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1. INTRODUCTION
 

This document reviews the state 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 

unerpinnings for health planning are scattered throughout the 

international health, planning, and development bodies of
 

literature. Lmpirical studies are diverse in
" ually focus,
 

encompassing epidemiologicai, anthropological, economic,
 

sociological, and other analytic perspectives. 
 No stuay, however,
 

has collatei this information to provide *)n adequate view of the
 

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

New paradigms of international health planning are also needed
 

at this juncture. Plannrng theory arid practice are 
evolving without 

any asrstssmert of their value and relevance theLo problems of 

health and development. Un the one hand, p Ianin i ny is 

inappropriately viewed as the sine qua non of health aevelopment, 

but at the same Lime, governmenta I planning lacks the 

mul tid imern, iuria I approach required for the health needs faced by 

African countries. lhis paper not only discusses, but analyzes 
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current trends with to
a view establishing a framework for future
 

planning, specifically addressing three questions deemed critical 
in
 

any assessment of health planning tiergwall, 1974):
 

1) 	Are we adequately planning for changes that will
 
solve existing health problems?


2) 	have planning techniques been used successfully?

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 define the context for planning by examining

health problems of Atrica;
 

* 	 To identify the major strategies being proposed

arid used to address the problems of health 
development; 

a 	 lo identity apparent deficiencies in current 
practices in the context of planning and
 
uevelopment theory;
 

* 	 Io propose a planning frdmework based on 
deficiencies arid luture implications oi 	 current
plarnrning practices. 

Scope of the Report
 

hi analysis specifically examines the status of national 

health planning in Atrica. the to provide anIn etfort accurate 

accounting, however, the review traces the historical antecedents 01 

contemporary planning practices. Moreover, while the report centers 

around national plannirg eiforL., it also discusses innovations in 

health planning, predominately found at the project and private 
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sector levels. Finally, planning trends in international
 

development agencies, and to a lesser extent, in other developing 

countries, 
are discussea to advance a better understanding of health
 

planning in Africa.
 

It 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 inoicated.
 

k<eport Format
 

lhe analysis reviews the literature pertaining to health
 

problems, health development theory, and planning of health systems 

ana programs. The literature review is diviuea into tour sections. 

SecLion 1: Alrican health Problems/Needs defines Africa's 

health problems and the perceiveci role ol p1anning for improving the 

health status of the population. Section 2: Conceptual bevelopment 

aiscusses extant uevelopment policies anu health priorities that 

have been variously perscribed for meeting health development needs 

of the African population. Section 3: Methodological Developments, 

describes the techniques used in the planning ana development 

process. 



Section 4: _O(rjIani/dtional IJevelo ments discusses the -tructural 

support and process used to implement health plans/and the piaining 

process. Section 5: Conclusion and Recommendations summarizes and
 

evaluates the current status and projected iuture ot health planning
 

in Africa, especially as related to health problems (both current
 

and projecteu). Program planning ano training implications are also
 

suggested.
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II. HEALTH PROBLEMS AND HEALTH DEVELOPMENT
 

This section reviews 
the health problems and the role ot health
 

planning in Africa, establishing the analytical framework and
 

providing the context for the report. 
 Specitically, a uiscussion 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 auministrative Lool, usea to improve health 

status.
 

Health Status ana Disease Problems
 

It is generally known that health conditions in Africa are far 

worse than anywhere else in the world. 
 Every index of health status
 

ret lects this, incluoing a higlher rate of birth, death, infant 

mortality, drid a lower life expectancy at birth. Mahler (1980) 

identif ies tht extent of the deprivation: 

Whereas the average life expectancy at birth is some
72 years iii o counLries, it is 57the uvelopud about 
in the underuevelopea worlo as a whole; in Africa itis unly 49, in Southern Asia, 51... Whereas, the
death rate for children between one an five is lessthan 1 per I,0UU in most developeo countries, it 
averayes about 6 in Latin Aerica, 10 in Asia, 30 in
hortheii Africa, an greaLer than 30 in Africa south 
o: the Sahara. (Mahler, 198O:C4) 

Disease problems span the disease groupsall main as described 

by Eshuis anu Manschot (1978), namely: 1) genetic (inherited),
 



2) deficiency (shortage of intake of essential ingredients), 3)
 

degenerative (due to wear" aria tear of the body), 4) malignant
 

(change in cell growth due mainly unknown
to causes), and 5) 

environmental (must commonly due to biological organisms). 

luong these, environmental dise.ases are most prevalent in Africa 

(and other ueveloping countrie,). It has been determined that more 

than 40% of deaths are typically due to infectious, parasitic, and 

respiratory uiseases, as cumpared Lo 104 in a typical inoustrial 

country (Mahler, 1960). For example, the prevailing diseases found 

in Somalia are tuberculosis, malaria, vesical schistosomiasis, 

veneral diseases, intestinal parasitosis, ari nutritional deficiency 

conitiuns (ALbas, 1979). 

biespite tiIc severity of these disease problems, such 

enivironmreni.al maladi-s preventable.are [he following mortality 

statistics iNoiCaL, for uxwqip1e, the preventable dfaths i Lhana 

per year. 

Table 1
 
Deaths and Preventable Deaths in Ghana
 

Deaths % Preventable* P Preventable* 

Ieaths in chiluren under 5 
 120,000 75% 
 90,000
 

ueaths in adults and older children I(0,000 5W% 
 40,00(
 

Total 200,000 
 65% 130,000
 

Alhose it~L icar be Iprcvric' It~ruugh adequate primary care at cost 6hana can 
aH:ord.
 
Source: Kaiser (1977).
 

http:enivironmreni.al


Determinants of Disease
 

Unfortunately, health indices and data regarding disease 

distribution Jo not totally describe the problems o health in 

Af rica. lhe scope ol the problem can only be dei iri u in 

epidemiologicai and historical terms in order to provide the real 

prescription for improvement. 

It has generally been posited that increaseo trade contacts with 

Europe anu Asia, settled village life, and (especially) 

colonializaLion substantially aggravaLo the disease environment as 

we know it today in Africa. hartwig and Patterson's (1978)
 

historical account of disease in Atrica uecribed the influence of 

.. lement and colonial ization. I"i general, villc.je life increased 

physical contacts and intercommunication among people, which in turn 

facilitated the spread of disease. 

Similarl), economic ano agricultural policies, as well as 

development schemes of the colonial period such as labor migration 

(lored and voluntary), cash crop production, an urbanization 

unleashed serious health problems. This included new episodes of 

"sira1lpoA , Meds1es, VU, tick-ana louse-borne relapsing tever; and 

familiar oisnasus., like malaria, shistosomiasrs also claimed more 

victimS " harLwly a"a Ptterbrn, 19/4: 6) n I act ,I ! cOlun ial 

period (part iCu1 r ly between I690-1930) has been described as the 

unhealt hiLst per iou in all Afr icj" history. 

http:villc.je


This influence of westernization in Africa -isa critical, yet
 

rarely discussed aspect ol the disease 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
 

protect i y ech anisms (including trauitional -forms o health Care 

technology) 
 have only been partially effective in controlling 

disease, 

Unless man/parasite-vector relationships were altereu by
 
such factors ds contacts with strangers and their
 
diseases, changes in settlement ptterns, movenet into
 
new Ucological zones, alteration in modes 
 of
 
transportation, or oramatic change in life-styles 
the
 
epidemiological ana demographic situtation could have
 
been expected to remain roughly sLable. (p. 4)
 

It becomes apparent, therefore, that problems of health go
 

beyond the prevalence ot uiscase into social, economic, and 

political influences of health. Plann ing must consider these 

factors; m"reuver, oevelopment strdte ies must reinforce inuigenous 

efforts to restore control over modernm--day disease environment 

Lhrough new relevant adaptive mechansims. (e.g. health services, 

improved nutrition, new hygiene practices), 

Thus, the following disease muoel as depicted by Eshius anu
 

Manscot (1978) 
is also a mocel for health ana health planning:
 

host 

Agent • E.Lnv ionment 
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The host, whose health is af tec teu by disease ayents and the 

environment, must also be a prime actor in any real effort to 

chanye these disease variables. This cause-effect relationship is 

similar for the other two elements in the disease cycle. 

E[fectiveness wl healLh p1 ariniug ana €evelopment, therefore, can be 

measured only by the exLtnt to which a balance is achieved amony 

these health variables. 

Planning for Health Development
 

Planning djescribes a process by which available resources are 

directed to achieve a specific objective. Rooted in the budgeting 

process, plarnling mixes qualitative anu quantitative analyses to 

guide dedcis inn-making. In other words, it is reasoned judgment 

basea on: 1) available information, 2) logic of analyses, anr 3) 

evalat i 0l consuluernlnes of al ternat iye decisions. Thus, 

experience u (JOgma assorted analyticaln/or political comjlement. the 

tools used in each step of tlhc plannirg process: 

1) identilicaLion of problem 

2) inventory of resources 

3) analysis anu selection of alternatives 

4) priority determination 

5) imp Ilewhu , i t lon
 

6) evalual. iun
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While planning is a fairly standard arid objective process, its 

use varies accoruing to political ana economic environment. Lliny 

(1971), for, example, stated that health planning can be used to 

achieve either socill change or broad system maintenance. 

Social change and broad system maintenance are typically
 

antithetical appruaches. SYMtS:Is ma ir eriance is generally 

regulatory and constraining. IL iancLions to limit health demands, 

to uistribuix scarce healthi resources and to make only iargirial 

aojustmentts in existing Ihedlth unditLions. In Lhis way, resources 

are f reed I or other national priorities, such as the military, 

ajricultural, and industrial development.
 

Planning rur -oc ial chainje, on Lhe ot.her hwrld, seeks Lo ensure 

long-term lasting ilmp rovenier, t s in health status ari disease 

prubl us. Inis requires a depo liticizco assL'Ssment of the prob,lems, 

a comprehensive assessment ot development alternatives, anU an 

objective, realistic determination of priorities within reso,ce 

constraints. 

In general, health planniny is a potentially valuable tool to 

chanye the hieilLh status ol the population. It can tackle short-run 

hualth arid ie, lLh-relaLeaJ problni,, sucLh a, .he lack o1 a health 

delivery sysLiM or basic Me;ic l .are. It: can also help develop 

eftective s Lrd tgies to esLablisi equi ibriuri between the host­

agert-,nc-environmenital ciisease triad. 
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Health bevelopment Planning in Africa
 

Jo assess the state ol the art in health planning in Africa, one 

must reviuw conceptual, eWthodoloyica l, and orgjari Zadio.1 rid 1 

(uve Iiipiwnt.., Iudch rupreu.en iny a (rtLWa I d;pe t,o i .uiri i. and 

intricately relating to one another. lhey have dLtaineu, however, 

aifferen l;vels of developmenL since the post-colonial period, and 

this hinders a concise accourLing of the state of the art. 

There is typically a significant lag bet.ween health development
 

concepts dnd health l1anniing, as well as health planning ar
 

implementation. 
 Segall (1972), Ior example, notes these 

discrepanc i in the heal th po1icy, p1I ds , ond program!, in
 

lanzania. An a social ist-oriernted country, lanzania maintains a
 

strong governmrient contro led serv ice delivery approach to heal th
 

despite its precepts ol social and human aevelopment throuyh 

CulilIIltill iLy purL iciipat ion. MoreOveir, wh ile the couritry espouses 

developiin o.,fpccvenLive and u ialt1 services, resources are planned 

and uirecteu i rio curative, hospital services. Such ciscrepancies 

eAist througiout Afr'ica, as evidinnceU by uxtant health plars and 

budgets e-:.,., U',HLW , 19b. 

IlN stale of Lhe art, therutore, con,ists of varied theoreticai 

and st.rategia approaches tO health development. health philosophies 

and policies ,re pruerm inied by th preva i11ng Political processes 

uo the country, and even more realist ically by international 

developmernl, concepts formulated by miul Li-anu bilateral deve lopmenit 

http:rupreu.en


agencies. Health plans and programs, on the other hand, reflect the 

varying organizational aria mehooological resources of Healh 

Ministries and Nlational Planning organizations. There is no 

approach to planning health development which consistently matches 

health nueds, health priorities, and health resources. 

lfhe following srctions describe the conceptual, meLhuoulogical,
 

dnd urganizaLirial dvvelpmllenLs in national heal.h planrilny it)
 

Africa, centering around the USIL . and deiciencies within and 

among these three dimensions of planning. The policies and 

priorities, Lechniques and implermentation strategies for health 

development are encompassed within these st:btopics. 



LONCLIIUAL DLVLLOPMLNIS: |iLAL IH PULICILS'. AND PRI URILS 

Greater strides have been macle in area of healththe development 

theory than in either the organizational or methodological aspects 

of p1 aii fig. I ie I LeruLuru 'rev,.:a I, the existence of pr imar i ly 

three hea Itll uvehomen. culncept!: 1 the iea 1th 

survi ce/ A rir ruIc. t o ,ih, t)u ..lur,opprp 2 Lil ecu 1oy ;a I approach , ciit 3) 

the hullli ,'SijUrCC d)lroaclh. I O(h iUr)OrL.S Lu iplJoV(e the heal Lh 

StaLtus oi the poIpulat ir,. -Ihey uil ter , however, with respecL to 

perspEct iveS o(I health needis and (leveloperL strategies, r'esulting 

in an amalgamatiorn of policies and priorities. 

The thr,-.,e comiceptual perspectives on health developrnent emerged 

in evoluL iull.2 ry t ash io1n. IJi I ter'ent historical, politica Idd 

economic re Iit ies under lie tle concup to a 1 di ff erences , which art' in 

general , ian i t us tee i in thu traris iL ion of heal Lh p arninq I roil a 

professional-inoustrial to social flode (Levin, 1981). 

Despite toe ir evol ut ionary or i gins, these health development 

concepts ,. i st concurrently, and to,.;ether represent the 

state-of-.liE.-art. i n e Lion health andth1e i i o policies priorties 

for planning purposes. each he viewed asNurover, car rnecessary 

awl legi ti1ii,, L. r aooressi tie iulL iple, cimiplex health problems 

of African countries. In facL, iith (19/5) ui.cusses lthe value of 

dut inihi pr iu it i.s I rum both usur d1id Irovider IJersl)ctL iwes, arid 

within the context &I ned , i, teed anu demaids. Substlnlt i a I 

work must bt. done, however, to ulena these cocepts into a cOherenlt 

heal th d'V(],1 uporl1 pllanning s Ira tegy. 
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Health Services/nf-astructure Approach (HSI)
 

lhe prevailing health improvement strategy found throughout 

Africa today focuses on developing Health Services 

ano/Intrastrucutre (HSI). concepts healthWestern of 
 care, 

juxtaposed to a glaring absence of modern health services and 

service systems, forced this Cevelopmental perspective. Moreover, 

the availability tor lack) of meuical care services and other health 

resources readi ly lend themse; ves to co,venltional development 

p1lannliny teciqi ue. In essenc~e, t e tl a(lpproach primirily iucuses 

on the demhards for an organIzEd form or health care as the more 

legitimate and easily quantiliable inuices of health needs. 

Health Development Perspective
 

The health services/infrastructure approach views the quality of 

medical care services and iLs supurt system as the major 

determinants of health status. The tenets of conventional 

aeve 1opmen t lI ann i ng, Yh ich perMeate all sectors of the economy, 

greatly ir llencEd this jerspective. "lhis is in eduition to the 

tropical mroicine concerns that flourished in the earliest periods 

of irnl inational health (Iev loplmerni. lh, .. rauit iunal concepts of 

healthi and developuent, while waning in importance in theory, still 

unrderlie the current thrust of natiora I heal th planning in Africa. 



Coombs (1980) aptly describes the assumptions of conventional 

economic development concepts that have influence the HSI approach 

tc health development. 

* by curicentrat iny developient eftorts theon 
modernization arid industrial ization of major urbanlcenters, shockwaves would soon radiate out across the 
countryside, triggeriny a dynamic and self-suslaining 
process of rural development and thereby minimizing the 
need f1r direct gu~ernmert iiLerverition arid investient 
in rural areas, 

* 	 Agricultural uevelopme it was the essence of rural 
development and siould be given top priority in any
rura 	I investments. 

I 	 Economic anu social developm(ent represent distinct arid 
separatu processes, and thaL sizable progress on theforijer must precede any si yniticant progress on the 
Iat tu r. 

* 	 Vil lo ..s ari v i latjers ar: all more or less alike, 
hence so Iut ions appropriate t or uric wou Id be 
JPIru. r'l ite' to all. 

S OSL I , ect i vt 	 t to11b i (. ui el i i inL way organize anld 
d: Iivc:r rural servicus was by separate specialties,
tach y its own i riepruei it "uel i very system"iraving 

ruil-liig downward 
 to tht ru-al areas froii a specialzed 
mimitr'y and its subdivi-siuiis in liL capital city. 

"lho 	application of these pririciples wliiin the health sphere has had 
f ar-reac:r-iw,( i, ,l;1 iCat. loiS.. -,l...;it iC, ily 

1) 	 "[he kioal of economic eff iciericy predominates ii
 
tl i iea1Lh (.:Vo lul-)m-:nL thrust , g iven that 1.he
 
bu Ik ot avail I 1e iesources goes i nto other
 
ecoiloc SOctors.
 

k) 	 ti i r~ovUi ior -o i i , di ChUtol ly irl heal .h
 
de'veloiimeriL lrevdai Is iwiiny Lo 
 an isolated,nari1Ciwly d. I' iIId Vi ow of heILt.h ill t.hie developmeiit
3 roces (. 

3) 	 Uligran intj healt LbiCjlitjes , mdro.i u, i ochirioluijy, 
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drugs, and other resources constitutes the primary
task, given the capital/physicu] investirnt
 
erception of development and the perspective that
asic health needs will be met 
 by large-scale
 

development in other sectors.
 

Finally, the heavy influ-nce tropical medicine has 
 had on
 

international health development keenly influenced 
 the health 

service ir ior iLies ot t.e iSI approach. Spec! icall y , the 

principles popularized by tropical medicine were that (Scrinishaw, 

1974):
 

a 	 ACenLS ut Cisease are sufticient to understano its 
causation 
 and to design programs for its
 
prevention;
 

* 	 Programs of preventive mecoicine anu public health 
are a luxury until medical care hds been provided
lor" Wtu.t n i lnsos; 

6 aoern health care is a priority need in all 
societies, dnd is renponisible for reduced[hutt, tity f,: t!,.
 

a Pour p uplu Ive Lime 
 to 	wait in clinics.
 

he 	 va li dity ut Me trhadLinal conUe pts have been denounced 

in recent a,:ars. IuSAUnita evi dence exists cemonstrating that not 

only have they failea Lo improve the quality of life for the 

p~opulation, but they h.ve alSO LXdCerbuLed the prubtlp-,m,. Ihe 

indices include, dUong ,ir things;, greater rural-urlur 

disparitie,;s high unemploymert, and in:reasing numbers of fai i iS 

living in absolute poverty (Coombs, 19MU). 

While tLe perspectives ari even some pracLices have changeu, 

current efforts still focus on improving medical care and the health 
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infrastructure. They represent important components of the health 

development process. both the availability and utilization of a 

mociern health delivery system are essential to improved health. 

