an ; le secteur privs pour 500 M, soit
",2C0 milliard en tout. -

En septembre 1972, une convention est signée avec la filiale
framgaise SCFFIN qu labcratoire Boehringer Ingelheim., Cette convention &ta~
blit la créaticn d'une socisté d'Sconomie mixtas alliant la SOFFIN et la Gou-
vernement séanalais. L la création, en décembre I973, les parts de l‘Etat
Sénégalais &tajent de 20 % contre 80 % pour 1la SOFFIN,

En raison d. son statut, la société kéné&ficie d'exonération fig=-
cale ; par ailleurs, 1la convention précise qua 1'Etat sénégalais doit lui
acheter 2 un taux Dréférentiel, et que les bﬁnéfices de la socists peuvent v
itre transférés 3 1' étranger. ‘

2P Orgenisation de la S’PO.

Les divers services sont s }
= Service laboratoire et service de contrdle
= Service mé&dical
= Service administratic
= Service de la prcduction.
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Ccmrentaires ¢t Les différences ca- prix sont*éﬁtdeﬁtest's'il est "
- vrai que le mede de présentaticn de la FHARMAPRO, par grandes quantitsig,

permet des prix plus bas, cela n' en explique pas pour autant l'énorme mar-&

ge ; chlaroquine et aspirine coﬁtent troils fois plus cber en pharmacie,
la Tifcmycine 5 fois.’

Le probléme sa §bse par axemple au niveau des villages, ol l'in- '
firmier du disnenééiré, ne disposant pas éa médicaments en quantité suffi-'
sante, envoie les maladas les achater au nrix far+ Asne 1o dépdts pharma-
ceutiques.
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Le phzrmacien, directeus de 1t uaine, cont:nlq,une 8aguipe de 66

rorbraes,

. .
C ==t L% i b e el

snaksad: cbif‘ia df 4”31:9' oc en ag;r°1*ation, il.est ainsi passg de
5™
280“millichb e frs CFA en L973 a 400 mill*ons en.-I977,

iy

. 3)'0bjectif3 que s'étdlt fixéa—ia-5=905.n' S

. I} N A A
\._", b | .S

- -

.J -

A sa2 czdatioa, la aIvoa devait répcndre ‘d un’ triple objectif 2

= la fabrication'de méd‘eamentS"usnels pour les hdpitaue
—inn - ‘.é;,;? TR . de.pzoduits: as=entie1° pour les cfficines
et lesﬁpnaxmacies villageoisas e
= la fabricatica sous licence des produits les plus vendus,

E .[—u

13 tout vigent 2. ug- anpro:;:iOﬂuement dgns les xrailleuz:ee ccnditions HgLJg_

Prix, de qualit§ et de dsldi dee- ‘Goliectivitss pubiicues et privées tant au
S8nfgal que dans les Etats voisins.

3 _;;te des prcduits, . -fournis;
" - oL LILSR By
r- q,v ‘-' £y . o g, -
'hna l*sLe d~ tCO produits finis repr‘cen e la productipn do.a i=:
SIrCi.. = “ R L R S . AT L S peeem :}'. dRTIER

oy L.

La hlunart ﬂont des rﬁdicanehtq de preniére nécesaité 2 analgési-
quas, antiryritiquaes,: rantiBiotignds usuels, ul;amides, chlproquine, cu%qiﬁ
98p-2ntiparasitairestintestinais; itan feg. R B

Les difﬁérentas iozmes- da-présentation scnt réalisées s
| - ampoules  ..:.... (46} i N LI A
= golutés massifs (17) e e
= solut&c buvables 6 I)«gﬁ‘:’.*'

- sirope RN 2), o
’ - comprimis S {27 et . _
- gelules crenl B -t wde e 1
- pormadas ( 2) . S
~ Enfin, 1) esidte une 1i=t° oa IS srbcielitéa disponiblew en phar-

A}

m2sic salen 23 Prizaniaticns ‘o csnditicnnement:) Ciffiérents.
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5) L'annrovisicnnement ‘

R - La‘service d'achat et de traggit assure les opérationg
avuc 1'extérieur par 1'intermédiaire de. la maison-mare,
la SCFFIN. '

b - La matiare premidre, a part l'eau, et, pour une certaine

mesure, le'cartonnage, le éhcre, provient en totalits de
l'extérieur. '

c f’Les Days _exportateurs sont hombreux;

~ -On-peut citer 1a France, 1'All anagna, leéAU.S.A.,}lg Cbii-

ne, 1'URSs, 1la Tchécoslovaquie, ..

St e eyt . ki 17!;Z?Gf‘i« ShaTe
et En 1977, 200.nillicns de frs CeA ont 6tg consacrés A -I'achat ‘de
matiéres premidres Poufvyn,bgdget de 400 millicns, soit &n s .

6) La fabrication
M

Le processus de fabfication-est,strictehént identiqus a celui en
vigueur dans 1'usine mare, L'usine comporte Plusieurs ateliers atelier des
injectables, atelier péur‘ia'fébfiCAtion des comprimés et des gelules, atee
lier ce conditionnement, lakoratoire d'analyse et de contrdle des produitsg,

les d}fféredtes €tapeg de lé.fabricaticn sont variables suivant
le procuit 1e plus vendu, les opératicns .qui S€ succédent sont les suivantes

- Mdlange du principe actif avec 1'excipient -
= Humidification jusqu'a obtenticn d'une pSte

= Séchage a 1'Gtuve des granulss
= Concassage des granulés

= Lubrification

= Compression a 1a pastilleuse.

TS et e mm | Swm

La dernidre &tape est 1e cenditionnement,
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7) La distribution.éee groduits SIPCA T T PL L T
i,; . , M . » '

-

Mo ,»‘

Ie service 4' informetion ast assuré  bar en’ visiteur médicdl, qui
représeate simultandmant’ les prcduits Boehringer Ingelheih" : '

2
y '.'-.; YIN o
L% vente\se Eait ﬂans ure double dir?ction :_Sénégalfét péﬁs an-

R RRARS

térinurs. R - rv""f}.v . Tt
v FEFIA o b VT :

-l €y

,‘*". Y Selon la hﬁmnire-de M. NDIRYE, (les industries3pharmaceutiques
¢¢Daku) apdes distribut.i.cn se fait SO 3 3, l'intérieu.r et.50 8 a 1° extérieur.
Il ‘cite pcur I977 les chiffres de vente au .Sénégal de 200.C00.000 sur un

Jg

chiffre d'affaires de 400.000.000. - -7 L g ut 4T ST
. * _.r')rlnf : :
0

Selen les informationssrecugillies auprés du dgrecteur de Jla-r
SIPOA; l'exportation représenterait 75 % de la pz‘oductio oot ok

nya
XY

o f .""-‘i{‘

- 2 +hu Sénégal méme, les ventes sont faites environ pour les 3/4 a.
1a PHARMAPRO, I/4 atix’ grossistes, en guantits équivalquewpour chaﬂnn des

3 (unatout petit pourcentage &tant récervé a.llﬂapital Princinal 39 Dakar)'
._”_. i l‘._ '. o .

,.- ..y*,.

oo AT .
. ! ,_ .\.’:‘

8) Les problémes auxauels-se heurte la SIPOA ~ I RS S
e A ] . e ' . .. 1, J
© 3 - . . ’ . W =\ :

Nous énumérons rapidemment les diverses difficultés rencontfée° J‘
dans le—fcnctionnement de I'Hsine, telles.qu ellns nous’ ‘ont’ été exposées

de diverd‘cﬁtés, notammént par le pharmacien-chef ce la SIPOA T ot

-, -:;

—l‘-b

it .o . 1 i

~
- . y

"are Le secteur recherches, prévu; a ‘la gréaticn de l‘usine,
“n a toujourSrpas“vu le -jour. ; PN ‘

,,;. '
~ B Un projet 4 ueine ce_ nansements, refusé a‘la création .o
ide 1la SIPOA" pér le Geuvernement’ Sﬂnégalais qui pensait";

le confier a Ln indLstriel na ionPl, nta jamais éte réa--x

-

liSé""' ' i - ) oLl ank i 1"""

-~ = ] W

L . b

c,-_L!hcstilité .ces pharmaciens d otficine s est manifestée

LR ...\
... .4 plusieurs gards e T e
. e BN R

-

- Nous avons déja envisagé le “manque a’gagner“ des_Pharnaciens ‘
vur d¢es procduits qui sont pour beaucoup sur.‘la liste des’ nrﬂduits Aacbeffi-,
cient-48 (cf. chap. prix de vente)’ Les pharmaciens 5@ soit’ malgru LU ral-:.
Ités a2 un. projet visant a favorieer la prgscripticn de produ*ta sociaux. :

s
. . ,‘. . Sdnt o Ve .
e el t . . L. . ] K . -1. e .._'.:.“,‘.. S 0
K . . . . .

i .‘. o 2ot ® -

1



¢
- Par allleurs, 4 la création de la SIPOA, les pharmaciens ont f i
protestd car ils n'étalent pas " associés au—projet ;—or depnis d&cembre
1577, la SIPON,a procidé 2 une augmentation de son capital.de 270 millions,
le faigant passer de 60 4 330 millions,.en 1' cuvrant. aux pharmaciens natio

DAaux.

S~

L'étao actuel est le suivant : ce Y

= SOFFIN : I83 millions
' = Etat'du Séndgal : 54 m:l.llions
- Phatmaciens Sénégalais s 33 millions ‘par action da 5000 F.

N ke < -
Or, de décembre I977 a juillet 1978, aucun pha:macien n'avalt-fiv
encore acheté d'acticn. ;

. . : ] LI
K . . oL : w .o e

d - L'attitude goﬁvernementale
Selon ces informetions recueillis a la SIPOA, une nouvelle le-
gislation au niveau de 1a Chambre de Commerce oinge les laboratoires ‘a
‘soumettre 2 autorisation préalable toute importation a’ médicament, pou%
protdger 1l'industrie locale : cela akoutirait 3 ce que tout produit pou=
vant &tre fabriqué au Sénégal n'surait: pas dé" con-’ rrent-étranger.

Selon ‘le Conseiller Wechnioue au Ministére de la Santé, ‘aucune
loi n Yoblige ‘ces’ laboratoires a représenter leurs produits devant la com=
mission de contrsle (qui est en fait une commission d'agréwent)

‘11 existe par contre une convention e durée limit& destinée 2
protiger les procduits SIPOA de la concurrence, mais elle est contournée,
La.protection des procduits SIPOK:ne.s'appliguait, en fait, qu'aux produits
non encore.ccmmercialisés au S&néyal avant la création de SIPOX.

- F r

e - La réticence du consommateur

* . Tout observateur a pu remarquer, la scéne suivante se déroulant
dans une pharmacie d’officine : un malacde se plaignant 'A'un mal de t&8te et
réclamant de l'aspirine, nréférere 1' asoir_ne imrortée a celle de la SIPOA.

Scientifiquement, la technologie semble imneccable»-vais le pu-
blic n est pas convaincu.. Ainsi que ncus le disions déja cdans PHAREV I3,
le manque d'lnfcrmation au. public,. le. peu d'enthousiasme des pharmaciens,
1'indiff8renca hostile des médecins concourent & ce refus des consommateurs


http:millions,.en
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f - Pour 1'avenir

pa tout cela résulte .que _ le maxcha. Bational est.ferms. Les prin-

cipaux'cllené sont le Mali, la Mauritanie, le :Cameroun, ; , S IR DT LA o

o ey '?’
) (STl ooy el SUNL S

3js:;Or, lﬁnfrIQuéfde 1'Ouest reéprésente a'l'heure actuelle un marchéa
de II0 millions de consommateurs, dont 5 millions au. Sénégal ‘¥ €@ pays est
8u quatridmo rang des pays, africains importateurs 6e Procduits pharmaceuti-
ques, aprads le Nigéria, 1la cotd d"Ivoire et ie Cameroun.
Pas g o - STI £ 6 PSS SRR WAl Cden - g
- “Ca marché' otentiel devrait étre en favanr,d'implantation-renta-
P ol 1

-JJ-\O-O ‘

ble ' indubtriay localeé. or, a a ;!heure actuelle, p&usiqyrswpaysndbnl'Afrib
fl"'l... BURLE e

qua ce 1'Ouest ont des projets de construction de leur Propre usine pharma=
Ceutiqua, R

b

lurl‘.

- v .. Malg:cas. différentes usines” nationales, meme si 1es pro;ets ne;
SRt pasyidentiques. d' uni paysi a- 1'autra, ne }iéquent-elles pas dq simple-
ment se concurrencer Sur un méme march&, sans apporter de solution nouvelle
X problémes de ddpendance -par.. -rapports: au“LErusts‘m“ltinaticna“k co f?hr‘

=ticn et de -feghexche-que nousavons eXpos&snplus-hautr 2. * T
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En bréve conclusien.., e

Quelgues réflexions générales peuvent &tre tirées dé,ijgna;gse:a
des structures existantes, bien que ce ébépitre ne pulsse 8tre consicsrs
isolément par rapport aux autres aspects de la consommation rédicale,

n peut observer :

dans le pharev 17)., ° -, Cawmm e S mn oL

bains et les régionSvéloignéesq,les difficultéS"deﬁfonctionnemeﬁt de cer-
tains postes de santé pé€riphériques, e , v L

Les conclusions générales'éeront;reéxdgbé§5]déds'ia‘rédaction fi-
nale du projet A&finitif PHAREV, qui tentera a;;@glysérjlﬁensemble des in-
formaticns contenues cans les différents dbcgmép§s;gﬂ!ff»r o : '
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] Appendix 4
REPUBLIQUE DE COTE D'IVOIRE Fpeneit
Union - Discipline - Travail

BILAN DIAGMOSTIC

DU
MINISTERE DE LA SANTE
PUBLIQUE ET DE LA
POPULATION

1976 -1978



DE LA SANTE PUBLIQUE ET DE LA POPULATION

EVOLUTION DU BUDGET

DE' FONCTIONNEMENT DG MINISTERE

(1971 - 1978)

(chiffres exprimés en millions de Francs)

AN BG BS. Bs/BG | P | M |m/ms+p
o 1971 62700 6581 | 10,5% | 3968 | 2614 | 39,7 %
o 1972 718761 6732 | 9.4% - 4031 729 40,4 % -
m R . B . . . . . N
Ei 1973 82 748 7830. | 9,44 4813
= _

3

3 1974 108 800 9 544 8,8 % 5 968

o ) .

[ 1975 126 800 | 10 469 8,2 % 6 542'(-': "3
1976|153 700 12338 | 8,0 7067 | 4
1977 | 198300 | 15664 | 7.8% | 9643 |5 66,
1978 *li223 200 | 19192 | 8,6% | 12278 |
B.G. = Budget Général de Foncuonhement
B.S. = Budget de Fonctionnement du Ministére de 1a. San|
P = ‘Budget de Fonctionnement du Personnel '
M 2’ Budget de Fonctionnement en Matériel

* Ne tient pas compte du Budget rect{‘;l‘icatif.‘,



- EVOLUTION DES INVESTISSEMENTS DU =10 -
MINISTERE DE LA SANTE PUBLIQUE ET DE LA POPULATION
(Le BSIE de 1971 & 1978)

chiffres exprimés en millions de francs.

’ Budget de ST RS R
AN Fonctionnement A, P. | AP/Budget| P.E. PE/
du Ministere SRR IR (NCUR B " Budget

[

1971

1972

1973 -

o714 |5 sa

PLAN QUINQUENNAL 1971 - 1975

1975

1977 | 15

s |

A.P.  : ' autorisation de programme

P.E. : prévision d'emploi,

SOURCES BSIE & J.O. e



EVOILUTION EN FRANCS CONSTANTS DU BSIE DU M.S. P, -

1971 - 1973

1971 - 1975
1976 - 1978

|

'
pt
o
o
’-‘-

. N N R " “

71 12 S1a - 15 ‘176 M 178
) . © Années
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FORMATION DU PERSONNEL MEDICAL ET ASSIMILES

Evidemment {1 s'agit essentiellement de 1a formathn des Médecins, mais il ne faut
pas oublier pour autant celle -plus récente ! est vrai- des Dentistes et des Phar-
maciens.

Les effectifs d'studfants en médecine continuent & croftre comme le montre le ta-

bleau ci-dessous,

1975/1976 | 498 | qo [ 122
1976/1977 | s | .ogp 180 -
Variations N

en % sur +46 . -

trois ans

IV = Ivolriens ; AEA = Autres Etudiants'Africains ; ENA.
Africains,

i Etudiants non’

On remarque que le nomore aes &tudiants Ivoiriens en Médechae'augmente. C'est
un facteur important, .dnx‘ls'i’b_ptique de la planification : en effet, daus les études
de projection, on ne peut tenir compte que des nationaux, Les étrangers -quels

‘qu'ils sofent- sont censés retourner exercer dans leur pays d'origine.

™

e
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Cette évolution en faveur des Ivoirlens est un mouvement commencé depuis plusieurs

années ; la répartition par nationalité des étudiants inscrits dans les différents cycles

des 8tudes le montre bien.

