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I.  INTRODUCTLON

This document reviews the stale of the art in health planning in
Africa. The purpose of the review is twofold. First, it summarizes
theoretical and practical developments in the field. Second, it
advances the state of the art by identifying gaps between and within

health planning theory and practice.

A critical need exists to bring order and perspective to the
international health planning literature, which includes a host of
both theoretical and  empirical studies. The theoretical
underpinnings for health planning are scatlered throughout the
international  health, planning, and development  bodies  of
Titerature. bampirical stugies are - ,ually diverse in focus,
encompassing epidemiologicai, anthropulogical, economic,
socioloyical, and other analytic perspectives. No stuay, however,
has collated this information to provige an adequate view of the

state of the art, especially as it applies to the African continent.

New paradigms of international health planning are also needed
at this junclure. Planming theory and practice are evolving without
any assessment  of their value and relevance Lo the problems of
health  and  development. Un  the one  hana, planning s

inappropriately viewed as the sine qua non of health aevelopment,

but &t  the  same  time, governmental  planning  lacks the
multidimensional approach requirved for Lhe health needs faced by

African countries. This paper not unly discusses, but analyzes



Current trends with a view to establishing a framework for fulure

planning, specifically addressing three questions deemed critical in

any assessment of health planning {(Bergwall, 1974):

1) Are we adequately planning for changes that will
solve existing health problems?
2) have planning techniques been used successtully?

3) Have the products of planning been suc “ssfully
implemented?

Thus, a general literature review merges with information

specific to Airica to satisfy the following study objectives:

lo aefine the context for planning by examining
health problems of Arfrica;

@ To identify the major strategies being proposed
and used Lo address the problems of health
development;

® 1o dagentity apparent deficiencies in  current
practices in the context of planning and
ueve lopment theory;

® To propose a  planning  framework  based  on

deficiencies ana tuture implications of current
plarning practices.

Scope of the Report

This analysis specitically cxamines the status of national
health planning in Atrica. In the etfort Lo provide an accurate
accounting, however, the review traces the historical antecedents of
contemporary planning practices. Moreover, while the report centers
around nationgl planning etforts, it also discusses innovations in

health planning, predominately found at the project and private



sector levels. Finally, planning trends in international
development agencies, and to a lesser extent, in other developing
countries, are discussed to advance a better understanding of health

planning in Africa.

[t must be added that a more thorough analyses of planning
practices must be obtained by detailed case studies or survey
analyses. This is especially true given that the countries ot
Africa differ from each other. Nevertheless, current trends in

health planning are clearly inaicated.

Report Format

The analysis reviews the lilerature pertaining to health
problems, health development theory, and planning of health systems

and programs. The literature review is diviaea into tour sections.

Section  1: Airican health Problems/Needs defines Africa's

aealth problems and the perceived role of planning tfor improving the

health status of the population. Section 2: Conceptual bevelopment

aiscusses extant uevelopment policies ana health priorities that
have been variously perscribed for meeting health development needs

ot the Africaen population. Section 3: Methodological Developments,

describes the tlechniques wused in the planning and development

process.,
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section 4: Urganizational bevelopments discusses the structural

supporl and process used to implement health plans/and the pianning

process. Section 5: Conclusion and Recommendations summarizes and

evaluates the current status and projected {uture of health planning
in Africa, especially as related to health problems (both current
and projected). Program planning ana training implications are also

suggested.
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IT. HEALTH PROBLENS AND HEALTH DEVELOPMENT

This section reviews the health problems and the role of heallh
planning in Africa, establishing the analylical framework and
providing the context for the report. Specitically, a udiscussion ot
health status, disease problems, and disease influences illustrate
the magnitude and scope ot the problems that must be addressed. A
review of the role and status of health planning describes an
increasingly important agministralive tool, uscu to improve health

status.

Health Status ana Uisease Problems

It is generally known that health conditions in Africa are far
worse than anywhere else in the world. Every index of health status
retlects this, including a higher rate of birth, death, infant
mortality, and a lower lite expeclancy al birth.  Mahler (1980)

identifies the extent of the deprivation:

Whercas the average life expectancy at birth is some
/¢ years in Lhe aeveloped countries, it is abouti b7
in the undercveveloped worla as a whole; in Africa it
is only 49, in Southern Asia, 51... Whereas, the
death rate for children between one and tive is less
than 1 per 1,000 1in most gevelopea countries, it
averages about & in Latin America, 10 in Asia, 30 in
Northen Africa, and greater than 30 in Africa south
of the Sahara. (Mahler, 1980:¢4)

Disease problems span all the main disease groups as described

by Eshuis ana Manschot (1978), namely: 1) genetic (inherited),
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Z) deficiency (shortage of intake of essential ingredients), 3)
degencrative (due to wear ana tear of Lhe body), 4) malignant
(change in cell growth due to mainly unknown causes), and 5)

environmental (moust commonly due to bioloyical organisms).

hmong these, environmental discases are most prevalent in Africa
(and other geveloping countries). 1L has been determined thal more
than 40% ot deaths are typically due to intfectious, parasitic, and
respiratory uiseases, as compared to 10% in a typical industrial
country (Mah]cr,_]Q&O). For example, the prevailing diseases found
in Somalia are tuberculosis, malaria, vesical schistosomiasis,
veneral diseases, intestina) parasitosis, ana nutritional deticiency

conaitions (Abbas, 14979),

bespite  tne  severily ol Lthese  disease  problems, such
envirommental maladics are preventable.  The following mortality
stalistics dnoicate, tor cxample, the preventable deaths 1o Ghang
per year.
Table 1

beaths and Preventable Ueaths in Ghana

Deaths % Prevenlable* # Preventable*

Deaths in chilaren under 5 120,000 75% 90,000
Leaihs in adults and older children 60, 000 LU% 40,000
Total 200,000 65% 130,000

*Those Lhal Can be provented Lhrough adequate primary care ol cost Ghana can
atford.
source:  Kaiser (19775,
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Vetermindants of Disease

Untortunately, health ingices ana data regarding disease
distribution do not totally describe the problems of health in
Atrica. The  scope ol the problem can only be defined in
epidemiologicail and historical terms in order to provide the real

prescription for improvement.

It has generally been posited that increased trade contacts with
Europe  ana  Asia, settled village life, and (especially)
colonialization substantially aggravalea the disease environment as
we know it today in Africe. hhartwig and Patterson's (1978)
historical account of disease in Atrica cescribed the influence of

~ttlement and colonialization. ln general, villoge lite increased
physical contacts and intercommunication amony people, which in turn

facilitated Lhe opreads of disease.

similarly, economic anu  agricultural policies, as well as
development <chemes of the colonial period such as labor migration
(torcea and  voluntary), cash crop production, and wurbanization
unleashed serious health problems.  This included new episodes of
“omallpos, measles, VO, tick-ana louse-borne relapsing ftever; and
familiar arsiases like malaria, schistosomiasrs also <laimed more
victime " (hartwig ang Palterson, 19/76: 6) In tact, the colunial
perivd (particularly between 1890-1930G) has been described as Lhe

unhealthiest periou in all African history.
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This influence of westernization in Africa is a Critical, yet
rarely discussed aspect of the aisease problem. Africans lost
control of the relative equilibrium with their disease environment
achieved over time through various adaptive mechanisms. Hartwig and
Patterson (1978) state that while man's biological and cultural
Protective mechanisms (including Lragitional forms ot health care
technology) have only been partially effective in controulling
disease,

Unless man/parasite-vector relationships were altered by
such factors as contacts with strangers and their
diseases, changes in scttlement patterns, movement into
new ecoloyical  zones, alteration in  modes  of
transportation, or garamatic change in life-styles the
epidemiological ana demographic situtation could have
been c¢xpected to remain rouyhly stable. {p. 4)

It Dbecomes apparent, therefore, that problems of health go
teyona the prevalence of discase  into social, economic, and
political influences of health. Planning uust consider these
factors; moreover, gevelopment strategies must reinforce indigenous
efforts to restore control over modern-day disease environment
through new relevant adaptive mechans ims . (¢.y. health services,

improved nutrition, new hygicne practices).

Thus, the tollowing disease mouel as depicted by Eshius ana

Manscot (197&) 1s also a model for health ana health planning:

\

Mﬁhustn
L4 ‘5]

& *
Agent &4 - -by Lovironment



The host, whose health is affectes by disease agenls anu the
environment, must also be a prime actor in any real effort to
change these disease variables. This cause-cffect relationship is
similar for the other two elements in the disease cycle.
Et fectiveness of health planning and aevelopment, theretore, can be
measured only by the extent to which a balance is achieved amony

these health variables.

Planning for Health Develnpment

Planning describes a process by which available resources are
directed to achieve a specific objective. Rooted in the budgeting
process, plaming mixes gualitative and quanlitative analyses Lo
guide decisivn-making., In other words, it is reasoned Judygment
based on: 1) available intormation, 2) logic of analyses, and 3)
evalualtion of  conscequences ol alternalive  decisions. Thus,
cxpericnce and/or political dogma complement the assorted analytical

tools used in each step of the planning process:

1) identification of problem

2) inventory of resources

3) analysic anu selection ot alternatives
4) priorily determination

5) dmplementalion

6) evalualiun
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While planning is a fairly standard and objective process, its
use varies according to political anu economic environment. Liling
(1971), for example, stated that health planning can be used to

acliieve either social change or broag system maintenance.

Social change and broad system maintenance are typically
antithetical appruaches. systems  maintenance is  gencrally
requlatory ana constraining. It tunctions to limit health demands,
to distribute scarce health resources and to make only narginal
agjustments in existing heallh conditions. o this way, resources
are treed tor other national priorities, such as {he military,

agyricultural, and industrial development.

Planning ror <ocial change, on Lthe oLher hand, seeks Lo ensure
tong-term Tasting  dmprovements in health  status  ana  disease
problens.,  Tnis requires a depuliticized asscssment of the problems,
a coanprehensive assessment  of  developwent alternatives, anu  an
objective, realistic determination of priorities wilhin reso.-ce

constraints.

In general, health planning is a potentially valuable tool to
chanye the health status ot the population. It can tackle short-run
health and heolth-related problems, such as the lack of a health
delivery system or basic meaicul care. It can also help develop
eftective sliategies Lo cstablish equiibrium between the host-

agent-and-crvironmental giscase triad,
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Health Levelopment Planning in Africa

lo assess the state of the art in health planning in Africa, one
must review  conceptual, methodoloyical, and organizat.ional
developments, cach representing a critical aspect of Plaiming  and
intricately relating Lo one another. They have attaineu, however,
aifferent levels of development since the post-colonial period, and

this hinders a cuncise accouirting ot the state of the art.

There is typically a significant lag beiween health development
concepts  and health  planning, as well as health planning ana
implementation. Segall (1972), tor  example, notes these
discrepancics  in the  health  policy, plans, and  prograns  in
Tanzania. As a socialist-oriented country, lanzania maintains a
strong govermment controlled service delivery approach to health
despité ils  precepls  of  social  and  human deve lopment through
communily  purticipation. Moreover,  while  the country  cspouses
deveiopmentl of peeventive and raral services, resources dre lilanned
and directed inlo curative, hospital services.  Such ciscrepancies
exist throughout Africa, as evidenced by cextant health plans and

budgety (e.q., ULUHEW, 197b).

The state ot Lhe art, theretore, consists of varied theoreticai
and strategic approaches to health development. health philosophies
and policies are predeterinined by the prevailing political processes
of the country, and cven more  realistically by international

deve lopment concepts formulated by mulli-ana bilateral deve lopment
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agencies. Health plans and programs, on the other hand, reflect the
varying organizational ana methodological resources of Health
Ministries and National Planning organizations.  There is no

approach to planning health development which consistently matches

health nceds, heallh priorities, and health resources.

The following scctions describe Lhe conceptual, methouological,
and organizalional developnents  in national health  planuing  in
Africa, centering around the assels and deticiencies within and
among these three dimensions of  planning. The policies and
priorities, techniques and  implementation strategics for health

development are encompassea within these subtopics.



CONCLPTUAL DLVELOPMENTS: HLALTH PULICILY AND PRIURITIES

Greater strides have been made in the area of healtn deve lopient
theory than in either the orgenizational or methodological aspects
of planning.  The Titeralure reveals the existence of primarily
threa health aevelopment cuncepls: 1) Lhe health
service/ it rastracture approach, ¢) the cculoyical apprroach, g 3)
the human rvesource approach.  Lach purports Lo dmprove the heallh
status of the pepulatiun.  They aifter, however, with respect to
perspectives on health needs ana development strategies, resulting

in an amalgamation of policies and priorities,

The three conceptual perspectives on health development energed
in evolutionary fashion. Ditterent  historical, political  and
economic realities underlie the conceptual differences, which are in
general, mnanitestee in Lthe transition of  heallh planning from a

professional-inaustrial to social moge (Levin, 1981).