Scope of Work
 

The HSI development p'ocess is multidimensional in scope. Uver 

the years, different geographic and demographic sectors as well as 

forms and techniques of hea I Lh t irund inf rusLructure devt:l pililnt 

have had priority. Gish 
 (19/9) traces three major development 

trends: I) hospiLal; ,dn(J ,Uoical schools, 2) imrmiunizaLtions, anu 3) 

rural dispensaries. Each thrust has its own resource demanus. 

Moreovcr, both the traditional d1 10 contemporary approaches preoccupy 

the national planning efforts of Health Ministries even today. 

Moder hliei 1l.l n rstLruu Lur' h.iveo p.jPL.. A mudern hua I Lh 

ihf r'dstruc ture, with 'slhisAic dLed I ac il it uS, [manpower , aRId other 

resources him.s trad it ionaI ly ari contL inues to be the chief health 

development concern of 
 health M~inistries. Historically, these 

urbdn-cerLLcr ti , hospit,1al-based, curaLive hi.iiicd 1 care systeMis, 

designed to bat i.,y the ari.marnds of l.hu wPlI -Lo-do (WebsL.r', 1969), 

were I ,Ler j u.,t i I e by convenL i onrai dev: Iu m-:nt c epLs lusin on 

the ph ilosophby that mi:rj ,r capiLal investment,s in, the form of 

mo(JernizaLiun in a11 sectors would irpruv Lh heal Lb staLu ul the 

general loPUlU1dtion through a l ilteri nmy-duwn process. 
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Although its eft icacy has long been denounced, development of a 

sophisticated health sectoy irnrcstruLiure sill] enjoys popularity 

as a policy aireciAY,. Marny co,-;,Lries continue to need arid want 

meo ical schools, laboratories, ari hospitals. Moreover, it is 

commonly recognized that most avallable health resources go into 

devel(-oping ard Ianit,.ininrig suth Id.JiJLK!". antid10 Livices.l Uhand , tar 

e;xample, pl, .. u%
us of Kt heal Lh resources ini curat ive, urban 

health tacilities compurud Lo 11.4 1 tor putlic health L 19Y5) 

Some healthl profensiuotals even support the continued development 

of a oderrn, sophisticatedi health sector. 1he rationale ircluues: 

1) i St.(.d i ly iricr'eas in rural-urhrt" migraLion which Jppears 

irreversible, and 2) the overutilizat.iurn ano undersLat in 
 of
 

hospitals resulting from the 
 inadequacy of regionaliked referral 

systems (England, 1978). In adaiLion, physician specialists such as 

psychiatrists are neueo in the face ol gruwi ng 
Uocupdtionjl/iridustrial CntI urbLii-r'ulatudi I.Lisses (Ma iler, 1980). 

Finally, a physici.an-domiriaLwa heallth syLem arid con t'inued emlat ionl 

of westerrn healLh st iarnds will make this option d fact of life tor
 

a long time to come. 

Iiiiwun'i zaLi (j'.s. £iiun i,'at ions aIppeared next ini the 

service!inlr,; .ructure d(eve loplnert. process. Initially the only 

public health serv ice aJvai able, implemei: ;Lion of coiiiiuniicab le 

disease conLrol represunLed a major function nt health ministries 

anJ international agencies alike. In[ectious diseases have been 
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described as Ihe world's greatest threat (Lancet, 1970).
 

Accordingly, smal llpox er'adicdtion and other immunization programls 

were undertaken by the IO since they were deeMEa important to 

vorIdwide health (Mahler, 19B0). Similarly, Ministries of Health 

planmed eXplnred u isease (ont roul progr ams, including ma Ir'id, 

venereal diseases, tuberculosis., and other categorical/verticdl 

prograrmis, adminictered through occasional rural mobile health units. 

This, emphasis on uisease episodes are still prevalert despite 

the holistic view ot health accepted by WIHO more than 30 years ago 

(Martin, 1iY5; Waldheim 1975). A survey o health priorities in 
poorer countries, inc1udinU miiy in Alrica, revealed overwhelming 

concern to prevent una control cOMiMiJMicdble iseases (Smith, 1975). 

International aevelpmenL agencies also rank this high among their 

objectives; it was one of four international health priorities of 

the U.S. Agency for International bevelopmenit LUSAID) in 1980 (AID, 

19B0). ihe administration of communicable disease control programs 

has clanged, however, to reflect the latest emphasis on basic health 

care services on a countrywide basis. 

Rural rinully, 

health deliv, ry systems is the must 

Hr aIth System. Fiver. strengtheninj rural 

recent trendi i service/ 

11f r.ird 1.I'Jr 1. (eVr Iupiiwn.L. tl'i(.u guovernmis have inrCased 

efforts to nake health cre available to all as a matter of right. 

lii S erM i '., rep'!.p-OndS to0 I i he 1dI Lh demandS ol rura I 

populations, cOuple with l imitei rescrces (WHu, 1971; kice, 1966;
 



Fendall, 1963). Specitically, Webster (1969) cites high population
 

rdles anu higlh cost ol ho.pI Lal iZatior JS 1ULLor's which Iie s. itdLI' 

control in tu tfdiand wid COSt of health car, services, aid a shill 

from trauitional ica1t'h care ueli very mothocis. 

Unquestionably, servicirng the health demands of rural 

popu lations represe;its a KIajor undrLrtak ing owing to unuerdevwlopeu 

systems of publ i c heaalth and a moil I olI ea I th care ref lecLi rig 

vestiges ot an inherited colonial sLructure aru its values (l<umbaut, 

1979). 

SpecIfic,lly, thte [,rob1 emi found in Ghana typily those found 

throughouL the continent, iric lud-ing: 

ania 

6 al disI' ibution of facilities and manpowe; 

6 poor planning anu evaluation of health services 

e 	 I)uor yaejii t 

* 	 bhion idyEsC ( 1111I)OVer' 

* 	 luck of ! upport ii y services 

a 	 unicoora inaL,,d public wi. private healt h and 
oLhL:r sector seTrviLLS. (Kaiscr, 1977) 

Accor'uinly', th, r'dAi j d.pailu -ei viti.'S thesu + u tuul Ll into rural 

areas is a loig, .irduoijs ore 

ho 	aumel i late ilh-se inadequac ies within t 0 ol 1 it i tedconfines 

re.sources, a comprehcensive rural del ivery system is jradualI ly 

e1erginy t1 GIuAL h is inc Iact.sU AI rica. 	 a r'eq tonalI i-,ed ,
 

hospitdil-bastd pyrainidal Iealth Lacility net.work which iniicreases 
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sophistication and level of health care from the periphery to the 

center. Moreover, integrated health services are developing to 

replace vertical health programs that typically fragmented the 

health care delivery process, As in the case oi most other Africai 

countries, lanzania has, for exoml)le, instituted maternal ard child 

health services, includin immuniiat ion, general health educdLiOn, 

and nutrition evaluation as a prerequiste for curative care (Hart 

1979). 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 hands of 

divisional and regional heads of Ministry (Kaiser, 1970). In
 

essence, providing basic health services to a wider cross-section of
 

the population replaced. least in principle,
has at previous
 

western-oriented delivery systems in virtually every African country.
 

In suhmary, the country-wide development of a basic rural Ieallh 

infrastructure illustrates the si gjnif icarnL progress that ha; 

occurred since the liSI approach was first introduced in Africa. 

Substantial work remains to b- doce, however, with respect to 

resolving conceptual deficiencies in the role of health 

intrasLructure and medical services. Of primary concern is the need 

to settle the rural vs. urban infrastructur, development conflict. 

Past and cirrent inequities in the health delivery system must ne 

resolvea while simultaneously anticipating iuture needs. Also, the 

inhicrenl courern lor uisease as the cause of healthrouL prublems 

must chaiige. lhere is a need to the basicrecognize limitatiuns of 

the hiea'lth services/irnf rastructurQ alpproach as the sole ,trdteyjy for 
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improving the health of the poru laLion. Some of the prob lems have 

been described by Davos (1979) as being:
 

I 
 Paternal ist.ic because it cisassociales public
opinion, bel iuts, habits from expert recommendation.
 

* Analytic because it fails 
 to study goal

interdependence 
as it relies on scientific meihod. 

a kfa(t.ive because provides answers to problems that 
lhave been detined vs. problems that may be generated. 

I Quantitative because it rejects qualitative concerns 
or the public. 

In light of thtse limitations, the ecological healLth develol lint 

concept has sufaced.
 

Ecological Approach
 

The ecological approach is 
current in international health
 

planning 
 theory; while it still emphasizes delivery of health 

services, it expands Lhc cuncplt. of health beyond the service 

deli very systemil. Londi t ious M poverty and the env ironment are 

Lack leo iA an uli ort to improve the hta I th status of the 

population. lhe intent is to corns i1er cost-ef ect i venes s along with 

elficien: in the planning ant development objective (hthU , 19/4). 

Hlealth buvelopmcnt Perspect ive 

1te ecologyical approach reflects a holistic view or healLh, 
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distinguisliny the deIlIano |or personal health services firom a 

greater concern for" addrmes ini the ndes ot the popu 1at ion. Ihuse 

needs are typically predetermined by development planners, as in the 

-IS2approach. The ecological perspective, however, is said to allow
 

iclusion of social and economic prograMMiny in the heal L i
 

development process (lnner
 

lhe rec ilprocal relationship between health and social econoilic 

development was first noted in the late 1960's. In a review article 

envirolmunlal) ndson tropical conaiLian alledlth, h NIyLi aid hevd 

(196') recognized that climatic conditions are not the sing'e or 

most contril.jut ing dSpcL. to I.rop icdl dised.e,. "They note that 

v.ctor-borne infection, rutr it ional eeds, water requirement, and 

malnutriticni are "prouucts of poverty, iyriorance, and social 

disorg_ izition." 1he scope ut their article is somewhat limited; 

they maintain a "victim or pcrsur, blame" dLituou that was Lypical 

unrihy Lhat time l their writirg (knd Lvidert to a lesser exlent 

toidy). -They ail to aWUres s tlhe structLural causes of poor health, 

such as inuaouquaci us oi the healL system itself, asymmetrical 

relat ions b,.Lween lh. haves cnd have rots, and more. Ihey do, 

however , olft.r a broader" view of heallh, au [lie factors that impact 

iL.
 

Th in luence of social arid Lu]Lural factor>, oni heJltLl was 

,:rmphasized further a article nutritionin 1gLD8 on education. 

(COPPiny UtL) lihe author, rioted d proI Mli I lteLL ol LU ILuru on 

practices related to food ad notriuLion [hat dirL [ly atffect
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health. It was further determineu that nutritiun education planning 

that kept cultural considerations in mina will find its solutions in
 

agriculture and economics.
 

Since the lM{O's numerous articles have been written in support 

of a comprehensive ecoloyical approach to health development. lhese 

papers revealed the prublems of health to relateu to su.hbe factors 

as low incomus, l imitel clean water, low standards of hygiene (e.g. 

Gish, 19/9). le requisite solutions incluues health education, 

better housing, envirornmental sanitation, medicaiwider coverage, 

active parLicipation in health care (delivery at the local level; as 

well as improved irrigation, economic productivity and overall 

standara ot living (Oyende, 1907; Farah, 19/0). FaraI,'s view of 

Somalia's health conaitions iiirrors those Iouria throughout Atrica; 

i.e., the prublems anu 9oals ut healt.h represent a complex pattern 

of inLerlinKea prot)lems which require a healthcomprehensive 


development, strategy.
 

It cannot be left. unsaid, however, that a key factor to the 

acceptance Uf the ecol..gical concept relates to its economic value. 

The cust-'erl,..ct,iven-ss ul tLhis purspectiv was recog iZ.- and 

discuss- v.Whin WlO as ear'ly a. 1968. Lw ILcvcIs of inroMe, 

he a ILh , I I SOrvicU. , an healiLh anpIIOWL.r requ i r6 wa ,', iu 1.0 

require a, u. panded role ol hieaIth in the economy. Appr opurtidLe 

Srinleral iun muld improve WcA ILI, whi le at the sale Lim, a -ikir. 

efficient use of resources (WHU, 19b). 
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Scope of Work
 

A multi/intersectoral approach health
to development is the
 

primary focus of ecologiLal planning approach. Several strategies 

have been tried toward this end.
 

Health Components of bevelopent ProlecLs. Introducing a health 

component of a development project represents one of the earliest 

concepts ot integrated planning. It
health recognized that 

development project:: frequently caused additional health problems 

and, to a lesser extent, aduressed the reality of the health 

influences 6n ut ili ing lnrj, labor, and capital. Most iilportantly, 

however l,tin health illu agr'icultural, minling, and public 

works projects acknowI edyed and upheld overal l objet.tive of 

efficiency anr lield o investment (I rei, 1975). 111is was 

acrimuniously described in a 1974 WhO re:port argued:which To raise 

the level ol health simply Ior the sake ol improvi ng heaith would 

amount to a free distribution of a luxury comumodity. 

Basic Nevos Approac;. lhe integration of health with other 

aspects o Mdi aaand economic cievelupment received its grea test 

,: iu iulti--ardinipeLt.. ii t lthe19 O's. b.ilateral a erg~ iUS r'eCiSigneu 

their develop:,ment assi stance programs to cons ider health development 

within its rruaaier aud mutr tunuadalun al s(c ioeCOnuoi C context. For 

example, in 197 the U.S. Agency for International bevelopmnW-:nl 
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declared the "Basic. lumar Needs Approach" as its new development. 

assistance thrust, defining this strategy as:
 

A massive, multifaceted rural development effort aimed at 
...
the neeus of rural people, including such diverse tields 
as
 
education, health, nutrition, agriculture, family planning,

occupational skill training, child care, and women's programs
-- fields usually treated separately by planners, operaLing
agencies, and research:rs (Loombn,, 1980). 

The stateu objective of the basic needs strategy is to enable 

poor people better access 
 to the socioeconomic benefits of
 

development. Accordinyly, project
new design requirements were 

implemented by IJSAID 1.o incru.se the commnity's involvement in and
 

benefits fromi development prujects. Social soundness analysis were 
mandated to "examine Lh, isLinc social culturalA lve anra features ot
 

tLhe people who 
would be affecL.,;d, and the social implications for 
them prospective (USAID,ot the design" 1981). The established 

social soLnoraess criLeria dWtermining feasibility were: I) mutual 

addptubi lity between PIeOple anU project; 2) re(1l !stiC likelihua for 

j)eop 1u to prl,ic ipate, 3) pol-unti a] spread effect., and 4) 

distribu.i a of bene1 i t.,and casts (bid). lhesC development s and 

others led Lo three new concept,.s in hIealth development planning and 

I)ruyraLai.ying: 1) priiary Iallh care, 2) integr'ated rural and 

commUn i ty ,uvelo.ment, ar 3) i ntegrated health policy plannin . 

LucL rocusu, un an ecoloai cal perspective ol health, varying only by 

level aNd type ot prugramingininj sowyhL. 

http:incru.se


-21­

1. Primary Health Care (PHC). 

Primary health care programming, currently the major thrust in 

integrated health development, is an extension of the rural healh 

intrastructure (i(velolpment strategy of the IISI approach. It expands 

the concepts of health care delivery, however, by coordinating 

preventive srvices wil CurdLive hCalth services at the rural 

level. lie stratery emphasizes basic services, such as clean water, 

basic meicine, dlisposal ewage, health education, and hygiene 

(Waldeheim, 1975). lhus, the uost critical and basic components of 

health, public works, and eaucation are brought together primarily 

to reauce the prevalence of high diisease patLerns. 

ucure PfH. 

strateqies. Village or mulLipurpose health workers selected from 

the targt cuirunity assist in the service delivery process. ibis 

Tle ini rastrLu I or i nuorprnLes limited resuurce 

represent s a inIiLed form. o coliunity involvement, whilu at the 

saine time consLitutes an irUcpe"sAivo heaIthl resource. Moreover, 

othcr auxiliary health k,orkers as well as a pyrarmidal system O 

he alth I d li i Lies, ralerr Is, sUi.irvi lAft, and Lrainirni on a 

regional busi , further rduces Lthe cost, ol a Mn.uern health sysLem on 

a country-wiih. basis. 

[iUPi(. Concept representLs a giaL step oward a more realistic 

ana mean in iu 1 approach towarJs ieoalL h deve lupment, Lhouuh suspicion 

ani criticism have been raison allainsL it. IL is said Lo bI merely 

a strategy to control demanrd aid redua costs while exLendin drug 
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distribution (jliin-Guzmarn, 1979); arid indeed, low cost del ivery 

systems have been supporteu in the interest of allowing for greatur 

capital investment resources in other areas (Archorya, 1981). 

NoneLheless, PHL is a first step in implementing a socioeconomic 

health development program, and also gives greater recognition to 

individuals as prime actors in planning for their own lealth and 

general well-heing. 

2. inteyratea Rural arid Lommurity Developmerit (IR(LN) 

IkCh is another, less expandeu, socioeconomic development 

concept. L.enera 1]i, however, it expans the possibility of 

intuyratin 
 health with otlieir sectors ot the economy, including 

ayricu]Lura], pubiic works (roatis uind comurunicat iun systems), 

industrial, and other projucts primarily at the district level. 

uI.h lir;j,.h are jointly plnrea l officursby Uis ri(L withiri (adCl 

sector of the economy to ensure that adequate health programming is 

includea. Hi s Meay occur on a project basis or withini the total 

aistrict plaining struclure. 

3. 1iealtl, Policy Plasingj 

F-in- Inly, integratled IeaLh plnning at1 the naLional level 

ril r:senit', tlL' I t. I.l'led ,ii(J isisl. SophisL. .a~t- ecolugi(.dl heal Lh 

devel1opm,-nL, strdtegy. lhe ILCIUS CsCeriLtuato:s the i1CU(J Lu plan aflO 

http:ecolugi(.dl
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develop hnaltil policies that appropriately consider the interacLing 

atlecs (A other developmenit activities on the status or health. 

lle iituoiL is to achieve the must eftic eMtL, cost eflfcLive 

allocation of development resources. 

Thus, ,tUacked against coipet.ing sector interests for limited 

1irnancii] rLourct's, national health policy planning through the use 

Of 5jiMulation hs be.i saia to: 

a facilitate inLegrawen development planning; 

a iW-ffects501 tu expucted irumn progr'am options 
given (litlerMlt budgel levels; 

a idto:nl y LI- LoUMt1 aLion of proyrd, c.UMponents
that. arte Ms ell ec Live in reduc i ng heal Lh 
prol)lem' at .,Latu b ou'el. ILve Is; dl( 

a 	 rank prel erred a] lendL i.vsI or healt h status 
iuIl r-veniunl: t S• (brusse, 1979) 

MeLliodul(.gien umpl uyeci by br'usu dre i.;cussd irh detail in a 

later , ct.iui. 1li key i ,Zue her iS Ltih L 	 the applicat ion of 

Lh plain ing 


an V Q 


nat iu.al tiM policy 	 a i Hi ii any particulir country 

r'ciru1 , uilr'esolvd u pe'p1ex U rI d i lemia. Organizat ion a] ano 

methodolugical cons tri into urr:iit ly Ifuid wi Lthin Al rin count r ies 

W-.U., luck of in oruaotioi,) limit, its use. 

lhere are al1 so weaknessems inherent in computer assisLed macro 

leve1 policy pla tuin 9 lire li is iM, ove-rridi, ij pr0ut, th. reliability 

and validiLy (cI d9g eyadI.e iltie 1iyy i 	 iidil lerenLiltiny ILh 

ilrO rdlhiiU UJ IL IS at the ievt: , i\ei vry ingj i,-Lul lura Ilocal I 	 s. 
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practices and resources. habicht and berman (1980) aumonisheu that 

without testing the routine effectiveness of the prescribed 

intervetionn un pupulations ana the mod elcosts, proposed by Grosse 

is more explanaLtory Lhan prscriptive, which limits the policy 

cuiulJuslor!s LhtL Can DUe lr' Wm . 

