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INTRODUCTION

At the request of USAID/Guinea, a team of consultants
conducted an assessmsnt of the health and family planning
sector in the Republic of Guinea. Field work was carried out
during the period March 10 -April 22, 1994.

The purpose of the assignment was " ..• to provide background
information needed by USAID/Guinea to address basic strategy
options in developing a follow-on project... The present USAID
project in this sector, scheduled for completion in 1995, is a
nationwide effort to combat HIV/AIDS and to expand the
availability of family planning through the social marketing
of contraceptives, and through the integration of family
planning services into the 'package"of primary health care
services offered in Ministry of Public Health and Social
Affairs (MSPAS) health centers. This program is being
implemented tiy Population Services International (PSI).
Previously, USAID had supported a project aimed at improving
the health of children through participation in the Africa
Child Survival Initiativ@ -- Combatting Chi~dhood Communicable
Diseases Project.

This assessment team was encouraged to look broadly at issues
affecting the quantity and quality of health care services
being delivered throughout Guinea:

The key health problems facing the country;
The characteristics of institutions, public and
private, which deliver or support health services;
The social and economic factors affecting health
care;

. - The domestic and donor resources available to
improve health outcomes.

Analysis of these issues suggests a variety of ways that USAID
might continue to contribute to improvements in health service
delivery, ·and therefore to better lives for Guineans.

KEY FINDINGS

1. The Government of Guinea (GOG) has made substantial and
impressive progress over the past decade in implementing
its primary health care (PHC) program. Accomplishments
include: the integration of a package of primary care
services in more than 80% Of health cemters;adoption of
a Population policy; implementation of a cost recovery
system that covers operating expenses in many health
centers; and development of plans for the
decentralization of key management functions to the
regional and prefectural levels.



2. The GOG~ in particular the MSPAS, expresses a high degree
of commitment te, and ownership of, its primary health
care program. Detailed plans for program implementation
are rationally conceived and follow appropriate
international guidelines. There continues to be heavy

- reliance on donor funding for program implementation, but
there is a specific set of program plans of Guinean
origin which guide do~or contributions.

3. A variety of indicators of health status paint an
alarming picture. Infant mortality and child mortality
are 150 and 250 per 1000 live births, respectively.
Measles anq acute respiratory infections (ARI) together
account for about one-third of deaths. The next top four
causes are malnutrition (13%), malaria (11%), diarrhea
(9%) and tetanus (9%).

4. While the Guinean goverpment. clearly supports efforts to
reduce fertility, Guinean society remains essentially
pro-natalist, with high fertility and low use of family
planning. The total fertility rate is 6.0, and use of
modern contraception is estimated at around 2%.
Knowledge of modern contraception is low -- 55% of men
and 28% of women have heard of at least one method -- and
fertility- preferences are high, with women desiring six
children and men desiring nine. Only 14% of women wish
to space children and 8% wish to stop childbearing.
While breastfeeding is virtually universal in Guinea,
very few women practice exclusive breastfeeding.

5.

6.

Although there is considerable variation around the
country, overall utilization of health facilities appears
to be quite low. Many health centers and hospitals have
extremely low caseloads.

Actual utilization and coverage of health services is
very difficult to estimate because of a variety of data
collection, processing, and analysis problems.

7. Quality of care needs improvement in many areas;
including use of treatment algorithms, client
counselling, cleanliness and infection control, and
facilities maintenance.

8. Basic support functions at the central MSPASlevel are
weak -- among them critically important services such as
drug supply and distribution, management information and
research, and finance and admini~tration. Personnel and
budgetary control arehighly.centralized, leaving
regional and prefectural managers with little authority
or flexibility to implement programs.

9. The existing system of personnel training, deployment,
and utilization is weak: 1) there are imbalances in the
geographic distribution of personnel; 2) job descriptions
are lacking or inadequate at all levels; and 3) training
and supervision are inadequate.



10. The GOG's stated commitment to increase the percentage of
the national bUdget devoted to health is a positive step,
but there is conflicting information on the level of this
increase. Even if higher estimates of expenditure are
realized, the percentage will remain below
internationally recommended levels.

11. Additional threats to the adequate financing of health
care include possible reductions in the level of UNICEF
support to the primary health care system and the
possibility of a devaluation of the Guinean franc.

12. There is considerable potential in the private and
parastatal sector to complement public sector health
programs, particularly in the area of family planning.

KEY CONCLUSIONS

1. Despite its problems, the basic structure Of tha public
health care system in Guinea, and its achievements to
dater form a foundation upon which future program efforts
can be built. However, if program momentum is to be
maintained, the system will require heavy support from
the donor community for the foreseeable future.

2. The implementation of the primary health care cost
recovery system, in accordance with the principles of the
Bamako Initiative, greatly improves prospects for
sustainability. The ability of many health centers to
generate sufficient funds to cover operating expenses and
to accumulate reserve funds is most impressive. The
extent to which the fees may represent a financial
barrier to care, however, needs further study.

3. Private and parastatal sector health providers can be
mobilized to complement public sector services. Programs
should be undertaken to take advantage of this resource.
However, reaching a significant percentage of the
population would require the involvement of many
different private"~ector organizations/individuals that
are not administratively linked.

4. The" pUblic health car\~ system may be approaching a
financial crisis. Substantial increases in GOG
allocations are need2d, in addition to donor support, to
meet the basic needs of the program. It is dOllbtful that

"the GOG-w1"11l)e able" to commit addl.tionai funds in ·the
immediate future to contribute without reducing
allocations to other important programs (e.g., education,
agriculture) .

...."



5. One means of ameliorating the financial cr~s~s,

irrespective of its eventual proportions, is to quickly
streamline MSPAS operations by decentralizing personnel
and ~udgetary authority to the regional and prefectural
levels. Decentralization would also help reduce the
central level management burden, allowing concentration
on such key issues as drug supply, management
information, and personnel deployment. Donor agencies
should actively encourage and support decentralization.

6. The newly organized Central Pharmacy will dictate, to a
large eKtent, how well the PHC program will function. It
is critical that this drug supply and distribution system
operate effectively and efficiently. Donors need to
coordinate their efforts and resources to assure that
Central Pharmacy receives the technical assistance it
requires.

7. Deficiencies in collecting and.. analyzing data, and in the
dissemination and utilization of findings, weaken the
system as a whole. Technical assistance and institution
building interventions are needed to allow the MSPAS to
use data for program decision-making, as well as to
answer basic questions regarding program performance.

8. While some elements of the PHC program are more effective
than 'others (the immunization program, for example, has
achieved the greatest coverage rates), all interventions
are in need of intensive support from the GOG and the
donor community. Priority-setting is difficult in a
situation where needs are so broad and profound -- each
of 6 different childhood diseases, for example, accounts
for 9-25% of child deaths •. Frequent, frank, and action
oriented communication among the MSPAS and donors is
critical to the process of building a coherent program
which makes good use of everyones' resources.

9. Low utilization rates for the health system as a whole
are probably attributable to a combination of factors
inclUding: inadequate information and education, poor
accessibility, poor service quality, cost barriers, and
traditional beliefs and practices. Continued general
program development, as well as special interventions,
are needed to reduce these barriers to utilization.

10. Increases in family planning acceptance are likely to be
modest over the next few years, with more rapid increases
possible in urban areas. Factors facilitating increased
use include increased knowledge through stronger
community .. education, efforts , continuing· ga.ins ·in service
availability, increased provider motivation, and
decreases in infant mortality.

11. Variations in program performance provide opportunities
to improve program performance. Common-sense management
and operations research can be used to apply lessons
learned from more successful program efforts (e.g.
immunization) and more successful prefectures (e.g.
Kissidougou) to less successful interventions and t~
c



GENERAL RECOMMENDATIONS

The assessment team recommends that USAID/Guinea proceed to
develop as extensive a program of assistance to health and
family planning service delivery as its budgetary constraints
and program management capacity will allow. We encourage
USAID to be creative in using its resources by seeking
opportunities to complement the efforts of other donors, and
to utilize other resources that may be available within AID,
such as centrally-funded projects.

A separate report submitted to USAID as a companion document
to this assessment contains a number of specific programmatic
options that USAID might consider if it designs a follow-on
project in this sector. Some are quite extensive in scale,
while others are relatively modest. The process of choosing
among them, or among any· number of 'other worthwhile
interventions, will be an interesting program design process.

Some of the recommended areas of intervention are:

1. Broad assistance to health and family planning service
delivery efforts: child survival promotion; maternal
mortality prevention; family planning service expansion;
creation of "model decentralized prefectures".

2. Techriicalassistance to the central level of the MSPAS:
strengthening management information and research
capability; assistance to the Central Pharmacy;
development of decentralized training teams.

3. Private sector initiatives: management capacity-building
for AGBEF; assistance to private pharmacists; private
sector grants program; training for private sector
providers.

4. Special programs: health education using Peace Corps
volunteers; DHS analysis and repeat survey; nutrition
related interventions; expansion of long-term family
planning methods.



III. Dft'RODUC~IOB

A. COtJRTRY PROPILE

1. Introduction
. .

The purpose of this health and family planning sector
assessment, as stated in the Scope of Work, is 1I ....to provide
background information needed by USAID/Guinea to address basic
strategy options in developing a follow-on project ... USAID
has, for more than a decade, provided assistance in various
forms to the health system in Guinea; including a program of
assistance in child survival and, more recently, an important
project in HIV/AIDS and family planning which combined
elements of the public and private sectors. The assessment
team's mandate included instructions to look broadly at
Guinea's health needs, to analyze the health problems facing
the country and the institutions that are trying to address
them, and to identify some programmatic areas where USAID
intervention could be most effective. Assisting the Guinean
people in this way is exceptionally important work, and
USAID's interest in continuing its program is gratifying.
This assessment team is particularly pleased to set the
project development process in motion.

We have identified more needs, and more problems requ1r1ng
solutions, than can be reasonably addressed by anyone donor
agency. We hope that this assessment will therefore be useful
in a broader sense to the Guinean Ministry of Public Health
and Social Affairs, to other Guinean institutions working in
the health sector, and to other members of the international
donor community. There is more than enough work to keep
everyone occupied•.

2. Health System OVerview

In 1988, the Republic of Guinea began to implement a primary
health care program. Now only five years old, this still
emergent program has made remarkable progress in increasing
the accessibility, utilization and effective coverage of basic
health services. Family planning is a relatively more recent
addition to the Guinean health care scene, and gains are thus
less impressive. Nonetheless, significant progress has been
made in a short period of time in improving the availability
of family planning services. While this report identifies
many weaknesses and raises many questions about long term

,...sustainabili-ty; lie must not forget that there 'is mUch-ev,idence
that bodes well for the success of this innovative and rold
experiment:

• The Guinean government is committed to the program and is
pursuing the goal of achieving the primary health care
integration of health centers in all of the country's 346
sub-prefectures by the end of 1995..

(\



• In 1993, a comparative evaluation of Bamako Initiative
implementation by five African countries came to the
unequivocal conclusion that "Guinea has the most
developed and most clearly successful program".

The goals of the national strategy are these:

...:

•

•

•
•

.To provide mothers and children with preventive
and curative pre and post-natal services, with
an emphasis on immunizations.
To insure self-financing of health centers at the
sUb-prefectoral level.
To create a health information system.
To create an epidemiological surveillance system
decentralized to the levels of sub-prefectures and
sentinel villages .

The maternal and child services delivered in "rationalized
health centers" include the following:

• Pre-natal care
• Supervised childbirth
• Post-natal care for mother and child
• Expanded Program on Immunization
• Oral rehydration therapy for diarrhea
• IEC
• Additional services currently or soon to be

integrated include family planning, sexually
transmitted diseases, HIV/AIDS, the safe
motherhood initiative and ARI

In addition to the public sector health delivery system,
Guinea also features a variety of private and parastatal
sector health providers that complement govermnent efforts.
These include an active private family planning organization
(AGBEF), health facilities within large commercial
organizations, and a significant number of private pharmacists
and other private practitioners.

Viewed from the international context, Guinea's maternal and
child health priorities and programs are consistent with the
mandated action that emerged from the World Summit for
Children in September 1990. Table I compares the goals of
Guinea's National Action Plan with the those of the plan being
promoted by the major international health organizations
including UNICEF, USAID, WHO, World Bank, PVOs, universities
and others.

II



TABLE I
HEALTH GOALS FOR THE MID-DECADE (1995)

NATIONAL ACTION PLANS

GOALS INTERNATIONAL GUINEA

IMMUNIZATION COVERAGE
DIPHTHERIA 90t 75%
POLIOMYELITIS 90t 75%

ERADICATION IN
SELECTED COUNTRIES + -

WHOOPING COUGH 90% 75%
MEASLES 90t 80t

90 t CASE REDUCTION + -
95% MORTALITY REDUCTION + -

TETANUS
CHILDREN 90% 80%
WOMEN OF CHILDBEARING AGE 100% 80%
NEONATAL TETANUS ELIMINATION + -

TOBERCULOSIS (BCG) 90% 80%

ORT FOR DIARRHEAL DISEASES 80% 80%
HALVING OF DEATHS DUE TO DIARRHEA + -

MALNDTRITION
PREVALENCE OF IODINE DEFICIENCY 0% 35%
PREVALENCE OF VITAMIN A DEFICIENCY 0% ?
PROMOTION OF BREASTFEEDING

EXCLUSIVE FOR 4 - 6 MONTHS + +
START IMMEDIATELY AFl'ER BIRTH + +
BABY· FRIENDLY HOSPITAL INITIATIVE + +

ACCTE RESPIRATORY INFECTIONS
ONE-THIRD REDUCTION OF DEATHS DUE TO ARI + .

FAMILY PLANNING (IEC AND SERVICES)
AVAILABLE TO ALL COOPLES + .
INTEGRATED INTO HEALTH SERVICES +

The main difference between Guinean and international
objectives are that these in Guinea are more modest, given the
current inadequacy of coverage and acute unmet needs for
physical, human and financial resources. For example:

• It is premature to talk of eradication of diseases such
as poliomyelitis and neonatal tetanus.

• The prevalence of Vitamin A deficiency is not known, thus
a survey is being planned.

• Data are not yet available in the health information
system to provide the basis for estimates of disease
specific mortality rates

The follo~ing pages provide specific analysis of health and
family planning indicators, and of policies that affect the
delivery of health and family planning services.



3. Sealth and Family Planning Indicators

BKplanatoJ:Y Bote

This report contains many numbers. Let the reader be aware that they
are not as precise as they may seem and should be interpreted with
caution for a variety of reasons:

1. Until the next national census, no accurate numbers exist for
estimates of population size and growth rates. Sources available
now come from at least four differe~t so rces:

~ The, last official census, 1983
.0 The United Nations proposed tlu:ee growth rate hypotheses,

1989
• The figuzes of an administrative census that have never

been officially released, 1990
• The pre-elect~n..,census" .. .1993 -

This means the numbers used in estimating target groups are
often not valid, reliable, or comparable, especially when no
attempt has been made to adjust 1983 numbers to the present.
The lack of good demographic data is a major hindrance to the
quantification of project planning, implementation, monitoring,
and evaluation that is now a standard requirement in the
computer age. An example of the problem is seen in the
monitoring exercises of the PHC\EPI\EM program. The coverage
estimates from the monitoring of the PHC program, are invariably
too high, because the denominators, almost always based on the
1983 census, are too small, sometimes by ,as much as lOOt. Thus
the government's estimate of sst innnunization coverage is
probably inflated, albeit by an unknown factor.

2. The numbers presented from the 1992 Demographic and Health
Survey (DHS) are based on !>reliminary tabulation and have not
been weighted to correct for missing data or bias resulting from
the sample design.

3. Health service data, even when fairly complete, often do not
accurately reflect the distribution of disease in the conununity.
Malnutrition, for example, is grossly under reported.

4. People'tend tG' have many diseases at once, thus reported single
causes of mortality and morbidity are biased and incomplete.

5. Estimates from probability surveys are subject to statistical
error. For example, the 95t confidence interval for the
conunonly used World Health Organization (WHO) 30 cluster design,
is the estimated value plus or minus lot.

/«1
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Population

We estimate Guinea's population in 1994 to be about 6.4
million, with 1.8 million (29%) living in cities over 10,000.
At 3verage annual growth rates of 2.8% and 5.7%, the number of
years required for doubling of the total and urban populations
are 25 and 12 years respectively. Figure I shows the trends
to the year 2000. (Note that these data do not include the
substantial influx of refugees from Liberia and Sierra LEone).

FIGURE I
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Of particular interest, given the emphasis of this assessment
on family he-alth issues are the 1994 estimates for certain
target populations: about 268,000 infants; 1.2 million
children under five; and 1.6 million women of childbearing age
(15-49).



Selected Demographic Indicators

The trend lines of seven demographic indicators from 1982 to
1992 have remained essentially horizontal. (Appendix III:
Tables II and III). The interpretation is that Guinea
continues to be a pro-natalist society with high fertility
(total fertility rate (TFR) = 6), and high infant and child
mortality at 150 and 250/1000 live births respectively. The
resultant life expectancy at birth is 44 years.

It is important to note that Guinea's public health program
has not yet had enough time to have 'a measurable impact on
child survival. This fact impacts on the possibility of a
successful fanlily planning program. International comparative
studies have consistently showed a high correlation between
lower under five mortality rates and increased contraceptive
prevalence rates. Kenya, 'for example, which after many years
of intensive family planning programs, has achieved
s'ignificant reduction of its national-'J.1FR",toS. S}, has an under
five mortality rate of 82, one-third that of Guinea.

Because of problems of under-reporting and misattribution of
cause of death, estimates of maternal mortality are often
unreliable. The Population Reference Bureau (1994) estimates
maternal mortality in Guinea to be 900 per 100,000 live
births. This is substantially higher than the estimate of 650
for t~e West Africa region as a whole.

Child Health Status Indicators

The major causes of child mor~ality and morbidity as reported
by the Ministry of Public Health and Social Affairs (MSPAS)
are shown.graphically in Appendix III; Figure III.

Measles and acute respiratory infections (ARI) together
account for about one-third of deaths. The next top four
causes are malnutrition (13%), malaria (11%), diarrhea (9%)
and tetanus (9%). Malaria is the main reason for outpatient
visits (28%), followed by ARI and measles (25%) and diarrhea
(15%). The fact that only 1% of visits are for malnutrition
sugges'cs that few effective services are offered for this
condition.

4. Preliminary DBS Results

Since the DHS (conducted in 1992 and now being analyzed) is a
.. "~;ource "of "re-latively recent "and high quality data, we looked

\tl'ith interest at the preliminary tabulations. The analyses,
summarized for the four natural regions plus Conakry, are
p:resented in Appendix III. Some preliminary results are
summarized below.

• I

,
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Female Fertility

About 50% of women are in polygynous marriages and were
adolescent mothers. Average TFR is 6.0, with a high of 6.7 in
Upper Guinea and a low of 5.5 in Conakry. The average birth
interval is 35 months. (See Appendix III; Table V)

Reproductive Health Knowledge

Men are more knowledgeable than women regarding modern
contraception and STD/AIDS. One out of two men has heard of
at least one modern method of contraception, compared to only
one-third of women. Knowledge of STD/AIDS is higher, being
claimed by 80% of men and 47% of women. Knowledge of
contraception is highest in Conakry. (See Appendix III; Table
VI)

Reproductive Health Attitudes

Women want fewer children than men; 6 versus 9, yet only 14%
claim they want to space future pregnancies and only 8% want
to stop childbearing. Interestingly almost twice as many men
as women approve of family planning (FP) messages on radio/TV;
72% versus 48%. (See Appendix I~I; Table VII)

Knowledge of AIDS

About two-thirds of respondents know of AIDS as a sexually
transmitted disease. Men are better informed by a ratio of 2
to 1 (15% versus 7%) that condoms can provide protection.
(See Appe~dix III; Table VIII)

Knowledge of Condoms

Twice as many men as women claim to know a condom source; 24%
versus 11%. The most frequent source stated by women was
hospitals, while men mentioned pharmacies most often. (See
Appendix III; Table IX).

Health Care for Pregnancies in the Last Five Years

--An-averageof-40% of-women have had at least two doses of
.. tetanus toxoid in the last five years, ranging from a high of
75% in Conakry to a low of 24% in Upper Guinea. Only 25% of
women deliver in a health facility. Again Conakry is highest
at 75%, but this time Middle Guinea is lowest at only 12%.
(See Appendix III; Table X)
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Child Mortality and Morbidity

In the West African region only Niger, Guinea Bissau, and
Sierra Leone are estimated to have an under five mortality
ra~e higher than Guinea's 248/1000 live births.

It is important to note ~hat averages can hide a wide range of
variability. The rate varies from a low of 164 in Conakry to a
high of 321 in Forest Guinea. Likewise for the infant
mortality rate, Forest Guinea at 195 is almost double that in
Conakry (100). These striking differences are likely a result
of regional variations in nutritional status, epidemics, and
quality of reporting. (See Appendix III; Table XI)

Children are sick much of the time. About one out of six had
diarrhea and/or ARI in the two weeks prior to the interview
and one out of three had·a'fewer.

Health Care Delivered to Children

As measured by the immunization coverage rate of children 12
23 months, about one out of three children are getting
effective care. Conakry is highest at 48% and Upper Guinea is
lowest at 18%. These estimates are much lower than numbers
derived from national monitoring data for two reasons. As
previously mentioned, the target group is usually calculated
from the 1983 census. It is also restricted to five kilometers
around an integrated health center and two kilometers around a
health post.

44% of mothers claim that their children receive increased
fluids for diarrhea, with one out of five claiming that ORS,
anti-malarials and antibiotics are given for diarrhea, fever
and ARI respectively. (See Appel1dix III; Table XII)

Breastfee~ing for Children

One out of four mothers claim that breastfeeding was started
within one hour after birth while over 50% started within 24
hours. On average children in Guinea are breast fed up to
about two years. In Middle Guinea, it was reported that more
than 50% of the mothers continue to breast feed up to 28
months. However, in Conakry and among mothers with secondary
education, breastfeeding duration decreased. Mothers with
higher education breast feed for 13 months. Exclusive
breastfeeding, with its attendent contraceptive and health
effects, is relatively rare in Guinea. Only about 0.4% of

'-infants-are exClusively breastfedduring the first five months
after birth. (See Appendix III; Table XIII) ,

14



Summary of this Brief Overview of the DHS Data

The survey is a rich source of data that will be of great use
in providing a better understanding of the dynamics of
maternal and child health and family planning in Guinea.
There is much variability, with geography and gender being
important determinants. In general, but not always, knowledge
is higher among men and for those living in Conakry.

Infant mortality is highest in Middle, Upper and Forest
Guinea, where effective delivery of health care is also
lowest. It is not surprising that these are also the zones of
highest total fertility rates and least desire to space
further pregnancies.

5. Health and Population Policy

Guinea's "Fundamental Law" supports health as a basic
right and implicates the state as an important actor in
guaranteeing this right. A basic health policy was formulated
based upon the strategy of primary health care and was
formally adopted by the Second Republic during its first
National Conference on Health in July, 1984.

Health Sector strategy

Beginning in 1987, the Government of Guinea (GOG) began to
implement the principles of the Bamako Initiative; a steady
evolution towards fuller commitment has occurred. (See
Appendix IV). In February 1993, the "Health Sector Policy for
the.Republic of Guinea" was published, moving Guinea's
National Primary Health Care Program (NPHCP) further towards
Bamako Initiative standards. The following guidelines are
established by this policy:

• Assure the availability of quality health services,
at affordable prices, at all levels 9f the health
'structure pyramid;

• Create health services that are geographically
accessible and culturally acceptable;

• Assure the viability and sustainabi1ity of the
health system.

Specific structural, . institutional, .and orl'Janizational
measures are specified in the policy. These include
decentralization, institutional reform, and increased
operational efficiency and ~ffectiveness.

While the policy expresses the GOG's view that it does not
have sufficient resources to achieve health objectives within
a reasonable period of time, the priorities cited represent an
ambitious scope of work. The Health Sector Policy goals are
relatively broad, with neither time-f.rames nor measurable
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outputs attached to many of them. Given the scarcity of
resources, the MSPAS will need to determine specific
priorities among PHC interventions and disease control
options.

National Population Policy (PNP)

On May 5, 1992, a Presidential decree announced the adoption
of the Declaration of the National Population Policy for
Guinea by the Council of ,Ministers. Non-quantifiable
objectives and sector strategies are provided. Goals related
to health, to be achieved by 2010, include: increasing the
con'traceptive prevalence rate (CPR) to 25%; reducing the
mortality rate to 13%; and reduction of the rate of population
growth to 2%. Analysis linking these goals to programmatic
options is not included.

Draft Code of Individuals and Families

The proposed Family Code, currently under consideration by the
GOG, was drafted by the Bureau for Social Affairs (SEAS) with
assistance from local and international non-governmental
organizations (NGOs). Of particular interest is Article 337,
the first two sentences of which are:

"Each citizen has the right to determine the size of
his\her family in order to assure adequate food, needed
education, and appropriate care for its members. Each
Guinean woman may decide, with regard to her personal and
family situation, to practice child spacing and family
planning."

The critical issue is whether this language eliminating the
common practice of requiring spousal consent will be retained.
National debate in the health sector confirms the view that
mandated consent would perpetuate a major obstacle to women
who may seek to space their children or limit their family
size.

National Breastfeeding Policy

The GOG ratified the International Code for Marketing of
Breast Milk SUbstitute, but there is not a Guinean version of
the code. There are no government regulations concerning the
importation, advertisement, and sale of breast milk
substitutes and other infant food.
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Personnel and Human Resource Use Policies

Two important issues for the Guinean government that impact on
all sectors, including health, are:

• personnel deployment problems including
concentration of civil servants in urban ~reas,

especially Conakry;

• the costs associated with training many skilled
personnel that the economy cannot absorb.

Detailed analysis of current personnel and resource use
policies of the MSPAS was beyond the scope of this assessment,
but key issues are raised in Section IV. below.

Maternity Leave

Guinean labor laws stipulate that working women receive twelve
weeks of maternity leave, including salary; four weeks before
confinement and eight weeks after delivery. In addition,
mothers are allowed to come to work one half-hour late and
leave one-half early after returning to work. In practice few
women receive these benefits. Most often they work until
several days before confinement and resume working shortly
after delivery for fear of losing their jobs.

17
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XV. SYSHIfS AllALYSIS

A. ANALYSIS 01' INSTITUTIONS

1. Ministry o£ Public Health and Social' Affairs (MSPAS )

A. Central L~vel

Structure, Personnel and'Function

At the central level, the MSPAS is composed of the Cabinet,
General Secretariat, National Directorates, Divisions and
Sections. However, the health system is going through a
reorganization process which must be approved by the Ministry
of Admini~trative Reforms before it can be fully operational.
Thus, the current configuration may not be the final one. For
the time being, while the -National Directorates and upper
segments of the Ministry's administrative structures have been
approved, proposals related to Divisions and Sections are
still under review at the Ministry of Administrative Reforms.

The PRC program is managed at the central level by a
coordinating unit in charge of supervising, training,
monitoring activities and providing resources to Regional
In~pectors and prefectural Directorates of Health. This unit
has given strong support to the program, with financing from
UNICEF and the GOG. However, as UNICEF support may change
significantly in 1995', the MSPAS is in the process of
distributing the coordinations unit's activities to various
other central agencies, such as the National Directorate of
Hospital Care for supervision, the direction of Financial and
Administrative Affairs for training, and BEPR for data
collection, planning, and research. The rationale for this
distribution of responsiblities is, in principle, to make the
PHC program less dependent on a single management structure
(i.e., the coordination unit) which has been largely donor
supported. Although the coordination unit will not be
disbanded; it is not clear yet what its future function will
be. While this issue was discussed during the annual review
meeting in Kindia in March, 1994, final resolution has not
been reached. It seems apparent that distribution of the
coordinating units responsibilities to other units which are
already resource-poor and over-burdened will not adequately
address the possible loss of UNICEF resources.

A more promising development is the MSPAS plan to decentralize
to the regional and prefectural level. Under this plan, some

-_..... _._...-... _- -'-' -'of--the'-C:OOrdination unitactiviti"es 'such as training,
supervision, resource allocation, program data collections and
analysis would become regional and prefectural

1 UNICEF's current cycle of project support to the program expires in
1995, It is uncleax at present how this support will be structured in the
future, but it is cleaxly possible that there will be a reduced level of
financial support.
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responsibilities. As the program expands geographically it
becomes imperative to decentralize functions and activities to
ensure effective management of resources and maintain/increase
the quality of care.

strengths

.~

•

•

Ministry officials show a strong commitment to and
ownership of the primary health care program. Many
political and administrative steps recommended by
international donors or internal evaluations have been
taken to improve service delivery and program management.
They are open and frank about discussing issues related
to program implementation and ready to take appropriate
corrective measures if needed. Particularly encouraging
at this stage of the program is the decision to
dece~tralize some vital"functions to regions and
prefectures.

Internal communication at the central level is frequent
if not always optimally effective -- all directors,
chiefs of divisions, and heads of sectors/programs meet
weekly with the Minister of Public Health and Social
Affairs, his cabinet members, and the Secretary General
to discuss issues and address problems. Likewise,
regular meetings are held at directorate, division and'
section levels. MSPAS also initiates each year an
overal~program review session involving each Regional
Inspector, central directorates and program heads, donors
agencies and NGO representatives. The meeting for 1994
was held March 28 - April 7. The meeting was an open and
frank'discussion on health policy, program achievements,
problems, and future plans.

••

Weaknesses

• Any change in organizational structure of the Ministry
is dependent on the Ministry of Administrative Reforms,
so the MSPAS does not have the autonomy to organize
itself according to the importance of its programs. Two
aspects of the ongoing MSPAS reorganization are
particularly problematic: tQe Ministry of Administrati~e

Reforms has rejected MSPAS' proposals to elevate Maternal
and Child Health/Family' Planning (MCH/FP) from a Section
to a Division; and the BEPR from a Division to a
Directorate.- ...,. __ ._.' , ' ..--.-_.-. -'.' ---- - .-

. ( ~:

• Financial management and personnel systems are weak,
calling into question the absorptive capacity for major
new program initiatives which would require extensive
financial and administrative support from the central
level.

• BEPR, which has a significant scope of work encompassing
the entire Ministry, has only Divisional status. This
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situation explains, in part, the weak infrastructure at
BEPRj does not allow for effective communication between
services; and weakens the ability of the MSPAS as a whole
to use data and research results for decision making. -

The BEPR is responsible for: 1) planning; 2) collecting
and analyzing statistical data, including a quarterly
feedback bulletin and annual statistical report; and 3)
coordinating operations research activities. However,
BEPR does not have sufficient qualified staff to
undertake these tasks. BEPR is poorly housed and lacks
adequate computer equipment. The quarterly feedback
bulletins have not been issued since 1989, and the last
annual report, for 1991, was issued in 1993. Although
some planning exercises and research projects have taken
place, improvements in strategic planning and research
capabilities are needed that will require substantial
external assistance--a combination of additional training
and on-site technical assistance.

• The attachment of BEPR to the cabinet as it is now can
make it vulnerable to political changes both in terms of
resource ~tilization and service productivity.

• The PHe program has focussed largely on immunization -
other services like maternity care and family planning
have received less attention. For example, the safe
motherhood imitative, while only just beginning, has few
financial resources.

• Personnel management is a major area of weakness. There
are no formal job descriptions, appointments to positions
are not necessarily made according to professional
competence, and there is no rational system for
deployment of personnel in accordance with programmatic
needs or individual skills. At the central level, the
great majority of positions are filled by physicians and,
to a much lesser extent, by pharmacists and biologists.
There are no paramedical personnel holding central
posi,tions; while experienced nurses and midwives have
shown good skills in management, supervision and training
in other African countries.

Opportunities

• St_r~:mg political com.rnitment to a nationwide ,
decentralized primary health care program can be
translated into program success through carefully
designed, cooperatively developed projects,
infrastructure development, and technical assistance.
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In order to have sufficient organizational status and
power to effectively lobby for programmatic resources,
MCH/FP should be elevated at least to a Divisional level.
The inconsistent nature of the organizational structure
is exemplified by the Divisional status of Nutrition,
which could easily be merged with MCH/FP.

• Providing employment opportunities for a broader range of
personnel (especially non-physicians) at the central
level could provide motivation for paramedical personnel
at the lower levels of the system.

• Some of the weaker systems at the central level (e.g.
DAAF, BEPR) could be substantially improved by relatively
modest (in dollar terms) investments in training and
infrastructure.

• The process of decentralization to the Regional and
Prefectural levels of such critical functions as
personnel management, budget control, drug distribution,
and.training is critical to the continued development of
the PHC program. Donor assistance'should be designed so
as to encourage and facilitate this process.

Threats

MSPAS stresses decentralization but it is not clear yet
how some of the associated problems will be addressed and
therefore how long it will take to implement. These
problems include: the slow approval process at the
~nistry of Administrative Reforms; possible resistance
to change within the MSPASi the establishment of new
administrative mechanisms to support decentralized
decision-making and bUdget control; and the inevitable
variation in capacity of regional and prefectural
administrators to take on new responsibilities.
(Problems associated with decentralization are more fully
discussed in the Conclusion section) .

• MSPAS's action can be hampered by inappropriate decisions
and long delays in decision making on the part of .
Ministry of Administrative Reforms, since it is unclear
whe~her this ~nistry makes decisions based on
programmatic need or merit.

-=

• Personnel deployment is a crucial factor in successful
decentralizacion'-and service provision . It: is not
certain that MSPAS will be able to deploy personnel from
cities to rural areas so that equity is reached in
geographical human resource distribution.



B. Regional Level

Structure, Personnel and Function

There are two main health functions at the regional level; 1)
managelnent function carried out by the Regional Inspector of
Health (IRH) and his staff, and 2) secondary health care
provision at the regional hospital.

The IRH is headed by a Regional Inspector in charge of
s~pervising health services in the region, monitoring PHe
program performance, coordinating NGO activities, and securing
other sector interventions (such as Ministry of Interior
decentralized services). IRHs are assisted by Regional
Inspector of Pharmacies, cold chain officers, and maintenance
officers.

Regional hospitals provide secondary curative care. They vary
in size and quality of infrastructure--some are well,equipped,
others are not. They are staffed and equipped to meet basic
emergency needs, mostly in ,surgery and obstetrics.

Strengths'

• Regional Inspectors provide a basic administrative
structure upon which to build a more decentralized
primary health care system. Implementation of the
central level decision to decentralize financial and
personnel management, training, data collection and
analysis, maintenance, drug distribution, and planning.
will greatly increase the effectiveness of IRHs.

• Regional hospitals are functional to varying degrees and
meet basic emergency needs (e,g" hernias c-sections,
etc.) .

•

•

Part of the decentralization process is to allow
hospitals greater budget control. Part of this bUdget
will continue to corne from costs recovered by sale of
essential drugs and services, but there will also be
access to funds that are now controlled at the central
level, In addition, there are plans to enhance community
involvement in hospital affairs through the establishment
of two committees: 1) A committee of advisors with
representatives from city government, local ministerial
representatives, and ho'spitalstaff representatives; ,2) A
committee of users to assist in setting fees and dealing
with issues related to consumers.

Essential drug warehouses are built and will open soon in
three regional capitals -- Labe, Kankan and N'Zerekore.
Kindia will be supplied from the central warehouse in
Conakry.

=

=-



Weaknesses

• The Regional Inspectors of Health do not ha~e sufficient
authority and means to manage health services, and
therefore are not be as efficient or effective as they
should be.

• While Regional Inspectors develop yearly workplans, they
have limited resources to implement their plans as they
do not have direct personnel or bUdgetary control. For
example, they receive gas coupons from the MSPAS which
are purchased at the central level by.UNICEF or from GOG
bUdget allocations, rather than having direct control
over. a budget for transport needs. Similarly, while
there is a maintenance officer in each region, there are
not sufficient resources to adequately maintain physical
facilities and equipment. In geographic areas receiving
substantial donor assistance, the IRH functioning is
often enhanced (e.g., World Bank assistance in Middle

,,' Guinea) .

Communications between prefectural health services and
IRHs and between IRHs and the central level, are very
poor since telephones often do not work. Messages are
often hand carried by messengers.

•

•

IRHs do not routinely receive service statistics data
from the regional and prefectural hospitals or from the
prefectural directorates, except monitoring data which is
received twice a year. Therefore IRHs use incomplete
data for management purposes.

• Regional Hospitals effectiveness is limited because of
essential drug stock-outs and a lack of skilled personnel
to operate sophisticated equipment purchased by external
donors. Support services are therefore often not
available (e.g., x-rays, anesthesia).

••

• Hospital utilization is low, with the greater number of
patients typically found at obstetrics and surgery wards.
(This judgement of "low utilization" is based in part on
impressions gained during site visits, when few patients
were found either hospitalized or waiting for
consultations. These impressions are supported by
available data: the regional hospital at 'Labe (68 beds),
for, example had an average of 4.5 hospitalizations and 22

" consultations per daY-' iri1993} . .- While referral rates
vary considerably, there are generally few referrals made
from the prefectural hospitals or nearby health centers.
The few cases that are referred are again surgery and
obstetrics cases. The reasons for low utilization of
hospitals are not definitively known, but the likely
factors are: lack of knowledge (at the community level)
of the health care system, lack of trust in the quality
of care, poor accessibility, and high cost of care for a
good number of inhabitants of the region.
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Opportunities

• Decentralization provides a major opportunity to improve
the effectiveness of management at this level.

• The imminent opening of regional warehouses provides the
opportunity to assure improved drug supply and
distribution through technical assistance to pharmacy
staff at the regional level. .

• Training and technical assistance targeted specifically
at the needs of individual regional hospitals could
alleviate problems associated with their inability to use
and maintain certain types of equipment.

Threats

• The greatest threat to improved management and service
delivery at the regional level is the status quo -- a
continued lack of authority and direct access to
resources.



C. Prefectural Level

STRUCTURE, PERSONNEL AND FUNCTION

It 'is at this level that the 2 ~ program is actually
implemented. The prefecture (ti..c equivalent of "district" in
WHO terminology), has three structural components: 1) the
prefectural directorate of health, responsible for management
of primary care activities; 2) the prefectural hospital which
is the ref~~ral center; and 3) the health center and health
post where health services are provided to the community.
(Note that while most health centers have been integrated into
the PHC system, most health posts have not.)

The Prefectural Directorate of Health is the cornerstone of
the PHC program. The director and his staff are in charge of
giving ~efresher training to'healthproviders in various
activities related to preventive and curative care. They
monitor program progress in health centers and help carry out
simple planning processes (identifying problems that preclude

'normal utilization of services, setting objectives for
immunization, pre-natal care and curative care coverage and
activities to be accomplished to meet objectives in a six
month period). Monitoring of program progress is performed
each ,semester. Supervision of health centers is scheduled to
be performed each month by the prefectural director, sometimes
with a team drawn from the prefectural staff.

When the MSPAS decentralization plans are realized, the
prefectural directorate of health will contain the following
sections:

• planning
• PHC
• pharmacy and laboratory
• training
• epidemiology
• statistics
• social affairs
• secretariat

Current staffing patterns vary widely from region to region
and prefecture to prefectur~ -- in some, only the primary care
section is staffed. Others have a basic complement'of four
professional staff working under the Director.

Prefectural hospi.tals provide secondary care at the
~_.._-_ ... -'-···prefecturallevel.· utilization of services is'generallylow,

although there are significant regional variations. The
quality ot facilities also varies greatly, with many having
benefited from external assistance in renovation while others
are waiting for such assistance.