Despite tneir evolutionary origins, these health development
concepts eaist  concurrently, and together represent the
state-of-the-art in the aerinition of health policies and priorties
for planning purposes.  Moreover, cach can be viewed as necessary
ang legitinate for agdressing Lhe multiple, complex health problems
of African countrics. In fact, Swith (197%) diccusses the value of
detining prioritics trom Loth user anu provider perspeclives,  and
within Lhe context of need, 1elt need, and demands.  Substantial
work must be dene, however, to plend Lhese concepts into a coherent

health development plaming strategy.
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Health Services/Inf-astructure Approach (HSI)

The prevailing health improvement strategy found throughout
Africa today focuses on ageveloping Health Services
and/Intrastrucutre  (HSI). Western concepts of health care,
juxtapcsea to a glaring absence of modeérn health services and
service systems, forced this cevelopmental perspective. Moreover,
the availability (or lack) of meaical care services and other health
resources readily lend  themseives Lo conventional  development
planning Lechniques.  In essence, the HSI approach primarily focuses
on the demands for an organized form of health care as the more

legitimate and ecasily quantifiable inuices of health neeas.

Health Development Perspective

The health services/infrastructure approach views the quality of
meaical  care  services  and  its  support  system  as  the  major
determinants  of  health  status. The  tenets  of  conventicnal
gevelopment  planning, which permeate all sectors of Lhe economy,
greatly intluenced this perspective.  This dis in aduition to the
tropical meatrcine concerns that flourished in the earliest periods
ot international healtin developinent.  The<z iragitional concepls of
healtn and development, while waning in importance in theory, still

underlie the current thrust of nalional health planning in Africa.
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Coombs (1960) aptly describes the assumptions ot conventional
economic development concepts that have influenced the HSI approach

ts health develupment.

e Ly concentrating deve lopment efforts on the
modernization and  industrialization of major urban
Cenlers, shockwaves would soon radiate out across the
countryside, triggering a dynamic and self-sustaining
process ot rural development and thereby minimizing the
need tur direct guvernment intervention and investiment
in rural areas.

¢ Agricultural ugevelopment was the essence of rural
developnent and should be given top priority in any
rural investments,

¢ Lconumic anu social deveiopment represent distinct and
separate processes, and thal sizable progress on the
former must  precede any signiticant progress on the
latter,

¢ Villages ana viilagers arz all more or less alike,
herice  solulicns  appropridte  tor  one  would  be
dpprupriate to all,

o The most efiective anu el ficient way to organize and
deliver rural services was by separate specialties,
each having its  own indepencent  “uelivery system"
runriing downward to lhe rural areas from a special.zed
ministry and ils subdivisions in the capital city.

The opplication of these principics within the health sphere has had

far-reaching implications. Speciticaily:

1) The goal of cconomic efficiency predominates in
this health dcvelopment  Lhrust, given that the
bulk ot available resources goes into olher
economic sectors.

(%
~

A Provider-consuner dichutomy in tiecallh
development  prevails  owing Lo an isolated,
narrowly detined view of health in the deve lopment
Irocess.

3)  Upgraaing health facilities, manpower, technology,
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drugs, and other resources constitutes the primary
task, given the capitai/physica) investmant
erceptinn of development and the perspective that
asic health needs will be met by Tlarge-scale
development in other sectors.

Finally, the heavy influcnce tropical medicine has had on
international  health development keenly influenced the health
service  priorities ot the Wyl cpproach. Specitically, the
Principles popularized by tropical medicine were that (Scrimshaw,

1974):

¢ Agents of disease are sufficient Lo understand its
causation and to desiyn proyrams for  its
prevention;

¢ FPrograms of preventive meaicine ana public health
are 3 luxury until medical care has been provided
Tor acule conditions;

¢ liogern health care is a priority need in all
societies, and is re<poncible  for  reduced
mortality rates;

o Puor people have Lime Lo wail in clinics.

The validity of these traditional concepts have been denounced
i recent years.  Lubstanital evidence exists demonstrating thal not
only have they failed Lo improve the quality of Jlife for the
population, bul they have alsu  exacerbaled  Lhe problems. Ihe
indices include, amung aer things, greater  rural-urban
disparities, high unetiployment, and increasing numbers ot fanilies

living in absolute poverty (Coombs, 1950).

While Llhe perspectives ang even some practices have changea,

current efforts still focus on improving medical care and the health
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infrastructure. They represent important components of the health
developnent process. Both the availability and utilization of a

modern health delivery system are essential to improved health.

Scope of Work

The HSI development process is multiaimensional in scope. Uver
the years, different geographic and demographic sectors as well as
torms and techniques of hearlh care and infrastructure developnient
have had priority. Gish  (1Y7Y) traces three major development
trenas: 1) hospitaly and medical schoals, ) immunizations, ana 3)
rural dispensaries. Lach thruct has its own rescurce demands.
Moreover, toth the traditional and contenmporary approaches preoccupy

the nationul planning efforts of Health Ministries even today.

Mudeirn  heallh Toirastrue Lure Levelopmert. A modern health

intrastructure, with sophisticated facilities, manpower, and other
‘esources has traditionally ana continues Lo be the chief heallh
development concern of  lealth Ministrics. Historically, these
urban-centered,  hospitial-based, curalive meaical  care syslamns,
designed Lo satisy the demands of the well-Lo-do (Mebster, 196Y),
were doter jJustilied Ly convenbional deve lopment concepls basea un
the philosophy that majer capital investments in the torm  of
modernization in all cectors woula improve the heallh status of Lhe

general population through a fillering-down process.
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Although its efticacy has long becen denounced, development of a
sophisticated health scctor in rastructure still enjoys popularity
as a policy directin,  Many couniries continue to need and want
meaical  schools, laboratories, and hospitals.  boreover, it s
commonly recognizea that most available hedalth resources go into
developing and maintaining such tacililics and cervices,  Ghana, tor
chample, places Lu% of Ly heallh resources  in curative, urban

bealth tacilities compared Lo 17.4% tor public health (LSUHEW, 1975).

saine health protecsionals even support the continued developuwent
of & modern, sophisticated health sector. The rationale ircludes:
1) a steadily increasing  rural-urban nitgration  which  appears
irreversivle, and ) the overutilization andg understatfing ol
hospitals resulting from the inadequacy of regionalized referral
systems (England, 1978). In adaition, physician specialists such as
psychiatrials are needed in the face ol growing
vteupationel/industrial and urban-relabed ilhaesses (Mabler, 1980).
Finally, a physician-dominatea health system and continued emulatinn
of western health slanaards will wake this option a tact of life for

a long time Lo come.

lmriizalions . Tsiunizat ions appeared next in the

service/infrastructure  development  process. Initially the only
public health  service avallable, dmplementalion  of  comsiunicable
disease control represented a majov function ot health ministries

and international agencies alike. Infectious diseases have beon



-19-

described as Lhe world's greatest threat (Lancet, 1970).
Accordingly, smallpox eradication and other immunizalion pPrograms
were underiaken by the WHU since they were deemed important to
worldwide health (Makler, 1950). Similarly, Ministries of Health
planred  expanded  disease  conlrol programs, including malaria,
venereal diseases, tuberculosis, and other categorical/vertical

programs, adminictered through occasional rural mobile health units.

This emphasis on uisease episodes are still prevalernt despite
the holistic view ot health accepted by WHU more than 30 years ago
(Martin, 1975; Waldheim 1975). A survey o!f health priorities in
poorer countries, including many in Alrica, revealed overwhelming
concern to prevent una control communicable giseases (Swith, 1975).
International development agencies also rank this high amony their
ubjectives; it was one of four internctional health priorities of
the U.S. Agency for International beveicpment. (USAID) in 1980 (AlD,
1960).  The administration of communicable discase control programs
has changed, however, to reflect the latest emphasis on basic health

care services on a countrywide basis,

Rural Health Lelivery System.  Finally, strengthening rural

health delivery systems is the most recent trend 9 vervice/

infrastrucbure  development . Mrican  governments  have  incieased
etforts to make health care available Lo all as a matter of right.
This  emphasic  responas Lo growing  healuh  demands  of  rurdl

populations, coupled with limited rescarces (WHU, 1971; Rice. 1406;
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Fendall, 1963). Specitically, Webster (1969) cites high populalion
rales and high cost of hospitalization as faclors which necessilabe
control in the demand and cost of heallh carc services, and a shift

from tragitional nealth care aelivery nmiethoas.

Unquestionably, servicing  the health demands of  rural
populations represents a magor undertaking owiny to underdeveloped
systeims of public health and a wmoidel ol health care reflecling
vestidges of an inherited colonial slructure and ils values (Kumbaut,

1979).

Specifically, the problems found in Ghana typity those found

throughout the continent, including:

& ooy manaycmenl
¢ maldistribution of facilities and manpowe;
¢ puor planning and evaluatiun of health services
o shortages of manpower
o lack of supporting services
9 uncoordinated public and private health and
other sector servives.  (Kaiser, 1977)
Accordingly, the scarch Lo capand health services into Lhe rural

areas is a long, arduous one,

To anelivrate Lhese inadequacies within the confines of Timited
resources, o comprehenvive  rural delivery system is  yradually
emerging  throughout  Africa. This incluaes  a  regionalized,

hospital-based pyraciidal health facitily networck which increases in
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sophistication and level of health care from the periphery to the
center. Moreover, integrated health services are aeveloping to
replace vertical health programs that <iypically fragmentod the
health care delivery process.  As in the case of most nther Arrican
countries, Tanzania has, for ciample, instituted maternal and child
health services, including iummuniration, general health education,
and nutrition evaluation as a prerequiste for curative care (Hart
1479). Finally, just as with Ghana, there is a renewed emphasis on
decentralization with responsibility for both the formulation and
implementation of plans and budgets placed squarely in the hanus of
divisional and regional heads of Ministry (Kaiser, 1970). In
essence, broviding basic health services to a wiger cross-section of
the population has replaced. at least in principle, previous

western-oriented delivery systems in virtually every African country.

In sumaary, the country-wide development of a basic rural health
infrastructure  illustrates the significanl  progress that has
occurred since the HSI approach was first introduced in Africa.
Substantiai work vrewains Lo be done, however, with respect to
resolving  conceptual  deficiencies in  the vrole of health
intrastructure and medical services. Of primary concern is the need
to settle the rural vs. urban infrastructure development conflict.
Past ana current inequities in the heallh delivery system must ve
resolved while simultaneously anticipating future needs. Also, the
inherent concern 1or disease as the rool cause of health problems
mist change,  There is @ need Lo recognize the basic limitations of

the health services/intrastrecture approach as Lhe 501 Straleygy for



improving the health of the population. Some of the problems have

been described by Davos (1979) as beiny:

¢ Paternalistic because it gisassociales public
opinion, belicefs, habits from expert recommendation.

¢ Analytic because it failg to stuay goal
interdependence as it relies on scientific method.

¢ [Keaclive because provides answers to problems that
have been detined vs. problems that may be generated.

® (uantitative bLeceuse it rejecls qualitative concerns
ot the public.

In Tight of these limitations, the ecological heallh development

concept has surtaiced.

Lcological Approach

The ecological approach is current in international health
planning  theory; while it stiil  emphasizes delivery of  health
services, it expands the concepl of  healih beyond the service
delivery system.  Conditions of poverty and the environmenl are
tackled i an eitort Lo Wprove  the  health  status of  the
populaticn. The iotent is Lo consider cost-effectiveness along with

etriciency in Lhe planning and development obgective (WhU, 1974).

Health Development Perspective

The eeolugical approach reflects a holislic view or health,
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distinguishing Lhe demand for personal heallh  services from a
greater concern for addressing the needs of the population. These
needs are typically predetermined by development planners, as in the
HST approach. The ecological perspeclive, however, is said to allow
inclusion of social and economic programming in  the heallh

development process (Tanner ).

the reciprocal relalionship between health and social cconomic
developnient was tirsl noted in the tate 1960's. In a review article
on Lropical (environmental) conditions anu health, Mayer and heva
(1967) recognized that climatic conditions are nol Lhe singie or
most contributing aspect Lo Lropical diseoses.  They note  Lhat
vector-borne infection, nutritional wneeds, waler requirement, and
malnutriticn are  "“products ot poverly, iynorance, and  social
disorganization." The scope of their article is somewhat limiled;
they maintain a “victim or person Ulame® atlituoe thal was Lypical
auring that twee of their wrilting (und cvident Lo a lesser extent
today). They 1ail to aadress the struclural causes of poor health,
such as inadequacivs of  the health system itselt, asymmetrical
relations Lotween Lhe haves end  have nots, and more.  They do,
however, otfer a broader vicw of heallh, ana Lhe factors that impact

it.