An inaaequate definition and measures of healLh, and the
 

heterogeneity of aggregrate were
statistics identified as variables
 

that l iiit meaningful esLimates of relative 
 iMpdCt of various 

nt ervui t iois. 

HumianR1esourc AIpiroach
 

The lea:t established, yet theoreticdlly most viable health 

d(velou)imnt L.uJcne[J1. is thrI huniutuin I~ /ppJroach (HRiA). lii,
 

AaLru.i:ty IdLY. I' le liii i Js(.u IIM, ti( ul ialsL p ivutul Lu I he 

plrriny ali(i dveliupmimt. (Ii appropridLe l i inteive tions. I11(\A 

COit)erns itse lt , in thelory, on the real rieeds of1 Le pupul ation. 

The not'on thaL developiienL depends on the widest and fu IlesL 

parL i ipat iull uI t-x isL iny Iumiian resourc c!, iS no iv:rsa Ilylilt 

JCCtLedptd. Wn facl., LI.. lIRA dppears to hI.- Lhe lealIh ivce loplmiet 

L'urnd Ul ti.e l '190.,. Leve. Iopimirl IjracLi i(Lio ris and I.huor'etLiciaris 

stronfly dil t er, howevxr, on both tie interpretation and aplication 

61 this h ILhadevelopmenl, concept. 



Health [ievelopment Perspective 

Varying perspectives re!yarding the role of human resources in 

the developm-er t process can be t ound throughout the literature. 

These perspuctivcs can be ouelineatea into two broau cate(jories, 

catalyLic an lolistic, the diflereince relating to the amount of 

douLon omdy I lowe( ] i vidui I5/COlilllri it 1(s in control I iiing drd 

directing the (levelopii:nt. )rocess. 

Catalytic Perspective. lhe catdlytic perspective is dominant in 

the literature. Its prevalence s Lem s from convenLi ;na 1 human 

resource cjeve lopiient i ueoloriy, where in selected inu i viaua Is arL 

viewed as prime agents ur facilitators of a predetermined 

devel oprmen L sLralgy. i;,oru rec:nt var'ian i.s expand the fac Ii taL I rig 

role t.o) it, iu.e a teai( of irlid Iv ili I !,, bUt. sLI 1 imi thl toI extent 

WiI(.t1 Ih dicIl i(. alSs del if.: Lh. ir own hi oi HIt h ds. ind pi'or it it-,. 

Hiuman re-sources have historical ly p Iyayed an importanL , aIe it 

I imi teal, role in the hiealLh ve lopmient proc(.SS. For example, 

creating a cadre of t raiiei hea ILII profess jonals was cons idered 

ess.tnLial for large -1c aIe modern i z ati, ol Lhe, Iiea I th sys tem. 

UpLrad ing the cgenera I educat ional levels of the populaLion was also 

deemed necessary To expedite the (often radical) social ch ,.I 

process i nd i caL i ve L)f wes tern i zat ion. Thus, i no ividua Is have 

primarily beun benei iciaries of eLucat.iarl and manpower development 

http:proc(.SS
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efforts so that they can contribute mieaningful ly to their nation's 

developmient. 

Today, there is corisicerable support and justification for iore 

direct participation of individuals in identifying and meeting their
 

own deve lopment needs, particularly with respect to heal tl. 

llochbaum (1969) summarizes the value of siving consumers a greater 

role in the planning arid duvelopiinL process, cuns ier i rig it the 

best avenue for eliminating sLructural constraints to the 

utilization of health services. When these removed,
are more
 

adequate health services can be established.
 

Other Scholars 
 discuss the basis for this rationale. As
 

traditionally viewed, increased involvement of grass roots people 

helps to miniiuze conaunity resistance to iiijovation and change. 

Moreover, several authors note that plans can be realized only at 

project or counmun ily eIs, given the traditional beliefs and 

practices of the locdl Iopulation (FaraI, 19/0; Ahrad, 19Z8). For 

example, taMily planning att itudes or nutritional habits are clearly
 

culture bound and impact the delivery of health programs (Copping, 

1908).
 

Selt-caru in health represents the latest human resource 

cuncept, and can realistically be considered the health concept of 

the 1980's. Self-help strategies give greater responsiIilitj for 

health to inUivinualns, although soi;e collectivity o inoividuals is
 

also consiUero appropriate. he rationale appears to eman Ie Irum
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two perspectives, At one level, the extent to whicii inrdivicoual 

labor and material contributions cdla be harnessed for health 

purposes increases toLal resources availaUle for Lhe health 

development process. At another level, however, the extent to which
 

individuals can contribute, particularly financially, their
to own
 

health infrastructure is viewed as 
the only practical approach to 

providing health scrvices (JIHA, 198.2). 

Criticism has 
been leveled against self-care strategies similar 

to those raiuLd against primary health care. That is, it is viewed
 

as a wdy r the goverument to abdicate its responsioilities. Louis 

Tanner ( ), for example, sees selr-help as a reguldtory device in 

which plaing allows tor only murginal ddjustflentS within the 

exist in st..em, bish (1i/9) also nuLes that 'health by the people'
 

projects divert 
 attention away 1romn the inappropriateness of 

existing hea lh care. 

A IOre! UriOI.S is fact'- JConcern the that these perspecti Vs, 

despite their potential value, still underutilize individuals in
 

direciny a developmnlent. process 
 in their own interestIs. Many
 

scholars ano health prolessionals advocate more
a penetrating
 

hol i s tic human resource uppr'uch to heal th deve opment.
 

et(c'tr, 1ho -,list . i ve recert article on ecornomiC ldeve lupre:nt 
1or hiru World L.ountrit. escribes the holistic human resource 

approach Wo de velopment: bevelopmerit is thle unLoldinig ol peuple'
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ino vidual and social imagination in defin ing goals and inventing 

ways LO approach the. Jevelopment is the continuing process ot the 

liberation of 
peoples and societies. There is development when they
 

are able to assert their dutononly and, in selt-reliance, to carry 

out activities of interest to them. To develop is to be or to 

becomne. Not only to have. (Science, 1980:6U) 

Uther authors have gone further to describe the prerequisites 

for this development strategy. 

Genuine development necessarily involves changes in 
relationships among people and in their power to control
productive resources. Development is a social process
in which people join together to build econor,:1 c and 
political institutions serving tie interests of the 
majurity. In that process, more aria more people uniteto acquire the knowlege ano technques they neeu to 
develop their resources and free themselves from 
neealess hunyer, uisease, an ignorance. 

(Lappe, Collins, & Kinley, 1980) 

h1ualh L ttus, i n purt iLc lar, ha lbeen found to necessitate 

chanying power relationships so that the poor can direct the health 

development process to their own neeus. For example, gi empirical 

study ol VolitiCal-ecOMM in ,ysl.em, on the allocation ol hel t.h 

resources found thdt hedlth status is determined by: 1) political 

and economic accesibilit.y, and 2) health ideology (societal vs. 

individual). 01 the two, economic accessibility was determined to 

be paramount. In the words nf the author, "when groups have 

relatively eqyitable access to economic resources, all groups have 

potential to influence political and private arenas" (Haignere, 

1979).
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Unfortunli ely, subsl.ait ial lOi i tic,l, ecolom ic, and] 

rlethoiiological Larriers hinaer the implementatiorn of this idealistic 

goal. From a oulitical and economic standpoint it would be 

necessary to make the conceptual link between factors such as 

poverty and racial discrimination, and the etiology of disease 

(Mol na-Guzman, 1979). Few governments, however, are will iny to 

make such sweeping .;suptions in its political-economic policy 

aiikin, nor uo they wish to r.linquiblh control of such policy 

ecisions. 1o stay in power, and to use economiC resources to 

mriaxitIize utiliLy by stimulatinig production and consumption of 

private anO public goods constLiLutu the major objectives of ruling 

powers. (bull 197S). 

From a resource ali,,catioii perspective, this strategy is the 

Most "indirC L" way ot addressing the multi faceted problems of 

health that cxist. Iheru is no insurance that resources are being 

pu 1. to tO ijlOs tL i ic ult, and effective use s. Mor'eovelr, tLis 

approa lIintiI, to uefy systematic pl.lanninq ang development theory. 

1her: is, in fact, no ext ant methodology for human based developiient 

% tra teg i e s.
 

cope of Work
 

th,sco. o work or ac Lualiziig the humm resource ap, roacI, 

while theoretically more simplistic, is nontheless difficult, to 

achieve, particularly tor natiunal health plannring purpos-es. it 



requires stimulatiny and channeling comunity input for development 

purposes. ihis is less difficult for catalyst than for holistic 

perspectives. 

Catalyst Perspective. Primary hlealth Care (PHiC) and Self-Care 

programs are the two current strategies used to garner community 

parLicipatio N in thu developmentnealth process. As mentioned
 

earlier, tihe use ot medical auxiliciries who are indigenous to the 

target pOulatL ion anan who are culturully, linguistically, and 

educationally in tuWe with the comunity is the core element oi 

iHL. Ihis offuirs severa l in that it: I) it avoids the typical 

status jap between the consuer aicd provider, 2) it lessens the 

uilficulcy ii getting mlessages across to lower socioeconomic groups, 

and 3) it increases the capacity to treat disease and heal the whole 

person ( l I, 966). 

oir alring for sel -care has yet to tie fully established, but 

theru are sigJs of its imrpcrding future. For, example, the current 

prcvalchc Of sell-cart is now being documeited. Levin (191l) 

discovered that betweLi 65-B51 of the U.S. population uses 

self-care, 1.u., individuals lunctioing in their own behalf in: 1) 

heal I ma iit, nuhre and uri..mase prevention; 2) sell-diaynosis, 

pr-sc r ipLiu,, rid treatmnr 3) uL part i.ipaLt iOnJ I(Jldidlt; i it t inipr'U I.S 

care. based on his iriJrlnqj. , L:vin adVocates corLstrucLivu pl nrring 

ani p'ocrdrilirrj to prorro(se telt-care eff orts ,Itihkmaximiz'e the1 


health reourcs of individu, I , IaMiliUS, and i.r.imLur it i S - LIhe 
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social resources in health. He notes 
that this requires a new lorumn
 

for health Planning allowing for maxio4m individual participation.
 

In addition, Robinson (198]) examines the admirable success of
 

selV-help groups such as Weight Watchers, Aicholics 
Anonymous, anu 

nori-smokers groups in the U.S., noting that their high degree of
 

success justilies their utility in promoting community involvement 

in self-care. Self-help groups are effective in: problem
 

ientilication, intormation exchange, 
and oestigmatizaLion, the only 

problem be ing the fact thaI. such groups can stagnate as 

organizatiornal entiLies rather than becoming a way of life.
 

While hese studies are principally U.S.-based international 

reports art appearing in the liLerature. First, the extunL of 

self-care in Africa is well -documented in ca5es where westernized 

heal Lii serv 1.es are noL va i lable Lo the majori Ly u the 

l)opulation. Mi riam Were (Citea by black, 1978) for example, 
d(Lerm irie Lhjt M of Kunyans are look irj d tr tlhemse yes, 

delivering their babies, soown and on, because 7b% ot the people 

dre nut in :anrt.acL wiLh modern heaILh faciliLies. 

Specitic iniiormu Lion foru'-r.ful s trucLuring selt-care activit ies 

1S f-uun in a rceint Mtuay by tLhe A ericari Public HealLh /VAsociaLion 

(,A:'liA) or, i-ummuni Iy I inanc in~j of healtl care in developingj 

countrius. Lunt rcLeo prupa red U.All,ar lor the Stuy inuntil ie) 

resources av.i lable to individuals and comiunities that can be 

appliv:J( to tke IOh Ldre del ivery iiroctss. lhese resourcus 
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amCunted t.o indlivioual labor, lana, and cap it.a1 in the coiistrucLion 

ol health oispunsaries, cummunit.y health projecLs, and sularies Of 

h(CUi( a,.i iIi ar'i 11o clearu es. stratgy eXist.s, however, to ensure 

majur community inolGvement and the imlprovement of health standards 

in view of, tihe meager healL resources characteristic ot most rural 

Afri;an areas. 

holistic Perspective. Little significant 
work can be founa 

which ictuntities a strateyjy for impemenLing the holistic human 

resource aPlprOach. Sumu- insigit, however, becan gleaneo from Oscar 

Gish's (1979) analysis of the health development process in which a 

r;or'e rao ical pJrspe o: Lit: c ist,iv n ro le of Lie rjiuniLy in Phi(. 

'.y, rtc njieinCs imiium 

sell .-re I laneL., and par LicipaLiorn iii 111 i oraniI iny, 

of tey ed Spec i I 11. he ilia.,: CliriMun I ty 

p( un iny, 

operaLion, ra COiLro 1 of 1i1 (6ish, 1979), goirg far beyond the 

ty)ical ,il Ior a l:w tldr ie(1 "LOriIIor yiL)/villj e h uilLi.i workers," 

or thl' iLUnliLycuIilT rjro:selLat iv 'sillLhe de livry of primary iQU,1Li 

cat-e Uish inLimdLeo d decerLr alization ot conltrol1o OVer re ourC(es 

in the p1lanningy of prirliary heull-h needs, b"aceU n th(:, arquieri that 

iea l th CaonliIut improve Ly uilL'1Ci ysteus a1 one, but by Lroader 

social and Uomic chalyP, S1IcIi as soci&W property rtlat ions.n11fd 


IisI s . I lol , r -Yi Lie I iraL r'seirci qIuest ion: Are we 

aduUditely ilanninq for chrirfu,; tiat will solve existing hallh 
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problems? A irank answer aL I.his juncture would have to be "No" 

lhe varying health (eve 1opment concepLs and related pli i 

prioritie.s and policies fail to consider short-term needs juxtaposed 

to long-ten goals re lectin 9 of Lthe delicate balance between the 

major ele;:nts of the disde cycle.
 

APinsL a back grouna ul iealth protblems prevalent throughout 

Africa, a Lhruuih bodies ul el icitedjourney various iterature 

three ist inc l but iIt.erre lauted apprOaches to health developient: 

1) healthL serv ices/0t rdSLruc Lure (II), 2) ecological, and 3) the 

hdlian rCsOu '; approch (lIA). Each oflers itterent perspectives 

on the faL.ors raost intlueric inig heal Lh status, and the related 

doeUlOpMiUiR ,. gt.raLe~y.Iile each, approucLh can be conb iuered a 

lu(itiLiate strategy forn chidrlgiiig curlditionS ot healLh, each is 

daliciantL wh-ri assessea alone. 

Ihealth Dervice/lnr i'astru..utre (HSI) is primarily eIlecLive for 

pruLect in the host Vruim the diSease agent through, I or exampI le, 

Wh~uliiaLionona ni cheiiiotprophylxin " attacks theIL also source o 

hbusL-borne 
 inlectlius 1.hirouhh LIN:L 'LridL t.irlr of individual ard mass 

CaS&:,. UiK vOWerV.',nu way aduJrSsi:s he broader hullan andh iW 

envi.ronimienLaI 6specLs l the u sieane Lr .iO, which iure dirmely 

focuneS or i [I",illi i , iO , (Iseas:t ruvrIt lon, d ril h(a I tUii 5d. 

proiot ion pru es.s. Lli si on Lel 
 more iiiimediate atiel oral ive 

leaI i Vidiirt, i iil u I Li. u and" iJ II,11h ly .lvat l, long-term heal Lh 

g ofi popu I I v iowedwe I-Li tho a.iun t nioi.nutn 1 ss ho: aIs d 

1OL IAt Naivu baiIsil Irum k.i cu It toIy meu Itoroi. Iurn re., be 
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applied to substantially different disease and socio-cultural
 

environments.
 

The ecological approach p)rovides a more eitactive health
 

development plan for' solving existing health problems. 
 Its greatest 

strenyth rtsides in the fact that it properly places health within a 

socio-economic context, through integra4 J programming such as 

assorted integrated rural and cummunity development strategies. The 

plan is Lo attack the uisease source, interrupt the transmission 

cycle (e.g. via environmerntal sanitation,) anu to protect the host, 

all within the limits of 
available resources. The chief deficiency,
 

however, is that the government still assumes primary responsibility
 

ana contro l of health and Soc1ai development. Questions of economic 

an ulhr r'L.sourcU Lonstra oris pruc ludu anythiny tharn ,more 

reprusentaLive irvlverent oh t.he communiLy. Lven is pr imarilythis 


iWitie to the service aelivery process. lhe development plan fails 

to ensure autoonmiy and self-rulianc, needed to restore anU maintain 

human/co iumunity control over the disease environmenit 1his promotes 

a dependency posture of man not. only on the environment, but on the 

goV(r lient. 

Finally, the hwmm rLsuur'ce approach addresses, in Lteory, the 

need or sul -reliance to at ta in ]a':tiny health benmefits. The 

pracL ical j1cl icaLion Wh Lhis ali,,ach., howev.r, does nOt exteind 

beyond peron al, healIb Lore Lonc elJ t.,., in whiLlh individuals apply 

thimi r uw laud, 1labor, and L li Ll LO t[iL' heal Lh cur(. d:l i very 

procss. lii corls[LrW , with tie nmed tUr uCcu'S tu greaLr 
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politicaI and economic control over development resources and 

policies. Moreover, despite the lonig-term value, HRA neglects the 

more urge.nt, health care nteeds that debi1itate generations until the 

slower environmental balance is achieveu. 

In sum, current health development concepts fall short of 

bala cinj th intr Mat cause -et IcL factors needud to assure 

proyre',siv ridl. Usna I hed I Lw pitllUII. A L(riSC iOU, et tort piusL(IV h, 

Lheretore Lu mande Lo cons .t aruI, lairinj I r amework which addresses 

the immediaLe, intermiediate ald loriq term imnprovemtents rsEeded in the 

complex (isease and social] environinenit ot Africa. 
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METHODOLOGICAL UEVLLOPMENIS
 

This section reviews the meLhous used in health development 

planning in Africa. Following a summary of the statc of the art, 

subsequent sections discuss techniques for each of the previously 

definea health development concepts. Case examples, specific to 

Alrica have been used to ideitify Lie prevalerce, (]etiiciecs, or 

problems typically acOd. 