REPARTITION DES ETUDIANTS INSCRITS PAR NATIONALITE
_POUR L'ANNEE 1976-1977

Ul | lyotviens |Atricains | Frangais| 4
Année - :
ter Cyele 281 . ,' 19 L
2°Cycle 235
Cliniqueset 3e C)cle | - 65 : "
Total pﬁr nationalitéh 581 B
% par uationalité T 1

Les effectifs des étudiants en médecine regus ayx examens est un des léments qui
‘permet de falre des projections correctes sur les effectifs de Médécins que 1'op est
- en'droit d'espérer au cours des années 2 venir. Le tableau ci-dessous fournit les

données relatives i 1'année scolaire 1976 - 1977.



EFFECTIF DES ETUDIANTS il MEDECINE RECUS AUX EXAMENS

(197G - 1977)

"~ lIvoIRiEHF AE.A lENA. L woran. |}

ANNEE : 4 eam | ® A/P. % A/P svap | %A

. P A pla |P S O ale ] v, A.E.A. E.N.A. | TOTAL
A, MEDECINE | 176 | 98] 16 | 6 37| 25|229.229}129 - 56 | 56 37.50 68 56
PCEM, pein |23 | 12| 2| -| s| 3| 30f30f1s]  s0o | 52 - 60 50
I lrorar 1erean.| 199|110 18| 6| 42| 28|259)2s9|14a | 56 | 55 33 67 56
g S PCEM, .| 82| 81| 7| 6 9| 8| 98| 98| 95 98 | 99 86 89 97
“'lrorat, 1er cyd 281 | 191| 25 |12 | 51| 36{357|257|239 | - 67 68 48 71 67
Bl - DCEM1 103 92| 12 11} 17 16|132]|132|119 90 | 89 92 94 90
i B2 - DCEM? 52 | 61} 17 15| 11| 11| 90| 90} 87 | - 97 98 88 100 97
5 B3 - DCEM> 33| 33] 14 |14 gl 8| ss| ss5| 55 00 | - 100 100 100 100
3 B4 - .DCEM4 38| 36| 15 |15} 17| 17| 70| 70 68 ‘97 | 95 . 100 100 97
5 [OTAL 2e cyc.| 236 | 222]| 58 | 55| 53| 52347347329 95° | . 94 | 95 98 95
., FLINTQUES 20 | 22| 12 12| 12| 9| s3|s3|43] 81 | 76 100 75 81
1 POCTORAT UNIV| - -1 1] 1 -1 ~{ 8} 1| 1| 1250 - - . 100 - 100
= DocTORAT D'ET| 12 | 12} 4 4 6l 6| sal 22|22 a1 | 100 100 100 100
9 borar 3e cve | 41| 34] 17 17| 18] 15|115] 76} 66 |  s7° | 83 100 100 100
TOTAL GENERAL |558 |447|100 |84 | 122{103(819(780634 | =77 .| - 80 84- 84 77

AEA = autres étudiants africains ; ENA = étudiaﬁ#é;;}ﬁépiafri'ca‘ins
P = Présentés ; A = admis,

T

i

—gc-
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Le commentaire sulvant concerne les pourcentages d'Etudiants Ivoiriens admis selon

les différents cycles.

Au cours du premier, 68 % des étudiants qui se sont présentés ont 4t5 admis ; le véri-
table probl2me pour le planificateur qui doit faire des projections est de savoir ce que
deviennent ceux qui ont échoué. Deux hypoth¢ses extrémes permettront de comprendre
'importance de la question en matidre de prévision. On supposes d'abord que ious
ceux qui ont échoué 2 un examen abandonnent. La production de Médecins ne peut
alors se calculer 2 partir des effectifs totaux d'étudiants inscrits mais seulement en
fonction des réussites obtenues chaque année, L'autre hypothese extréme suppose que
tout le monde réussisse un Jour ou I'autre ; tous les étudiants qui ont échoué une année
arriveront 2 la réussite une autre année. L'effectif total des étudiants finira 3 1a longue
par se transformer en Médecing Diplodmés. Aucune de ces hypoth2ses ne correspond

2 la réalité ; il faut avoir des données statistiques réelles dur le pourcentage d'étu-
diants qui, au niveau de chaque année, abandonnent totalément les études médicales,
Alors seulement des projections correctes pourront avoir lieu. Des études sor;t en

cours pour obtenir de telles données,

Il y a par ailleurs, des éléments pour estimé: un phénoméne qui se produit en fin
d'études médicales et qu perturberait toute brojectibn qui se baserait sur l'hypothése

selon laquelle les études de médecine durent ré ellement 7 ans. En fait, les étudiants

en médecine qui ont parcouru avee succes le ler et le 2e cycles, perdent leur élan

en fin d'études ; ils trament ainsi pendant plusieurs années lors de la préparation

de leur these. Le tableau ci-dessous le montre bien. 1 correspond 2 1a situation des

années 1977 et 1978,

W7
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La quatri®me année n'a été assurée que pour l'année scolaire 1975/1976. Le manque
d'enseignants n'a pu permettre la continuation de la quatrié¢ me année en 1976/1977.
Les étudiants sont allés terminer leurs études en France, comme d'ailleurs pour

la cinqui2 me année qui a toujours eu lieu exclusivement en France.

Le nombre d'inscrits pour chaque année est reporté dans le tableau ci-dessous.

NOMBRE D'INSCRITS
A L'INSTITUT D'ODONTO-STOMA TOLOGIE

TS~ _Année d'étude

. lére 22me | 38me - | . dame
Année scolair , AR .

1974/1975 @ 1 i
1975/1976 | @
1976/1977 @

1977/1978 o

1978/1979

(a)"’:v

@ : les étudlants de quatrléme année sont allé‘ en Fr‘ ce poursuivz e leurs -

études.

ECOLE DE PHARMACIE

Elle est de formation plus récente ; elle n'a commencé 2 fonctionner qu'en octobre
1977. Elle connait les difficultés de démarrage inhérent i tout début ; le mancue de

personnel enseignant est le handicap le plus important 3 surmonter.

Au cours de 1'année universitaire 1977/1978, il y a eu 32 inscriptions en premigre

année de pharmacie.
Pour I'année universitaire 1978/1979, le nombre d'inscrits est de 36 pour la premidre

année et 12 pour la deuxd2me.



EVOLUT

S EFFLCE ES DE L ECOLE NATIONALE DES S1GES- FEMMES

. Nhre d'¢léves inscrits on .o
ANNEE SCOLAIRE Effectif Nbre de Taux de
Ieve annce| 28 agnde 3¢ année total diplomes réugsite
1970 - 1971 L1s 56 47 22) 10 857
3 . 9T = 106G 92 45 243 15 100"y
€ = RS
3 2 —
3 ., C1972 - 137 91 .81 309 77 95 '%
= ! B : : 1
3 - —_— -
S 2 1973 =1y 76 273 G8 89
1974 = 197 94 246 92 97 1.
1975 - 197 96 206 93 96y
1976 - 39 161 39 100
1977 - 1971 53 210 " 52 9e q,
LIPS
1
e
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EVQFUTION' vDU NOMERE D'INFIRMIERS ET D'INFIRMIERES DIPLOMES D'ETAT

150

140

120
110

100

S0
80

70

60
bOo

40

30
20

10




(1) EVOLUTION DU PERSONNEE MEDICAL

EXERCANT DANS LE CADRE -St-
DU MINISTERE DE LA SANTE PUBLIQUE
ET DE LA POPULATION EN COTE D'IVOIRE
400 400
- 382
MEDECINS
360 ../'/x 60 :
/T
—
o
- -~
320 — i 320
288 .-~
x‘}
280 L 280
120 [
S = -G——x 60 | PHARMACIENS
40 .
BT G X390 DENTISTES
28 TR =T T 6 PROFESSEURS
v
1975 1976 1977 1978

X Chiffres réellement constatés

------- 0~---~ &volution par interpolation.



(2) EVOLUTION DU PERSONNEL-PARAMEDICAL
EXERCANT DANS LE CADRE
- DU MINISTERE DE LA SANTE PUBLIQUE
1 500 ET DE LA POPULATION EN COTE D'IVOIRE
1 350
1127
——
1 200 = = .
g NV\
1 05

,900 |

300

150

-
Breveles

INFIRMIERS| ¢+,
Adjoints

|ineinmmens serar

- Brevelée‘r.
INFIRMIERES|ad ointes
SAGES FEMMES
INFIRMIERES O ETAT

1975

1976

1977

1978

X Chiffres réellement constatés

----- 0----- &volution par interpolation.
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(3) PERSPECTIVES 1976 - 1985
DES EFFECTIFS DE L'ASSISTANCE TECHNIQUE
FRANCAISE_EN COTE D'IVOIRE

Effectifs

460 ? ¥

: Besolns prévus pour
- 29019 Ministére de la Santé

Ensemble des besoins
R d.ms .es’ autres Minis-
, 18 : :

téres

wo |

"60.

" Débuts d'année

176 78 1980 ~ 82 84 1985

stére i Plan,

I3
:
:‘..
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LECUNIWGES DB LA_BUARMACLE CENTRALE

Chiffres exprimés en millions de Franecs

- 80 -

AN

Fournitures techniques
Pharmapro ( 53)

- Matériel

en millions
de Franes

en
du métériel

Cwem |

1975 |

ETYL R

1 1978

NB,

-Les’ t‘ourmtures techm
‘des médlcamentb

sont essenttellement

ques de la Pharmapv
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TABLEAU N° I

Année

Nombre d'accidents

Nombre de tués

Nombre de blessés

-

1971

3.418

332

6.389

1972

3.844

385

7.126

1973

CoLue

357'.

- 2,521

> 3.780

Cams e |

4849

1976

Caes0

. ! .» .57'6. | fae

. 9.544

BT

3542 (w)

| 5.858 ( )J'

(%)

-84 -

: Evolution des accidents corpore!s liés aux accidents de la route

Les données relatives a 1977 sont ptovisoires En effet elles sont sous-

estimées tous les rapports de poliee et de u'endarmerie ne sont pas encote' '

parvenus dla Direc

TABLEAUN°O :

automobile -

Evolution du nombre des acciden

tion des 'I‘ransports Terrestres.

,."Ar_u_:é‘e '

Effectif du parc
automobﬂe

| Nombre d'accident:

corporels

Taux d'accidents
pour mille vébu'lcu-
€s

T2

105. 865

- 3.418

32,3

1972

121.419

'3.844'

31,7

1973

137. 179

1.113;

8,1

1974

150. 678

1975

164199

2.'-:‘3’7;2‘ e

14,4

1976

4930 '

- 26,8

5’1977"&;)

5.858 fw)

36,3 @)

j?rb;'iéoife

ts corporels én fonction du parc.

' ‘r,..- |
\‘ by
A



TABLEAU VI : Tauxde mortalit§ et de morbidits par accident de 1a route pour 100, 000 habitants

Fopulation (milliers) .

e ‘Taux de mortalité

Blessés

Taux de morbidité

60
61
62
63

65
66

68
€9
70
71
72

73.

74
5
76

3.651
'~ 3.904
18.962

169

177
m-
232
iqu
204
212
229
336

332
385 -
35@%

576

4,62
5,17
5,62
4,00
4,5
PRI

1.027
1.309
Lo
1,404
1.164

1.401

1.428
1.353
3.100
3.040
4.940
6. 389

7.126

2,521
3.780

4.849
9.544

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

Source : IMBOUA - BOGUI P. 13"



LES ACCIDENTS DE 'I'RAVML‘

tiques disponib]eg Sont généralement limitées ay Secteur mnaderne d'activits, 1 en
est ajnsi en Cote d'Ivoire od I'on ne peut sajsir l’lmportance.des accidents du travai]
qu'au sein des travailleurs qui Sont obligés de Ccotiser A la Cajgge Nationale de Prg-
voyance Saciale (C, N. P, g, ).

(24311271975 () aw 370271977 )
z ] g
. 0L Services publics, Ministares = - o .‘611_"' 0,23
02. Agriculture, foret, élevage, | RN O . -
exploitation forestidre 10,625 - 414 12,016 | 4,45
+ 08, Industrie manufacturiare 60456 [ 2,51 | 22345 | 8,28
04. Industries extratives 20,571 8,01 8967 | 2,58
05. Bitiments, T, p. 143956 17,11 | 46. 065 17,07
06, "Commerce - 47.793 118,60 | 50,744 15,6
7. Transports 11.263 | 4,39 | 10023 | 4,40
.. 08. Gens de maison 7524 2,93 £8.424 | 3,12
08, Etablissements pubiic autonomes |- 15,543 8,05 | 17.422 | 5,46
, 10. Assurance volontaire | e 9
11. Professions llbéra.lésr ‘ 388 ° - ‘.71_. 4.629 | 1,72
12.. Associations confessionnelles, sportives | ) 1.
‘ culturellesg T R I 206 | 0,08 226 | 0,08
13. Assemblée Natfonale ) - '
14. Exploitationg forestiares aveo scieries 1.450 | 0,56 1.546 | 0,57



15. Enseignement privé
16, Activité maritime (péche, navigation)
00. Non précisé

746 | 0,29
196 | 0,08
86.200 (33,54

972 | 0,38
219 | 0,08
85.701 |31,77

TOTAL

256.93¢ 100,00

269,820 [100,0¢C

(1)  Rapport d'detivité 1975 de la C. N. P, S,

(2)  Statistiques du fichier embauchés par code d’

laC N.P.S.

activité - Listing ordinateur de

Le total des accidents de travail déclarés & ét6 réuni dans un tableau extrait d'un
récente étude faite pour la C. N, P. 8. par la SETEF (Etude des accidents de travail et

des maladies professionnelles = Nov. 1977).

I Y IO e T

 TOTAL

om0 3‘13 715 | s0e
BT MR 16.486 | 88,8 " |
.oz | 16.328 | 88,9 |

e ; ; ,16 sss_f' ‘et,g

Coame | Tffle 3077~7,€58f;@f; 

1778 L
2,080
?fé;m6 g -~
2,061
2.211
2.339

2,444 .

86
11,2
11,1

10,9

12,2

12,6

'~ 18.493
" 18.568
18.358
'18.904
18. 634
18,533
18.751

- F



Sl on se fie A ces stat'istiquea 12 nombre d'accidents de travail est stable en Céte
d'Ivoire. Y-a~t-il une sous-déclaration ? La constance des effectifs n’indique-t-elle
pas plutdt un plafon de la capacits de la C.N.P.S. 2 traiter les dossiers ? 1l est
difficile de répondre ; le doute est permis en raison de la croissance économique de
la Céte d'Ivoire au cours de ces dernidres années. Peut-étre 1'évolution de la gravi-
t8 des accidents du travail va-t-elle mieux fournir les renseignements ? 1 ne le
semble pas lorsqu'on étudie les statistiques fournies par cette &tude,

Le nombre de victimes hospitalisées, d'apras le tra.itement des données disponibles
21a C.N.P.S. serait de I'ordre de 1% du total des accidents du travail déclarés.

‘Total

1971 '1;972 }973’ ‘;1914 1975 | 1976 71 - 78

 Viotimes hospitaltages - | 110|  s0| 04| 228 105 34| g1

Dosstors traités . |12.304}12.954 3. 142 11817 11,446 3,904 | “65. 687

10

———

I K23 os AR RO

Le volume dea IPP (Inva.lidité Partlelle Permanente) ne semble pas d'aprds les
rapports d'activité de la C.N.P. S. 'y augmenter au cours du temos

Demande de recon-
naissance d'IPP




1 en est de méme pour les décds enregléfréé Ain Butte d'un accident de travatil,

1971 1972 1973 1974

Dossiers de déces 135 95 134 117
déposés -

On ne peut gudre aller plus loin Et si on devait conclure, on serait obligé de repren~
dre la majeure partic des conclusions faites par les auteurs du rapport de la SETEF
(Etude des accidents de travail et des maladies professionnelles - Nov. 19717).

Le nombre des accidents de travail en Céte d'Ivoire peut étre estimé pour 1975
entre-28. 000 et 30.000, les mz{lédies professionnelles reconnues comme telles
sont peu nombreuses mais in minimum d'e£fort est également fait pour les
dépister ;

Les victimes d’accident de travail sont surtout des hommes jeunes i

La durée moyenne des arréts de travail Seait légérement supérieure 2 13 jours.

prés de 7 % des victimes seralent arrétées plus d'un mois ;

Les 1ésions sont pour prés des deux tiers, situées aux pieds et aux mains,v
qui signifie que 'application de moyen de protection Indlviduelle devrait entral‘-

ner une baisse trés sensible des accidents de travail ;

La mécanisation de l'appareil de production n'est pas une cause déterminante
du nombre élevé d'accidents de travail, elle est par contre trés probabl ment

une cause directe de la gravité des 1ésions ;

Un faible nombre d'entreprises enregistre un fort pourcentage du nombre des
accidents de travail déclarés en Céte d'Ivoire, toutes les entreprises en décla-,

rent pas les accidents de travail qui se produisent chez elles ;
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Les formatfons médicales publiques et privées paraissent en nombre inguffi-

sant sur le territoire national ;

1 est fort probable que les victimes d'accidents graves ne bénéficient pas de
la totalité des prestations auxquelles elles peuvent prétendre ;

Le codt global des accidents de travail en Céte d'Ivoire peut étre estimé a
3,750 milliards de F. CFA en 1975 ;

La C.N.P.S. enregistre un excédent de receties par rapport aux débenses du
régime des accidents de travail et des maladies professionnelles de 1'ordre de
38 %.