The iniluence of sucial ana cultural taclors on health  was
ciphasized  furlher in a 1968 article on nutrition  education.
(Copping 1ybt)  The author, noled a profowid etfect of cullure on

practices related Lo fooa and nulrition Lhat dircclly aftect
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health. It was further determined that nutrition education planning
that kept cultural considerations in mina will find its solutions 1in

agriculture and economics.

since Lhe 1560's numerous articles have been written in support
of a comprehensive ecological approach to health development. These
Papers revealed the problems of health to be related Lo su.h factors
as low incomes, limited clean water, low standards of hygiene (e.g.
Gish, 1479). The requisite solutions inclvues health educalion,
better housing, environmental sanitation, wider medical coverage,
active participation in heallh care delivery ot the local level; as
well as  dmproved drrigation, ecconomic productivity and overall
standarda ot living (Oyenaue, 1977; Farah, 1970). Faras's view of
Somalia's heslth congitions mirrors those found throughout Atrica;
i.e., Lhe problems anu yoals of health represent a complex pattern
of inlerlinked problems which vrequire a comprehensive health

development stralegy.

IL cannot be Teft unsaid, however, that a key factor to the
acceptance of the ecolugical concept relates to its economic value.
The cuost-ericctiveness ol Lhis puerspective  way  recognized  and
discussed within WHO as carly as 1966, Low lovels  of income,
heallh, healih services, and healih MANPOWer required was Saia Lo
require an capanded role of heallh 1o Lhe ceonomy.  Approporidgte
ntegrat ion would  iaprove hcalth, while At the <ame Lime mak 1ng

efficient uce of resources (WHU, 1975).



Scope of Work
A multi/intersectoral approach to health deve lopment s the

primary focus of ecological planning approach. Several strategies

have been tried Loward this end.

Health Components of bevelopment Projects. Introducing a health

camponent of a development project represents one of the earliest
concepls ot integrated health planning. It  recoygnized that
development project: frequently caused additional health problems
and, to a lesser extent, adaressed the reality of the health
influences on utilizing lang, labor, and Capital. Most importantly,
however, integrating health ints agricultural, mining, and public
works  projects acknowledged ana  upheld  overall objeclive of
efriciency sna  yield o1 investment  (Trei, 1975). This was
acrimoniously described in a 1974 Wh0 report which argued: 70 raise
the Tevel ot health simply for the sake of improving heaith would

amount to a free distribution of a luxury commoditly.

Basic hecas Approach. The integration of health with other

aspeclts ot wocial and economic development received its yreatest
petuns in the wia 1970's.  Malti-and Lilateral agencics redesigned
their development assistance programs Lo consider health deve lopment
within its trugaer and more Fundamental socioeconumic conteal. For

example, in 1975 the U.S. fgency tor International Leve lopment
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declared the "Basic Human Needs Approach® as its new deve lopment.

assistance thrust, defining Lhis strategy as:

A massive, multifaceted rural development effort aimed al ...

the neeas of rural people, including such diverse fields as

education, health, nutrition, agriculture, family planning,
occupational skill training, child care, and women's programs

-- ftields usually trealed separately by planners, operaling

agencies, and rescarchers (Loombs, 1980).

The <tatea objective of the basic needs strategy is to enable
poor people better access to Lhe socioeconomic benefits of
developiment.  Accordingly, new project design  requirements  were
implemnented by HUSAIU Lo increase Lhe communily's involvement in and
benefits from development prujects.  Social soundness analysis were
fiahdaled to "examine Lhe distinclive social and cultural fealures of
Lthe people who would be affected, and the social implications for
them of the prospeclive design® (USALD, 1981).  The estublished
social souwnaness criteria determining feasibility were: 1) mutua)l
adeptability Letween people andg project; 2) realistic likelibowoa for
people  to  parlicipste, 3)  potential spread  effect, and 4)
distribution of benerits and casts (bid). These developments and
others led Lo three new concepls in health development planning and
programiing: 1) primary health care, 2) integrated rural ana
community ocvelopment, ana  3) integrated health policy planning.,
Lach rocuses un an ecological perspective ot health, varying only by

level and type of prugraiming soughl.
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1. Primary Health Care (PHC).

Primary health care programming, currently the major thrusl in
integrated health development, is an extension of the rural health
intrastructure Gevelopment strateygy of the HSI approach. 1t expands
the concepts of health care delivery, however, by coordinating
preventive services wilh  curdabive health services at  the rural
level. The strateqy emphasizes basic services, such as clean water,
basic medicine, disposal wewage, health education, and hygiene
(waldeheim, 1975).  Thus, the most critical ana basic components of
health, public works, and eaucation are brought together primarily

to reauce the prevalence of high discase patlerns.

The dntrastructure  tor  PHC  incorporates  limited  resource
strategies.  Village or multipurpose heallh workers selected from
the target community assist in the scrvice delivery process.  This
represents a Timited form oi communily involvement, while at tLhe
saie  Line constitules an  ineapensive health resource. Moreover,
othcr auxiliary health workers as well as a pyramidal system of
health  tacilities, referrals, Supurvision,  and  Lraining on a
regional bLasis turther reduces the cost of & medern health system on

4 Country-wide Lasis.

Tne Fh concept represents a gianl step coward a more realistic
gna meaningtul approach towards hwealth development, Lhouyh suspicion
and criticism have been raisea against it.  IU is said Lo be merely

a strategy to control demand and reduce costs while extending drug
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distribution (Molin-Guzman, 1979); and indeed, low cost aqelivery
systems have been supported in the interest of allowing for greater
capital investment resources in other areas (Archorya, 1981).
Nonetheless, PHC is a first slep in inplementing a sociocconomic
health aevelopment program, and also gives greater recognition to
individuals as prime actors in planning for their own waealth and

general well-being.

¢. lIntegratea Kural and Community bevelopment (1RCD)

IRCU  is  another, less  expanded, socioeconoiic developnent
concept, Lenerally,  however, it expanas  the possibility of
integrating health with other sectors of the econamy, including
agricultural, pubiic  works (roads and  communication systems),
industrial, and other projects primarily at the dislrict Jlevel.
wUth prujects are jointly plannea by oistrict of ficers within cach
sector of the cconomy Lo ensure thal adequate health programming 1s
includea.  This may occur on a project hasis or within the total

dgistrict planning struclurc.

3¢ nealth Policy Flanning

Finally, integrated health planning  at  the national  leveld

represents the Jeatt Leaed and wost sophisticated ecolugical health

aevelopment strategy.  The focus accentuates Lhe necd Lo plan ana
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develop health policies that appropriately consider the interacling
aftects or other development activities on the status or health.
The intenl s to achieve Lhe most efficient, cost eftective

allocation of development resources.
Thus, slacked against competing seclor interests Ffor 1imiled
Tinancial resources, national health policy planning through the use

of simulation has been said to:

o facilitate integratea development planning;

®© isclate effecls expected  from program  options
given ditterent budget Teveles
& idintity Lhe coumbination of Proyran components

that ere most  etfeclive in reducing  health
provlens at stueted budget lovels; ana

& rank preterred  allernatives tor health  status
nproveinents,  (Grosse, 147Yv)

Methodolegive wnpluyea by Grusse are discussed in more detail in a
tater section.  The key iwsue here is thal  the application ot
nationsl  health  policy planning within  any particular country
remaing  an unresolved  and perplexing dilemma.  Urganiczationa) and
methudolugical constrainty curcently found witkin Alrican countries

(eege, lack of dnformation) Vimit its use.

There are alvo wedkncsses inherent in compuler assisled macro
level policy planning,  Une uverriding probden is the veliability
and  vaiidily of  agyreyate  modeling o ditterentiating  health

progratiaing needs al the jocal Jevel, Given varying scoic-cultural



Practices and resources. Habichl ang Kerman (1980) aumonishea that
without testing the routine effectiveness of the prescribed
interventions un pupulations ana costs, the mouel proposed by Grosse
15 more onplanatory thon prescriptive, which limits the policy

conclusions thal can ve drawn.

An inadequate  definition and measures of health, ana the
heterogeneity of agyregrate statistics were identified as variables
that  Vimit meaningful  estimates of relative impact of varicus

intevventions.,

Human Kesource kpproach

The Teast establisheu, yet Lheoretically most viable health
development  concepl  is the Human Resource  Approach (MkA).  This
strateyy  conviders  the vole of ndividudals  gs pivotal Lo Llhe
planning ana development ot appeopriale health interventions.  HRA
concerns iteelt, in theory, on Lhe real needs of the pupulation.
The wnolion thal developient depends on Lhe widest and fullest
participation ot exisling  human  resources s now wiiversally
aCeepleds In faclk, Lthe HKA appears Lo be Lhe health development
trena of the 1960's. beve bopment practiclioners and Lheorcliciang
strongly difter, howevor, on bolh the interpretation and application

of Lhis heallh gevelopment concept.
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Health Development Perspective

Varying porspectives regarding the role of human resources in
the development process can be  tound throughout the Tliterature.
These Lerspeclives can  be delhineated into two broad cateqories,
catalytic ana holistic, the difference relating to the amount of
autonomy ol lowed midividuals/commnnit ies in - controlling  ona

directing the developnent process.

Latalytic Perspective.  The catalylic perspeclive is dominant in

the Tliterature, Its prevalence slems fTrom conventicnal  human
resource developient  iageology, wherein selected inaiviauals are
viewed as prime agents or facilitators of a predetermined
development strategy.  wore recent variants expand the facilitating
role Lo dnciude a team of individuals, but still limit the extent Lo

Which individuals detine Licie own beallh needs and priveitic,

Human resovurces have histerically played an important, albeit
limitea, role in the health development  process.  For exanple,
Creating a cadre of trained health professionals was considered
essenlial  for  large-scale modernization ol Lhe  health system,
Upgrading the general educalional levels of the populaticon was also
decmed necessary 1o expedite the (often radical) social chan e
process indicalive of  weslernization. Thus, inaividuals have

primarily becn beneliciaries of educalional and manpower deve lopment
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efforts so Lhat they can contribute meaningtully to their nation's

developnent.,

Today, there is considerable support and justification for wore
direct participation of individuals in identifying and meeting their
own development  needs, particularly with respect to health.
Hochbaum (1969) summarizes the value of ¢iving consumers a ygreater
role in Lhe planning and  development process, considering it the
best  avenue tor eliminating  slructural constraints to the
utilization of health services. When o these  dre  removed, more

adequate health services can be established.

Uther scnholars  discuss Lhe basis for this rationale. As
traditionally viewed, increased involvement of grass roots people
helps to mirimize conmunity resistance Lo innovation and Chanye,
Moreover, several authors note thal plans can be realized only at
project or community  levels, given the traditional beliefs and
practices of the local population (Farah, 1970; Ahmad, 1978). For
example, family planning atltitudes or nulritional habits are clearly
culture bound and impact the delivery of health proqrams (Copping,

T968) .

selt-care in health represents  the latest human  resource
concept, and can realistically be considered the health concept of
the 1580's.  Selt-help strategies give greater responsibility for
health Lo dndividuals, although some collectivily of ingividuals is

also consiverea appropriate. The rationale appears to cmancte from
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two perspectives. AL one level, the extent to whicn individual
tabor and wmaterial contributions can be  harnessed for  heallh
purposes  increases total  resources availavle for  Lhe health
development process. AL another level, however, the extent to which
individuals can contribute, particularly financially, to their own
health infroastructure is viewed as the only practical approach to
providing health scevices (APHA, 198¢),

Criticism has been levelea again.i self-care straiegies Similar
Lo Lhase vaisca againsl primary health care.  That IS, it is viewed
a5 a4 wdy of the government to abdicale its responsinilities. Louis
Tanner ( ), for example, sces selt-help as a requlatory device in
which plaining allows tor only marginal adjustments within the
existing system. Gish (1979) also notes that "lrealth by Lhe people!
projects divert attention away from  the inappropriateness of

existing heaith carc.