While no coUipneriUm ol heallh p lanniny LechniquLs iii Alrica's 

health development proces.s LXi.SLs, it is widely accepted thdt the 

status if healt plariing iour throughout the ontinent differs 

substantially among the countries. (WHO, 1974 ) bifferent 

historiral, LocioecoilMical, dnJ political structures have
 

intluenced tie types 61 planning and levels of sophisticatiUn o 

ri 1latea meii:.huur, logi cs. As yet rio (.u1ltL'y has had notable success Iri 

plannir,i i health coii sistp.Llnationil ,ysl.ems withL th(,orutical health 
IPldhllin, L~rhle'I~t . 

ha Lii 1u led IlLi pla niny in Atrica amoui ts to a mixture of 

lraUmatic wi sc eni i il. plarnninrg U1-lhonnlogies. Several aullhors 

point Lo Lt,- lprev "'Ll1erci"pllannig iiiormea j jmiuiiht orof by 

inituitive s.k ills whiclh (.LharuLtcr ize pr;yriat iL pluning (ill 1 iboe et 

al., l912: L r'vii, 19 ). Inl(i prayolicu.ic. .pprACt-h is se - aii-ilry 

as a mrcm:s,. i rafler than prel cr-rice. ol dta dSu asa Lack Voll 

Inadequate i i i J ul ari aintrcl luiiani re ,u(t [rcesSereiaJ tii 1ilii t a 

systeiiatic appr-oaci to heal L nlnliiiing. 

http:prayolicu.ic
http:sistp.Ll
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he problems inherent in pragmatic planning appear substantial. 

The primary concern surrounas the greater influence political 

pressure plays in determining 'the long-term welfare of the 
country' 

(Hilleboe et al., 1972) Mureover, pragmatic planning has been viewed 

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

.oie m hodo1ogical auvarcemtenLs in recent years have stemmed 

from continued interest in health planning as a major governmental 

I uri€ l Oi. A yrowing Lddre Wt trained health plaining specialisLs, 

(lhe increab ing availabilily of data, and donor country ins istesrcu on 

1or e sys t:mA i Wiau ly.,i!, ol lea lii prujec Ls halve generated 

solphis Li caL:d ot 1ann ing muLhudu logies. I hese devl IopmenLt,, 

however, have been s low in uccurr i ny, and limited primrily to 

project level activities. Large-scale, comprehensive planning 

reiains in the early StdgeS of developmet.en. 

Loncerns aboutl the re l:VJICe ana validity of the scienLii ic 

imel.hod for d.vAISl4illy eLn can loundi] theL-u.i " s, be in itet dLure. 

Iwo majur Lil. icisms oftsystenatic planning melhodologies appear tu 

be eSlpecia lly perti et . First, it is cu n ly acclpLed that 

"value-I "ee'' plannin g is an dbei"ration/mytth. lliing (1971), for 

examilei, su IS IIU LJU to thedj. Lthe .WSC "myth of ubjectivc 

..,", and for 

tQ plIann i11 

congc win,. sLrive "encompas, ing Inumanizing applrnaches" 

Ine sOcoro cLi tic ism per La irns to the tiL ion uf 

"comprehansiveness" as a realistic planning function. The abiliLy
 

http:developmet.en
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tu prediCL IuLMure states,t. he sup reiacy (I l.echnical knowl ..d({ ., and
 

ilnLIU iVui'it.% have (n e.rihc{
lidri: bee d% ho! ililuieri' liL i]jt.ls (I [he 

raL ioria I , couiprehens ve mode I (Iunier, ) 

In general, mlethodoiogical developments in national healLh 

pl ann i rg in Atf rica are quite I imi ted. Important data and manpower, 

prerequ is i Les are not iceably a,.unL..,Moreuver', thu reliability and 

val idity (argd relevance) ot valriuuL scientif ic planning methods are 

quest iOnabl-. Finl] ly, as exaivii in the follow ing sect Os, 

planning Wit:Lhods have not kept pace wiLh heal th development concepts. 

liea Ith :,ervices/ tnt ra; t.ruc true I1ann iri! Iiethod( Iorjies 

breter dCCOMpl i shireLits can he found in iiplemurLim and 

institutijona i i nq p1 lring Leclriques appropriate to heal th 
servi c:us:/ ililirt ruc Lure than in an0 tio01' COnCeIpUtu I apiproach. IrI,1 

iqueiivspI Crir n tin i 1Ru have bo'r ariiund Ioiijer in developing cuunLries 

aid tihey lire readil ly confi rl AO Li UI'a 1 .loVe lpiuerta] 1 ' rlil rig.O(vvui 

me(tLi .la It i",1 

lia Ith su:rv ices p1 an" I hU has been def i ned as Ilie systematic 

approach to the ra Li ond ] produc Li o n nd use of re;ou r'c-S 

pruporL.ional Lo OSL im . reW :; witli nestiLul ,,ll.h Lhe constrLi-nts 

Ire,se- joemior, 19/-). Iniencra I, opt liizat ion ( currenLt aid 

projecLeu ih-ain La_I ,,h iii, Il h p lji . iL su of avai at,l: h altih 

resources st ri.kI.s at Lh.e cre ol 1 p anning. .source-based and 



disease-oriented planning tooIs, as they have beer, various ly 

del ined, are the two primary plann ing techniques used ir t.his 

process. 

Resource-Based Planning
 

Resourcu-baised planning been
has generally defined as the 

econorist's approach planninto health resources, and may be the 

most widely used, approach given more readily available data on 

healLh sector inputs such as personnel, facilities, and financial 

re sources.
 

health facility 
plainning LLchniques are the most. traditional 

resource based planrning Wuthodology for determining inlrdsl.ructure 

requireimeito. health centers and other healLh facilities hWve been 

universally accepted as the hub of planning activities, constituting 

thu focal point fur the do-livery anid provision of health manpower, 

basic curative, preventive, and promotive services, 
 and other 

resource neieus. lhus, Hal 1th Facilities Planning (Hi--P) determines 

priorities iiojyard irig: 

* qt-uyrJhi cal uAI ' ibuLion of resources (rural 
vs. urban)
 

ruaii-Lic das.ess eri and cciALiIi 
 muntLi of long­
t, eCorioiic towards hea Ith , &r rusoi rces and
 

* .tsess.ilull t of manpower c Iingiei arid 
di'1.r IbuL iun. 

(Va]lue for oiuney in Hlt th, ) 
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Kenya and Tanzania have in the past usea Health Facilities
 

Planning as a basis for allotating scarce health resources. Fendall
 

(1963) describea Kenya's approach as emanatirn frim the physical 

design/layout of the health fa :ility. Facility design standards 

dictated lIVa-l Ih Facility Planning in these earlier planning 

periods. This in turn prescribed staff levels and fuictions, 

pro"uyr activities, external funictions, such as mubile unit 

services, and manpower training and health education requirements. 

In his review of Tanzania's experience, Gish (1978) oflered 

greater insight into a similar health planning strategy whetn 

developing its T[hira health Plan. As opposed to facility design 

sLanuards, population coverage stanclards were used to plan health 

faRi!ities and re late-d health rusuurcus. A hlaliI ati1ty network 

concept or plan based on lac ility-to-population ratius essential to" 

widespread ih-alth cover.age w,.s rIL M-staU.Aited. A buduet analysis 

was then peorforOd t.o es Limat. r r't u ri. ut budJel. an d Lotal expeLLed 

health budgu:L asEd oni cxp:XtLuu populat ion growth rates. l e 

operating costs of health facilitie, inicludiing staff, medicinal, and 

sn rvice 'e,'u eiiiult.s WLrIJ UiV(lii hiyliit, p iUrity. ACcord inyly, tIL 

deb'.,iiI.g ut nt:Lh i i i t was atIju, L(,,iiL t o ;mitch resour ces 

available i ,)raer Lo maxiiize th, niuuiibr ot f(acilities over" the 

. ljt ! I facilities. t4dnpuwer aid other resource requiremientst 

were detnrih inuu roruwi iis pl ain ing Aerc i s-. 

The use uf lpopulat ion coverage standu i.s for (tIt:riiiing the 

rumber arid (i.;LributLion of health laciliLies is com on. 
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Onokerhoraye (191) offers 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 an, maximuM utilization ot health services
 

are: I) the concentration ol related acLiviLies ano 2) inversethe 

relationships between 
 distance and interaction. Accordingly,
 

facility-to-population 
ratius lor each 
 type of heaLh facility 

(e.g., health center, dispensaries, etc.) have been used to plan the 

number and distribution of health facilities. 

Various manpower planning standards. are also fairly well
 

establisheu for identifying health manpower needs. 
 While the types
 

of health manpower used remain essentially a policy-related
 

question, many countries 
nave sought to provide a range of health
 

providers on the order of two 
 auxiliary workers for every 

physician. in general, healthhowever, manpower needs have been 

measured against fdCilities, programs, objectives, and populations.
 

Di sease-Ori eited IJ1anni ng 

Several techniques have been used to obtain accurate ano current
 

d a On wi,.e e patterns and uther heal th probl lems at whic h to 

dire( t ht ,ti, surv ices arid resources. these include recurds ,aid 

survey analynLs. Aside f-rom basel ine theseprovi uii g data, 

tec hi iques are uSe.I 0toc whpdru the re I at ive 1 iipor Lance ot d it eren t 

disease s, ar d to indicate an approach Ior allocating a iealth budyet 
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in such a manner as to maximize its effectiveness in reducing the
 

overall effect of all diseases on the comrilunity. Each of these
 

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

Health Records. Traditionally, records analysis served as the
 

only source of information on morbidity, mortality, arid fertility. 

These incluoe national census, birth and death registration, and 

health records, among which health records have received 

considerable attention in thu literature.
 

Varying types of hualth records have been used. Bedside 

statistics at three ui f rent l ve Is of the health system (hospital, 

health centr,, and health stdtion) in LLiopia , for example, have 

been usecd for planning the allocation of scarce manpower and 

financial resources. InforMItiun regarding morbidity and fertility 

was collected from mothers accompanying te-ir children to pediatric 

clinics. Loulen (1973) views this approach as ideal in situations 

like thiopia where there is d jeneral lack of vital or health 

statistics. Pat iunt-ruta ired records have also been use in 

SstirmaLtiLrij he:alth prublens. bLot.s;ana, for example, experimtnted
 

with patiemt-re Lai ned r.cords ,.n6, aside 1rom their utii ity in other 

areas, lourlU that they served as a commoitty-based worbidiLy survey 

(Stephens t al.).
 

IlII )Ci:i',A I, hU Itli McCOrds today st ill represeLt. Lhe chiet 

source of int orwaionon rio'L id ty, mortality, and fert i 1i .y rates, 
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and are e-specially uSefl I during the trans i tory per iod in whIich 

vital staListics on a country--wide basis are generally ldckirg. The 

chief weakness is the factI that hea Ilth records yru ly 

unuerrepr;serL; and skew the health status picture. tn ly the very 

tilu ahes ick f . l Lit taci iLies. Mioreover , standardized dLa 

cullection typically does rot exist at the various levels of the 

healLh system, 1imiting their applicability for national planning. 

Survey Analysis. Field surveys have been conducteJ in recent 

years to provide baseline data on vital ann health statistics. Two 

types of p lanniny methlods have been noted: 1) health exami naLion 

surveys, ain 11) saiiple surveys. The tanifa kural health Project in 

bhdaU siyniticanLly auvcnCLd mid documenumLen tl: stau-ot-the-art ill 

the use oi varying tield technique:s and iii orrati on systemLls for 

planning and evaluation purposes. 

V i 1la, hLeal LO UXaililL ion su'v.y; conIducted in 19/3 and 1975 in 

[dnfa wure &ll]fui in planning rural medical services. Sa 1l-scale 

CollIuniLy '.r rjys were -,aid Lo proviue nistrict regional healdlh 

information ubouL: 1) tile prevalUnce of slectud diseases, ?) the 

percentage ul population coverea by immunizaLion, and 3) the extent 

Lo which peftl,. muke use of available medical services (belcher 1976 

a). inei pr(l eudurl, entaileu pretest.illy, liviny iI Lhe vilcge for 

five lays ourin] the dry seaIsri, andu was adliriistereu in a clinic 

setLing QIeliher 19/o b). 
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While this procedure has been laudea above other field 

investigative methojs for its reliability (belcher 1976 a), some 

problems have bevri found. Specifically, an of
analysis pdtient, 

examination records showed a large percentage of male 

non-parLicipation, a considerable pruport ion wi th be low-average 

number of recurrent illnesses, a substantial percentaye of older 

villagers (2U and over), arind a pred ominance or salaried, non-farming 

occupations (elcher 1916 b). Thus, tie health examii at. ion surveys 

failed to be representative of the target population. 1he hi yher 

cost of diagnostic examinations and seasonal variations in health, 

status, copriseI adult ionial prublems. 

Morbidity surveys were lso conucteu during the Danfa Hural 

leualth PruJL: L. A 1,UL-huuseholu sample uf pru-schuu] children 

a.no miiol.her!, icre intt-rvieW.d by iocal people. Tlis avenue for
 

CI IULLiily il Uilm ion about eIathi prub leuhs, however, was (leetmed 

less eI eclive thain rural htall.h examinaticris, owiny to technical 

Uif I ILic", iIU Ived ii samplirirg aid conisLructing surveyU 

inst.rumnts. Advdncea sampling L.Lchrni ques in adhm ini s ar irlg 

morbidity survuYs drin "eeed ini urder to er sure rcpresetati veness 

and reliability ol resulits. Kepldkpo (197?) suggestud an 

iteyraltn , mul ti-subjec I: cluster sample fur the bani a pruject as a 

way of: I ) count (.racL itj sin i I arityi in responses anionq Iiou, ,::ho Id 

muIier, adi .i lowing dil ta L, LO I lecLu on hyo (it worre ',LlbjecLs 

per house I.oi lhe des ign alluws fur vdriable nilrumlbers arnd makeup of 

Iiou s eho ds. 



Strati yi n or c Ius ter i ng on the has i s ot Inguage d iv is ions is 

also an iapurLa l. (;:risiderdt ion. I LOri(ucLin d di I ) ,i n uij 

survey in rural Africa, Lucas (1911) identified certain areas as 

being multi-lingual. Interview sclhecules were 
 printeu in every
 

language to ensure uniform level of interviewing and writing 
answers 

for ol nu-..nned question ii the ]n(ud1eU U0 te interviewer. Hie 

also raistu Lhe issue of language differences in monolingual dreas. 

Differences inlinterpretation of terms were found by age, eaucation, 

and SeX. 1hus, larguage aditerences are an important source oif 

non-sampling errors. 

The reliability ol morbidity surveys has also been quesLioneu. 

Based on a comparisur, of norbidiLy surveys with a health examination 

in Da ia, beIchur eL al. (19/u a ) touiu that sickness and I)re-SC=o01 

age illness were underr'eporLeu. Lack of health educat ion was 

considered Lhe major constrain, to accurate reporting. Ilnesses 

usually are associated only wiLh dysfiunction (belcher et al, 19/( d). 

Iin UenirdiI, vdr iuu, L..,iiiiL ( .U0SuI:su9i ,:d I sto iiilu LI . supply 

and u maIn tor heal Lh re.,uurces huve beel, id y used th ronughbout 

AUri . IN popularity ot li L(.i liques planners,IH Ii dllong IOwC?'1er 

Ias y-LL to translate inLo sysLematic d've lopuient plannirig. 

S 'p if iCaOL problems prevait in ,rtds WI resource HUI I ilelL i(:S for 

pl ann i q purpo.;es, and tcchnica I det ireic ienc ies hnmer:n L in the 

planing tuoIs Lthim ulves. Also, WiO has ident.if ied aiuil iual 

http:ident.if


substantive problems:
 

1) iina lyticd I lletiOds cdmUt provide Lhe whle 
answer Lo queSt Wiors ut lt iciuncy ano priority,
such as obsLacles attributable to organizational 
policies and professional resistance;
 

2) Sophisticateu nethos are inappropriate and 

unrealistic in many aeveluping countries. 

Finally, Logan (1971) poses the biggest uilemnia with respect to 

the d isease -oriented approach to deterniring levels and types of 

ieaith services, pointing out Lhat the quesLion of who must be 

neglectcd in the rationi y ot health service is a difficult ethical 

qutstiun, as. y L unre solved. 

Ecological I'lann ing Methndoloq ies 

Lucoky lIal planninU methooulogies incluue a broad range of 

analytical tuchn iques c.opab 1e oif supporting a comprehensive, 

inteyi aLteu hua Lh ni.: iupmunLt approach. Iwo major cowlponetL s 

Collip r 1m co (j!ji(.a 1 p 1, inni ny N . I irst, orial ea1 L11urc 1ioW tral it , 

s5:V ce.i planingI ,I, 'hu(s ire irl=rtarlt in thu deve lolmen t of a broad 

baseu health intrastructure (illustrat ing the contin-ued priority ol 

etiru I I Lh deiig n', aln 1.1u hSl app roa CI . S iono, t hu adukid 

mcorccrnl t or, i tite~jrdal.uu jul(: 1 lie(It p1] arn ri9 re,.a i res 4s .eL:; 

a ,a1 i i .,ha rnot pre,'i u. ly u. , 1hn. .ytei, iheth, req ires 

S uLit.oi nulI and n.yS IS, Ii, (,A t. i I I LVd IIldtI irtj 

I :I. ,L iv. , d,-i. iS nl Al Y, i , Ui In l t dltind ilp LI iL j I iWi, Ad 

,. V i iu al i u_, Q ,i A 

u ia, 

n 
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Despite significant theoretical 
 offerings in appropriate
 

ecological planning methodologies, their prevalence and utility in 

Africa have yet to be ducuwo.nted. It appears, however, that greater 

accumplishmenLs have been WiaJe in planhin micro-level heal Lh 

activilties. Mlacro-level, or national level comprehensive planning, 

is still In i is infancy, o.terrea primarily hy thu level ot 

analyL.t I suplhi sticatlull and cUMplexity involved. Iii general, the 

limiLe atteppl s Lhat have be mau(.: in micro-level plan ning still 

suffer from: unavailability n data and lack of authority to expand 

n luelice (lanner, ). WiLh respect to the latter point, resource 

allocation remdins primarily a political rather than technical 
decision. lI'us, InIwst ii.yri'atted planning aioutrts to noLhing more 

than a cons lomeration of individual sector, geugraphic or economic 
planis (Sourkin, 190t). 

lRethoc)oloical tieveIopmeits t hdL do exi st aplear lr imarj y in 

two ores of the planninig proces : 1) situationial analysis, and 2) 

v , 1ua Li r (,u1teria Liv ,. 

Situatiun l Analysis 

Survey ad ethrnograph ic research help to identify the 

multifaceteu lealthI- needs of the populaLtion. 

Sui'vey_.I/r . . WI i Ic ',iii Ijir in as,,ets an d e iuL. iL1c es to 

those useu iW Lh leaI LIi surv ices/inl ,rauLruciLre apl)oaci, 



ecoloyica I surveys typically inc lude a broader range ot quest iuns 

pertinent to planning re1LvanL l haLbprugrams. For example, 

through the use of a broac-basep socioeconomic, health, and cultural 

survey inrA.weto, i t was found that wi.,w irds of 6U of the samlle 

(r= I8Lb Iam ieIi.e ) ident ii e soc .-con:oni ic lprub Iems deterr iny 

improved hca Lbh (.Iny(Ine, Iqj7). 