INCIDENCE DE LA TUBDRCULOSE AU NIVEAU DES CAT

(Les primoinfections latentes ‘étant excluses)

dem1

1972

1973

1974

1975

1976

1977

ADJAME

21027

1 047

.987

" 948

984

1019

795

TREICHVILLE | - 384

494,

612

545

615

525

BOUAKE

S 606

650 .b

400

R

492

DALOA

| 268

308

215

2s4

360

KORHOGO

1 5’_:_1“‘52

-84

FERKE

62 . .

64

MAN

R

8

140

165

ABENGOUROU | “.

140

125

161

GAGNOA

X

SAKASSOU

DABOU-

TOTAL

2 946

2 935

- ¥L-
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PREVALENCE DE LA TUBERCULOSE EN COTE D'IVOIB_E

AU NIVEAU DES CENTRES ANTITUBERCULEUX (CAT)

- 1971

1972

1973

1974

1975

1976

1977

: ADJAMEV

2.785

2.987

2,785

2.755

3.084

2.958

TREICHVILLE

2,167

2.552

2.810

2,746

2,609

2. 046

BOUAKE

1.800 ?

1..803

2,347

2,193

1. 836

DALOA

; 699

770

778" |

953

1.090

KORHOGO

- 264

423

435 -

- 872

453

496

FERKE-

:94,.

136

102'

100

123

113

aze

ass |

. 318

597

457

532

ABENGOUROU

270 -

- 838

445

274

GAGNoA - |-

20

500

591

BAKASSOU = | g

300

234

DABOU

98

156

TOTAL

11.746

10. 952

10. 326

-gL -
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Lo tableau sutvant montre des chiffres de Prévalence c'est-A-dire I'ensemble des

guérison permet de diminuer I'incidence (ou la mort évidemment, . , ). Comme la
_tuberculoae est une maladie longue 2 guérir, on constate tout au long de la période
quinquennale précédente, I'augmentation deg tuberculeux pris en compte dana les
CAT de Céte d'Ivoire, On notera cependant une tendance 2 la hajsse 'd'e la prévalence
8u cours des années 1978 et 1977 que I'on peut Interprater comma le'témoin d'une
" guérison plug rapide des -cas traitss '
Ife. dernier tableau montre l'ai;g;nentétion' du nombre de vaccinations par le B. C. @G,
Elle est surtout importa.nfé auboufsv des années 1976 et 1977, Ici aussf, U'effort
vaceinatoire devra 8tre fourn! pour réduire & Ia longue, 1'importance de cette mala~
die qui peut &tre vaincue et doit 1'dtre, 11 8'agit maintenant, on le sait, plus d'un’ g
problénie d'organisation des sofng que de nouvelle thérapetitique. Ce gera le 3ém§',. A j
- polnt de ce chapitre conéacr'é a la lutte anti-tuberouléuse'. |

La réorganisation doht on va parler est le fruit d'un long' dialogue o) 1a conim;ésiOn
téchnique du Comité National Antiétub;rouleux a joué un réle important, On est part{
de l‘a‘ cohstation suivante : les dAT. dde :ﬁres ex;ceptions prés, sont les principaux
orghnlsmes qui diagnostiquent et traftent la fuberculoée en Céte d'Ivoire, Ces for-
mations ne couvreni: évidemment pas I' ensemble du pays ; d'autre part, il est diffi-
cile d'é’nvlsager une multiplication indéfinie deg CAT. 1 apparaft done de plus en

plus nécessaire de .réaliser'prog'ressivement I'intégration de l1a lutte anti-tuberculeuse
dans toutes les formations de bagsa, '

Le‘prqjet‘d"();g‘énigrgmmve ci~dessous montre les principales lignes _d'e‘}forf;e"de“

cetteorzanisationqulprendra forme dans les années A venir, ..



VACCINATIONS BCG PAR LES CAT

1971

172 |

“1978

1974

‘1 i
1975 1976

1977

ADJAME

30:3455

.

22474 |

20 736"

29 617

32 976

32 976

48 696

TREICHVILLE

" 14 923

9450

6888 |

12.747

13 036

33 819

31 246

BOUAKE

9 186

9023

6 324

8168

7 376

35 704

26 690

PALQY

5 243

14 113

21200

13 732

6 884

11 368

17 745

KORHOGO

1 507

3885

S| e |

5103

4 612

10 492

FERKE "

681

3531

2134

2 082

1 232

MAN .

| 1281

6678

-407

12 815

3 3985

ABEﬁGOUROU e B PN

| aass

3 748

4 660

18 650

GAGNOA

. ss1”

3981

3 604

DABOU

599

TOTAL

61 204

" 59 626

| 717 540

153 aoo

161 750

:‘;T“) G?




S TR

PROJET D'ORGAN [GRAMME - (DA(, 1976)

intégrées).

COMMISSION TECHNIQUE
(Médecins des CAT,
CHU et des Formations

Ce responsable est le délégus ermanent
de la Commission Technique du Conite
National Antituberculeux : Pr. COULIBALY

:

[

BUREAU PERMANENT

N

CENTRE NATIONAL DE COORDINATION (Adjamé)

DE LA COMMISSTO
Mr MANGOUA ° (o? les loceux et certaines tiches de coordination
Pr COULIBALY existent déja) ,
Dr BRETTON = Role : Coordination de la lutte 3 1'échelon national
Dr SCHMIDT au niveau de toutes les formations (CAT et - [act—
Dr GATEFF autres formations ou la lutte est intégrée). . |
= Définition d'un programme standardisé
= Collecte des besoins pour sa réalisation e
- Diffusion des instructions techniques SN
= Approvisionnement des formations en matériel, . e
médicaments , réactifs, imprimés standardisés
= Formation du personnel &tudiant 1° - §° A .
= Récyclage du personnel en cours d'emploi (infirmier o
* 8age-femme, médecin) cours International d'Epidémio- |
logie : N
= Evaluation permanente du programme grice 3 une &quipe SRS
mobile de supervision et d'intégration I
- Formacion et recyclage des microscooistes
F 3
ECHELON REGIONAL SRR SR 1Y)
CAT PRINCIPAUX SR N SECTEURS DB_HZDECIHE.SOCIALE
C . o et
Adjamé Lo R : e
- Treichville: *""‘*”’*“*““**‘Progressivement~intésrésf§0usylhffn;
, Bouaké ' Direction du Centre National de
- Korhogo ‘ Coordination, : :
Daloa._ RGle de Coordination régionae
" |et opérationnel local’ , _ ‘ 7
r——r _;‘&"'_————i;;;:::::fEE:=:;(ﬂ:E:fff:f:::::::;E;;;::‘-“~T‘:z;__
utres sec-
PETITS CATf| HOPITAUX P.M.I, €eyrs.de Mdl| SERVICE || MATERNITES || DIsPENSAL
Abengourou Sdciale’et, || DE SANTE ||DpISTINCTES || RES
Man 61 41 entres. SCOLAIRE. |[DES HOPI- URBAINS
Gagnoa Santé Hirau 7 TAUX 19
~262 - sl_14 ot pl; :

Rdle : prévu selon un Plan progressif d'intégration par niveau figurant au tableau I

I

—

COMITE NATIONAL MINISTERE OU DIRECTION DE LA, SANTE

ANTITUBERCULEUX PUBLIQUE
Conseil DIRECTION DE LA MEDECINE SOCIALE
d’Adminiatration . Directives
3 .3 laquelle est rattaché un responsable | ~—e——=u sous forme
L] de la lutte sur la plan national. © circulaiyes
P

—-—
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1970
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511507

- auds28

2,183.944

1971

.20

Coowean

. 5&2.309 <

851.266

1872

~2§5.761"'?-,»',' N

220418 -

124.938

1973

1974

73.616

45. 511

1975

211.752

1976
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STATISTIQUES DE MORBIDITE ET DE MORTALITE
‘ DES MALADIES TRANSMISSIBLES

~ Les chiffres réunis dans le tableav ci-joint permettent mieux que n'lmporte quels
- 8léments de connaftre plus facilement 1'évolution des maladies transmissiblee et
d'en &tablir une hiérarchie par ordre d'urgence et d'importance.

Une revue des différentes maladies appelle les commentaires suivants :

I = ROUGEOLE

- Nombre de cas signélés , ’83'000'6&?&9{1 ‘
- Nombre dedécds - 2 000
- Taux de mortalité v 2 4% (en gﬁnéral 5 4 10%)

T
S ek

- Malgré les mesures préventives, la rougeole constitus toujours ur probléme
. prioritaire de Santé Publique.

| Si les 400 000 vaccinations pratiquées n'ont pas permis de diminuer de fagon
significative 1'Incidence de la maladie, c'est pour plusleurs raisons dont
les plus importantes sonot les suivantes

- Les mémes sujets sont vaccinés plusieurs fois ;
-  Les vaccinations touchent de nombreux enfants hors cible ;

- Certaines campagnes sont effectuées tardivement apras les épidémies ;

- Insuffisance de généralisation géographique.

La réorzanisation actuelle prévoyant une coordination nationale assurée
par 1'Institut d'Hygidne qui est chargé de 1a conservation et la distribution
du vaccin ainsi que la collecte des statistiques, permettra de réaliser les
campagnes 3 temps. :

Chiasue Base de Médecine Rurale doit falre son programme et l'exécuter
avant les épidémies de Janvier-Février. .
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LE TETANOS

- Nombre de cas signalés : 3.000 environ
= Nombre de déces : 600
- Taux de mortalits : 20 % (en général entre 30 et 50 %).

Le nombre de vaccinations est encore insuffisant.

Dans I'avenir les programmes de vaccination doivent permettre de toucher en
priorité :

- 900.000 enfants de 3 mois 2 3 ans
- 350.000 femmes enceintes.

LA COQUELUGHE

= Nombre de ces signalés » ¢ .25.000 environ
= Nombre de décas ; : 200
= Tauxde mortalits : 1%

C'est le programme élargi de vaccination associant les vaccinations contre 1a
Diphtérie, 'le Tétanos, la Coqueluche et la Poliomyélite qui permettra de faire
une généralisation géographique et démographique suffisante, susceptible de
réduife l'incidence.

LA POLIOMYELITE

- Nombre de cas signalds : 500 environ
- Nombre de décas : 42
= Tauxde mortalits . : 9%

La poliomyélite reste une maladie des enfants de moins de cinq ans. Cette
maladie n'est pas un probl2me négligeable et son Importance s'affirmera
vraisemblablement dans les années 3 venir avec I'amélioration des conditions
d'hygidne, le maintien de la croissance démographique et 'efficacité de la
surveillance et de la notification.

LA TUBERCULOSE.

Se référer aux commentaires des Médecins des Centres Antituberculeux,

LE CHOLERA
- Nombre de cas signalés 362
"= Nombre d® déces 23

= Tauxde mortalits %
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Malgré les mesures pré.venttves, cette maladie évolue depufs son apparition
en 1970 selon le mode endémique avec quelques poussées épidémiques que 'on
arrive A circonsorire en agissant sur les foyers par des vaccinations.

LA RAGE

- Nombre de cas déclarés : 9

= Norabre de décas : .9

- Taux de mortalité (o 100%

Dans les fiches regues, certains Ce'ntljeé venré'gis'trent les vaccinations comme

'des cas de maladies. La correction a ét§ faite en ne retenant que les cas de

maladies.

C'est avec des mesures énergiques d'élimination des chiens ‘errants. de vaccina~-
tions des animaux et d'éducation de la population que 1'on arrivera 3 dimfnuer
I'incidence de cette maladie qui reste toujours mortelle. »

LA VARIOLE

L'éradication de la variole a &té certifide en Afrique Occidentale en 1966. Sur les
fiches, certains Centres ont signalé des cas qui aprés vérification, revélent
une erreur de diagnostic (varicelles graves).

LA FIEVRE JAUNE
~ Nombre de cas signalés : 58 -
- Nombre de déces : -9

- = Taux de mortalité : 16 %

Les cas pris en compte dans ce tableau sont ceux qui ont été confirmés par les
examens de laboratoire et qui proviennent de la région de Bouaké, Dabakala.

D'aprés les enquétes, le virus circule en pérmanence dans les réservoirs
animaux notamment chez les singes qui affectent les moustiques qui le trans-
mettent 3 1'homme.

LE PIAN

- Nombre de cas signalés : . 51,155

- Nombre de déces R UL
- Taux de mortalité i 0,003%-

Cette incidence élevée justifie une campagne de traitement contre le pian

——
——



'MORBIDITE/MORTALITE ET NCMRRE DE VACCINATIONS EN COTE D'IVOIRE - 1977

‘Rougeole Diplitérie Tétanos Coqueluche Pollo ‘Tuberoul. Choléra Rsge F.Jaune Variole Rubbole  Plan

O | 18.695

824

1 6.438 |

123

27

5

1.033

863

305

74

2

33

-35.351

17

553

212

10.707

e |

o 45

“*'ﬁﬁf

31

18.524

56

Sq30 |

85

20.029

224

S os2

1o

33

15 ans + 5-14an§ l-4ans| 0~1 an

”

601

63

13. 642 |

20

58

|Ages Inc.

4.129

18

367

Ce3

11

6.770

96

16

Totals .

=}

1 83.202

5 3. 060

Jun

51.755

2.013

143

e

NLre Vacei.

2,4

20,7

106,0,

. 16,4

,003

597, 942

l83.243

13,310

196.786.

5.669

59.346

89. 594

66 -



() RENDEMENT DES DISPENSA MES BRBAINS ET HOSPITALIERS -

¢ NB Moy. NB |[NBde | NB |NBde

DEPARTEMENT de | deC/| Moy.|C par Moy. |C par
D jour ER Ejoour El |El/jour

BOUAFLE 2 65 7 9 12 5

. BOUAKE - 88 | 15| 5 [ wu/| s

DIMBO Kno."f,, v 10

fooaoa s e w e | s

aaaoa oy e |

-
Ch
(3]
—
o

SEGUELA R R TR Y

BONDOUKOU ; 3 69 1 3o ;l5i~“‘_4;5

[ 5-]

BOUNA 93 N L T T A RS

- KORHOGO R w |- - | 5| 3

FERKE

LBowwLr | g e [y

- NB de D : Nombre de dispensaires 2 statistiques utilisables.
":“‘"f *Mov. de C/Jour: Nombre- ‘moyen de consultations faites par jour.

- J NB Moy ER : Moyenne des effectifs réalisunt des soins.

' ’=.NBde C par ER/jour : Nombre de consultations faites par jour en moyenne par chaque
. personnel soignant.

- NB Moy. EI: Movenne des effectifs de personnel infirmier.

- NBdeC par El/jour : Nombre de consult:tions fait~s par jour en moyenne par chaque
Infirmier.
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() RENDEMENT DES DISPENSAIRES URBAINS ET HOSPITALIERS

- 148 -
NB Moy. | NB B de NB |NBde
DEPARTEMENT de ]deC/ | Moy. |C puar | Moy, | C par
. . D jour |ER ER/jouy EI El/ jour]
-ODIENNE ( 24 4 8 3 8
MAN 5 | to9 9| e |[.7 15
BL-\NIQUMI\ o ’-; - - - - -
oo 3 e A ETI f w0
' DANANE B e N -
TOUBA Ul s w| 3] 4] s
ABENCOUROU 2 62 16 4 8] 3
ABIDJAN (L 2 Y 0| © 7| 28
ABOISSO | 83 18 4 1] -4
\
ADZOPE 2 61 7 9 | 5 4
AGoOVILLE | 65 28 2 22 3
DIVO 2 218 12 8 3 7
SASSANDRN 3 69 7 10 10 v
- NB deD : Nombre de disj:cnsuires A stutistiques utilis:uhies.
= Moy, de C/jour : Nombre moyen du consuititions faites par our,
= NB Moy. ER : Moyvenne dus elfectils réulis:unt des soins. k -
- NBde C pur ER. 1.ur . Nombro de consultations [iites par jour en moyénne par cha-

que personncl soignant.

= NB Moyv. El : Movenne »* «

* ctifs de personncl Inficmibce

- NBde C'pur EVjour . Nombre de consultations fin® 8 |Ir jour en moy'.hlio bi\r cha-
t vy ;

Aue infirmier,

;



() RENDEMENT DES CONSULTATIONS DES DISPENSAIRES RURAUX
- 149 -

NB Mov.] NB |NBde NB NB de
DEPARTEMENT . de de C/| Moy. |C par | Moy. | C par
D jour | ER |ER/jouf EI |El/jour

. -~ BOUAFLE 10 36 3 12 2 18

BOUAKE o ol 2s] a4 | 8| 2 | 15

| 'pmMBOKRO oo e s f e[ | os 15

kamora . | 4| e |z |mofoz |2

pasakata |zl |2 s fo2 ||

DALOA s e s fu e e

' GAGNOA o 9 aa |2 | |2 17

SEGUELA | 5 | s¢ | 3 |18 | 2 | 20

BONDOUKOU ' 23 27 | 3 9 2 14

~ BOUNA ' 6 86 | 2 33 2 33

KORHOGO ol | e | 8|2 | 6

FERKE o 1| 8|3 | s |2 ] 9

BOUNDIALI 10} 26 | 4 8 2 13

- NBdeD : Nombre de \lspensaires A statistiques utilisables.
- Moy. de C/jour : Nombre moyen de consultations faites par jour.
- NB Moy ER : Moyenne des effectifs réalisant des soins.