=

The focus of service delivery in the PHC program for the
period 1988-1995 is the health center. The program aims at
improving ac~ess to a minimum package of good quality
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preven'tive and curative care including: immunizations for
childron and women aged 15-49; prenatal care; and primary
curati're care. The principal objective has, in practice, been
to impl:ove immunization coverage, and this has been where most
success: has been realized. A key element of health center
functioning is the integration of essential drugs in health
centers with a cost recovery mechanism.

A manag,ement committee composed of representatives from the
community 'and the head of the health center manages' funds
recoverl~d from the sale of drugs and services. Another
importan.t function of· the committee is social mobilization so
that.community members, particularly pregnant women and
children, utilize health services. Outreach teams provide
service beyond a radius of five kilometers around the health
center.

Before a center is integrated into the PHC program, extensive
training takes place for the, center's staff members in
immunization procedures, prenatal care, refresher training in
curative care with diagnostic and treatment algorithms, and
drug mcm,3.gement. The management committee members are trained
in finant::ial management and utilization of funds recovered.

As of MaJ:ch 1994, 290 health centers (84% of the total of 386)
in the country had been integrated into the program. The
objectivo is to integrate remaining centers by the 1995.
Integration was made possible by external funding, primarily
by UNICEP.

The procElss of integrating health posts into PHC program is
the same as health centers. Their utilization and management
have the same characteristics as health centers. However,
there is no systematic plan to integrate health posts -- their
integrati.on is left to the initiative of local authorities.

Strengths\

• Pre1:ectural Directorate of Health and health center
per::lOnnel generally show strong commitment in
impJL~menting PHC program activities (supervision,
tra:Lning , monitoring, social mobilization, provision of
curative and preventive care). They are helped in this
by community-level management committees and
representatives of Ministry of Interior. The success of

ntial when comna -,

• The GOG should be commended for the careful and
successful implementation of this PHC program; also
refe!rred to as the Bamako Initiative. A tota:', of 290
cent.ers out of 386 nationwide are integrated end
opez'ational. As a result of the program, coverage for a
vari.ety of services had risen markedly from e'jCceptionally
low levels in 1986. The MSPAS estimated tha~~ 75% of the
popllLlation lives within a five kilometer radius of an
opez'ational health center and many that are beyond five
kilclmeters benefit from outreach team services. By
cont:rast in 1986 access to health care was minimal

,.becclUse.. of shortagesof..drugs and dilapidated facilities.



Weaknesses

• In spite of considerable organizational success,
utilization of health services remains low. Some of the
reasons are:

a. Quality of care issues: competence of some
.providers is questionable; training inadequate;
algorithms are not followed, unfriendly behavior of
health personnel is often a deterrent to service
utilization.

b. Drug stock-outs often occur and prevent poorer
people from receiving adequate care, since they
cannot purchase higher priced drugs from other
sources.

c. Facilities are sometimes dilapidated and equipment
is sometimes lacking or needs to be replaced.

d. Transportation is a major problem nationwide,
rendering some facilities virtually inaccessible to
many potential clients.

•

e. The referral system is weak.

f. While the strength of the effect is not known, it is
certain that the fee for service/medication system
discourages (or perhaps prohibits) utilization by
some number of poor people.

• . Data is not properly collected and used in decision
making.

• Supervisors are insufficient in number and often do not
seem to have the resources to be effective. Supervision
visits often have to be cancelled or postponed because of
insufficient numbers of vehicles, lack of fuel, and lack
of supervisors.

• Generally, the directors of health at the prefecture
level are poorly housed and equipped. They do not have
financial resources to manage services. There is often
little planning at the directorate level, although this
varies considerably.

Some important services such as family planning and
maternity care receive relatively less attention from
service providers, program managers and communities.
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Opportunities

• If decentralization'occurs, personnel availability should
increase both at managerial and service delivery levels,
and utilization of personnel should be more effective.

• Additional services -- such as family planning, Leprosy,
tuberculosis and onchocerciasis program (LTO), ARI, and
laboratory facilities -- can be rapidly integrated if
resources are available and commitment at managerial
level secured.

Threats

• The expansion of program could lead to an increase in
workload at the managerial level and therefore to a
decrease in motivation. As a consequence, supervision
and training might not be performed well and quality of
care could decrease.

• Maintenance of infrastructures and equipment is the
responsibility of the community but reserve funds often
do not cover such expenses, either because of budget
constraints or questionable budgeting decisions.

• New policy ihdrug supply (full cost recovery at the
Central Pharmacy) could lead to increased costs at the
service delivery sites, which could in turn decrease
utilization of services.



2. Other government institutions

There are a number of other GOG institutions which play a role
in the delivery of health care'in Guinea. In-depth
organizational analyses for each of these institutions was not
possible, but certain preliminary comments are presented
below.

Social Affairs

While Social Affairs is part and parcel of the Ministry of
Health (the "AS" in "MSPAS"), for all intents and purposes
they are separate institutions, with autonomous organizational
structures. Social Affairs appears to suffer from substantial
internal instability which could reduce the effectiveness of
any contribution they might make to health programs. However,
they do have access to established community networks -- many
of them women-oriented --.which could be useful in grass roots
health education campaigns.

Ministry of Education

Resources at the Ministry of Education could be brought to
bear on some -of the pressing health education needs of Guinean
health professionals and·the general public. The Ministry has
existing expertise and resources to' support health education.
and training, in the form of the Institute Pedogogique
National, the Literacy Program, and networks of students,
teachers and parents throughout the country.

The opportunity for synergy exists, since USAID is already
investing 'heavily in the education sector.

Ministry of Interior

The Ministry of the Interior has broad responsibility for the
coordination of community-level activities throughout the
country, a role that is likely to increase in importance as
the GOG pursues its decentralization strategy. Interior is
already collaborating in the promotion of health activities
through its Prefecture-based Directors of Micro-aealization,
who facilitate the formation of health center management

.committees.and help.identifyresourcQs·forthe constructiondof
health posts. There is substantial variation in the level of
activity among Prefectures -- an opportunity exists to enlist
the support for health promotion of this important community
resource.



Ministry of Plan and Finance

This Ministry, of course, is extremely important to all
government functions in that it controls the budgetary and
financial control processes. As the MSPAS lobbies for
additional resources fro~ the overall GOG budget, it is
critical that good working relations with Plan and Finance be
maintained. Plan and Finance is also the repository of the
most accurate information with respect to budgeted and actual
expenditures on health care. MSPAS and its donors will need
to involve appropriate officials from this Ministry as the
difficult process of decentralization unfolds.

Ministry of Administrative Reform

The salient function of-this-Ministry, as it-relates to health
care, is to approve any organizational changes proposed by the
MSPAS. This appears to be a very slow process, which may not
always take the functional needs of the MSPAS into account ..
There is thus the possibility of this Ministry serving as a
significant administrative barrier to positive change.

Breastfeeding and Nutrition-Related Organizatigna

The Institute for Child Nutrition (Conakry), the National
Training and Research Center (Maferinya), the National School
of Public Health (Kindia), the School of Medicine (Conakry),
are all potential sources of research collaboration in .
nutrition and breastfeeding.



::.. '

3. private Sector

structure

For purposes of this discussion, the private/parastatal health
delivery sector in Guinea consists of the following types of
institutions:

• Private health'establishments such as clinics,
medical offices, pharmacies, and private
laboratories;

• Health institutions which are part of industrial,
commercial, private or parastatal service
,enterprises;

• Social institutions with autonomous management such
as.National Social Security System or the Red Cross;

• NGOs working in the area of health;

:II

• The "informal sector" within which one would
classify traditional practitioners, village
midwives, and other small retail stands which sell
medications.

Involvement of these types of institutions in the delivery of
health services has been specifically encouraged by the GOG,
both in formal documentation (e.g., the Proposal for the
National MCH/FP Program) and in more informal declarations by
government of!icials.

The private/parastatal sector differs fundamentally from the
public sector in several ways:

1. It serves a population which often does not seek health
and family planning services from institutions in the
public sector, e.g., employees of large commercial. firms.

2. Many of these institutions are concerned with the
generation of profit in exchange for their services -- a
fact which necessarily limits the types of services they
might offer and their target clientele.

3.. These institutions are often more flexible than those of
. the ....st.ate# .andthey sometimes adapt more readi~y.. to
specific local needs.

4. These institutions often intervene in partiCUlar areas of
health which are their exclusive specialties and which
enable them to satisfy particular needs, as in the case
of traditional practitioners, village midwives, or
religious institutions.
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1.

The key institutions providing or otherwise supporting the
delivery of health services in the private sector are as
follows:

The hospitals of the Bauxite Company of Guinea (CBG), the
Aluminum Company of Fria (FRIGUIA}i the Societe Aurifere
de Guinee {SAG}; AREDOR, the diamond mining company
located in Gbencoin Upper Guineai medical centers of the
Guinean Palm Oil and Hevea Company (SOGUIPAH) " and the
National Tobacco Co~pany.

2. Thirty health centers belonging either to commercial
agents or NGOs, all of which are capable of providing
quality health and family planning services. Included in
this number are the clinics of Association Guinenneen
pour le Bien-Etre Familial (AGBEF), the Guinean
International Planned'" Parenthood Federation (IPPF)
affiliate, which plays a major role in the delivery of
family planning services.

3. Fifteen private clinics and approximately twenty private
medical offices which are equipped with reliable
laboratory facilities.

4. The country has 183 private pharmaceutical dispensaries
and four wholesale pharmaceutical distributors.

5. Guinea also has a large number of traditional healers and
village midwives (several thousand) capable of
distributing services at the community level.

6. The emerging Central Pharmacy system is organized as a
parastatal, but is adequately discussed elsewhere in this
report.

7. The National Social Security System is responsible for
making substantial payments directly to health care
providers on behalf of workers (approximately GF 2.5
billion per year), and manages critical social service
programs such as maternity leave.

Strengths

• The political and legal atmosphere is favorable to
involvement of the private sector in health delivery.

Hea'lth care providers aSSociated' with many of the'larger'
commercial interests in Guinea generally offer a higher
standard of clinical service than is offered elsewhere in
the country.

• According to the General Director of Works, approximately
1,170,000 Guineans receive health services through
private sector providers. This number consists largely
of employees of large companies and their families. In
addition, an estimated 250,000 people living near private



•

•

or parastatal health centers use these services either
because access to the public clinics is.difficult or
because the quality of services offered by the private
clinic is better.

As many as two million people are thought to utilize
traditional healers or village midwives for some part of
their health care needs.

The private family planning association, AGBEF, has
gained substantial experience in delivering FP services;
and could provide an important adjunct to public sector
programs in this area. AGBEF has often served as the
family planning services innovator in Guinea, piloting
such concepts as promotional agents and community-based
distribution.

Weaknesses

• The private/parastatal sector consists of a large number
of organizations and individuals providing health
services, with little or no coordination among them. At
present, no mechanism exists through which to develop a
coherent program or channel assistance.

• The private sector has shown little interest in family
planning activities, outside of the important program
carried out by AGBEF and the USAIO-supported social
marketing of condoms project implemented by PSI.

• There is a general lack of knowledge among managers of
private companies of the benefits of family planning for
the productivity of their companies or the health and
output of their employees.

• Private sector facilities tend to emphasize curative
care.

• The private sector has generally not been involved in the
formulation of national policies or action plans in
health and family planning. This is particularly
important for the National Social Security Program, which

,plays a substantial role in :the funding of health care
and pursues what is effectively a pro-natalist policy.

• Even though AGBEF has played a major'and critical role in
... - ·the,int·roduotien of family· planning ·services in Guinea t

it suffers from a number of important weaknesses as
compared with other IPPF-affilia~e organizations that are
playing major roles in FP introduction in other
countries. Some of the problems that need to be
addressed before AGBEF expands its present activities
are:

• Overall program management is deficient. oecision
making is over~y centralized and often reactive

.. "



rather than proactive. There isa need for
personnel with more specialized experience in the
technical and managerial aspects of family planning
programs, and the number of employees nationwide may
be excessive in relation to the scope and potential
impact of ongoing projects. The April 1993
evaluation of the Social Marketing Project concluded
that AGBEF's staff of 21 regular employees plus 15
FAMPOP agents might be insufficient. As of April
1994, AGBEF has approximately 70 employees--a number
that may represent an over-correction. The number
of personnel in various categories (support staff,
clinicians, motivators, and lEe agents) should be
examined in light of work-load and productivity.

• The appointments system using written cards is
inappropriate 'for what is largely an illiterate
clientele.

• ·The range of services offered on site is inadequate
in spite of the presence in some sites of trained
personnel and necessary equipment (e.g., IUD
patients are referred to hospitals and are often
lost to follow up).

• Basic clinical equipment is often lacking or does
not meet international standards.

• Minimum hygiene and infection prevention standards
are not met in the clinics.

• The information system (from client cards to
centralized records) is inadequate, resulting in
unreliable data, poor follow-up of clients, and
difficulties i~ maintaining contraceptive stocks.

Opportunities

• As compared with public sector sites, many relatively
well-equipped private sector clinics have the potential
to offer a full range of family planning services, from
the p'ill to voluntary surgical contraception (VSC), as
well as STD/AIDS testing.

• Educational efforts among managers of private companies
and the National Social Security System concerning the
economic-and health benefits'· of family .. pl"anning" COUld'
lead to significant policy and service delivery changes.

• AGBEF offers an important structure upon which to build a
stronger family planning program in Guinea, if
appropriate management and technical improvements can be
made.

... .,



• The potent.i. 1 of the traditional sector to deliver basic
health ser\; _.ces deserves further ~xploration. Research
into current practices and areas of possible intervention
is an.important first ·step.

• The potential of private pharmacists to be more actively
,involved in the social marketing of selected health
products (e.g., oral contraceptives, ORS, impregnated
mosquito nets> needs further exploration.

Threats

• The number of autonomous organizations and individuals
involved in private.sector health delivery makes it
relatively more difficult to design manageable programs
that will reach large-numbersof·people.

• The for-profit status of many private sector providers
necessarily limits the range of primary care
interventions that they might undertake.

• Unless AGBEF is able to strengthen its internal
management and planning capabilities, it may have
difficulty meeting the sometimes competing demands of
different donors.



B. ,ANALYSIS OF EXl:STING PROGRAMS

1. Family Planning

Importance

The United Nations and the international donor community have
stressed the importance of family planning in curbing the
speed of population growth in developing countries, as a means
of assuring the right of women to determine the number and
spacing of their children, and as a means of improving the
health of women and children. GOG officials indicated their
agreement with these principles in 1992 by adopting a
Population policy which specifically supports a strong
national family planning program. The need is great, as
evidenced by the very low contraceptive prevalence rate (CPR)
of 1-2%. The GOG objective for the year 2010 is 25%, to be
achieved through a network of pUblic and private sector
providers.

The new Population Policy is a particularly welcome
development, since the repudiation of the pro-natalist policy
of the First Republic in 1984 did not bring quick changes in
the family planning field. For many years, no policies or
programs had been initiated to establish family planning
development as a service. The PHC program launched in 1988
did not include family planning in the minimum package of
services provided at health centers and health posts. It was
only in the 1991-1993 MSPAS plan that objectives were set
forward providing guidelines in family planning policy and
services.

strategies and activities to meet these objectives include:

1. rapid integration of FP into all health centers of PHC.
program;

2. training personnel ~t all levels in contraceptive
technology;

3. provision of contraceptives to health centers; and

4. launching an IEC program.

In 1992, development of FP services in health centers was
officially started. Before that, the United Nations Fund for

" .._ _P_9P~~_Cl.t:;C?A ..Ac.tivit;ies.. {UNFPA} .. hadonlya. pilot ..family .planning
",. center at Cori.nthie .in Conakry; .. while AGBEF had· been running

an lEe campaign, and had opened' a clinic in Conakry. As of
early 1994, however, there are 118 MSPAS health centers where
family planning is integrated, mostly under the sponsorship of
UNFPA and Population Services International (PSI)/AGBEF.



These centers are distributed aE follows:

Upper Guinea
Forest Guinea
Middle.Guinea
Lower Guinea
Conakry
Total

32 sites
32 sites
17 sites
26 sites
11 sites
118 sites

Monitoring of FP activities during MSPAS routine monitoring
sessions was started in December 1993 in some regions and
February 1994 in others.

TABLE II

Method Number of ¥; of clients
Clients using method

(within
region)

Forest· pill 970 52

Injectable 547 29.32

IUD 48 2.6

Condoms 215 11.52

Spermicides 85 4.55

Opper· pill 777 53.25

Injectable 474 32.48

IOD 1 .07

Condoms 106 7.26

Spermicides 101 6.92

Middle. pill 22 44.9
(statistics for
one cente:r.in
Labe)*

Injectable 14 28.6

IUD 3 6.12

Condoms 6 12.24
...... -_ ....... , .. ~. __. _ w. '._, ••••~ ...... _ •. , • .. -"-, -"'~"","'''' , .._-'.-.- ..,'"..- - _.... ." '.-, ..., •.... . i . - .... ...

Spe:rmi.cides 4 8.16

." Data for the entire Middle Guinea region are not
,available. Data for the Forest and Up!'Jer Guinea regions
are derived fromPSI reports.

tf'(



Strengths

• There is growing GOG commitment to family planning, as
evidenced by the Population Policy, the draft Family
Code, and the inclusion of FP in MSPAS workplans.

• A number of technical documents have been issued, such as
guidelines for contraceptive prescription and guidelines
for integration of FP into PHC program health centers.

• The range of contraceptive methods provided is
appropriate for a progr~ at this stage of development.
It is particularly encouraging to see that VSC has been
introduced at an early stage (four operational vsc
sites), although the total number of VSC procedures
performed nationwide in 1993 was only 177.

• An active private family planning organization, AGBEF,
could serve as a platform for additional activities (see
more detailed discussion under "Private Sector
Programs" • )

Weaknesses

• The quality of services, based on the team's
observations, varies from region to region and prefecture
to prefecture. In upper and Forest Guinea, for example,
follow-up is more regular than elsewhere. In general, .
supervision is not regularly performed and is even
totally lacking in some prefectures due to unavailability
of trained supervisors. Poor clinic environments often
deter clients from seeking family planning services .(e~g.

lack of dedicated space where confidentiality can be
maintained) •

• In some regions women must have their husband's consent
before receiving FP services.

• On the whole, use of family planning services remains
very low. As discussed earlier, the DHS 'survey indicates
that substantial unmet demand exists. While some of this
demand may have been satisfied by services introduced
a.fter 199~,there is little doubt that there are many
couples who would avail themselves of more readily
available, accessible FP services.

0_'. :'-:' .o.. _, •• _ •• _. __+.__ ~.. :... Th.e.number ..of.personnel ... trained in .FP. is quite. low and·
they are often displaced because of frequent staff
turnover. For example,' in Forest and Upper Guinea there
are 13 centers where FP services have been interrupted
because of staff transfer.
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•

Knowledge of. modern contraceptive methods, while variable
around the country, is surprisingly low on the whole (55%
for men, 28% for women). IEC related to family planning
is weak at all levels, including mass media, service
point materials, community education, and individual
counseling.

Contrac~ptive stock-outs occur frequently. Reasons
include the relatively recent addition of contraceptives
in the drug procurement system, inefficiencies in in
count~y distribution and difficulties in procuring
certain types of contraceptives through the AID system.

opportunities

• More effective IEC efforts, particularly at the community
and service delivery point levels, should result in
impressive increases in knowledge of, and favorable
attitudes toward FP.

• Increased availability of quality services could result
in substantial increases in use, given the evidence of
unmet demand. It is likely, however, that progress will
be much slower in rurul areas.

Threats

• Religious and traditional pro-natalist beliefs may hinder
FP acceptance in many parts of the country.

=
• Improvements in FP information and service delivery are

not always coordinated (i.e., some areas have information
but inadequate s~rvices and vice versa.)

2. BIV/STD/AIDS Prevention

Importance

AIDS and sexually transmitted diseases (STDs) are important
public health problems. Since the first recognized Guinean
AIDS patient in 1987, 780 cases have been reported by the
middle of 1993. About 2% of the cases have been children and
40% of the adults have been women. 91% are HIV1, 4.5% are
HIV2 and 4.5% have both viruses. Sero-prevalence surveys on
blood donqrs, STD out-patients, and rural populations have

.-been-done.--Prevalence levels· a.re generally under 2%, the .
highest found thus far being 2.9% of 1,511 blood donors.

A few sentinel sites for STDs are functioning. A survey in
1992.on 1200 people found 27% positive for gonorrhea and 3%
for syphilis.

"l I



strengths

• With 'the help of WHO, a national commission and program
for STD/AIDS has been functioning since 1987. In spite
of very limited resources, a national policy has been
developed and the program is ready to be integrated into
the PHC program. Successful partnerships of note exist
with the university of Montreal, PSI for IEC and social
marketing of condoms, and the EEC and Belgian Red Cross
for support to the national transfusion center.

Weakness

Opportunities

....

•

•

Financial resources have been extremely inadequate. For
example, last year only $8,000 was available for
laboratory supplies. Clearly, some significant number of
AIDS deaths are unreported because of lack of diagnostic
tests. Other priority needs are felt in the areas of
training, decentralized surveillance, and operations
research.

Detailed strategies and guidelines exist, waiting to be
implemented.

Threats

• HIV/AIDS prevalence appears to be low relative to
surrounding countries--surveillance is needed to monitor
high risk groups and geographical areas. Of particular
concern is Forest Guinea with its massive influx of
refugees.

• STDs present the challenge of resistance to antibiotics
and the costs of diagnosis and treatment. Means to cover
these costs must be found to improve women's reproductive
health and the effectiveness of family planning services.

3. Nutrition and Breastfeeding

Importance

As noted earlier in this report, and as explained in detail in
. Appendix ·~IIIrmalnutrition is· a major health concern in

Guinea (the second leading cause of infant mortality), and
there are few effective services to combat the problem.
Following the ENCOMEC (1990), ENAMOG (1991) and PADSE (1991)
findings on the critical nutritional status of women and
children in Guinea and based on the FAO/WHO recommendation
after the International Conference on Nutrition (1992), a
national nutrition policy and action plan was drafted by the
Food and Nutrition Division (DAN) of the MSPAS. However, the
document has not been signed nor is the action plan

'~



implemented. A national technical committee on nutrition has
also been created but is not yet operational.

There is no specific plan of action or strategies for ongoing
nutrition·interventions. However, there is a draft document
detailing a National Food and Nutrition Surveillance System
(MSPAS/OAN, 1993); as well as a new project called
Surveillance Nutritionelle a l'Assise Communautaire (SNAC),
which will implement the national surveillance system with
assistance from UNICEF.

Nutrition occupies a secondary position among the services
delivered in health centers and other health establishments.
Although nutrition is mentioned as a component of the primary
health care package to be delivered in all health centers: in
practice, the level of performance of nutrition activit.ies is
quite low. The problems include insufficient numbers of
trained personnel, lack of nutrition IEC materials, and absence
of space for nutrition counselling and interventions.

In some urban health centers such as Conakry, however,
nutrition activities are quite intense. In one such center, a
separate room is being renovated, and staff demonstrate
weaning foods preparation. At the Institute for Child Health
and Nutrition, there is a Nutrition Rehabilitation and
Education Center which carries out a number of activities in
childhood.nutrition -- including growth monitoring, education
of mothers, demonstration of weaning food preparation and
counselling on breastfeeding .

.. ",

Strengths

•

•

The government seems committed to positive action to
improve the nutritional status of the population,
especially that of women and children. A Nutrition
Policy and Action Plan have been formulated and a follow
up technical committee has been set up.

The new Nutrition Surveillance system is based on
principles of community participation, thereby increasing
prospects for sustainability.

Weaknesses

" ,.. '·-There: is a lack of representative baseline information . on
which to base nutrition activities. No national
nutrition survey has been conducted.

• There are insufficient funds to carry out large scale
nutrition studies and programs.

• There are insufficient human resources specifically
trained in the area of food and nutrition, both at the
central and field levels.



opportunities

• Adoption of the National Nutritior. Policy and Action Plan
will provide a legal framework fo~ the implementation of
a specific nutrition program.

Several donors are increasingly interested in the
financial support of nutrition activities, increasing the
likelihood that some of the 18 nutrition programs defined
by DAN will be funded.

Threats

• Nutrition problems have been so long underest-imated that
it may still take some time before-significant nutrition
programs are undertaken.

National Breastfeedinq Activities

While there are no written guidelines for breastfeeding
activities, the promotion of breastfeeding'is mentioned as
one of eight strategies in the draft of the National Nutrition
Policy and Action Plan. The MSPAS/OAN has prepared a draft
declaration on the government policy on breastfeeding to
broadcast during a public appearance of Ministry officials on
TV, but this broadcast has yet to occur. A knowledge,
attitudes, and practices (KAP) survey on breastfeeding
practices .has been planned by the MSPAS in the four national
regions. The survey has already covered Forest Guinea and has
been started in Middle Guinea.

UNICEF is the principle donor acting for the promotion of
breastfeeding in Guinea. The WHO/UNICEF document "Ten steps
to Successful Breastfeeding" have been widely disseminated to
health and paramedical personnel, and an information campaign
on breastfeeding has been launched through the media.
Information and communication seminars on breastfeeding have
also been organized allowing some 200 health professionals to
become acquainted with breastfeeding promotion.

UNICEF, in cooperation with MSPAS, has also designated the
Ignace Deen Hospital in Conakry to become a Baby Friendly
Hospital (BFH). Experimental activities started one year ago.
After evaluation, the BFH initiative may be extended to other
hospitals in the country.

- -The AssoCia:£Tcm -des Femmes pour la Promotion de l'Allaitement
Maternel et la Nutrition d'Enfant en Guinee (AFPAMNIG) is a
locally organized NGO whose primary objective is to promote
breastfeeding in Guinea. Their initial activity was the
organizat£on of a seminar at the Matoto Council in Conakry in
January 1994. The aim was to sensitize health workers on the
need for the promotion and support of breastfeeding.
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AFPAMNIG is now following up the recommendations of the
seminar which inclu~e:

• The formulation of national breastfeeding policy and a
national code for marketing breast milk substitutes.

• The improvement of breastfeeding conditions for the
Guinean women in government and private sector offices.

• •

•

Creation of breastfeeding support groups. composed of
health workers in prenatal care, expanded drug programs,
ORT and nutrition activities.

Formation of breastfeeding support groups composed of
mothers within the same community.

Strengths

• The presence of a national NGO; AFPAMNIG, whose general
objective to promote breastfeeding.

• The ongoing development of a decentralized primary health
care system with community participation provides fertile
ground for breastfeeding promotion.

Weaknesses

• The absence of comprehensive breastfeeding policy or
guidelines to integrate breastfeeding in MCH/FP services.

•

•

Breastfeeding promotion is limited or non-existent at
some ·health facilities -- immediate breastfeeding is not
universally encouraged and substitute liquids are
frequently provided.

Insufficient financial resources to support the
developmen~ of national policy, lEC, community-level
support groups, and related activities.

• Limited research activities on breastfeeding.

Opportunities

• The draft national nutrition policy document includes
breastfeeding as one strategic option to fight against
malnutrition in young children.

• UNICEF and other international donors are interested in
sponsoring breastfeeding promotion activities.

• There are many women's NGOs which can incorporate
breastfeeding in their community activities.

.• Incorporating information about the fertility suppressing
effects of breastfeeding (the Lactational Amenorrhea
Method) into both breastfeeding and family planning
promotional efforts could have positive synergistic l
effects.



Threats

• There are many traditional breastfeeding practices which
could interfere with breastf~eding promotion. They are:

• late initiation of breastfeeding

• providing potentially harmful liquids before breast
milk

• prevention of exclusive breastfeeding during the
first 4-6 months by early introduction of
·nutritionally poor weaning foods.

4. lmmunization

Importance

The EPI remains the top priority in the child survival
strategy of the 1990's quite simply because it is the most
cost-effective approach we have to combat six childhood
diseases.

When Guinea launched its PHC program in 1987 at the beginning
of the Second Republic, the immunization coverage of infants
w~s only about 5%. This put it into the category of "Lower
Coverage Countries" faced with extreme economic hardship and a
very under-developed and non-functional health system. Given
this history, it is remarkable that coverage of children aged
12-23 months has progressed to an estimated 10% in 1992 (DHS)
and 55% in October, 1993 (MSPAS National Survey). Coverage in
sub-prefectures without integrated health centers varied
between 13 - 15%. The precise immunization coverage rate in
1994 is unknown, and differing estimates generate some
controversy. For reasons explained earlier (see the
introduction to "Health and Family Planning Indicators), each
existing source of data known to this assessment team is
flawed. The DHS data collected in 1992 is probably the most
reliable, but it is now three years old. The MSPAS survey in
1993 is largely based on underestimates of local population:
the coverage estimate of 55% is thus almost certainly
overstated. The only reasonable conclusion to draw is that
the actual immunization coverage rate lies somewhere between
30% and 55%. While this lack of precision is troublesome, it
should not obscure the fact that impressive gains have been
made in a relatively period of time .

.strengths

• The EPI is the strongest component of the PHC program .
Given its commitment to the 1995 goals of polio, tetanus
and measles reduction, the government is exploring its
options for increasing coverage. A major goal is that
all sub-prefectures in the country will have at least one
integrated health center by the end of 1995. Advanced
stra~egies are also being used to reach beyond health
centers to health posts and communities.



Weaknesses

• The problem of dropouts between DPTPl and DPTP3 has not
yet been solved. It is hoped that increasing integration
of MCH/FP programs will markedly reduce "missed
opportunities". On the other hand, this strategy means
that much vaccine is wasted in low volume centers where a
bottle of 10-20 doses may have to be opened for only one
child.

• Because of the weakness of supervision, such activities
as aseptic technique and routine maintenance of
refrigerators are not as good as they should be.

• The numbers used for surveillance and monitoring are
often not valid. The MSPAS recognizes that its
surveillance systems 'are weak.· As explained above, the
twice yearly monitoring exercise is not yet an accurate
instrument for coverage estimation because in the
majority of cases the target populations are still being
calculated on the basis of the 1983 cens~s.

opportunities

• Operations research will be needed to test new strategies
to reduce vaccine wastage. Options now being considered
include:

Buying vaccine in smaller dose containers

Limiting vaccinations to relative high volume days,
such as market days

Organizing special "vaccination days" in the
.communities

Threats

• The key question ,is how to assure adequate financing and
sustainability in the medium and long ~un. Of particular
concern are the costs of purchase and maintenance of
expensive equipment such as vehicles and refrigerators.

5. Diarrheal Diseases

Importance

Diarrheal diseases are of major importance for child health
and survival. Service statistics show that they account for
9% of child mortality and 15% of outpatient visits. The DHS
survey found·an average 2-week prevalence of 16%, ranging from
a high of 21% in Conakry to a low of 9% in Lower Guinea.
Increased fluids, including breastfeeding, were being given in
about 40% of cases and ORS packets were claimed to have been

~
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used in one of five episodes. A survey conducted by the MS'PAS
in .1993 found that 70% of mothers claimed to know about ORS,
the lowest level of 50% being found in Conakry.

Epidemics of diarrheal diseases occur periodically in Guinea.
An outbreak of salmonellosis was reported in 1993 and cholera
has tended to appear in eight year cycles. Refugee camps in
Forest Guinea and densely populated urban zones represent high
risk areas. .

strengths

• The Combatting Childhood Communicable Diseases {CCCD}
project was instrumental in helping Guinea launch its
national program. Activities have been maintained since
the end of the project iri 1991 and PRITECH has also
provided assistance in the development of a training
strategy and studying. the feasibility of local production
of ORS packets. Now there is national commitment to the
1995 goal of 80% of diarrheal episodes being treated by
oral rehyaration therapy. WHO is providing support to
the development of a 1994-1998 strategy.

Weakness

• In spite of knowledge and training in the use of ORT,
many health providers do not use it as much as they
should. There is still a strong reflex to reach for the
I.V. solution and many health centers do not have the
minimum equipment necessary for a functional "rehydrating
corner". In some centers, potable water is not easily
available. When mothers are sent home with a packet and
instructions there is a high probability that in many
cases, the preparation and volume of the fluid
administered may not be correct.

Opportunities

• This .is the time to build on the successes of the past
and move forward. Possibilities for effective assistance
include:

Threats

ORT can be supplemented by antibiotics in the management
of some diarrheal diseases such as shigella, salmonella
and cholera. Effective guidelines are needed, in the
form of revisions to the treatment algorithms, which will
guide providers in appropriate diagnosis and treatment of
such cases.

•

•
•
•

Support to operations research
Social marketing of ORS packets
Refresher training to emphasize the positive
synergism of measles vaccination, breastfeeding,
Vitamin A supplements, and nutritional evaluation
and rehabi~itation 1



6. Malaria

Importance

Malaria is a major public health and development problem in
Guinea, representing the chief complaint in about one-third of
all medical visits. Some of the important effects ar~ these:

Health

• Mother
Anemia
Fetal loss
Lo~ birth weight babies

• Children under five
28% of the reported'morbidity
11% of the reported mortality

Development
Direct costs of prevention and treatment
Indirect costs of lost work and productivity

Strengths

• Guinea is an active member of the WHO elaboration of a
regional malaria control strategy and work plan for 1993
1999. USAID Washington (Africa Bureau and Office of
Health) has committed $2.2 million to WHO's regional
office for Africa for priority activities during 1994
1996.

Key elements of the national policy adopted in 1993 include:

Integration in the PHC'program
Identification of first and second line drugs
'Promotion of personal protection by means .of
impregnated nets, curtains and window screens
Improvement of support strategies
National coordination and evaluation
Training
Epidemiological information systems
One surveillance post per region
Community based information
strengthening of operations research capabilities
KAP studies
In-vivo testing for chloroquine resistance
Entomological studies

Weakness

SI

• One of the major constraints in the effectiveness of
chemoprophylaxis of pregnant women is that they come for
prenatal visits only when there are perceived problems.
This is often late in the pregnancy.



-.

Opportunities

• This is the time for the program to harmonize diagnostic
and treatment algorithms with the new ARI program being
developed.

• Lessons learned from the social marketing of condoms may
be useful for impregnated mosquito net~.

Threats

• Major threats to the epidemiology of malaria come from
rapid urbanization and development of resistance of
plasmodium falciparum to chloroquine and other anti
malarials.

7. Acute Respiratory Infection CARl)

Impor'I:ance

Acute diseases of the lower respiratory tract (Pneumonia,
bronchitis, etc.) are of major importance for child health and
survival. Service' statistics show that non-specific ARI and
measles combined account for about one-third of child
mortality and one-fourth of the reasons for medical visits.
The main reason that measles is so deadly in developing
countries is due to widespread malnutrition.

The DHS survey found an average 2-week prevalence of 14%,
ranging from a high of 21% in Middle Guinea to a low'of 11-13%
in the rest of the country. The average measles immunization
coverage is 43%, ranging from a high of 63% in Conakry to a
low of 24% in Upper Guinea. Outbreaks of measles occur on
occasion, especially in urban areas. A significant number of
cases are.often found to have been immunized. This may be due
to a combination of a breakdown of the cold chain and children
getting measles at ages younger than 9 months.

strength..§.

• With the help of WHO, Guinea is beginning to develop a
new program to be added to the battle for child survival.
The addition of ARI-specific interventions to the
existingPHC services will attack arnajbr cause of child
morbidity and mortality.

Weaknesses

• The program in its present state is in the section of
infectious diseases and not integrated in the PHC system.



Opportunities

• The CCCD project showed that being a partner in a new
program at the start provides great opportunities for
sustainable impact.

,:.rhreats

• The biggest threat to this program today is that a source
of needed technical assistance and resources has not yet
been ,identified.

...

B. Infectious Diseases

Importance

Major diseases in Guinea are currently grouped by the National
Service for Health Information (SNIS), part of the BEPR, into
the four categories shown in the following table:

TABU: III
sms CIASSIFICATION OF MAJOR DISEASES

EPIDEMIC POTENTIAL OTHER

EPI NON EPI COMMUNICABLE NON COMMUNICABLE

Diphtheria Cholera ARI Cardia-vascular
Measles Meningitis Dracunculiasis Dermatological
Neo-natal tetanus Plague General tetanus Diabetes
Poliomyelitis Typhoid HIV/AIDS Female: Urogenital
Whooping Cough Yellow fever Leprosy Hypertension

Malaxia Male: Urogenital
onchocerciasis Malnutrition
Other diarr: diseases Neurologic
Rabies Other metabolic
STD psychiatric
schistosomiasis Pu!mona:ry
T:rypanosomiasis T:rauma
Tuberculosis

With the exception of malnutrition, the diseases of major
public health importance are infectious or parasitic and fall
in the first three columns.

BPI (see detailed discussion above)

-- -Note that --althotighBCGprovides protection against
tuberculosis, this disease is classified as a non-epidemic
disease. Given the alarming resurgence of tuberculosis in
some parts of the world, including the United states,
increased surveillance is needed to see if it should be
reclassified.
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Potential Epidemics (Non-EPI)

The program for these diseases lies in the Communicable
Diseases Section of the Division of Prevention. Under it
there is a sub-section of Immunizations/Epidemics/
Catastrophes. One of the main functions of the immunization
branch is yellow fever shots for pilgrims going to Mecca.

Epidemics are not uncommon occurrences. Being in the
meningococcal meningitis belt that stretches' across Africa,
Guinea has a meningitis proble~ almost every year from January
to the beginning of the rains. This year is no exception and
by the end· of March, over 500 cases had been reported in the
prefecture of Siguiri in Upper Guinea. The estimated attack
rate during the month of March for Siguiri was 25 cases/lO,OOO
popUlation. (See Appendix III). '

Since cholera has appeared historically in eight year cycles
and last occurred 1986, there is special concern for current
surveillance. The last yellow fever epidemic occurred in 1990
and there is danger of a recurrence, since it is now being
reported in Ghana.

Non-Epidemic Communicable Diseases

The LTO program coordinates the strategy to control leprosy,
tuberculosis and onchocerciasis. A survey in 1988 found a
leprosy prevalence of about 2%. Over 4000 new cases were
diagnosed in 1993, 15% of which were children under five.
Also in 1993 over 6000 new cases of tuberculosis were
diagnosed by positive sputum. About one million people are
exposed to onchocerciasis, causing blindness in an estimated
20,000. The highest risk zone is Upper Guinea.

Trypanosomiasis, the cause of sleeping sickness, is thought to
be on the increase. A survey supported by WHO and the French
is being carried out to asses the situation. Schistosomiasis
is a problem, particularly in Forest Guinea. The outbreak of
intestinal schistosomiasis in northern Senegal in recent years
is a reminder that this disease also has epidemic potential.

strengths

• The strategy of integration of the LTO program and health
center laboratories into the PHC system is being
imp-lemented: ... The 'prbgrainforleprosy, being older and.
more functional than the one for tuberculosis started in
1990" is providing the framework for expansion. Support
is being given by the NGO Philafricaine. Onchocerciasis
Control Program radios, in 26 prefectures of the country,

.. provide means of communication.



Specific impact of the addition of these interventions
into the PHC system includes:

•

A seminar for regional and prefectoral teams in
epidemiological surveillance and rapid alert was
held in April 1993 with the help of WHO

Increased collection and microscopic examination of
smears and sputum for leprosy and tuberculosis
diagnosis

More cost-effective case management

.Tuberculosis (two months supervised plus six months
in community)

Community based delivery of Ivermectine for
onchocerciasis

Weakness

• The weak health information and epidemiological
surveillance systems are currently a major handicap to
planning, implementation and evaluation of the PHC
program.

Opportunities

• Assistance is being sought to help refine and implement
plans 'that have been made. The French are currently
providing support to the BEPR and the Germans have also
expressed an interesti~ so doing.

Threats

The increasing worldwide return of tuberculosis reminds
us of the necessity of constant vigilance against the
changing patterns of potentially epidemic diseases. The
questions of cost are also important. Adequate treatment
of tuberculosis is expensive and the reduced
international funding of the OCP requires new strategies
for sustainability.