The app! ic(Lion cd "ecu lug ical ly-baseu" surveys ls primar'i ly 

been limited to project level activities. "They have also tended to 

he fairly sophisticated yet experimLrital in nature. hessinq (l965) 

described the design and field Lechniques used in administering a 
qu'sLiunnaire Ot atLi tuaes, Lelie sI, and practices regaruin9 lieaiLh, 

Si .kntss, &.spirational levels of heads ot households iii several 

Et.hiupinri small towns iii the e:rly lbU's. As part of a 

demonstrat iOn arid evailuat il project , the des igqn used fOur pa irs of 
MatCh(;d QuSo.y arO LWont. r'uI cli lUun i. LVs, iii auIuI ion to a pretest 

L UIIMIINL ky.
 

Ini cn'i,1, survey mrethooloqy conrtiinues t.u be widely useu to 

collect and ivaluate basel ine data wi hw,alLh developiment projects. 

Both c.S-S ,.tio and Ior uMiuuI .urveys have be n incorpuraLeu 

iSto the p lann ily proces, ait.lwuyh the exLet Lo which thu'y are 

used in ltional Ihealth plunr iiny ,.ppers nel igible. 

Several f di. tors IimiL uLilization of survey imIhodologies Ior 

planning eVo lgicaily LauW i Ihedi.t prj:ctsLM . From aJprdctical 
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standpoit., the resource requirements for administering even a 

sample survey on a aLtional level is subS;Lantia.i This is 
part icularly true given the paucity ot Lraineu manpower in this 

investigative met.hod. In addit ion, as previously discussed, the 

ruliubility n,1 survey re:,ponse., has been iounu to be low, especially 

ah nlll i i ,n injkiq 1. ., inu-u ur I prayc Li.(s. Ienpundtn.s of a 

So iClOYiCd I ly b,',H ed Ithlt , L v ill i (I tuiI 1 Vry l th ;iJ L prov ide 

accurate rs.,onres to quen Iiuraii's , uspeo, i I ly to such quest iuns 

as the use 0t sodp dnu hnuwa'biilty. Me. skyg and Prilce (1966) 

determrined Lhu t tiu peoupl we,! not lh, iLuia,.J Lu Mie imper L ivus o 

dCuracy, ,lli:r il g asult.p 1di 9 pu I 1t'urss ehuIomint culMra1 

1101ri'1. s ahuaswers rep.reo'e, t.ed wi L Lhey were expec dL o say. 

These duLho's aliso tounta that the concept ol representative sampliny 

was alien to local cultural understandirg ana norms, and this caused 

prob)lems. 

.t.h rllurap iic: kesearcth. LIUhogrlurphic rese r(chi Icas beeti proposed 

as an alternat ive to survey rsea irch tWrhnique.S . It is viewed as 

thLe tliult, atIrulpriate vay ul id, Litying lprubleIs of l Lih within 

Cuait.etUd IM wrumewurk (Mes ill & Pr iice, 1966b). As all 

1 i yl L i Jr Lec ltiqul, wh icI, h&Q:],l [o Lxmire cul Lurdl i racial 

varial i,,nL , t Uti ,,altd inf urial i uteru unLinpatL rrs, :. ijl I icant 

yjruup., : l Jlu(Ipri'.A.* 'iL JLinL wiLli in ,un creSs .ollilliu lity ;i luS, 

as wcll os hisLur C l, o. jial, and ecnOiC persPe(:t ivS, 

(Kl'nugraipiiy lruvide a Lrue syste i approat l Lo ulluet anu i flj the 

nature of the ijruuiem l(hi.rpe and Griffin, 1976). Moreover, the 



questior t el lability occurs less frequently in as much as the 

data are observational and descriptive in nature.
 

Unfortunately, the current use of ethnographic research in 

Africa fal Is far short uf its [urportcu value. Again, liwitedi 

project-lpve Ilanning represenLs the extent to which ethnoigraphic 

resuar.h 1- uSu in thLe hudtIih d,:vu:lpmuniet j'ructe.s. Internaltiunal 

auvelopmot:iiL dgeC iM" iow rcqu iru: "qU(d IitLive" analysis of pr'oposed 

uev:lopuleral projec:ts, Lhe [Ia pos e i g to bridye the )ruoject designa 

wiLh xLarL soco-cu It ura I priLLces dii(AN aLLi. Ludes. Accordingly, 

projec L de i g teams f requeniL 1y I Mcorporate the services ot ifled i cal 

anthropologists to examine the soCijl/cultural appropriateness of 

proposea dCivitius. however, their input remains minimal and often 

reseted by other design team members (Ingersol, 1980). 

EValUdting Alternatives 

LvaluaLin alLernatives among a host of health development 

options is the core ol ecloi(:al planoirg. The intent is to 

balalice SUC.dl , nvironi, lItul, anrd ecooic goals aL the natiordal 

and lU(.a I luvels wiLh till iritgratlud, cuS. -ul tect iVe appivoauh Lo 

tieve I ,pMLerL. ini IIi n . L eridL I l y twW me thiodS 0l s I ct.inl 

a] Lerflot iv05 aiogo var ious heal Lb choice. dlo inate Lhe li terature: 

cost-benef 1Q el lectiveness analysi:, and pragmaLic planning. While 

these sti aLteg ies require different levels oV analytical 

capabi I itie,., tIe pragmdL ic approach represents the simpl]est, ana is 

used general ly throucihouL At ri ca. 



l 

LosL !nqfit/t fec LivnrnAnaly,. is. Cust-benefit/,1 t'tLI. iveniess 

analysis is tlie systeimiL ic exwMiiidLion (ot alternative courses of 

action I or a cOwl Il'x adr urLcur.tin IuLure. It is used f or' both 

Iria(.ro-anid ili ro-level p kJun iilU. 

Simiiu atiofl/lhatherihjtical Iil(odh Iirnj [:chriiqiWUs are the aria lytical 

too1s oftcn use(.d tor ,determining the cost-eff[ectiveiless al macro­

level, rational I health O0I ics. It provides an explicit 

representJLion of a system, includinj the components and inter­

dL nships wrong Culorin:eits. i1i s prov ides the bas is for 

comparing the relative cost and benef its of selected inputs and 

outputs. 

Grusse's k1979) hedltLi uevlopment model for rural Java best 

illustrates the mechanics ot modeling for national health planning. 

.unceiiwe. ,ith the lealth IlIieLLLs ul various initervurit ions, the 

mo(de ] C'.lri faili:i I.ht fI 0t low ing compOnelts: 

At population, witi a certa in particular age and sex 
distr'i but ion, uxper iencds a ceU1'tain set- b-T"d i S , - W-,Ch C :an be ilined thr'ough 'attack 
rates', given whatever healt.lh care services are 
va-i7,be, an , lL joport_ OIII Of 1.11'01 CAt te 


LJOL.......... (by age ai( Sex) of. iliZ 
 S the servi1:eS.[.eatt adriJ (Irj, (l (iId liLy (i c iac ity for 
eiri ,.ili ig nluilalii l it ions) Li.on l e s.Labl i sheu foreatchlldi .', h ij(:u, an tli,.se can be shownui id'l 


bo tI i I iur thkiosi who oti Iiz' huvI L 
 serv ices andl 
ii,ol i w l 0Whoi 61 1 -at-, d i sdbiht S i1a , 
t at k irt!Pi, uil: t. llw t iftlCtu( 1y levelsi-.7r 1'-i--..... i t -,L i nr,, Loi:,,,,, u n i TT i]r ;illy ."1 of- plo]i on i--.d 
i n- I ' i'7 U- f ...... tKi- i ' Vices , L "us-, ' il Lu 

i!i.,.lt:ti ... intolit I :, Iii(c I III var i(ci cin b- inat iir. I. 
. li,,l ti t, uill l iii ol ti 'As:'V2 ]1' in ldi ,tors 
dIJ .,ln iti'l.: Llii. L Ul NY IStich ,'j cLi. Of Vd'ious 
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heal L, service intervenL inns can 1e explored
thiroughi li, (..omputer mloue, These e t ctivInesS 
levels can then be used for cwuparisons of programs 
cdrryinj particular costs. 

(Grosse, 1979: 2)
 

trosse useco two techniques Lo detine, 
tesL, and implement the
 

atorementiorned model: 1) aggregate ddLa analysis 
and 2) locality
 

specific mwueliny lh foh1i'u:rm
. urlployed arultitiple regression analysis
 

of various agyregate data to test 
the different hypotheses regarding 

reI at ionsh i p between I i te expect ancy and liea] Lh states (i.e., I eve IS 

of nutrit ion, uieu ica1 survic., sanitaLion, etc. ). [lbe second 

Comb ine sIrvey uata, experL j dgmentL, and ex i t i ng staLis Li cs Lo 

OevelUp a IunCticOa]d MoMI .1 of heal LbIfect.s of current and 

prujectej irv.nL IOnS. lhei.w lwa Lechn,iqutrs coipleieunted each 

other. Ilhe h ilJgi-dgji ,gat inn moNh1 was siid t.0 1Ip: 1) dUvelop0a 

he-aIth LeLoi , .o Q. Iurtlir eva ]udLkd i a tunct lnal mouel, 

provide contro I oaLa that ai sc i p inc the Iocality spec if ic model, 

,ao 3) s L.abl i sh coet Iic i i s I or us LimaL ing expected ouLcue of 

alternat ies. 

Ue moue I rrq prucess 
itSe I Lnta iluu a cu"Li nuous irnLeralt ion of 

empirical res.earch and ex>:paur. judgmunt tou fine parameLers and 

expected relaL iunship,, , d to val idate Iiru inaijs. liter"dLional 

heal Lh 'iu:laIrs, ns, aidiL ac.ndei govurnment I:Icials at all 

levuIs pISu :O Wri.Le rul ., ir Lhe rese ruLI n I dWV.,ds well data
 

Cu] lect ion, minipulatiun, dnalysis, and evaluation process. 

fiis was in ,,uil.on Lu un.oiny urveys monilur'ingj rates and nurbers 

rel evawL t.o lihe model fur the purpo,, ot ialtruvinrg m.odel l)recisiurn 

dlld d(;C urac/. 

2 
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As rouuo earIli er, adIvancus in SimulaLon have exceeded the 

capacity of must inriviouil I aaLiumal uvernmiunts to carry out. 

Mor'occo has attuiipLt_.d Lo output mdx ilrizdLtil lietods in health 

planning ; Lt uprt'ihii- .. n Li iir. si(m ruinLhis .xpurince drt: i'ievant Lo 

other, even Iess techolo, icdl ly adIvaniced countrias in Al rice; e.g., 

1) uel inini and ass igning proer weilhtL to d it ferenrt objectives 

(p~rinarily a 
pol it.ira I OlCiM), P) dijiaSSini information on the 

nIumrous ru Iat iuonnli t wld 3) uri,,vaillbiliLy dat.a<ps ilj. IxiUs, ul 

(0arlow, 1976). Lveia WSii r.tports have si.ressedl integraLion at 

project I UVl I GV, lrhg t u lack lA dala aino iiatiiieat.ica I caljab iIi ties 

for simulation al the MlicrU-level (WiHO, 1919). 

Nonethe less, the potential value of siMuldtion Ior integrateu 

national ROMit[ p1,ann irny remains high., l.the prospects of conducting 

siU latuk a p lanin withinl tl I pol icy iriaJ inreririiOnl I 01eVeloplUiniI. 

ayjenc ies<,<,iicl an WOiU, appu.r lucraLive (ler'rcen ier, 1911 ). This 

WOlt minivi*e uverdupl iCatiun of ei toLs in seLt intJ Up moclel 

paramerl , , a i(J in pr'ovidi ri Lollpltt.r d manpow(: resources.ial 

Sign it iLORi, wui [ muL be dulne, hiweur, in test ingj lrescribed 

service pal.t-rns at the locul levuis Ilu aCCUrtLely assess impact oI 

popul at ions and costs (Nloaiclat and bermaan, 1980). 

ticro-lvl 
 os t-bernef it aralys is is less rigorous than the 

lvi.. ativiifeiuirtlsquanit ta r lor simulaLion L.echniqu s, MI.'L lreC iSe 

q rnL it lre lurilalio dro pus, iblet iii tlat. proj ct. level dat a on 

the cost .irid buniel it (.)I a ".luc u inturvnal ion is =o"e read i ly 

available. Unl ituriately, Si:re is lit ti evidcaat. to show the 



-6U­

extent to which these techniques are being used at the various 

levels of the heultlh ministries. Lven so, major criticis here 

includes the fact that social services do riot lend themselves to 

quantitative anal.sis (Wflu, 1974), Nevertheless, somrie attempt to
 

estimate cost of a project and benefits
evaluate against other 

projects is uesirable, such as heasuring unfavorable effects of 

disea'e and consid, ring eliuindLiun of such eflects as benefits. 

Pragmalic Planinuj. As wiLh miust other health developmient
 

strateqies, praymatic planning represernts the prevailing method for 

evaluating heal th al Lernrit ide,. spec I ical ly, Sork in (1976) 

describes tiu decentralized, project -by-proj,:'tLplanning strategies 

of Sierra L.eune ana Liberi1a, itiiiy the ddvarit.ayes ot low cost and 

realistic adjustment. to circumstaJnces. Sudh dpproaches as the 

heIlth suppurL prviUrum in hich a team ot experts recommriends a 

reional hal:,1th program to support and optimize the development
 

efurt allows for flexibility in plan and contributes 
 to more 

economnic, eqUi table, arid efflective heal hLcare.
 

IL is c lear, hv~c-,vur, that the disadvantages pertain to 

decision-mak ing based tyianri curreni. I orces/in [l uences as opposed to 

lorimuu Ull. is,jil-iak ing. i 
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Human kesources Pla-nning Methodologies
 

lheoru-L Ca alid pract i., of ferirJs in human resource 

devc lopmvlt p1 lrmirjg teclniiiquS are 1imi Lea, aIthough cursory 

conceptual treatments of the subject are just now emeryiny. 

Moreover, appliication of specil ic HRA planin methods is restricteu 

to a few innovative projecLs o private volunlary organizations. 

but ti~c ul '.2.exp rUxLLL 11 (:Xl r'i nces has noL surfaced Sigl'ilI iCdntly
 

in the liLerature.
 

Ilh crux of tihis ef fort ismaximum community participation, best
 

described 
by Davos (19/9). Ihe approach requires participatory
 

evaluation Lu determine diftur.,t 
 prior iLies, strateyies, and
 

preterences resutI 
gi Iroimi incOe iuquJ1 ity. hie prescribes 

pursuing lre Ierencus , as wel I as grounus of agruint and 

disayreLcMUSn which would rL sul t in an evaluat io ol ii in ima] Ieas ibIe 

discora, pruisnlyi51 orderly progress Lu saltisly all Ireasonia.l healhl 

conc UM S O", f 1UcxIbL enough to secure opL ima 1 support for Ihoal t 

oaI s.
 

OSilvi
The cMp lexi Ly of trans lating uul and LOiiiMlUn i Ly 

priorities iAo a national health resource planning and develupuent 

s5 t uait hohever, hAs been well (iocuiteit edy, (Sol i ti , 1975). 

Political barriers limit Lhe uuvlupmient or use of any holistic INiA 

planniiny st atugics. Als., LrauiLiuial planning tools do nut apply 

even 
to cLalyti ; ltA no-ens in as much as the process is more 
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quaIi tat ive than quan Li La Li ve in nature, Lth is desp Le Ihe need to: 

1) plan, seL prior iti s, make OULsions, ?) I irlunce d(1 Supply 

health services and irl'l .ructnres, and 3) collect data and 

eva luate the hea1 Lh ueve lopme, et 1or'L, InAinLdLive plannil which 

character iz es hRA methods requircs an enLirely different set of 

Luols, skills, and strategies in its objective to he coMurnity 

support ive, the rlimosL important uf whiLi is I ex ibi ity. 

Planning, Pr ori ty-SeL in ana IDec ision-Makiny 

Stimulating conditioins for effective conmmunity participation 

represent tn.iu t irst ili jprLanL hethoouloyica1 consideration in the 

IhtP planniny process, but 
 hariess iny commn i Ly interest in 

addressing hir own problems of health and development has been a 

difficult task. In fact, in the view of one author, the only cure 

was Lime, a,,tinLce, and genuine concern by ayents of change. This 

situaLion riquires th,,t indiviuals 1 ive with the people, get to 

know them, an esLablish clo0-,u relationships, mutual confidence, and 

trust, s neCUSdry precona itions for health development planning. 

Lerywa I I L A (19/4) dI nL'i ied three ther ,prurequisiLes for 

achieving i fective involvemenL. First, is resource availability, 

whicli 
in Iuu leauership ano ol er Social r'esources, kilwleugu to 

dea I wiLh the S it uat. iun, and iaLt i al ald ec Oni1c resources Lo 

par iic itupte. 1he sec on, precond i Lion lor parLicitpaLiun is 

mot vat ion LIrough tlh c. Id tha t part ic ipaLion wi 1l be effective, 
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relevant, or' personally sat i sfyinq Firally, an effecLive 

organi zat iOld I trLtur'e is a Iso needed to encourage part ici pa Lion, 

one tihat facilitates a two- way low ol iniormaLion and other hea1Lh 

suppur'L. 

A review of the Ituratue rvel., however, that approaches for 

identifying community aeership for p1 annyin and dcision-making 

ruprusWrIL Li.. b.t ,idi vuitrt Li ddte. F-ro1 d tieo'ut ica l 

standpoint, bergwall eL al. (1I74) describe methud, for idcriltying 

power resources as initiraton; ol cLange. lie elilist Llitory locuses 

on the ruling cliques of econoric inif1uenl ials as riadry change 

agents; Tu pluralist theory not.es the existence of various 

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

lhe positionl approach uses a historical view ot who has 

made decisions. Finally, the repuLational approach uses informaLion 

oMai I r conversat Ions Ltu ia:nily those wlo have been 

irfluu"Li,il in l dci (ioi .thallIlis 

Ite i,ost prui ui.'nt a tL:il'l | i' J.Jrirering Lciiiiiiun Ly .upporL and 

participation r dccisLion mUking , however, appear's to bu the use u 
exiSLiing groups. Iltekvwewe (19/9), IOi' exalip1e, auvocate usiny 

Wood cooper'a Live;, le:,adership cuuncils, and other t rad itional and 

CoNu iieiiutut.i lo al orgaizal i i )toildfn lur the COimunity leLe(.s, as 

u -raL egy Lu power 6oca1hIalti ,,urviLeS with a nlilmi flUi lof outside 

suPpOr't. ,ih ,: hIu giupn Um to nupresuit t he? in re highly acLive 

and tra ined ii:iu.b:r'n ol thL Cumlmuli ty, s implI proh liii assSSilimrit and 
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decisiun-maki nj techriques may be applicable. lypically, however, 

socia1, cultural, anu ur'garniz.ational norms regarding power and 

irf luence predolindLe. 