- NBde C par ER/jour : Nombre de consultations faites par jour en moyenne pur
chaque personnel sofgnant.

- NB Moy EI: Moyenne des effectifs de personnel Infirr’ .

- NBde C par El/jour : Nombre de consultations fuites par jour en moyenne par
chiaque Infirmier.



(1)

RENDEMENT DES CONSULTATIONS DES DISPENSAIRES RURAUX

1

DEPARTEMENT

NB

D

de

Moy,
de C/
jour

NB
Moy.
ER

NB de
C par

NB
Moy.

NB de
C par

r EI___El/iour

ODIENNE

11

22

2

ER/jou

L1

1

22

- MAN

mawkouma |

| euieLo

- 13

"“' \ao

- ABENGOUROU

Aot

'ABIDJAN

f:'22

ABOISSO

v e

ADZOPE -

s |

AGEOVILLE ~

' bvo

. SASSANDRA

AN

40 |

3

ST

20

‘= NBdeD : Nombre dé dispensaires 2 statistiques utilisables.

= NB Moy, ER : Moyenne des effectifs réalisant des soins.

- NB Moy. EI: Moyenne des effectifs de personnel infirmier.

- Moy. de C/jour : Nomb.re moyen de consultations faites par jour,

- 50

- NBde C pur ER/jour : Nombre de consultations faites par jour en moyenne par
: chaque personnel soignant.

- NBdc C pur EVjour : Nombre de consultutions faites pur jour en moyenne par

chuque Inflrmier.



CANNEXE 11

MINISTERE D'ETAT CHARGE DL LA SANTE 'REPUBLIQUE DE COTE D'IVOIRE
PUBLIQUE ET DE LA POPULATION Union-Discipline-Travail

Y L L L L T Rl K R

DECRET N Z2- 9/ au 25 FE i/

.portantvréorgénisation du Ministdre de la Santé
Publique et de la Population.

LE PRESIDENT DE LA REPUBLIQUE

SUR_‘rapporﬁkdu Ministre de la .Santé Publique et de la Population;
VU ~le Décret n® 76-163 du 4 Mars 1976 portant nomination des

‘membres du Gouvernement,

LE CONSEIL DES MINISTRES ENTENDU,

D E C R E T E

ARTICLE PREMIER.- Le Ministre de la Santé Publique et de la Po-

pulation dispose, pour 1'exercice de ses attributions, en plus
du Cabinet des Directions et Sous-Directions suivantes qu'il est
chargé d'organiser par arrété. :

1.

2.

.3.

LA DIRECTION DE LA SANTE PUBLIQUE ET DE LA POPULATION.

Cette Direction comprend les Sous-Directions et Services suivan

La Sous-Direction de la Santé Rurale

La Sous-Direction de la Santé Scolaire

La Sous-Direction de la protection Haternelle et Infant
La Sous-Direction des Centres Antituberculeux

Le Conseil de Santé ~

Le Service de la Population

Le Service de la Médecine du Travail

Le Service de la Médecine privée

‘Le Service de l'Odonto-Stomatologie.

LA DIRECTIOM DES AFFAIRES FINANCIERS.

Cette Direction comprend les Sous-Directions suivantes
"= La Sous-Direction du Budget et de la COmptabilité .

- La Sous-Direction du Matériel.

LA DIRECTIOM DES AFFAIRES ADMINISTRATIVES.

Cette Direction comprend :

- La Sous-Direction du Personnel
- La Sous-Direction du Contentieux.



4.

5.

7o

8.
9.

‘ANNEXFE [ -2

LA _DIRECTIOH DE LA MEDECIME HOSPITALIERE.

Cette Direction comprend les Sous-Directions et Servides
suivants :
, - La Sous-Direction des Hdpitaux Publics
-~ La Sous-Direction des Centres de Santé Urbains
= La Sous-Direction des Centres Hospitaliers et
Universitaires
- Le Service de la Néglementation Hospitalidre

LA DIRECTION DES SERVICES PHARMACEUTIQUES.

Cette Direction comprend les Sous-Directions suivantes :

= La Sous-Direction de la réglementation

= La Sous-Directinn de la Pharmacopé&e

= L'Inspection des Pharmacics.

- La Sous-Direction du Laboratoire de Galenique

- La Sous-Direction du Laboratoire Hational de la
Santé Publique

LA DIRECTION DES RELATIONS REGIONALES ET INTERNATIONALES.

‘Cette Direction comprend :

- La Sous-Direction de 1a Coopsration Technique
La Sous-Direction des Relations Régionales et
Internationales

- Le Service des Stages et de 1'Accueil

~ Le Service des Relatiors ifationales

LA DIRECTION DE LA PHARMACYE 7:.7RALE DE LA SANTE PUBLIQUE.
Cette Direction comprend |

~ La Sous-Direction des Approvisionnements

- La Sous-Direction des Importations

- La Sous-Direction de 1z Comptabilité

LA _DIRECTION DE LA TRANSFUSION SANGUIMNE.

LA DIRECTION DE LA PLANIFICATION ET DE LA PROGRAMMATION

SANITAIRES.

Cette Direction comprend :
- La Sous~-Direction de la Planification
- La Sous-Direction des Batiments

- La Sous-Direction des &quipements

.l'/..l



10. LA DIRECTION DE LA DOCUMENTATION ET DES STATISTIQUES ANNEXE!-3}
SANITAIRES. '

Cette Direction comprend :

= La Sous-Direction de la Documentation .
- La Sous-Direction de la Comptabilité Analytique
- La Sous~-Direction des Statistigues Sanitaires.

11. LA DIRECTION DE LA FORMATION ET DES PROFESSIONS MEDICALES
ARAMEDICALES, )

Cette Direction comprend :

= La Sous-Direction de la Formation Paramédicale
~ Le Service des Professions médicales et paramé-~
cales. - ,

ARTICLE 2.- Sont rattachés au Cabinet, l'Inspection Générale
de la Santé Publique et les Instituts suivants :

L'Institut d'Hygiéne

L'Institut Raoul Follereau

L'Institut Hetional de Sant& Publique
L'Institut Pasteur

~ L'Institut de Cardiologie d'aBIDJAM.

ARTICLE 3.- Le Ministre de la Santé delique et de la Population

dispose, en outre, des organismes i caractdre consultatif suivants

- Conseil Consultatif National de la Santé Publique et
de la Ponulation

- Conseil liational de 1'Hygilne Publique et Sociale

- Commission de la Thérapeutiqua :

ARTICLE 4.~ Sont abrogées les dispositions du décret n° 69-42 du
20 Février 1969 portant réorganisation du “inistdre de la Sans3
Publique et de la Population et toutes dispositions contraires au
présent décres.

ARTICLE 5. - Le Ministre de la Santé Publique et de la Population
est charge de 1'-ewxécution du présent décret qui sera publid au
csournal Officiel de la République de Céte d'Ivoire./-

Fait 1 ABIDJAM, 1le

FElix HOUPHOUET--BOIGNY
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The subject of tha2 transier and dzvelcpment of technolozy

Las become sne of the nost critical topics currently being
cebated by governmants, cocgeratives and associatiors. In
the pharmaceutical and other healzh fieclds the gevarnments,

UNIDO, wHO and other internzzional institutions hLive hze

d}

particularly interested in the effec*s and beneiits which
a technology might have con the society, on the economy 2nd
on the development goals of the developing nations. This

1 44 ugu

case zeport deals with the establishmant of a pharmaceutical

plant in Nigeria.

Establishina an initial dosace ol=n

The ooeration began in the t*aa*tional fashion as an exno
marxet hanaled through an agent relatlcnahip.» ‘When itr'as
clear that the market was growing rapidly, the company ;
decided to estiblish a dosage plant for'pharmaéeutical
products. The Nigerian Government was also enxiouejto
import technology and help establish an ipdependent,‘selF-

-

sustained infrastructure as sooa 2s cossible.

.

The planning began in 1970 zand 13»1;15~gh§,?;;hgigas_;
running at a fairly satisfactory rate.

Initial clazning

A system for. planning and es-esl ing initial:p ogranses’

for construction, start-up and v=lu= engineering wa :aeed‘ﬂ.

on market surveys and vr oduction requircments. The in-'ng

vest:znt of times z2nd geople at an »=r1y seace prav das E
contrcl cuidznce ani cserating pla.‘,-or successul :Lt::e
operaztion. B

< s
2larrimg, budseiins and techniyiiiss

% KD - Vo o - - ~ . 3 - M - A - R
HQ, the African Mznaganant Jentre = ne (futura) coloncoy
- - - - . -~ - ’ 3 Voo & la
SAnAuwnEnL, 5 2uncintad, His funtticn was malinly tha
. 3 - < 4 - P - -4 - - eewm 2
f o2 ecosrdinrtcry with line za8 s::3f support from wvarisus



Initial magheelng "ra $PToT Y {mSap-ation Tun T e
basis of a "Probable Froject frovcsal” from the countzy
managerc.

The Regional Management Centre provided technical inicom-
ation for a "Preliminary g:sign Basis" At tnis stace,
sanior engineers from the sarant organisation wera hired
and ‘this planning expertise helped to ensure that tha
project was not frustrated by inadeguate planning anc
lack of technical skills.

In order to estimate manuiacburing-cosﬁs,,exoertise from

other countries helped to adapt ‘the: planning to the -
intrastructure of the country, €.g. source of. raw mauerials
and equipment requirements. These planning and.manacenent
skills represent a valuable technology often overlooked and
form the basis for successful future operations. Some of
the persons working with the pro;ect were to be key personS
in the future organisation, a matter of great psychological
and practical importance. During the first 2-3 years of
construction and starting up, the specialists and their

('l'

jocal counterparts sgant zvororximately 50% of trheir tinme
{n formal on-tha-jo! cvsining. Tt must o2 porné in m_nd
that the number of prain.as munit 2 40 cyoess of the
immediate nead, 2as$ several pEcDLE 1efs for ciner jcbsvand'
ocsitions poth within the <Scal no znd w_u“'c::;eti G
companies. EPD oreximately 20% wera lost €9 conget:;orSﬁﬁ,f

and/or government instituticns.

Practical matters

ro;ailability of items lixs ca2nen
.i? oing, etc. is fho:t ir. many hEr

Loroe:ent puilding cm;;s:iayk-

5
the company HQ, eighﬁ;to thirty
ware involved from tine to‘ti;é

noth at plant sita ard soyﬁfg~

ané architactuaral fix;s WE



charicncristics of pharmizeutical plant Juslyd Lad L &2
transfarred to the local flrms, who thus cained new
exgérience - especially in sterile and controllied in-
stallations and other pharmaceutical plant construction.

y During the course of developing the plant, the company
‘invited a series of reviews and critics of the project to
'accumulate coruments and lessons applicab]e to the next
situation. ‘

: :\-,-.

Desiqn and construction technologx

gPharmaceutical manufacturing requires an extremely relianle
_production area resulting from strict construction specifi—:
dcations. Sterility of storage ‘and work areas demands
construction standards that had not bnen preVLously required
4by Nigeria._ Experience gained is an asset not. only to. the
‘conpany concerned but also to' Nigeria as a whole.~

The field construction engineer had’ soent 12 years on
different construction-.sites for pnarmaceutical pTaan and-
"had successfully constructed a similar plant in Indonesia."
In order to draw ehperience irom other countries, the
architects at the HQ supplied a series of concepts and
detail drawings. Mechanical and electrical engineering ‘and
air conditioning requirements are scme examples. Ffor tne
‘plant facilities, 40-30 mzin drawings were required iran :
ltne #Q, along with 10- 13,000 spec1iication sheets and .
eguipment drawings. The project was developed and constr““-

. 4

-ion made in close cooperation with governments,not only

(19

~ to get approval but also. to nelo tbe government. tecnniciaus
'Lnde*stanc the new urccecure.,

]

ue CoTRAnY was €3g er to train not crly minagement but
e ¢

lso the‘ swer level labour ers.A,Many'new id

My

s
rom.thi s 5§5t=n and uodern tools coul be utilised Zc a

S i

161

reat o i.ent, tnanxs to tnis *rain-na =ffort.

A3
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'As aentioned above, ol
manpheer Guvelopment WLl nior ocrmany - Lothoa ansily
¢na. The government regulr:s the company to train and
elop local managensnt :ni Lhiz crzatos ceoviain problanms

ccncerning the caily rurning of the factcry. The inability
to hire foreign techniclans, due to a restricted quota
system, hampers OJT (on-the-job training), which training
might be improved if an cgtion were available. As mentiored
arove, the company put grsazt importance on training and a
great deal of technology given is new to the country. The
hourly workers often have cnly rudimentary education and
possibly little exposure to the company skills used, for~

example in food processing. For many, however, the tlaining;
will begin with how to us2 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 gualitj
control"” is emphasized.

Value engineering technology

The first year of operation is the: most critical one.
inereafter refinements a"d acdap ations for the best operat101
orocedures can be introduced. This includes also seeking

~2w ways of reducing costs, improving production cualit}
znd adapting the basic srystem to improve ef:iCiency.« Th

superience gained is poci2d in a "Technology Pool"” fcr all
L : d

African units.

Feriodic audits of country op-rations are an imoortant factor

.

for éetermining new means of increasing efficiencv vccst;

0t

erformance and implementing new procedures

_Q:ality control is im-r:?;d[and =ssured Dy distribut rg

.
l'l -

ﬂents cou-aining m ation :rom other QC laooratores,

tab ility cata, etc. rcbasxng, traffic, produczion plamning

.nd, nventory contro

.—’. bdo '_ f

‘/'

,l also oe imoroved as. evocri':~efis“
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Il existe trois unitﬁs de preoduction pharmaceutigue au Sénégqgal,
toutes trcis rassenblées Eans la régicn de Dakar. La plus impcrtante est
la SIPCA. L'usine valdafrique est la plus ancienne : elle ne fabrique pes
que des precduits pharmaceutiques et est d’importance moindra. L' Institut
Pasteur cde Dakar assure tne certaine prodrction de vaccins et de sérums
c'est donc la SIPOA qui retiendra notre attenticn et dont nouvg allons rap-
T'[mr: st les ¢ ractéristiques principales.

R34

I) Histoire de la créaticn debla SIPOA‘

Le projet de socléts Industrielle Pharmaceutique de 1l'Cuest Afri-
cain. a $t& concu da@s I968. En 1969, le Prési“ent L.S. SENGHOR ckarge la .
SCNEPI d'@tudier les possiktilités d'implantation d'une usine pharmaceutique
pouvant fakriquer des produits et leg vendre & des prix comp&titifs. En ef-
fet, des chiffres de 1966 montraient que le secteuf rutlic ~-rif icoorpes
pour 700 millions de frs CFR en un an ; le secteur privé pour 500 M, soit
I,2C0 milliard en tout. .

)

Zn septembre 1972, une conventicn ast signée avec la filiale
frampaise SCFFIN Cu labcratoire Beehringer Ingelheinm, Cette convention éta-
Elit la creaticn d'une scciZtd ¢'Scencmio mixss alliant la SOFFIN et le Gcu-
vernenent sénégalais. I la criation, en ddcembre I973, les parts de 1'Etat
SSnégalais &tajent de 20 % con®re 20 $ pour la cO“E‘IN

En ralson de sen statut, la socisté ténéficie ¢ exonération fis-
‘cale’; par ailleurs, la convention précise gus l'Etat sénégalais doit lui
.5acheter a un taux préfirentiel, et que lec b&n&fices de la société peuvent
"é+re t*ansférés a l‘ﬁtrang=r.

I X

P orcanization de la 8Tper

 Les divers services sont s | ‘ )
E = Service l.boratoire et service deicontr61e5¥
- Service m&dical ‘ ) :
;fServica ad m-n*stra*i"”‘

- Servicé &e la produckd onf



=3

Senrentaires Les différences-ée-prix scnt“evidentes;;S'il g
vrai ave le rode de pPrésentation de la PHARMAPRC, par grandes quantitg
permet des prix plus bas, cela n'en explique pas pour autant 1'é€norme Mays

ge chlorcéuine et aspirine coftent trois fois plus cher en pharmacie,'é
la Tifenyecine § fois,"

Le prcblame se pbse par exemple au n;vead-des villages, ol l'in-
firmier Qu disgenséire} ne'disposantﬁpas de médic;gépts_eq guantitézsuffi-
sante, envoie leg malades les acheter au prixff6f£fd§ns les d8pbts pharma-
Ceutiques, ‘ . SR e '



- .

12 nrrr*ac_aw, directour €e 1l ucina. cantzdLt, =ne Hrnin2 de 6€

© e oemre 24 .——-—-.—-—-_..—— ..-~-

2P 're chisf s d' ”’ai:o- ag’s a1 cuss nﬁatiod, il est ainsi passs de

‘!‘.

285'}1111633266 f2s CFu ‘on 7075 & 400 millions en 1977.