• Historical evidence and events in neighboring countries
suggest the danger of impending cholera and yellow fever
epidemics.
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C. ANALYSIS OP SUPPORTING FUNCTIONS

1. Drug Supply and Distribution

structure

Formerly, PharmaGuinee, a para-statal organization, provided
public health sit.es with drugs purchased with government, funds
in accordance with quantity and service guidelines issued by
the MSPAS: This system of. drug distribution failed, because
of poor management practices. Some of PharmaGuinee's specific
problems include frequent stock-outs, declining government
allocations for drugs, a defective logistics system, and poor
financial management in general. (PharmaGuinee still carries
a significant debt to European pharmaceutical companies). A
project sponsored by the African Development Bank (ADB) is
rehabilitating PharmaGuinee into'a new'supply and distribution
system, the Central Pharmacy.

Central Pharmacy: The Central Pharmacy, like its predecessor,
will be a para-statal organization, although all details of
its organization and management are not yet determined.
(While major changes in staffing patterns are not expected, it
is likely that Central Pharmacy employees will no longer be
public sector bureaucrats.) There will be a "Users Advisory
Committee" which will include members from the NGO community.
Several members of the Users Committee will also sit on a
Management Committee, which will be responsible, among other
things, for nominating the Director General who will be
appointed by the President of the Republic.

ADBhas been providing technical assistance in the
organization of the Central Pharmacy and will be providing
stock. for thefirs.t few years .. The technical assistance is
scheduled to be phased-out soon, although it is possible that
further assistance may be agreed to. Stock will be
distributed to three regional warehouses (Lower.Guineawill be
served directly from Conakry) on a cost recovery basis.
Health centers will then purchase stock from the regional
warehouse. The Central Pharmacy will purchase drugs in bulk

. in accordance ,with the ,pooled needs of all its users, with
preference given to generics where they are available. stocks
will include contraceptives. .

The financing of operations of the Central Pharmacy is not
completely clear. Central Pharmacy sources indicate that it
expects to "mark-up" ,the pr'iceof stock to amar:ginsllffic::ient

,·'to·recoverl:he" cost "ofcential"' 'management ~ This would, of
course, represent a significant price increase which would
have to be met either through subsidies or consumer price
increases~ The MSPAS has indicated that it anticipated that
health centers and hospitals would be provided with subsidies
to cover any increase in drug costs, but it is unclear how
such subsidies might be fund~d.
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The Central Pharmacy has been awaiting its first tranche of
stock, which is expected imminently. Since this new
organization has not actually been operational, it is
difficult to assess its effectiveness or potential.

UNICEF: Parallel to PharmaGuinee, the PHC program has its own
drug distribution system sponsored by UNICEF. The program
purchases drugs through UNIPAC and distributes them to
integrated health centers. Each center purchases its share
according to its needs. Payment is made to the Bureau of
Essential Drugs of the program, based in Conakry. To date,
UNICEF has provided all essential drugs free ·of charge, and
the BureaU has used funds collected to capitalize a revolving
fund, which will be used fc,r drug purchases when this UNICEF
assistance ends. The progt:am has regional warehouses in each
region except Lower Guinea (which is supplied directly from
Conakry. This parallel distribution syste~ is scheduled to
last for five years and.will.end.in 1995, when it will be
completely integrated into the Central Pha:t:"acy system.

Other Sources: Some NGOs and donors that assist health
centers and hospitals have their own mechanisms for supplying
drugs to their assisted centers. These also will be
integrated into. the Central Pharmacy system.

Strengths

• The system of interna.l distribution of the PRC program,
and systems put in place by other donors and NGOs, have
been reasonably effec:tive, .although there is substantial
local and regidnal vclriation in frequency of stock-outs.

• The Central Pharmacy will soon take over drug
distribution for the public sector and will be supplying
to all public facilities. In theory, this new system
represents a rational approach to addressing the
country's drug supply and distribution needs .

.Weaknesses

In practice, the new Central Pharmacy system could
present a major problem to the further expansion of the
PHC program because the Central Pharmacy is a large and
fairly complicated organization that is .emerging from an·
organization that had many problems. All areas of
management of the system are of concern, given the
experience with PharmaGuinee. Particular attention
should be given to financing issues, financial
m~~CigelIlent,_cmd tile top-to-bottom logistic~ system ..

• There are reports of some stock-outs of essential
medicines and contraceptives at health centers and
hospitals. At health centers and hospitals ~hat are not
yetiritegratedthere is virtually no stock -- since they
are not yet covered by the essential drug program. At
health centers which are integrated, stock-outs are
relatively less frequent although they do occur with some

.reguiarity, and with significant local and regional
variation. C,1
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• Contraceptive stock-outs have also occurred.
Contraceptives for the national MCH/FP program are
provided mostly by UNFPA and distributed through the
essential drug program to those 28 centers in Middle
Guinea and Lower Guinea for which the integration of FP
has been supported by UNFPA. For those health centers in
the Upper and Forest Regions for which FAMPOP has
supported the integration, FAMPOP has been managing
distribution through a modification of the system: FAMPOP
bypasses·the central warehouse in Conakry and distributes
contraceptives directly to the regional warehouses which
then supply the service sites. It is worth noting that
cont~aceptive stock-outs are not entirely attributable to
Guinea inefficiencies: There na'.. e been substantial
problems in procuring Depo-provera and oral
contraceptives through the AID 'procurement system.

Opportunities

• The installation of a new drug distribution system
provides the opportunity to "do it right the first time".
This will require substantial monitoring at .all levels of
the system, and is likely to ~equire substantial
technical assistance to both anticipate and solve
problems.

Threats

• Drug distribution is key to the functioning of the
overall health system. Any shortcomings in the
operations of the new Central Pharmacy will reverberate
throughout the system.

• Those health centers and hospitals presently enjoying
rela~ivelyeffectivedrug supply by virtue of outside
assistance may be resistant to the change~over to the new
Central Pharmacy system.

2. Information, Education, and Communication (IEC)

Key Findings

Given the extremely. low level of literacy and relatively low
utilization rates of existing he~lth services, especially
among women and adolescent girls, changing attitudes and
behavior to improve health in Guinea are formidable

~.---_..--.,,-- -- challenges.--Current strategiesbasedonIEC activities
performed by formal health agents are important, but will not
lead to .rapid changes in behavior. This is due not only to
limited numbers of personnel and means of communication and
transport.ation, but also to the limited ability of even the
best health promoters to change behaviors that are encouraged
or supported within the'social context.
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Preliminary DHS data suggest that access to and utilization of
'mass media (television and radio) are below the 60% coverage
rate suggested by earlier estimates; lowest coverage is in the
Forest Region. There are large differences in coverage rates
and access between regions and sexes; see Appendix III.
While mass media campaigns can rapidly increase knowledge, and
often begin to change attitudes, rapid behavior changes will
probably not occur with~ut a focus on community-based health
education and counseling alongside quality service delivery.

DHS data indicates very limited «25%) communication between
spouses about family planning. Both men and women seem to
believe their partners approve of FP less often than they
actually do, except in Lower Guinea where women seem to
overestimate their partner's approval significantly. This
data has major implications for audience segmentation and
specificity of messages, and'points'to the need for research
and message development in a decentralized manner.

The most noteworthy IEC activities in the heaL.Al sector have
been characterized by heavy donor support and partnerships
among a variety of governmental and non-governmental agencies
working towards similar objectives. They are also
characterized by an emphasis on one or two messages, as
opposed to a large package of health messages, and by efforts
at community mobilization.

strengths

+

+
-

+

~
-

+

Many potential governmental partners exist with special
access to some target groups, as well as some existing
level of human and material resources (e.g., the Social
Affairs Directorate of MSPAS; the Ministry of Education:
school children and their parents, teachers, literacy
program attenders and their families; and the National
Directorate for the Promotion of Women: women involved in
income generation, network of elected representatives).

Great interest in health IEC exists among media
representatives at all levels.

Numerous international and local NGOs are interested in
increased involvement in health education, and in
community organization and education.

UNFPAand PSI/FAMPOP are already working with MCa/FP
department of MSPAS to develop an IEC program for family
planning.
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Weaknesses

• Lack of coordination among the various actual and
potential collaborators.

• Despite a considerable amount of KAP research done,
results are not widely available -- there is th~s a
general lack of knowledge about how best to bring about
behavioral change.

• There is not yet a strong, vocal constituency for family
planning in Guinea -- making it more difficult to produce
and disseminate direct messages on "sensitive" topics.

The interpersonal communication/counseling component of
family planning does not receive the support needed for
success (e.g., service providers'are not generally
rewarded for taking the time necessary with individual
clients to effectively counsel for family planning).

• Under the FAMPOP project, a lack of clear delineation of
duties between MSPAS personnel and AGBEF IEC staff could
create problems later on if service providers view family
planning IEC as outside of their scope of work.

Opportunities

• Enhanced community-based education can be achieved by
accessing social networks. This requires the collection
of basic anthropological/ethnographic data.

• Revision of training modules and approaches in
contraceptive technology could improve family planning
counselling and community promotion.

• Sensitization of health center chiefs in encouraging
. their staff to promote FP to cl~ents seeking other
services could alleviate current training deficiencies in
this 'area. Health Center staff do not always seem to
view FP promotion as part of their job descriptions,
although promotion of EPI is almost universally seen as a
central role.

• Support for decentralization would include support for an
enhanced role of DPS in supporting lEC and counseling
(for FP as well as other interventions).

• The·early experiences of AGBEF promotion agents using
locally produced print materials will be a useful guide
to future efforts.

• While radio and other mass media are useful for
information, interpersonal communication networks must be
built to achieve behavioral change.

Co,O



Threats

• . Internal competition for resources within MSPAS makes the
task of identifying resources for IEC all the more
difficult.

• There is over-centralization of decision-making. as well
as human resource development for IEC.

• Emphasis on lEe could create demand in some areas before
quality services are available. This is a very serious
problem which could result in deepened mistrust of the
health delivery system among potential clients frustrated
by the lack of services.

3. Information Systems and Research

Kev Findings

The ability of key institutions in health to collect, analyze,
and utilize data for management decision-making is very
limited. At the central level of the· MSPAS,the division
charged with this responsibility is severely limited by
inadequate resources and trained personnel (see the discussion
of the BEPR elsewhere in this report). Data collection at the
regional and prefectural levels is similarly lacking, although
some Prefectures assisted by external organizations are able
to produce exemplary management and planning reports -- the
GTZ-assisted Prefectures of Gueckedou and Kissidougou are
examples.

Operations research capacity is similarly constrained, and
there is no systematic mechanism for housing the results of
studies that are conducted. Thus, the health system in Guinea
suffers from an inability to pro-actively conduct the
information-gathering and research activities that would help
.guide programmatic decisions, and is also unable to take full
advantage of the results of studies that are conducted on an
ad hoc basis.

A more complete discussion of sources of data and constraints
to its use can be found in the document Health Information
Assessment in Guinea, September 1993, by Boyd and LaPointe.

Strengths

General:

• Some vertical programs are able to collect, process,
analyze and use data for program management (e.g., PEV).

• The semi-annual monitoring process has excellent
potential for program monitoring and improvement.

(0 I
•



• The 1992 DHS, when fully analyzed, should provide good
baseline data for design of future activities, and is
certainly the most recent and reliable source of data on
health.

• Some interesting and useful research is being done in an
unsystematic way; but there are problems of quality and
availability of results.

BEPR:

•
•-

•
•

~-

Has been able to produce some planning documents; though
usefulness for implementation is variable.

Some annual statistical reports are also generated,
albeit with considerable delays.

Have developed some formats for data collection, and
conducted some training in data collection.

Existing staff have a good understanding of what the BEPR
should be able to do, had it sufficient staff and
resources.

Weaknesses

General:

• A lack of recent, accurate denominator data (i.e., good
estimates of population at the Prefecture level) hampers
all information system and research activity.

• There is no mechanism to disseminate and use results of
research that is being conducted.

BEPR:

• Not able to produce information in a timely fashion
(e.g~1 statistical report for 1991 published in September
'93).

• Inability to gather, process. and utilize data generated
at the field level.·

• Virtual absence of feedback to the field.

• Insufficient resources: Human, technical, material.



Opportunities

General:

• A full analysis of the 1992 DHS data would provide useful
information.

• The identification of a means of ga1n1ng access to
already existing research results would be a major
service to other researchers and program planners.

BEPR:

• Relatively modest investments in infrastructure and
training, perhaps in collaboration with other donors,
could take advantage of existing staff strengths and
motivation.

Threats

• Investments at this level of the health system, while
important, are far removed from the service delivery
point, and therefore may not be of high donor or GOG
priority.

-=

4. Health Financing

,Key Findings

The 1993 budget for Guinea was approximately GF 838 billion
(USD 864 million), with the budget for 1994 expected to grow
to GF 883 billion (USD 910 million). Since 1989, the Guinean
franc has gradually lost value against the U.S. dollar, the
exchange rate increasing from 592 to 970. While no specific
plans for additional devaluation of the currency, the
possibility of such an adjustment exists.

National financial resources are clearly constrained and this
must be taken into consideration in the design of development
activities. Increased spending in one social service sector
would likely come at the expense of spending in another
sector. Activities identified should therefore leverage
existing GOG, international, and local financing; rather than
generate large requirements for additional government
financing. Activities which build 'on existing initiatives or
mobilizeother.resources.w:ill have high~r likelihood of
success than will completely new programs, unless they are
very cost effective.



The following analysis is based on financial data .obtained
from GOG sources, the most accurate data presently available
on health care financing in Guinea. It should be hoted,
however, that the data are difficult to interpret for a
variety of reasons -- including, for example, inconsistencies
in the GOG treatment of debt payments in overall budgets. A
historicai summary of GOG allocations for the health sector,
i.e., the budget of the MSPAS, is shown in the following table
(US dollar conversions are also shown):

- EVOLUTIOR 01' MSPAS BUDGET (GP 000,000)--

Other
Salaries Recurring Invest. Total Change

89 2,700.0 2,052.8 8,855.01 3,607.8

90 3,277.6 1,443.9 10,631.7 15,303.2, +12.5%

91 5,800.0 1,655.9 18,781.9 26,237.8 +71.5%
-

-

..- 92 11,098.5 1,565.5 21,215.0 33,879.0 +29.1%

93 11,577.5 1,566.5 20,706.8 33,850.8 -0-

SOUJ:ces: Salaxies and operating expenses f:rom MPF, Budget Di:rection.
Investment fo~ 91/92/93 f~om MPF, Investment Di~ection.
Investment fo~ 89/90 f:rom UNICEF Social Secto:r Analysis.

EVOLUTION OP MSPAS BUDGBT (U5$ 000)

Other
m:L.i Salaries Recurring Invest. Total Change

89 592 4,561 3,468 14,958 22,986

90 660 4,966 2,188 16,109 23,187 +1%
- 91 754 7,692 2,196 24,910 34,798 +50%

92 902 12,304 1,736 23,520 37,560 +8%

93 950 12,187 1,649 21,797 35,652 -5%

The sum of the first two columns in the table above is the
MSPAS recurring cost budget, while the third column represents
investments including donor financing. Donor contributions
represents as much as 75-80% of the investment budget; and it

··appearsthata11donor contributions are listed in the
investment. budget, even those amounts expended for recurring
costs. Thus, MSPAS depends upon external financing of
approximately GF 15 billion (USD 15.4 million) in order to
support its investment budget, while GOG financial resources
are used primarily to cover salary and operating costs.
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The recurring cost budget is of special ~nterest, since it
represents the GOG contribution to the day-to-day operating
costs of the PHC program. Recurrent cost financing has been
relatively flat in recent years, with the same amount budgeted
for both 1992 and 1993. There is some controversy regarding
the amount budgeted for 1994. Sources at the MSPAS have
indicated, with considerable satisfaction, that the non-salary
portion of this budget would rise by more than 100% -- to r3F
3.5 billion. However, a few days before the end of this
assessmen't; (i.e. in late April 1994), sources at the Ministry
of Plan and Finance indicated that the budget would be only GF
415 million (USn 427,000). If this lower figure is correct,
there are seriously negative implications for the health care
system.

Another cause for concern is the fact that approximately 67%
of the non-salary recurring cost budget is used to purchase
imported goods. Any currency devaluation would thus greatly
reduce the purchasing power of this budget.

The preceding figures indicate the allocated budgets. Cash
flow constraints or reductions in anticipated revenues in a
given year sometimes preclude the disbursement of the
allocated budget. An analysis of actual expenditures of·non
salary recurring costs over the past three years indicates
that, on average, the MSPAS expended over 86% of budgeted
funds for operations. (It is assumed that the personnel costs
are fairly completely disbursed.)

We conclude that, considering inflation, Guinea's capacity to
finance the sector has gradually been eroded at the same time
that service coverage is expanding, utilization levels are
low, and some aspects of the quality of care have been
questioned. If, as MSPAS officials believe, there will be
substantial increases in allocations for health, then the
situation will improve somewhat. But while the GOG has
documented its priority for the health sector, it has yet to
demonstrate financia~ commitment by increasing resources
allocated to the health sector to a level comparable to other
countries or those recommended by the WHO. Increasing the
share of general revenues allocated to health/population has
generally been a difficult task in developing countries.

If Government revenues remain flat, as predicted by most
experts, any growth in the MSPAS budget will come at the
expense of other Ministries. S..l.llCe increasing the health
budget is said to be a Government priority, it is hoped that
.hea~th.funding will not come at the expense of other social
programs. Rather, budgets such as public companies or defense
spending would be more appropriate targets.



FINANCING OF SERVICE DELIVERY

Sources

Various cost elements of health service deli.very are financed
by various sources:

..
-""

•

•

•

Salaries for core staff are supported by the MSPAS
and paid by the MPF according to the Ministry of
Reform payroll. The MSPAS has indicated its
commitment to continue to support personnel costs.
The staffing policy for an integrated health center
is the following: one doctor, one midwife, two aides
or nurses, one matron (generally paid with local
resources), four ATS or other auxiliaries. However,
in practice staffing patterns vary.

Additional staff often are financed by the health
center's local budget or by the prefectural
government's budget.

Capital improvements to infrastructure (and new
infrastructure itself) are usually financed by
NGO'sr. World Bank loans, donors and community
initiatives. Often the community provides
approximately one-third of the cost through in-kind
labor .. (Some health centers have been financed by
U.S funds, including Peace Corps.)

Marginal costs are virtually all financed by the
clients themselves through the cost recovery
component; the only operating costs not covered are
health workers salaries. This is a major
achievement of the program and one that is not
replicated in many developing countries.

This represents a relatively diverse range of financial
sources which is a positive indication of future
sustainability.

Fees Charged

The pricing structure in health centers is based on a set of
prices for standard diagnoses, with the fee paid covering both
consultation and drugs. An average mark-Up of 250% 0n drug
costs was calculated to cover drugs and other operating
expenses, with a maximum fee of GF 2400 in health centers •

._.. . _-- -

On average, health centers' reserves are sufficient to cover
their "incompressible,,2 cost for nine budget periods (six

2 "Incompressible" costs include essential MUgs, management tools (e.g.,
patient registers, reporting forms, and administrative materials), fuel
for refrigerator and outreach activities.
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months each or 4.5 years total) - without any further local
revenue. ,On average, reserves are sufficient to cover
"incompressibles" plus "other" costs for five budget periods
(six.months each or 2.5 years total). Health centers are
authorized to program expending one-third of their reserves
each period. As of December 1993, the total of reserve funds
nationwide exceeds GF 1.7 billion •

. An important aspect of the cost recovery program is that all
revenue generated remains at the local level to be spent
according to the budget established locally by the management
committee. None of the funds are remitted to the central
government treasury (as is often the case in other countries).
There is some discussion of establishing a solidarity fund by
requiring each health center to remit a small portion of their
~evenue to a central point which would then re-distribute the
funds to assist health centers in poorer areas that were not
breaking-even. However, this is yet to be implemented.

With each health center's management committee controlling
funds generated, there is a legitimate concern with the
potential for misuse of funds or outright embezzlement,
particularly since some reserve funds exceed GF 25 million
(USD 27,000). It is therefore interesting to note that
Regional Inspectors are required to report systematically, at
the semi-annual monitoring reviews, on any embezzlement of
funds detected during supervision and the plans and progress
in recovering funds. The Regional Inspector's report for
Middle Guinea for 1993 indicates that GF 2.8 million was
embezzled, representing 0.28% of receipts. Of this amount, GF
350,000 had been -recovered, and steps were being taken to
recover the ~est. There is little doubt that abuse exists in
a cost recovery system as decentralized as this one. However,
the openness with which it is discussed, and the procedures in
place to quantify.and minimize its effects, are quite
impressive.

Ability '!:O Pay

Most service providers questioned said that fees charged for
services posed a problem for some patients, but that the
requirement to pay for services does not deter people from
seeking and obtaining services. Reportedly, on rare occasions
fees are waived, often the extended family assists with
payment.

Nonetheless, while revenue collections are substantial,
,itT1Tzati6ri rates were felt to-be low in some of the regions
(e.g., Upper and Middle). This suggests the question: is the
current fee structure a more significant barrier to
utilization than is believed? (Certainly other factors affect

Other n costs include such elements as office furniture, motol:eycle
maintenance, travel, personnel incentives, cleaning and maintenance
supplies, and contingencies.



utilization, including infrastructure, sanitation, the
individual provider, etc.) If this might be the case, is the
current fee structure contributing to the financial strength
and financial sustainability of the system at the expense of
better health outcomes which perhaps could be obtained if fees
were lower and appropriate utilization higher?

The variability of utilization patterns indicates that the
propensity to consume health services varies greatly by
region, suggesting the need for an analysis of the price
elasticity of demand. Such an analysis may be able to be
conducted with data available for Conakry, but apparently not
for other regions at this time.

In the final analysis, it appears that the cost recovery
program is sufficiently well-established ~nd successful in
generating financing with 'which tO~'assure supply of essential
drugs, basic supplies, and motivation to personnel that it
would be a mistake to make wholesale modifications to the
scheme. The Guinea program has proved that an effective cost
recovery system can be established and can contribute to
improved quality of services. Nonetheless, it may be feasible
to make marginal adjustments that could improve health status
by increasing utilization without significantly undermining
revenue generated to support operations through cost recovery.
In fact, if fees are reduced but still maintained at a level
which exceeds marginal cost of providing services, surplus
revenue should increase rather than decrease from increased
utilization.

Strengths

• The health care system is characterized by a variety of
funding sources including government, donors, and users~
Prospects for sustainability are thereby enhanced.

I

• The cost recovery system is successful in generating
sufficient funds to cover the marginal costs of health
center operations. This is an impressive achievement
which many other countries, some at higher levels of
development, have been unable to match.

Weaknesses

• GOG contributions to health care are well below
internationally recommended levels •

.~.. The:~SPAS .-investment -budget is heavily dependent on donor
financing.

• Actual expenditures for health care have been
consistently below budgeted levels.



opportunities

• The GOG and its donors should fund those programs which
leverage existinq GOG, donor, and local resources; rather
than 'creating new demands on scarce GOG resources.

• An investigation of the price elasticity of demand for
health services in Guinea would'lead to a variety of
interesting findings; such as the contribution of cost of
services to depressed utilization of services, and the
possibility that price decreases could actually increase
revenue through increased demand.

Threats

_i

::

•

•

•

Government financial resourc€s may be sufficiently
constrained that additional allocations for health are
unlikely, or may be made only at the expense of other
social programs.

Any devaluation of the Guinean franc could have serious
consequences for the recurring cost budget, which
supports the procurement of imported goods.

Conflicting estimates concerning th~ 1994 MSPAS recurrent
cost budget raise questions regarding the ability of the
MSPAS to cover operating expenses, meet conditions
precedent for donor financing, and attract new donor
funding'.

, S. Human Resource Development

Key Findings

The MSPAS has approximately 7,052 salaried employees as of
January 1994; more than 5,900 were trained as service
providers. Since 1992, approximately 77 employees have
retired and 73 new employees hired. The majority of retirees
were contractual support staff while the majority of new
employees are service providers '( 76% physicians, midwives and
health technology assistants). There is also an unknown number
of contractual employees paid by health centers and hospitals
,'out of revenues generated through the cost-recovery scheme, as
well as at least 600 trained, non-salaried TBAs throughout the
country.

--Almost everymaj-or donor report since '1988 has emphasized the
need for a ,rationalized system of personnel deployment,
especially given the high percentage of physicians (45%) and
midwives (55%) in Conakry and the comparative under-staffing
of health centers outside of Conakry and the four regional
capitals.

An important question is whether the existing numbers of
personnel could fill the demands made by the current system

f'I
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even if a re-deployment plan were fully implemented. A
preliminary analysis (see Appendix IX) shows that the MSPAS
cannot currently fulfill its own staffing requirements; and,
given restrictions of the structural Adjustment program,
numbers of personnel will not increase substantially in the

. next few years.

There are five institutions involved in the pre~service

training of health care professionals: the School of Medicine
(Conakry); a professional training center for midwives,
registered nurses and public health aides (Kindia); and three
secondary schools for health training auxiliary health
workers.

The content of pre-service training requires some rev~s~on if
it is to serve the goals of the National Health Sector Policy.
Pedagogical materials have 'not 'been reviewed or revised in at
least six years, and do not reflect priorities of the GOG-
curriculum and practical training are oriented to hospital
based curative as opposed to primary and preventive care.
Many older providers claim that those graduating now have less
practical experience than when the schools were based in
Conakry, and therefore younger agents require much more formal
and informal in-service training.

Approximately 60% of current MSPAS service delivery personnel
have been trained for the PHC program, with a heavy emphasis
on EPI and management of essential drugs. By comparison, only
about 6% of current MSPAS staff hav~ received training in
contraceptive technology or family planning management or lEe.
Much of the in-service training to date has been "cascade
training" (i.e., selected service providers are trained in
particular aspects of service provision, and are then expected
to pass these skills on to their colleagues at the service
delivery point). Although the costs are low, the results are
uneven at.bestandoften unsatisfactory. Training is oriented
only toward service delivery; those who are expected to pass
on their skills are not trained as trainers. In addition,
supervisors often have received different training than those
they supervise, and sometimes have not received any training
in new elements of the PHC program. Development of a group of
health trainers has begun, but efforts have been mostly
limited to the central level.

A. Personnel Management/Deployment

"St:religths

• The MSPAS Health Sector Policy places a major emphasis on
human resource development including implementation of a
Re-deployment Plan based on population-based needs
assessments, norms and job descriptions, development of
human resource use policies and development and
implementation of career planning.



•

• Plans for in-depth. studies and options analyses for
personnel incentives have been developed.

Weaknesses

Job descriptions are generally lacking throughout the
personnel system. There is thus no formal means of
identifying and prioritizing tasks for employe~s.

• There are insufficient staff employed by the MSPAS to
fulfill its existing staff requirements, even if
personnel were rationally re-deployed from relatively
over-served areas (e.g. Conakry) to relatively
underserved areas.

• Major re-deployment is likely to prove difficult unless
some system of incentives for 'service in underserved .
areas is introduced.

• Current reliance, in many prefectures, on superv~s~on by
a single person is not functional, especially in
prefectures with many health centers.

• MSPAS managers at. the prefectural and regional levels
have, at present, no discretionary powers in personnel
matters; including hiring/termination or staffing
patterns .

.Opportunities

•

•

Assistance to the central government for the design of
studies and analysis in the areas of personnel
deployment, compensation, and training would begin to
address key problems in these areas. Although World Bank
documents indicate support for implementation of re
deployment and personnel policy development, additional
technical ·assistance may be required to continue
administrative reform and functional implementation of
the reforms.

Implementation of decentralized authority in the area of
personnel could considerably enhance operating
efficiency, program effectiveness, and worker motivation.

Th!."·aatl:!

t .. Many personnel-related problems are sufficiently
intransigent, both f.or practical and political reasons,
that there is real danger of wasting effort on the
development of more policies that will not be
implemented. ~he first step should therefore be
iden~ification of achievable reforms.
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B. Pre-Service Training

Strengths

•

•

Training institutions for auxiliary workers are
regionally-based, thus increasing the likelihood that
trainees will remain in the regions to work--assuming
that personnel man~gement is effectively decentralized.

An impressive effort to provide physicians-in-training
with appropriate exposure to PHC and preventive health
led to the program at the Rural Health Training Center in
Maferinyah, where most medical students spend part of
their final year.

Weaknesses

•

•

The public sector has employed less than 5% of those
graduate<,t from all five pre-service training institutions
since 1991. The remaining 95% seek employment in private
sector health programs, although it is believed that the
majority work outside of health care or are unemployed.

Training curricula have not been revised in at least six
years, and thus do not reflect current knowledge or
program priorities.

Opportunit.ies

• Strengthening existing indig"moul.3 pre-service training
institutions, curriculi:\ amI r~la.ted systems could reduce
reliance on donor assistance in this area.

Threats

• Reductions in Ministry of Education staffing and funding
levels in concerned departments, the inability to
coordinate efforts with MSPAS, and the geographical
difficulties involved in working in five differ.ent
cities, all pose substantial threats to improvements in
this· area.

c. In-Service Training

Strengths

• The MSPAS has committed to decentralization of in-service
training, based upon the establishment and support of
multi-disciplinary regional and pr~fectural training
teams. An updated National Health Training Plan is
currently being developed -- the original Plan (IDA,
1989) was not operationalized.
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Weaknesses

• Until training resources are sufficient, the PHC program
cannot meet its objectives in a cost-effective way and
continued reliance on "cascade training" will not produce
the desired results.

• A majorreview/revision is needed of the nationally-used
training modules for contraceptive technology, family
planning management and IEC.

• Management and supervision training needs to be
strengthened. Review 'of current training modules and
techniques and development of explicit checklists might
improve consistency of supervision and impact.

opportunities

•

•

Operations research could demonstrate the differential
effectiveness of supervision teams in various prefectures
as a means of improving supervisory performance.

Curriculum changes need to be made to refle~t current
MSPAS policy and programmatic emphasis. This would be
facilitated by institutionalizing a collaboration process
for curriculum review between the Ministry of Education
and the MSPAS.

• A major opportunity for a donor exists to support the
MSPAS as it decentralizes training capabilities,
simuitaneously emphasizing the development of training
skills while reinforcing technical skills and use of
algorithms. Since many of the potential members of a
prefectural training team also perform supervisory
functions, support designed at improving t~aining can
also improve both the content and style of supervision.

Threats

• Any continued delay in the process of decentralization
poses a major danger for the success of efforts to
improve in-service training.
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D. SUMMARY OP SELECTED DONOR ACTiViTiES

1.:. UNICEF

UNICEF has been the principal donor providing assistance to
the primary health care integration effort nationwide.
Funding has been provided for the costs associated with
integrating health centers into the system, essential
medicines, and the costs associated with supervision of the
program. It is anticipated that UNICEF assistance will be
reduced beginning in 1995 -- the extent to which the cost
recovery ~ystem can support drug procurement and distribution
needs careful investigation and planning.

UNFPA

UNFPA is in the midst of a major 'program of assistance
designed to integrate family planning into health centers in
Middle and Lower Guinea.

• A four year (92-96), $6 million project with the
following objectives:

1)
2)

3)

establishment of a population policy
improvement of quality and accessibility of FP
services (targets: services in' 362 health centers,
and 15% prevalence)
improvements in the status of women, including
education and reproductive health

=

2)

• Geographic focus: Middle and Lower Guinea, Conakry. The
health center at Coronthie (Conakry) is their training
and referral center.

• Individual projects planned under the grant are:

Integration of FP into 100 health centers, including
training of staff; provision of equipment, supp1i~s,

contraceptives, and monitoring tools; lEe activities
in the community; and integration of STD/AIDS
prevention. ($1,200,000)

Formulation of the Population Policy, and associated
activities (training for leadership, donors'
conference, etc.)' ($1,400;000)

3) Demographic data collection and analysis ($850,000)

4) Development of training materials and curricula for
population education; provide training to school
directors, central and regional education
coordinators; introduce population education in
primary schools; production and distribution of mass
media materials. ($785,000)

::.
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5> Development of FP IEC materials and programs for
education of local and regional community leaders
and the general public. ($400,000>

6) Women and development project: support for the
Direction of Women's Affairs; sensitization of
leadership; in~egration of FP training in the Center
of Women's Promotion; development of the Family
Code; support of income generating activities of
NGOs. ($500,000)

b World Bank

The World Bank has historically financed, through credit
programs, the construction and renovation of health
facilities, including both-hospitals' and health centers. It
has recently completed plans for a new credit program
totalling $24.6 million over 6 years designed to: 1) expand
ccverage and improve quality of health, nutrition and family
planning service delivery systems; and 2) improve sector
organization, management and resource mobilization. The
request for approval was submitted on 7 February '94.

• Geographic focus: Middle Guinea (three prefectures) and
Lower Guinea (four prefectures).

Key elements:

1) rehabilitation, construction and maintenance of 20
health centers, two improved health centers, and
four hospitals ($11.5 million);

2) procurement of drugs, vaccines, and materials ($3.3
million);

3) training, technical assistance, equipment, and
operating costs to support programs ($2.2 million);
and

4} other infrastructure development and management
improvements (construction and/or renovation of
management/supervisory facilities; management
training; and support for development of cost
recovery -- $9.7 million). This last element will
include assistance to 18 prefectures and is
specifically intended ~o encourage and support
decentralization efforts.

•

• Project includes the co-financing of a "coordination
·'workshop" "for key GOG' and donor comm:unityplayers.

Many 'of the health facilities renovated by the Bank in Lower
and Middle Guinea remained underutilized. While the reasons
for this are many and complex, it is felt that a key element
missing from'the program is intensive, on-site technical
assistance, both clinical and managerial.
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For ten years, GTZ has provided assistance in health programs,
as part of a larger development assistance effort, in
Gueckedou and Kissidougou prefectures in the Forest Region.
This assistance, while limited geographically, has been
intensive in nature, including both infrastructure development
and long-term, on-site technical assistance. GTZ plans to
replicate this assistance effort in Faranah beginning later
this year.

KFW has just completed (in March 1994) a proposal which will
co-finance, with UNFPA, the integration of family planning in
~10 health centers in Lower and Middle Guinea. This project
is scheduled for 1994-1998, at a'total cost of $2.8 million of
which $2.2 million will be financed by KFW grants and $600,000
by UNFPA. An additional $300,000 is to be contributed by the
GOG.

Major funding categories are construction, equipment, and
vehicles (35%), contraceptives (18%), training and technical
assistance (16%), lEe development (14%), and operating costs
(16)% •

=
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v. CORcr.USIORS

The preceding analysis describes a public health care system
that has accomplished a great deal in a brief period of time,
that has the potential to continue to grow, and that can be
complemented by health services delivered through the private
sector; but which faces a number of very serious problems
which, if not positively confronted, could undermine the
significant achievements of the past decade.

Certainly the most important and obvious conclusion to be
drawn from this analysis is that the Guinean people suffer
from a variety of serious health problems -- some health
indicators are among the worst in the world. In a wide range
of program areas -- child survival, maternal health,
nutrition, family planning, STD/HIV/AIDS -- there are numerous
opportunities to improve existing programs and to launch new
initiatives. The key questions revolve around how such
assistance should be designed and targeted.

The most important conclusions that the assessment team has
reached can be grouped in four broad areas:

l.

- 2.~

3.
-

4.

The strengths of the system;

The problems associated with future financing;

The importance of the decentralization process;

The problems associated with under-utilization of the
system.

+ The framework of the system -- centralmanagementi
regional management and hospitals; and prefectural
management, hospitals, health centers, and health posts 
-provides a rational structure upon which to build an
effective health delivery system. To be sure, there are
management and clinical problems at every level. But
since the longest journey begins with a single step, it
is encouraging that the basic structure is sound.

The Strengths of the System

• The leaders of the public health care system in Guinea
recognize that they own and operate the system. While
the critical importance of donor funding and technical
assistance is well understood, there is in no sense an
abdication of responsibility for the design,
implementation, or ultimate success or failure of the

. system. The Guinean leadership continue to pro-actively
design a series of programs that are uniquely their own.
This sense of ownership and responsibility should
facilitate the tough decision-making necessary for
success.
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•

The cost recovery system, which predates the Bamako
Initiative, actually performs its purpose; and
consequently, greatly improves prospects for
sustainability of the program. At the health center
level, medicines and services appear to be priced within
the reach of a significant proportion of the population,
and these centers are by ana large covering their
operating expenses from these fees.

Private sector health care providers have the collective
potential to reach large numbers of clients, and can fill
coverage and programmatic gaps in the public health
system. Mobilizing the private sector for widespread
impact, however, could prove to be administratively
challenging; since few organizations serve large numbers
of people.

["

Future Financing

• The amount of money being made available for health care
from the national budget is difficult to ascertain:
amounts actually expended are generally well below
budgeted figures; and often conflicting budget and
expendi~ure information is obtained from various sources.
For example, two knowledgeable sources -- one from the
MSPA$ and the other from the Ministry of Plan and Finance
-- provided very different budget figures ($3.5 million
VS. $415,000) for the 1994 MSPAS recurrent cost budget,
exclusive of salaries.

• Even if higher estimates are correct, expenditures for
health as a percentage of the national budget. are still
well below international recommendations, and below
expenditure levels for many other countries in the
region.

• UNICEF, which has been the principal donor supporting the
primary health care system, will reach the end of its
curr~nt funding cycle in 1995. While the nature and
level of continuing support has not been determined,
there is a strong likelihood of a reduced level of
funding. It is unclear how the MSPAS would cover any
loss of UNICEF support.

• For 1993 and 1994, the proportion of the MSPAS recurrent
cost bUdget which was or will beexpE:uidedonimported
goods and services is approximately 67%. If there were
to be a significant currency devaluation, as has recently
occurred in neighboring CFA countries, the purchasing
power of the budget would be seriously compromised.
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• While examination of the entire national budget of Guinea
was well beyond the.scope of this assessment, there are
indications that allocation of resources on the national
level may be a zero-sum game. If additional GOG
allocations are forthcoming for health care, this might
well be at the expense of other important social
programs, such as education or agriculture.

• The imminent launch of the new Central Pharmacy system
raises questions with important implications for health
financing. If Central Pharmacy operating costs require
increases in costs of essential medicines, these costs
would have to be covered by higher consumer costs or GOG
subsidies. Higher consumer costs could reduce demand for
services, while government subsidies would have to be
found in an already woefully inadequate budget.

• Clearly, the level or expenditures on health care is of
critical importance -- the health care system could well
be approaching a financial crisis. Giv~n all of the
uncertainties involved, future developments should be
followed closely.

Importance of Decentralization

• Given the scarci~y of resources available for health care
from the Guinean government, it is critical that
resources be utilized in the most efficient and effective
ways. While decentralization does not guarantee success,
there are a number of compelling arguments which suggest
that a transfer of decision-making and budget authority
in key areas away from the central MSPAS to the regional
and prefectural levels could result in substantial gains
in program effectiveness.

• Among the most important problems for health care
delivery are human resource shortages and inequitable
personnel deployment. Because budget constraints so
severely limit prospects for new hiring, and because·
deployment problems are very difficult to solve in the
short run, it is very important that existing staff be
directly responsive to their immediate supervisors.

::.

• Guinea is characterized by a high degree of geographic
and ethnic diversity. Flexibility in staffing patterns

.~~d..A.~ progr~.design i~ .Jl.eeded to address l?articular
problems of the various regions and groups of people.
Effective decentralization would give regional and
prefectural managers this flexibility.
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• The central level of the MSPAS has substantial management
and technical problems, solutions to which are critical
to the success of the program. These include the launch
of the Central Pharmacy, improvements in financial
managemant, and strengthening the data analysis and
reselarch capabilities of the BEPR. Decentralization of
personnel and operating expense functions would allow
central management to concentrate on a relative~y smaller
number of issues, and thereby give greater attention to
these critical problems.