A more uerious concern i the facl thal Lhese perspeclives,

despite their potential value, still underutilize individuals in

directing o gevelopmient.  process in their own interesls.  Many
scholars ana  health protessionals advocate a more penetrating

holistic human resource appruach to health deve lopmant.,

holistic Perspective. A vecent article on economic deve lupment
tor dhira korld Counlries uescribes the holistic  humar resource

approach to development:  Levelopment js the untolding of people's
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inaividual and social imagination in defining goals and inventing
ways L0 approach them. Development is the continuing process ot the
Yiberation of peoples and societies. There is development when they
are able tu assert their dutonouly and, in selt-reliance, Lo carry
out activities of interest to them. To develop is to be or to

become.  Not only to have. (Science, 1980:60)

Uther authors have gone further to describe the prerequisites

for tnis development strategy.

Genuine development necessarily  involves changes in
relationships among people and in iheir power to control
productive resources. DUevelopment is a sccial process
in which people join together to build economic and
political nstituticns serving tue interests of the
mejority. In that process, more ana more people unite
Lo acquire the knowleuye ana techniques Lthey need to
develop  their resources and free themselves  1rom
neealess hunger, aiseéase, and ignorance.

(Lappe, Collins, & Kinley, 1980)

Heallh status, din particular, has been found Lo necessitate
changing power relaticaships so thal the poor can direct the health
development process Lo Lheir own necus.  For example, ¢n enpirical
study ot political-econunic systems on Lhe aliocation of healih
resources round that hedlth status is determined by: 1) political
and economic accessibility, and 2) health ideoloyy (societal vs.
ingividual). 01 the two, economic accessibility was determined to
be paranount. In the words of the author, “when groups have
relatively cruitable access to economic resources, all groups have
potential to influence political ana private arenas" {Haignere,

1979).



Unfortunately, substantial poiitical, econunic, and
methodoiogical tarriers hinaer ihe implementation of this idealistic
goal. From a volitical and economic standpoint it would be
necessary to make the conceptual link between tactors such as
poverty and racial discriumination, and the <tiology of disease
(Molina-Guzman, 1Y79). Few governments, however, are willing to
make such  sweeping  assumptions  in ifs political-economic policy
mak ing, nor ao thoy wish Lo relinguish control of such policy
decivions.,  To stay in power, and Lo wuse economiCc resources Lo
maxiwmize ubility by stimulating proaguction and  consumplion of
private ana public goods constilute the major objectives of ruling

powers.  (bBull 1u7g).

From a resource aliocation perspective, this stralegy is the
most  Mindirect" way of  addressing the wmultifaceled problems of
health Lhat exist. Therc is no insurance Lhat resources are being
pul. to  the most efficient and effective uses.  Moreover, this
approach tents Lo dety syctematic planning ana development theory.
There is, in fact, no extant wmethodology for human based development

strategies.

Scope of kWork

The scope of work Tor actualizing the bhuman resource approach,
while theoretically nmore simplistic, is nontheless difficull Lo

achieve, particularly tor national health planning purposcs. It
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requires stimulating and channeling community input tor development
purposes. This is less difficult tor catalyst than for holistic

perspectives.

Catalyst Perspective. Primary lealth Care (PHC) and Selt-Care

programs are the two current strategies used to garner community
participation n  the nealth  developnent process. As  mentioned
earlier, tic use of medical auxiliaries who are indigenous Lo the
target  population and  who are  culturally, Tinguistically, and
educationally n tune with the community is the core element of
PHL.  fnis offers several in that it: ) it avoids the typical
status gap between the consumer and provider, 2) it lessens the
aitficulty in getting messages across to lower socioeconomic groups,
and 3) it increases the capacity to lreat discase and heal Lhe whole

person (Rice, Tubu),

Frogramning tor selt-care has yet to be tully established, but
there are signs of ils impending future. For example, the current
prevalence ot selt-care i now being  documented.  Levin (1961)
discovercd  that  between  o5-85% ot the U.S. population uses
self-care, 1.e., individuals tunctioning in Lheir own behalt in: 1)
fhealth  maintonance  and  disease prevention;  2)  selt-diaynosis,
preseriplion ong Lreatment; ) pabient participation in prutessional
care.  based on his findings, Levin advocates constructive planning
and  programing Lo promote selt-care clitorts which maximize Lhe

health resources of individuals, tamilies, and comunitics - Lhe
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social resources in health. He notes that this requires a new 1orun

for health planning allowing tor maxin um individual participation.

In aadition, Robinson (1Y81) examines the admirable success of
self-help groups such as Weight Watchers, Alcholics Anonymous, and
non-sinokers groups in the U.S., noting that their high degree of
success justifies their utility in promoling community involvement
in self-carc. self-help  groups are effective in: problem
tgentitication, intormation excnange, and gestigmatization, the only
problem being the fact  that  such groups can  stagnate as

organizational entities rather than becoming a way of life,

While these studies are principally U.S.-based international
reports are appearing in the liteérdture. First, the extent of
self-care in Africa is well-documented in cases where westernized
heallh  services  are nol  available Lo the magority ot the
population., Miviam here (Cited by bBlack, 1972) Tor example,
determined  Lhat  75%  of kenyans  are  locking  daf ter themseives,
delivering their own babies, and so on, because 75% of the people

dare not in contact with modern health facilities.

specitic informetion uueful for structuring self-care aclivilies
15 tound i o recent vlutdy by Lhe Amcrican Public Health Association
(AFHA) oo community Financing of  health care in developing
countries.  wunlracled ana prepared for ULALL, the stuay iuentitied
resources available Lo individuals and comunities that can be

applica to the health care dedivery process.  ihese resources
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amounted to individual labor, land, and Ccapital in the construction
ot health aispensaries, communily health projects, and salaries of
meaical ausiliaries. Mo ¢lear strategy eaists, however, Lo ensure
major community invelvemcnt and the improvement of health standards
in view of, the meager heallh rasources characleristic ot most rural

Atrican areas.

Holistic Perspective. Little significant work can be founa

which daentitices a strategy for dmplementing the holistic human
resource appirgach.  Some ansight, however, can be gleaned from Oscar
Gish's (1979) analysis of the health development process in which a
more raGical perspective on Uhe rode of  Lhe community i Phi iy
of fered, specitically, he reColinenas MaL imuin Cosnun Ity
selt-reliance, and  participalion  in Lhe planming, organizing,
operalion, una conlrol of PHC (Gish, 1979}, going far beyond the
typical call for a few Lrainei “Community/village health workers,"
or olher cumunity reprisenlatives in the delivery of primary health
care.  Lish intimales a decentralization of conlrol over resources
1 the planning of privary heallh needs, based on Lhe arguient that
health cannot  dmprove Ly ucdical systems  alone, bul by broader

social and ecunomic change, such as social and property relalions.

SURIMGY Y it rglysie

this  section guirensed Lhe irst  research question: e we

adcquately planning for changes Lhat will solve existing health



problems? A frank answer al this juncture would have to be "Ng"!
The varying health dacvelopment concepte  and  related planning
pricrities and policies fail Lo consider shorl-Lterm needs Juxtaposcua
to long-term goals reflecting of Lhe adelicate balance between the

magor elements of the disedst cycle.,

Againsl o backgrouna ot health  problems prevalent throuyhout
Africa, o Journey Lhrough various bodiecs of  literature elicited
three aistinct but interrclated appruaches to health deve lopnment
1) health services/infrasiruclure (HS1), @) ecological, and 3) the
banian resouicces approach (hikAj.  Each ofters ditferent perspectives
on the factors most influencing health status, and the related
development  strateyy.  while  cach dpprouth  can be considered a
legitimate  strategy tor changing conaitions of health, each is

deticient when assessed alome,

Health LervicesIntrastructure (HS1) s primarily etfective for
protecting the host from Lhe diseast agent  through, tor example,
imunization and chemoprophylaxis. 1L alsu attacks the source of
hosl-borne doleclions through Lthe treatment of individual and mass
CubCu.  Hol, howevir, Ga o wdy aduresses Lhe broader human  and
enviromientol  sspects of  the discase e ad, which more directly
focuses on disease Lransmission, discase prevention,  dandg  health
promotion process.  bmpliasic on the wmore inmediate  amelioralive
health intervent ions Frequently obiviales  Uhe long-term health  and
well-beray o the population.  1U can wonctheless b viewed oS d

Teyiluiate adapbive mechanisi borrovwed 1 rom wiettern cultures to Le
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applied to substantially different disease and socio-cultural

environments.

The  ecological approach provides a more ettective health
development plan for solving existing health problems. Its greatest
strenyth resides in the fact that it properly places health within a
socic-economic context, through integra’ d programming such as
assorted integrated rural and community development cstrategies. The
plan is Lo attack the disease source, interrupt the transimission
cycle (e.g. via environmental sanitation,) ana to protect the host,
all within the Timits of available resources. The chief deficiency,
however, is that the government still assumes primary responsibility
ana contrul of health and socias development. Questions of economic
and - other  resource  constraimts  preclude anything more Lhan 4
representalive involvement of the communily. Lbven this is primarily
limited to the service gelivery process.  The development plan fails
to ensure autwiumy and self-reliance nceded to restore and maintain
huign/community control over the disease environment. This promotes
a dependency posture ot man not only on the ernvironment, but on the

governient,

Finally, the buman resource approach addresses, in theory, the
need ror sclf-reliance Lo altain lacting health beneflits.  The
Ppraciical applhicalion ot thiy dpproach,  however, does nol  extend
beyond perional health care concepty in which individuals apply
their own land, labor, and capital Lo Lhe heallh care delivery

process.  Mhis contrasty with the need tor gaccess Lo yrealer
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political and economic control over development resources  and
policies. Moreover, despite the long-term value, HKA neglects Lhe
wore urgenl health care needs that debilitate generations until the

slower environmental balance is achieveu.

In sum, current health development concepts fall short of
balancing  the  dinlricate cause —-etfect factors needed to assure
progressive nalyonsl health development. A conscious efforl must
theretore be made Lo construcl o planning framework which addresses
the tmmediale, intermediate and long term fmprovements needed in Lhe

complex aisease and social environment of Africa.
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METHODOLUGICAL DEVELUPMENTS

This section reviews the methoas usea in health developmient
planning in Africa. Following a summary of the state of the art,
subsequent sections d¢iscuss technigues for each of the previously
definea health development concepts. Case examples, specific to
Alrica have been used to idenlify the prevalerce, aeticiences, or

problems typically faced.

While no compendium ot health planning technigues in Africa's
health development process exiols, il is widely accepted that the
status of health planning founa throughout the continent differs
substantially among the countries. (Who, 1974 ) Ditferent
historical, Locioeconomical, dand pelitical structures have
intluenced the types of planning and levels of sophisticatiun of
related methoaologics.  As yet no country has had notable success an
planning national health systems consistenl wilh theoretical health

planning conceply.,

Malional health planning in Atrica amounls Lo a mixture of
praguatic ana scientific planming methonologies.  Several aulhors
point Lo Loe prevalence ol “planing Ly dntormea  Judgment™  or
Tntuitive shills which Clhoractorize pragmatyc planning (Hilliboe ot
ale, 1070 Sorking, 19205, Tne pragiulic appraoch 15 seen primarily
d% @ necessily ratlber than o preterence.  Lack ol data as well as
inddequate 1inancial and traincd humsn resources serve to limit a

systemalic approach Lo health planning.


http:prayolicu.ic
http:sistp.Ll

-03-

fhe problems inherent in pragmatic planning appear substantial.
The primary concern surrounds Lhe greater  influence political
pressure plays in determining 'the long-term welfare of the country'
(Hilleboe et al., 197:) Moreover, pragmatic planning has been viewed

as pallialive, often aiming at slow, step-by-step modifications.

some methodological advancemenls in recent years have stemmed
trom continued interest in health planning as a major governmental
function. A growing cadre ot trained health plaining specialisls,
the increasing availabilily of data, and donor country insistence on
ore  systematic  analysis  ob beallh  projecls  have  gencrated
sophisticated ot planning  welhodologies. These  developments,
however, heve Leen slow in ovccurring, and  limited primarily to
project level activities. Large-scale, comprehensive planning

remaing in Lhe early stages ot development.

Loncerns aboul  Lhe relevance ana validity of the scientitic
melhoa for developing countries, can be tound in the literalure.
Two major criticisims of systematic planning welhodologies appear to
be especially  perlinent. First, it iy commionly accepled  thal
“value-tree” planning is an aberration/myth.  [1ling (1971), for
example,  <uygsts  the neea Lo discard  the “myth of ubjective
consciousness, and sirive for "encompassing humanizing approaches®

Lo planning.

Ihe SOCONa criticism pertains Lu the ot ion uf

“comprehensivenest” as a realistic planning function. The ability
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tu predict future states, the supremacy ot Ltechnical knowledye, and
inclusiveness have been describied as the dnberent fallacies of Lhe

rational, coimprehensive model (Tonmer, ).