_—-—-——-—

. 3) phjectifs aue s'éteit ,:"gsi'l SICR - 4t

PR , ! : "
A sa cz8ation, la aIPOA éeva‘* rcpcncre a un triple ohjactif $,

- la fcby Flcaticn ‘@2 méd*eapants ueuels pcur les hﬁpitaus

bt s I L= ety . deiproducts us=ent1e1 nou- les cffic*nes
et 1es _pharmacies: villageoises ‘

' - la fabricaticna sous "cence ‘des produits les plus vendus.
lz scut viseat'd ud anﬂ:ov‘_iOﬂjemaat daas 1les ra ;lleurgs ccnditid"'i%LJ_
prix, de qualits ¢¢ de délai dasd Bollectivites aniicues et priv‘es tent au
cénfgal que dans les Stats voisins. _ T

-

L4 Liste des produlis fcurnis .

cemamrs 3T ! o sE -:.:?sv

bne 1*ste de *cc pzodui s :inia repr ente. la production de-ia«zu

sifca.: t _ L St e ,"-v”.,',’ :;ij ’ 7i._:1"3",~ "y i
' Lz plupart gont de widicam ontc ée pr enizze nscessité analgés*-
guss, antiryrétigues,” -antidiotiqud ués suals, su anides, ch crocu_ne, cu 11-

naruantipa:asitaireSantes tinavs; Viteﬂines. '

Les diZfSreatas ~0°mes da-nrés;ntat.-h sont} geliéééﬁli?;[?"t
- ampoules st . (4BY TR IS

- sclutés mosalfs {z7

- golutéc b\.val-\les t I‘

,-,si:cn:,

'ftiﬁip;'iifaxiétéidncf;isﬁﬁfﬁé?léf féé*élit&s dispcnihles en pherx=

ceerem mglap AT Syizzatatliiz I gl :na.”nv, Ciffirments.



S) L'angrovisicnnement

a2 - Le service d'achat et de~trénsit assure les cpérationgﬂ
avec l'extérieur par 1'intermédiai;e de la maison-mare;
la SCFFIN. . |
b - La matidre premiare, a part‘l'eau,.eg,<pour une certaine
mesure, le cartonnage, le'shcré;ﬂp:bvient en totalite ge
l'extérieur, B : D

c =, 288 Pays exportateurs sont hoﬁgreux; Sy {)_,,
» On -peut citer la France,, l'Allemagne,ries{§§é}§;, 1a Chi-
ne, 1'URss, 1a Tch&coslovaquie, .. e e

. e .l‘:“ N

<0E: En 1977, 200 millions de frs cpp ont &t& consac:esal-achat de
matidres premidres pour un budget de 400 millicns, soit 50 g,

6) La fabrication
\

I8 processus ge fabrication est strictement iéentiéﬁe éugelui en
Vigueur dans 1'usine mére. L'usine comporte plusieurSiatéliérs ! atelier dag
injectables, atelier pour 1a fabéication des comprimés et ‘des gelules, ate-
lier ce conditionnement, laberatoire d'analyse et ag contréle des Froduits,

= S€chage 2 1'6tuve deg g#anulés_f
" Loncassage des granuiss < ..
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7) La distributioﬁ cee procduits SIECEL

e service d'information est assuré par wn’ visiteur médical, qui

représente simultandment les prodLitq Boehringer Inqelheim. a

Le _vente, se fait dans une double direction :_Sénégal ét pé§§€ex-

teriou:s. R S T

R

- * -(‘

.-,

n'

o Selon la mémoire de M. NDIPYE, (les industnies~pharmaceutiques
- & Dakar)‘ la=distributicn se fait 50 % 3, l'intérieur et- 50 % & l'extérieur.
Il°cite pour 1977 les chiffres de vente au .Sénégal de 200.C00.C00 sur un

ey ot

chiffre d'affaires de 400.000.000. - NI N

u""
.-"')

Selen les informationsséécueillies auprés du dxrecteur de.la
. SIPOA, 1! exportation représenterait 75 % de la productiop.,,

;.‘-‘ ' (R
. - .Au Sénégal meme, les ventes sont Eaites environ rour les 3/4 a.
la PEARMAPRO, I/4 atx grossistes, en quantits équivalegta'nour chacun dese
3 (un ztout petit pPourcentage &tant réeffza_a.l’ﬂcrital Princinal de Dama:

I . ol
-"

.‘ ‘.._-

'-/ r"".'7 oA Y

8) Lasoprobléwes auxquels .se heurte la cIDOA RS

e

. .
-f“ : . * n e

Ncus €numdrons' rapidemment ies diverses difficultés rencontréee

céans la-foncticnn great de l usine, telleo.qu elles nous “ont ét’ exposées
de divers cétés, nooamment par le’ pharmacien~chef ¢e la SIPOA ': '

.t .'.‘
- - o '~

-

‘a - Le,secteur rechercheg, prévu; i'1a créaticn ée l'usine,f
n'a toujours pas ‘vu le jour. l -

.b=.Un nrojet d'ueine de gansements, refusé. & la création
: de la SIPOA par le Gcuvernement’ Sﬂnégalais qui pensait
le confier a un industriel national, n'a jama*s été réa-

lisa.. . T

'k“fS: c/-lL hostilité des oharmaciens d officin¢ s est-nanifostﬂe
~© & rlusieurs égards e :

et

. ] s
‘= Mcus avons déjd envisagé le *m_nque a gqagnex" des pharracions
sur ces prccéults qui sont peur beaucoup sur 1=z li=tc des nroduits a. coﬂfrw-
lent 56 (cf. chap. prix éc vente). Les phavracieno se sont ralgrd aux ral-
i€e 2 un precjet v1;;nt & favoricer’ 1a nrescrichiﬂn de pr*duits sociau?

.

1l
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= Par ailleurs, a 1a création ce 1a SIPOA;_les pharmacienﬁg
prctesté car i1s n'&taiant F28 associgs éunprojet";-ér,idepuis'déce N
1977, 1a SIPOA_a.prccédé d une éugmentaticn da sop: capital,de 270 milﬁ
le faisant pagser ag 60 a 330 millions,.en 1'ouvrant aux pharmaciens n

~

L'ét&t-actuel ;st'le suivant ;
= SOFFIN : 183 millicns.
= Etat du Sénégal * 5¢ millions
= Pharmacieng sénégalais

Cr, de décembre
encore achets d'acticn,

d - L'attitude aoﬁvérnemeﬁtale.'

Selon ces infbrmationsgiecueiliis a ia SIroa, dﬁgfnoqge;;e 15~
gislaticn au niveay ge la Chambre “de Cbmmercewéﬁiiéé Ies lébcfatoiiééfg

'sodﬁeﬁtre a aﬁﬁbrisatiéh préalablé"toute importétigﬁ 5é"médiéameﬂé; pour
protéger 1'industrie locale : cela aboutirait 3 ce que tout pProduit poy-

vant 8tre fabriqus ay Sénégal n'éurait'pas de* con- rrenﬁ"étrapéer.

.

‘nn existe par contre ‘une convention de durée limits destinge 3
protéger les Procuits SIpoa de la ccncurrence, mais elle est contourhée.
La . protecticn des procduits SIPgaqu;s'appliquait; en fait, qu'aux Produits
non Shcore.commercialises ay Sénégal avant 1a créat ion de sipop,

2 - Ia réticance du censommateur

| Tcut observateur Pu remarquer, 1a sc2ne suivante ge d8roulant
dans une pPharmacie 2'officine ; un’malacde se DPlaignant atyp mal de t&te et
réclamant gs l'aspirine, préférera l'asririne imrortée a celle de 1a SIPCA.

Scientifiquement, l2 technclegie semble impeccakle.. payg le pu-..
klic n'est <&S ccavaincu, Aingi ave ncus le disions €%ja cans PHAREV 13,
le marcue <'infermation au public,  le pey d'enthousiasme.des pharmaciens, .

l'indifférence hostile ces mé€sacing concourent 3 ce refus des conscimateurs
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£ = Pour l'avenir

) De tcut cela résulte .que,_le marché national~est fermé. Les prin- -
1paux client sont le Mali, la Mauritanie, le {CamMeXOWn p iy 4T 7N 200

L .\
. o te N ey ﬂ-W '.‘..:' ,, S

<.0rx, l‘Afriqué ‘de 1'Ouest représente a 1'heure dctuelle un marché

ce II0 millions de consommateurs, dont 5 millicns.,au Sénégal -» ce pays est

au quatriéme rang des pays, africaino importateurs da proéuits pharmaceuti-
ques, apré@s le Nigéria, la cdte ‘d*Ivoire &t ie Cameroun.

Ji0F W51 DR LA (S S SR
R

tel 7 Yge mazché potentiel devrait &tre en, favaur d'implantation-renta-

5 S

ble @' incustries locales..Or, a :L'heure actue.J.J.e, rp,}.us;.a;ms; pays: de' 1 Af&,-l' .
que ce 1l'Ouest ont des projets de construction de leur propre usine pharma-f’
ceutique. NI N e

v~u- o

-f . .Mals:ces différentes’ usines nationales, meme si les proge}s ne;

- esew

sont. paSridentiques a’unt pays*a 1'autre, ne risquent—elles pas de simple-
ment Se concurrencer sur un méme march&, sans apporter de solution nouvelle

£

2ux problames de dépendance .par-zapports’ auzitrhsts multinaticnaux o £ak akri
caticn et de recherche-que nous.avons expos&s.plus® hauts?:. ° '

1
- o don

|~ o
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' fa lo, Zoete d& Rufisgae LISTE DES_MEDICAIENTS §7 ja 1579

3.P. 2088

DALAR- MODELE HOPITAL

AMPOULES ~

ACZTATE DESOXYCORTICOSTERONE - smg  3/100 - 1 ml

ACSTATE DESOXYCORTICOSTEFRONE 10mg  B/100 - 2m

ADRENALTNE 1mg B/100=- 1m {.;;

ATROPINE 0,25 mg B/100 - 1ml

CAMPHOSULFONATE DE SOUDE 167 mg/ml 100 mg B/100 - 2 ml

CAMPHOSULFONATE DE SOUDE 167 mg/ml j00mg B/100 - Sml

' CRLORPROMAZINE 25mg B/100 - 5ml

CELORFE DE POTASSIUM 10 % B/1C0 - 10 m1

CHLORJEE DE SODIUM 9¢/,o Bf100- 5ml

DIPROPHYLLINE 200mg B/100- 2m -

E4U BIDISTILLEE B/100 - 2 ml

EAU BIDISTILLEE B/100 - S ml

EAU BIDISTILLES 5/100 ~ 10 ml |

SMSTING CHLOREYDRATE 40ng B8/100 - 1ml S

IXTRAIT FLUICZ ERGOT DE SEIGLE 1gr 3/100- 1ml - '*

FORMIATE DE QUININE 250 mg  B/100 - 1 ml i

FORMIATE DE QUININE 500 mg  B/100~ 2ml

GL'{CE ROCACOST TYCHNINE 1mg B/100 - 1/l

HYPCSULFITZ DS MAGNESIE 10 % B/100 - 10 mi

LC3ELTNE 3mg 'B/100 - 1mi

'LOBELINE B/100 - 1 m: k
B/100 - 1=l

VICSTEANIDE 25 % B/100 ~1,5 =i

UICCTHAIIDE B 25 4 - B/100 - 5 =1 .

cc;,e.-'._:-..z T T 0,25 Mg B/100 --——__"" T
e e w1
THENTZAISTTAL - 200 72 3/ ]
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MSDELT HIPITAL

BAJCATIL CHLOMYD2:TZ 2% 8/100 -5 m

- s"c-a;mm:ms 2 % ADPSMALINE 3/100 - 5 ml
;— 3ZSTSRONT ) 10 mg- B/100 - 1 ml

PRCIISTERONE 25 mg B/100 - 1 ml

QUINTIE INJECTABLE 100 mg B/100 - 1 ml

QUININE IMJECTABLE 200 mg B/100 - 2 ml

QUDIINE DMJECTARLE 400 mg  B/100 - 4 ml

SPAZIZINE SULFATE SOmg B/100 - 1 ml

STRYCANINE SULFATE 1mg B/100 -1 m

VITACNE B.! 100 mg B/100 = 2 ml

VITAMINE B.1 100 mg + B.12 1000 mcg B/100 - 2 ml

VITAMIEE B.6 50mg B/100 - 2 mL ;

VITAYINE B,.6 250 mg  B/100 ~ 5 ml 3

VITAMINE B.12 100meg 2/100 - 1 ml

VITAMINE B.12 1000mcg  B/10C - 2 ml

VITAMD'S C -To;.m-g. B/100 —am :
VITAYINE C 500 ng 5/100 - 5 m G
VITAMDIE X1 20 mg  2/100 - 1 ml 5
VITAMINE Z.1 50mg  B/100 = 1 m _ -
[30WTE :rSSTFS/

SOLCTION ACD F/250 ml

SOLLTIQN 4CD F/500 ml A
SICAZSGIATE DE SODIVH 1,4%  £/250 m )
SITARSCNATE DT SODIUM 144 % F/500 m1 o

CELIEIIET D2 seDIuy 9°/yo £,250 £l

I~V cIsTILiz: 7/500 r:'..l

SLUIIzz zasTonIgus 5¥ 77250 = T

"-L;T_EE TitTonIzus s F/300 =

O € . G e . e v————
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GLUCCSE HYPZSTONIQUE R F/ZSO ml

GLUCOSE HYPZRTONIQUE o ,,.5 % ?/soo YRR
" GLLCOSE HYPERTONIGUE . « . 30°% E/s00 mb
MANNITOL L . 10%  Flesom ‘

MANNITOL o 10 F/500 m

- » ~w— -

MANNITOL

SOHBITOL

25 %  F/so0m

5%. . F/500ml

SORBITOL S oacds B/s00m

CHLORPROMAZINE o7 a4 Fism S

/s1rops/

CHLOROCUINE

- os5% F/s00m

PIPERAZINE

15 F/sooml

TED S AL M T — e ¢

/corprivES/

ACETARSOL

¢ m o Emm—

ASPIRINE : | |

ASPIRINE

CHARBONM

CHLORCQUD'E

D o ¢ SN G et GED  teee SEEES ¢ & SN e em— . L -"f‘ - —r— —

CHLORPROMAZINE

co S S .
— o " etweme wmse ¢ RS- amt— d R . — S——

CHLORPROMAZINE

" remtmy e— e c—

- -.—--— e - o wpn oo o——

DZLTA CORTISQVE o o s, mg " ’P/ 100

" DISULOBE B , | 4~./ac . B/1000 | ,

| FUARATE FERREUX %o i =0~ =5 B/ 500

TSNELZIDT S " 50 5. 8/1020

TI31:ZIDE T 4ssme 3/ 500
s | eem— oy w— .4‘1}_.7—‘.’. - B — . W - e amms e . . - - - . i e e e

Y
,“{- o) sn e

LS



- PEZYOBARBITAL 1/’ o solmg ~ B/1000 ,

" TITRACYCLINE

4.~

Frati b Ruffsmie LISTE DES _t-_gEDICAHEHTS v
3 Qg A
2.P. 2096 MODCLE HOPITAL ' -*

Laxprnes/ - (surre) -

A2EGORIQUE FoHoMe !, ,Si'f{ e ‘3/1 kg i
: ‘.T ,,{'d’. der o — T\ _"' .
(R § '

23/1 Xg,

———— s | o ot et i i a—

PICTORAUX  F.HuMe '},

s s ww wme e = - e — 'dﬂ‘-—‘l"/—"—--
PEMANGANATE DE POTASSIUM . 250 mg DB/‘I kg

. ...‘..‘.J._._..a. e e e—te - .

FIPSRAZI'S SEBACATE 250 mg . B/ 960

PHTNOBARBITAL " 1gmg  Ffom
—cemmi e e om—— _...-—.--—Qq.—...—_——,._ - emem et e e

B/1000 R

'sm‘acuamnnm _9 /1000‘ —=
SULFAMETHOXYPYRIDAZ INE W B /1°°0 ) -

SULFATHIAZOL

m—— ¢ ¢ WD = wo— .

5/1000

o o --——u-o—l—— —— —— o'+ - ——

TEXPIE 100 mg + CODEINE 10 mg:: - B/1 Xg

—— — —— O NS BEOR G o et
. UROTROPINE | , j_soo mg 13/1 1.9

VITAMIE 3,1

—— s e G w4

JITAMD'E B 1

VITAMINE B.6 ,3/1000

JITANDE C i B/1000
YITAND'E C TAMPQGYNEE _

fszLozs/

~'FICILLL'E

CHLORA!PHEWICOL
STTETRACYCLINE 50 R

- Pare—" 0 —mm—— ¢ . . . o eme . B ) —p—n G =

£zzmupes/

SEINTTIUE OPHTALIIG!E : N Y/ "I Tbis dr 5 grs

-— D e - — -— v o e—— v— . s ¢ e . — — —— s -— - . e —

IEETITIIT DERMIOUT AT W SR V4 60 Tubes ¥ 15 g5

-
— - - o — " ova - P vy — ey om—— -
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Appoucxixv

Development

Health — Development — Health —

~ Drugs point to new

‘€conomic strategy -

. PN
Pd You"s aqa tn lanke was ghie
. l’ Ray o) 1o Aaerpam 11 M llum)

ehited 19 nae sesontiomn the price

9 1ty &ense pattern o tireign
exrtunge potition,
Dr. Hatfdan Mashler, \WWHO's Dizee.

msal muitisfsiesal wppiler. 1t wao

U o 8 peiey Initlally
V8.1 M il Wland By fte
Pvturious J0erNR suchange pueiiten.