• Central MSPAS leadership has spoken strongly in support
of decentralization, and this is most encouraging. There
has, however, been substantial pressure to decentralize
both from the regional and prefectural levels of the
MSPAS as weil as from the donor community. MSPAS
leadership needs to quickly"demonstrate its commitment
through actual transfer of authority to the field level.

=

• Some regions and prefectures appear to be better equipped
than others to take on greater managerial and financial
responsibilities. The MSPAS and the donor community need
to be aware of these differences, so that appropriate
technical assistance can be provided and so that the
lessons learned in better-performing areas are used in
improving the system as a whole.

• The field-level implementation of decentralization will
not be a simple process. There are numerous
administrative and financial procedures to be worked out
and field tested -- e.g., flow of funds, payroll
procedures, hiring/termination procedures, delineation of
regional vs. prefectural responsibilities, etc. The
MSPAS and donors supporting the process might be wise to
decentralize with deliberate speed, .perhaps establishing
several model decentralized prefectures as a way of
testing new policies and procedures.

Under-utilization of the Health Care System

"! ...

• Much has been written, by this assessment team and others
before it, of the success Guinea has experienced in its
integration of primary health care and implementation of
the principles of the Bamako Initiative. At the same
time, it is widely recognized that, in general, this
primary health care system remains under-utilized. In
considering this apparent paradox, it is important to
understand that the success of the system is largely
measured against the virtual lack of primary care
services and complete lack of cost recovery only ten
years ago. Thus, the MSPAS has successfully launched a
program and has made much progress -- but large numbers
of Guineans still either cannot or choose not to avail
themselves of the services offered.
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• It is important to note that utilization appears to be
variable across levels of the system (e.g. health centers
appear to be more highly utilized than are hospitals),
and across geographic areas (e.g., health centers and
hospitals visited in Forest Guinea had substantially
higher caseloads than in Middle and Upper Guinea).
Uncertain data quality and limited data analysis
(discussed elsewhere in this report) make these' anecdotal
observations impossible to quantify and verify.

-=

• The reasons for this under-utilization are surely
numerous, and have not been systematically stUdied.
Based purely upon observation (and some speculation),
this assessment team believes the most important factors
to be the following:

Lack of knowledge among the' population of the
importance'of primary health care, and of what the
PHC system has to offer.

Lack of accessibility of services: transportation
is extremely difficult in Guinea because of lack of
transport and poor roads. Many Guineans may not use
pUblic health facilities simply because it is so
difficult to get there.

Lack of trust and confidence in the system. It is
likely that many Guineans have not had high quality
interactions with the formal health care system.
Even in integrated centers, the quality of care very
often leaves much to be desired.

Lack of money to obtain care. This is the other
side of the coin of the Bamako Initiative. While
,the elasticity of demand for health care services in
this population is not known, there are surely a
significant number of Guineans for whom the modest

,fees for services and drugs pose a major barrier to
care. Health centers and hospitals routinely report
that they provide care for the indigent at no cost,
but many of the indigent may never come.

Guinea also remains a highly traditional society
(or, perhaps, a collection of highly traditional
societies). Many people may seek care from
traditional practitioners, or from no one at all.
It is said, for eXamP:l.~,tllat m~~ybi:rthsare.

unattended because women are expected to deliver
their babies alone, receiving assistance only after
the cord has been cut.

77



•

•

•

Determining the relative contribution of each of the
above factors to the general problem of low utilization
is an important and difficult research task. The
apparent variability in utilization across regions and
prefectures noted earlier may provide an opportunity to
gain some insight through operations research: An
examination of a sample of high- and low-volume centers
could identify key differentiating factors.

Clearly, there is much that can be done at the service
delivery level to improve utilization. Communi.ty
education efforts, continued integration of health
centers, improvements in the quality of service delivery,
and critical examination of the role of cost of services
(with possible introduction of special services for the
poorest Guineans) should all lead to increases in the
number of people who seek' care ..."

There are also opportunities to reach certain populations
and to deliver special services, such as family planning,
through private sector providers.
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SftA'!BG:IC OP'J.I:IORS I'Oil I'O'fOU PROGRAM DBVBLOPIIIDI'f

In r.1arch - April 1994, a team of consultants conducted a
health and population sector assessment in the Republic of
Guinea, at the request 'of USAID/Guinea. The purpose of that
assignment was analytical' in nature -- to provide USAID with a
clearer view of the nature and extent of health and family
planni.ng problems in the country, and \'1ith an analysis of the
various institutions that contribute to the delivery of
services. The team was 3pecifically not requested to identify
or begin any development of a potential USAID health or
population project. Indeed, at the time of the assessment,
USAID had not yet decided if it will continue to provide' major
support in the health sector after the completion of its
present project •

Nonetheless, in the course of its work, the assessment team
naturally identified particular areas of need; and, being
composed of individuals with strong programmatic orientations,
the team had various ideas for program interventions that
might add~ess those needs.

Based uJ?un its analysis, (which can be found in the separate
report entitled "Health and Population Sector Assessment April
- May 1994") the assessment team identified a number of
programmatic options that USAID (or other donors) might wish
to consider in any development of future projects in health
and/or family planning. The~e are summarized in the following
pages.

,This is by no means an exhaustive list -- there are many other
worthwhile activities that could be undertaken. For example,
USAIDcould opt to continue its successful support to HIV/AIDS
prevention and family planning promotion, presently being
undertaken in collaboration with Population Services
International and AGBEF. \.a have attempted to identify some
of those important programmatic areas that would represent new
areas for USAID support.

Some of the options are very broad and ambitious in scop~, .
while others are relatively modest in terms of required inputs
and breadth of impact. Some would require major investments
of time and energy merely to develop as fully conceptualized
project proposals. All would obviously require much more
thought and refinement. T~e aim in this document is simply to
present a series of ideas that the assessment team hopes will
be useful to those who will continue the important work of

'-'--'Tmprovihg -hefcHth--'careinGtiinea. -.



OPTION:

EXPANSION OF .FAMILY PLANNING SERVICE DELIVERY

Assist in the integration and ongoing support of
.family planning activities into PHC program health
centers.

STRATEGIC IMPORTANCE:

Family planning is the missing component in the m1n1mum
package of services provided by the health centers.

ANTICIPATED IMPACT:

Family planning services would be available in a greater
number of service delivery sites. ~ The number of
contraceptive users would increase and the quality of
services provided would be improved.

POSSIBLE AREAS OF INTERVENTION

•

•
•
•
•
•
•

•
•

Training of health center personnel in supervision,
contrace~tive technology, program manage~ent

Provision of clinical equipment and contraceptives
Assistance in logistics management
Renovation of health centers
IEC materials development

'Information and education outreach
Improvement of interpersonal communication skills
for health workers
Development/improvement of management tools
Procurement of vehicles and fuel

ANTICIPATED SUSTAINABILITY:

Health center budgets will be used to buy contraceptives
and· to pay for the marginal costs of center operations.
Costs of any renovation, training, and teChnical
assistance would be non-recurring following the project
p.eriod.

GEOGRAPHIC FOCUS:

Conakry and other selected prefectures (family planning
acceptance is likely to be highest in urban areas for the
near term) .

.··_.... ··TECHNICAL··ASSISTA..~CE . NEEDS:

A contractor would be in charge of procurement, training,
technical assistance and general program management.

RELATIVE IMPORTANCE/PRIORITY:

High



ENABLING CONDITIONS:

1. Availability of a contractor.

2. Adequate functioning of contraceptive logistics
system through the Central Pharmacy.

3. Decentralization of personnel and budget authority
to those prefectures selected would enhance the
effectiveness of this program.

4. Special care should be taken in determining
geographic focus, given the often limited success of
large-scale family planning projects in other low
prevalence countries.

..



"MODEL DECENTRALIZED PREFECTURE" DEMONSTRATION PROJECT

OPTION: Provide wide-ranging, intensive, long-term financial
and technical resources to create one or more "model
decentralized prefectures". =

ST~~T~GIC IMPORTANCE:

1.

2.

The long-term effectiveness of the GOG's primary
health care program depends, in large part, on the
'successful decentralization of personnel and
budgetary control to the regional and prefectural
levels. This process requires the active support of
donor agencies.

Exp~rience has shown that the most successful
prefectures in the primary care system are receiving
intensive support from a donor agency.

ANTICIPATED IMPACT:

Service delivery systems, and therefore health outcomes,
would improve in the target areas to a greater degree
than in non-target areas. T.he success of the
decentralized model would be demonstrated, thereby
increasing the government's willingness to decentralize
nationwide.

POSSIBLE AREAS-OF INTERVENTION

•

•
•
•
•

Training of prefectural and health center personnel
in supervision, clinical skills, program management

,Provision of clinical equipment
Assistance in logistics management
Renovation of facilities
On-going clinical and management TA

ANTICIPATED SUSTAINABILITY:

This would require a ten-year program of assistance from
the donor, and would be quite exp~nsive. This type of
intensive provision of resources would not be sustainable
without outside assistance, but the existing system
should be sufficiently improved by the end of project so
that 'c.heimprovements would stlstainthemSelves. .

TIMING ISSUES:

A project of this magnitude would require consi.derable
time for negotiation and planning.

-

~-



1.

GEOGRAPHIC FOCUS:

Prefectures selected according to some set of criteria
increasing likelihood of success ~- e.g., existing
renovated facilities, opportunities for synergistic
inputs (USAID education target areas, or areas where
other donors provide complementary inputs), proximity to
existing "success stories" like GTZ-assisted prefecture~,

etc.

TECHNICAL ASSISTANCE NEEDS:

Long-term, on-the-ground technical assistance by a multi
disci,l'linary team is ,essentiaL".

RELATIVE IMIORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

Willingness of the GOG to make resources and
authority available to selected prefecture(s).

2. Properly functioning Central Pharmacy ..

.'



OPTION:

IMPROVEMENT IN CHILD SURVIVAL PROGRAMS

Provide assistance to the national Plan of Action
program for child survival, which is a subset of the
more comprehensive PHC program.

-=
STRATEGIC IMPORTANCE:

Child mortality, 250/1000 live births, is very high,
being surpassed in sub-saharan Africa only by Guinea
Bissau, Sierra Leone, Mozambique, Angola and Niger.
Guinea's strategy is coordinated with the international
priority goals of reduction of neo-natal tetanus,
poliomyelitis, measles and micro-nutrient deficiencies.
Reduction ·of high child mortality has been shown to be an
important determinant of the success of family planning
programs in "emergent" countries.

ANTICIPATED IMPACT:

Proven cost-effective interventions exist for the
diseases responsible for about 2/3 of under five
mortality. Included are vaccine preventable diseases
(particularly measles), ARI, malaria, dehydrating
diarrhea and malnutrition.

ANTICIPATED SUSTAINABILITY:

Three programs supported by the CCCD project have already
achieved some degree of sustainabilitYi EPI, malaria and
diarrheal diseases. Programs for ARI and micro-nutrients
(Iodine and Vitamin A) are just now being launched.

TIMING ISSUES:

A "round table" is planned for mid-1994, the purpose of
whic~ wil~ be to identify and coordinate foreign
assistance needed to support the national PHC program.
This meeting should prove very important, given possible
changes in the nature and level of UNICEF support to this
program.

GEOGRAPHIC FOCUS:

While...it.istrue. that. the "prefecture" isa priority
focus for assistance, sustainability requires that needs
be addressed at all levels, from the community to
Conakry. New programs require relatively more assistance
at' the national level.

TECHNICAL ASSISTANCE NEEDS

J Support activities for these programs including
operations research, training, supervision, IEC,
information systems, management and epidemiological
surveillance.



RELATIVE IMPORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

1. High commitment of the GOG to the program

2. High interest and commitment of the international
community (NGO's, UNICEF, USAID, WHO, World Bank,
other bilateral assistance)

3. Strategies develop~d that"address important issues
such as internationally accepted norms, measurable
·objectives and milestones, effective
decentralization, increased community participation,
partnerships with the private sector, long term
sustainability

4. AID supports projects that can provide assistance;
BASICS, OMNI, WIN, etc.



OPTION:

IMPROVING MATERNAL REPRODUCTIVE HEALTH

Provide assistance to two national programs that are
complementary to family planning and necessary for
reproductive health: STD/AID8 and safe motherhood.

=

=

STRATEGIC IMPORTANCE:

At an estimated level of 900/100,000 live births,
maternal mortality is extremely high. STDs are
widespread and have an impact on both maternal and child
health and the success of family planning. The
prevalence of AIDS is currently low, but the disease
alone and in combination with tuberculosis represents an
important public health threat.

ANTICIPATED IMPACT:

There is no simple cost-effective intervention. No
vaccine or effective treatment for AIDS is anticioated in
the near future. Diagnosis and treatment of STD's
requires minimal laboratory services and antibiotics.
The development of resistance to antibiotics is also a
problem. Our best strategies iriclude IEC aimed at
behavioral change and the widespread availability of
condoms which not only help prevent diseases but also
unwanted pregnancies.

ANTICIPATED SUSTAINABILITY:

Since the safe motherhood and STD/AIDS programs are just
beginning it is difficult to assess either long-term
costs or prospects for sustainability. Clearly, however,
primary care in these areas is less expensive than
curative interventions and other costs associated with
these health problems.

TIMING ISSUES:

Strategies and work plans exist for the staged
integration of these programs into the PHC system,
starting now.

GEOGRAPHIC FOCUS
..

While it is true that the "prefecture" is a priority
focus for assistance, sustainability requires that needs
be addressed at all levels from the community to Conakry.

TECHNICAL ASSISTANCE NEEDS

Support activities for these programs including
operations research, training, supervision, lEe,
information systems, management and epidemiological
surveillance.
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RELATIVE IMPORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

1. Guinea is receiving support from WHO's Global
Program on AIDS.

2. UNDP may provide support to the safe motherhood
initiative

3. AID supports projects that can provide assistance;
AIDSCAP, PSI, etc.



OPTION:

STRENGTHEN THE CENTRAL PHARMACY

Assist the Central Pharmacy in the design and/or
development of adequate logistics, financial, and
other administrative systems.

STRATEGIC IMPORTANCE:

The Central Pharmacy is a newly created entity and its
strengths at this point are unknown, but any weaknesses
will negatively impact the PHC program.

ANTICIPATED IMPACT:

By strengthening the Central Pharmacy's capabilities, the
likelihood of drug and contraceptive stock-outs can be
minimized, and the overall costs of the system can be
kept lower.

ANTICIPATED SU5TAINABILITY:

The Central Pharmacy will have its own budget, and in
principle, self-sustaining. Investments in technical
assistance up front are likely to reduce costs of
inefficiencies later.

TIMING ISSUES:

Assistance would be needed as soon as possible after
responsibilities have been transferred to the Central
Pharmacy.

GEOGRAPHIC FOCUS:

National -- Central and regional facilities.

TECHNICAL ASSISTANCE NEEDS:

AID funds a contract, the Family Planning Logistics
Management (FPLM) Project, which specializes in
contraceptive logistics management. This project should
be contacted for possible coordination of technical
assistance needs •.

.RELATIVE IMPORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

1. If possible, Guinea should be added to the list c~

FPLM priority countries.

.'r'- ..

2. Other donors assisting Centr~l Pharmacy (e.g. ADB) ttl!.
should be contacted to coordinate assistance. Lif



OPTION:

STRENGTHENING THE BEPR

Enhance the independent research capability of BEPR.

-
-..

STRATEGIC IMPORTANCE:

At this stage of the PHC program, there is a need for an
improved management information system and operations
research capability to help define and solve problems,
and implement new progxams. There is a lack of skilled
personnel to coordinate these research activities.

ANTICIPATED IMPACT:

By strengthening the B~PR, its ability to undertake much
needed research initiatives will be increased. With
research findings the MSPAS will be better equipped to
manage their programs. "

POSSIBLE AREAS OF INTERVENTION

• Training of personnel
• Provision of equipment
• Establishment of a health research center which

would be responsible for collecting and housing
copies of reference materials related to health in .
G1.1inea.

• Dissemination of research results

ANTICIPATED SUSTAINABILITY:

Operations research can be done at all levels of "the
health system at a relatively low cost. Government or
community health centers can allocate funds for some type
of research.

GEOGRAPHIC FOCUS:

Central Level

TECHNICAL ASSISTANCE NEEDS:

An AID contractor would need to be responsible for
assessing "training needs and arranging for appropriate
training programs.

RELATIVE IMPORTANCE/PRIORITY:

Medium

ENABLING CONDITIONS:

Availability of AID contractor.

2. Discussion with other donors interested in assisting
BEPR(e.g., French and German aid organizations).



DEVEI,OPMENT OF REGIONAL/PREFECTURAL TRAINING CAPABILITIES

OPTION: As the MSPAS decentralizes, it will need. support in
the development of regional and prefectural training
teams which will be important factors in the
improvement of quality of care.

STRATEGIC IMPORTANCE:

The centralized approach to training , which has
emphasized clinical training but not the training of
trainers, has not served Guinea well. The MSPAS
commitment to decentralization provides the opportunity
to develop effective training teams throughout the
country.

ANTICIPATED IMPACT:

Regional and prefectural training teams, with both
clinical and pedagogical -skills, would provide a resource
for the improvement of clinical practice and supervision.

ANTICIPATED SUSTAINABILITY:

The decentralized, team approach to training would assure
that clinical and training capabilities would not be lost
through staff retirement or transfer. Since teams would
be trained as trainers, the system would be relatively
self-sustaining in terms of personnel.

GEOGRAPHIC FOCUS:

National

TECHNICAL ASSISTANCE NEEDS:

Assistance in curriculum review and redesign, and in the
initial round of training would be needed. .Some
resources (e. g. Ministry of Education for pedagogical
skills) are available locally.

RELATIVE IMPORTANCE/PRIORITY:
-_ --HIgh"

ENABLING CONDITIONS:

Continued commitment to .decentL 'lization from the MSPAS.
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OPTION:

. PRIVATE SECTOR FAMILY PLANNING PROMOTION

Create a grants program to fund family planning
activities in the non-governmental sector (e.g.,
private and para-statal health facilities,
commercial organizations with health facilities,
NGOs, and the traditional sector). A grants review
committee might be composed of representatives from
the GOG, the private sector community, the donor,
and a contractor responsible for managing the
program .

STRATEGIC IMPORTANCE:

The private sector presently plays a very limited role in
the delivery of FP services. Creation of a grants
program would take advantage of the entrepreneurial
nature of the sector, while alleviating some of the
difficulties inherent in mobilizing the large number of
relatively small institutions involved.

ANTICIPAT~D IM~ACT:

This program would assist in extending·FP serviCES to
tha't significant portion of the population which obtains
health services from private sector providers; would .
address specific issues unique to the.private sector; and
would provide a mechanism for involving a wide variety of
organizations in FP ser';,rice and support.

ANTICIPATEDSUSTAINABILITY:

Sustainability of specific projects wonld vary depending
on their nature; however, some successful-private sector
activities are sustainable virtually by definition (e.g.,
addition of FP services to commercial health services

. following demonstration of health and economic b~uafits

to managers).

GEOGRAPHIC FOCUS:

National

_..TECHNI.CAL.ASSISTANCE_ NEEDS: .

A contractor, perhaps a local NGO, would have
;;..~sponsibility for assisting potential grantees in
proposal preparation, providing technical assistance to
ongoing projects, and managing the grants program.

RELATIVE IMPORTANCE/PRIORITY:

, Medium high



ENABLING CONDITIONS:

-/ .

1.

2.

A reliable source of contraceptives (i.e., a
functional Central Pharmacy).

Availability of an organization to manage the
program--either an outside contractor or additional
resources within USAID itself.



OPTION:

TRAINING OF PRIVATE SECTOR PROVIDERS

'Provide short term training to private sector health
care providers in some or all of the following
areas: family planning technology, management of FP
programs, IEC/counseling, prevention and treatment
of STD/HIV/AIDS, laboratory techniques, and
logistics management and statistics.

STRATEGIC IMPORTANCE:

The private sector presently plays a very limited role in
the delivery of FP services, but has potential to reach a
significant client population.

ANTICIPATED IMPACT:

This program would assist in extendin9 FP services to
that significant portion of the population which obtains
health services from private sector providers; and -
because some private sector sites represent the most
sophisticated medical facilities in the country -- could
eventually produce excellent training facilities for both
public and private sectors.

ANTICIPATED SUSTAINABILITY:

Private sector health providers tend to be stable in
their jobs to an extent not seen in the public sector.
Thus, individuals trained in this program would be likely
to sustain the resulting service delivery, and perhaps to
pass their skills on to colleagues over an extended
period of time.

GEOGRAPHIC FOCUS:

National

TECHNICAL ASSISTANCE NEEDS:

Technical assistance in training might be necessary until
effective local training teams with time for this type of
activity bec~~e available.

RELATIVE IMPORTANCE/PRIORITY:

Medium

ENABLING CONDITIONS:

1. Existence of national training capability



OPTION:

INSTITUTIONAL STRENGTHENING OF AGBEF

Provide technical assistance to AGBEF in improving:
-management systems and practices; supervision
practices; IEC materials and health education
techniques; and the quality of clinical services.

STRATEGIC IMPORTANCE:

Although AGBEF has a leadership position in the promotion
and provision of family planning services, it suffers
from a variety of technical and managerial weaknesses.
If AGBEF is to take on an expanded service delivery role,
these problems must first be addressed.

ANTICIPATED IMPACT:

Improved management and clinical practices, enabling
AGBEF to better manage its current portfolio and to
absorb additional activities.

ANTICIPATED SUSTAINABILITY:

This type of assistance, aimed at improving management
capacity, is short-term in nature. It should enable the
orqanization to make better use of available resources
and to generate additional income from a variety of
sources.

TIMING ISSUES:

Improvements in management capacity should precede any
significant additions to AGBEF's current project
portfolio.

GEOGRAPHIC FOCUS:

National

TECHNICAL ASSISTANCE NEEDS:

International TA would be required for a detailed needs
assessment, design of an assistance package, and for
provision of specific technical inputs.

RELATIVE IMPORTANCE/PRIORITY:

Medi~m hi9h

ENABLING CONDITIONS:

Openness of AGBEF management to critical review of
1/"",-,1



OPTION:

EXPANSION OF PHARMACIES' ROLE IN PHC

Provide training and technical assistance to
pharmacists in: contraceptive technology, STD/AIDS
·prevention, IEC and social marketing techniques for
appropriate products.

STRATEGIC IMPORTANCE:

Pharmacists are often clients' first line of contact with
the health care system. In some areas, they are more
accessible than health centers. Pharmacies represent an
important source of information and service for FP and
STD/HIV/AIDS prevention.

ANTICIPATED IMPACT:

There are 183 pharl'acies distributed throughout Guinea.
Building on the exc21lent penetration achieved by the PSI
social ma=keting prcject, this network could be utilized
to deliver a wider range of socially marketed products
<e.g., pills and impregnated mosquito nets}, as well as
health education messages.

ANTICIPATED SUSTAINABILITY:

High.likelihood of sustainability in accordance with
supply and demand.

GEOGRAPHIC FOCUS:

National

TECHNICAL ASSISTANCE NEEDS:

The continued assistance of a contractor experienced in
social marketing would be necessary for this activity.

RELATIVE IMPORTANCE/PRIORITY:

Medium

ENABLING CONDITIONS:

1. Functional contraceptive supply system.

2. GOG approval for social marketing of additional
products.

3. ·For the social marketing of oral contraceptives,
significantly increased demand for pills will
probably be necessary for economic viability.

lOI



OPTION:

EXPANSION OF LONG-TERM FAMILY PLANNING METHODS

Assist in strengthening voluntary surgical
contraception (VSC) capabilities.

STRATEGIC IMPORTANCE:

The early introduction of permanent and long-term
contraception in young programs has been shown to
increase overall program performance. VSC has already
been introduced in Conakry and two other regional
hospitals. However, its performance is hampered by a
shortage of competent personnel, equipment and supplies.

ANTICIPATED IMPACT:

Immediate service to those clients requesting a long-term
or permanent method, and overall increases in family
planning program performance.

POSSIBLE AREAS OF INTERVENTION

• Training·of personnel in VSC/minilap and counselling
techniques

• Provision of equipment
• Introduction of Norplant

ANTICIPATED SUSTAINABILITY:

This activity could possibly be supported by regional
hospital budgets in the future. Subsidies for equipment
maintenance and perhaps to reduce costs to clients in the
short-term would probably be necessary.

GEOGRAPHIC FOCUS:

Regional hospitals and major private institutions

TECHNICAL ASSISTANCE NEEDS:

An AID contractor (e_g_ AVSC, JHPIEGO) would be
responsible for technical assistance in training and
performing services. It will also be their
responsibility to procure the necessary equipment_

RELATIVE IMPORTANCE/PRIORITY:

Medium high

ENABLING CONDITIONS:

1. Availability of the AID contractor
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OPTION:

STUDY OF PRICE ELASTICITY OF DEMAND
FOR FAMILY PLANNING SERVICES

Conduct a study or studies to determine: the extent to
which demand for family planning services may be
depressed by the price levels currently charged; to
.develop a model for the degree to which utilization
might increase as a function of reductions in price;
and to analyze the potential effe~ts of such price
decreases on health center budgets.

STRATEGIC IMP0RTANCE:

While the PHC cost recovery program has been successful in
generating revenue to cover operating costs at many health
centers, there is legitimate concern that some segments of
the population may be unable to afford services. This may
be particularly true for services which may be viewed as
"discretionary", such as family planning.

ANTICIPATED IMPACT:

An improved understanding of the relationship between
family planning use and cost of services could lead to a
more rational pricing policy, improved accessibility, and
higher rates of acceptance.

ANTICIPATED SUSTAINABILITY:

Questions . of sustainability are not applicable to the
research itself, although the results could contribute
significantly to program sustainability.

GEOGRAPHIC FOCUS:

Sample ( s) should be representative of the nation as a
whole.

TECHNICAL ASSISTANCE NEEDS:

Outside technical expertise would be required ~n all phases
of the research.

RELATIVE IMPORTANCE/PRIORITY:

High

to)



ASSISTANCE TO PEACE CORPS HEALTH EDUCATION EFFORTS

OPTION: Assist the network of Peace Corps volunteers working
in health centers around the country by designing a
standard package of appropriate health education
materials, and training both the PCVs and associated
health center staff in their use.

STRAT~GIC IMPORTANCE:

Peace Corps Guinea will soon have approximately 30
volunteers assigned to health centers, providing assistance
in health education. This will allow both USAID and Peace
Corps to take better advantage of this technical assistance
nct\'ork plugged directly into the community. The inherent
leveraging of uniquely American resources is particularly
attractive.

ANTICIPATED IMPACT:

The effectiveness of health education messages will be
enhanced, thereby increasing knowledge of and use of
associated health services.

ANTICIPATED SUSTAINABILITY:

Not sustainable on a local basis, but the activity is
relatively low cost; and the training of health center
staff will assure skills transfer to some degree.

GEOGRAPHIC FOCUS:

National, according to PCV assignments.

TECHNICAL ASSISTANCE NEEDS:

Some technical assistance may be required for development
or adaptation of materials. TA for training in the
effective use of materials would be necessary, and may be
available locally.

RELATIVE IMPORTANCE/PRIORITY:

Medium

ENABLING CONDITIONS:

Some current volunteers have developed their own health
education materials.



OPTION:

DHS ANALYSIS AND REPEAT SURVEY

Sponsor additional analysis of the 1992 DHS, and fund
a cooperative effort to conduct another DHS, using
both the AID contractor charged with this
responsibility and appropriate local resources.

STRATEGIC IMPORTANCE:

The lack of reliable data is a continual constraint to tne
design of PHC program efforts, and to the measurement of
program impact.

ANTICIPATED IMPACT:

Full analysis of existing DHS data, in collaboration with
Guinean researchers (see discussion of BEPR elsewhere in
this report) would provide valuable data and analysis
experience. Another DHS survey, after an appropriate
interval, would provide important comparative data in
conjunction with the 1991 survey now being analyzed. It
would also provide a valuable training opportunity for
Guinean researchers, and would provide baseline data for
program planning.

ANTICIPATED SUSTAINABILITY:

Not applicable (one-time activity>.

TIMING ISSUES:

A five-year interval between surveys is typical.

GEOGRAPHIC FOCUS:

National

TECHNICAL ASSISTANCE NEEDS:

Th~ AID contractor charged with responsibility for DHS
surveys should be involved in all phases of the survey
design, implementation, and analysis.

RELATIVE IMPORTANCE/PRIORITY:

Medium

ENABLING CONDITIONS:

1. Availability of appropriate local organization ( s> .
Presumably BEPR, but other partners could also be
involved. ~
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OPTION:

IODINE DEFICIENCY INTERVENTIONS

Carry out an emergency intervention against iodine
deficiency diseases (e.g. goiter and cretinism) with
the distribution of iodized salt and the provision of
iodized oil or tablets through the essential medicines
program.

-...

STRATEGIC IMPORTANCE:

Iodine deficiency is a major cause of growth failure and
mental retardation in children, as well as physical
malformation and still births in adult women.

ANTICIPATED IMPACT:

Reduction of the prevalence of iodine deficiency diseases.

ANTICIPATED SUSTAINABILITY:

This is a temporary short-term measure. Longer-term
measures, especially the local production of iodized salt
should be considered.

GEOGRAPHIC FOCUS:

Middle and/or Upper Guinea

TECHNICAL ASSISTANCE NEEDS:

Contractor involved in micronutrient deficiency such as the
OMNI project.

RELATIVE IMPORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

Availability of appopriate technical assistance.



OPTION:

NATIONAL NUTRITION POLICY

Provide necessary financial and technical assistance
to the MSPAS/DAN in order to finalize the draft
National Nutrition Policy and Action Plan and make it
operational.

-=

STRATEGIC IMPORTANCE:

Malnutrition is a major cause of childhood morbidity and
mortality, ar-d exacerbates the effects of other childhood
diseases.· This activity would provide an official
framework for the improvement of nutritional status.

ANTICIPATED IMPACT:

Once the action plan becomes operational the nutrition
projects which have been defined could be submitted to
donors for funding. This would be a first step in reducing
the country's high prevalence of nutritional diseases.

ANTICIPATED SUSTAINABILITY:

An operational nutrition policy and action plan represents
a low cost first step for the country to deal with its
nutrition problems. The potential sustainability of
follow-on projects would vary.

GEOGRAPHIC FOCUS:

Central

TECHNICAL ASSISTANCE NEEDS:

Services of a person specialized in nutrition policy
matters would be useful.

RELATIVE IMPORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

No significant barriers to this activity exist.



OPTION:

NUTRITIONAL STATUS SURVEY

Assist the MSPAS/DAN, in collaboration with other
international donors (e.g. FAO, WHO, World Bank,
UNICEF) to organize and carry out a national nutrition
survey.

STRATEGIC IMPORTANCE:

The precise nature and regional variation of nutritional
deficiency in Guinea are not well understood. A study of
the existing nutrition situation would provide more
reliable data on which targeted nutrition interventions
could be based.

ANTICIPATED IMPACT:

Reliable data on the nature, magnitude, and severity of
nutritional problems, and their distribution according to
residence (rural/urban), natural regions, sex, age, and
economic conditions would allow for definition and planning
of nutrition interventions.

ANTICIPATED SUSTAINABILITY:

This one-time intervention would lead to the development of
a variety of programs which would vary in terms of cost and
potential sustainability.

TIMING ISSUES:

Planning meetings should start as soon as the National
Nutrition Policy and Action Plan are operational.

GEOGRAPHIC FOCUS:

National

TECHNICAL ASSISTANCE NEEDS:

A contractor experienced in planning and conducting large
scale surveys.

RELATIVE IMPORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

1. An approved and operational nutrition policy.

2. A variety of donors are interested in nutrition,
raising the possibility of cost sharing arrangements.



OPTION:

BREASTFEEDING POLICY WORKSHOP

Sponsor a workshop with representatives of AFPAMNIG,
MSPAS, and other local or regional experts to
formulate a National Breastfeeding Policy and a
National Code for the Marketing of Breast Milk
Substitutes.

STRATEGIC IMPORTANCE:

A national policy on breastfeeding and a code for the
marketing of breast milk substitutes would provide an
official and legal basis upon which to build breastfeeding
promotion.'

ANTICIPATED IMPACT:

With an official written policy and operational guidelines
for the integration of breastfeeding into existing MCH
services, the promotion of breastf.eeding would have a
higher profile and a better chance to attract additional
financing. Government regulations on the sale of breast
milk substitutes would help control importation and
commercialization of infant formula and other baby foods.

ANTICIPATED SUSTAINABILITY

A sound breastfeeding policy is the necessary first step
for sustainable breastfeeding activities.

TIMING ISSUES:

Breastfeeding policy and legislation are pre-requisites for
other activities in this area. It is thus important to act
as soon as possible.

GEOGRAPHICAL FOCUS:

Central

TECHNICAL ASSISTANCE NEEDS:

A contractor (e. g. I from WELLSTART) experienced in the
development of breastfeeding policy might be needed to work
with Guinean counterparts.

RELATIVE IMPORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

1. The government 'oreviouslv ratified the International



INTEGRATION OF BREASTFEEDING PROGRAMS INTO EXISTING HEALTH
AND FAMILY PLANNING PROGRAMS

OPTION: Provide financial support and technical assistance to
design and implement a project aimed at the integration
of breastfeeding promotion into MCR and family planning
programs.

STRATEGIC IMPORTANCE:

The breastfeeding situation in Guinea is critical. Although
93% of mothers breastfeed, there are widespread negative
practices which work against optimal breastfeeding, thus
compromising both infant and women's health.

ANTICIPATED IMPACT:

Improved breastfeeding practices would lead to increased child
survival.as well as increased intervals between pregnancies.

ANTICIPATED SUSTAINABILITY

A well planned project could be sustainable. AFPAMNIG' s
objectives of fund raising, creating a network of
breastfeeding support groups, training, research and
evaluation all contribute to sustainability.

TIMING ISSUES:

The program should be undertaken a~ soon as a breastfeeding
policy is ratified.

GEOGRAPHICAL FOCUS:

Program should begin in Conakry and expand to other regions
based upon the availability of funding and growing expertise
of the implementing agency.

TECHNICAL ASSISTANCE NEEDS:

Contractors such as Wellstart and MotherCare could provide
technical assistance in program development and
implementation. Also organizations such as the International
Baby Food Action Network in Ouagadougou could provide
assistance.

RELATIVE IMPORTANCE/PRIORITY:

High

ENABLING CONDITIONS:

The nationwide survey on breastfeeding practices to be
. ~ ~ nrnui' 0
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This report presents the findings and analysis of a contracted
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States Government.
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APPBNDICBS

Following are a series of documents produced as part of the
Health and Population Assessment conducted in the Republic of
Guinea during March - April 1994. Virtually all of the
sub~tantive material is summarized in the Assessment Report.
Much of the information in these appendices is therefore
duplicative. The additional detail, however, may prove useful
to those looking in depth at"particular issues.
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GUINEA HEALTH AND FAMILY PLANNING
SECTOR ASSESSMENT

SCOPE OF WORK

PURPOSE:

The purpose of th~ H~:Ilth anll Family PI3nning Seclor Assessment is to provide b3ckground
infurmation n~~dt!t.l hy USAID/Guin0!.3 to address b:lSic strategy options in developing a
follow-on proj~ct. Th" new proja1, plannl:d fur 3uthoritation in late 1994 or euly 1995
cal~nd:ll' y~:Ir of tiscal ye:lr, would be the successor to the current Sodal M3I'keting of
Contr:lc~ptiv«:sProject (67S-oZ27), executed through a Cooperative Agreement (also called
"Family Planning Options") with Pupulation Services International (PSI), The follow-on
project is tent3lively envision«:ll to strengthen the integr:ltion of family planning and
HIV/AIDS control activities intu the «:xisting prim:1ry he.alth c:lre systo:m operated by the
Ministry of Health.

The underlying strategy question ttl he :Iddressed by this assessment is the extent to which
project implement:ltion should he c3rried out through public sector, private sector. or Non
Governmental Organiz3tiun (NGO) sector entities. Perhaps the most import~nt part of this
is an analysis of tho: institutiun31 ch3J'acteristics of the Ministry of Health.

BACKGROUfIo'O

From 1958 to 198~, Guine:! foJlowell a sodaJist-cenlralist planning model that resulted in one
of the lowest incomes per capita and some of the poorest health and education conditions in
West Arrica, When the So:cond Ro:public was declared in 1984, it inherited a health system
that had almost totally collapsed, resulting in health indic:ltors that are among the worst in
Sub-Saharan Arrica.

The current population in Guinea is estimated at 6.4 million and has an annual growth rate
of 2.8 percent. Fony·six pc:rcent of the population is under 15 years of age. Health service
<~overage and utilization rates are low, resulting In high rates ofinfant and maternal monality,
149 and 9 per 1000 respectively. Closely spaced births and illegal abonions contribute to the
high maternal and infant mortality r~tes and rapid population arowth. In a 1989 publicatlo",
the World Bank estimated that there were 57,390 people for every physician and 6,380 people
fur every nune. Life exre~lancy i~ only 45.1 years. More than 18 rercent of new born
babies woeigh loess than 2.S kgs. The dise3Se profile dominated by communic3ble and parasitiC
diseases inclulling malaria. and ~espiratory and diarrheal diseases, results in an estimated 25
percent of chilllren dying hel"re t; 'Ie years of age. Contraceptive prevalence rat~ are less
than 2 pc:rco:nt. m:lking them among the lowest in Africa. Access to sa!'e water is only 42
percent in rural areas. less in urban areas.

Constr3ints to incre3Sing service cuverage and panicipalion rates indude: (a) lack of drugs
and operating means and p\lor staff performance resulting in poor service quality: (b) we:lk
sector organization and institutional capacity; (c) inadequate budgetary alloc:nions to tho:
sector (2 percent of the total Governmc:nt recurrent budget in 1991), as well :IS poor resource
management due in pan to previou;;; investment decisions.

At the World Populatiun Conference in M~:dco City in 1985, Guinean President, l:msana
Cont.!, rc:nuuncetJ his pr«:<.!e!.:c:ssor's pro-natalist policies and decl3red thc: right of all Guine3ltS
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Cllmpl~m~nlary (lrnj~.:t-flJmJaI a<:tiuns indull~: (a) a sub-grantltl th.: Juhns Hupkins Program
tilr ~llh:rnatilln:J1 Etlu.:atilJn in Gyne<:lIlug)' "nil Ollstetrics (JHPIEGO) to tr3in university
medic:ll fa.:ulty in reprmJu<:tive h~:I!th: :liiJ (b) assistance to the 1991 DemOIr3phi.: Health
Survey. The key hi sust:linahility will be the su<:<:essful integration of FAMPOP's family
plannin!: servi.:e.~ intn the NPHCP.

In a re<:ent mid·term ~valuation of the FAMPOP. i' was pointed OUt th:1l the improvements
in th.: health system that can be allributed to the NPHCP were most evident in the Forest
Regiun. :Ind less so in the Upper Regions. In the Forest Region the system is working
substantially better ll:ith technic:J1 and financial assistance from Belgium. Switzerland and
G~rmany. Thdr assistance has conlributed to the building and organiting of:a regional drug
depllt, the constru<:til1n of several new health pests anll improving the logistics of supply and
distrillutiun in the region. On the other Mnl.!. conditions in the Upper Guinea confirm limited
e~pectJtillns. There are cllnsistent repons of essential drugs being unavailable because of
administrJtive and management prublems al the central supply distribution point in Conakry.
Community pa"icip:llion in m3n3gement and support of the he3lth centers vary from
cunsiderallie to h:lrdly at all. The use of these funds and the capacity of the centers to buy
and mainl:lin a sufficient supply of contraceptives are issues th:lt will need careful re~·iew.