These power resource i(leritif i ation strateg ies, however, still 

tail at achieving m.Liirxirnum commurnity participation. ochbaurN (1968) 

raised some serious delinitional questions regarding participation 

pling, e.g who 

spokesperson I or consumers? ].[iother words, thu d(ewlacy of 

in heal L ann ., is a consumer, and is there a
 

selecLive rCpresenLLiorn r i,.. concerns over the emlrernchiihnt of a 

clas u. puwur wiLhin t he cwhmuli"it.y who may differ onot elites 


problems, prior ities and Ways Oft ,O'i nvigtCeMr. 

A UNJCL.F sponsoreco hca Itblproject iii Kenya offers a slighutly 

rwIore inclusive comrunity participdtory approach to project 

impl ementation. Hea]Lh teams consistin of a healLh worker, a 

social worker, and a stWtistical enumerator (representing three 

Ministries: heIth, social services, and iriance) held what. is 

known as d "Chi.t'f"s Barazz a" to introduce themselves annJ to open 

(iscussiol about a prupusL(O IteuaLh project wili approximaLely 800 

Comhmunity puope. This initial meoLiny was said to represent the 

crucial bIeginning of (njo i ng COjIIIOilii I. y in vOl Vemun L in 

dec;ision-making regarding
npr'oject imp lementation. 

WliuLOlllljlli I y (]terliiuij' : 

1) 	 lhe size arid structure of projec:L rTas (units of 
IOU-O ioihseho Iris under the head man ca I led 
Liyuru), 
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2) 	 Administration of health proje-cts within the 
community (each Li yuru would have a heal th 
committee), and 

3) 	 .Se1ection process and payme,t mnechan ism for 
comImun i ty health worker (black, 1978) 

hile Le init ia] 
 mee tingJ IOv(,ive dll interested CoilinuniLy 

meibers, the IormaL ion or a ,lu1Lh coiiJi Lt.-e s Li I1 ra i si, irob lemiis 

wiLh r'Spuct to relpresenLabiveiess and Lhu credbiun of a new power 

eldie within Llhe commurn ity. 

Financ ing
 

As previously menLioneao, new st.rategies for planning the finance 

and supply ot hea I M serv ices have recelly deve loped. A 

substanL ial Iproport. ion of required healLh resources come largely 

from the coumunity. Self-lhelp is encouraged. Availabl1e governmentr 

re SotircUS ar' LI usell as ilullvey, I unds, or I uan s.en i tu:eu matbchinig 

Agricu ILura I extens ion and OLber acli vi Lies which lead to fiiurlc i al 

Self -su Ific Ikl1y are 	 jrUI IL.Ud. Low- cos. sources of ru icine are 

drraU ., 

iData LolleLL, n aIaILvalt.iun
 

Final ly, ,aLa colIlM ion and evaluation are, unileremiphasizea in 

the human r'c. app roach,iou rce al though wlhat is necessairy is 

idnti 1ifieU ,id Cocollece Ly membrs oi Liu ccm-,lluni ty, For e.ample, 
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in Lb case ol Liu: IN LI I huai i p , ec L, the cui nity 1O u l it 

r:esdry to corriuc a cunrs'us ul househo Ids for the firs t ihu in 

order to - up a health Iu u Iu ri Ue collninuni y hea1 Lth worker 

(Bldck, 19/8). From thic varitge point, data collection is kept 

simple and miir mal. 

Summary and Analysis 

have planning techniques been used successfully? Considerable 

strides certainly have been mdde in utilizing various planniig 

techniquUSL t guide the health duv iupmnl prucess, but much ul the 

decisior,-mak ing process is still dictated by political or 

exlperie"cncd judgments. Moreover, musL quarititative methods ar'e not 

yet appropriate or relevant to the unique circumstances and 

cond itions ot the African coritinent. Finally, inrinovative and 

relevaJnt plrnning tools, du not exist -Iona widu'r ational(rl level owirng 

to ti COUl ( id L a LO I Ic. I i I and (,tler rteource reLJ(uiri.'lS , as 

well an W hi, i(llicuku I.S;Ih logia s. lhure.,ore, although prolmiSing, 

the W OM11p] I ihMcritS dre l iilli ted. 

hSl Iplanning nlothonoloics are fairly prevalent and widely 

accepted throughout Africa. They incluue an assortient el resource 

al lOCatiOl d lildelUilOgl 1 planninig priLlRl.S, variously cal led 

hi(:,.I liL (,,I , s anl physician-orinU d approaches. rl Pacti Lase, 

the plan1iinilj prucess iivol... Optimizirg the emland I or supplyand 

of 1iii ldi inal l resources, iMcluui og facili ties, slecilic 
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services, manpower, arid training. To date, 
 the acquisition of
 

health statistics for planning resource requirements represents the
 

most difficult methodological task. Records analysis and survey 

techniques, the prevalent methodological tools, tenu to err in 

application and use. lIe problems pertain to the ac(luisitiun uo 

irormaticn that is representative un stariuaruizea ill scope, and 

content as well as responses that are accurate and valid. 

The neeu for comprehensiveness in implementing ecologicalan 

health development strategy represents a 
difficult methodological 

task, particularly in developiny countries. It requires substantial 

sophistication in assessing health problems and needs, and in
 

identifying health priorities among a plethora of alternatives. In 

assessing needs, resource requirements for adiinistering a national 

sample survey and the reliability of survey responses in a culture 

not habit.ated to the impuratives ol accuracy dre the chief 

barriers. The use of ethnographic research as an alternative is 

economically reasibl, only at the local level. Evaluating
 

alternativs especially for natioal 
 health plarning requires 

information aid statistical capabilities fur simulation modeling 

that far outstrip current capacities. Ine current national hcalth 

plans, therefore, are merely an aIdlgaliation of local level plans, 

althuuyh major accoMpl i slments can be achieved, in l1anning 

integrated hedlth proyrams at the project level. 

fina lly, the process of ,aip Lur i l Iax iimUll CuMilurl i Ly 

part icipat ion ini the human resource he al h development strategy is 



the least established method available. lhe problems are both a 

lack of a clearly dcelined meLhodology, and a failure to prescribe Lo 

such a time-and cost-consuming process. 

It is clear that considerable work remains to be done in 

designing and adapting methodologins within each he&iL. development 

option to fit the cultural, fiscal and other resource realities of 

Africa.
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ORGANI ZAT IONAL DEVELOPMIENT 

The health planning structure, processes, arid functions are 

incorporated in organizational development. Personnel and data 

resources are also included, all factors critically linking health 

development theory and practice. because they the
are vehicles for
 

carrying out the planning and oevelopment functions, weaknesses in 

these areas damage the implementation and overall viability of 

conceptual and methodological achievements. 

Unfortunately, organizational developments 
 in the field of 

health planning have been quite limited in Africa. Attempts to 

institutionalize health 
 planning within health ministries and
 

national planning bodies were made early as 1961l, butas almost LU 

years later, most African countries still sutfer from inadequate 

planning capabilities (USUIILW, 1976; USDIILW, 1975). 

The 'L-thing problems' oi implumenting Lesotho's planning 

mdnuate typify those found in all secLors of the economy throughout 

the coineti . -hir'SchWanin (197L) describes staff shortage, paucity 

of Gata, an uncertaini status of yovernier"t, and resentment iruim 

strongly entrenched miistries as the key problems. Subsequently, 

internationaI developmenL agencies, such as the USAIU, now place 

high priority on trainnig and technical assistance to host countries 

to institutiunalize dn adequate planning capacity (UhAID, 1980). 
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Planning Structure/Processes/Functions 

This section considers the structure, processes, ard functions 

of health planning units within African Ministries of health. The 

degree of centralization addresses structural concerns. Processes 

an iun lt SI perta I. tu the ucision-makin and imlenrenLaLioi 

aspects of planning. Lach has as a LenLral point ot concern their 

ability to sit a position ot power to effect change for planning 

objectives (liling, 1971).
 

flanning btrucLure 

bivergent perspectives ahd prd(, -ices prevail with respect to 

appropriate health plann ing structures. While several authors have 

vaIriously idert if ied the ,dviii.,jeU,, , Jnd(IdisadvatitaJes Ol celltr'dlikied 

and decent1ratlized plann iny hniLS, tie fact is that. different Iealth 

develupment concepts ruqure dififerernt plann ing strucLures to best 

meet Lheir l.jecLives. 

CurrentlI, imust Atrican Counries have a cenLralizeu planning 

structure i. li, si-hed within a national plannring body and health 

win isry (i'.ceieir, 1977). Mary AI ricdri governmenits trarisflerred the 

resporsibililly of hea llh 'erviLes 1runi local government. to ceritra1 

gloverniiit hheuri thay achieved ind lpenuece, th is catered to the 

hea1 Lh service UrKiLrVtrucLure (HSI) deve1opment concept prevalen t at 

tlc Liihu:. ;wy, 19/9) Oe:SL2.r ipLion of konya an Zamlbia's 
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rationale tor the centralizing of their health functions illustrates 

this health service delivery emphasis. He attributes centralization 

as an attempt to: 

* 	 Control inefficiency,
* 	 Minimize Ihe lck of ad(hinistrat ive skills at the 

local level, 
o 	 Plan auuJ toiAOiite public health services, 
* 	 Equalze public services between regions and 

Iocalities,
 
v 	St renwgthen natiunal urity. 

Despite the value of cenrnal izing health service delivery and 

planning tunctions, problems emerged. First, this transfer of 

health services substantially increased the organizationdl 

requirements of nutional planning bodies. Vogel (1970) demonstrateu 

thaL Kenyi's enLralization of heaIth ..ervices required: I) 

increased responsibility for the Minii~ry of Health; 2) new 

administrative maclhinery; 3) revised real Ioships amolng the medical 

officer, county council , an heal th cer e5 staff; and 4) a need to 

review national priorities. I'o comuensurate personnel and data 

resources existed to meet these new demands. 

Secund, healLb planniing, alLhoubh cenLral ized, remained 

irdullented na uncoordinaLed. (oemer ( 19/7) noted that the Lotal 

p1 ann i n o the heal th ,ec Lur may be ( i!.Jers.eu over several other 

minist.ries such as manpower, fat i lities, f inanc il planning. 

flureover, a stucy Kn ya's health p 1aining strutLurecase o1 revealed 

diffler'ent planning unctions within unitsr split different of the 

healtn ministr-y. Speclfically, capital imiprovemltents planning 

http:i!.Jers.eu
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remains distiALl, and je al(usiy guarded f romlwI.Ie balth survices 

planning unit. lhe centralization of these functions is currently 

underway through a bilateral instituLional development grant from 

USAID; substantial resentment, resistance, and politicizing stand in 

the way of dUY apparent success.
 

becentralizdtion of health services and health planning has 

gained impetus in rucent years. Bewayo (1979) found, for example, 

that both !amhia and Kenya have now moved to decentralize, once 

again, their health planning functions. Zambia has created new 

district cuurnci ls hal i,;vea Lo reduce unft andficiency provide
 

revenue for the national governrment. Kenya has commissioned an IMF 

study into Iaysof financirg local authorities. 

Several factors cowtribute to this clhanging emphasis. From a 

theoretical vantage point, decentralization is said to he needed to 

enable relevdnt l dniJ eifforts (Flling, 1971). IL alsohealLh social 

p,rov idsi. yrujrater uijr'ue o COmmnlity fiarLicipaLion moist sought 

after in humlan resourcs hi: ll.Idevelupmyri e. oi'1Ls, rw Lo a les ;e r 

extent, in the eLological appruach. Ibis is said to limit Lhe 

p roblemb of overpIann inig ald u erimpilu1men Li ng (MarLin, 1915). 

Practical ly, riOw.vur, iL has beer universal ly accepted that 

central level1 lraning is oWter iArelevant arid inappropriate for 

local coidiL iON)IS. InL-igraOutcl plarni is also hust tac iliLaLeo ,iL 

the lower lov ls of the bea Lb . tt i, Lhus requ irinq reater' 

(ecetrtr li;,iion ol c.;ntro] no duLhurity. Fina]ly, the latest 
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irLLruL in ma~ixlimizinj th- "se of .xi Mli dds Lu',Linq resurcUS 

the moment umii for (h:C riti'd I iaizLIon. 

Unfortunately, the advantages at decentralized planning has yet 

to be 
fully realized. As it is practiced today, decentralized
 

planning primarily represenLs local control over service delivery. 

Policy and resource allocation decisions 
are handed to the community 

by central-level policy makers. 

Although this analysis focuses on Africa, decentralized planning 

in bangladesh merits 
c itatioi to illustrate a more progressive model 

of the decuct ivu plarnning prucuss. InLurminisieral planing has 

been organ i',d at national, regional, district levels and downward. 

Mur eover, culwhunity participation is dchie vud at all levels through 

the use of project committees. A unique INature pertains to a 

management comuittee established at the local level to oversee 

health delivery problems arid ways to improve them (Choudhury,
 

19m ). 11u',, the commIunil ty parLic ipates in pol icy.-miak irg, 

implementation, and evaluat ion o Lhe ir health care programs. 

While planning from the inuiLtive of decentralization, is the 

latest treiia throughout the cont inert, umany countries are now 

recOyii 1 - iitn the impor Lane of p I iining al. threei levls 

COIAurre.tly. (Lhana's proces for u.,ple, includes 

iriuiviuual s "hnio have ,iuthuril y, iid UILecU, or decisio -iriakin g roles 

over heal tI srvices. Involvement, is a irec ted u[ward to policy 

levels, .ownw.,.r to ta :CLi I ltv,. Is, o I waird to relatedahU h.adl th 
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institutions," (Kaiser, 1917: 35). The Ministry's organizational 

chart found on the iiuxL page graphically depicts this planning 

process. 

As is the case with central level planning, the future of 

aecentralizeu planning is unoermineu by a dearth o trained 

persurnrieI and Odta resources. Moreover, the fate ol decentralized 

planning is doomed by a lack of financial resources and the 

overriding concern for surviva] found at the local level. ]t is 

obvious that substantial organizational constraints must be overcome 

to ensure tie feasibility of ecoiogicul and human resource healLi 

development concepts. 
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Processes/Functions
 

Must Alricun eltliilini ries have pour trdck rULcurds Jor 

achieving heal th developmernt objectives through the planning 

process. While the technical constraints identified in the 

methodological section is a key problem, politicalthe nature of 

planninu impacts the situation must directly. The diff iculties 

include: I) the low status cf health planners, 2) host country 

inabili y 
LO manipuNIaL donor country and muItilateral lheal tl 

project.s o meuet iUs health develonment needs, and 3) entrenchnent 

of traitiol~a ways. 

1Ie lo, status et health ano health planning in the overall host 

country develolpnient strategy cuts into the benefits o1: a health 

planning (lort.. Ahmad states that the CPA lacks 'political teeth' 

for effective decision making. health planners especially are 

likely to ,ve Hlittl political clout ana leverage, particularly in 

the re±source allocation process, because the contribution of health
 

t evehOleMtiL
to itat ioMa i has y.Lt to be jusit ieu in quanti f iable 

turmsh. MIoreover , niotes I ev cuuntr is have theAhmad tliit expert ise 

or political COlliJlfIitrm Lto c arry (ut, an aniual1 1an, much less a 

mediuii or 1urnq-t:riii plans. It sLronvj niaLion,1 health ideology rind 

pulitical cJul11 iLmiMinI Lo health a n .-seLi al l.rer qui t. ies Iur I.ii 

plannnirny .,lO. icvu'opunl. l'OcuS to wurk. l.vun iKi thse instanices, 

huw-ver, K:atLI, plans lail tu be a(h~quaLuly imp]nlemnted (Neqai1l, 

1972). 
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The case of Sierra Leone best illustrates the magnitude of the 

problem. RumbauL (1979) reports that the MUH in that country hau 

permanent secretaries ir years Ui pr'est Q Utour becIe oS f he low 

Lh is morley-spendiny vs miiriy-r'aisig pol iL ld iinstitution; inde_'ed, 

it.was considered a "dumping yround" Iur permanent secretaries. The 

Min isLry also aLi.rCted lower quailit y adi istraLu 's, caus inrn U high
 

lournuvers. 1taese: problems rcsu ILed in 
itm f ic iency, inaction, 

powerlessne.s, apthy, corruption; as wel I as absence of lea(ership, 

motivational and iueoloyic commmtineuit, all of which has surred to 

frustrate coilmpetent and iecoicaLed members 

Inabilit y to garner needed resources trom national budgets 

1OL rre I uaS ('Ii an t or,.uulr counLr ies for I Ii r.sourcLc 

tUlor Lu al 1.l;, h.alIth 1dlnners rI unableI t L ma, Le' thle ai( 

0t2.juLiatihu aIG ProjLc-L plalnnmy prucess .o weet their p rescribeu 

goa1s. AI 'hU (197Lt) fi inds that , oru dnizaLional ly, operaLi ny 

adY FiLi uS I a:k Lh ab Ili ly Lu dwe.lup soell -(on istenL, CoereLt, daiu 

cuoro inaL. projetLs, un u . uldble top lice the Irojct(:L ill the 

eColiJ y a1 ,a .si wholI 


Muchi of Lhj dif ficulty lies in the limitat. ions of donor cuuiitry 

project pl)annin g procedures. [or example, a review ut AIJ's 

lru(;efiures revealed lhat inadequate involv urlerlL ol bon,. ountry 

nations wiu lhe piI 11mitt. lions oe AllU I imit any l[roajrussive 

improvemun L in l I,Ith I or pk AlIl)', alldinusL; Ir . u a l , IUlicy 

IIunt.,lL l ant, countryhospL ial or inn iulS tay I: e.huLical Lo hast 

(,bJuLL. i n.,S. rd 
 UviA LU, lhowev(:r,[rre, 1int:.l, niyij . accorUing 
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to 	 Hirschmann (1976) that the host country face donors with more 

confidence owing to:
 

1) 	A stronger position to reject offers of
 
assistance;
 

2) 	Increased planner competenLy;
 

3) 	Donor demand to negotiate projects through the 
planning office. 

In general, however, these developments are slow in occurring; health
 

service planrning units typically 
 uMcl,ion in an administrative or
 

crisis/reactive capacity.
 

l:i al ly, 
 internal p,litics of the health ministries al lect the 

planning and impl nrLtaiit.ioin capacity. SpecL1ically, h irschluaa1n (1978) 

fin s tiaL a a new aiiscipline, .)larn iny has been said to cause 

resentment. ot older civil servants who are required to coform to new 

practices. This is espe*cially prob lematic in as much as health 

planners tend to be younger than the provider cnunterpart. 