In general, wmethodological developments in  national health
planning in Atrica are quite limited, Important data and manpower
prerequisites are noticeably abuent, Morcover, the reliability and
validity (ana relevance) of various scientific planning mcthods ave
questionable, Finally, as cxamined in  the tollowing sections,

Planning melhods have not kept pace wath health development concepts.

Health Services/Intrastructrue Planning bethodologies

Lreater  accomplishments can  be  found  in implementing and
institutionalizing planning  technigues approbriate  to  health
services/ it castructure than in an, olher conceptual approach.  Hsl
planning lechniques bave been around  longer  in developing countries
and they wore readily conform Lo conventional developmental planning

miLhodo logies, .

health services planning has Leen defined as  Lhe systematic
approach - to the  rational  production  and  wse  of  resources
proportionate Lo estimated  bealth  necds  wilhin the  constraints
bresent  (Roemer, 19/77).  In general, opluization of curvent  and
Projected  healtn demands  againsl  the supply of available health

resources strikes at the core ol bS) planning.  Resource-based and



45

disease-oricnted  planning  tools, as  they have been variously
detined, are the two primary planmiing techniques wused in this

process.,

Resource-Based Planning

Resource-biased  planning  has  been generally defined as the
economist's approach to planning health resources, and may be the
most widely used, approach given more readily available data on
health sector inputs such as personnel, facilities, and financial

resources.

Health facility planning tcechniques are the most traditional
resource bascd planning wmethodolegy for determining intrastructure
requirements.  Health centers and other heallh facilities have been
universally accepted as the hub of planning activities, constituting
the focal point tor the dclivery and provision of health manpower,
basic curative, preventive, and promotive services, and other
resource necds.  Thus, Health Facilities Planning (HFP) daelermines

priorities regarding:

) jeugraphical aistreibulion of resources (rural
vi. urban)

] vealislic assessmeny ang  commitment of long-
Lerm economic resources Ltowards health, ana

& ussessiunt of manpower celling and
(istributioun,

(Value for Muney in lieaith, )
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Kenya and Tanzania have in the past wuseu Health Facilities
Planning as a basis for allocating scarce health resources. Fendall
(1963) describea Kenya's  appruach as emanating from the physical
design/layout of the health facility. Facility design standards
dictated licalth Facility Pleaning in  these  earlier  planning
periods. This in  turn prescribed staff Jdevels and functions,
program activities, external functions, such as mubile unit

services, and manpower training and health education requirements.

In his review of Tanzania's experience, Gish (1978) ottered
greater insight dinto a similar bhealth planning strateqy when
developing its Third Health Plan. As opposed Lo facility design
slandards, population coveraye stuandards were used to plan health
facilities and related heallh resources. A health facility network
concept or plan based on tacility-to-population rdatics essential for
widespread health coverage was tirst cstablished. A budget analysis
was then performed to eslimate reécurrent budgel and Lotal expectled
health  budgiet  based on expecleu population growth rates.  The
operating costs of health facilitivs incluaing staff, medicinal, and
Service requiremicnts wore given fighest priority.  Accoraingly, the
design ot health facilities  was adjusted Lo match  resources
available in order Lo waxinize the numdier - ot facilities over the
tuality of tacilities. Manpower and other resource requirements

were deteriiancd rrom this planning caercise.

The use of population coveraye standards for determining  Lhe

nutiber and distribution of health tacilities is common.



-47-

Unokerhoraye (1976) otfers a rationale for this approach to health
service planning in his discussion of a planning framework for
Nigeria. He posits that the two basic principles critical to the
efficient organization ana maximum utilizaltion ot health services
are: 1) Lhe concentration of related activities ang Z¢) the inverse
relationships  between distance and  interaction. Accordingly,
tacility-to-population ratios tor cach Lype ot health facility
(e.g., health center, dispensaries, cte.) have been used to plan the

number and distribution of health facilities,

Various manpower planning standards are also fairly well
establishea for identitying health manpower needs.  While the types
of health manpower used remain essentially o policy-related
question, umany countries have sought Lo provige a range of health
providers on the order of two auxiliary workers tor every
physician. In general, however, health manpower needs have boeen

measured against facilitics, proyrams, objeclives, and populations.

Disease-Oriented Planning

Several techniques have been used Lo oblain accurate ang current
data on aisease patlerns and other health problems al which to
direct health scrvices and resources. These include records and
survey  analyses. hside  from  proviuing baseline data, these
Lechniyues are used Lo compare the relative importance ot ditlerent

diseascs, and Lo indicate an approach for allocating a health budget
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in such a manner as to maximize its effectiveness in reducing the
overall eftect of all diseases on the community. Each of these

methods, however, offers a different set of assets and deficiences.

Health Records. Traditionally, records analysis served as Lhe

only source of information on morbidity, mortality, and fertility.
These incluge nalional census, birth and death registration, and
health  records, amony which health records hdave received

considerable attention in the literalure.

Varying types of health records have been used. Bedside
statistics at three aifferent levels of the health system (hospital,
health center, and heallh stalion) in Liniopia , for example, have
been usea for planning the allocation of scarce manpower and
financial resources. Information regarding morbidity ana fertility
was collected trom mothers accompanying their chilaren Lo pediatric
clinics.  Loelen (1973) views this approach as ideal in situations
like Lthiopia where Lhere is o general lack of vital or health
statistics. Paticot-retained  records  have also  been  used  in
estimating health probiems.  botsuana, for example, experimnented
with patient-retained recurds ong, aside from their utility in olher
dreas, 1ound that they <erved as a community-based worbidity survey

(Stephens ¢t al.).

e gemeval,  health records  Loday  still represent. the  chiet

source of intormation on morbidity, mortality, and fertility rates,
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and are cspecially useful during the transitory period in which
vital stalistics on a country-wide basis are generally lacking, The
chiet  weakness  is the  tact  thal  health  records yrossly
underrepresent and skew the health status picture.  Unly the very
cick  frequent  health  tacilities. Moreover, standardized data
cullection typically dows not exist at Lhe various levels of the

heallh system, limiting their applicability for national planning.

Survey Analysis. Field surveys have been conducted in recent

years to provide baseline data on vital ana health statistics. Two
types of planning methods have been noted: 1) health examinalion
surveys, anag ) sample surveys.  The Danfa kural hHealth Project in
Ghana signiticantly advanced and documenled the stale-of -the-art in
the use of wvarying tield techniques and  information systems  for

planning and cvaluation purposes,

Villuge health examination suvveys conduclea in 1973 and 1975 in
Danta were hiclpful in planning rural medical services. Small-scale
Community surseys were saia Lo provige aistrict regional  health
information about: 1) Lhe prevalence of selected diceases, ?) the
percentage vt population coverca by immunizalion, and 3) the extent
Lo which people muke use of available medical services (belcher 1976
a)o Ihe procedure entailea pretesting, living in the village tor
Five days auring the dry seascn, and was administered in a clinic

setling (Leicher 1y/u b)),
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While this procedure has  been  lauded  above other tield
investigative methoas for its reliability (Belcher 1976 a), some
problems have been found. Specifically, an analysis of palient
examination  records showed a large  percentage of male
nori-participation, a consicerable proportion with below-average
number ot recurrent il1lnesscs, a substantia)l percentaye of older
villagers (20 and over), and a preqominance of salaried, non-farming
occupations (Delcher 1976 b). Thus, Lhe health examinalion surveys
tailea to be representative of the target population. The higher
cost of diagnostic examinations anu seasonal variations in healith,

status, comprisea aduitional problenms.

Morbidity surveys were olso conauctes during the Danfa Rurdl
Health Progecl. A 15, 00U-househe la samprle ol pre-schuol chilaren
and gothery were inlerviewed by local people.  This avenue tor
collecting inturmation aboul heallh problems, however, was deemed
less etfective than rural heallh examinaticns, owinyg to technical
ditticultic, invu lved i sampling  and  constructing  survey
instrumcnts., Advanced  sampling  techniques  in adminis® ering
morbidity surveys are needed v order Lo ensure vepresentativeness
and  reliability ot resulls. Repedkpo  (1972)  suggested  an
integrated, milti-subject ¢luster sample Tur the Danta projecl as a
way of: 1) counteracling similarity in responses  among  household
metibers and ©poallowing data tu Le collecled on bwh or more subjects
per household, The design allows for variable numbers and makeup of

households, .
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Stratifying or clustering on the basis of language divisions is
also an duportont consideralion. In conducling a family planning
survey in rural Africa, Lucas (1977) identified certain areas as
being multi-lingual. Interview schedules were printea in every
language to ensure uniform level of interviewing and writing answers
Fur gpen-vnaed questions in the language ot the interviewer.  He
also raised the issue of language differences in monolingual areas.
Difterences in interprelation of terms were found by age, edqucation,
and sex.  lhus, language aifterences are an important source of

non-sampling errors.

The reliability ot morbiuity surveys has also been quesliconed.
Based on a comparisun of morbidity surveys wilh a health examinalion
in Danta, belcher et al. (147u u) tound Lhat sickness and pre-school
age illness were underrcported.  Lack of health cducation was
considered the wajor constraint Lo accurate reporting.  Illnesses
usually are associated enly with dystunction (belcher et al, 1976 d).

I gencral, various Lechniques duesigned oo estimate e supply
and demana for health resources have been widely used  Uhoughout
Atrica.  The popularity of hsl Lechnigues among planners, however,
has  yel Lo translate  into  systematic development  planning,
significant problems prevail in arcas ol resource acliciencies tor
planning purpuses, and Llechnical deficiencies are inherenl in Lhe

planning Luuls Lhenmse lves., Also, Wy has ddentiticd anditiongl
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substantive problems:

1) Analytical  methods  cannot provide  the  whole
answer Lo questions of etficiency and priority,
such as obslacles atlributable to orgunicational
policies and protessional resistance;

2) Sophisticated melhods  are inappropriale  and
unrealistic in many developing countries.

Finally, Logan (1971) poses the biggesl ailemma with respect to
the discase-oriented approach to determining levels and types of
health services, pointing out that the queslion of who must be
neglectea in the rationing ot health service is a difficult cethical

question, as yet unresolved.

Luological Planning Methodologies

Ecolegical  planning methodulogies incluue a broad vange of
analytical  Lechriques  capable  of  supporting a  comprehensive,
integrated  health Gevelopment  approach, Iwo  major components
Cotiprise ccoloyical planning funclion.  First, traditional health
service planning melhods dare wipurtant in the development of o Lroad
based health infrastructure (idlustrating the continued priority of
meeting health demands ana the hS| appbruoach).  Second, the adacd
concern tor integrated  development planming  requires  systems
analysis dictnods not previously used. The systems method requices
Situalionsl atialysis, yaal/obgectbyve setling, evalialing
albernotive,, aecision anhyuie, discussion and mp et nt ot fat,  dod

eValual ion (ahu, ).
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Despite significanl  theoretical offerings in  appropriate
ecological plunning methouologies, their prevalence and utility in
Africa heve yet Lo be documented. [t appears, however, thal greater
accomplishments  have  been  maide  in planiing nicro-level  health
activities.  Macro-level, or national level comprehensive planning,
is sLill an i intancy, aeterrea primarily hy Lthe level ot
analytical souphistication and complexity involved.  In general, the
Vimited attenpts that have been mauce in micro-level planning still
sufter from: unavailability of data and lack of authority to expand
inf luence (Tanner, ). With respect Lo the laller point, resource
allocation remaing  primarily a political rather than technical
decision.  Thus, nmosl inlegrated planning amounts Lo nothing more
than a conglomeration of individual sector, gecgraphic or cconomic

plans (Surkin, 1970).

Methodoloygical aevelopments that do exist appear primarily in

Lwo areas of the pianning process: 1) situational analysis, and ¢)

tvalualing alternatives,.

Situational Analysis

JUrvey  and elthnoyraphic  rescarch  help Lo identify  the

multifaceteu health needs of the population.

( N LR ’ 7 3 1 M N 3 - . - . . H 9 e 4 e
iELXEJ&J!Ll[ﬂi&&E, White <imilar in assels and deticiencies Lo

Lthose used in Lhe health services/ind rastructure approacn,
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ecological surveys typically include a broader range of questiuns
Pertinent Lo planning relevant  health programs, For example,
through the use ot a broac-basca socioeconomic, health, and cultural
survey in Luwelo, 1L was found that upwaras of oU% of the campie
(p=ltb tamlics)  Qdentitiea  ocio-coonumic problems  deterring

fproved health (Shenyane, 1977).