PSI h:ls m:lde subagreem.:nts with both the National AIDS Commillee and the 101:31 family
pl3nning nlln·guvernmental urg3niz:ltion, AGBEF. for major ponions of the FAMPOP
pcogr:lm. AGBEF's activilies include Information, Education and Communication (lEC)
campaigns and Ir:tining of health center personnel in support of family planning. and other
reprod'Jctive he31th services. AGBEF recently became affiliated with International PI3.nned
Parent Fet.leration (IPPF).

Alter just eight ye:lrS, AGBEF has an annual budget over 5500,000 US. sixty-two employees,
and 2,800 volunteers working in three model clinics in different regions of the country
ddivering family planning servi<:es and contraceptives. The 1993. FAMPOP mhl·'erm
evaluation major lindings recognized the valuable conlribution AGBEF h: _Je in
suppo"ing the development of family plaMinl services. though the need for ~tion31

development w;u indicated. Further analysis is needed to determine the effectiveness of this
and other service provider agencies and establish a strategy to develop effective man3gement
struclures in the private anI.! public sectors.

In terms of financing for health care. the GOO's budget allocation has been consistently low.
Between 1977-1985, Guine3 allocated an 3verage 3.9 percent of the national budget to the
health sector. much less than the 8·12 p.:rcent prescribed by the World Health Organization.
Because of limited lin3n~es anti the restraints imposed on the Guine3n economy by the
ecunumic structural aujustment program. it is likely that the (JOG will be he3vily dependent.
fur ye3rs to cume, un donor resources to reform and Improve its primary he3lth care ·system.
On the positive side, however, sam.: innov:ltive cost recovery mechanisms. whi<:h support
he:llth <:are lin:lndng. regi'IOaliz3tion 3nd self-reIi3nce. are being addressed in the NPHCP,

USAlD/Guinea 1135 tound Ihat even though donor collaboration in the he:tlth and population
Sector has heen guud, the diversity of funl.!ing m3kes it diffil:ult to develop a truly nation:ll
family pl3nning program. Ther.:fore, the assessment will also need to explore issues rel:tted
to donor cUClrdin:ttion.

3
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I. TITLE

Guin~a H~:l1th :lml F:lmily Planning Stctur Asses~mtnt

11.

III.

OBJECTIVE

Tht llhjtctive uf this buy·in nr wurle unltr will be to pruvide a five·pmon. multi-disciplinary
tc:am to comluct an 3Ssc:ssmc:nt of the: Guinean ht:llth and f:lmily planning priv:lte and public
seclors. The: :Isse:ssmenl will :I.~sist USAIOIGuinl!:1 and the GOG in the development of a
slr:lh:gy fOf USAID assist:lnce in the: seclor to effectively address the primary health needs
llf the: Guint:ln (IIlJlul:ltion. (Ianicul:lrly women, children and low income families.

ST'\TE~IENT OF WORK

A. Gl!neral T:lsks

Thl! assmmtnt will Jlrovide an in-depth analysis of the Nalional Prim:uy Health Care
Progr:lm (NPHCP). inclul!ing a dose tuminatlon of its sel"ilce ddivery and cost recovery
sySlems. managl!ment. anI! thl! sust:lin:lhilily of the Pn1gram. The assessment will determine
to what extent the NPHCP :Idl!rtss~ the quality of and acce:ss to htalth c:ue; appraise the
c:lpacity of the: NPHCP to :Ihsorb al!ditional health :lnd family planning programs; identify
the: .."nstrainl$ to the availatlility of pe:rsonnel and equipment and the supply and distribution
of drugs; examine the ability uf the GOG to finance the most critical medical and health
sel"iices; evalu:llc the: capadty of the health and sanit:llion Ilencies to respond to the he:l!th
needs of the population and recommend strategies for suenl\henina those alencles where
Mcess:uy. and e:umine inues associated with donor coordination in the health and family
pl:lnning sector.

Finally. the assessment will provide USAIDIGulnea with pragmatic Investment options in the
he:llth and f:lmily planning sector, including Information that can be used to develop a shon,
medium and long term strategy for the sector. USAID anticipates that relevant areas will
include: reproductive risle. family planning and SID/AIDS prevention.

B. S[!o:cjfic T3.~k~ and Rts!1t1n~ihili!ies

The: Htalth and Family Pl3nning SI!1.1or Asse$sme:nt leml will:

I. Provide an OV~l"iie:w amI analysis of curr~nt Information on the hl!alth, fenility and
nutrhional slatus of th~ lug.:t pl)Jlul:llion. including: .

(a) the st:ltus of h~:dth deliv~ry s~rvices in the puNic. private and NGO s~ctor;

(ll) constraints anI! fadlit:lting f:lctors to improved health sl!l"iices and he:llth status
(as ml!a$ureJ by indi~alors such as life expectancy. infant and m:llern:ll mon:llity,
malnutrition);

(I:) challenges th:lt m:lY hinder future improvements; and

r (~



PlOtT No. lS1S-oSIo-J-J IOS9
AII:lchm~nl I

C"mpl~rn~ntary prnj~~t-liJm.lt!tl acti"ns inclulle: (a) a sub-gr3nt hI the Jnhm Hupleins Prngram
li'r Int~rnJti"nal Ellu~atiun in G)'n~~lIlngy anll Ohswrics (JHPIEGO) to train university
m~llical fa~uhy in r~prlltlu<:lil'e he~th; amI (h) assistance to the 1991 Demographi<: Health
Survey. The key til su~tainahility will be the succ~sful integration of FAMPOP's family
planning s~rvicl!S intn the NPHCP.

In a recent mid-term evaluatiun of the FAMPOP, il was pointed uut thaI the Improvements
in the health ~ystem that can be allributtd to the NPHCP were most evident in the Forest
Regiun. anll less so in the Upper Regions. In the Forest Region the system is worlein,
subslanti:"ly b~lter with te~hnical and financial assist3nce from Belgium, Switzerland and
G~rmany. Thdr assistance has contributed 10 the building and organizing of:l regional drug
d~Pllt, the con5lrmtiun or several new health posts and improving the logistiCS of supply and
disuihulion in the region. On the other h~ml, conditions in the Upper Guinea confirm limited
expeclJlillns. There are cunsistent reportS of essential drugs being unavailable because of
aLlminislralive anLl management prohlems at the central supply distribution point in Conalery.
Community participation in management and aupport of the he3.lth centers vary from
~unsiderahle to hardly at all. The use of these runlls and the capacity of the centers 10 buy
anll maintain a sumd~nt supply of contraceptives are issues that will need careful review.

PSI h3..~ malle suhagreements with both the National AIDS Committee and the local family
planning nnn-guvernmental organization. AGBEF, for major portiom of the FAMPOP
program. AGBEF's activities include Informalion, Educalion and Communication (lEe)
campaigns and training of h~alth center personnel in support of fanlily planning. and other
reproductive health services. AGBEF reeently bec3lne affiliated with Intematlonal Planned
Parent Faleration (IPPF).

Aller just eight years, AGBEF has an annual budget over SSllO,OOO US. sixty-Iwo employees,
and 2,800 volunteers worleing in three model clinics in differenl reglom of the country
ddivering family planning servkes and contra~eptivts. The 1993. FAMPOP mi.!-wm
evaluation major findings recogniztd the valuable contribution AGBEf h: .Je In
supporting the development of family praMing services, thouCh the need for ~rionaJ

development was indicated. Fur1her analysis is needed to determine the effectiveness of this
and other service provider agencies and eslablish a slrategy to develop effective management
structurl!S in the privale and public sectors.

In terms of financing lor health eare, the GOG's budget allocation has been comistently low.
B~twe<!n 1977·1985. Guinea 3110caled an averale 3.9 percent of the n3tional budget to the
health seclor. much less than th~ 8·12 percenl prescribed by the World Health Organizalion.
B~e:lUse of limited tinances amI the restraints Imposed on the Guinean economy by the
el:unumic structural adjustment program, it is Iileely thaI the GOG will be heavily dep.endent,
fur years lU cume, un donor resources 10 refurm and Improve its primary he3.lth care system.
On me positiVI! side, however. some innovative cost recovery mechanisms, which support
health care linancing. regionalizalion and self·reliance, are being addressed in me NPHCP.

USAID/Guino!3 has Ibund lhat even though donor collaboration in the he3.lth and population
sector has heen guud. the L1iversity of funding m3.lces il difficullto develop a lruly nalion31
family planning program. Therefore, the assessment will also need to explore issues relaled
III donur cuordination.

J
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S. Malcl! rl!~llmml!nd:lli.,ns lilr pUl~ntial growth, mudification, i'nd redesign for
USAID/Guin~a pllpulation r~lal~ activities.

6. Id~ntify and analyze health :lllt.t family planninR pruarams sponsored by other donors in
Wms of covl!rage, vestt!d inlerests, d'fectiveness. and resource level. Special emphuis
shuuld hl! placed in th.e identific:lliun of areu of complementarity, and in th level,
apl'roprial~ness. ad~·!ua~y. and r~l~vance of donor response. Pot.ential duplication of efforts
or conni~t of inler.eslS shuuld be d~arly noted and evaluated.

7. D.esign a fram~worle for a.~sessing options for USAID/Guinea assislance within its
portfoliu in the heallh and family planning seclor. and applicalion to the range of options for
USAID/Guinea inv~stm~nt.

8. Review the heahh and family l'lanning information and data base system in place, and
their use in man:Jg.ement decisions. The team will specifically look Into the recently
concluded D~mographic Health Survey. appraise its v:llue u a decision:ll 1001, identify
potential analysis which could be d.erived from it, and advise on Mission's future links to it.
In this context. the 3Ssessment team will malee specific recommendations on USAID/Guinea's
role in the future genl!ratiun uf health and family planning data, their analysis and their use
by decision makers. The te:lm will make recommendations on the most cost effective way
to produce the data required by USAID/Guinea (I.e. impact and progress Indicators).

9. Evalu:lle the current and proposed health and family plaMing strategies In terms of their
burden on Mission management. Assessment tearn will offer solutions in terms of persoMel
requirements and contractual apvroaches. In addition. tearn will identify the centrally and =-
regionally funded projectS or services which the Mission could access to facililate activities
design. implementation and evaluation,

to. Loole at the following in terms of Information. Education and Communication activities:

• existence of capacity to do lEe related formative research, message conception
and prettSting ~nd production in MOH and NG05;

• hmdth and s~ope of IEC activities through both public and private (NGO)
sectors. including interpersonal communication. printed materials (posters, brochures.
etc). and m3SS media communic:ltions, includinlthe quality. effectiveness and Impact
of those activities:

• a review of lEe relaud research done in Guinea (KAPs. qualitative research etc.•
eV:llualiun surve>s, etc.)

• re':oJmmenJati"ns for improvement

IV. TEAM Cm.lrOSITIO:", Qt:ALlFIC,\TIONS A:'\D RESPONSIBILITIES
'.

The te:lm shall consist of five persons. as indicated below. The team as a whole must have
strong French language cl1mpeten~e. All te:lnl merrlhers sht'ultl have fluency at the Speaking
3JR~:1ding·J f~vd on dl~ Fureign SevEce !r.:dr-!:~ (FS!) con'.pe!er.ey !C:!e.
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The! ll!:lm :l~ :I whtlle! mu~t ~1~1I h:lv~ subst:Jnti:d Afril::1n e!x(1e!ril!nce. including some
Fr~n~I'rhlm.: Su"·~ahar:ln l!,'r.:rie!n~e!. Slll!dlil: pruf.:ssilln~1 ~nd l.Ii~dplin:lrY com[ll!te!nce is
pWpllS.:\! a~ tilll"ws:

The! Health Plannerrrl!am lead::r will be responsible for management and coordination of the
assessmenl teJm. Sille will provide! general guidance to the team members and take a lead
role in: (~) the! pl~nning "f 3SSes~mt!nt tasks: (b) directing all assessment presentations.
discussions and dehrie!lings to the Mission: and (c) draftinland ediling the assessment repon.
lwersedng its timdy fin~lizJtion and submission to USAID.

Sille will \'Ie rl!~pllnsi\'lle fllr: identifying he!alth/family pl~nning sector investment options for
USAIDIGuinl!a: :L~~es~ing the c:l(lacity fur m~nagement and implementation of health services
ddivery by the ~linislrY of Health anu Regional Health Depanmems: assessing needs in terms
of htJlth infrmructure. equipmenr. manpowe!r planning capacity and allocation of staff: alld
idenlirying the ~llnstrainls til inle!graling the principles of the Bamako Initiative into the public
he:llth syslem.

~Iasl.:rs d.:gree in health. man:lgement :tnd administration or relat~ field. PhD preferred.
Five 10 te!n years experience in planning and impleml!nting health programs in developing
counlries that h:lvl! limited technical. human and financial resources; experience worlein, in
the area of institutionll manage!ml!nt de!velopment and organizational effectiveness in
de\'dllping ~ounlries that haVe! limitt:d management capabilities; experience worlein, with
diverse organizalions and groups. EJlperienct! in Sub-Sahara Africa highly desirable. as is
o:~perh!Oce in leading similar assessment or evaluation teams. Strong writing/edhin, skills_

B. Ellklo:miology/Chil" Survival Specialist

The Epidemiology/Child Survival Specialist will be responsible for analyzina the effectiveness
of delivery and trainin, for pre-service and In-service MCH and child survival services. e.,.•
EPI. diarrheal diseases control and tuberculosis. Sille will t!llamine the: stalUs and impact of
malaria on the Guinem population: e!ffectlveness of management. control and prevention;
health and mmagement infurmatlon systems of the public. private and NOO sectors.

M:L~tm do:gree in public health or related tidd. Minimum of five to ten ye:l1s experience in
dO:5igning. imrleme!nling managing. and eV:1luatin, pupul,uion and family plmning and
malernal/child health (~ICH) programs in deve!Iopin, countries. Ellperlence in Sub-Sahara
Afric~ highly dl!sirable.

C. Heallh/Familv Planning PrivatI; Steetor Sllecli1li~t

The Hl.!alt!l:Family Planning Private Se!ctor Spe!cialist will \'Ie responsible for: an~lyzing

private se~tllr health and family planning activities: and exploring the! prospects for private
sector. NGO. aOlI othl!r nun-(lublic sector suppon 10 health care ddivery in Guinea.

Masters degree in pullli.: health. demography or relevant soci~1 science: At least S years
e~perience in population and ramily planning in the privi1te se!ctor and NGO environment; and
at least 3 years experie!nce in developing countries. Experie!nce in Sub-Sah:l1a Mrica highly
dl!sirahle.

7
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D. H~:lIth/Fin:ml:~ S[1~dali~t

Th~ H~alth/Finanl:~ S(l~dalist will he r~sponsihlt for cumining the health sector -:ost
~ff~~liven~ss in t~rms of Sl1ur~'!s, Icvels and stru~turl! of lin:mdng.

Grallu:ue t1egre~ in ~~unomics, lin:mce or relat~ field and :a minimum of five y~ars in
designing, irnplementing and evaluating the econumic and financial aspects of hulth and
family planning rel3tetl prngrams, preferably in Arric:l.

E. Organiulional Manag~ment Specialist

Responsible for: analysis of effectiveness ofstructure, organization and operations of selected
health and family planning organizations at the central, regional and local levels, inc:luding
assessment of thc c3padty and m3n3g~ment systtRts, human resources, :lI1d commodity
m3nag~menl uf thcse org3nizations, as well as assist:ll1ce in analysis of infrastructure and
equipm~nt needs.

Graduate degree in Public Health or in an organization:tl or administrative science with :I

focus on h~alth/family planning secters; at least 5 years experience in population/family
pl3nning and management in the private sector and NGO environment and at It3St J yeus
experience in I~sser developed countries preferably in Afril:2.

V. METHODOLOGY

The assessment te:un mtmbers will carry out their responsibilities in Conakry :lI1d on field
trips 10 the Guinean interior. In Conakry, the te:un will meet initially with the Mission
Director, General Development Ol1icer, Health/PoplNutrition Assist:mt, the Program and
Project Development Officers for briefing and planning sessions. The team will then m2et
with Ministry of Health (~IOH) officials and other relevant GOG offices.

The tearn will take tield trips to rural and urban sites to observe and assess public:, private
and NGO sector health institutions, programs and services. The field visits will be planned
in collaboration with USAID and the MOH and will include agents from relevant GOG
offices. The up'country travel will include meetings with regional GOG health and family
p'anning authorities, as well as with private sector and NGO he3.lth and family p1anninl
ofticials.

The team memhers will gather information for the 3Ssessment by reviewing ba.:kground
reports, heahh etlucation material, statisti.:aI abstracts, aMu3.1 reports and other health and
family planning sectur do.:uments, which will he made available by USAID, the GOG, donor
agency miT and other ~onsultants. The team will also review and analyze data and statistics
related to the'roputation, hcalth status, service delivery and c:over:lge.

In addition reviewing and analyzing documents and reports, the assessment team will .:onduct
interviews with relevant health and family planning officials In USAID, the GOG, (in
flankular, the 10c:lI, regional and n:llional statT of the Ministry of He:llth), and personnel in
the internation:ll dnnur, l"GO and private sector communities•

=-
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VI. REPORTS AND DEUVER,\OLES

Til satisfy r~pllrling r~quir~mc=nts:

(I) Tho: assc=ssmc=nt tc=:lm will or:llly luid USAID Director andlor designaled staff on ilS
accllmplishm~nls amI work progr~ss o/a the mid·poinl of the assessm~nt (appro~imalc=ly 4
wc=.:ks aftc=r 1~3m's arrivaJ in GuinC=3).

(2) The 3Ssessment team will orally hrief USAID Director and/or designaled staff on i15
findings, condusions and rc=commc=nJalions three working days before L1~p:lrling Guinea.

(3) The assessmenl le3m .....iII suhmit a. draft asseSSrnc=nt repon for USAID rc=vic=w and
commc=nt at leaSI live .....orking days prior to the departun! of the buIlt of the tew from
Guinea.

(~) After the review of the draft ro:port by the Mission, the te:lrn .....m incOfilllrate the
r.el:llmrnc=nd~d changes inlo a linal ass~ssment report. The team leader will 'ill! txpc=cted to
rc=main in Conakry 3-5 da)'s an.:r the d~p3r1ure of othc=r le3m members in ord.er to leave
h~hind 3 n~3r1y final draft Ill' the assessmenl.

(5) Within threc= weeks after recl!ipt of the Mission's comments of the draft, the tum will
deliver tol:JSAID/Guinta hy o!~press mail:

(a) twenly-live I:opies of the tinal assessm~nl report in English;

(b) Iwenty·liv.e copies of thl! final assessmo!nl report Irwlated into Frenl:h; and

(c) a diskelte(s) cont3ining both the English and French versions of the final
asSl!ssml!nl rl!pon, tormalt~lI in Wordperlel:l 5.1.

The learn will also deliver tc=n copies of the fin31 assessment reporl in English to Guinea Des\:
Officer, Dina Esposito for distribution in AIDIW and one final assessmenl repon in English
to POl/CDIE/DI, ACQUISITIONS, Room 209, SA·18, AIDIW.

The assessment report must indude tho! following elements:

(I) CII!:Jr lahc=ling III' majnr obsc=rvalianslfindinls, analysis of thMe tinding~. and
rC=l:ommtnLlatillns whc=ro: apprllpri3tt.

(2) CI.e3r iLlenlilkatian of tht principlt projl!ct stralegy oplions along ..... ith the
recommo!ndalions of tho: 3ssessm~nl te3m.

(3) An Ex~cutiv~ Summ:lfY, nal 10 exceed 3 singlt,sp3ced typ~d pages, briefly suling the
purpose of the 3SSC=SSm~nl and concis.ely summarizing thl! most impon3nt observ3lions and
recnmml!0l131ions or th.e ll!am. including the m3jor objtctives 3m.l el~menlS proposc=d for the
n~w pflljl!ct.

(4) A Tahlt ur Contents.

(5) Th.e main hody uf tho! rtpun shuuld be kl!pl as brlc=f:lS possible, prefmbly under fifty
(l3ges. with 3ny suppnning analysis or documentation placed in an appendices.
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Plorr No. 675.{)S I()'3-3 1059
AlI:lchment I

111.: I.:am m.:rn".:r~ will slay 31 a 10l:al hllltel whilte in Cllnakry. USAID will assist with in·
wunlry Illgistkal arrangtemc:nts. induding hotd amJ dC:(larturc: l1ight resc:rv:llillns. meeting and
a.~sisting :11 airpllrt fllr arrival anc.1 t1eparturte. Team memhers will have access to the U5AID
cashier fnr I:hc:ck·cashing and 10 the Emhassy health unit for medical emergencies. Provision
fllr emergem:y evacualion (50S) insurance is the responsibility of the team members.

U5AID will he only aMe 10 provide limited and occasionaltransport3lion assistance from its
motor PliO!. The team shlluld therefore be pre(lared 10 renl vehicles for most local and
domeslic travel by wall.
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APPENDIX II

Assessment Methodology

This assessment of the health and population sector of the
Republic of Guinea was undertaken at the request of the USAID
Mission to Guinea. The primary funding mechanism was a buy-in
from USAID/Conakry to the AID Office of Population contract
with John Snow, Inc. entitled "Family Planning Service
Expansion and Technical Support" (SEATS). Additional support
was provided by two other AID projects, BASICS and WINS.

Team members were:

...:

Alpha Dieng
Andrew Fullem
Thomas Hardy
Meba Kagone

Patrick 'Kelly
Julienne Ngo Som
David O'Brien
Elaine Rossi

The assessment began with a two-day team planning meeting in
Dakar, Senegal, on March 8-9, 1994. The team travelled to
Guinea on March 10. Initial briefings were held with USAID,
resulting in minor modifications to the scope of work. Field
work and report writing continued from March 11 - April 22,
1994.

The team reviewed a substantial amount of documentation from a
variety of sources. USAID/Guinea provided historical and
background information from its files. The Ministry of Public
Health and Social Affairs (MSPAS) opened its files, as did
several other government agencies, including the Ministry of
Plan and Finance. Donor agencies and non-governmental
organizations in Guinea were also very generous in sharing
information. A list of documents that were used during the
assessment appears in Appendix XIII.

Interviews were carried out with a wide range of people who
deliver, fund, support, and use the Guinean health care
system. These included many Government of Guinea officials;
managers, clinicians, and support staff of the health care
delivery system; donor agency, NGO, and technical assistance
personnel; private sector officials and health care personnel;
and a variety of users of the Guinean health care system.

Field visits were undertaken to all four of the natural
geographic regions of Guinea, where the team attempted to view
a cross-section of the health delivery system. Every effort
was made in each region to look at ail management and service
delivery levels in the public sector, as well as to examine
donor and NGO assistance as it is provided in the field. One
team member visited multiple regions to look specifically at
private sector health activities.



APPENDIX III
DEMOGRAPHIC AND HEALTH INDICATORS

TABLE I
POPULATION ESTIMATES

(1982 - 2000)

YEAR TOTAL POP URBAN POP URB/TOT UOMEN (15·49) CHILD (0-4

1982 4591901 915821 20 1147975 868328
1983 4724178 971178 21 1181044 893342
1984 4860265 1029881 21 1215066 919076
1985 5000273 1092133 22 1250068 945552
1986 5144313 1158147 23 1286078 972790
1987 5292504 1228152 23 1323126 1000812
1988 5444963 1302388 24 1361241 1029642
1989 5601813 1381111 25 1400453 1059303
1990 5763182 1464593 25 1440796 1089818
1991 5929200 1553121 26 1482300 1121212
1992 6100000 1647000 27 1525000 1153510
1993 6270800 1740879 28 1567700 1185808
1994 6446382 1840109 29 1611596 1219011
1995 6626881 1944995 29 1656720 1253143
1996 6812434 2055860 30 1703108 1288231
1997 7003182 2173044 31 1750795 1324302
1998 7199271 2296908 32 1799818 1361382
1999 7400851 2427831 33 1850213 1399501
2000 7608074 2566218 34 1902019 1438687

HYPOTHESES:
TOTAL ANNUAL GROWTH RATE =2.8%
URBAN ANNUAL GROWTH RATE = 5.7%
CB UOMEN =WOMEN OF CHILDBEARING AGE = POPULATION X 25%
CHILDREN (0-4) = POPULATION X 18.9%
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TABLE II

DEMOGRAPHIC INDICATORS

YEAR SMOOTHED PUBLISHED DATA

CBR CDR CRNI

1982 48.0
1983 48.0
1984 47.0
1965 47.0
1986 47.0
1987 47.0
1938 48.0
1989 46.8
1990 45.5
199T 44.3
1992 43.0

21 2.7
21 2.7
22 2.5
23 2.4
23 2.4
22 2.5
22 2.6
20 2.7
19 2.7
17 2.8
15 2.8

IHR LEO TFR UFMR

165 39.0 6.1 236
160 38.0 6.1 236
T56 39.3 6.0 236
153 40.7 6.2 246
150 42.0 6.2 255
T47 42.0 6.2 239

'<Jr'
6.5 222

145 43.3 6.4 229
147 43.5 6.3 235
148 43.8 6.1 242
150 44.0 6.0 248
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FIGURE III

CAUSES OF MORTALITY
CHILDREN LESS THAN 5 - 1992

MENINGITIS (5.0%)

ANEMIA (7.0 %)
-MEASLES (13.0%)

TABLE III
CHILDREN UNDER 5 - 1992

CAUSES OF MORTALITY

CAUSE "
f---------l----i
~~UTE RESPIRATORY INFECTIONS 29

NON-SPECIFiC 16
MEASLES 13

MALNUTRITION 13
K~ASH10RkOR 2
MARASMUS 7
VITAMIN DEfiCIENCY 4

MALARIA 11
DIARRIIEAL DISEASES 9
TETANUS 9
ANEMIA 7
MENINGITIS 5
OTHER 17

TOTAL 1 100
.~- - ---.~ --_.._--- ---
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FIGURE IV

CAUSES OF MORBID!TY
CIIILDREN LCSS TIIAN 5 - 199 1

(NT. WORMS (1.1.0%)-

TABLE IV
CHILDREN UNDER 5 - 1991

CAUSES OF MORBIDITY

CAUSE

MALARIA 28
ACUTE RESPIRATORY INFeCTIONS

NON-SPECIFIC 24
MEASLES 1

DIARRHEAL DISEASES 15
SKIN INFECTIONS ~

INTESTINAL ~RMS 14
ANEMIA 2
EYE DISEASES 2
MALNUTRITION 1
M~R ,

(28.0%)

TOTAL

5

100

J31



PRELIMINARY DHS ANALYSES

TABLE V
FEM~LE FERTilITY BY lONE

IJOMEN (15-49)

Z~NE· ----......F--I--r-P-G--T-;;F··r~rR - Iii
--+----1-- _.

CONAKRY 17 38 38.3 5.5 34.4
. . ... --- -- +--+---1-
IO\.lFR GUINEA 16 56 49.6

.. _- ._---_. -.- --- _.'.

MIDDLE GUINF. 15 54 50.7

5.8 35.5

6.0 36.4

UPPER GUINEA 16 46 56.3 6.7 33.8
-- -- .•. _.- ._-

FORESI GUINf 15 40 54.9 6.0 33.6
.... -."- -- ...

,Wr:RIlr.E % 16 48 '50.4 6.0 35.1

...
FI = AGE AT FIRST INTERCOURSE
PG = POLYGYNY
AF = ADOLESCENT HOTHER OR PREGNANT (15-19)
TFR : TOTAL FERTILITY RATE
81 : BIRTH INTERVJlL IN MONTHS

-=
-=

TABLE VI
REPRODUCTIVE HEJILTH KNO~LEDGE BY ZONE

MEN AND IlOHEN...-""-' '- -.--.. --- -.-----r----JMCC CCS KSTD 1'5TD TSTD
...- .. _. _.,- - --
H HIF F H HIF F H HIF

9:-: ~.'~ ~.' ~4~~-2~' ~~= 77 ~?.

81 1.5 77 91 1.2 32 89 2.8
._- .._- -_ .. --_ .

MIDDLE GUINEA 51 66 1.3 10 56 85 1.5 74 98 1.3 9 39 4.4
-_...-_.- -_.. --.• - _. _.- _ .....• -----. --1-'"
UPPER GUINfA 7 39 5.4 4 25 65 2.6 87 85 1.0 24 73 3.1

ZONE '- .- -- --- --
- H M/F F
- .._-_._-..~-_. --

CONAKRY 61 8', 1.4 38 82

'--"--- .
LO~ER GUINEA 17 53 3.2 10 53

.. - . - .