[N
toern g

The poiscy bogan 1a the
Ploneered the aaw
drugs ey toacept. In 1911, enly same
4 grmerte drugt weve sllamed for
sle ta ¢ Lanka, \n 1912, the csun.
FY’s dreg purcnauny ves centenlised
n & State-awned 18Nty § .
worid.wide biddiag v‘;ugn was intree
dured to generste cssapstitive offrrs
frem Internaitena| sgpiilers. Ia 1013,
10 was 2bie te huy X4 reainiial drugs
and vaeetnrs at levs' tiva & third af
the peices queted by the aviltiaailonal
wppliors

by Anil Agarwal

It St Lanka. with one of the
Wokest and most sulneranle ¢€IN0
mlo:\ In the world, was apte, albeit
Petionze. to lind an etfective way of
Bargaining with the massive phurma.
coutical multinationsls, how will the
deseloping wortd fare I 1t ciases
Fankes * In lact thera it now what can be
Aeserihed au an infarral and unwiitien
trateey Dhll’ﬂ‘ltﬂlllcll.‘. 4 enm.

Sedire [P

1238+ ang
Lepienl rostrieted

tor-eneral, has pointed vyt that
nesrly 30 per cant of the Third
* Worid's health needs can be met with
3 st one to twe per cent of the drugy
Svuladle on the markety of mot
1 Third  Wordd countetes, India hay
+, 90me 13000 branded deugr. Nranl
sbout  14000. An  offietal  Indian
committes noted In 197 that (16
drugcs could meet mest of the coun.
try’s needs. WHO hag prepared & mo.
’ del Ust of fewer than 220 essential
genenc drure
Tr» naxt step would e to resteict
Imports to the listed druer and con.
tralize purchasing as mueh as (¢ polis
tically feasible. Preferadly, druge for
the entire country should be impartsd
through one agency, Certainiy aublle
sector Imports must be centralized.

On setting up locyl drug Industeies,
UNIDO wuggests backward Inteqra.
ticn—countries thould begin with small
packaging plants, then set up formu.
lation plants to tahiet snd capiule
certain imported bulk 4rugs. and prm.
£Te4 10 manufactunng the bulk drugs
themselves trom itnported Intermedia.
tes ant basie chemicals, The tecnone
logres ‘of formulation and rackazing
:lln!l are avalshiz 1y 3 numbze

Fouee

|

L]
:)‘um ' the btk Preile Bureay
90 Ecameruic Conperatin many of
trem tmall sinds. decided Last year
to merge soms purchases with Papun
New Guineas drug temdering scheme.

The Commonweaith Regronal Heals
Secretariay in Arusha has meanwhile
4t up @ working EToup 19 study the
prsthilitles of ptnt drug purchuing
bv 10 Afncan mations: Botswana,
Kenva, Losirsn, Malaui, Mauritics,
Seychelles, Sv aniand. Tansna, Ugan.
48 and  Zamnie AfgRanutan  and
Culnes are 'ni3 tn sag p nationl
drug buying agencles,

Thirteen Ar1d nateins have pintly
foemed 3 campany. the Arah Company
for Druz Industres and Medical
Appliances, 0 1et up Jrug plants to
nieet the grviing needs of the Arab
region. The nrn.aligned task ‘aree's

SN etnae A
BAsRaeT)

i reswme fow dnelnping caantry
onn ary prefer products feam locsl
Indust, v or other parts af the Third
Whaetd. e international drug industry
(. ndten quick 10 fan thess doutbts.
Mational pnlicy-makers il need a
eang ralitical wi!l to overcome these
ditieuities.

S0 much pmgress has, (n facr. been
made in the drugs sector, (Rat it
nceds (e be asted at *>e U
the *ask force an pr !

¢ & model {or developing strate.
tles for coilestive Third Worid aells
rellance (n ather Industrial sectars.
Could what has Seen acnieved mithout
any favishiy funded project or Jntere
natloral confercnce Dosslbly b1 ree
Peated fne, say, fertilizers, iron and
teel, cumputers and solar-powered
trrigation pumps as well ¢

All Western governments  have
eatensive  gystems for toclil  anrt
fmnane  Intelligence 0 help them
develnp their policies. The developed
£ountriey even have the jint Organs
1ation {or Economie Co-opera’lan and
Devetoprent *OECD Secsetariat, The
Third World has nothing nurs ar even
though thie need for a4 sacreturiat has
elten been exprested. Given the lack
U fnds ind ail the ditferences within
the Third Worid ftseit, it iy unlikely

. P

vt iy it e e

.-

P

re mimeoy—ee M .-
uerent thunaing A & Aumoe of
United Nations agencies.

The Government of (uysna—as co-
orinator of the Traie, Technoiogy
and Iadustry sectar of the non.sligrM
Action Prgramme Tor: Economie Cos
perstinn—le an isteeregional rroy
teet, [t 19 funded hy the Unifed
Nations  Develooment  Programme
(UNTOL A tarkt {iree of evoeety
(rar the World Hewts Orgaraatrer
USHDY UN Irdusizizl Davelopment
Qrzamization +UN[OO+ and UN -Cone
Jference on Trade and Devalogenent
UNCTADY, hat heen st up: an

© URKue arTengament withia the UN

aystem in which seversl agencies are
helping, on a ipecific issue, under the
Tavlance of the developing countries
themuelvey, '

Tre tusk ¢ rce i3 naw an a tour of

" to 0 d ping
seuntries— reiping lormulate integra-
ted rational «frug poileies and (dentl.
y1n3 spechils prusects tor regional and
interreginnal ca-rperation, These afe
s 1131 ¢2mponents of the strategy which
has the Nerefit o nany studies—pare
ticularly the major analysu {19731 on
technolngy transter in the pharma.
ceutical industry. by Dr. Sanjaya Lail.
of Oxtard Umiversity-—and the politl
cal backing of the Third World, s
vaiced by many leaders and more than
AN crnlerence.

Already some “ruths cin be accented
49 weit-asrient—tne sumbar of
tial 4rugs e the mapnty of r
prablems g 1mail . the number of (n.
terrational upriiere is very large:
the technology to manufacture the
essentials i3 within the sconomic reich
of many deselopirg countnes evan

sith relatively small rmarkets. the
tectmiogy (8 avallable within the
Thiri “Vorld: ans. il national P

curement and manufacture pmgram.
mes were timilaz, co-operation wouw'
be simple,

Countiies within & rfegion could,
ttarefore. collaborate In drug pure
exsung, market intelligence, quality
CCArrol. cesrarch and deselopment and,
Srnibly. even pnnt Jrrduction of ihose
drugy and vaecciney ‘srich may be
beynnd tne ecnpomic reacn of ome.

A restricted Arugy Jist sould be the
awtarting >unt. Eacn country winild
have to draw up its own, accerding

e diugy, UNIDO veiieves that the
small.scale muitt-purpose piants being
usrd in Irdla are very appmpriate.

. tn these & number of chemical!
reteted Gougy can be manufactursd

“in batches. For a mere $8004Ke),
an !rdian fdrm oosith dnarcial asuste
ance trom UNIDO) has tupplied Cuha
with 3 plant to manuracturs 13 druge.
UNIDD tees pnarmaceuticals 13 1
ma:e area [or tuture industaiizaton
arsd technical comperstion In
‘wWorld, Countries which atrea:
or ace planning multl-purpnie plants,
Inciude Beazil, Egypt. Lidya. Mexico,
Sri Lanka and the Andean Pact coune
trie Bolivie. Coalombia, Ecusdor.
Peru and Veneruela

Herbal drug Industry

The lead of China and Viet-Nam
can also be followerl Seversl essen.
tal drugs can be easily produied
(rm medicinal plants. particularly
for uste at the villags level, Both
UNIDO and ‘VHO now support the
use of medicinal plants, Many Trurd
\World countries can set up $im.
ple herhal drug Industries within three
years. As identtileation, cultivation and
study of medicinal plants need multl.
Jdisciplinary  expertlie—in  hotany,
agiicultyre, sl sclences  paarma.
cciogy and cnemical technoiogy use
of medicinal planty is Anosther trea
W :th considerable tcope for Technicu
Cuo-nperation amang Develaping Coun-
tries (TCDCH.

Many of these idaas ars alrendy
being Impiementsf. Guysia. for In.
stance. now cesticsy (3 drug importy
to thote tn ita natoned formuiacy, All
the Andean fact countnes have & hasie
medicaments ilst (or Wil goverament
purcnases. The Andacn Pact States
snd *he Canbbean Community are
slso prepanng cegianal flormulartes.
The intter, Setng very sraall dountries,
now poni thewr drug purcnasing. They
jontly :mported 3¢ druge In 1977 and
57 this “ear and hope to 'uund thar
reqiondi co-operation to oint quality
control  and production, after thewr
Caritbean Centre (or Pharmaceuticals
is estabitined. The (armey” Jacretariat
is now planning a regonaily integrated
drug Industry, The developing member

e (e Mahy aTor e T IT e

e}

o —

i

“ Metwinal piants provide essentinl drugs *—~icevs im Zolier s,

renart should apen yp passihilities for
increvsad regional ard interzegional
coil Adration,

But. while the stratery may be
gamng acceptaace it will certainly
not be svery smamth. Countries wiil
sureiy meet oppmition (rom the
irternational d:ug Industry, usually
chanrelled theoush the !neal mea'cal
tommumity. Tie rairing nf doctory
1s sucn that, evendn the Third World,
thev tend to prefer brand names and
certainly do aut like any restnctions
on :heir {reednm (0 presceise, Patlence
ard eucation. Loth of the !
and the medical mmmunity
reedea |t povernnients ‘atend o M.
slement alerent ¢ *Ply stratesy,
Protests agalnaC #{furts to rationaize
drug use. an ihe arzument that
doctors and pauients are heing denied
the zest, can mave & eanmderaole
stfact on any government, For historle

WM, dany

that such a secretariat will e ot up
near future,

Jgencies Are. ) foine estant,
this gap. Sut Interagency
ences (a pherorenon not pecu.
fiar 'o the UN svetem: stil] leaves
toom (or greatee co-ordinaticn and
intesrated «ffore. The task force an
prorataceuticals by putang tagether
the wannuy ideas *hat <een {loating
aroiind hut never gat A chiance tn eome
together, A not become the e9.
ordinatar of all the i1zencies dut has
certainly pmvidad them 3 parpnatii
and recsonatts  (o-ordingted (rame-
to functina within, This arran.
oment cvied well tupn st e he far
nore otfective than Jiant vacdase in.
ternstional con{rences.

Ll Agaraal, armer Jegece Corregs
pomirut ol The [udisw Erpregy, It
dssiatone Sditor a1 Sarthyean, .
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E The main causss of deathjare'

‘fl

f of‘publications.

) Causﬁ,o: mortalit/ L

L
2.

30/.

4.

Y

//5.

. 6 .
7 .
8.

10,

Unknown causes

'Enthericis and diarrhoea  ;i0*

Malaria
Tetanus
Avitaminoses
Anemias
Dysenteria
Measlec.s
Meningit's

‘Tubercuicsis

?{  ¥.

. éodrce: Ministére dé

-

unéhnf of
Cause of meriidity coesulrzs:ing
1. Malaria 292,000
2. Diseases of the
respiratory tract 199,000
- 3. Eatheritis and
diarrhoea 148,000
4. Diseases of the '
digestive svstem 136,000
5. Intestinal '
helminthiases :89,000f
6. Diseases of teeth SRS ?
and periodont
7. Iron deficiency
anemia
8. Diseases of the S
genitourinary system -
~ 9. Measles ST 000
10. Gonococcal infections . . 11,000
gz;;jistérel..ffa?e:f,\‘fﬁfia,irsaxi

iflﬁumber of

14.2

13.0

8.5

'alao shown>in that_series

:Percentage o‘

total number -
‘daatnq -wﬁof-deaths -
308 e
83
82

-
.t

in

Publicue.

300
2.4
62.7

'T'oc;o

Here it must be noted tzzt the larce cercentage of un-

known causes indicates that the diazncsis are se-m ewhas

unreliable.
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LNlel of

Caise =3 seitiiizy Consultatiqgi
Lntestinal helminthiasis 300,000
Milaria 170,000
Entheritis and élarrhoea 66,000

Di: rases of the _

digasgti-a System SR 45,000
Bronchitig ' ]‘Ske338 °°°7:
Influenza Al | :

““535 oooyg

Skin infectiong

Respiratory 1nrections
Eye inflammation - .,“.,
Iron deficiency ?Remieiﬁ?”

Source: Winistére de 1a Santé

The five principle Causes of mortality@an
,eneral nospitals in the country in 1976 were.

“CauSe of mortality

- Measles ,
‘Entheritis g diarrsgeas: .
snhemia -

avitaminesasg and otier
ceficiency diszases

Tetanus

Seurce: 3i315t§¥¢ﬁé¢f¥§fkm””'
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5220-529 Diseases of the Teeth
and Periodont

535 Gastritis and Duodenitis

530-537 Other Diseases of the
Digestive system

5304329 Diseases of the
Genitourinasy System

680-686 Infection of skin and
Subcut, Tissue

692-709 Other Diseases of the
" skin and Subnut, Tissue

714 . Rheumatoid Arthritis
721 Spondolysic and all
Disorders. - EINEUERNSS

\
at. >
. ',n. <

A

17041
27682

32966

14959
28063 -

12962
37119

18857
41466

48570

32580

. 31020

'~ imee Ifluenza

490 Bronchitig o

-%%-ﬂqour | S
2 Diseagegq s
esp, system,9;?f::

21544
48575

. 47618

275179
31918




00{" E

010-018
03

033
c34

036

037
052

055
072
076
070-079
084
Mgy
098 -
102
129
125
126

127
128-136

250-269
280

231-289
3o0-279

F~1-382

399-392

<31-405
+53-466

' Leprosy

Amoebiasis
Entneritis and Diarrhoea

Tuberculosis

Whooping Cougn

Streptococcal Sore Throatw
and Scarlating

Meningococcal Infection

Tetanun -
Chickenpox
Mezsles

Mumps
Trachoma

Other Diseases Dueto
Viruses

Malaria

Syphilis | _ |
Gonococcal Infection =~ .

Yans

1973 7

1975

Schistosomasia Bi.harzias‘:”‘ 38,

Pilarial Infection

Ancylostomiasia and N
Necatoriasis

Other Intestinal Helmin-v
thiasis

All Other Infect/?arasitA”ﬂf“; o

Digeasas
Avitaminoses

Iron Deficiency Aneamia

Other Diseases of Bloogd {
Inflaadation of the Eye

Otitis Xedia

Acute Rhra2umatic Fever

Eyperiansion

Acute Respiratary Infection

5277
16722

17222
-J1805

2738

2202,
3361

18248
11803

3061

| 252725

28508 37249

7943

22013

12306

4686

4363

443310

3482

8195

20748

13812

5393

b14 1976 1977
8570 6039 12090 39216 17074
835 1371 2500 2278 8025
880 62 551 531 264 °
339 5795 6146 7529 9080
1419 3237 4672 1270 1532
246 - 100 494 200 234
- 7867 11737 8069 17844 . 9926
21387 32023 46910 41089 37113
310 399 780 353 198
-~ 3219 3704 5357 6820 3379
413319

271

- 8128

15708

12901

5376



' -“Rougeolve‘ 'D!phté_r!e Tétanos

MOREDITE/MORTALITE ET NOMBRE DE VACCINATIONS EN COTE D'IVOILE - 1977

Coqueluche - Polio

Tubercul. Choléra

Ruge

F. Jaune

Varfole

Rub%ole

18.695

"

27

- 824 6.438 123 1 1 1 5
863 305 74 4 2 1 | ]
35.351 | 17- 553 | | 10, 141 212 53 23 3 3 55
942 c49 | w22 | as 6| 2 | 3 1
18.524 | 56 'i;jgoi“; ezmo 7 es | 4 o 66 16 us
4,050 i ':771; 66‘1_ ldbb ) ,‘ 6. 3 129

20

Ty

4.129

.23 -

1,920

90

36

96

-120

r43

Totals |Ages Inc.| 15 ans + |5 - 14 an% 1-4ans AvOVf"ff-_i'l‘;;an

A

-| 83.202

; 489“ ’

4,032

362

56

. 2.013

226

23

19

&R
NLre Vacel.

2,4

1,1

 20’?“£

8,6 1"

5,6

6,3

10G,0

16,4

397 . 942

68,795

83.243

58,288

43.310

187.286

196,786

5. 6G9

59,346

Mt e s+ s e EPTE TR  R e cmma———



5.3.2

tteey

e sretlons contlne vo loiar Sl b el S‘Qtus:

ot the Granaian Douvdlat.n, (0 cae aest LW scttians,
ailing diseases and the ~xisting health care

acilicioas will =2 rev:iewed,

There are two important aspects of the disease pattern.
The f£irst is the number of cases occurring in the
country (morbidity). Secondly, as one sign of the
severity of the respective diseases, the number 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

shed some light over txe dise=s# aattern..,

‘Reoorted cases of seleétedae”ﬁa ic&diSeases;

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 WHOj
statistics covering reported cases of a limited number
of endemic diseases. Aas in all statistical material,
there are large possible errors. For example, in .