Personnel And Data kesources
 

While iJaequate., p.rn tul anJ MaulIu restourc es have previouslybeen 

identifieu as orjanit K al1 cLunstruiLs, discussiormaijor ioZ additional, 

of tLe sulje.t i. w'arL ,a. SpeCi icully, Lhe statt irj, plaunning an. 

training ul health planners dire particularly relevanl. Lo the topic of 

)ersonn . Wtnally, th L d iealth plann in'jLIiInj bot i h 	 unit sIonuuId 
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ref I ect Lhe spec it ic hea th (Jevelopient objectives. Gish (1977) 

properly peuC Oived staff and dala inputsthat composition differ 

accordiny Lu the sclectd i:a i Lih plainirg 1hu!strategy. he 

di st ingu ished betwee n the resource requ iremlents of phys ici an-or lenLed 

vs. ecumoniuist-based planniny strategy, suggesting thaL ii the Iorwer, 

epiaemiologists ana physicians trained in planning techniques mostare 


appropriate where control takes
disease precedence. lie latter 

situation, however, should theutilize services of a health economist 

who relates better to capital programming and resource allocatiorn
 

requireme.nLs. 
 As tie Iheal LIi deve lopmen t curncept broadens beyon 

meuical carc servicLs, tn arrty of other social scientists ielp in the 

planniny an, development process. 

Unllburturbiely, there i , litleU eVideUiLL! that thu cuiiipu: iLull adri 

training of healLh planners differ from the traditional planning 

focus. HealLh Planniny Units still tenu to bu physician-dominat{uc. In 

fcL, in seime healthLiiin MiMt such Lhere Sd iiie,.,, dS idflZdla'S, iS to 

be strumy L'.iSLdlmL. invu lving uL" UKis. iplin,_eS (Gish, 19/b),l L(u 


Mior-eover, vhile subject areas, like commihun it. participation, have been 

recently ii luale; in the internaLirmial 1,drnning curriculum ol Public 

health Scool s, the predomi inant training focus is stili on 

epidemiol ic"I, deducLive planning methouo uUies. 

WiLII rt.i.ct. Lo dhl.a rcourcUs, the key a(He of developlmet ili 

recent ye rn has been in healLh intormnation sysLemS. With Liu a of 

internat ioinal develol;ument dgeiits, vital ,ln heaI Lh stdtist aisore
 

grauually irpruvin U
 Inn'lhout iLy nJ quality. LohiipuLtvr'i,'uL. ion uI I hiese 



data elements now makes information liore readily available.
 

Significant improvemnt is needed, however, 
 in utilizing and
 

Uistributing information to assist the 
daily operation anu management 

of health activitieb. Planning is a continuous process, not merely
 

used for ucve loping annual heMalL programs. Both quantitative ano 

qualitative information about changes in health status and services are 

routinely neduc 
 on a local level to fdcilitate planning and 

evaluation. lbis is especially true given the new trend toward 

decentralizat ion el healIt iuricliu s. 

Saummary ard Analys is
 

An analysis of oryarnizatiotal developments in leal th planni ng 

helpedi us tu investigate, whe ther or not the procaucts of plannming have 

been suc;cestu 1ly irlplmeintea. A review ol il nn iny structure, 

process,s , d tUriC I. i', rLV'al ll d gen(.C.al lack ot 5LCI.l. in(I'. 

i p I(:reiLt irji I,w(IlH ,l (JI I) . ouy I i 1luk, N ,iwd ILh p'1,:. iii wY II 

corL inue Lt.,,ltIer aILhl-al. . lv i ij !jri:,& :( ( oi"r ro'Iii(i [.(o ..l o tiu i( ypesl2 

ani Lrua p:r'c, u:ip luy n a, i. as t.yin:s adinnU of llr'nu- w-e I I thi:. 

avail abi 1it, ,iOLd tequ ired to ex:.cute the variols lit'i.h develcplont
 

M~aLcbies.
 

The LeILL'dl 13 orquri, p lanning9 b.ty prevail i Lhiout 21ouL hi riCi 

has terdeai to nbtrdc. t IV pIti..laninrg as well as impleamenta ior,. Ih 

diItllculLiu.j il.JUk.: 1) luik uLi tr i o p :,, uir,I and UdI ,. I'L.u rurs 

Lo ii:et now rgrjdnizaLtarin a I n.is tivye hrondsiiau, ? ) IrmuliLiL.,. iOta 

http:gen(.C.al
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of health plannirni and implementation functions amloig various sectfors 

of the economy anu units of the health ministry, 3) inapprupriateness 

of ceiI.-ally developed health plans within ilbny local jurisdictions. 

Attempts at aecentralization, however, are quickly emerging, with their 

greater potential for deve 1up ing and implement ing conniun i ty-basen 

health plans. It, too, must improve in terriis of its ability to ensure 

Iaximum ipiput i ruin tIe local level. 

Another tLerrent to imlumenting ana achieving health objectives 

pertain to the political nature of the planning process and functions. 

Specifically, it has been proven that without a strong national health 

ideology and cunitment, health plannurs have little clout in carrying 

out annual, intermeciate, or long range plans. Morover', health 

planners lave been urable to master the aid negotiation and project 

planning prucess so that externally lunued projects coiiplemnent the 

national health plan. 

Finally, the succ.ss ol implemietat iun also suffers brom reseritment 

and lack of uiiuer'LlandinUl un tLh pdrt of many civil servants when liven 

ruw dirLLLiv - regrdiu n htiealth - viL S dielivery. UuspiLetLti dinsu 

picture, pro spec.i appear brigtL as nLw infusions of l und s expand 

instiLu l. ,jiucity "eve lup ,ris admiinister plalls. lleciapaI Lo hea]tL 

U unrie 1 ard 

resoucMC-O Will substUn, tially the current o: art. 

Lr a ii ri of ver c hie Ith p inniiign per improved i ri oriiat. iol 

iAhipro th sLaLe the 

l 
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CONCLUSION AND RCOMMENDAT]ONS
 

This section iScusses ,ted Il)idrrlin9a JsugJe health framework arid 

related training implications in light of 
the health needs and planning
 

deficiencies identified the
in previous sections. Substantial 

accumplIshments have been made toward institutionalizing heal th 

planning within African Ministries of Health. The elforts represent a 

concerted partnersh ip of host and donor countries to solve health 

problems which are mu Itioiminsionul in scope. Realistically, however, 

much remains to be done to establish health strategies, planning
 
techniques, ano an oryarikaional/administrative apparatus that best 

address Afri:a's complex health needs. 
 These must then translate into
 

appropriate planning mode]s anu curriculuim.
 

The creation 01 an appropriate conceptual framework to guide the 
planning ana aevelopment process represents the most funoamental and 

formidable clhallunge to the state Of art.the A number of views 

prevail rey.,,rding which Iactors nK iii'llI tuAttLI heal tlh s LaLus. Ileal Lh 

servies/Jrul r'..tarutture, the enuv irunmerwt ddll Wt'OlJija I fdCtorS., dd 

h ulmd I 'e OIU i+i haMye bt ti I Vdri ou JIyLarg, Le ior' de ve 1opmen t ir 

planning for improved iled i th. Whi le these strat.egies exist 

concurrent,]1 ano a.uress ait erent aspects theof disease problem, 

miniimalI coordi1naLi takes place to adequately tackle all three
 

elements of h esIl ii tr iau , i .e., the lost , the di sease agent , anu 

the environmreit. Typically, takes pJrecedence over the other, either in 

theory or practice. 



A more appropriate health developmenL process strategically plans 

for Lhe immediate, iute-rmediate , and long-term health needs of the 

Pu UIdL iun. lbIh ; Irc Iucu:q. .e[ prov Isi ( t li.d ILh serv iCes , ali 

adequat.e 1I ving environmunt t the aridW: ,iimtely, economic political 

resources to allow individuals to direct ano maintain a balance with 

their health environment. lus, the approach must clearly be 

intersectoral, incorporat ini at leas L four catccjori.s of health 

objectiveS: 1) health service delivery, 2) health status, 3) quality 

of life, ano 4) human resource po tential.
 

health 
 status object ives focus on specific disease 

problems/cono itiuns, and apsired mortality anoa morbidity lvels for the
 

general population ain 
 suhgroups withini the population. Ilis is
 

wiLhuut the u iii'-:yurd for tL ol AjM1 iWttrvcrnLiuis apl. Iieu tu the 

problem of bcul Lh. JnsLead, the inLent is to enable pro(ress, Lhrough 

whaLever means, Lowaru improving of I.tie various hejlLh induices. 

I Wealii del ivery , kIes .nsu.'e the ofsorvice ubjrt availabi lity 

health resuurces ior the genercil 1,,uldtion Lo m-feeL the more immediate 

hoalth needs. .t the M: art of Lthis st.rat :rqy u'e issues of service and 

inl ratrue.ore covu'ray,, acc.s liili Ly, and appropr iat eat.iss.
 

QualiLy (,T lite orii.Tje.Lives focus on various oi socio-econolic 

Lillin! Iu(ri.Uithu l'q I.d[U l L it. cny Lhu variubles to _(ns Pir 

ar: odeqaLQ lous iny, .anLLiMion, ,rd water supply. Apprijpr t~:lue -.,ls 

O rhutriL on and Iooc iliitdkL aie d Iso dilllly the intL iiau iatemore 


headlt~h UJLIL. ,lpmW.ltUIL120%I.
 



While the long-term objectives are also related to the quality at 

life, they specifically focus on individuals' capacity to direct their 

own health through access to adequate educational, economic, and 

political resources. While quantification of human resource 

development is poss ib le, Le r imAdry emph~asis is onl process ski l ls 

acquired by members of the community, ref lecting ur'garnizing and 

developi[ent capabilities. lhus, a foundation is establishuu allowing 

the communiLy to direct its own development process, irrespective of 

tie type of development sought, reducing dependency on external 

benevolence to initiate a continuous process at social change. 

hieuILl,These Ic,ur types ol ubjhc Lives must be inIIIuduu inr every 

country's health pldn as a part of a comprtihensive heailth deve 1opment 

strategy. Si i ticant proUgruss is 9 maue toward lannirgbei the 

immediate health service needs, and even in addressing conditions of 

the environment as it irpdcts health. A great deal remains to be done, 

however, Lowdrd incorporating human resource developient strategies 

that are consonant with thuoruLeical offerings in the area. 

Methodological techniques and organizatioial structures must 

complement the different health objectives. UryanizaLionally, 

inLersecLor planning must ,e esta, liSheu at the national, regional , 

dist ric I lvuls, adU downwards. . tCnri trl zrui on and couniurmity project.i 

Commi ttees tLLta l oWl iur Urcal. r Iuc a I lev. 1 dec ision-mak inu and 

managemen WaOLhI an healtli relat(eu a(I. ivities are StaifcriLical. 

resources MuL include iiadividuals Ironl various of backgrounds who can 

plan anid i lei melit each ol the four cutegoriesel healti objectives. 
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T[hese stal f posi tions should includu: I) hea th economists, 2) 

epidemiologisis and public heailth specialists, 3) urban/regional/ 

environmental 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.
 

Methodological requirements are as diverse as the planning anu 

health development objectives. Aside from amassing epidemiological and 

resource-baseu data for health services planning as is currently being 

done, new types ot data and related methodologies must begin to 

surface. Specifically, nore el :ct ive integrateu planning ano the 

Macro-and micro-levels are sorely needed to address quality of life 

objectives. ilhe greatest need, however, is the development and use o1 

inductive planning techniques. While community participation planning 

represents the most oynamic arid relevant development strategy, there 

renain, a vsL amuunt of iyn ordiC e about arid reluctanc e towards making 

it work. 

It is apparent that ConsiILurable changes must also occur in making 

the crrriclu urnfr heal tl sector planners more relevant to the diverse 

health necus ot th'2 ropu aldtion. Al1 health planners, irrespective ot 

prutessIonial is ipline, should have a broad range of skills. Economic 

(resource-basen), epiuemiological (heal th status), 

environmnental/regional (quality of life), and social planning 

principles ,toulu be core requirements of equal importance, with one 

area of spec ialty required. Moreover, instructions in both macro- and 



-8b­

micru-level ilanring techniques 
are critical. The torur stresses
 

highly quantiLaLive analyses, 
 assisted by computer programming.
 

Micro-level planning considers 
the adaition of qualitative techniques 

to problem identification and resolution. botI, however, remain based 

in the comprehensive planning program. 

The hrealth status of 
most of tile world's population depends upon
 

many factors. lhe abiliLy to direct available resources to tackle a 

myriad of disease problems and influences stands out as a major 

requiremenL for timely and U1 ctLiW'v lieal Lh (e IdolmenlL. lealth 

planniny throuyhout the world und especial ly Africa musl begin to 

function as the vital development tool it isinteunaed to be. 



-87-

B IIBL I OGIR\PHlY 

Abbas, Ahmea Sharif, "Health Implications of the Rural Development Campaign 
in Somalia." Paper presented at the Franty Fanon Center Conference:
 
Somalia, June 18-24, 1979.
 

Acharya, Shankar [N., "Perspectives and Problems of Development in Sub-Saharan 
Africa," World Development, Vol. 9, pp 109-147, 1981. 

Auetuyubi, A. and J.B. Familusi, 
 "Teaching Hospitals and their Administration
 
in Developing Countries: Suggestion 
 for Future Improvement." East

Atrican Medical Journal. 53 (10) October 1976: 601-603.
 

Agency for International Devclopment, health Sector Policy Paper, AID, 
Washington, b.C., March 1980. 

khmed, Paul I. and Aliza Kolker, "Health Sector Assessment." Compendium of 
Papers on Cowmnunity Health Planning ]ssues. U.S.D. H.E.W., 1979:61-69. 

Ahmad, Yusuf J., "Project Identificatiuo, Analysis, and Preparation in
 
Developing Lountries: A Dicursive Commentary." Development and Change
 
Vol. 9, 1976.
 

APIA, Community Part icipation in Finaningrj of Pr imary Health Care. American 
Public Health Association April ,-98--

I "Alterldtiwy ApproacLh.. to Meeting lasic health iniNeeds 
Developing Countries." The Medical Journal of Australia. June, 1976:
 
3857-35U
 

Baktr, T'imothy, A-ses,.,. of health .k nn.us ee . Spriger Publishing 
Company. Novi York.,.-njc7 ub:-ihir7. 

barlow, kobin, "AppliK Liutns of a health Plarninu Model in Norocco." 
Internation jlournal of Hal]th Services. 6 (1), 1976: 103-121. 

Belcher, D.W., "A Mass I,;munization Canpaign in kural Ghaw. ;%ctors
Attecting lPurticipat,on." Public Health Reports. 93, N,.! /Apri 1178: 
170-176. 
 ' A 



-88-


Belcher, D.W., F.K. Wurapa and b.D. Nicholas and S. Oysou-Ahaah, "The Role
of Health Eixamir nation Surveys in Plann ing Rural Med ical Services." Ohana 
Medical Journal. June 1976(a): 86-92. 

Belcher, [.W., et. al., "Rural Health Examination Survey in Ghana: Non
 
Response Factors." Public Health Reports, 91(4) 1976(b): 368-372.
 

Belcher, D.W., et. al., "Comparisr of Morbiaity Interviews with a Health
 
Exanination Survey in Rural Airica." The American 
Journal of Iropical

Medicine and Hygiene. 25 (5), 1976(c): 751-058.
 

belcher, [.W., 
F.K. Wuraya, h.K, Neumrinn and I.M. Laurie, "A Household
 
Morbioity Survey in Rurdl Africa." Internatiornal Jnurndl of Epidefio ogy
 
5. (2) 19lc d): 113-120.
 

beigwall, bavid I., Philip tkenveS, hia 
WuOuSioue, Introduction to health
 
Plannina. Information kesources Press, D.C. 
19717.­

berke, R. et. al., "Rural Public Health in Cameroon: An Interim Repor on 5 
dears Work Ly a lea at (anadnian PIysicianls." Canadian Journal of ['uhlic 

_ealt. Voi. 65, May/Juiiu 1974: 188-190. 

bewayo, Ldward b., "Local Government in Different Images: Kenya and
Zambia." 'aper presented at 21st Meeting ot thethe Annual African 
Studies As'ociaLion. L.A., CA OcL.-hov. 1979. 

black, tay .ie , "UuCitliryg in the [Jylint: Lommunity Care in Western Kenya." 
UNICEF hews. Vol. 9b, 19 8: 4-9. 

LlI ,khart, u.N., 
 "cenLral Africa." The Journal of lpoicalpeoiaLrics
 
Dec. 196 : 2'-252.
 

butlen, ,harles, "ystematic Bedside asStaL,istics Used u SubsLiLute ior
 
Vitl Statistics." African Wwurnal f Medic.aI Science. Vol. 4, 1973: 

boL;., an
t , 193- 19/b hAT IltPl/L ILVLl( hl 'lA h. 

bull, ku s, " 
.cialt ,our"I'., So idl Iudicators and 'evelolpmenL Ildrniiy."

[ovulup ient. m i i,1Li(y Vu,. 9, 19/b: (6JI3- . . 

09-66 

http:Medic.aI


-89-


Byram, R.S., "Zambia: A Plan for Health." 
 Nursing Times, Vol. 68,
Sept. 28, 1972: 1219. 

Caiden, N. and Wiloavsky, A., Planning and budgeting in Poor Countries. 
N.Y., Wiler, 1973. 

Choudhury, M.k., "bangladesh: Planning for Health." World Health Forum, 
2(2), 1981: 161-173. 

Colebatch, h.K., 'ccess ano the Study of Local Services: A Kenyan Case." 
Development an Change. Vol. 4, No. 1, 1972: 107-118. 

Cook, kobert, "Comprehensive Immunization in Developing Countries." 
Lancet: Dec. 12, 1970. 

Copping, Alice M., "Planning Nutrition [cucation in Developing

Countries." 
 Journal of the American Dietetic Association, 513, Aug. 1968: 
127-129.
 

auzie, K. K. . "Economic bevelopment". Scierntif Ic American, Vol. 243,
 
No. 3, Sept. 1980: 55-61
 

Davos, Cllinis A., Iealthk Planning 1heory, "CriLical EnvirrcnienLal and 
Economic Interdependencies The Search Values."ior Societal Compendium of

Papers on Loia riLy health PlanininIssu s. USUIIEW, 1979: 15-59. 

besta, Astaw, "A" ApproachI Iu Nat. ion,1 HleaLh Planning." Etjjji.i, Medical
Journaul. 10,iI), B/: /I-72. 

binst ield, h.j., "The [valuaLiun of Hospital keturns in Developing 
Countries." NLethoay o- inf. Men-. Vul. 9, Jan. 1970: 27-34. 

l.ysinyer, P. iilliai, et. a]., "ledlLh Prublems ol Line Walha Tribe: Part V" 
M:ical Artn and Sciences. Vol. 26, 1972: 43-55. 

Elling, -ay h., "healL Planning in International Perspective." Medical 
[arll, Vol IX, No. 3, May-June, 1971: 214-233. 

Lnylguna, Ruger, "korc Myths in InLenational IhualLh lPlannmng." American 
dournal of Public t.all.h. 68(2), 1978: 153-157. 



-90-


Easmur, C.A., "Health Education." 
 South African Medical Journal. 47, Feb.
 
1973: 209-91
 

Eshius, Jan and Peter Manschot, Communicable Diseases. 
 A Manual for Rural
 
Health Workers. 
 African heoicafand Research Foundation, Nairobi,Kenya.
 

Farah, Aboubrahim Abby, 
 "Health Problems anJ Goals of a Recipient 53tion."
Bulletin of the N.Y. Academy of Medicine. Vol. 46, No. 5 May 1970: 
3T3-= 23" 

Fenoall, N.R.L., 
 "Planning health Services in Developing Countries," Public
 
Helth ReporLs, Vol. 78, No. 11, 
Nov. 1963: 977-988.
 