- - - - -- '-f--i-- - _.

~~~~_~~~~El~.3~. :-.~. 4 26 80~ ...~_~~_ ~~ ~~_ ~_:_ :::
AVERAGE r. 28 55 2.0 11 47 81 1.7 74 94 1.3 29 74 2.6'----_...._- ..- ....- -- - _.. - _._--'-..-

HCC = KN~lEDGE OF HODERN CONTRACEPTION
CCS = KNO~LEDGE OF A MODERN CONTRACEPTION SOURCE
KSTO ~ KN~lEOGE OF A SEXUAllY TRIINSMITTED OISEASE(INClUDING AIDS)
PSTO ., KNO\.II.EDGE THAT TilER£: IS rrmTECTlON AGAINST STD'5
TSTO ~ KNOlJlEDGE TIIAT TIIFRF 1<; TRFIITMFNT rOR STIl'S

6 13;;)



TABLE VII
REPRODUCTIVE HEALTH ATTITUDES BY ZONE

HEN AND lJor~EN

'IJTS

._ • w ___ • ___ •

--- j - - --_.-
BPA IJTL INC ArrM

ZONE _. - _..- -_ .. - -
F H H/F F M M/F F M H/F F M HIF

------- -- _...-- .._. _.
CONAKRY 39 34 0.9 20 15 10 0.7 5 5 1.0 72 77 1.1
--.-._--- -_. __ 1--- .--. _.. --
LOWER GU I flEA' 28 12 0.1, 16 7 6 0.8 7 10 1. 5 58 84 1.4_. - - .. -_._- ._. ..-.. . ..
MIDDLE GUINEA 13 24 1.0 13 '; f, 0.8 7 9 1.3 4f, 57 1.3
--_.._--- . -.. .- .- _._-
urrER GUINEA 27 17 0.6 15 9 3 0.4 6 11 1.8 40 59 1.5
-.. ----_... -.-- ._. - 1-._-
FOREST GUINEA 28 20 0.7 12 0 11 1.4 6 8 1.f. 35 B3 2.4_._- ._ .. _- -
AVERAGE X 28 55 2.0 14 R 7 0.9 6 9 1.3 48 72 1.5

BPA = BOIH rARTNERS APPROVF OF FAMILY rLANNING
\JTS ~ \JANT TO SPACE FUTURE PREGNANCIES
loin = WANT TO LIMIT FURTHER BIRTIIS
INC = IDEAL NUMBER OF CHILDREN
AFPM ~ APPROVE OF FP MESSAGES ON RADIOITV

TABLE VIII
KNOWLEDGE OF AIDS BY ZONE

HEN AND IIOHEN

M M/F F H H/F

---- ----r-------
ZONE

KA

H MIF

SR KT

H M/F

KHP

M H/F

CONAKRY 92 83 0.9 51 60 1.2 68 69 1.0 80 78 1.0 17 33 2.0

LO~ER GUINEA 81 42 0.5 54 66 1.2 68 88 1.3 55 87 1.6 7 15 2.1
- - - .....- -.. -- ._-- -......- _....._-- ..._--

MIDDlE GUIN£ 80 78 1.0 68 73 1.1 64 87 1.4 81 91 1.1 3 10 4.0
- .. ..-- _.•- .. - . " - .- -_ . ... --

UPPER GUINEA f,6 51 1.1 46 ';6 1.2 57 65 1.2 66 73 1.1 4 8 2.3
-- --- ---_.- - _.- .- _.- .-~---
FOREST CUINE 53 48 0.9 16 30 1.8 60 69 1.1 49 79 1.6 3 7 2.8

-: ---_. _._- -- .-
AV[RAGE ~ 70 61 0.9 57 64 77 1.2 68 82 1.2 7 15 2.2

KA = KN~LEDGE OF AIDS AS A STD
SR = RADiO AS THE FIRST INFORMATION SOURCE
KT = KN~LEDGE OF MEANS OF TRANSMISSION
KP = KNOWLEDGE THAT ONE CAN BE PROTF.CTED AGAINST AIDS
leMP = KNOWS CONDOMS PROTECT AGAINST AIDS
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TABLE IX
KNO~LEDGE OF CONDOMS AND AIDS

MEN AND I,IOMEN

ZONE
KAC

LOWER GUINEA 21 37 1.8 12

AVERAGE ~ 17 37 2.3 11

<:.166210.3

1.2 50 17 0.3

1.3 51 20 0.4
--f

1.8 58 16 0.3
--·f-

1.2 35 10 0.3

HS
.-_... - - - r--
MfF F ~I HfF

0.5 37 14 0.4

.. :------- r---."-
KCS PS MS

..." -_.- .-.: .-- _.1-- --
M MfF F M MfF F M

. ,..- - -
52 1.6 65 72 1.1 37 47

21 1.7 31 60 1.9 29 52
-- -- --

14 2.6 28 62 2.2 33 39.- _.. - -- - - ..- . . -
14 3.'S 45 60 1.3 19 40

-- _.. - - - - f-._-I- -_.
20 3.5 35 50 1.4 43 22
.. ... _... ._--- -,. -.. -

24 2.2 47 64 1.4 34 41
- - ._0 _•... -- ._- .- .

F M MfF

45 71 1.6 33

FOREST GUINE 9 28 3.1 6

MIODLE GUINE 11 28 2.5 5

CONAKRY

UPPER GUINF.A '6 25 4.0 4

::

KAC = KNOUS ABOUT CONDOMS
KCS = KNO~S A CONDOM SOURCE
PS = PHARMACIES AS A SOURCE OF CONDOMS
MS = PUBLIC MARKETS AS A SOURCE OF CONDOMS
HS = HOSPITALS AS A SOURCE OF CONDOMS

... TABLE X
HEALTH CARE FOR PREGNANCIES IN LAST 5 YEARS

ZONE PN TT2 DHF OTP
-.----.- ----... -."- .. -. --..t----i
CONAKRY 93.8 74.5 73.3 83.2

LO\oIER GUINEA 64.7 51.4 24.0 .26.7
----~--_.-.__ .--- --_.

MIDDLE GUINEA 38.4

rOREST GUINEA 64.1

UPPER GUINEA

AVERAGE Yo

40.2

59.9

28.1

7.3.6

36.2

39.9

12.4

16.2

21.6

25.0

15.4

20.9

26.0

29.4

PN = PRENATAL CARE
TT2 = AT LEAST 2 DOSES OF TETANUS TOXOID
OHF = DELIVERY IN A HEALTH FACILITY
OTP =DELIVERY BY A TRAINED PERSON

(DOCTOR OR NURSE/HIO~IFE)

8 J3~



TABLE XI
CHILO MORTALITY AND MORBIDITY

-_. ·r--------

tZONE .___~_~~~~ . UF~ __ _~~__~ -!~_.--_ .. _.-.
CONAKRY 56 100 71 164 21 13 34

f--.. _---. - . -- .---- -------- ---
LOIlER GUINEA 52 107 120 214 9 12 25

.-..
MIDDLE GUINEA 73 152 93 231 19 21 49_._----_._- _.
UPPER GUINEA 94 177 121 276 13 11 27

FOREST GUINEA 85 195 156 321 19 11 36'-_._----1---- 'c--- ._--
AVERAGE ~ 73 150 115 248 16 14 35
-------'-.-

NM =NEONATAL MORTALITY « 1 MONTH)
IMR = INFANT MORTALITY RATE (0-11 MONTHS)
CM =CHILO MORTALITY (1·4 YEARS)
UFH = UNDER FIVES MORTALITY (0·4 YEARS)
02 =DIARRHEA IN THE LAST 2 WEEKS
R2 = RESPIRATORY INFECTION IN THE LAST 2 WEEKS
F2 = FEVER IN THE LAST 2 IlEEKS

TABLE XII
HEALTH CARE DELIVERED TO CHILDREN

12-23 MONTHS CHILDREN UNDER FIVE

CG MEASLES CC I FD OPD AMF ARI
1---- --

85 63 48 40 36 21 31
----'- -- I-.

63 51 32 50 17 20 12
-

51 36 25 38 11 12 23

43 24 18 47 6 13 21
- - ... -___0_. --- ..._. --'-'" ---- _._-- -----

66 43 26 5! 35 31 35
- --- -_._- --_._. ___ a· ..- ----

60 43 29 44 21 19 23
-- ~ .. _.- '-- -_._- '--- _.._----

AVERAGE :t

FOREST GUINEA

UPPER GUINEA

LO\IER GUINEA

CONAKRY

B
ZONE

MIDDLE GUINEA

BCG = TUBERCULOSIS VACCINE
MEASLES =MEASLES VACCINE
CC =COMPLETE COVERAGE
IFD = INCREASED FLUIDS DURING DIARRHEA
OPD =ORS PACKET USED DURING DIARRHEA
AHF =ANTI-MALARIAL FOR FEVER
ARI a ANTIBIOTICS FOR RESPIRATORY INFECTION

9



TABLE )(111
BREAST-FEEDING FOR CHILDREN

.. - - ......-
ZONE B1H BID
~--,._-_.-

CONAKRY 30 53
_4__ --

LOWER GUINEA 44 61
.....................
MIDDLE GUINEA 25 50
......................
UPPER GUINEA 26 35...........................
FOREST GUINEA 61 84............. -.......
AVERAGE r. 38 58............. ----_.. --_.-

Blll = STARTED \.IIlIIIN 1 HOUR ArTER BIRTH
BID = STARTED WITHIN 1 DAY AFTER BIRTH

TABLE XIV
RADIO LISTENING BEHAVIOR

.,- .. _.-._-
--

.", ZONE

CONAKRY 38
.. _..- - - .. .. - .. -

LOIIER GUINfll 11
- _._- . __ .. -

MIDDLE GUINEA 12--_._..
UPPER GUINEA 5
------,--
FOREST GUINEA 3

..._-_ ...
AVERAGE % 12

..._-- -'-- --_.._-r-.----
RV RN RR_. -- f-r-" ..._-,- - -_.- '-"-'

M "'IF F M H/F F M M/F
._. ._- 1--- _.- .._---1-- - _.
68 1.8 96 94 1.0 3 2 0.9
-- - -- .- 1---- .-~- --.

33 3.0 94 118 0.9 9 8 0.9
".- - -- .- - ._- _.. --
30 2.6 39 62 1.6 63 40 0.6

t--- t-- -- --
29 5.4 68 89 1.3 40 9 0.2
-
16 6.5 87 83 1.0 2 4 2.0

-f--+--- --f- --
35 2.9 79 85 1.1 22 12 0.5L..- ___ .- ___ L--_ .

RY =LISTENED TO THE RADIO YESTERDAY
RN = LISTENERS WHO LISTEN TO NATIONAL RADIO
RR = l/STNERS IIHO LISTEN TO RURAL RADIO

...
TABLE )(V

IEC ON THE RADIO

. .- r----..--_._--_. _._----
AIDS FPM AFP

- -_ .._- --- - _.. -.. _.-- - ...-
F M MIF F M M/F F M M/F

. -_ . _.. _..... .- " .'-' ._- -- . .. ---
55 68 1.2 25 30 1.2 72 77 1.1

.. - -_. _. _.. - _. -- . -- .__ . -_ .. _. _.
NEA 79 33 0.4 8 17 2.2 58 84 1.4

- _.- -- - - 1---.- -.-- -- - --
INEA 90 30 0.3 1 4 2.5 44 57 1.3_. -- -f-- _._- !- - --
NEA 81 29 0.4 3 2 1.0 40 59 1.5_.
INEA 63 16 0.3 4 2 0.6 35 83 2.4

76 35 0.5 6 13 2.2 48 72 1.5
.. -- --

CONAKRY

ZONE

FOREST GU

UYPffl' GUl

MIDDLE GU

lOllER GUl

AVERAGE"

AIDS = HEARD ABOUT AIDS FOR THE FIRST TIME ON RADIO
F~M ~ HEARD ABOUT FP METHCDS FOR FIRST TIME ON RADIO
AFP : APPROVED OF FP MESSAGE HF.ARD ON THE RADIO

10 I
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APPENDIX IV.

,II I I '" II I. !
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Requirement

Selectioi1 of district level
in the health system

Support of government and
local administration to PHC
(including mobilization of
external assistance)

BAMAKO INITIATIVE STATUS

Implemented/Strengths

District level selected:
prefectural directorate of
health

External assistance
mobilized (UNICEF, World
Bank, NGOs, etc.)
Local administration assists
in social mobilization and 
--- with support staff to
health centers

1

Remarks/Weaknesses

Prefectural directorate
lacks human and material
resources (insufficient to
properly carry out
activities, skilled
supervisors, support
staff), lack of funds,
insufficient number of
vehicles and supervisory
teams, EM logistics

Where external assistance
is not secured there is no
activity related to BI.

BI is difficult to
implement

Limited assistance of local
administration to health
financing.

For long time government
assistance in funds lacked.
In 1993-94 health budget
increased and funds should
be available to regional
and prefectural directorate
of health. As yet nothing
is available.

! I "I
I ,., I 'I , I I I I,' I' , I' , , I'I'" '" 'I I 1" 1'1' " I II I III I
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APPENDIX IV.

B~ffiKO INITIATIVE STATUS

I Requirement Implemented/Strengths Remarks/weaknes:'~s :=]1
Initial training in basic
skills to launch BIs
activities (supervision,
monitoring, EM management,
algorithms, financial
management) for service
providers

Training of community
representatives in
financial management

Orientation of community
representatives on BIS

Initial training of
personnel performed in
curative care, PHC, EPI,
management, algorithm

Communities sensitized

Management committees
selected and trained and
oriented

Cost recovered from purchase
of EM and services

Although training
performed, technical
competence of health aides
and ATS, nurses and
midwives at health centers
can be questioned.
Algorithms are not used.

Poor quality of services

FP not included in minimum
package of services
provided at most health
centers

Sensitization of
communities before
launching activities

Low utilization of services
especially FP and assisted
deliveries.

cost recovery

2
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Requirement

Central and Intermediary
support to the district
level

-

APPENDIX IV.

BAMAKO INITIATIVE STATUS

Implemented/Strengths

Supervision and monitoring
visits made at health
centers by PHC/EPI/EM
coordination unit and by
Regional Inspector of Health

Remarks/Weaknesses

As program expands
supervision becomes
difficult often planned
supervision is not carried
out (around 30-40%) .
Supervisors do not bring
about needed changes to
improve quality of care and
management.

Supervisors sometimes lack
supervisory skills.

There are not enough
supervisory teams to carry
out supervision as
scheduled. Lack of
motivation of supervisOl~s.

Lack of resources to carry
out supervision (vehicles,
fuel, competent supervisors
in all activities)

~
--D

,

I" I___. _ I I
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APPENDIX IV.

BAMAKO INITIATIVE STATUS

IRequirement Implemented/Strengths Remarks/Weakness ;:

~
CY

Commun£ty Involvement in
financial management and in
carrying out activities
related to health services.

Constitution of revolving
funds to be used to
purchase EM and'
maintenance.

Health committees engaged in
managing funds recovered
from purchase of drugs and
services.

Engaged in social
mObilization and IEC
activities.

Attend monitoring sessions
and health centers

Funds obtained from cost
recovery used to cover basic
operating costs of health
centers.

Reserve funds used in part
to cover maintenance costs
in some zones.

4

Limited engagement in.
definition of community
health problems and
planning.

Limited engagement defining
health problems and
bottlenecks in implementing
PHC activities at health
centers.

Limited access to reserve
funds. Kept in bank and
can loose value as time
elapses. Problems of
maintenance and
amortization are not
resolved (investments).
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Requirement

Existence of referral
hospitals

-
--p

APPENDIX IV.

BAMAKO INITIATIVE STATUS

Implemented/Strengths

Referral hospitals exist in
each region and prefecture.

5

Remarks/Weakness

Refer.ral hospitals often
lack:

basic equipment to
perform technical work

· lack of skilled
personnel to run
available equipment
(radio, anesthesia)

· insufficient number of
skilled clinicians.

· low utilization of
services and referral
system

stock out of drugs



APPENDIX V

Private Sector Assessment

In countries such as Guinea which have opted for free market
economies, both the private and para-public sectors are expected
to play either a major role in the economic sector or act as
logical partners in health and family planning matters. This
sector includes:

private health establishments such as clinics, medical
practices, pharmacies and private labs;

the health dispensaries of industrial and commercial
enterprises, or private and para-public services;

autonomous social institutions such as the National Social
Security System (CNSS) or the Red Cross;

Health Oriented Non Governmental Organizations (NGOs); and

the informal sector which includes traditional healers,
village midwives and small-scale medical suppliers.

The role of the leading partner in health and family planning
matters within the private and more precisely, non-state
controlled sectors can be defined thus:

1. In the first instance, this sector handles health and
family planning demands which are not covered under the
public health system. This usually includes patients and
people who seek service from private clinics, medical
practices, labs and other health dispensaries of private
and para-public enterprises.

2. Additionally, this sector is involved in commercial
activities which are different from those of the public
domain as is the case of the clinics, medical practices and
other labs cited above as well as for dispensaries,
wholesale distributors and pharmaceutical industries.

3. Furthermore, their structures are frequently more flexible
than state run establishments or sometimes more adapted to
providing immediate and timely assistance. This is the
case with NGOs which in addition to providing financial
assistance, provide more efficient services in areas or
zones where state support has proved to be insufficient or
inadequate.

4. Finally, private sector health programs/practitioners can
provide health or family planning services which are
usually their areas of specialization and which allow them
to satisfy particular needs for religious or traditional
purposes. This is the case with traditional healers,
village midwives or denominational establishments which
promote or develop natural family planning methods.
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The impo~tance of these types of private, para-statal,
tradition~l or religious actors within the Guinean health and
family planning systems cannot be overlooked. In general, they
play three fundamental roles: they collaborate closely with the
public sector as part of the process of integrating family
planning within the public health structures; additionally, they
provide service in areas which fall within their competency as
can be witnessed with vast numbers of private/para-public medical
or pharmaceutical facili ties; finally, they expand the
therapeutic and contraceptive services through village midwives
and pr~moters of natural family planning methods.

However, despite the undeniable presence of the private sector
within the health and family planning system in Guinea, despite
its importance and diversity, both the government and the
populations are yet to exploit its full potential. Before
reaching this objective,··' it will be necessary to overcome
deficiencies and other limitations of this sector by adopting and
implementing appropriate strategies for greater impact and
expansion.

The strategies to be adopted will be determined from the
following analysis of the strengths and weaknesses of the actions
of· the latter.

Strengths and Weaknesses of the Private Sector

A pluralistic and liberal political system was installed in
Guinea at, the advent of the Second Republic in 1984. This
brought about, several changes within the economic and social
sector as evidenced by the emergence of several private sector
ranging very often from small businesses (trading, wholesale
t~ade, crafts industry), big/medium size businesses (fishing,
construction, manual labor etc.) or large production units to
former public services which were declared companies with mixed
economies (industrial mining, agro-industries, pharmacy). Health
and planning were not marginalized by this policy as a result of
the primary role of the private sector. The dynamic, diverse and
technical skills demonstrated by this sector should guarantee its
future participation as a leading partner in its collaborative
efforts with the government.

The major strengths of these sectors are in:

a very favorable pOlitical/legal framework within which
they operate;

- . the existence of possibilities upon which
legitimate expectations can be pinned.

the most

a realistic and encouraging partnership between state and
private sector.

a favorable political/legal climate for family planning in
the private and para-public sectors.



The following indicators present an alarming demographic
situation in the country: infant mortality rate - 150%; average
maternal· mortality rate of 500 for every 100,000 births;
birthrate - 48%; coverage of health centers across the entire
country in 1988 - 28.9%; annual population growth rate 2.6%;
average age of marrying women - 16.9 yrs; rate of fertility
average 6.1. This situatiou should encourage the government to:

a)

b)

Develop, or better yet, encourage family planning as a
means of ensuring family welfare (Fundamental Law which was
adopted in 1990) or as a population political strategy
which would "reduce the, gross birth rat~ of 25% by the year
2000" (Declaration of Population Polit...cs under decree n°
92/l44/prg/sgg/of 4/6/92). Such resolutions which do not
necessarily address the private and para-public sectors do,
however, represent (as is the case with the others, a
possible recourse whtc;h:cotlld p:rovide support for their
family planning programs) a guarantee against all suspicion
or ambiguity concerning the legality and appropriateness of
such an activity.

to re-think its health policy and to call not only upon the
private and para-public sectors but also on traditional
practices and NGOs "to remove the constraints ...which have
been preventing the country from reaching its stated
objectives" (declaration of sectorial politics on health,
February 1993)

...

c) to re-define its options within maternal and child health
(MCH) and in this light, promote a partnership with the
private and para-public sectors "and encourage them to
contribute generously to the improvement of maternal and
child health, as well as the health of women in general"
(Proposal by the National MCH/FP Program).

d) develop a partnership between the pUblic and private
sectors. Support for such an undertaking is provided in
·'he National MCH/FP proposal: "Coordination between
interventions (private and para-public sectors) will be
assured by the MCH/FP or the Family Health section:
concerted research will be carried out between all
participants to promote uniformity in training criteria,
service standards and management tools.

Participation in such a project would not be limited. It would
be open to all private/para-public organizations, the traditional
as well as the religious, the lucrative and the non-lucrative,
as -long as they contribute positively to the development of
health and population activities. It seems clear that the
government's only wish is to concert with its partners, not to
impose its will - a policy which has the advantage of encouraging
confidence and trust in the joint venture. Finally, it is worth
noting that the government is fully aware of both the
quantitative and qualitative cont~ibutions of this sector, in
short, the hidden potentials of this sector.

3



The strengths the private sector's contribution to the
improvement of health and family planning activii':.ies in Guinea
can be summarized under four basic criteria. These are: the
quality of services, the target population, diverse intervention
techniques, and the existence of a social security system which
will help perpetuate health and family planning programs.

a) In terms of service quality, the private sector, especially
health dispensaries of large enterprises, clinics, medical
practices and other private labs have the following
adva~tages:

they offer better technical expertise than the public
sector: this is especially the case with the following
- the Compagnie des Bauxites de Guinee (CBG), the
Societe des Alumines de Fria ou d'Aredor, the Societe
d'Exploitation du Diamant-in Gbenco, in upper Guinea.
This is also true with medical centers such as those
at the Societe Guineene des Palmiers a Huile et
d' Hevea (SOGUIPAH) or the Entreprise National des
Tabacs which basically has a more complete medical
staff, modern equipment, a wider range of, and readily
available medical assistance. As far as family
planning is concerned, the medical centers are capable
of offering a wider range of services, from oral
contraceptives to surgical contraception, including
services for STDs/AIDS (they often have well equipped
labs for sero-bacteriology) and can even handle
sterility;

they can offer quality service: the availability of
the medical staff, of equipment and drugs: proper
hygiene; adequate sterilization of medical equipment;

they maintain regular service reports (monthly) and a
satisfactory filing system of patient records.

It is worth noting that these comments only refer to the profit
making establishments within the private and para-public sector
in its efforts to provide quality services.. They do not often
include the NGO and traditional sectors.

The private sector in Guinea also plays a major role in medical
coverage. In essence, this sector provides service to a
considerable percentage of the population, notably to:

Employees and families of companies mentioned earlier
a.ridthose employees and family members of companies
which do not provide health services to
patients/employees who seek services in clinics,
medical practices and private labs. According to the
Labor Department, the total number of people seeking
medical services in these centers is 1,170,000
(workers and families).

4
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People living within the proximity of the private and
para-public health centers who seek medical services
either because they do not have easy access to the
closest public center or because of better service in
these private centers. The number of people seeking
such services is quite high in particular in Kamsar,
Fria, Conakry,- Gbenco and Diecke. According to
medical authorities, the number of people in these
communities is no less than 250,000;

People who visit ,NGO or NGO managed centers such as
the AGBEF model clinics, private catholic
dispensaries which serve up to 50,000 people;

People, who because of their culture or financial
status can only visit traditional practitioners. The
predominant users' are ,the' rural populations and the
numbers can be as high as 1,500,000 or even 2,000,000.

It can, therefore, be concluded that the number of people served
by the private sector is quite substantial and can reach as high
as 2,500,000. Furthermore, this category seems to be comprised
of that segment of the population which is in dire need of family
planning. This segment also has the highest birthrate (among the
working class group, the birthrate can be as high as 60% and the
rural milieu in Middle Guinea where the fertility rate is much
higher than the national average).

One of the major contributions of the private sector to the
development of health and family planning programs is the
diversity of the services provided. As was earlier demonstrated,
this can be attributed to:

the private sector I s more complete and functional
health care infrastructures which are often lacking in
.the public sector. There are approximately 30 centers
in Guinea which belong either to companies or NGOs
wh~ch are quite capable of developing highly competent
health and family planning programs; in addition,
there are some twenty private medical practices which
sometimes have dependable laboratory equipment.

as far as strategy is concerned, this sector's
flexibility and capabilities allow it to succeed where
the public sector cannot (for example, in such areas
as social marketing and community-based distribution) .
In this respect, it is worth noting that the country
has 183 private pharmacies, 4 wholesale distributors
and a central pharmacy which services the para-public
structures. Guinea also has several village midwives
(several thousands) who could contribute to the
success of important community based distribution
programs.

I
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the private sector can develop its own programs, or
offer technical assistance to the public sector, or
simply provide financiaJ or in-kind assistance. At
least ten national/int€: ." ational NGOs are currently
providing such services in Guinea.

With respect to the National Social Security System, the
following exist in Guinea:

a national social security system exists with some
2160 subscribers (companies) as well as 57,557 insured
members (workers). The system covers reimbursements,
patient care in cases of extended hospitalization
(beyond 8 days) and contraception. It also covers
welfare for the children of the insured {age limit, 16
·yrs; max. number of children 10).' Employees also
receive half of' 'their salary during the 14 week
maternity leave.

an health care mutual fund which is not operational
will eventually cover civil servants (50,000), workers
of the modern sector (40,000), workers in the informal
sector (20,000) as well as their family members. The
mutual fund package will include curative and
preventive health care, essential drugs and lab tests.

There is, therefore, little doubt that the private sector is well
positioned to assist the government in implementing its health
and population programs. It is quite clear that this sector has
been active and has gained considerable experience in health and
family planning matters which should be drawn upon to establish
and implement a more complete and ambitious program.

The government/private sector partnership program was initiated
at the end of the 1980s and is, therefore, quite young. It began
with the appearance of NGOs which either implemented their own
programs liaised with government efforts. The most noticeable
are:

AGBEF which collaborates with such international NGOs
as Population Services International ( PSI) , Family
Planning International Assistance (FPIA) or which uses
financial assistance from international organizations
(World Bank, UNFPA, IPPF) to develop its own
administrative and technical structures, and provides
assistance in integrating family planning in health
centers around the country. It is also contributing
to the development of information, education,
comm\lIlicationand. family planning activities across
the whole country. This is being done with innovative
techniques (work with the informal sector, a proposal
to work with pharmacists, distribution at the
community level etc.)

1+7
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It should be noted that AGBEF plays a leading role in
family planning matters. In this regard, AGBEF has
succeeded in integrating this activity in 80 health
centers in different regions of Guinea. Additionally,
it has 3 model clinics (1 in Conakry, I in Kindia and
1 in Nzerekore)

with its 6 million dollar grant for the FAMPOP
project, PSI is in the process of developing an
important social marketing program for condoms across
the entire Guinean territory. Working in close
collaboration with the National STO/AIDS Control
Committee and AGBEF, FAMPOP has succeeded in promoting
the increased use of condoms.

CERAC-SANTE is a local NGO which operates in the
Kindia district ~ '"It ass'ists in the renovation of
'health centers and posts within this locality, carries
out health education activities (family planning,
nutrition, vaccination etc •. ) trains village midwives
and manages women's groups.

Several European NGOs intervene in specific areas.
Some are involved in hospital and health center
renovation, restocking drugs and medical equipment,
training medical staff and improving their management
systems. Others, such as Medecins du Monde provide
aid to the Kindia district hospital; the Association
Fran<;aises des Vo1ontaires du Progres assists the
Forecaria health center; Medecins sans Frontieres and
Medicus Mondi operate in Upper Guinea, while the
Belgian Medecins sans Frontieres operates in tropical
Guinea.

The Catholic church, on the other hand, is in the
process of developing natural family planning program
with the creation of a national association which.
would promote this activity. It has also created a
natural family planning service in 7 dispensaries in

,Conakry;

The Association for Voluntary Surgical Contraception
(AVSC) helped with the development of mini-lap
capabilities in 5 public health centers (3 in Conakry,
1 in Nzerekore and I in Labe)

The private sector is very active in the Guinean health and
family planning process. It has more or less secured its place
as a partner to public authorities, especially in regards to the
major role played by the AGBEF in family planning and other
family and population domains. The same can be said for PSI with
its STD/AIDS control program via its social marketing of condoms
and also for the activities of other NGOs.

However, despite the actions of the numerous'NGOs in the national
health and family planning program, despite their dynamism and

\. ~ ~



important service to the country's developmental process, the
public sector has yet to exploit the full potential of this
sector.

Upon closer inspection of the preceding analysis of the private
sector, it can be discerned that the profit making private and.
para-public companies are not involved optimally in health and
population programs. Additionally, the State/Private sector
partnership seems somewhat fragmented due to the failure on the
part of the private sector to grow while providing support to the
government.

The major weaknesses of the private sector in health and family
planning are:

absence of a program for the private sector;

lack of noticeable interest in family planning by
the private/para-public sectors, and

the need to improve the quality of NGO services

Notwithstanding the leading role played by the private sector,
it must be stated that there is no national health and family
planning program. In essence:

a) there is neither structure, coordination, superv1s10n,
nor management of such a program in the country.
Furthermore, even though a system of coordination is
deemed necessary by the Ministry of Health and Social
Affairs, it only exists as a proposal. As far as a
management structure is concerned, this cannot exist
until some action is taken to coordinate and plan
private sector health activities of companies,
clinics, medical practices and private labs, without
forgetting NGO health structures, the pharmaceutical
professions and traditional practices.

b)

c)

with respect to sponsorship, there is no single
project to support the private sector program, despite
considerable efforts by external aid sources. Local

·NGOs such as the AGBEF or their international
counterparts such as PSI, FPIA, AVSC or Medecins Sans
Frontieres, have been successful in receiving aid but
this was used to develop public health structures, and
not to develop health and family planning activities
in the private sector. It is true that two companies
in downtown Conakry received modest assistancQ for
their family planning programs. Unfortunately there
are no other examples.

with regard to the objectives of the government and
particularly the family planning target group, there
is no proper census of working class families. No
program exists aimed at working women. There are
250,000 women of child bearing age are within this
sector of the population. There is also no family
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planning program for the rural populations which
almost always seek traditional practitioners,
especially as pertains to maternity and contraception.

There is a decided lack of interest in family planning activities
by the profit making private/para-public sector. Mention should
be made of the marginal allocations to family planning by the
private sector, notably, those made by profit making enterprises.

Family planing in this instance consists of advice which is
frequently given to large families, in other words, when it is
already too late to plan. This attitude is, however, not
irreversible. It is often due to:.

-
r

campaigns within companies.
plac0d on curative care.

seldore show family planning
this is indicated as part of

a)

b)

c)

misunderstanding by company directors of the positive
aspects of family planning for company productivity
and worker output.'

lack of health lEe
Emphasis is usually
Furthermore, records

.statistics, even when
their programs.

non-participation of the private/para-public sectors
in the development of national health and population
policies. In this case, lack of participation by the
National Social Security System in the elaboration ~nd

implementation of such policies is deeply regretted.
Ironically, this organization has implemented one of
the most classic pro-birth policies, one in which
workers with families receive allocations for each
offspring; the package includes coverage for a maximum
of 10 children for each worker - with an age limit of
17 for educated children and 16 for those who are not
literate; and the payment of half of employee salary
during the 14 ,week maternal leave. As long as the
CNSS continues such policies, it will be difficult to
convince those in the lower income bracket to practice
spacing between births. Launching an intensive family
planning information campaign could impact on
behavior.

A third observation is that the quality care and services among
various private sector service providers is not uniform, and in
some instances is not better than that offered by the public
sector.

=-
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a) There is a vast disparity in the quality of services
provided by NGOs. This is due in part to the funding
on a regional basis of activities. AGBEF, for example
seems to obtain better family planning results in
Upper and Tropical Guinea than in Middle and lower
Guinea because of the difference in the quality of the
centers and better equipment in Upper Guinea.
Differences can also be observed in the NGO approach,
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b)

c)

as can be witnessed in the cases of FPIA and AGBEF
where the patient record filing system and follow up
procedures are more efficient in the former. FPIA, in
particular, seems to master its filing system and is,
therefore, is able to determine drop out rates and
determine numbers of acceptors more easily than some
'of its counterparts.

The problem of coordination and harmonization of
activities needs to be resolved rapidly.

The quality of services in several integrated centers
is average, even within 2 of the 3 AGBEF model
clinics.

service after consultation is limited to delivery
of oral ,co~traceptives, of injectables and
condoms. There is practically no IUD insertion
service, whereas the majority of the clinics have
facilities for gynecological examinations. Very
often, the patients are referred to hospitals
which unfortunately, do not have family planning
records;

equipment sterilization is very often very poor;

In general, the reception at the AGBEF model
clinics is not friendly enough to motivate
patients; and

there is an alarming shortage of technical and
administrative supplies within the family
planning centers; this includes shortage of
cupboards or filing cabinets for patient files,
shelves, moving lamps, trash cans trays,
calculators, separate files for family planning,
STDs and sterility - all of which, are minimum.
requirements in a family planning center.

The informatio'n system is no more reliable in the
AGBEF centers than in the health centers where family
planning is supposed to be integrated:

patient files are not arranged in such a manner
which would allow for easy follow-up.

lack of proper administrative support makes it
difficult to maintain a reliable inventory of the
stock of contraceptives; and

centralization of statistical data at the AGBEF
headquarters prevents the regional coordinators
from obtaining needed information to continue the
family planning integration process in the health
centers.
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The fourth observation is that very few local NGOs participate
in the national health development program: to date only 6 of the
50 recognized by the Service de Coordination des Interventions
des ONG (SeIO) participate in the program. Additionally, with
the exception of the AGBEF, the action is localized and
coordination with the government seems to be insufficient.

These are the principal weaknesses which characterize the
contribution of the private sector to health development in
Guinea. A brief summary would include the following salient
points: lack of collaboration between government and the profit
making private/para-public sector; insufficient coordination
between NGOs working with the government; and the need to improve
the approaches of the former.

The consequences of these problems that national coverage,
particularly in family plantting is very partial since the most
important part of the population which is in dire need of
planning is excluded. This group &onsists mainly of workers in
the modern sector and their families; furthermore, several health
outposts which receive NGO support offer average quality services
and do not have the necessary management techniques for these
programs, for statistics and logistics; finally the lack of
cooperation between the government and the private sector
represents a tremendous loss in terms of revenues since increased
involvement with the private sector would increase tue number of
structures for development programs, hence additional resources
for this purpose.

Conclusions

Despite a real effort by the public authorities to include the
private sector in the national health and population policy,
impact has been minimal in the absence of a specific program for
this sector. Nevertheless , neither the potential nor
opportunities for increased activities and growth are lacking in
this sector.

With regard to potential, the private and para-public profit
making arm of this sector have management abilities, human
resources and infrastructure, all of which are real assets which
should be exploited. Furthermore, they serve a very important
sector of the population which, it should be understood, is not
served by the pUblic sector.

It has also been demonstrated that NGO support to public
activities has some shortcomings in areas of coordination,
s~rvicQ delivery, management and follow-up_

In discussing the issue of continuity, a point has been made to
the existence of concrete opportunities and inherent capacity for
growth within the National Social Security system. The
possibilities involve future implementation of a mutual fund
which would guarantee prevention and cure for subscribers from
state agents to workers from the modern and informal sectors.
The difficulty facing the mutual fund lies in its inability to
obtain credit to implement activities.



suggestions and Recommendations

1) Identify an external sponsor for the national family
planning program to be used for the private sector. The
grant should be used on private/para-public health
structures, on all enterprises with health structures, and
on NGOs wishing to develop family planning activities. It
should also be used on all private/para-public associations
which are interested in promoting family planning.
Finally, the same grant should be used to carry out
research on the influence of the traditional sector,
contraceptive methods, as well as a feasibility study on
community based distribution. The modalities for the
distribution of the grant should be drawn up including:

creation of a coordinating committee which would
include representatives from the Ministry of Health
and Social Affairs, the Ministry of Planning and
Finance, the sponsor, and the executing agent of the
national family planning program in the private
sector, and

Examination by the above committee
different private sector groups which
developing family planning activities.

of
are

requests from
interested in

2) Provide assistance in the following areas:

Conduct a KAP study on the attitudes of the work1ng
class regarding contraception and appropr;ate
informational and educational advertisements to be
developed. Also carry out a study and research on
contraception in the traditional sector and the
feasibility of developing community-based distribution
programs;

Organize short-term training sessions on family
planning clinics, on management of family planning
programs, on IEC/counselling, on prevention and
treatment of STD/AlDS, on caring for the sterile, on
laboratory techniques, and on logistic management and
statistics;

Provide administrative supplies, (filing cabinets,
cupboards, files, suspensions, consultation cards,
appointment cards, inventory registers, registers,
stands etc.) technical material (examination tables,
moving lamps, IUD equipment, stethoscopes,
"tensiometers, thermometers, lEC equipment, small
laboratory equipment etc.); and

provide contraceptives and assistance in surgical
contraception in private health centers.
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3)

4 )

Contract with an agency with experience in private sector
family planning programs. It will have the following
responsibilities.

management of program funds;

preparation of meetings for the requests committee;

provision of assistance in formulating requests;

purchase and supply of assistance material;

organization and financing of training sessions;

stocking of contraceptives for groups which benefit
from the assistance;

".' ....
initiation, preparation and financing research related
activities, studies and development of lEC messages;

supervision of sponsored family planning activity;

retrieval of statistical information from the groups
receiving aid from the program; and

elaboration of periodic activity reports (quarterly)
for the sponsor and the Ministry of Health and Social
Affairs.

Provide the following assistance to pharmacists under the
executing technical agent:

train service providers in contraception technology,
prevention of STDs/AIDS, IEC, and social marketing;

provide within the framework of the program, condoms,
oral contraceptives, injectables and IUDs to be sold
at reasonable prices; and

provide them with the means to organize information
and awareness campaigns on family planning and
prevention of STDs/AlDS.

5) Provide the following assistance to the AGBEF under the
executing agent:

revision of the training modules for clinical family
planning and IEC;

improvement of supervisory standards;

improvement of 'patient registration technique, filing
of their dossiers and follow up on family planning
subscribers;

improvement of IEC activities by evaluating existing
practices and developing better models: and



6)

·7 )

8)

improvement of the quality of family planning services
.using equipment comparable to those used in the model
clinic, using better trained clinic staff (friendly
receptionist to encourage patients, family planning
clinic and counselling for midwives, management of
family planning programs for the coordinators).

Provide assistance to other NGOs in the following areas:

education and awareness on family planning, prevention
of STDs/AIDS, immunization, prevention of diarrheal
diseases and nutritional protection;

development of the social marketing of condoms,
launching and developing social marketing ORS packages
and mosquito nets; and

. I'. "

~studies and experiments in community level
contraceptive distribution, ORS packages and mosquito
nets.

Assist traditional practitioners to become involved in the
MCH/FP national program by:

'providing assistance in research on traditional
contraception;

encouraging village midwives to participate in the
distribution of contraceptives, ORS packages and
mosquito nets in community-based distribution
programs.

Provide technical and material support to the Division de
la Medicine du Travail (which is in the process of becoming
an autonomous organization) to allow other enterprises to
buy into its program and to develop awareness campaigns for
socio-professional groups.

9) Provide support (in the form of credit for activity
initiation) to . the CNSS Health Care Mutual Fund and
eventually provide assistance to the 15 health centers to
be built.
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CBORS
CCCD
ORSEC
SNIS
PHC
DPTP
RNES
SIAC
DHS
TDR

OCP
LTO

APPENDIX VI
MATERNAL AND CHILD HEALTH

ACRONYMS

Cereal Based Oral Rehydrating Solution
Combatting Childhood Communicable Diseases Project
Organisation de Secour en cas de Catastrophe
National Health Information System
Primary Health Care (PEV/SSP/ME)
(OPT + Polio)
Recherche Nationale Essentielle pour la sante
Community Based Information System
Demographic and Health Survey
WHO's Program for" Research and Training in Tropical

Disease
Onchocerciasis Control Program
Leprosy, tuberculosis and onchocerciasis program



EXPANDED PROGRAM ON IMMUNIZATION

IMPORTANCE

The EPI remains the top priority in the child survival strategy
of the 1990's quite simply because it is the most cost-effective
approach we have to combat six childhood diseases. When Guinea
launched its PHC\EPI\EM program in 1987 at the beginning of the
Second Republic, the immunization coverage of infants was only
about 5%. This put it into the category of "Lower Coverage
Countries" faced with extreme economic hardship and a very under
developed and non-functional health system. Given this history,
it is remarkable that coverage of children aged 12-23 months has
been slowly and surely progressing to an estimated 30% in 1992
(DHS) and 55% in October, 1993 (MSPAS National Survey).

INTERNATIONAL GUIDELINES

Three of the global goals of the mid-decade depend to a large
extent on coverage reaching 90% and above; the eradication of
poliomyelitis and neo-natal tetanus, 90% reduction in measles
cases and 95% reduction in measles mortality.

The Universal Child Immunization strategy of the 1980s didn't pay
enough attention to sustainability with the result that in some
countries coverage rates have markedly dropped from peaks of
about 80%. One of the problems of EPI sustainability is that
vaccine costs represent only about 10-12% of total program costs.
Some of the components of strategies for the 19905 are as
follows:

• WHO/Geneva has recently put new emphasis on EPI by
upgrading it to a Global Program, as has already been
done for AIDS and malaria.

• Special initiatives are being implemented

• EPI is a key component of the Bamako Initiative

• UNICEF has promoted the Child Vaccine Initiative

• USAID has funded the Measles Initiative and the
Vaccine Independence Initiative

STRENGTHS

The EPI is the strongest component of the pac program. Given its
commitment to the 1995 goals of polio, tetanus and measles
reduction, the government is exploring its options for increasing
coverage. A major goal is that all subprefectures in the country
will have at least one integrated health center by the end of
1995. Advanced strategies are also being used to reach beyond
health centers to health posts ~nd communities.
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WEAKNESSES

The problem of dropouts'between DPTPI and DPTP3 has not yet been
solved. It is hoped that increasing integration of MCH!FP
programs will markedly reduce "m;.ssed opportunities". On the
other hand, this strategy means that much vaccine is wasted in
low volume centers where a bottle'of 10-20 doses may have to be
opened for only one child.

Because of the weakness of superv~s~on, such activities as
aseptic technique and routine maintenance of refrigerators are
not as good as they should be.

The numbers used for surveillance ana monitoring are often not
valid. The MSPAS recognizes that its ~urveillance systems are
weak. Finally, the twice yearly monitoring exercise is not yet
an accurate instrument for coverage es~imation bec~use in the
majority of cases the tar.get ,populations are still being
calculated on the basis of the 1983 ~ensus.

OPPORTUNITIES

Operations research will be needed to test new str~tegies to
!:'educe vaccine wastage. Options now being considered including:

••
•

THREATS

Buying vaccine in smaller dose containers
Limiting vaccinations to relat ;"ve high volume days,
such as market days
Organizing special "vaccination days" in the
communities

--

The key question is how to assure adequate financing and
sustainability in the medium and long run. Of particular concern
are the costs of purchase and maintenance of expensive equipment
such as vehicles and refrigerators.

RECOMMENDATIONS FOR ASSISTANCE

PUBLIC SECTOR

• Central
• Support to the national program
• Introduce a variation of the Vaccine Independence

Initiative

The criteria that have been considered in other countries
include:

..:

•
•
•
•'.•
•
•

Level of government commitment
GNP per capita
At least 50% coverage
Absorptive capacity of local UNICEF office
Strength of the local currency
Continuation of activities started in the CCCD
project
Operations research capabilities and resources
Epidemiological surveillance and evaluation



•

•

Region
• Surveillance
• Prefecture
• Surveillance

Sub-prefecture
• Assistance in valid estimates of target

populations
• Testing and evaluation of new strategies

.• Community based activities
• KAP studies to find ways to reduce immunization

drop-outs
• TBAs
• Registration of births

I

I

PRIVATE SECTOR

• Search for partners to join Rotary and the Lion's Club
in the support of immunization programs
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MALARIA

IMPORTANCE