. remote areas tne possibilties of renorting evan serious

diseases may be limited. These statistics, however,aw

‘:7 ,‘ -

' No. of”

o , :.-‘:;reco*ted ‘ fiiéfstotéis:
Disease i .casas . reoort¥d
Measles o 0 146,300 0 S4.2
Chicken pox oo 72,400 j'Aug' 27 9.
¥hooping couch Lo 22,0000 8 5;5

‘Infectious hapatitis | 1114,4QQZj~L*

Tuberculosis, rnsai ctory
system o
Twzhoid fever
veningococcal ia
eorcsv :
Solio —unlztis,,,‘
‘!: -—;a-ls

Scurca: WHC s=atistics.

Tookmota: Malaria is not reseried by Chana.

.0
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11l Government Clinics in Ghana; and are within a

irror of : 15%. Z
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128-136 A1l Otner Infect/Parasit

390-392 Acute Rheumatic Fever -

 470;478 Other Diseases of Upper

973 1974 1673 1976 1977

i
006 .* Amoebiasis L . 8570 6039 12090 39216 47074
B Entheritis and Diarrhoea | an

'010-018 Tuberculosis K 835 137 2500 . 2278 8025
- S . I - R R LR -
030 Leprosy = . n_ﬁ@fo 62 ”;7,551 31 264
033 Wnooping Cough'i .| 73350 5795 6146 "\2529 9080
) Olﬁia Streptococcal Soro Throath "~%§’" Pl o S
-y and Scarlating. B R R S e KR e
1,036 Meningoceccal In{ecfidni,»;;;;f“7$»v'2iff 4672 1@701' 1532}5
©037 . Tetanus U cm6 . 1000 494 - 209 234,
052 - Chickenpox i TT11737 B0y 17844ﬁ.? 9126
055 Measles = e 21387‘ 32023 40910 41089 5 37113
072 © Mups | 310 391 780 353 198
+076 Trachoga SR ;319 3704 -+ 5357 6820 3379
070-079 Other Diseasas Dueto < ’ o
Viruses ‘ - ,“;; it : o ‘ 8 _'-‘
084 Malarla 0 318746 266081 252725443310 413319
098 Gonococcal . Infection I % x” : CometEmns e
102 Yams 1ol B | 1098 ,1 6391 5560 7337
120 Schistosemasis Bilharziasi 2571 © 6898: 7066 5513
125 Pilarial Infection 133 . BT6 710307 411
126 Ancylostomiasis and N Ry g
: Necatoriasia L ‘ 7270 11424w51014
127 Other Intestinal Helmln- :
thiasis

3 Dissages
260-269 Avitaminoses

280 Iron Deficiency Anemia

281-289 Other Diseases of Blood
360-379 Inflandation of the Eye

}81-382 Otitis Media

401-405 Hypertension ,  _2738
460-466 Acute Respiratiry Infedtiopvi,f

Resp. Tract

487 . Influenza | 4991 - 3153 1133 - 2211 2049

490 . Bronchitis : 61299 51364 69213 65177 61789

490 §'19 Other Ciaeases ol »
Resp. System 1546 2794 = 2416 2975




520529
ES

]5530-537
shoas
bééO«GBG
;v690-709

T4
12

Diseases of the Iccth
and. Periodont

Gastritis and Duodenitla

Other Diosases of the
Digeative syastem

Digsenses of the
Genitourinasy System

Infection of skin and
Subcut, Tisgue

‘Other Digecnaes of the

skin and Subcut, Tissue :QFf 8063 -
Rhauzatoid Arthritis - '

" Spondolysis and all.’
Disorders. .

17041
27682

32965

12962

37119

18857
41466

48570

47618

21514
48575

240

19784
44439

43699

28085
28906

5 . 6688



V_Enthel‘ltls and diarrho“
g.e "‘v"'l'ubemulosia By
- °3° . ‘Loprosy

- 033 . Whooping cough

©.03 Streptococcal sore throat and.
S scarlating - -

036 - Maningacoceal infection
037 B 3 : Tatanus .
052 - vahicl\e‘npox
055 . Maasles :
072 . s

07(5 . Tradhu;fa e
070-079 Other dissases due to vimsas
| l“blaria O
Cost - Syphilis

098 ST ~ Gonocaccal infsct!ons
102 S Yaws . .
120 : Schistosom!asia (bilharziasis)‘_ff:
125 .. Filarial infection ‘ : ;.8
126 Ancylostan!asis and nécator:la'ﬂsi“fv.v,"’50{

- ¥ Other {ntestinal helminthiaces - 230’

1 , -f 136 Al othar infect./parasit. dlssé's\as;';:.‘"i 4 2
,260 - 763 Avitamingsas 8 e
280 _Iron deficiency anemia .23 24,1
283-289 | Uthef dissases of bloogd " 13,5

24 Po



3. v
f";flaei - 382
L. 390 - 292
;1“ 1 - 405
" 460 - ag6
: "470 - 478
Ty

" agg

- 430 - 519
. 520 - 529
. ‘.535

530 - s

680 - 585

LMa R

s

630 - 708

Inflammation of the eye
Otitis madia

Acuta rheumstic fever
Hypertension

Acuta Eéspiratory infectﬁbdsz'

Other diseases of uppar rﬁib;x a

Influenza
Bronchitis

Other disesases of resp. system

v Otseases of tha teeth and periodont. 12
n

Gastritis and duodanitis

Othar dlsaasas of the digestive
systam

Oiseasas of the ganitourinary
: system

Infactions of skin and subcut.

o tissua

Cthar disaasas of the skin and

subcut. tissue

Rhaunatoid arthritis

-.Spondolysis and all. disoﬁdérs =

34

18;7°

Ghana

Togo

Congo

20
30

20
18-

2\D
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H:-113koradelsfabrik fSc exarpelvis Togo

Frigan gdller om det 3r alls m3jligh att organisara en 13kemedolsfabrik s8 att
prisema inte blir h8gre 3n vad som batalas § kuropa (¢ trensporten) di man

kBper frin "gencrics*-tillverkare mad hygglig kvalit@,

Tillverhningsprogrommet skulla vara exenpalvis datta;

.. Yabletter (miljonar) * . Sirapap (f1, 8_100 ml)
‘Klorokin 75 o rqo';taimp 150,000
Acetylsslicylsyra. 60° i ;‘jF“!pe}ra;in\l 150.'0:00'
Viteminer {mult1) 15 . Promatszin . 50,000
Ftoly.lsulfat.iazol v10" ' : »g‘ » B
-J3msulfat ﬂ) : A *Pasar” . k ‘

Oiuretikum ", B B Re‘hydmdngssayltar 7"
Antacidun 7 Gofentum & 5 g 25.000

 Penicillin v s S
‘ Tetracyclin (ev) -5 \: Bgondroppar 25,000 .

" Klorenfentkol (ev): | 5 tgonsalva v25.l‘JD>O .'
Oapsone  5 Hudsalva ‘_ “SD.OD(‘J -
Dietylharbamazin S SR v SRR
Rg;orbv_er‘bart—vg\‘ﬂffa S(ev) 5 -

. 1878-12-20:.GT.

Injektionsnadicin (1000}

k Askorbinsyra 250

Feneal  0,2g 200"

Xl‘omn:mszin 25 mg 160

- 50 mg 10U
Promatazin 100

Olazepan 100

CAmpleflltn” 100
‘ “Pe’nii:i‘ll’!n'c:'brpcain 100

e ""k‘a‘liun .
- B oo prokain 10L

“Panici1lin banzatin 100
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NOTIFIED EPIDEMIC DISEASE BY COUNTIES

» -APPEKDIX VI
DURING THE PERIOD JANUARY 1 - SEFTEMBER 30, 1976
HARY~ CUAND i CHALD
MONT, BASSA SINOE LAND CAPE HT LOFA NIMDA BONG CLDRR

fFoT AL |county COUNTY COUNTY COUNTY COUNTY COUNTY COUN'TY [LOUNTY’ Lounry
E __ PASEL DTHS | CASES |DTHS| CASES |DTHS| CASES [DTHS|CASES [DTHS ] CASES [0 | CASES [T 16 DT T CADES JVun s Ok e
22000 | 70 114409 | 67 14607 | -~ | 2251 - | 109n] - | 3009) - | as42| - 436 |2l 3aes | 2 oo L
=1a077 | -| 1031 - - [ -1 16l - .- ol el ML N 22 RN I
ni T34 151 | 1701 [144 93 1 351 = 51l_= 2661 - 1451 = YR S LY 2R A NN
B 1420 | 55 617] 52 70 - 451 - 150 1 101 1 1951 - Al - ab )i T
i'/ 3425 1 -1 1390 -1 134 | ~| 151| - 45] - | 235| - 31 ~ | 493 - e f - f 51, -
5:{: X —-:-J
*a '301’-_ 8 50] B - - - - - - - - - - - - - - - :..'-
e AT TS T Th56AL 61 1 1361 0 S N N NS T D301 S R 5 Y Y REE 7 e LA D
Timnod 200 ~ o = 9 - Y 4 Al = 20| —~ 2] T Wy = 15 ,L:_‘
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NUMBEX OF QUALIFIED & EMPLOYED PHYSICIANS __APPE.!DIX Vil

1DoCrnus & HNMCISYS IN LINNRTA
e AUARY — SHPTIMUER 1976

- DISTRIBUTION OF PHYSICIANS BY COUNTY AND SECT0

OF_WMPLOYRANT :
: - o ‘ : !'O T v ooopam .r
o 73 NO, OF DOCTORS BY SECTOR & ... 70 OF DENTISTS BY SHCTOR |
el e y I JMISGION : MISU1D: | ‘TOPAL MO,

X o . . 3 HEES . } < o
COUNDY ' 1974 por. 2 { GOVT. 1CON. , O"HERS | TOTAL dcovw. cor, | ounens ;TOTALiPHESICIAHS
: - : - ‘ . X ‘ : ' g
Moutserrado . 411,693 . 58 L 1a 1 37§ 109 | = 7 14 ' 123

. . X 3 o o . B
Grand Bassa 154,914 2 T - 9 F' 1 - - 1 10
Sinoe E 69,620 2 v oo - 7,3 1 - - 7 4
. B . ! | f ! . . ! . -
“aryland . 97,354, A é 1 - i 5 0 1 - - . ¢

’ ‘ )
Grund Cape Mt. j 130»121<i ozl - 4 1 - - i 7 5
] : - i ; Y —— .
Bong i 208,748 g 2 i 8 3 13 [ 1 1 - | 2l
imba - 268,426-1 3 | 7 4 12 1 - - -1 14 ;
— v ~— == 1
lLora . ' 192,052 ! R ) ”-i, - z“ 2 6 - - - - ; 6 !

) . - S Rt :

! i ’ K O ? |
{Crand Gedeh- ! - T4,4120 ! 2 f D - 2 - - - - 2 {
DoAY © 1,604,050 1 79 i 40 ' ‘a4 i 165 | 12 1 7 20 ; 185 -

i ? ? : . N " N i : i

SOURCES: 1) Ministry of Health & Social Welfare'!s List of Physicians in Lideria

2) Adjusted Tentative Figures for 1976 based on 1974 Liberian Powulaticn
o Census, (30% Growth Rate) Planning & Economic Affairs, Monrovia
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geEAD OF PRSVINTIVE STVICES

The Divisions of the Ruraau of Preventive Services,
(cocnunloablo Diseass Control, 7emily Hezlth, Eaviron=
gontal Fealth & qealth Tducation), during this geportins
period orde all efforta, desplte saveral constreints, to

stzengthen the out-reeci activities of the Publis EealtH‘

* Progranss 7n the Developnent Audgat, thrae new pro=

grans - Taberculosic, Publio Zaalth laboratory and

' Zhlirln Control - wero spproved and the projects beguh.f

Thesa progrers cover & 25 plle radiis outaldae Monrovia. S

ocounicedle Digeaze Control

— . @ - — S —— o -

Survelllanco of Cocrunieable Disa2ces of Public Bcalth'
inportanc= wos saintained and innadiate epidaniologiocal
investigations aad contalnnent nansures were undertakon

wheasvaer epldecica ocoured. Tmnunizaticns agnln&t com=

 suriceble disesses that can be preventzd were oarried ;ut .

throughout tho Country, depending upon avellable mobile

equipoant and other rmesources.

Smellpox has been couplaotely erndicated fron Liberie,
This vas echieved only becauas of sustained and deteruined
offorts of the lUnistry in selctelining 2 succesaful

vaceination progran over the pest six vears, The 'orld

]
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Health Qrgraization Ioternatioy 2l Conalsaisn for Corti-
floatlon of Smallpox Zradica’ion nads to Liberia {2

lpril.'1976.

The Commisaicn's tean nexders rinited remdte areas of
Nimba, Borg wid Grand Cape Maunt Conatias to atudy our
opldcnlological survyillance sctivitles. Later, the
World Health Organization declared that smallpox treng-
oission has been Lnter-upted in .iharia. Bowever, ln:rn
effort to mairtain a zolatively imnun;d pnpulation,
215,876 wacciratiuns werc giver auring the period under
reviev b btoth static and docile unity “hroighout ‘Liberia.
0f the total population vaccinated, {133} savcaty-three
per cent reprasentn vacclnatiinc vhile 27¢% twenty-qoven
per cent reﬁrauent: vécci::*ians ol asu suaoeptib;iaulnj,ﬁ

“the populatien).

Tuiarculosls Coatry’

We contima to samiricter 3.C.G. vaéoiéQE}énS\f&ftﬁé.7Sd$a
suscaptibla populatien in ordar %o brev5n£ fuﬁeiéuloali. ,i
138,128 veccinationz “rore adainietyrad du=ing thevr;pb:tq
ing period. In oxdar ¥ lepivnent a ¢ ~~wghinaive controi
program, *ua Davolopnenk Buiga’: 163 ?rovided'funds for
diagnosis, follow up and twaatacat of tuberculosis cagas |
{n all counties. o
Foramerly the faclilitiec worc 1latsad %o anravia.',Plffdgé

purses have been recruited erd eve wduryidag 1h;ahil§63f}


http:vaco!.nst!.nc
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- tzaining in tuboucuioniu control. Upon completing thelr
treining, they will be deployed to the county hospitals
froa where they will oparats within the structure of the
Conmunity Fealth Departaent. The patients diagnosad will
recalve troaimen: at clinica nearest thoir homss and will
be monitored uniil they have compluted their treatmant,
There are 701 cases recelving regulaxr treatment throughout

Liberia. Thase patients are distributed as follows: 452 -

‘in Monrovia, Mantsorrado County, 133 in #arper, Maryland -
County, 137 in Zorzor, Lofa County and 19 in Suakoko,

" Bong County, It 13 acpecicd that aftes tha first year
of oparation of th; ul&i-Purjoss Spidealological Sarviges

Project. the nuaber of diasmosed tuberculogis cazas

recelving regqular troataent will be inc:eiacd by :bfg,tﬁan;

tws hundred per cent (2003,

Jeasles

Hogalosfcontlnues to be a major health groﬁlintiﬁéné)f' >ub
_fehﬁldron wvith high morbidity and mortaliﬁy;"ﬂuflug ﬁhib:"‘
'jﬁér;odbunder review over 1,400 cases were reportad inspite
'ypf the usual under reporting. We were able to aﬁminlster‘
' dniy 74,968 measles vacoinations due to the lack af ade-

quate transportation, support and cold chain. This

resultod in a relatively poor covarage of many populatad

and agcessible areas,
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Choiery -
Cholera is endemic in Monrovia and Fsrper. Sporadic out-
reaks vere reported from other areas, howevar, from
January to Saptember, 1976, 1,253 diarroeal cases vere
investigated at tho Cholera Laboratory. Of this number,
575 we:d proaitive for cholera and 9 deaths nccurad. Un-
lesa proper patabla water supply is introduued in congested
areas whera suscoptible peoplo raside, cholera will oon-
tinue to be a problcm. A total of 17,695 oholera vaooina-
tions vare sdninisteresd throughout the Country, during
this reporting period. Tha majority, approximately 807
of wacelnations adminiatered, were to international
epasallars. It 13 laz.zative %hat ccasures be underteken
50 have 211 dug w:11s clzz:d fa urban centers where
pot.tly watsy i3 mee=11a%1l3, Tho =93% losicel ares2 to

PR L eoamanle, AT 9$ﬁ of all rs;értad‘

.
‘e

31 Swel apyn3 wiaTe shallod wal}d‘

Tand pls Lanwing awe tallis zi. arxplFe ertoc.n to

shlswinats thasa-wilte. §

358 1: 2 hig& pa-can*nge ot

Laa:a Favar

,Duriaa thiu pa-Lod ona unconrirned casae of Lagsa Faver
:Qaa,:g;or.gd t-oa *he Gisl Chiafdon, Lofa County, Plans
1'3:: iﬂvi%.cnse %0 conduct in the near future, an ongoing

. ap* ">log'=a1 uzyy ia Loxa Sounty froa whers aporedio

XA
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tases occur, This survey will bo conducted in collabo-
ratlon‘vlth the Liberian Institute for Bioamediocal

Reseazch.

Leprosy

There are 2,303 active leprosy cases under treatment at
present and 848 onses vers discharged from rocclvihg
‘treatnont, after baing ocured last' year, More aefforts are

directed now towards case finding, treatment and heaith

'éducatlon portaining to laprosy.

4ith the naslstancc"dt Goraan Laprosy Relief Asgoelation,
a major contributor to the Leprosy Control Program, a
¢olour 16m movie on Leprosy was produced in Liberia.