Fendall, N.R., "Health Centers: 
 A basis for 
a Rural health Service."
 
Journal ot Tropical Medicine ana Hygiene. 
 66, Sept. 1963: 219-232. 

Galloway, Thomas and kod Mahayni, 
 "P1anning Theory on Retrospect: The 
Process of Paraiigm Change." jAIP. Vol. 43, No. 1 Jan, 1977: 62-71. 

bisn, Oscar, huiaelines for[l|alth Planners, Iri-Neo Books LTD. London.
 
1977.
 

Gish, Oscar, Planniny the HeaIlth Sector The Tanzanian Experience. Hlolmes 
& eier Publishers, Inc., N.-- 19 8 

Gish, Oscar, "lhe Political Economy of Primary Care anU Health by the

People: A Historical Exploration." Soc. Sci. and Medicine, Vol. 13C,
1979: 208-211. 

hish, Oscar, "Plannirg Hclaltih S.rvices in 'w, iidnd." ro[)Icdl hoclur. 
Vol. 9, 1979: 200-208. 

Grosse, Robert, et al., Aheallh levelopient. Mo(l] Application to Rural 
Jdva. Final Report of Orart No. AID/utr-0-1651. Prepared for the Bureau
for Program and Policy Coordination, USAID. University of Michigan,
October, 19/9. 

lHabiChlt, dean-Piere and 'eter Berman, "Planning Primary lealth Services
From A Body Lout", Social Science and Medicine, Vol. 1L, 1980 : 129-136. 



Haignere, Clara, "An 
International Study of the Political/Economic Forces of
lealth." Paper presented at the 
107th American Public Health Association
 
Conference in N.Y. Session on International Health koundtable
 
Discussions. Nov. 7, 1979.
 

harol'	1 on , ()ixteln, "Appraisal1 of hualth Problems ano liefirition of 
Priorlties in Health Planning." The Fthioian Medical Journal Vol. 8,
No. 3'/', 37-44.1970J: 


larris, b.1P., "Impressions of medicine in Nigeria." Lanauian heical 
Association Journal. Vol. 95, July 9, 1966: 72-75. 

rd .
Ilhe Liplicati on s of Charu(je Imp I tlenLtaLion." A Comipendium of Papers onOihunity Ik.aith Planning Isus. U.S....., 1979: 41-47. 

Ildrt , kI(-h II. , Li., I'h. . , 'l0ur'ij I Ie al lh Ieor-n i zat ion in anzani a: 

llartwig, Geralu W., and K. David Patterson (2d), Disease in Atrican
history. An Introductory Survey and Case SLuoies. [uke University Press,
Durham, N . gT . . . . . 

"lealth in thu Thiru u Io," Lmicr t, (1979): 12/1-l27'. 

Hirschutann, bavici, "Admirwltrl.i or I Pl ,inriing in Lesotho." Develojjment drn 
hr... Vol. 9, 197 : 397-141. 

tuclibtuilil, G.M. , "Lonsumer Itr.icipaLion in hlea Lh Planning : Toward 
Conceptual Clarif ications." hjiter ican Journa I of Publ ic Ilea] th: 59, Sept.

1969: l69-17U6. 

lhool-J, b. H., -hdi,( Lon [ Care."h. ir9l .eptsi ILhidal ouIIh African ht:u ica]I
Journal.I 'lay 2/, 19Mh . 22,1 - Z3 . 

liu'et, , . P ., "l1ialLi l,'pec Ls of the Vo Ld River Project i, bGhana." 1r1 
nuustryao i a lita 1Hi V, Harvardp I 	 School of Put) Ic IlieaILh L ostori, 

I I -:kwu i i qv.,, ikcron [.., .b. , N.P.II., "llie {.(,ihmunity hteallh m'orker: 
Guinelines fur Trairn in9 t he ComilhUnity to Power the Program." Copendi umot pupers onLnmliulurli i ltu ,Plarm-irj ssu Ut)DHiLW, llj-bi.,.w,. 1979: 


inger sl1,II, J,,p: I 1d4,1rk Sul l ivan, c ial Aiialw,is ot AIl Prj t.cI: A
,,2v iew ot I1,,e UWS --ice 9rI9lperiencu. II, I :'ttgrar Policy Cuurdi,-'tion,Nov. - -T . .. . 



-92­

johnson, UOlive G., Alfred K. heuriann, S. Ojosu-Amaah, "health Information 
System lnstdl lidL ion: aridPrincipIes ProbleIems." euical Care.197b: 21-2?;'. 114(3) 

Kaiser Foundation International, Briefing book Managemerit Review ana 
Critiique: Management of Rural health Services for the Ministry Healthof 

-of Ghana. O-k'lanc, CA Jan. I977. 

lpedekpo, 6.M.N. , "The Plainning and [esign of Sampling Surveys with
P.irticular Reference to the [pidemiological Survey of the Danfa Project in 
Ghana." Ghana Nedical Journal, 11 (4) Dec. 1972: 377-382. 

Lappe, -rarcts,s, o' . Lollins, havid Kinley, Ali AS OIbSfALLL. wen_ 
Questions About U.S. Foreijn AID and the T qunry. rnstiLute for Food and
Development li Icy, San Iianc isco, 1980. 

Lee, H.I., "ProJeCt S ec Lion drod -va luation: Formulation ot an Investment 
Program." In PracLical A\pp roaches to Development Planning. ed.
I .Auuldn . kaItimore: Jolhns Hopkins Press: 19b9. 

Levin, Lowell S., "Self-care in healLh: Potentials arid Pitfalls." World 
Health Forum, 2(2), 198l: l/Y-l84. 

Litsios, Socrates, "Developikir a Cost and Outcome [valuation System."
Internationid]1Journal1 ot lhealth Sciences. b, (2) 19Y6: 3'j-3bO. 

Logan , kF ... , "NaL iona I lea I th 11 ann i rig - An Appraisal of the State of the
Art." InternIaLio,,al ourial of lltpalth Services, 1, EeL. 1971: 6-17. 

Lucas, David ano he len Wo re, "K nquage lifierences and the Family PlanningSurvey." .. uny8, P SepL. 1977: 233-230. 

l.ytlcot. , (wurtr, I., " Ab: Irv,{ i .,n" uii til,'rican's Inlternat io al Mit dical
ITruq Jil," - I'A l I. in of t1. I .w Y rk A a,.i.y u) M oi(.il.i . 01, #!), 19701:J t) -J/(J. -_.. ...... . ... . . ...... . ....... . .. ... . . . ....
 

IL [kuilalu, beorT ,: [i ot tHealt.h tI l,,iCes ill 1rop iLal Loontri s.""I Develolmetr 
ML IA [rpi(ci,. Vol. 20, Uu3: 

IcGIa ,i,all, N. U., "Ihe Ii t Lri,uLiIoin of Popul tjion an Med ical Faci 1ities in 
Ilalwi . ' i r )'tt ci'an Journal of Medicinie. Vol. 14, No. 11,1v0.6 : ',i9- . - .. ............ .. .... . .. ..... . . tov.
 



-93-


Malan, L.M.F., "The Need Ior Regional Planniini of Perinatal Care." South
 
African Meicdl JC)urrli,, Aug. 1975: 1363-131.
 

Mrdsse, L.M.F., and J. Veriier arid M.J. Lerian, "Seasonal Variations of
,orLa liLy in Dakar and Impliicat ions iii Pub]ic lcea Ith Plari ir " oc 
for Social Medicine. 196b6. 

Matsche, S.K., "Interestirig the ommuniLy in Nutrition." AfricanSouLh 

Medical Journal. 48, 1974: !515-2516.
 

May, Jacques arid 1Hoyt Lemons, "1heW *.COIgjy ot MalnutriLiun." JANA, 2U7 (13)
March 1969: 2401-2406. 

Mayer, uean and Franklin Nev, , "Irolpical Climate ano tealLh." Prac Lit ioner 
191', May 1%l,/: L fi-663. 

Miercenier, P., "leItouology o t health Plann ing in Developing Countries," 

TransacLions of tie koyal SucieL ol Tropical Medicine and HygienE. 65: 
4 W (F-T 9 / I) 7 - _ _ _ S o c i_ 1_ _L _ _ 

Martin, Jedri IF., "Inte.rniatioiial lih ule I li ar inig: So(.J o-enviroimieiit.al 
Dimensions ,iid Cummuni Ly lPart i ci plt ion.' Amrer icdn Journal o PublicIi(aItl, 65 Feb. 1975: 1/5-17/. 

Messig, S mui1 ., "App IicaLi uiLi o IIea ItI QuLeL iw(.nar ies Lo Ire-Urldn 
Communi ies in a bevel ope a Country." Humarjanization 24 WinLer 1965: 

Messing, Simon rind J. Pr-inc -, "Health Pr'dcLices in Ltiiiopian Pre-Urban 
Commurni ties." JournaI of heal Lh arid human ehavior. Vol. 7, Winter 1966: 
272-276. 

Vess irig, Simon b. , "Di countiny lliealth: 11he z:AIue of Subsistence arid Lare 
in an Undevuloped CounLry." Soci.il Science and Medicine. Vol. 7, 1973: 
911-91b. 

No Iina-ijzliarn , Liut v(, '"mird oI-Id lBper ieiic, s In healtl J)lannin.j".
Internati .,: hall Services.,11.1urnal (T ii Vol. 9, Number 1, 1979: 139-149. 

Morekosso, G.L. , "A Commun iLy I iLa 1 Un it." A General PracLice Tt:aching
tIY61Faciliy for irapical ca Cl 010o 1r ,pical boctori 2, 141-147.1 I." 1972: 

http:o-enviroimieiit.al


-94-


Neumann, A.K., Neumann, C.G. and Ifekwuniqwe, A.L., "Evaluation of
Sna 11-scaIe uLrit ion
I Proyrds ." The Amer ian Journal o Clinical 
Nutrition. 26, April 1975: 446-452. 

Neumann, A.K. et. il., "Education and Lvaluation in an InLergrateu MLH/FP
Project in Rural Ghana: The banfa Project." International Journal ofHealth Luucation. 19 (4), 1976: 3-12.
 

Neumann, Charlotte, Derrick Jelliffe and E.F. Practice Jelliffe,

"Interaction of Nutrition anu Infection." Clinical Peuiatrics 17, 
 No.

1978: 80-8L. 

ELeumlann, Altreu K., ct. al., "Strategies for StrerngtheninU health Services
Infrastructure: A Case Study in Ghana." Social Science and Medicine 13c
(2) 1979: 129-13b. 

(naoikrloraye, Anurew-[ofiwira, "A Soygeted Frm.ewurk tor he Provision of
health Facilities in Nigeria." (Ocialr" ScieaNce and Medicine. IU, 1976:
 

verse as Aid."
L Ihd LANCI. April 3, 19/6: 7'0-31 

Oyenade, Adefurke and Adedapo 01ugbile, "Assessment of h1ealth Needs of 
Agricultural Workers in Nigeria." Public health 91, 1977: 183-188. 

PIachleco de Soud, Jose Maria, eA. al., "NIotes on health Care Planning in 
Latin ijeri(c.u and the Caribbean." 1-%eV. Sauuje Publ. II, 197: 279-283. 

, 
 "Planning in Develuping Countries." Value for Money in 
heath-S-ervic es. pp: 177-195. 

1"Pr imary Coure'u iran (Ai I.ANt.I ., ,' Vol. 2 Nov. 18, 19/8: 

ikc:, ii,
,Iir W ii ,rid, li Ie roWi I aa ii uLiv ts 
idLQua-] iLair lcl~r e mohri,.,ins .--,-y-

lii dmu, LI i ai rI : Qua li ,t A",die. 
, iMt,TpkAPri ,I".ii(Iy9/2
 

'R(7jaur 0r( i e_ na iwi n lu.'u1Li ,.rv IC I ran i ral re .lurib,I un i ia," 7th- lfth , (t)oer, /krdI
1968. JInul I ofI IroLpical

Pedia L ic i (1 1,riviririai.'. Vol. 1/, 19/1: ;b-3U. 



Roemer, Milton I., 
 "Health Service Admiristration arid Planning".

Comparative National Policies on Health Care, N.Y. 

01 
1971: 183-206.
 

Rice, Donald1., "II reu Pdradoxe% im Iealth Devlopmn:nL.: PublicIHI:alth 
eport s, Vol. 81, OcLober 19,, 885-89U. 

Robinson, havid, "Self-Hel p Groulps in Primary health re." World Heath 
Forum, 2(2): 185-191, 1981. 

koux, J.P., "Irne Social kevolution in lealth Services." South African
Medical Journal. Oct. 1977: 686-08.
 

Rosen, Hdrry, Jonathan Hetsch, Sduel Levey (Lds), The Consumer and The
lheal th Care Sysl.m: Social and Managerial PerspecLive. Spectrum Pub., 

Rumbaut, tkube"i L., " iljwa, i.i LofLomm nity hied l)th Ilntervention in a
be-veloping bocieLy: A Sie rra Luunu LdU Study." Paper" pr'esented at LherLinq ,nd of thu Airican Studles Assoc. L.A., CIA - Uct.-Nov. 
1079. 

Scrimfshaw, Neven S., "Myths and Realitiesin IternatioW1lealth
 
Planning." 'JHLi, Vol. F4, No. b, 792-798.
1974: 


Se a';oal Ihungriqlr in Urerdeveloped (ounLries," Nlutrition 
lum.n . 26, May 1968: 10i-1115. 

SegalI, kMalculM, "Ihe Plitich uf H.]Li in [dnzurnia." Deve1opmiert and 
Cange. Vol. 4, No. 1, 192 pp: 39-6.-

Snenyane, L., eL. a., "a Soc io-Lcoromic, fled ILb and Cultural Survey in 
SowcLo." .loluth African Mecoical Jour'nal. April 1977: 495-500. 

WhiL,, Karl, " ,lLi+ Priurii . in ti, Pourer outtries"'' Soc. Sci r ;nesand
Nie di':i , , I. 9, Ptj/ : 1? I-1I ' 

Sopuluivu ,L.0.1 "Iie (oncrol o Lommunicab l, Diseases in Rural Workers -
ihe Wole o, University bepartwerts." Journal of I rop ica I Medical
tl.(ji ne. 73, uov. 197,7: 310-314. 

Sorkin, Alan L., "HealLi Plan, iny ." ealth Lconomics in Developing

Countries. La xinyton Looks, Massachuse Lts, 19/c: 79-6. 



-96-


Spiegel Allen and Herbert Hyman, Basic Health Planning Methods. AspenJyslems Corp., MD. 1978. 

Stephens, betsy, P. Gowers and 
1. Kennedy, "Patient Retained Health Records 
in a Rural Health Care System." Journal of Tropical Medicine Hygiene. 

Tanner, Louis, "Health Flanning As a Regulatory Strategy: A Discussion of 
Its History and Current Uses. 

, "lhe Vanishing Iribes." Newsweek, Oct. 19, 1981: 92-97.
 

"lhe World Health Situation, 1969 to 1972. MedicalJourialTI-OTusLralia, Feb, 14, 1976: 180-181. 

Thorpe, Juliette and Denise Griffin, "Ethnography: An Alternative to Survey

Research?" Unpublished paper, 19/b.
 

Trei, Eduardo, "The Political Realities of Health in a Developing Nation."
bulletin of N.Y. Acaduemy of Medicine. Vol. 5, No. r, May 197!: 580-590. 

U.S.A.I.D., Strengthening Health Delivery Systems II - Atrican Regional
USAID Project Paper Africa Region. 1977. 

U.S.A.I.D., Manageent of Rural Health Services U.S.A.I.D.in Ghana. 

Project Papur 65 1- -T70-o. 

U. S.i. I. D., G1i1,1tra (Community Health Support, U.S.A. .D. PamProject PaperNo. 6 1-00O ?-, 19/8. 

U. S.i. I .D. , Chau Rural Health ann nu .a,. rent U.S.A.I.b. Project
Papur No. b//-0004. 19/6, pl: 1-37. 

U.S.A.I.L., Lesotho Rural ,Health DevelopmunL Project. Project Paper
No. 6g0-U053, U.S.A..D. - 9/I. 

UJSL)IhW, Syr':risis: Ihe jynariics of health, i V: Zaire, Off ice of
Lnternati-al Fealth, iis-not Ana1ysFs_--June, 1975: 1-172. 

USUIHEW, yncr'isis: _bynamiu~s of health, X: Ghara, 19/4, 1-131. 

USDHiLW, _Sncris.is:lhepymric; th, XIX: Senecal, June, 1976: 1-140. 



-9/-


Vogel, L.C., "Implications of the Iransfer of Basic Health from County
Count.Ls to Ceitra1 bovu rnmeril in Kenya." Ldst 
African'Mulical Jour'rdli 
47 (5) May, 1970: 242-246.
 

Von Hopter, Erlana, "The 
Effect of Social Change ana Population Growth on
the Health Status of the 
Nations - Their Implications for Medicine andAllied health Professions." Journal ot Medical 
Education 43, Feb., 1968:

169-174.
 

Waldheim, Kurt, 
 "Health in a World Perspective." Bulletin of N.Y. Academy

of Medicine. May, 1975: 577-579.
 

Walker, Goutey auo 
Oscar Gish, 
 "Inequality in the Distribution and

Differential Utilikation of Health 
Services: A Botswana 
Case Study."
Journal of Tropical Medicine yyiene. Vol. 80, Nov. 1977.
 

Webster, M.H., 
 "Health Services Administration in Developing Countries."
South Atric ,!Iiuldica l Journal. Auj ,, 1969: 1043-1046. 

Were, Miriam K., "Rural Women's Perceptions and Community - Based HealthCare." Last 
Arican Mdicdl Journal. 54, July-Sept. 1977.
 

White, K.L., et. al., 
 Health Services: 
 Concepts and Information

National Planniny and Management, WIIO,, Geneva, 1977. 

for
 

WHO, "CharacLerlstics of National Health Planning Systems." 
 WHO Technical
Report Series - No. 456. pp: 8-10.
 

WhO, kegional Orfice for the Western Pacific of WHO, Manila,Re)ort on theFi r s---e y -l-o r en c e o nMani la, Ph iip t o a'nl H e alt h F l an n in g. No v . 2-9 , 972 ,iY-~ T/..
 

WhO, inter-Ro latiorships B etw en HlealthP "ograiuiies ana Socio-Ecoomic 
bev(lqopment, Geneva, 1973. 

WIHO - Part I , "1he Place of Public Heq 1h in the Lcoomy of the African
Countries." Aro lechnical Papers - No. 7 Regional Office for Africa(Afro) WHO, brYazzavilie, 1974(a). 

6I1, "Public hi,alth arid Economy oiAfrican Countries." At ro lechricallupers No. / - onal (itReg i 
 lice for, Africa (Afro) WHO, Brazzaville, 1974(b). 

Zukin, Paul, "health Planning for Economic bevelopment Projects." 
 Arch.
Lrvirun.Heaii, Vul. 
 5, Ut. I'7 : 239- 45
 

http:Count.Ls