Malaria is a major pUblic health and development problem in
Guinea, representing the chief complaint in about one-third of
all medical visits. Some of the important effects are these:

Health
• Mother

Anemia
Fetal loss
Low birth weight babies

• Children under five
28% of the reported morbidity
11% of the reported mortality

Development
• Direct costs of prevention and treatment
• Indirect costs of lost work and productivity

INTERNATIONAL GUIDELINES

A malaria vaccine developed in 1988 is currently being tested by
WHO's Program for ~esearch and Training in Tropical Disease (TOR)
in Tanzania. Preliminary results have shown the production of
an immune response without adverse effects in children, leading
to the hope that the vac~ine could be in general use within f~ur

years. Until such time as this wish comes true, suggested
strategies include the following:

•••
••
••

STRENGTHS

Focused prevention and case management
Pregnant women
.presumptive treatment and chemoprophylaxis (Especially
for the first pregnancy)
Children
Recognition that malaria and pneumonia are often
clinically indistinguishable and may occur
simultaneously
Personal protection
Impregnated mosquito nets have been shown to be
effective

Guinea is an active member of the WHO elaboration of a regional
malaria control strategy and work plan for 1993-1999. USAIO/
Washington (Africa Bureau and Office of Health) has committed 2.2
million dollars to WHO's regional office for Africa for priority
activities during 1994-1996.

4
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Key elements of the national policy adopted in 1993 include:

-=

•••
•••••••
•••

Integration in the national PHC system
Identification of first and second line drugs
Promotion of personal protection by means of
impregnated nets, curtains, and window screens
Improvement of'support strategies
National coordination and evaluation
Training
Epidemiological information systems
One surveillance post per region
Community based information (SIAC)
strengthening of operations research capabilities

. (RNES)
KAP studies
In-vivo testing for chloroquine resistance
Entomological stud~es .

WEAKNESSES

One of the major constraints in the effectiveness of
chemoprophylaxis of pregnant women is that they come for prenatal
visits only when there are perceived problems. This is often
late in the pregnancy.

OPPORTUNITIES

This is the time for the program to harmonize diagnostic and
treatment algorithms with the new ARI program being developed.
Lessons learned from the social marketing of condoms may be
useful for impregnated mosquito nets.

THREATS

Major threats to the epidemiology of malaria come from rapid
urbanization and development of resistance of Plasmodium
falciparurn to chloroquine and other anti-malarials.·

RECOMMENDATIONS FOR ASSISTANCE

PUBLIC SECTOR

• Central
• Support to the national program
• Integration into the PHC

dQcantralization
program and

-=
•

•
•

Continuation of activities started in the CCCD
project
Operations research capabilities and resources
Epidemiological surveillance and evaluation

5
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• Region
• Surveillance post
• Prefecture
• Training and supervision

• Sub-prefecture
• Use of new algorithms for diagnosis and treatment
• Community based activities
• village committee (village based information

system)
• Male village health workers (Sanitation)
• TBAs (Use of impregnated materials)

PRIVATE SECTOR

• 'Social marketing of impregnated materials

6
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CONTROL OF DIARRHEAL DISEASES

IMPORTANCE

Diarrheal diseases are of major importance for child health and
survival. Service statistics show that they account for 9% of
child mortality and 15% of outpatient visits.

The DHS survey found an average 2-week prevalence of 16%, ranging
from a high of 21% in Conakry to a low of 9% in Lower Guinea.
Increased fluids, including breastfeeding, were being given in
about 40% of cases and ORS packets were claimed to have been used
in one of five episodes. A survey conducted by the MSPAS in 1993
found that 70% of mothers claimed to know about ORS, the lowest
level of 50% being found in Conakry.

Epidemics·of diarrheal diseases occur periodically in Guinea.
An outbreak of salmonellosis was reported in 1993 and cholera has
tended to appear in 8 year cycles. Refugee camps in Forest
Guinea and densely populated urban zones represent high risk
areas.

INTERNATIONAL GUIDELINES

In March 1994, USAID was honored by the international health
community for its· support to the discovery 25 years ago of the
effectiveness of oral salts and glucose for the treatment of
acute dehydrating diarrheas. This cost-effective, simp,le
treatment is considered by many to be one of the most important
public health advances of the 20th century. The effect is so
rapid and dramatic, t~at if you have seen it used successfully
once, you will become a believer. Yet in spite of these rave
reviews the battle to generalize the use of ORT is far from being
won. Some of the key obstacles include:

• The reluctance of medical practitioners to
intravenous fluids and ineffective (and
dangerous) anti-diarrheal medicines

give up
sometimes

• The wish of busy mothers that the treatment should stop the
diarrhea

Current guidelines include the following:

• Food and increased fluids, including breastfeeding, in the
home is important

•

•

Home prepared sugar and salt solutions are now discouraged
since mixing errors can result' in dangerous hypertonic
solutions

Cereal based oral rehydrating solutions (CBORS) may be a
useful supplement to standard ORS packets

7



• Appropriate use of antibiotics

• Potable water and sanitation programs should be linked to
a diarrheal cont.col strategy that includes ORT

STRENGTHS

The CCCD project was instrumental in helping Guinea launch its
national program. Activities have been maintained since the end
of the project in 1991 and PRITECH has also provided assistance
in .the development of a training strategy and studying the
feasibility of local production of ORS packets. Now there is
national commitment to the 1995 goal of 80% of diarrheal episodes
being treated by oral rehydration therapy. WHO is providing
support to the development of a 1994-1998 strategy.

WEAKNESSES

In spite of knowledge and training in the use of ORT, many health
providers do not use it as much as they should. There is still
a strong reflex to reach for the I.V. solution and many health
cent~rs do not have the minimum equipment necessary for a
functional "rehydrating corner". In some centers, potable water
is not easily available. When mothers are sent home with a
packet and instructions there is a high probability that in many
cases, the preparation and volume of the fluid administered may
not be correct.

OPPORTUNITIES

This is the time to build on the successes of the past and move
forward. Possibilities for effective assistance include:

•••
Support to OR
Social marketing of ORS packets
Refresher training to emphasize the positive synergism of
measles vaccination, breastfeeding, Vitamin A supplements
and nutritional evaluation and rehabilitation

THREATS

ORT can be supplemented by antibiotics in the management of some
diarrheal diseases such as shigella, salmonella and cholera.
Guidelines are needed for diagnosis and treatment.

Anti-diarrheal medicines are difficult to control.

8



POSSIBLE RECOMMENDATIONS FOR ASSISTANCE

PUBLIC SECTOR

• Central
• Support to the national program
• Operations research
• Health facilities survey
• KAP survey of mothers
• Treatment algorithms (Importance of nutrition,

breastfeeding)
• Epidemiological surveillance of diarrheal

outbreaks

-= • Region

• Surveillance

• Prefecture

• Training and supervision

• Sub-prefecture

• Rehydrating corners in health centers
• Community based activities
• IEC linkages with water projects (SNAPE)
• Promotion of breastfeeding and feeding
• Appropriate technology
• Rice and/or cassava based fluids

PRIVATE SECTOR

• Social marketing of ORS packets

9



ACUTE RESPIRATORY INFECTIONS

IMPORTANCE

Acute diseases of the lower respiratory tract (pneumonia,
bronchitis, etc.) are of major importance for child health and
survival. Service statistics show that non-specific ARI and
measles combined.account for about one-third of child mortality
and one-fourth of the reasons for medical visits. The main
reason that measles is so deadly in developing countries is due
to widespread malnutrition.

The DHS survey found an average 2-week prevalence of 14%, ranging
from a high of 21% in Middle Guinea to a low of 11-13% in the
rest of the country. The average measles immunization coverage
is 43%, ranging from a high of 63% in Conakry to a low of 24% in
Upper Guinea. Outbreaks of measles occur on occasion, especially
in urban areas. A significant number of cases are often found
to have been immunized. This may be due to a combination of a
breakdown of the cold chain and children getting measles at ages
younger than 9 months.

INTERNATIONAL GUIDELINES

The ARI program of WHO has existed since 1982. The global mid
decade child survival goals call for:

•••
One-third reduction of mortality due to ARI
90% reduction of measles cases
95% reduction of measles case mortality

Main components of the current strategy include:

-
.,J!!

•
•

•
••
•
••

EPI immunization coverage of at least 90% of children under
one.
This will protect against diphtheria, whooping cough, and
measles.
Promotion of breastfeeding immediately after birth,
continued during illness
Colostrum provides antibodies and prolonged, full
breastfeeding provides good nutrition
Proper case diagnosis,and management
Recognition of the overlap of malaria, pneumonia and
diarrhea
Avoidance of usele5~ and sometimes harmful cold and cough
medicines
Training mothers to recognize when to seek care
Importance of rapid breathing and chest-indrawing, with or
without fever

10

105



STRENGTHS

With the help of WHO, Guinea is beginning to develop a new tool
to be added to the battle for child survival.

WEAKNESSES

The program in its present state is in the section of infectious
diseases and not integrated in the PHC system.

OPPORTUNITIES

The CCCD project showed that being a partner in a new program at
the start provides great opportunities for sustainable impact.

THREATS

The biggest threat to this program today is that a source of
needed technical assistance and resources has not yet been
identified.

POSSIBLE RECOMMENDATIONS FOR ASSISTANCE

PUBLIC SECTOR-=

• Central
• Support to the national program
• Operations research
• Health facilities survey
• KAP survey of mothers
• Integration into the PHC program and

decentralization
• List of essential medicines
• Avoidence of cough medicines and inappropriate

antibiotics
• Treatment algorithms (Overlap of ARI, malaria and

diarrhea)
• Special effort to increase measles immunization

coverage
• Epidemiological surveillance of measles outbreaks

• Region

• Medical education in medical and paramedical
schools

Prefecture
• Training and superv1s1on
• Baby friendly hospitals

•

•.. Sur,veillance
Baby friendly hospitals I

•

11



• Sub-prefecture

•
- •

•
~ •-

•
- •-

•

Introduction of services
Baby friendly maternities
community based activities
TBAs
Promotion of early breastfeeding after birth
Appropriate technology
Simple aids to counting respiratory rates

12



STD/HIV/AIDS

IMPORTANCE

AIDS.and STDs are important public health problems. Since the
first recognized Guinean AIDS patient in 1987, 780 cases have
been reported by the middle of 1993. About 2% of the cases have
been children and 40% of the adults have been women. 91% are
HIVl, 4.5% are HIV2 and 4.5% have both viruses. Seroprevalence
surveys on blood donors, STD out-patients and rural populations
have been done. Prevalence levels are generally under 2%, the
highest found thus far being 2.9% of 1511 blood donors.

A few sentinel sites for STDs are functioning. A survey in 1992
on 1,200 people found 27% positive for gonorrhea and 3% for
syphilis.

Some of the possible effects of these diseases and their linkages
with reproductive health, child health and family planning are
as follows:

• AIDS signs overlap with those of other diseases,
complicating diagnosis

• weight· loss, fever and diarrhea are common major signs
of AIDS

• Cough and tuberculosis are minor signs of AIDS

••
•••••

•

•

Impact o~ maternal health on child health:

AIDS
Impact of maternal death on the probability of child
survival
Perinatal transmission of HIV to the child
Can occur through breastfeeding
STDs
Conjunctivitis of the newborn (Gonorrhea and Chlamydia)
Congenital syphilis

Impact of maternal health on family planning:

STDs hinder the successful use of IUDs

Impact of family planning on maternal health:

Condoms help reduce the spread of STDs

13



INTERNATIONAL GUIDELINES

The maternal and child health and family planning strategy for
the 1990' s calls for integrated programs that focus on the
improvement of reproductive health and address the problems of
STDs and HIV/AIDS. Until there is a cure for AIDS, the emphasis
is on education aimed at promoting the behavioral change
necessary to reduce transmission. New attention is being paid
to the high risk group of adolescents.

STRENGTHS

With the help of WHO, a national commission and program for
STD/AIDS has been functioning since 1987. In spite of very
limited resources, a national policy has been developed and the
program is ready to be integrated into the PHC system.
Successful partnerships of'note are the University of Montreal,
PSI for lEC and social marketing of condoms and the EEC and
Belgian Red Cross for support to the national transfusion center.

WEAKNESSES

Financial resources have been extremely inadequate. For example,
last year only S8,000 was available for laboratory supplies.
Other priority needs are felt in the areas of training,
decentralized surveillance and operations research.

OPPORTUNITIES

Detailed strategies and guidelines exist, waiting to be
implemented.

THREATS

HIV/AIDS prevalence is currently low and surveillance is needed
to monitor high risk groups and geographical areas. Of
particular concern is the forest region with its massive influx
of refugees.

Sexually transmitted diseases present the challenge of resistance
to antibiotics and the costs of diagnosis and treatment. Means
to cover these costs must be found to improve women's
reproductive health and the effectiveness of family planning
services.

14



POSSIBLE RECOMMENDATIONS FOR ASSISTANCE

PUBLIC SECTOR

• Central

•
•

•
•

Support to the national program
Integration into the PHC
decentralization
Operations research capabilities
Epidemiological surveillance and

program and

and resources
evaluation

• Region

• Surveillance

• Prefecture

• Training and supervision

• Sub-prefecture

•

•
•
•
•

Linkages with prenatal and family planning
services
EPI (Immunizations for HIV positive children)
Community based activities
lEC
Distribution of condoms

PRIVATE SECTOR

• Linkages with NGO's, commercial sector

15
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INFECTIOUS DISEASES

IMPORTANCE

Major diseases in Guinea are currently grouped by the National
Service for Health Information (SNIS) into the four categories
showp in the following table:

TABLE
SNIS CLASSIFICATION OF MAJOR DISEASES

EPIDEMIC POTENTIAL OTHER.

EPI NON EPI COMMONICABLE NON COMMUNICABLE

Diphtheria Cholera ARI Cardia-vascular
Measles Meningitis' 'Dracunculiasis Dermatological
Neo-natal tetanus Plague General tetanus Diabetes
Poliomyelitis Typhoid HIV/AIDS Female: Urogenital
Whooping Cough Yellow -:'ever Leprosy Hypertension

Malaria Male: Urogenital
Onchocerciasis Malnutrition
Other diarr. diseases Neurologic
Rabies Other metabolic
STD Psychiatric
Schistosomiasis Pulmonary
Trypanosomiasis Trauma
Tuberculosis

with the exception of malnutrition, the diseases of major public
health importance are infectious or parasitic and fall in the
first three columns.

EPI (Already discussed). Note that although BCG provides
protection against tuberculosis, this disease is classified as
a non-epidemic disease. Given the alarming resurgence of
tuberculosis in some parts of the world, including the United
States, increased surveillance is needed to see if it should be
reclassified.

POTENTIAL EPIDEMICS (NON EPI)

The program for these diseases lies in the Communicable Diseases
Section of the Division of Prevention. Under it there is a sub
section of Immunizations/Epidemics/Catastrophes. One of the main
functions of the immunization branch is yellow fever shots for
pil~rims going to Mecca.

Epidemics are not uncommon occurrences. Being in the
meningococcal meningitis belt that stretches across Africa,
Guinea has a meningitis problem almost ever year from Januarj' to
the beginning of the rains. This year is no exception and by the
end of March, over 500 cases had been reported in the prefecture
of Siguiri in Upper Guinea. The estimated attack rate during the
month of March for Siguiri was 25 cases/10,000 population.

I
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Since in the past cholera has appeared in eight year cycles and
last occurred 1986, th~re is special concern for current
surveillance. The last yellow fever epidemic occurred in 1990
and there is concern, since it is currently being reported in
Ghana.

NON-EPIDEMIC COMMUNICABLE DISEASES

The LTD program coordinates the strategy to control leprosy,
tuberculosis and onchocerciasis. A survey in 1988, found a
leprosy prevalence of about 2%. Over 4000 new cases were
diagnosed in 1993, 15% of which were children under five. Also
in 1993 over 6000 new cases of tuberculosis were diagnosed by
positive sputum. About one million people are exposed to
onchocerciasis causing blindness in an estimated 20,000. The
highest ri~k zone is Upper Guinea.

Trypanosomiasis, the cause of sleeping sickness, is thought to
be on the increase. A survey supported by WHO and the French is
being carried out to asses the situation. Schistosomiasis is a
problem, particularly in Forest Guinea. The outbreak of
intestinal schistosomiasis in northern Senegal in recent years
is a reminder that this disease also has epidemic potential.

INTERNATIONAL GUIDELINES

Strengthening of national and international surveillance syste~s

are a high priority. WhO is ~urrently sounding the alarm over
the menacing worldwide return of tuberculosis. Particularly
disturbing is the rapid evolution of resistance to therapeutic
drugs and,the association of tubel:culosis with AIDS.

STRENGTHS

The strategy of integration of the LTO program and health center
laboratories into the PHC system is being implemented.

The program for leprosy, being older and more functional than the
one for tuberculosis started in 1990, is providing the framework
for expansion. Support is being given by the NGO Philafricaine.
Oncherciasis Control Program radios, in 26 prefectures of the
country, provide means of communication.

Specific impact of decentralization includes:

• A seminar for regional and prefectoral teams in
epidemiological surveillance and rapid alert was held in
April 1993 with the help of WHO

•
•
•
•

Increased collection and microscopic examination of smears
and sputum for leprosy and tuberculosis diagnosis

More cost-effective case management

Tuberculosis (two months supervised plus six months in
community)

Community based delivery of Ivermectine for onchocerciasis/7~
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WEAKNESSES

The weak health information and epidemiological surveillance
sytems are currently a major handicap to planning, implementation
and evaluation of the NPHCP.

OPPORTUNITIES

Assistance is being
that have been made.
to the BEPR and the
so doing.

THREATS

sought to help refine and implement plans
The French are currently providing support

Germans have also expressed an interest in

The increasing worldwide re.turn of tuberculosis reminds us of the
necessity of constant vigilance against the changing patterns of
potentially epidemic diseases. The questions of cost are also
important. Adequate treatment of tuberculosis is expensive and
the reduced international funding of the OCP requires new
strategies for sustainability.

POSSIBLE RECOMMENDATIONS FOR ASSISTANCE

PUBLIC SECTOR

• Central

Region

....:

..: •

•
•

•
•

,.
•
•

Support to the national program
Integration into the PHC program and
decentralization
Operations research capabilities and resources
Epidemiological surveillance and evaluation
BNIS
ORSEC
EPI antigens (Some high risk countries have added
yellow fever)

Surveillance

• Prefecture

• Training and supervision

• Sub-prefecture

•
•
•
•
•

Quality of services
Laboratory
Community based activities
Support to the information system (SIAC)
Distribution of Ivermectine (AFRICARE has
experience in Nigeria)

PRIVATE SECTOR

• Collabora1
/13
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BRBASTFEEDING AND OTHER
CHILD FEEDING PRACTICES

Initial Breastfeeding and the Introduction of Pre-lacteal
Feeding During the First 24 Hours after Birth

In Guinea almost all mothers breastfeed: the percentage of
ever breastfed children is 93.3% (DHS, 1991). Table 1
summarizes the 1992 DHS data with respect to initiation and
prevalence of breastfeeding. Breastfeeding patterns vary
little according to urban/rural residence or sex of child.
57.8% of Guinean mothers initiate breastfeeding within 24
hours after delivery, while only 37.8% begin within one hour.

Potentially harmfully substances are often given to the baby
instead o~ breast milk during the first 24 hour period
following delivery (Vohou et al, 1994). These include:
Kinkeliba solution, "talisman" goat, sheep and cow's milk,
sweet potato leaf solution, plain and sweet water (see Table
2). According to this study, during the first 24 hours
following delivery, 39.5% of mothers in Conakry gave kinke1iba
solution to their infants, 23.5% gave sweet water and 3.6%
infant formula. Only 18.5% of the infants received breast
milk, and 14.8% received no feeding at all.

Duration of Breastfeeding

On average, children in Guinea are breastfed up to about two
years (DHS, 1992). This duration varies little according to
urban/rural residence, regions or assistance at delivery.
However, breastfeeding duration becomes shorter as educational
level increases: 24 months for mothers with no formal
education, 19 months for those with secondary education, and
only 13 months for those with higher education (Table 3).

=
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Table 1: Initial Breastfeeding

VARIABLES % CHILDRE:-J STARl WITIII\' STARTWITHI\,
EVER BRE,\STFED II/OUR 1 U,\Y

G~nder

Male <)3.3 38.0 5lU
Female 93.2 37.7 57.3

Residence

-- Urban 93.0 32.8 55.5
., Rllfal 93.-1 39.8 58.7

=
Regions

Conakry n.1 29.8 52.9
Lower Guinea %"l 43.8 61.3
MiddleUllinea 93.1 24.6 49.8
UpperGuinea 87.6 25.9 25.4
ForcstGuinea 95.7 61.0 84.4

F.ducat ionI.evel

None 93.5 38.3 57.7
Primary 93.1 38.7 60.7
Secondary 92.2 33,8 58.3
HigherEd. 80.4 23.3 51.1

....
l\ssistanccat Delivery

MedicallyTrained 93.6 32,8 55.3
Traditional ')4.9 49.2 (,5.2
='lone (orol her) 95.0 33.6 55.0

Placeor Delivery ~

Ilealt 11Facilit ies 94.4 34,7 57.2
At Home 95.-1 39.0 58.4

Total 93.3 37.8 57.8

11~
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Table 2: Liquids Given to Infants
Before Breast Milk

LIQUIDS
Kinkeliba
Talisman
Other Liquids
Plain water
Sweet Water
Fresh Milk
Skimmed Milk
Goat Milk
Cow's Milk
Sweet Potato Leaves
Tamarind
Ground nut

3

.1
23.6
37.7
38.7
11.0
10.9

5.7
3.3
1.5
2.9
2.6
0.5
0.4

[.11



Table 3: Duration of Breastfeeding

Residence
Urban
Rural

Regions
Conakry
Lower Guinea
Middle Guinea
Upper Guinea

'Forest Guinea

MEAN BRBASTFEBDING DURATION
(MONTHS)

21.8
24.1

20.8
23.0
24.3
23.3
24.6

-~

Educational Level
None
Primary
Secondary
Higher

Assistance at Delivery
Medically Trained
Traditional Midwives
None

Gender
Male
Female

National Average

4

23.8
22.4
19.0
12.9

22.6
24.1
24.3

23.3
23.8

23.5

/7?:J
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Exclusive Breastfeeding

The prevalence of exclusive breastfeeding in Guinea is very
low. According to the latest DHS data, only 0.4% of infants
are exclusively breastfed during the first 4 to 6 months.
Less than 5% of children one month old receive breast milk
only. As shown in Table 4, no infants in Conakry had received
exclusive breastfeeding during the £irst month of life. The
rate of exclusive breastfeeding increases slightly as the
child gets older (up to five months), but is never higher than
5.2%. Exclusive breastfeeding during the first 0 - 3 months
is lowest in Conakry, among mothers with secondary education,
and, interestingly, among those assisted at delivery by
medically trained personnel.

Tab~e 4: Exc~usive Breastfeeding

% BY AGE : MONTHS SINCE BIRTH
"" 0-1 2 - 3 4 - 5

Residence
Urban 2.1 4.2 4.5
Rural 5.6 5.6 5.4

Regions
- Conakry 0.0 3.0 3.0- Lower Guinea 7.1 7.2 5.8

Middle Guinea 7.1 7.1 8.0
Upper Guinea 5.3 5.6 6.2
Forest Guinea 1.2 2,9 2.2

Educational Level
None 4.4 5.3 4.9
Primary 9.6 5.9 4.2
Secondary 0.0 3.6 13.0

Gender
Male 5.7 6.0 5.1
Female 4.0 4.5 5.3

Assistance at Delivery
Medically Trained 1.8 3.9 3.7
Traditional 6.3 4t.6 3.4
None 5.6 6.7 7.5

4.8 5.2 5.1
£.1

Average
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Breastfeeding and other Supplementary Foods

The introduction of other foods starts very ~ar1y in life and
continues up to 36 months (Table 5). 67.7% of month-old
infants in Guinea receive breast milk along with plain water,
and 31.3% receive breast milk with some food supplements.
Such supplements may include infant formula, other milks and
liquids, and mushy solids.

The ENAMOG study in Middle Guinea showed that supplementary
foods are given to children using either spoon (16.2%), bottle
(4.1%) or calabash (2.2%). Porridges are the principal
supplements found in Middle Guinea the types of porridges
and ingredients are found in Table 6. About half of the
mothers use maize.

Table 5: Breastfeeding and Supplementation

AGE :BJUIJAST BRDST :IJ!I!PJUlIT 0'lHER OTBD. JlDSHY
A!lID A!ID FOBIIDLA KILJ:: L:IQUlDS SOL:IDS
PLAIR WA'rD SlJPPLI:IIZI!I'.l'8

0 . 1 62,.7 31.2 4.1 7.7 19.1 16.7
'2 - 3 47.3 43.5 12.5 22.3 22.0 14.7

4 - 5 45.5 45.6 5.4 12.3 28.9 21.9
6 - 7 30.3 62.6 6.2 12.5 34.4 37.3
8 - 9 34.8 52.1 6.8 6.5 32.1 34.1
10 - 11 30.7 64.7 11.7 16.0 31.4 41.2
12 - 13 22.8 68.0 2.9 16.1 36.8 55.5
14 - 15 22.3 62.6 5.6 11.2 48.5 53.1
16 - 17 13.5 70.9 11.5 11.7 51.4 58.2
18 - 19 32.4 51.6 7.7 13.1 33.9 38.8
20 - 21 6.7 77.4 9.8 16.5 61.5 64.0
22 - 23 14.6 61.6 5.1 8.1 49.7 53.9

Table 6 : Types of Porridges prepared for children

6 J~O
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Food Taboos and Children's Diet during Illness

Food taboos and superstitions affecting pre-school children's
nutrition 'in Guinea are suspected to be widespread and to be
the main cause of protein energy malnutrition. In Middle
Guinea, foods forbidden to sick young children include meat
(15%), fish (8.8%), egg (1.2%) and other (74.7%). Foods
provided to sick children are mainly starchy with little
protein content. During episodes of diarrhea, 22.1% of
mothers (Table 7) reduced breastfeeding frequency (see Table
7>.

Table 7 : Feeding practices during Diarrhea
--

- BREASTFBBDING PERCENT AlqOUNT OF P1!iBCSNr
FREQUENCY FLUID

-- Same as usual 64.9 Same as usual 34.5... Reduced 22.1 More 42.1
~

Increased 8.8 Less 16.3
, Stopped 0.8 Missing 7.1-

Missing 3.5
None 33.2

Knowledge, Attitudes and Practices Negative to BreastfeediT~

Many routine practices in health service delivery are not
favorable to breastfeeding initiation and continuation.
Mothers are not sensitized to attend prenatal care. In Middle
Guinea, 72.9% of the routine prenatal care visits did not
include breastfeeding information. After delivery, mothers
are often separated from newborns and feeding is initiated
with liquids other than the colostrum. Women are often not
actively encouraged to breastfeed. There is excessive
commercial promotion of breast milk substitutes in hospitals,
maternities and health ·centers. Some samples of artificial

. milks are distributed free of charge to health personnel and
to lactating mothers.

In Middle Guinea, the ENAMOG study showed that virtually all
children in the sample received another liquid before breast
milk. One third of the children received a liquid called
"talisman". Kinkeliba, an infusion from local herb was also
i"~ediately provided to children after birth. When mothers
were asked Why they did not give breast milk to the child, the
reasons stated were:

Lack of milk secretion (20%)
Breast milk was bad for the baby (5.1%)
Sore breasts (3.8%)
Stomach Ache (2.2%)
Other Reasons (8.4%)

7
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The attitudes and beliefs about colostrum in Guinea are not
known. But one can infer from supplementary feeding practices
that Guinean mothers do not recognize the importance of
colostrum during the first hours of life.

Conclusions

The prevalence of breastfeeding in Guinea is quite high, with
around 93% of infants breastfed at some time. The vast
majority are breastfed throughout the first year of life, and
the mean duration of breastfeeding is about 2 years. However,
exclusive breastfeeding is quite rare, and there are many
practices which discourage effective breastfeeding. They
include:

Separation of the mother from the child;
Providing unnecessary'liquids-before breast milk;
Late initiation of breastfeeding;
Inappropriate timing and composition for complementary
foods.

1. The importance of colostrum does not seem to be
recognized either by health workers or the mothers
themselves. .

Such practices expose young children to diarrheal diseases,
decreased resistance to infectious diseases, and early
malnutrition.

While Guinean mothers seem to be motivated to breastfeed, a
number of behavioral and knowledge-related problems appear to
work against optimal breastfeeding practices:

=1
j
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2. The prevalence of exclusive breastfeeding is low. Early
introduction of other liquids such as water; cow, goat
and sheep milks; "kinkeliba" and talisman liquids is
almost universal. These liquids, often given as first
fluids, may behave harmful for several reasons :

They could be contaminated, thereby introducing
pathogenic bacteria directly to the child's body.
This could lead to diarrhea or/and other infectious
diseases;

If given in large amounts, the liquids could satiate
the infant, and thus reduce the baby's desire to
breastfeed;

Reduced frequency of breastfeeding reduces breast
stimulation and flow of breast milk. This can leads
'to the paradoxical conclusion that the milk
secretion is insufficient for the child.

8



3. Breastfeeding is often not discussed during prenatal
care. (Exceptions exist, such as Ignace Deen Hospital,
Conakry, which has been designated as a UNICEF Baby
Friendly Hospital.)

--=

4. Complementary foods, often introduced at around 4 - 6
months, are given too early and are of questionable
quality.

=

-

=

Recommendations

Guinean mothers need support to successfully practice
exclusive breastfeeding for the first 4 - 6 months. To
achieve this:

There is a need to define a national policy on
breastfeeding:

Healt~ workers, including traditional birth attendants,
need to be trained to include breastfeeding counselling
in prenatal and postnatal care:

A network of breastfeeding support groups should be
created within local communities:

There is a need to integrate breastfeeding promotion into
existing lEC activities for family planning and diarrheal
disease control activities, thereby taking advantage of
breastfeeding's contraceptive and anti-diarrhea effects.

9
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POLICY, LEGISLATIVE AND WORK ENVIRONMENTS AFPECTING
BRBASTPEEDING IN GUINEA

Bfforts to Promote Breastfeedinq

National Breastfeeding Activities

While no written guidelines exist for breastfeeding act:i ':'i ties
-in Guinea, the promotion of breastfeeding is mentioned in the
draft of the National Nutrition Policy and Action Plan.
Breastfeeding is mentioned as one of the eight intervention
strategies in the Plan.

The Food and Nutrition Division of the MSPAS has prepared a
draft Declaration of Government policy on Breastfeeding for a
future television broadcast, and an MSPAS KAP Survey has begun
in Middle Guinea and is planned for Forest Guinea. -

In recognition of the socio-economic, health and nutritional
benefits of breastfeeding, a variety of institutions and
community-based groups are being progressively mobilized for
the promotion of breastfeeding.

I~tarnationalOrganizations'Effort

UNICEF is the principal donor promoting breastfeeding in
Guinea (UNICEF/GUINEA, 1993). The WHO/UNICEF booklet "Ten
StE~S to Successful Breastfeeding" has been widely
diElseminated to health and' paramedical personnel, and a
UNJ:CEF-sponsored information campaign on breastfeeding has
beEm launched through the media. Information and
communication seminars on breastfeeding have been organized to
acquaint some 200 health professionals with breastfeeding
principles. The MSPAS, with UNICEF support, has designated
thE! Ignace Deen Hospital in Conakry as a "Baby Friendly
Hos:pital" (BFH), with experimental activities begun in 1993.
Aft.er evaluation, tj,€ BFH initiative may be extended to other
hospitals in the coulltry.

The World Bank is sponsoring a nationwide survey on
breastfeeding practices in Guinea through the MSPAS. Data
collection has already begun in Middle Guinea.

Women's A~sociat1on for. the Promotiou of Breastfeeding and
-Infant-Nutrition iii Guinea (AFPAMNIG)

Recognizing the need to improve present breastfeeding
practices and infant nutrition, a group of interested Guinean
women created an NGO in 1993 called "Association Materne1 et
la Nutrition de d'Enfant" (AFPAMNIG). AFPAMNIG, the Guinean
counterpart for the International Baby Food Action Network
(IBFAN), is the only officially organized body in the country
whose primary objective is bre::tfeedinq promotion. This l~
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ambitious non-profit organization has as its general objective
"to promote breastfeeding in order to ensure the survival and
the development of all children in Guinea". Some of the
specific objectives of AFPAMNIG for 1996 include :

To ertable90% of mothers to start breastfeeding within
half an hour following delivery.

To ensure that at least 85% of nursing mothers in Guinea
practice exclusive breastfeeding during the first six
months.

To ensure that at least 70% of nursing mothers continue
breastfeeding with proper complementary foods up to at
least 18 months.

AFPAMNIG's intervention strategies are 'based on IEC, training,
policy intervention, operational research, supervision and
evaluation activities.

One early activity was the organization of a seminar in
Conakry in January 1994, with sponsorship by UNICEF. The aim
was to 3ensitize health workers on the need for the promotion
and ~upport of breastfeeding. The next step for. AFPAMNIG is
to tollow up the recommendations of the seminar which include:

At the national level

The development of national code for marketing of breast
milk substitutes;

The improvement of breastfeeding conditions for Guinean
women in the workplace.

At the level of tha health center

Creation of breast~eeding support groups composed of
health workers in prenatal care, EPI, ORT and Ilutrition
progr·ams.

At the local level

Formation of breastfeeding support groups composed of
mothers within the same community.

Training and Research Institutions Activities in Breastfeeding

The Institute for Child Health and Nutrition (INSE) is
involved in breastfeeding promotion, even though the audience
is limiteq to clients attending the Nutrition Education a~d

Rehabilitation Center (CREN). INSE has also carried out a
survey in Conakry waich r~vealed information. on practices
inhibiting breastfeeding, such as infrequent initiation of
breastfeeding immediately after birth; frequent use of
sUbstitute fluids; and widespread bottle feeding. These
findings are being used as basis for breastfeeding counselling
at C~EN. 1~5
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Legislation Affecting Breastfeeding Promotion

Legislation on breast milk substitutes

The Guinean Government has ratified the International Code for
Marketing of Breast Milk Substitutes, but has yet to produce
its own version of the Code. There are no government
regulations concerning the importation, advertisement and sale
of breast milk substitutes and other infant food. As a
consequence, a wide variety of brands of infant formula, baby
cereals, baby fruits and vegetables are available in
pharmacies and shops. These products are advertised through,
mass media, hospitals and health centers. Even though
commercial milks are very expensive and beyond the reach of
many Guineans, a substantial part of already limited income is
spent on breast milk substitutes a4d weaning cereals. Making
a bad situation worse, the'quantity given to children is often
insufficient, resulting in under-nutrition. Infant formula
and other baby foods found in the Guinean market are listed ,
below:

INFANT FORMULl;. BABY CEREALS
AND BISCUITS

CANNED PUREES

Mursine
Calliasec

SMA
GUIGOZ

Bledilac Croissance
Bledine Lacte-Fruits
Cerelac

Fruit Exotiques
Riz Carrottes
Pomme Rouge

All the products marketed are manufactured abroad (in Europe)
and imported to Guinea.

Working Women and Maternity Leave Policy

In Guinea, labor law stipulates that working women obtain a 12
week maternity leave -- four weeks before ~onfinement and
eight weeks after delivery. Mothers' salaries are paid in
full during this period. The code also stipulates that
mothers should be allowed to come to work half an hour late
and to leave half an hour before the regular closing time.
However, the private sector does not always apply the Code and
most mothers are forced to work until a few days before
confinement and resume work very early after delivery. They
are afraid they might lose their benefits or even their jobs,
especially for women who are employed in small private
businesses (shops~ pharmacies, etc). Even Guinean mothers
working in the non-formal sector cannot interrupt their normal
work schedules before and after delivery. Of'ten, for economic
reasons and du~ to their many responsibilities at home, they
work until just a few days before delivery and resume work
soon after. .

. '; ".'.;~
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Women's Work Load

Like most women in west Africa, Guinean women have heavy work
loads, both inside and outside their homes. In rural areas,
the majority are farmers engaged in food production. Within
the home they are responsible for meal preparation, child
care, husband care, dish- and clothes-washing, cleaning, and
search for water and fuel. In the urban areas, women perform
household tasks similar to their rural counterparts. In
addition, ·they may work in the formal sector as government or
private sector employees, or they may be involved in
commercial activities of their own such as small trading.
Thus, both urban and rural women work long hours at home as
well as in farms, offices, and markets. This gives them very
little time for exclusive and optimal breastfeeding. In
addition, government and private sector offices have no
facilities for child care; ihcluding breast~eeding.

Support Groups for Women

As mentioned earlier, AFPAMNIG is the only national support
organization for women for the promotion of breastfeeding.
However, there are many womens' organization in Guinea which
may serve as support groups. They are loosely associated
under the National Coordination of Womens' NGOs. Beside
gender, common bonds among the members include social,
occupational, economic, religious or geographical factors.
Some of these NGOs are:

Association des Femmes pour la Promotion de l'Allaitement
Maternel et la Nutrition de l'Enfant en Guinee
(bre~stfeeding)

Association des Sages Femmes de Guinee (midwives)

Association des Professionelles de la Communication
(female journalists)

Association des Femmes Guineennes pour la recherche et Ie
developpement (researchers)

AS80~iation des Anciennes Normaliennes de Guinee (school
teachers)

Association des Femmes Entrepreneurs de Guinee (business
women)

Groupement des Femmes d;Affaires de Guinee (business)

Amicale des Femmes de la CNSS

Ligue des Sacretaires de Guinee (secretaries)

SIDALERTE (AIDS)

13
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Comite International des Femmes Africain pour le
development

Association Guineenne pour l'Assainissement de Conakry
(hygiene and sanita~ion)

Association Guineenne pour le bien etre familial (family
plah:;lir..g)

Association Guineenne pour la reinsertion des Toxicomanes
(drug abuse)

Cellule de Coordination sur les Pratiques Traditionnelles
Affectant la Sante des Femmes et des Enfants (opposing
traditional practices endangering the health/nutrition of
women and children)

Conclusions

The fact that little national attention and d0nor agency
funding have been directed to maternal and child nutrition, as
compared with other components of the primary health care
package, has certainly contributed to the general neglect of
breastfeeding as an important health strategy in Guinea. As
seen elsewhere in this report, the MSPAS has an enormous task
in dealing with a host of health problems with severely
constrained resources; and AFPAMNIG, the only NGO concerned
with the promotion of breastfeeding and optimal infant
nutrition, has limited funds and human resources. Factors
facilitating and constraining breastfeeding promotion are as
follows:

Facilitating factors

Although there is no national code on breast milk
substitute, the government had ratified the international
Code for the marketing of breast milk substitutes.

AFPAMNIG has stated as one of its major activates to
create a National Committee for the formulation and
application of a National Cede for marketing breast milk
substitutes.

UNICEF has initiated Baby Friendly Hospital activities
and has held sensitization campaign and seminars.

~.FPA.~!IGhas been able to accomplish some breastfeeding
promotion activities since its creation in 1993 despite
its very limited means.

The World Bank is financing a survey on breastfeeding
practices~

The draft National Nutrition Policy and Action Plan
includ~ breastfeeding promotion as one the strategic
optionl:; to prevent m.:\lnutrition in children.

14



The high percentage of women in organized women's groups
represent a network through which breastfeeding support
groups can be established (as AFPAMNIG plans to do).

The Food and Nutrition Division has prepared a public
statement for the Ministry of Health on the promotion of
breastfeeding in Guinea.

The liberal maternity leave policy, when enforced, can
allow women working outside the home the opportunity to
breastfeed during the two months'after delivery.

Constrain~s to Breastfeeding Promotion

~.le absence of a comprehensive policy on breastfeeding.
, '

AFPAMNIG, the only national organization active in
breastfeeding promotion, is new and has limited
resources.

Several brands of infant formul~ and other baby foods are
sold in the Guinean market, and are advertised in the
mass media, and in hospitals and health centers. Mothers
and health workers themselves sometimes serve as
advertising agents.

Guinean women perform many roles and work long hours,
limiting the time available for optimal breastfeeding.

In many health centers, even those where there is some
infant nutrition education, breastfe~ding counselling is
not included in the protocol.

The family planning program pays little attention to
breastfeeding as a birth spacing method, even though its
contraceptive effects are widely recognized in addition
to its nutrition and health benefits.

Recommendations

There is a need to formu~ate a national policy on
breastfeeding as a basis for breastfeeding promotion in
Guinea.

A Guinean version of the International Code on Marketing
of Breast Milk substitutes needs to be prepared and
implemented.

Until such a code is adopted, the Government should take
temporar.y measures to stop advertisi~g of infant formula
in health centers.

I~15

Women's NGOs should be offered training inbreastfeeding
to enable them to disseminate information about
breastfeeding to members of their organizations.



Guinean men should be sensitized about the needs for
their wives to practice exclusive breastfeeding the first
4 - 6 months.

AFPAMNIG needs to De strengthened with substantial
financial support to enable it to implement the training,
IEC and policy formulation activities.

16
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HEALTH SERVICES

Formal Health Care Services

Health care for the majority of Guineans is provided through
government decentralized facilities. They include teaching
hospitals (in Conakry) regional and prefectoral hospitals,
health centers and nealth posts (Table 8).

Table 8: Number and Distribution of Government Bealth
Facilities

Health Pacilities

Unive~sity Teaching Hospitals ConakIy 2
Regional Hospitals Regions 4
P~efectoral Hospitals Prefectures 29
Health Centers Community 385
Health Posts Local 790

0.16
0.33
2.40

31.81
65.30

Total Rational 1210 100.0

Prenatal care is provided in all the government health
facilities. Listed services to be provided by the health
centers in the area of MCH include:

Pre- and Post-Natal Care;
rmmunization of pregnant women against tetanus;
Immunization of children against communicable diseases;
Treatment of Diarrhea;
Fami1y Planning;
Nutrition Surveillance

The absence of breastfeeding promotion in this list of
services is particularly troubling.

Distribution of Health Personnel at the National Level

Latest statistics (1991) from the MSPAS state the distribution
of health personnel as follows :

Doctors: 745
pha~macists: 141
Midwives: 350
Health Agents: 1202
Health Tech.: 2415- •

1 doctor for 7,427 inhabitants
1 phazmacist fo~ 40,816 iru;abitants
1 midwife for 16,430 inhabitants
1 health agent for 4,787 inhabitants
1 health technician for 2,383 inhabitants

17
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Traditional Health Providers

The population living in rural areas do not always have access
to modern health facilities for MCH services. According to
the 1992 DHS, about 72.5% of deliveries take place outside of
formal health services, and up to 70% of births are not
attended by medically trained personnel. Of these births,
about 30% are attended by tradit:".onal birth attendants (TBAs).
Some TBAs have received training by the MSPAS to enable them
to provide better care to mothers after delivery.

Private Sector Health Care Facilities and MCH Services

There are some private health clinics and NGO hospitals, which
provide mainly curative health services. While some MCH
services are provided, breastfeeding promotion and other
nutrition activities are very limited~

Integration of Breastfeeding Promotion into other Ongoing PRC
Programs

There are no operational guidelines in the majority of health
facilities related to breastfeeding. The only exceptions are
a few facilities with special programs, such as Ignace Deen
Teaching Hospital, an experimental Baby Friendly Hospital
site.

Conclusions and Recommendations

The absence of any articulated policy means that the promotion
of breastfeeding is insufficient throughout the Guinea primary
health care program. However, there are potential supportive
factors for integration and promotion of breastfeeding as part
of the MCH care:

The decentralized nature of the MSPAS health
infrastructure.

The policy of integration of all MCH services, based on
the Bamako Initiative.

The many opportunities in MCH/FP Services (EPI, ORT, FP)
for integration of breastfeeding counselling.

The acceptance of TBAs by the MSPAS as important partners
in MCH care at the community level.

The "following factors represent constraints to optimal
breastfeeding in health services:

Again, the absence of a national policy clearly mandating
the integration of breastfeeding in MCH/FP program, with
written protocols on breastfeeding for all health
facilities.

18
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Many areas of Guinea are not fully covered in terms of
health facilities for MCH.

Insufficient number of health providers. The ratio of
patients to health care provider is still very high. For
instance, there is one midwife for every 16,430
inhabitants and one nurse for every 4,787 inhabitants.
Insufficient health care providers in maternity wards may
represent a constraint to effective counselling.

Lack of personnel trained in nutrition.

Recommendations

Because of the constraints faced by the MSPAS in
initiating new programs, AFPAMNIG should be utilized as
an i~portant supplementary resource forbreastfeeding
promotion. An important activity for early support would
be to organize workshops of relevant policy makers and
other personnel to formulate a strategy for the
integration promotion of optimal breastfeeding within the
Guinean health services.

Trained nutritionists (rather chan other health workers
who may have some knowledge of nutrition) should be
integrated into the health provider ...f'..!twork.

•
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RESEARCH AND TRAINING PROGRAMS
FOR HEALTH CARE PROVIDERS

Training

Providers of MCH care are mainly medical doctors in obstetrics
and pediatrics, midwives, nurses and health technicians.
There are six institutions in Guinea where pre-service