Théis fila will be aitenuively used around the Country for
sducating the publio, providing for tham facta, 2hous the
digease. Imphasis is placad on bow casrily Leprosy oah“-,

be cured without producing the commonly saen dofotnltleé,:;i

~when treatment is sought early.

We are confident that with the confinued asﬁi#tancé_f;om‘.
fhe German Leprosy Relisf Aasociation, the Sovéreiéﬁ
'Hil;tnry Order of Maltﬁ.'inericanlbeproay Association,

and othor agenoies, Leprosy may be ocontrolled in the near

" future.
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mﬁnumulhum

~}.slc Sanitationi- 9,901 inspections vere oonduﬁtcd on
residences, hotels/motels, eating and drinking places,
sarkets, industries, prisons, hoapitals/ollnloa. sohools,
cloenas, recreation centors, wells, latrines, et cetora.
Qut qt 9,301 inspuections, 9,431 nuisances were corraeoted.
Approximataly 96,230 pounds of foodstuff were inspected

and passed for human consumption, while 122 Cartificates

of Claarance were issued. 9,024 pounds of foodstuff vere "

{nspacted, condennaed and disposad of under supervisien
*and twenty-nine Cextificates of Destruction waere i{ssued.

157 Cartificates of Standards ware {sguad to sating

establishments and 95 Certificates of Clearanae were 1asued:

tor the importation of U3ad Clothing in Liberia.

With respast %o Lorviciding, a total of 15,753 brosiing
habitats wera treated uaing 8,600 gxllons of Baytax and
750 gailons dbate anulaified forculatisas. In the area
of source reduction, 3,801 smell artificial watar oon= .

tainers were emptied or destroyed while 31 drains and

laterals, approximately 1,000 feet in length, vqre-dloe:ed.

In residual spraying, & total of 334 houses containing
4,488 roous were treated, using 151.6 gallons of DDT, 25%

emulaified concentrate, 62.3 gallogs'qaiathion. 50%

ok

25
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,-\‘? .
f'.lulllfl.d oonocntr&to. ;nd 5 ptnta vnponn 48% onnlalttcd
v oonccntrsto. conlcquontly pxotoottns 3.547 1uhabltcnta.

'gésono;ogi- . ,f

In troated areas, 76 rooms ware examined from which 4
feasle A.genbise, 173 fomale and 97 male oulicine mos-
quitoes vere recorded, glving 0.05 and 2,27 average room.
- densities respuctively. In the untreated areas, 38 rooms
vare also examined from which § males and 55 famales 4.
geabiae, 22 males and 85 femele culicine mosquitoes were
collected, giving 1.44 and 2,23 averege room densities

. redpeotively.

Larvel Ccllections

Random larval collections wers cerriad out in both
treated ani untreated aress. 635 breeding places vare
¢xa0ined in the treated areas with 93 (15.2¢)) pouti.v'a
for mosquito larvae. 4 total of 4,923 dips ware mado,
199 4. gambiae and 701 culicine larvae collacted thua
&l7ing 0,04 and 0.34 average densities/dip respeotivaly.
Prom the untreated arces, only 199 breading places warse
'*aalnoﬁ, oi wvhich 34 (28.5%) vere pesitive for larvae.
15 4, 8embiaa larvae were recorded from. 932 dips thus
§171ng 0.01 4. gamblaa and 0.56 cullcine densitfes/dip.

D2
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: cnnstoeJta rate of that 28e group was 1,3,

ﬁ_.nuriuc March & zalariometrio survey was oonducted with

tho alltltcnuo of the WHO Halariologiut of the Malaria

:COnlultant Tean (ICPHPD-OZ) in collaboration with the

Hational Staff of this Section {n 1§ randenly seleoted

~localities, (8 in Monrovia proper where active larvicid- -

. ing 1is going on, 4 in Sinkor where larviciding activities

vere discontinued {n 1974 and 4 in Vuaheos Island with
no la:viciding aotivity), oOut of 2,590 blood 8lides

collgoted (67.1% of this number wers from children 0 - 9

Years of age). 739 were found poaitive giving ovezall
parasite rate of 28, 5. The infant pParagsite rate and -

femotocyts rate vare 17.8. and 1.1 respectively, There

Vere 98.2% of p, Ze fallclvarum, 3.4% of P. maler(as and >?‘ g
0.4% p, 0 Ovale end among the age gToup of 2.9, the p-rﬂsi*a »L

rate round was 31.5, with spleen involvemant 9. 7, the

;‘Conparing the situation in treated areas with thosa of },f? g

"“ntrnated areas, the results vere ag tollowa:v .

NOHROViA PRO- SINKOR BUSHROD

PER (TREATED) ON- . ISpayp
| - TRSATED ONTREATED

‘29;.-5‘ 14.2
450 28,5

3Ploen rate 2.9 ; K /;9: T ‘ﬁ"”12.61' li.d i
roug) (2-9eg R LR

9,,’7-»- 5
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S { 3 T apparant that the prevalence rate ia much lo'wir in

f’;;:.;;tho treated areas than {n the untreated argas,

,-::"': A total of 687 blood Spacimena vere takan frog p@ﬁdné@i :

 who reported to the Malaria Contm) Laboratory, of thig
. number 487 (70.9%) were found Positive. The metooyto

rate was 1.8,

!.'ntomologz Operation In Bantol City

.

Eﬁtomological Surveys were condue teod during the mon’th" ot 2 ff-f_
June in elght localitiea selaected as capture stations,

i Rasults obtaineq therefrom ware as followss

~ Spray Sheet Collgotions; Spray sheet collectiona vore

sarried out during the early hours of. thé'moi-niﬁs Ln e

¢ich locality and a total of 20 males and 475° t‘ema_ljél
*ozheles mosquitoos were recorded from a total of 47
- Toomg exasined. The results were: Sy

1. A, gaobiae 20 males and 196 '_!'evm‘ale‘s'k'ﬁitvl;‘a.’ir‘e};age

room density of 6,29

2. A hancochi 1 fomale giley'xgva rovom‘ dér;éity 'qf 0.02."{’1
Overall avex-aﬁ nnopholih§ dan'ﬁity/room (LAD) was
10.10 an average Veotor density/room (AVD)  was
10.08. The blooq fed/gravid ratio as determined

" “from 169 A._gambiag and 7 4, fenestus examined were
744, and 2,3.3 Tespectively. A. funestus 178

"‘fvwa.le with average room density of 3.78,
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Aetlvleioa acd Accozplichizsaty

the Liberisn Medioal Joard which has the responaibility
for regulating the practice of {fadicine in Liberia
registered one hundred sixty-three (163) physicians,
dentista and vetaerinarisns during the period under re-
y;gu. of thie nunber, one hundred forty-cne (142)

lﬂrb regiatered to practice medicine and suXgary,

‘ﬂﬁpihoteen (19) Dentistry and threa (3) Veterinaxry mddf"‘

clm'!_. .
< -phgrmaey 3eard
v Thé‘Phnxnacy Board continued {ts efforta to upgrad9;1*
tho practl*a of Pharaasists and Lesu1a+a ‘the inportu
tion and $4la of 2vure -1 ena Giupsyy, Aduring n
- period updaz pariasv,  Arrtylishiadasd Wure _ud: Ln'
‘:'>tho§foliowlng are;ss;_" ‘

' ';'1]f'Prosrosq,tdﬁzrdetha~eat:bli kasnt ot i
‘Hationﬁl Drug Resishzy..

Setting atanda-ds whioh neceaaltnted improve

'ments in the phjaioal condition

~and druz storas. S

Cu:riculuz plnna waréV:EdéJuith the aim of

: co:nenciué traiuing,ot @Lapansars during the

i


http:trajj.in

0.46-
s " pext reporting perlod

‘4s  Proceduras for 1icanalng of pharasoles, drug

stores and medicine atores were atandzrdized.

Ih'ou: effort to increase the productivity of the Board,
‘Lt 18 reconmended that its membership be inereased from
tivo to a maximum of twelve., It i8 expected that this'
lsrg‘r Board will have greater accomplishoents duriné tﬁe'

pext reporting period.

Vest Afrioan Pharmaceutical Federation !wAPP!"fgi_f(1 o3
The Pharmaceutical Asscciation of Liberia hosted the

{naugural maeting of the West Africen Pharmaeeut!odl

Federation. Hrs._Clavenda Bright-Parker was eleotad ihq“]

- first Presldent of the Federatiocn.
‘,Henbér Countries represented were:

a.  The Rapublioc of Ghana o
b, The peoples Republic of Penin ;'.:_» :
. The Republio of the Ivory Coast
o d. The Federal Republic of Nigeria
e The Republio of Senegal
. £, The Ropublio of Sierra Leone and T
" g The Repudlio of Liberia ,

L Tﬁejbsi!d ains and cbjectives of the WAPF are:

"i)f’L’To maintain clbae contaot and coocporation with Membar

. gtates -




c A1 -

z)v To coordinata tho activities of Mcaber States
"~ 3) ‘To pronote axchanze of ‘informatlon enong varioud
k West African Association through conferances,
seminars, sympoaia, atc. »
. 4) o uncourage the advancement and standtrdiaatiqni

of pharmacautical education in the reglon. ‘i}}j,;'ﬁ

Nurulng 3oard

ISiThe Liberian Board of Nursa Exaniners and the Bducation
" COanttee ot the Midwifery Council became formally
’lnalsnmated {n Pebruary, 1976. The ‘present Board is

‘oalled The Liberian Board for lursing and Midwifery and

. has tho reapongibility for regulating and setting the
"atandards of Nursing and Miduifery practices im Liberiz.

Speoitically, the Board:

A T Roglsters 311 nurses and nida;voa pracﬁgpin;

1n leeria '

%Aooredits all Nursing and Midvlfarnyohoéis‘:j

Vin Liboria

Prepures'and ndninistars snnual State Board

Bxaninations to nurses end nidwives completing

aﬁcrodited gchocls

‘Detar:lnas basic ourricula content for Nursing

o vand 11d41fery gchools in Liberia

2.



+ Government will give cornaidar

- ;ot nursina and nldwttary 1n Liborl

1. Recoamonds disclpllnary nction for "‘lPlaot1- =

vtionerl of nursing and midwifery

T Be COoperntea with other 3oards in order to lét‘

atandards for 1mprov1ng health cere deliva:y
‘in Liberia ‘

C It i anticipated that as tho volume of work 1noreaaes;"gv

22ritioa to provid ng addl*ionail‘

financial anslstance in ordur to assure that the accompl‘ah-

nents of thls Institution be *at141~:6.. In thla ro;srdf

'nay be necessary to plan the st*ategy whereb,/ the a

governing the paying of nursas licenso feofintq Govornmgnt

revenue be enforoed, SRR S

2350
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2. Contra) Druz Daopot

Since the astablighzint of tha Medicnl Dapot tJo
(2) yeors ago, it has made available drugs, modical
supplies and equipment to ten (10) county kospitala,
“two huhdred and twenty (220) clinics, twanty (20)
- heoalth centers, tho JFK lMedical Hospltal ComploXx,
Fhebe Hospital, tha Ministry of Defense aa well as

Homes and Institutiona for Inélgants Children.

Demands oa the sarrices of the dopot outaters: :fi
its capacity to dcliver. This inqdequscy may be i'

e #ttrlbutad to tho following faotors:

a. . Shortage of trained menpower = .

.:b. Inadequato funding of. tha dopot'a
. operations

i

0. Inedequata gtorage space

It iu uxpectad thzt solutions to thase problc:u(i111>ﬁ§}7f

:forthconlns durlng tha next roporting partoﬁ;

"Wz
The radio network oyston which has been establishdd in all
cnuntien; ocontinuas to iaprova connunications between

g Cent:al'AdminLatration and tha County Hospitals, as woll
as inter dounty cocaunications. The nucher of radios in

‘"the systam has i{noreasad by one = the additional radio

.+ being installad st the ttacta Point Clinio.

: )3'
¢
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NOTIFIED EPIDFMIC DISue--* fn‘ fCAM A Rk APty vy
DURING TIU PEAJON JANCANY 4 - 837 =ers oo +o -
i R T - , Shadg
MORT. BASSA Sinoe tenv - gy ST nouc «':'nm'f
i b oT AL jcoun COUNTY coupy !(‘"'f_‘.’" = [T ,"
RISEASE " VAGES DTHS | 7S [D7IS] CASF: [WTGl e . R
talaria 42072 | 70 1144091 67 {4607 - e
chistoso~ !
| mias R 1031 - - - | s P r
fneumonie | 3147 1151 1781 144 93 4 AR ~ S R R
'eagles 1420 55 6171 52 [R) - B - - [ e T
Iye t are ! .
mieilitary [3125 | | vsof -z | o asef S O] e -
L_ wnoebic : .o . :
}J)\olpra 508 8 507 8 - - - - - - - L. [~ PO I -3 ! - )
yrhaca_ (15379 | 15 | 75644 61 11361 G [N RS N Y e SO LY I N S TN 4 Ak
vicken-poxl 290 ~ 671 - o - - Y = -'_!_ i AL N iy - Oy
ercbro- ' i . H
tinal Men 24 - 1"y - -] - -1 - 2| - - - -0 3 -, ‘ -1 3 |
;i_'\r'i tim : 1 [ ) ]
Jdellow - - - - _ _ _ [ - - -} L
Tever - | ! | P Pl
Lenrony ] 2303 - 2641 - - - 15 =~ X 17| = : 350~V &9 1 an.3 - 32 -
f‘o%lomye- 2 - 2 - - - - - - - - - - - - - - - - "l
etanus 446 1 49 3541 45 .3 1 120 - K 91 ) 10l 2 W1 N (T
Muberculo- H
tsis Pulmo- 726 | 22 620] 20 14 - 12] - 21 2 19 - Al - 8] - 51 =~ 2
hary | -
.xbies a8 - -] =1 - - == Sl - i - -] - 1 - - - -
ertunls
"’hOOPi g 1161 1 3431 -1 30 - 107 - % - 13 - 256 - 103 - 127 - 157 |-
! cough
""nfectious - - - - 1 - - 19 - 1 - - 1 - 41{-
:_H_epatitis 226 141 3 3 ’ 3
mallpox - - =] = = = el =1 _= = = et S had S ==
Plurue - - -l = - - =] - -1 - ~] - -] - = -1 - -1
nchocer- | 102 | -t 370 -f 21 ] =~ i - i -1 -] 3367 - | 319] ¢} 2 - -1-
L.J"!_ﬁj& s ] . 1
1]
B b - - - - -] - - - - - - - - - - -
!r v:elia&"ynhﬂ’ 36 23 10 . 3 ' ' : ] l_l
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NeHL ub CUrSULTANTS: Lite Ntk LViS
LR LAVID FRENICY
Uie WUIFUTIE N*JIKIM

LENULTA U LaTLS oF
CUNSULTI LG nESTGHIILNT 1G-28 JAlUKRY 1979

weven/ VY R

COLSULTATLUL SITES: (139 8 SVIFRTY
Lot
LiLuS
tte
bt
= Slok=SALUUid
. o
‘!g FRUUVELT LUNTHUTS: ) MU CUURULINATUR = IVORY CUAST
[ ‘ e WIGERI A
‘0 S *e TOGO .
}3 ELERN v SENEGAL
3 s RELEVANT GOVERMMENT WND PRUGR/AM OFFICIALS

UND APFRUPRIATE ELUCATIONAL INSTITUTIONS.

v:SSIUNMENT .OBJECTIVES:.. 1. TJ VISIT AND HSSESS THE ON-GOING -

R T PRARMACEUTICAL PHOGRAMS I[N THE IVURY COAST,
NIGERL ks TUGD KNL SENEGAL WillCH ARE DEVELOP-
ING SYSTEMS AND TRAINING FOR LRUG SUFPLY
SYSTEMS AND DISTRIBUTIUN CENTERS, l.E.
VILLAGE Fi{HRAAKCIES.,

2. TU GATHER INFORMATIUN FROM THESE VISITS
CUNCERNING: :

fAs  THE CURRENT PHARMACEUTICAL DELIVERY
SYSTEHMS THAT EXIST AUD THEIR FROBLEMS. |

b . N . S

L. LUOUNTRILS® SUGGLSTIONS FUR WAYS TO
STRENGTAEN ‘TiHEIR FROGRAMS ’

Le  LJCL PULRAACEUTICAL FRODUCTION AND -
Thel 3LNG NEEDLS. . .

Le LETABLISH bASIC LIST OF NECESSARY LRUGS .

) oD TUE CUIVHLENCY BETWEEN AMERI CaN :
FAhmnULENTLOLS 44D TiOSE MuiIUFACTURED
ef UTARR COUNTRILS ERVING WEST AND )
LEUTRAL wFRICese ’

Lo {t) COLLABURATION WITH NPEROFRI ATE WAO

Ritl el ol COUNTRY PERSUNHEL Ty LEVELOP
FLadS FUR FUSSIBLE SADS PHASE Il PROMIECTS
IM THE nKER OF DRUG PURCHASE, STORAGE,
DISTRIBUTIUN, CUMPUIILING, JduVUFACTURE
1L TRALNING OF NECESSARY FERSUNNEL. .

S SFLULeL BAEMRSES TY be FLoCED IN THE SITL
LT SVITABLE FUR Tilk LEVLLUTHALNT UF 4
RELIVNAL FinRMalil TICKL ChFALILITY .
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