The application of "eculogically-based" surveys has primarily
been Fimited to project level aclivities. They have also tended to
be fairly sophisticated yet experimental in nalure.  Messing (1965)
described the design and field Ltechniques used in administering a
questionnaire ot atlitudes, beliets, and praclices regarding health,
sichness, aspirational levels of heads or households  in several
Ethivpian  <inall  towns in Lhe carly  1yuU's, As  part ot 4
demonstration and evalualion project, the design used four pairs of
ilatehed  study ana control comunibics, inoaudition Lo a pretest

Cominunily.

In general, survey methodoloyy continues to be widely usea to
collect and evaluate baseline dala on health development prujects.
Bolth cruss-sectional and longitudingl surveys have been incorpuraled
into the planning process, dithough the extent to which they are

sed n national nealth planning appears neyligible.

Several factors limil utilization of survey methodoloyies for

planning ecoloyicaily Lased heallh progectst.  From o practical



standpoint, the resource requirements for administering even a
sample survey on a national level is  substantial. This s
particularly true given Lhe paucity of Lrainea manpower in  Lhis
nvestigative method.  In addition, as previously discussed, the
reliability of survey responses has Leen found Lo be low, cspecially
when inquicing  aboul sociu-culturel practices. Respundents of @
soeiclogically based health survey dn Ethiopia failed Lu provide
accurate responses Lo guestionnaives, wspecially to such queslions
as the use of s0dp unu  honcwashing. Messing  and Prince  (1900)
determined Lthel tiwe piople weee nol babituated Lo Lhe imperat ives of
decuracy, calther emphasizing politencss as  the dominant cultural
nort.  Thuy, answers represented what  Lhey  were expected Lo say.
These authors also foung thal the concepl of representative sampling
was alien Lo local cultural understanding ana norms, and this caused

problems,

Llhnoyraphic Kesearch. ELhnographic research has bLeen proposed

as an allernalive to survey rescarch technigues. It s viewed as
the most appropriate way ol tdentitying problems of heallh within
ity contextual  francwork (Hecsing & Prince,  1966). s an
Tnvestigativie technigue which heldps Lo exanine cullurdl and racial
vacialions, dorial and informe ] intersction patterns, siyniticant
Yroupo, peisons and Instilutions within and aoress communi ity ines,
as  well us historical,  social,  and  economic perspeclives,
ethnugraphy provides a Lrue systems approach Lo understanaing the

nature of the provlen (Tiwrpe and Griftin, 1976). Moreover, the



~he-

question ot reliability occurs less frequently in as much as the

data are observational and descriptive in nature.

Untortunately, the current use of ethnographic research in
Mrica falls far shorl of its jurported value. Again, Tlimited
project-tevel planning represents Lhe extent to which ethnographic
research duouseu o the health development process.  Internalional
developmenl agencicy now require “quelitative" analysis of proposed
development. projects, the pupose Licing Lo brigge the project desiyn
with extant socio-cullural practices and atlitudes. Accordingly,
projecl design teams frequently incorporate Lhe services of medical
anthropclogists Lo examine the social/cultural appropriateness of
Proposed allivitics. However, theirv input remains minimal and of ten

resenced by other design team members (Ingersoll, 1980).

Lvaluating Alternatives

tvalualing aliernatives amony a hosl of health development
options is the core of ecological planning.  The intent is to
balance social, environisental, and cconomic goals al the national
and  Tocal devels with an inlegrated, cost-of fect jve approach Lo
deve lopment.  in mingd, Losentiolly,  twoe  uwthods  of selecting
alternatives awong various health choices dominale Lhe literature:
cost-benetil/ ertectiveness analysis, and pragmwalic planning.  While
these cstrategies require ditferent levels of analytical
capabilitics, the pragmatic approach represents the simplest, ang is

sed generally throughout Atrica.
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Cost DBenefit/Ltfectiveness hnalysis.  Cust- -benetit/effectiveness

analysis is the systemalic examinalion ot alternative courses of
action tor a complex and uncertain fulure. It 1y uscd tor Dboth

matro-and micro-level planning,

stmulation/mathematical wodeling technigues are the anglytical
Lools often used for determining the cost-effectiveness of macro-
level, national  health  policics. It provides an  explicit
representation of a system, including the components and inter-
relationships  among  components. ihis  provives the basis for
comparing the relative cost and benefits of selected inputs and

outputs.

Grosse’s (197Y) hedalth developient mode]l tor rural Java best
illustrates the mechanics of mode)ing for national health planning.
Cuoncernca with the heallh efrects  of various interventions, the

moacl contapicd the tollowing components:

A population, wilh o certain particalar age ana sex
distribution,  cxperiences o certain. sel of

. —y———— e vt e e et s

diseases, which can be  def ined Lhrough  'attack

fgi;(', given whatever health care  services are
availoble,  an estimateq propertion  of  the
EULU]dLinn (by age and sex) ulilizes the services.
Leatheang days ot disabilily (incapacily  for
pertorining normal tunctions) can be eslablishea for
cach discase  identitico, and Lhicse can be Shuwn
buth tar those who wlilize heallh services  and
tnose who do nol. Where e by, disalbility,  and

attack rates are hnown to Lo ."il.‘f..‘._(_d__i '_.X-._lE.VLL-.Q_[

?i'(]‘(?_f"l'i]}'if,” Satdlalion,  wmaunizat ion, promotion and
organ i Zalon TR hlu[lh SCIVICES,  Lhese Can Lo

ntered Cinto The mode T varied combination. It
o Tow Toe coumditvatvon ol Liese ceveral indicetors

dhitd conGitione that the edecte et fects of various



http:healt.lh

-hy-

health  vervice interventions can  be explored
through  the  computer modgel.  These ofteclivences
tevels can then be used tor comparisons of programs
carrying parlicular costs.

(brosse, 1979: ¢)

Grosse uscd two techniques Lo detine, test, and implement the
atorementioned model: 1) agyregale data analysis and ?2) locality
specitic mogeling.  The former employea wultiple regression analysis
of various agyregate data to ltest the different hypolheses regarding
relationship between lite expectancy and health states (i.e., levels
of nulrition, meuical survices, sanitalion, etc.).  The second
Combined survey data, expert Juagment, anu existing stalisticy to
develop a tunclional woucl  of health effecls of current  and
projected  interventions.  These Lwo Lechniyui-s  complemented  cach
other.  dhe high-aggecgation model was said to help: 1) develop a
health theory Lo Le further evalualed in a tunctional mouel, ¢)
provide control data that discipline the locality specific model,
and 3) establish coetticients for csbimabing expected oulcome of

alteratives.

the mogeling process itselt entailed o conlinuous interaction of
empirical rescarch and experc Jadgmenl to  deline parameters and
eapecled retationships, «nd Lo validate Findings., International
heallh  wcholars,  academicions, and  government of ricials at  all
levels played inbricate rolesy in Lhe resedarch aesign as well as data
collection, warnipulation, analysis, and evaluation Process.
Thie was in aidition tu OnYoINg surveys munitoring rates and numbers
relivant Lo the model tor the purpose of improving model precision

and dccuracy.
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As noted earlier, advances in simulation have exceeded Lhe
capacity of wmost  individual nationa) yovernments Lo carry out.
Morocco has dttuipted Lo use vutpul maximzalion wethods in health
planning; Lhe problems stenming from this experience are relevant Lo
other, even less Lechnologicelly advanced countries in Africe; .G,
¢ 1) detining and assigning proper weighl Lo different objectives
(primarily a political decision), o) amdssing information on  the
numerous  relationships that exist, and 3) unavaitabilily ol data
(Carlow, 1976).  Lven knG  reports have  stressed integration at
project Tevel owing tu lack ol dala and tiathematical capabilities

tor simulation al the macro-level (WHO, 1979).

Nonethe less, the potential value of simulation tor inteyrated
national health planning remaine high, The prospects ot conducting
simulated heolth policy plamming within  internationa!l  deve lopment.
ayencivs, such as WHO, appeer lucrative (Mercenier, 1971).  This
woula minimice  overduplication of  eftorts  in setting up moael
peramcters, and aid in providing computer amd manpower resources.
significont  work must be  dune, however, in Lesting  prescribed
service pabtberns at the local levels to accurately assess impact on

populations and costs (Habicht and Levman, 1950).

Micro-Tevel cost-bencfit analysis is  less rigorous than the
quantilative reGguirements for simulation techniques.  More precise
quantitative tormulations are possible in that project level data on
the cost and benet it ol g selec Loy intervention is more readily

available. Unforlunately, there is Hittie evidence to show the
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extent to which these techniques are being used at the various
levels of the health ministries. kven so, major criticism here
inciudes the fact that <ocial services do not lend themselves to
quantitative analysis (WHU, 1974), Nevertheless, some attempt to
estimate cost of a project and evaluate benefits against other
projects is desirable, such as weasuring unfavorable effects of

discase and considering elimination of such etfects as benefits.

Pragmalic  Planning. As  wilh most  other health  development

strategies, pragmatic planning represenls the prevailing method for
evaluating  health  alternatives. specitically,  Sorkin  (1976)
describes the decentralized, project -by-project planning strategies
of Sierra Leune ano Liberta, noting the advantayes o low cost and
realistic adjustment Lo circumstancos. such  approaches as  the
health support program in which a team ot experts recommends a
regional health program to support and optimize the development
efrort ollows for tlexibility in plan  and contributes to more

economic, equitable, and efteclive health care.

It ds  clear,  however, Lhal  Lhe disadvantages  pertain  to
decision-making basced upon current forces/influences as opposed Lo

ntormee decision-making.
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Human _kesources Planning Melhodologies

Theorclica) and  practical  of ferings in human  yvesource
development  planning  techniques  are FimiLea,  although  cursory
conceptual  treatments ot the subject are  just  now emerying.
Moreover, application of specitic HRA planning methods s restriclea
to a few innovative projeclts ot private voluntary organizations,
but the cxtent of these experiences has nol sarfaced Stygniticantly

in the literaturc.

The crux of this effort is max imum community participation, best
described Ly Davos (1979).  The approach requires participatory
evalualion Lo  actermine  difterent priorities, slrategies, and
preferences  resulling  from  income  inequolity. He o prescribes
pursuing preferences, gy well  as yrounds  of  agreement  and
disagrecment which would result in an evaluation of minimal feasible
discord, prantsing orderly progress Lu Salisty all reasonable health
concerns and flexible enouyh Lo secure oplimal support for health

guals.

The  complexily ol branslaling  individual  and  community
priorities into a national health resource planning and deve lopment
Strateyy,  however,  has  been well  documented (Smith, 197%).
Political Larricrs limil the uevelopment or use of any holislic HiKA
planning ot ategics. Also, traditicnal planning Lools do not apply

even Lo calalytic HRKA necas inoas much as the process is more
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gualitative than quantitative in nature, this despile Lhe need to:
1) plan, sel prioritics, make decisions, @) finance and supply
health  services  and inlvastructures, and  3) collecl data and
evaluate the health development eftort.  Induclive planning which
characterizes HRA melhods requircs an enlirely different set of
Ltuols, skills, and stralegics in ils objecltive to be communily

supportive, the most iwportant of which is flexibility.

Planning, Priority-Setting ana becision-Making

Stimulating conditions for effective community participation
represent the tirst  important methoauvloyical consideralion in the
hRA- planning  process,  but harnessing  comunilty interest  in
dddressing their own problems of heallh and development has been a
ditficult task. In fact, in the view of one author, the only cure
was Lime, palience, and yenuine concern by agents of change. This
situation royuires that individguals live with the people, get to
know Lhem, and establish close relationships, mutual confidence, and

trust, as necessary preconditions for heallh deve lopwent planning.

bergwall ot ol (1974) identiticy Lhree vlher prevequisites for
achieving eifective involvement. Firsl, is resource availability,
which include leadership ang other social ressurces, knowledye Lo
deal wilth the situation, and mablerial  and CCOnomic resources Lo
pParticipate. The  second  precondilion  for parlicipation  is

motivation Lhrough the belief thal participation will be effective,
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relevant,  or  personally salisfying. Finally, an  effeclive
organizationdal <tructure is also necdea to encourage participalion,
one that facilitules o twu- way tlow ot information and other health

suppurl.

A review of the literature reveals, however, that approaches tor
identifying community leaderstnp for planning  and decisicn-making
represent Lhe bost achicvenent Lo dale. From o  theorelical
stanapoint, bLergwall et al. (1974} describe melhods for wdentifying
power resources as anitigators of change.  The elitisl Lheory focuses
on the ruling cliques of econumic influentials as primary change
agents;  The pluralist  Lheory notes Lhe existence  of various

decision-making groups in which power shifts from issue lo issue.

The positional approach uses a historical view of who has
made decisions.  Finally, the reputalional approach uses information
oblained  from conversations  Lu iaentify  those who  have  been

tof Tuentyal in healbh decisians.

The mosl prominent tlroleyy tor garnering communily support and
participation for decision mak ing, however, appears to be Lhe use ot
existing groups. Itekwenigee (1979), Tor example, auvucaled us iny
fova cooperatives, Teadership councils, and other traditional and
contemporary lucal organizal ions to plan tor the community necds, as
a strategy tu power local health services with o mindmum of outside
support. Since the geeups Lend Lo represent the more highly active

and Lrained mewbers of the commnity, simple problem assessment and
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decision-making lechniques may be applicable.  Typically, however,
social, cultural, and organizational norvis regarding  power  and

influence predominate.

These power resource identification strategies, however, still
fail at achieving maximum comuunily participation. Hochbaum (1968)
raised some serious definiticnal questions regarding participation
in health planning, e.q., who is a consumer, and 1is there a
SPORCsperscn  tor  consumers? In  other words, the adequacy ot
selective representation raises concerns over Lhe entrenchment of a
class of power elites wilhin the comnunity who may ditfer on

problums, priorities and ways of solving thom.

A UNICLE spunsorea health progect in Kenya otfers a slightly
wore inclusive  community participatory approach to  progect
implementation.  Heallth teams consisting ot a health worker, a
social worker, and a statistical cnumerator (representing Lhree
ministries:  health, social services, and f{inance) held whal is
known as a "Chiet's Barazza" to introduce themselves anu Lo open
discussion about a propusca health progect with approximately 800
community people.  This dnitial meeting was said Lo represent the
crucial Licginning ot onGoing comnunity involvement in

decision-making regarding project implementation.

T cammun by determined:

by Ihe size ang structure of projecl areas (units of
W0U-400  honseholds  under  the head man called
Liguru),
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Administration ot health projects within ihe
community (each  Liguru  would have a  health
conmittee), and
3) Selection  process  and payment  mechanism  for
community health worker (Llack, 1978)
While the dnitial wecting dinvolved o1l interested conmmunitly
mewbers, Lhe ftormalion of a health commitlee sUill raises problems
with respect o representativeness and the credlion of a new power

clite within Lthe community.

Financing

As previously mentioned, new strategies for planning the finance
and supply of  health services have recently deve loped. A
substantial proportion of requircd health resources cone largely
trom the community.  Self-help is encourayed.  Available government
resources are then used gy Seed money, malching funds, or loans.
Agricultural extension and other activitics which lead Lo financial
self-sufficiency are prumoted.  Low- cosl sources of meaicine are

darratyed.

Data Coltectyun ang tvalualion

Finally, uata collection and evalualion are underemphasizea in
the  haman  resource  approach, although  whal s necessary  is

identifiea ang collecled Ly membery of the community.  For erample,
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in the case of Lhe UNICHE heallh progect, the communily toung it
recessary Lo conauct a census ot households for the first {ime in
order Lo Zet up @ health tund four the community health worker
(Black, 197&).  From this vantuge point, data collection is kept

simple anda minimal.

summary and Analysis

Have planning techniques been usead successfully? Considerable
strides certainly have been made  in ulilizing various Flanning
techniques Lo guide the health deve Jopment process, bul much ot Lhe
decision-making process is sLill dictatea by political  or
experienced juuyments. Mureover, most quantilative methods are not
yel appropriate  or relevant Lo the unique circumstances  and
conaitions of the Atrican conlinent. Finally, innovalive ana
relevant planning tools du not exist on a wider national level owing
Lo the cost ol dala collection and other resource requireieents,  as
vie L1 as nethaaological aitficultics., Thereoore, although promising,

the accomplistments are limited,

BLl plenning  methodoloyics  are tairly prevelent and widely
accepied throughout Aftvica.  They include en assortment ol resource
aliocdlion and eprdemiological planiing principles, variously called
health coonainsls and physician-oricnled approaches.  In each case,
the planming process invel ve. optimizing the dewand lor and supply

of Timited health resources, including facilities, specific
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services, manpower, and training. To date, the acquisitien of
health statistics for planning rcsource requirements represents Lhe
most difficult methodological task. Records analysis and survey
techniques, the prevalent methodological tools, tend to err in
application and use. The problems pertain Lo the acquisition of
intormation that is representative ond slangardized in scope, and

content as well as responses that are accurate and valid.

The need for comprehensiveness in implementing an ecoloyicdl
health development strategy represents a difficult melhodological
task, particularly in developing countries., 1t requires substantial
sophistication in assessing health problems and needs, and in
identifying health priorities amony a plethora ot aiternatives. In
assessing needs, resource reguirements for adwinistering a national
sample survey and the reliability of survey responses in @ culture
not  habituated Lo the dmperatives of  accuracy are  the  chief
barriers.  The use of ethnographic research as an alternative is
economically feasible only al  the local level. Evaluating
alternatives  especially tor naticnal  health planning  requires
information and statistical capabilities for simulation modeling
that far outstrip current capacities. 1Ine current national hcalth
plans, Lheretore, are werely an amdalgamation of local level plans,
although  wmajor accomplistments  can  be  achieved, in planning

integrated health programs at the project level.

Finally, the  process  of capluring  wmaximum  cummunity

participation in the human resource health development stratueyy is
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the least established method available. The problems are bhoth a
lack ot a clearly detined methodology, and a failure Lo prescribe Lo

such a time-and cost-consuming process.

It is clear that considerable work remains to be doue in
designing ana adapting methodologi=s within each heciih development
option to fit the cultural, tiscal and other resource realities of

Africa.
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ORGANTZATIUNAL DEVELOPMENT

The health planning structure, processes, and functions are
incorporated in organizational development. Personnel and data
resources are also included, all factors critically linking health
development theory and pructice. UBecause they are the vehicles for
Carrying oul the planning and daevelopment functions, weaknesses in
these areas damage the implementation and overall viability of

conceptual and methodoloyical achievements.

Unfortunately, organizational developments in the field of
health planning have been quite limited in Africa. Attempts to
institutionalize health planning within health ministriec and
national plunning bodies were made as early as 1964, but almosl zU
years later, most African countries still sutfer from inadequale

planning capabilities (USLHLW, 197¢; USDHLW, 1975).

The 'leething  problems'  of  dwplementing  Lesotho's planning
mandate Lypify those found in all seclors of the cconomy throughout
Lthe continent., Hirschmann (1974 deseribes staff shortage, paucity
of gata, an uncertain status of government, and recentment from
strongly entrenched ministries as the key problems.  Subsequently,
international developnent ayencies, such as the USAIU, now place
high priorily on Lraining and technical assistance to host countries

to institutionalize an adeguate planning capacity (USALU, 1980).
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Planning Structure/Processes/Functions

This section considers the structure, processes, and functions
of health planning units within African Ministries of Health. The
degree of centralization audresses structural concerns.  Processes
ana tunctivns pertain to o the decision-making and  implementalion
aspects of planning. Lach has as & central point ot concern their
ability to sit a position of power lo eftect change tfor planning

objectives (E1ling, 1971).

clanning Struclure

Uivergent perspectives and practices prevail with respect to
appropriate health planning structures. While several authors have
varicusly dientified the aGvanlages and disadvantages of centralized
and decentralized planning units, the fact is thal different health
deve lopment concepls require aifterent planning structures Lo best

meel their oljeclives.

Curreéntly, most Atrican countries have a centralized planning
structure culablished within a national planning body and health
ministry (koemer, 1977). Many AMrican govermments Llransferred the
responsibilily of health services trom local government to central
government  when  Lhiey achicved  independence, this calercd Lo the
healthv service inlrastructure (HS1) development concept prevalent at

Lhe Lane. Bowayo's (1974) aesereiplion of Kenya and Zambia's
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rationale tor the centralizing of their health tunctions illustrates
this hecalth service delivery emphasis. He atlributes centralizalion

as an attempt to:

Control inefficiency,

o Minimize Lhe lack of administrative skills at the

Tocal level,

Plan ang cocrainate public health services,

o Lgualize public services bLetween regions and
localities,

e Strengthen national unity.

Uespite Lhe value of centralizing health service delivery and
planning functions, problems emerged. First, this transfer of
health  services  substantially increased Lthe  organizational
requirements ot national planning boaies. Vogel (1970) demonstrated
that  Kenya's centralization of  health cervices required: 1)
increased  responsibility  for  the Miniulry of  hHealtn; 2) new
administrative machinery; 3) reviscd reditionships among the medical
officer, county council, and health center staff; and 4) a need to
review national priorities. ko commnensurale personnel and data

rescurces existed to meel these new demands.

second, health — planning, although  centralized, remained
tragymented ond uncoordinated.  Roemer (1977) noted that the total
planning ot the health sector may be dispersed over several other
ministries such as  wanpower, facilities, financial planning.
Mureover, o case stuty ol Kenya's heallth planniing structure rvevealed
dirtterent planning tunctions split within different units ot the

health ministry.  Specifically, capital improvements planning
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remaing  distincl, and Jealously guarded frow Lhe health services
planning unit. The centralization of these functions is currently
underway through & bilateral institulional development grant trom
USALD; substantiai resentment, resistance, and politicizing stand in

the way of any apparent success.

becenlralization of health services and health planning bhas
gained impctus in recent years. Lewayo (1979) found, for example,
that both sawbia and Kenya have now moved to decentralize, once
again, their health planning funclions. Zambia has created ncw
district  councils belioved Lo reduce metficiency  and  provide
revenue tor the netional governsent.  Kenya has commissioned an IMF

study into ways of financing local authuorities.

several tfactors contribute to this changing emphasis. From a
theoretical vantage point, decentralization is said Lo be needed to
coeble relevant kealth ana social efforts (E11ling, 1971). 1L also
provides o greater degree ot community parLicipation most souyht
after in huian resources health development efforts, and Lo a lesser
extent, in the coological approach.  This s saio te limil Lhe

problems ot overplanning and underinplement ing (Martin, 1975).

Practically, nhowever, it has  becn uriversdally accepled  that
central devel planning is often irrelevant and inappropriate  for
local condivions.  Integrated planning s also best tacililaleo at
the lower ldovels ot the health system, thus requiring greeter

cecenbralization of contrul anu aulhurity. Finally, the latest
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interest dn o maximizing Lhe use ol ex1sbing lotal resources adds Lo

the momentum tor decenbralizalion.

Unfortunately, the advantages ot decentralized planning has yet
to be fully realized. As it is practiced today, decentralized
planning primarily represents local control over service delivery.
Policy and resource allocation decisions are handed to the community

by central-ievel policy makers.

Although this analysis focuses on Africa, decentralized planning
in bangladesh merils citation to illustrate a more progressive model
ot the deamictive planning process.  Interministeral planning  has
becn organized at national, regional, district levels and downward.
Moreover, coimunity participation is achieved at all levels through
the wuse of project commitlees. A unique feature pertains to a
management comnittee established at the local level to oversee
health delivery problems  and ways to  impreove them ((houdhury,
1961). Thu, the  community  participales in policy-niaking,

mplementation, and evalualion of Lheir health care prograis.

While planning from the indicative of decentralization, is the
latest  trena  throughout the continent, many countries are now
recogqiiicing  the  duportaence  of planmng  al threc levels
concurrently.  Chana's process, for exanple, includes
Mdividuals "wno have authority, antiuence, or decision-making roles
over heallh services.  Involvemenl js  directed upward to policy

levels, dowiward to tactical levels, and ulward Lo heallh related
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institutions," (Kaiser, 1977: 35). The Ministry's organizational
chart tound on the nexl paye graphically depicts this planning

process.

As is the case with central level planning, the future of
gecentralizea planning 1s undermined by a dearth of trained
persunnel and data resocurces.  Moreover, Lhe fate of decentralized
planning is doumed by a Tlack of financial resources and the
overriding concern for survival found at the local level. 1t is
obvious that substantial organizational constraints must be overcome
Lo ensure the feasibilily of ecological and human resource health

development concepls.
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THE REGION AND DECENTRALISEDS PLANNING IN GHANA
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Processes/Functions

Musl Africen Heallh Ministries have pour Llrack vrecords for
achieving health development objectives ihrough the planning
process. While the technical constraints ddentified in the
methodological section is a key problem, the political nature of
planning  impacts the situation most directly. The difficulties
include: 1) the low status of health planners, 2) host country
inability to manipulate donor country and wmultilateral health
projects Lo meet its healih develeoment needs, and 3) entrenchment

of tragiticnal ways.

Ihe Tow status of health ana health planning in the overall host
country development strategy culs into the benefits of a health
planning eftort. Almad states that the CPA lacks 'political tecth'
for effective decision making. health planners cspecially are
likely to have Tittle political clout ang leverage, particularly in
the resource allocation process, because the contribution of health
Lo naltonal development bas yet Lo be Justitied in quantitiable
Lerms.  Morcover, Almad notes that few countrivs have Lhe expertise
or political comnitment Lo carry oul an annual plan, much less a
medium or lung-Lerm plans. A strong nationa] health ideology dnad
political commitment to heolth are vasential prerequisilies tor Lhe
planning ana development procesy Lo work.  Lven in Lhese instances,
however, health plans 1ail Lo be aduguelely  dmplenented  (Segall,

197¢).
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The case of Sierra Leone best illustrates the magnitude of the
problem. Rumbaut (197Y) reports Lhal the MGH in that country hau 11
permanent sccretaries in tour years because of Lhe low prestige of
this money-spending vs meney-raising political institution; indeed,
it was consigercd a “dumping yround® tor pormanent secretarics. The
Ministry also attracted lower quality adwinistrators, causing high
Lurnovers., These  problems  roesulted  in dnefficiency, inaction,
powerlessncus, apathy, corruption; as wirll as absence of Yeadership,
motivational and ideologic commitment, all of which has surred to

frustrate conpetent and oeaicated members.

Inability to garner needed resources ‘Yrom national budgets
Tneredases  reliance  on aunor  counlries  tor  health resourcey.,
Untortunateldy, health  planners  are unable  to master  the  gid
neyoltiation and project planning process Lo meel Lheir prescribeu
goals. Almad — (197£)  iinds  thal,  orgunizationally, operaling
agencics lack the ability tu develop selt-consistent, coherent, anu
coordinaled projecls, ond are unable to place the project in the

econoy as o whole.

Much ot the difficulty Vies in the Vimitalions of adonor country
project  plonning  procedures. For example, a review ot  AlD's
proceaures rvevealed that  dnagequate  involvemenl ol host country
nations anu the policy limitations of Alb limit any  pirogressive
Hiprovenent o halth prot lems.  For Craiiple, ALD'S policy ayainst
hosptial or menlul dostitulions may be antothelical Lo host country

Ghyuclives und necas.  Lure 1y growimg evidenee, however, accoraing
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to Hirschmann (1978) that the host country face donors with more

confidence owing to:

1) A stronger position to reject offers of
assistance;

o
~—

Increased planner competency;

3) Uonor demand to negotiate projects through the
planning oftice.

In general, however, these developments are slow in occurring; health
service planning units typically funcltion in an adwinistrative or

crisis/reactive capacity.

Finally, internal politics of the health ministries attect the
planning and implementation capacity. Specifically, Hirschmann (1978)
tinas thal asv a new aiscipline, planning has been said to cause
resentment of older civil servants who arc requirea to conform to new
practices.  Thnis is especially problematic in as much as  health

planners tend to Le younger than the provider counterpart.

Personnel And Data Kesources

While inadequate personnc) and daba resources have been previously
idenlifica as major organizational constraints, additional, discussion
of tne subject is warranteq. specitically, the statting, planning ana
training of health planners are particularly relevanl to the topic of

personnel.  Genevally, the composition of o health planning unit shoulu
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reflect the specitic health  development objectives.  Gish (1977)
properly perceived that  stalf composilion and dala inputs aiffer
according Lo the selected  health  planning strategy. Thus  he
distinguished between the resource requirements of physician-oriented
VS. coonomist-based planning strategy, suggesting thac in the 1orwmer,
epiagemiologists ana physicians trained in planning techniques are most
appropriate where  disease  control  takes precedence. The latter
situation, however, should ulilize the services of a health economist
who relates bLetter to capital programming and resource allocalion
requirenents., As  the health  development  concept  broeadens  bLeyonad
meaical care cervices, an arvay of other social scientists hielp in the

planning and development process.

Untortunately, there is Tittle evidence Lhal the cullipesibion and
training of health plamers ditier trom Lhe traditional planning
focus.  Health Planning Units still tend Lo be physician-dowmingatea.  In
fact, in some heallh winistrics, such a8 Fanzania's, there is sdid Lo
L strang resistance Lo involving  other aicciplines  (Gish, 19/8),
Moreover, while subjecl areas, Vike communily participation, have been
recently dncluved in the internalional planning curriculum of Public
health  Lehools,  the  predominant  training  focus  is  still  on

eptdemioloyical, deduct ive planning methodoloyies.

With respect Lo data resources, Lhe key arcea of development  in
recenl years has been in heallh intormation systems,  With the aia of
international development agencics, vital ang health statistics are

Gravual by mproving in quantity ang quality. Compulerizalion ul Lhese
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data elements now makes  information  more readily available.
Significant  improvemnt is necded, however, in utilizing and
aistributing information to assist the daily operalion and management
of health activities. Planning is a continuous process, not merely
useil for ueveloping annual health programs. Both quantitative ana
qualitative informalion about changes in health status and services are
routinely necdea on a  local level to facilitale planning  and
evaluation.  This is ecgpecially Llrue given the new trend toward

decentralization o1 health tunclions.

sunmary arid Analysis

An andalysis of organizational developments in  health planning
helped us tu investigate, whether or not the progucts of planning have
been  successtully  implunented. Aooreview  of  planning  structlure,
procevsts, and tunclivns  revealee o general  lack  of  success  in
implementing health gualy  and plans.  horeover, health piamng will
conlinne Lo wutler witheal giving gyreatoe consideral ion Lo L Lypis
and - training  of  persennel wiployea,  ay o owell  oas Lhe Lypus  and
availability ot aata rvequired Lo execule the various heallh develepmont

slrateyics,

The centrally organiced planning bouy prevailing throughoul Atricu
has tended to obstract health planning au well as implementation.  The
ditticulties incluite: 1) lack of tegined personnel and dula resources

Lo meel new orgamizaticonal ana aoministrative demands, @) fragientalton
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of health planning and implementation tunclions among various seclors
of the economy ana units of Lhe health ministry, 3) inappropriatencss
of cemvrally developed health plans within many local Jurisdiclions.
Attempts at aecentralization, however, are quickly emerging, with their
greater  potential for developing ana  implencenting  comnunity-based
health plans.  It, too, nust dwmprove in terms of its ability to ensure

maximum ioput trom Lhe local level.

Another acterrent to dwplementing and achieving health objectives
pertain to the political nature of the planning process and functions.
Specitically, it has been proven that without a strong national health
ideology and commitment, health planners have little clout in carrying
out annual, intermegiate, or  long range plans. Morcover, health
planners have been unable to master the aid neyotiation and project
planning process so that externally tunced projects complcment the

national health plan,

Finally, the success of implementation also sulfers trom resentment
and Tack of wnuerstanding un Lhe part ol many civil servants when Jiven
New dicecbives regarding health wervices gelivery. bespite the dismal
picture, prospects appear bright as new  infusions of  funds expand
institutional Copatity Lu develop ong edminister health plans.  The
braiwing of wiverse bhedlth pianning persoone)  and inpeoved  information

resources will substantially dmprove the current state of the art.
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CUNCLUSION AND RECOMMENDATIONS

This section discusses a sugyested health planning framework and
related training implications in light of the health needs and planning
deticiencies identiticd in  the previous  sections, Substantial
accomplishments have been wmade toward institutionalizing health
planning within African Minislries of Health. The efforts represent a
concerted partnership of host and donor countries to solve health
problems which are multidiminsional in scope.  Realistically, however,
much remains to be done to establish health strategies, planning
techniques, anu an organizational/administrative apparatus that best
address Africa's complex health needs. These must then translate into

appropriate planning nodels anu curriculu.

The creation oi an appropriate conceptual framework to guide the
planning anu aevelopnent process represents the most funaamental and
formidable challenge to the state of the art. A number of  views
prevail regarding which factors most ind fuesnce health Status.  Health
services/inlrastructure, the environment  and ccological  factors, and
human  resoucces  have  Leon variously  Largeted  for  development  in
planning tour  dmproved  heaith. While  these  strategies  exist
concurrently and aderest ditterent aspecls of the disease problem,
minimal cowrainalion  tokes place to adequately  tackle all  three
elenents ot Uh: disegse triau, i.e., the host, the disease agent, and
Lhe environment. Typically, takes precedence over the vther, eilher in

theory or pructice.
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A more appropriate health development process strategically plans
for the inmediate, intermediate, and long-term heallh needs of Lhe

population. his anclades  Lhe provision ol hedlth  services,  an

adequate living environment ane ultimetely, the economic and political
resources to allow individuals lc direct ana maintain a balance with
Lheir health environment. Thus, the approach must clearly be
intersectoral, incorporating al  least four categories of  health
objectives: 1) health service delivery, ¢) health status, 3) quality

of life, ana 4) human resource potential,

Health status objectives focus on specific disease
problems/conaitions, and desired mortality ana morbidity lcvels for the
general population ana  subgroups within the population.  This s
withoul regard tor Lhe Lype ol hedalth interventions applica Lo Lhe
provlem of health,  Instead, the intent is to enable progress, through

whatever means, Loward improving of the varicus health inaices.

Healithh service delivery objectises onsure  Lhe availability of
health resources fer the general populaticn Lo meel the morc inmediate
hoalth necds. AL the heart of Lhis slrategy are dssucs of scervice and

Intrastruciure coverage, accessibilily, and appropriateness.

Quality ot Tire objeclives tocus on various of SOCTO-ECONoic
it luences un the slatus o1 hicalth. Ameny  the variables to consider
are adequate housing, sanitalion, and water supply.  Appropriale levels
of wutribion and tood  intake are also aiony - Lhe more  intermcdiate

heealLh deve Topicenl neeas, .
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While the long-term objectives are also related to the quality ot
life, they specifically focus on individuals®' capacity to direct their
own health through access to adeguate educational, economic, and
political resources. While quantification of human  resource
development is possible, Llhe primary emphasis is on process skills
acquired Ly members of the community, reflecting organizing and
developrent capabilities. Thus, a foundation is establishea allowing
the communily to direct its own development process, irrespective of
the type of development sought, reducing dependency on external

benevolence Lo initiate a continuous process ot social change.

These Tour Lypes ol health obgeclives must be included in every
country's hcalth plan as ¢ pert of a comprehensive heallh deve lopment
strategy.  Signiticant progress s being made Lloward planning  the
inmediate health service needs, and even in addressing conditions of
the environment as it impacts health. A greal deal remdins Lo be done,
however, tuward incorporaling human resource development strateyies

that are consonant with theorelical ofterings in the area.

Methcdological  techniques and  organizational  structures must
complement  the dilferent health  objectives. Urgyanizationally,
intersector planning nust bLe establisheu ol the national, rcgional,
arstrict levels, anu downwards. UDecentralizalion and communily project
comittess  that allow tor greater docal level decision-making  and
mancyement o1 healith ana health related aclivities are critical. Staff
resources must include individuals trom various ot backgrounds who can

plan and inplement each of Lhe four cateyories of health obgectives.
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These  staff positions should include: 1) health cconomists, 2)
epidemiologists and public health specialists, 3) urban/regional/

environmentsl planners, and 4) social planners or anthropologists.
Both team planning and separate project planning should be encouraged
to avoid uifferences in perceived/actual status, and to promote

experimental project planning.

Methodulogical requirements are as diverse as the planning and
health development objectives. Aside from amassing epidemiological and
resource-based data for health services planning as is currently being
done, new tLypes of data and related methodologies must beygin to
surface.  Specifically, more etfective integrated planning ana  the
macro-and wicro-levels are sorcly needed to address quality of life
obijectives. Tne greatest nced, however, is the development and use ot
inductive planning technigues. Wbile community participation planning
represents Lhe most dynamic and relevant development strategy, there
remaing a vasl amount of iynorance about and reluctance Lowards making

it work.,

It ds apparent that consiacrable changes must also occur in muak iny
the curriculum tor health sector planners more relevant to the diverse
health neeus of the populdlion. A1l health planners, irrespective of
professional discipline, <hould have a broad range of skills, Economic
(resource-basen), eptuenivloyical (health status),
environmental/regional  (quality of  life), and social planning
principles <tould be core requirements of equal importance, wilh one

area of specialty required. Moreover, instructions in both macro- and
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micro-level planning techniques are critical.  The former stresses
highly quantitative analyses, assisted by computer  programming.
Micro-level planning considers the adaition of qualitative techniques
to problem identification and resolution. Uoth, however, remain based

in the comprehensive planning progran.

The health status of most of the worid's population depends upon
many factors. The abilily to direct available resources to tackle a
myriad of disease problems and influences stands out as a major
requirement  for timely and etfective  health deve lopment., Health
planning throughout the world and cspecially Africa musl begin to

function as Lhe vital development tool it isintended to be.
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