training takes place:

School of Medicine in Conakry

National School for Health in Kindia

National Secondary Schools for Health in each of the
three natural regions outside Conakry (Labe, N'Zerekore,
Kankan)

The Faculty of Medicine

The National School for Doctors, Pharmacists, Midwives
and Biologist's.

In-service trainiag is done mainly at two schools :

The National'Center for Training and Research in rural
health (CNSR) in Maferinyai

The Institute for Child Health and Nutrition (INSE).

At CNSR, medical students in their seventh year learn the
essentials of the Primary Health Care Program in a rural
setting. INSE provides training in maternal and child
nutrition, including breastfeeding, for health workers from
various health centers in the country.

Conclusions

Since breastfeeding is not specifically mentioned in most pre
and in-service training for health providers, there are
opportunities to improve training by including this subject.
Training factors supportive of breastfeeding include :

Som~ teachers in the training institutions are medical
doctors with strong international backgrounds, who should
therefore be sensitive to the need to enhance training in
this area. They also frequently hold important
administrative positions enabling them to influence
policy.

Many MCH workers express strong interest in updating
their knowledge in infant nutrition, including
breastfeeding.

20



Constraints against breastfeeding in training programs for
health workers in Guinea include

Absence of policy mandating the integration of
breastfeeding as a subject in training curricula.

Lack of nutrition-specialist teachers among training
personnel, and insu~ficient training materials.

Recommendations

There is a need to formulate a policy for the creation of
maternal and child nutrition departments in the existing
training schools for health workers.

The present curricula need to be revised for the
inclusion of up-t~.-date· informa~ion on nutrition and
breastfeeding.

Research

Health Information System

There is an established health management information system
(HMIS) under the National Statistical Information System. The
HIS is designed to gather data and information from all levels
of the health system, and is intended to help the government
use statistical data from the various health facilities for
management decision-making. Information provided by HIS could
also be utilized to measure the impact of health
interventions. Unfortunately, there are serious constraints
to the effective collection and analysis of these data (see
the detailed discussion of these problems elsewhere in this
assessment). Even if these problems were to be adequately
addressed, there would still be a lack of adequate information
on breastfeeding, since breastfeeding promotion and
surveillance are not exp~icitly included within the health
services ..

Research Capabilities

The Institute for Child Nutrition in Conakry, the National
Training and Research Center of Maferinya, the National School
Public Health in Kindia, the school of Medicine in Cona~~ry and
the Food and Nutrition Division (DAN) of the MSPAS are
potential research resourcas in breastfeeding. A study on

·breastfeeding practices in conakry has boen carried out
jointly by the DAN and INSE during the ENCOMEC Survey (1991),
yielding data on :

Timing for the initiation of breastfeeding
Prelacteal liquids
Exclusive breastfeeding prevalence
Bottle feeding prevalence
Abandonment of breastfeeding
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Conclusion

Factors supportive of the development of an adequate research
capability in breastfeeding include:

The existence of the National Information System to
collect and analyze data from health facilities.

The availability of potential research institutions, in
particular the Inst~tute of Child Health and Nutrition
(INSE) and the Food and Nutrition Division.

The con~itment of interested researchers who have already
been involved in research activities on breastfeeding
practices.

Constraints to research a~tivities on breastfeeding include:

Lack of funding for research
Lack of scientific equipment and research facilities
Insufficient trained researchers
Lack of computer equipment and software, and trained
personnel for data processing and analyses.

Recommendations

The Food and Nutrition Division should be provided with
computer equipment and software, and some of its
personnel trained to analyze breastfeeding and other
nutrition data.

The Institute for Child Health and Nutrition should be
strengthened in terms of scientific and computer
equipment, and the research capabil,ities of its staff
enhanced.

Other institutions should be evaluated in terms of their
potential to carry out research activities. For e,:ample, the
food analysis laboratory at the university could be a site for
analysis of the nutritional value and microbial properties of
prelacteal foods traditionally given to infants and young
children.
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INFORMATION, EDUCATION AND COMMUNICATION ACTIVITIES.
Formal Media for Health Communication

National Radio, Television and Newspaper

Despite the low literacy and income levels that limit the
immediate potential of mass media for delivering health
related messages, radio, television and newspapers remain an
important channel for such communication:

UNICEF has provided'support for the training of
journalists for broadcasting information in local
languages.

National TV covers about 60% of'the country, with some
programs in local languages, and has already broadcast
programs concerning child health issues.

Cultural and entertainment-oriented groups have held
shows on health issues, and discussion programs have been
organized featuring health experts.

The Guinean News Agency (AGP) has developed plans to
publish articles child health issues on a regular basis.

Horoya, the government newspaper, has written articles or:
health centers and covered government actions regarding
child health issues.

Rural Radio

The Guinean Government has install~d regional rural radio
stations in the capitals of the fCjr natural regions.
programs, debates, and interviews in health and nutrition have
been broadcast to sensitize, educate 3nd mobilize the rural
population.

Rural Newspapers

A local NGO ~alled "Organisation Voluntary pour le
Developpment EconomiquQ et CultureI (OVODEC) publishes a
bilingual bulletin (Fr.ench-Poular) and distributes it free of
charge to local communities. The bulletin addresses a variety
of .subjects, including health.
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Informal Channels of Communication

Traditional Social Communication

Some groups involved in traditional social communication could
become involved in the delivery of health-related messages:

The artists of Ballet National Djoliba and comedians of
the Theater National de Guinee, have utilized dance,
song, and theater to deliver information on health
issues. Several public performances in French and in
local languages have been sponsored by UNICEF.

Women's NGOs and local representatives of the Secretariat
for Social and Women's Affairs could form the basis for
grass-roots breastfeeding support groups.

Prefectoral level groups called "Comites Prefectoraux
pour l'Enfance" (CPE) are froming with the support of the
government and UNICEF for the purpose of promoting child
welfare. These groups could also be used to support
breastfeeding and other child nutritional issues.

Breastfeedinq Communication Bfforts

There is no clearly-defined, national-level communication
program where breastfeeding is the main theme. Although the
Division of Health Education has defined a National Policy on
Health Education, including nutrition, breastfeeding IEC is
not specifically mentioned.

Effort to develop educational materials for
Breastfeeding and Infant Nutrition

There is lack of educational materials in breastfeeding for
both mothers and health care providers. However, the Food and
Nutrition·Division has produced a flip chart on breastfeeding
infant and maternal nutrition, and the Nutrition Education and
Rehabilitation Center (CREN) of the Institute of Child Health
and Nutrition has also develop some patient information and
weaning food recipes based on local foods.

Conclusion

While overall health education efforts in Guinea do not
include breastfeeding as a theme, there are factors
facilitating cowuunication' on this topic:

There is precedent for health issues to be broadcast on
national radio and TV.

Guinea NAwspaper Agency and Horoya have planned to
allocate space for the- publication of information on
health.issues.
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OVODEC has the potential to develop breastfeeding
articles and pUblish them in rural newspapers in local
languages.

Ther~ is a wide variety of informal channels of
communication through which breastfeeding information
could be passed, including songs, dance, theater; women's
groups; and Prefectoral Children'snCommittees.

Nutrition is one of the priority programs identified in
the National Health Education Policy defined by the HED.

The Division of Food and Nutrition and the Nutrition
Education Rehabilitation Center have initiated the
development of educational materials.

Among the constraints to breastfeeding communication are that
most formal media use French as the official language, and
that most visual aids in health centers are designed for
literate people. In addition, the mass media fail to reach
many people living in rural areas.

Recommendat.ions

AFPAMNIG should collaborate with DAN, HED, and CREN to
develop an overall breastfeeding strategy and action
plan.

AFPAMNIG should receive the financial support necessary
for the mass production of the flip chart on
breastfeeding produced by DAN.

Local artists in the Ballet. National and the Theater
National de Guinee should be supported in the development
of traditional social communication.

AFPAMNIG should use women NGOs, local representatives of
the state Secretariat for Social and Women's Affairs, and
the Prefectoral Children's Committees to form
breastfeeding support and information networks.

OVODEC should get the financial support necessary to
promote breastfeeding using rural newspapers in local
languages.
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APPENDIX VIII

INFORMATION\EDUCATION\COMMUNICATION

I. INTRODUCTION

Given the extremely low level of literacy and relatively low
utilization rates of existing health services, especially among
women and adolescent girls, changing attitudes and behavior to
improve health in Guinea are formidable challenges. Current
strategies based on information, education, and communication
(IEC) activities performed by formal health agents are important,
but will not lead to rapid changes in behavior. This is due not
only to limited numbers of personnel and means of communication
and transportation, but also to the limited ability of even the
best health promoters to change behaviors that are encouraged or
supported 'within the social context.

Ministry of Public Health and Social Affairs activities in the
area of health education and IEC have increased dramatically
since 1988. While there is a National Health Education Policy,
published in June of 1993, it has not been fully implemented and
resources allocated are not adequate to do so. Although there
have been marked improvements in planning and management of lEC
actions at the central level, coordination and quality of lEC
activities are insufficient in many cases at various levels in
the system. There have been annual workplans developed at the
MSPAS central level each year since 1990. strategic planning for
lEC at the MSPAS is virtually absent but may not be important if
decentralization occurs as planned.
preliminary DHS data suggest that access to and utilization of
mass media (television i.,nd radio) are below the 60% coverage rate
suggested earlier; lowest coverage is in Forest Guinea. There
are large differences in coverage rates and access between
regions and sexes. While mass media campaigns are well-suited
to rapidly increasing knowledge, and often beginning to change
attitudes, rapid behavior changes will probably not occur without
focusing on community-based health education and counseling
alongside.quality service delivery.

DHS data indicates very limited «25%) communication between
spouses about family planning. Both men and women seem to
believe their partners approve of FP less often than they
actually do, except in Lower Guinea where women seem to
overestimate their partner's approval significantly. This data
:gas major implications for audience segmentation and specificity
of messages, and points to the need for research and message
development in a decentralized manner.

The most noteworthy lEe activities in the health sector have been
characterized by heavy donor support and partnerships among a
variety of governmental and non-governmental agencies working
towards similar objectives. They are also characterized by an
emphasis on one or two messages, as opposed to a large package
of health messages, and by efforts at community mobilization.

IJ ,..1\
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Two examples of these types of programs are the EPI portion of
the PHC\EPI\EM (MSPAS, UNICEF, many NGOs), and the prevention of
AIDS\STDs (MSPAS, USAID, NAC, etc). Both of these have received
substantial financial and technical support, and the IEC
components have been implemented by a group of public sector
partners as well as private or NGO organizations and their
networks of volunteers working at all levels of the health
delivery system.
Although the main actor in health education and IEC is the MSPAS,
a number of actions have been carried out by other governmental
institutions as well as by NGOs. The~e are br~efly described
below.

II. Governmental Organizations

A. Ministry of Public Health and Social Affairs (MSPAS)

Public Health:

As the proposed new MSPAS organizational chart indicates, the
Prevention Division includes most of the progrw~atic sections
concerned with maternal and child health and disease control.
The Health Education Section (EPS), however, is located under the
National Division for Health Promotion; it has the mandate to
coordinate and provide IEC assistance for all activities. Housed.
in a relatively new building with ample space and decent working
conditions, the EPS has a staff of three that have benefited from
training in materials development and design. There seems to be
comparatively less emphasis on counseling, inter-personal
communication and community education as compared to health
structure-based IEC and print materials. There is no specialized
personnel for reproductive health or family planning IEC assigned
to the EPS. The Section owns a small collection of audio-visual
equipment, bu t no means! of production. The environment of
scarcity of resources often has the Section competing with
programmatic sections in o~der to obtain resources to perform its
role; in spite of this,: there seems to be a high level of
collaboration when it is requested. Some donors have financed
IEC actions through projects connected to programmatic
initiatives; it has been suggested that this is one of the causes
of the poor quality of existing print materials in Guinea.

With current staff levels and organizational structure, it will
be difficult for the EPS to coordinate all health education
activities. The 1993 Health Education PCllicy announces the
creation of an .inter-minis.terial National Consultative Council
for Health Education, whose role will be to orient and assist in
the implementation of the Policy during annual meetings. At the
prefecture level, many IEC campaigns are initiated by other
governmental agencies and NGOs. Local health offic~als are not
always aware of all of these actions, and the central level has
incomplete information on field-based research and activities.
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In spite of severe constraints including limited human and
material resources, the EPS has contributed to a number of
achievements in health education and lEC. Consistent leadership·
at the central level, and some donor support, has led to improved
management and planning capabilities. Since 1991, a number of
impOl:tant· initiatives have been implemented with assistance from
this division, including the development of a health education
training module and its use to train health agents in all four
regions. Materials have been developed for both health workers
and community members. Equipment provided by both USAID and the
World Bank's PDSS project several years ago have been maintained
in good working order. Although centralized development of
health education messages for G~inea is probably not a sound
strategy due to large regional differences, recent efforts to
segment the national audience and determine priority SUbjects for
each segment are important steps. Segmentation as presented in
the National Health Education policy should be reviewed and
revised in the light of the new DHS data and available field
based research from each region.

On regional and prefectural levels, additional training and
follow-up for supervisors and health providers in sites
delivering FP services is required +_0 develop inter-personal
communication skills. Numerous providers remarked on their lack
of confidence in their FP counseling skills and ability to
appropriately educate community groups and individuals.

Social Affairs:

The State Secretary for Social Affairs became ~ part of the
Ministry of Public Health in 1992 and retains a separate
administrative structure. The National Direction for Promotion
of Women has established networks at regional, prefectural and
many sub-prefectural levels, and manages thirty-eight Women's
Training Centers. Many of the income generating activities
~urrently supported at regional, prefectural and sub-prefectural
levels also include health education components on subjects such
as nutrition, vaccination, hygi~ne, female excision, and child
spacing as well as education aimed at reducing juvenile
deliquancy and increasing the participation of women in the
economy. MSPAS officials seem relatively uninformed about
programs ~hat Social Affairs undertakes; there is no evidence of
collaboration between these two portions of the MSPAS for IEC.

B. Ministry of Education and Professional Training

The Ministry of Education houses two programs actively involved
in health education. One is a UNFPA-funded project administered
under the National Pedagogical Institute (IPN), and other
activities are integrated into the program of the Literacy
Section.

The IPN is a research and teacher training center with more than
one hundred professional staff, a youth radio program, a
photography laboratory, and a print shop. Since 1984, lPM has....,



housed the Population Education Project (EMP) funded by UNFPA.
Achievements of the EMP include substantial audience research
(teachers, students, parents) as well as successful pilot
programs in more than forty primary schools, five secondary
schools and two "ecoles normales". Additional activities ~ave

complemented the primary program, including production of dramas
for television in four languages, development of comic books
about family size, STD\AIDS, and the environment, and educational
sessions organized for parents, women, and community leaders.

Objectives of the third phase (1994-96) of the EMP Project
include expansion of the program into at least 1,000 primary
schools, 20 secondary schools and all eight "ecoles normales" in
Guinea. If these goals are achieved, more than one-third of
children currently attending school will benefit from the
program. One important result could be the complete integration
of the fif:.ld-tested primary school modules into existing primary
school cu~riculum. UNFPA funds are not sufficient to enable
complete ~chievement of the objectives.

The Literacy Program operates throughout Guinea, and receives
support from international NGOs working in education and rural
development as well as from UNICEF. Trained staff exist in all
prefectures and some sub-prefectures, and collaboration with
local governmental and NGO partners is stressed in workplans.
The Literacy Program has a mandate to provide technical
assistance to and coordinate all literacy efforts. Literacy
programs (and materials) have been developed in all major local
languages. The content used within the literacy programming is
determined according to local economic activities and social
problems. Information on these subjects is provided by
technicians and adapted to local circumstances whenever possible.
For example, health messages about preventing malaria, hygiene
and food and nutrition are usually provided by MSPAS staff. On
going collaboration exists between representatives of the
Literacy Program and those of NGOs, Ministries of Public Health
and Social Affairs, Interior (Micro-realization), Agriculture in
many prefectures. The Literacy Program collaborates with
representatives of Social Affairs to focus on female literacy and
utilizes their training centers when possible.

At the beginninq of the PHC\EPI\EM program, the Literacy Section
played the important roles of assisting in mobilizing communities
as well a~ training the members of the Management Committees of
health centers (many· of whom are illiterate or illiterate in
French). Some Ministry of Education staff would like to renew
collaborative efforts in ~upport of the NPHCP.

C. Min~stry of Communication

Collaboration between the Ministry of Communication and
the MSPAS has been essential to the support of the PHC\EPI\EM
program. Guinean Radio and Television (RTG) includes National
Television (reaching Conakry and the four regional capitals),
National Radio, and four Rural Radio stations created in 1990 •

..,~
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RTG has well-trained, dedicated and enthusiastic staff in spite
of material difficulties. Rural Radio does not have complete
coverage except in Middle Guinea, but the technical problems have
been identified and resources are being sought to improve
transmission equipment in N'zerekore, Kankan, and Kindia.

Current programming for television and radio allot regular time
for health education. One 45 minute slot per week on television
is scheduled, and French language radio programs on health are
broadcast three times per week for 15-20 minutes. Daily programs
of 25 minute duration in the main local languages are broadcast
on National Radio. Health programming on Rural Radio varies from
station to station, but health subjects seem to receive a fair
amount of attention. For all these mass media, pUblic service
announcements are usually broadcast without charge.

Use of these means of communication is clearly important even
though no impact studies have been completed. Since the DHS
shows relatively low levels of knowledge about family planning,
current strategies aimed at rapidly increasing knowledge through
radio are essential at this early stage of development of the FP
program.

Radio Rural staff have skills in audience research techniques,
and could be invited to join efforts to identify additional
communication channels, materials and messages for target groups.

D. Ministry of Youth, Art and Sport

The Ministry of Youth has a National Direction of Youth and
Popular Education. There is a system of 35 or 36 Youth Centers
throughout Guinea, but many of them are dilapidated and
unequipped. It would take a large effort to upgrade and use
existing material and human resources to provide lEC to youth
through this Ministry. However, their participation in
activities in a decentralized strategy should be solicited; it
is possible that in certain prefectures, their role could be
substantial.

E. Ministry of the Interio~

While the Ministry of the Interior's representatives are
responsible for oversight, coordination and support of local
government efforts in many sectors, they seem to be overburdened
especially in prefectures with many schools and integrated health
centers. For basic political mobilization and IEC aimed at
political and community leaders, their role is important in all
health education efforts. These representatives may also be the
best informed about the multiplicity of local activities by
governmental and non-governmental partners.



III. Guinean Non-Governmental Organizations

A. Guinean Association for Family Well-Being (AGBEF)

By far the most important local NGO for family planning IEC,
AGBEF has been responsible for implementing a number of
innovative programs. Created in 1984, it is still early in it's
institutional development but has placed a certain accent on
development of IEC expertise. Guinea's IPPF affiliate, it has
benefited from a variety of funding sources and the participation
of many volunteers.

As a collaborative organization supporting GOG policy, IEC
efforts are coordinated with the MSPAS (including the Social
Affair's Direction of Promotion of Women). Many AGBEF volunteers
are GOG employees working in health and education, including
specialists in communications.

USAID\PSI's FAMPOP project has supported AGBEF' s expanded efforts
in IEC through the use of 15 promotion agents throughout Upper
and Forest Guinea. These agents are relatively new, and no

.conclusions can be drawn about impact or cost-effectiveness.
There has been some discussion of the fact that all the promotion
agents are men; this was not a policy decision but rather a
result of the selection process. This may limit their ability
to educate and influence women. Also, there is a questions as
to how they will influence men towards actively seeking child
spacing. Sustainability is questionable, however, since 100% of
the costs associated with these agents are paid through FAMPOP.

An effort to completely document results of this effort should
be made as it has major implications for the development of
further IEC actions.

B. National AIDS Committee (NAC)

The NAC has probably produced the largest variety of IEC
materials aimed at supporting a specific health message in
Guinea. The Technical Committee for the Fight against AIDS is
the executing body of NAC actions, and prefectural committees
composed of volunteers from bQth the public and private sector
function throughout the country, especially in major urban areas.
NAC receives support from a number of sources, including USAID
(FAMPOP), WHO and Canadian assistance.

C. Committee on Traditional Practices Affecting Women's and
Children's Health (CPTAFE)

CPTAFE is the Guinean chapter of Geneva-based Inter-African
Committee on Traditional Practices. It is a volunteer
organization. CPTAFE is implementing a training and· information
campaign targeting journalists, health professionals, community
and religious leaders and traditional health practitioners
although current funding levels are insufficient to mount a
nationwide campaign. CPTAFE aims to eradicate female genital
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mutilation, harmful nutritional taboos, early marriage (before
age 18), scarification and tattooing, and repudiation. CPTAFE
supports positive traditions including child spacing and
breastfeeding.

D. Coordination des ONG Feminines

Although this coordinating body does no health education
directly, its member organizations include many concerned with
health (AGBEF, SIDALERTE, Guinean Midwives Association, etc).
Efforts to coordinate and expand health education, especially in
reproductive health, should utilize and support this coordination
body .



IV. Private Sector

Time did not permit an in-depth analysis of activities in
education and advertising related to health in the private
sector. One important remark is that some MSPAS clinics have
posters promoting use of breast milk substitutes; this is
incompatible with the role of the MSPAS in promoting positive
health behaviors. Finally, anecdotal evidence from market
vendors selling pharmaceuticals and contraceptives indicates that
they do not provide health education; AGBEF is beginning pilot
work with market vendors.

FAMPOP's experience with social marketing of condoms stands out
as an example of using media and local commercial networks to
raise awareness, even if sales have not risen dramatically. AIDS
messages were broadcast on TV using 14 spots in 4 languages, and
on radio via 34 spots in 5 languages. There has been some
sensitivity about spots from the religious community. Impact on
urban populations on the coast and Middle Guinea has been shown
by increased awareness of AIDS and AIDS prevention techniques as
well as recognition of the Prudence brand; the program also sites
the creation of an environment in which sex-related topics can
be discussed in public. However, the translation of knowledge
into action requires more motivational messages. Before
behaviors can change, education and information levels need to
be increased. Further experiments in social marketing of other
health products will benefit greatly from this first experience,
especially in understanding the importance of linking classic
social marketing techniques with community health education
efforts.



v. S.W.O.T.

STRENGTHS:

Multiple governmental partners with special access to some
target groups as well as some level of human and material
resources

Ministry of Education: school children and their parents,
teachers, literacy program attenders and their families
etc.

The National Directorate for the Promotion of Women: women
involved in income generation as well as network of elect9d
representatives in some cases below the sUb-prefecture
level in large villages

Great interest in health IEC among media representatives at
all levels

Numerous, international and local, NGOs interested in
increased involvement in health education and sometimes in
community organization and education

•-=

•
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•
• UNFPA and PSI\FAMPOP are already working with SMI\FP

department of MSPAS to develop an IEC program for FP.

WEAKNESSES:

• lack.of coordination (this is also be an advantage to rapid
decentralization)

• There seems to be quite a bit of KAP research done, but
results take years to be analyzed\published; general lack
of knowledge about what research has been done, where, and
what the results mean for changes in behavior

• There is not yet a strong, vocal constituency for FP in
Guinea

• For breastfeeding, policy framework needs to be established,
to support any programmatic efforts

• The interpersonal communication\counseling component of FP
has not receivad tha support needed for this·compon:nt to
be successful in the context of a FP program. Under the
FAMPOP project, lack of clear delineation of duties between
MSPAS personnel and AGBEF IEC staff may create problems
later on as service providers view FP IEC as outside of
their scope of work.



OPPORTUNITIES:

• Support real community-based education by accessing social
networks; need basic anthropological\ethnographic data

• Agents trained in contraceptive technology (using the MSPAS
modules) don't feel confident in their ability to counsel
for FP or promote FP in the community. See "In-service
training" for training recommendations in the Human
Resource Appendix. Supervisors need to be able to help
solve these problems and reinforce progress made by health
agents.

• Although the team was told that health education had been
integrated into the ordinogrammes, this was not confirmed.
At health centers visited where ordinogrammes were
available, agents did not believe that the ordinogrammes
provided guidance.

• Potential role of health center chiefs and other staff in
encouraging their staff to promote FP to clients seeking
other services; current training does not promote this type

··-of .. integration of messages\interpersonal communication.
Health Center staff do not always seem to view FP promotion
as part of their job descriptions, although promotion of
EPI is almost· universally seen as d central role.

• Reinforce the role of DPS in supporting lEe and counseling
for FP as well as other interventions

forstr.uctureshealth

Use radio and other mass medias for information, must build
interpersonal communication networks for behavior change

Building on existing structures and resources

Multiple existing organizations, including some with
community networks, to work with; can help target various
groups by better coordination

Social marketing of MSPAS
reproductive health care

Support expansion of EMP program and additi.onal printing of
materials that have already been field tested for
distribution in areas of FP project action; help them avoid
formation en cascade of teachers

• Improve research\design\production of print materials at
local levels; watch experiences of AGBEF promotion agents
as first test of results.

Build regional and prefectural research capacities
(audience research and OR)•

•
-~

-
-

•
•
•
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THREATS:

Central MSPAS

• Lack of incentives to coordination

• Competition between sections of the MSPAS for resources

• Insufficient human and material resources available to
section EPS

Regional and prefectural

• Lack of incentives to good coordination between various
Ministries

• Many target groups requiring different messages

• Over-centralization of decision-making as \':ell as human
resource development for lEC

• POliticization of actions in some Ministries

• Demand creation before quality services are available to
respond to demand

• Reticence to shift responsibility - and resources- for lEC
from central level regions and prefectures

• Lack of experience in community soundings and mobilization
of MSPAS personnel

• Need to move rapidly from increases in knowledge to changes
in practices of both service providers and target
popu~ations



RECOMMENDATIONS:

1. Establish a reading room or non-lending library
population and MCH\FP; it would make sense to do it
Conakry.

on
in

2. Give equal attention to the use of social networks and
community organizations as to the outreach component of
MSPAS work. Utilize all governmental and non-governmental
infrastructure and mobilization efforts.

3. Work at prefecture level to increase ability to do basic
audience research and design messages for local use. For
materials, concentrate on those accessible to the majority
(i.e. illiterate) population and those who make decisions
abou~ the .concerned interventions.

4. Finance printing and distribution of materials (for
students and teachers) developed under EMP program; finance
expansion of primary school program into schools in zones
where USAID is financing FP service delivery.

5. Do not suggest major funding of health education or IEC
coordination at the MSPAS central level- resources need to
be destined for prefectural levels (including Conakry
prefectures)
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APPENDIX IX

HEALTH SECTOR FINANCING ASSESSMErT

Information for this assessment has been obtained from a variety
of sources including MSPAS, Ministry of Plan and Finance (MPF),
USAID, UNICEF, and a variety of program and donor analyses.
However, there were often significant variations in data in
different reports. Because of these inconsistencies in
information, every attempt was made to obtain data from the most
reliable source which, for most of the data herein, was felt to
be the MPF. Because problems of data quality and consistency
limit our ability to draw definite conclusions, it is recommended
that those designing and monitoring health programs continue to
collect data and observe trends in health financing.

This assessment is organized as follows:

I. National Budget
II. Health Budget

Overall Health Budget
Investment Budget
Recurrent Cost Budget
Recurrent Cost Expenditures

III. Financing of Service Delivery
Sources
Fees Charged
BUdgets, Cost and Revenue
Ability to Pay
Equity
Efficiency

IV. Sustainability
V. Conclusion

I. NATIONAL BUDGET

The table belo\i shows the growth and contraction of the overall
Government of Guinea (GOG) budget for the past five years in'
terms of recurrent costs, investments from the national budget
(BND) , to:tal provided by Government of Guinea sources, and
externally financed investments (FINEX). Until '93, the GOG
national budget grew steadily, mostly financed by receipts from
the bauxite industry. In '93, the budget was reduced by one
third.

I



EVOLUTION OF THE NATIONAL BUDGET (GF 000,000)

Recur't (Change) Inv. BND Tot. GOG (Change) Inv. FlNEX Grand Total

-.

285,318 (+16%") 173,000

89

90

92

93

94

213,033 (--)

252,018 (+10tr)

368,251 (+46tr)

718,752 (+95%")

504,614 (-42%)

577,2B2 (+14%)

32,730

33,300

40,00B

40,800

59,237

55,600

245,763 (--)

40B,259 (+43%')

759,552 (+86%")

563,851 (-34%")

632,8B2 (+12%")

135,200

202,739

274.815

275,000

250,000

1.130.963

458,318

610,997

1,034,367

B3B,B51

882,882

Source: Ministry of Plan and Finance (MPF), Direction of Budget

The overall 94 budget was announced just days prior to
the completion of this mission; the distribution by
specific Ministries and categories are still to be
determined.

~ Al though the total national budget declined
significantly in 193, the Government share allocated
to investment increased significantly.

In 1993, externally financed investment was level.
The percentage of the national bUdget financed by
external investments has remained fairly stable at 27
- 37%.

The exchange rate GF for US Dollars has changed as follows in
recent years: 1989: GF 592/$US; 1990: GF 660; 1991: GF 754;
1992: GF 902; 1993: GF 950.

Recurrent budget figures should be regarded with caution since
they include widely fluctuating debt payments -- much of which
is actually financed by the paris Club rescheduling agreement.

Clearly, national financial resources are constrained and this
must be taken into consideration in the ct~sign of any health
activities. Activities identified shc~ld leverage existing GOG,
international, and local financing; rather than generate large
requirements for additional Government financing. Activities
which build on existing initiatives or mobilize other resources
will have higher likelihood of success than will completely new
programs, unless they are very cost effective.
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II. HEALTH BUDGET

A. Overall Budget
~ EVOLUTION OF MSPAS BUDGET {ODD, 000)-

Salaries Fonctn't Invest. Total Change

B9 2,700.0 2,052.8 B,855.01 3,607.B

90 3,277.6 1,443.9 10,631.7 15,303.2 +12.5%

91 5,800.0 1,655.9 18,781.9 26,237.B -+-71 .5%

92 11,098.5 1,565.5 21,215.0 ::13,879.0 +29.1%'

93 11,577.5 1,566.5 20,706.8 33,850.8 -0-

Sources: Salaries and operating expenses from MPF, Budget Direction.
Investment for 91/92/93 from MPF, Investment Direction.
Investment for B9/90 from UNICEF Social Sector Analysis.

Public sector financing for health care has been relatively flat
in recent years. The total above appears to indicate a growth
trend, however there are at least two factors to consider. As
indicated below, the source of most of the Investment financing is
external -- from donors, NGO's, and loans from the World Bank or
ADB. Also, the increase of all civil service salaries by 100% in
1991 increases the salaJ~Y figures in a somewhat artificial manner.
Most of the GOG financinq is for salaries and operating costs, .
which has declined since '89.

EVOLUTION OF MSPAS INVESTMENT BUDGET

Inv.-BND (% Expended) Inv. -FINEX (% Expended) Tot.Bud. (% Exp.)

91 2,184.5 (97.6%) 16,597.4 (60.3%) 18,781.9 (64.7t;)
:..

92 2,020.0 (6B!fr) 19,195.0 (5a) 21,215.0 (52%)

93 4,743.5 15,963.3 20,706.8

94 6,171.0 21,159.6 27,330.6

Source: l·1PF, Direction of Investment

The figure above indicates the ~mount budgeted for MBPAS
Investment by source and, in parentheses, the percentage of the
budgeted amount actually spent. Actual expenditure information is
not yet available for '93. From 92 to 93 and 94, the amount
budgeted from the national budget (BND) grew by 135% and by 30%
whereas investment financed by external sources remained
relatively level. Nonetheless, the amount of the budget that was
actually expended was fairly low.

As a result, considering inflation Guinea's capacity to finance
the sector has gradually been eroded at the same time that service
coverage is expanding, utilization levels are low, and some
aspects of the quality of care have been questioned.



The GOG has documented its priority for the health sector but
has yet to demonstrate its financial commitment by increasing
resources allocated to the health sector to a level comparable
to other countries or those recommended by the WHO.
Increasing the share of general revenues allocated to
health/population has generally been a difficult task in
developing countries. If this is achieved, it is an important
indication of GOG commitment.

If Government revenues remain flat, as predicted by most
experts, any growth in the MSPAS budget will come at the
expense of other Ministries. Since increasing the health
budget is said to be a Government priority, it is hoped that
health funding will not come at the expense of other social
programs. Rather, budgets such as public companies or defense
spending would be more appropriate targets. However, this is
yet to be determined.

B. Recurrent Cost Budget

The MSPAS budget for recurrent costs has been growing modestly
in recent years -- both in absolute terms and in proportion to
the national budget -- though not sufficient to keep pace with
inflation. This is indicative of the priority that the
Government is beginning to place on the financing of health
services, notwithstanding the severe constraints on financial
resources.

The following are budgeted amounts including personnel and
MSPAS-supported operating costs.

EVOLUTION OF THE RECURRENT COST BUDGET (000)

National Health Percent

213,033,000 4,752,838 2.23

252,018,000 4,671,503 1. 85

368,250,469 7,455,880 2.03

718,751,500 12,664,000 1.76

504,613,500 13,144,000 2.61

530,000,000 15,100,000 2.84

Interviews with the Ministry of Plan and Finance, Direction of
Budget. They were also sought from other donors' analyses and
the MSPAS, but the Ministry of Plan and Finance data was felt
to be most reliable·;

--
'B9

'9O

, 91

'92

'93

'94

Source:

The budget figures for '94 have not yet been finalized by the
Government. The figures for '94 cited above were estimated
roughly with the assistance of Ministry of Plan and Finance.
Prior to any further analysis based on these figures, they
should be verified. Reportedly, the budget is to be published
inuninently.

It is difficult to determine trends because of the aberration
of 1991 in which all civil servant salaries were increased by
100%, thus causing a somewhat artificial spike in the trend. r"
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However, if '92 ie considered as a base year
(subsequent to the salary increase of '91), the
recurrent cost budgets for '93 and '94 incre3sed by
48% and 61% ov~r '92 levels.

EVOLUTION OF THE RECURRENT HEALTH BUDGET (Sal + 0p'ns) (GF 000,000)

Salaries (Change) Oplns (Change) Total 0p'ns/Total

89 2,700 2,052 4,752 43.2\

90 3,227 (+19.5%-) 1,444 (-42.2%') 4,671 30.9\

91 5,800 (+79.7%") 1,656 (+14.7%') 7,456 22.2%

92 11,098 (+91. 4%") 1,566 (-5.8%') 12,664 12.4%

93 11,577 (+4.3%-) 1,567 (+.01%) 13,144 11.9%-

The recurrent cost budget has been increasing, but
the increase is comprised of personnel cost.

The small increase in the operations budget has not
kept pace with inflation.

Informal sources indicate that in '94 the salary
bUdget is expected to increase by about 3%, and the
operations budget is expected to double. This needs
to be verified when budget is released.

The World Bank has reportedly obtained Government
agreement on annual non-salary recurrent expenditure
levels as follows as condition to their loan:

FY94:
FY95:
FY96 :

GF 2.3 billion (+46.8%)
GF 3.4 billion (+47.8%)
GF 4.5 billion (+32.4%)

..

To the best of our knowledge these allocations are
not reserved for any specific activities.

In addition to the MBPAS funding, the National Social Security
Administration (Cassie National de Securite Sociale) expended
GF 2,696,598,403 in 1992 for medical services. This amount
added to the recurrent costs of the MSPAS raises the
percentage of the national resources allocated to health to
3.36%.



C. Health Budget EA~enditures

The preceding tables indicate the allocated bUdgets. Cash
flow constraints or reductions in anticipated revenues in a
given year sometimes preclude the disbursement of the
allocated budget, The table below shows budgeted operating
costs as actually eXpended over the past three years. (It: is
assumed that the personnel costs are fairly completely
disbursed.)

~ This indicates that, on average, the Government
expended over 86% of budgeted funds for operations.

The absolute amounts of MSPAS budgeted and expended
from '91 to '93 has varied relatively little (about
6%); most operations costs have been supported by
the communities through the cost recovery program
and donors.

OPERATING BUDGET EXPENDITURES

'91

'92

'93

Total

Budgeted

1,655,880,000

1,565,500,000

1,566,500,000

4,787,880,000

Expended

1,371,944,951

1,335,529,695

1,426,256,444

4,133,731,090

Percent

82.85\

85.31\

91.04\

86.33\

Operating budget excludes salary costs and capital investments.

The budgeted figures were provided by the MPF from preliminary
reports; expended figures were obtained from MPF computerized
accounting reports.

~ The data above appear to indicate that the financial
commitment to health has increased only slightly
over the past few years.

These data also appear to indicate that the
Government is attempting to increase the funds
earmarked to provide health institutions with
equipment and supplies, not only personnel.



II. FINANCING OF SERVICE DELIVERY

A. Sources

Various cost elements of health service delivery are financed
by various sources:

• Salaries for core staff are supported by the MSPAS
and paid by the MPF according to the MiniE~ry of
Reform payroll. The MSPAS has indicated its
commitment to continue to support personnel costs.
The following are standard monthly salaries:

-.

Technical Health Assistant (ATS)
Mid-wife
Health Aid
Doctor (new grad)
Doctor (average in seniority)

9aa,oaO/month
112,000
112,000
151,420
163,600

•

-
I
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•

~

The staffing policy for an integrated health center
is the following: one doctor, one midwife, two aides
or nurses, one matron (generally paid with local
resources), four ATS or other auxiliaries. However,
in practice staffing patterns vary.

Additional staff often are financed by the health
center's local bu~get or by the prefectoral
government's budget.

• Capital improvements to infrastructure (and new
infrastructure itself) are usually financed by
NGO's, World Bank loans, donors and community
initiatives. Often the community provides
approximately one-third of the cost through in-kind
labor. (Some health centers have been financed by
U.S funds, including Peace Corps.)

Marginal costs are virtually all financed by the
clients themselves through the cost recovery
component; the only operating costs not covered are
health workers salaries. This is a major
achievement of the program and one that is not
replicated in many developing countries.

This represents a relatively diverse range of financial
sourc~s w~i7h is a positive indication of future
sustalnablllty.



B. Fees Charged

The pricing structure in health centers is based on a set of
prices for standard diagnoses, with the fee paid covering both
consultation and drugs. An average mark-up of 250% on drug
costs was calculated to cover drugs and other operating
expenses, with a maximum fee of GF 2400 in health centers.
Fees vary according to the age of the client.

HEALTH CENTER FEES CHARGED

a - 4 Yrs Old
W'out Lab - With Lab

;;. 5 Years Old
W'out Lab - With Lab

=
Local tl-eat. }
ORS }
Oral Contracpt.

Oral treatment
w/o antibio.

Oral treatment
w/anitbio.

Injections

200

300

500

850

200

450

650

1,000

200

600

1,000

2,000

200

1,000

1,400

2,400

Vaccination

Prenatal

Delivery

Gratuit Gratuit

600 600

1,000 1,000

HOSPITAL FEES CHARGED

Prefectoral H. Regional H. National H.

Outpt. cons.
Adult
Child

Surgery
w/O interv'n
With interv'n

Maternite
Normal deliv.
Cesarean
Other assist. deliv.

General Consultation

yPediatrics
o - 5 years
5 - 14 years

Private Room

1,000
500

12,000
30,000

3,000
10,000
5,000

12,000

2,500
5,000

1,000

1,300
700

15,000
40,000

4,000
13,000

6,500

15,000

4,000
6,500

1,500

1,700
1,000

20,000
52,000

6,500
17,000

8,500

20,000

5,000
8,500

2,000

Patients are required to make a deposit in these amounts at
the time of hospitalization.



C. Budgets, Cost and Revenue

Health Centers' use two main budget categories for their
locally controlled costs:

• "Incompressible" costs' include essential drugs,
management tools (e.g., patient registers, reporting
forms, and administrative materials), fuel for
refrigerator and outreach activities.

...:

• "Other" costs include such elements as office
furniture, motorcycle maintenance, travel, personnel
incentives, cleaning and maintenance supplies, and
contingencies.

..
A sample (not scientifically selected) of six health centers
in Middle, High, and Forest - four of which are relatively
urban and two of which are relatively rural - provided the
following budget information:

HEALTH CENTER COSTS AND RESERVES (Jan - June '94)

#1

#2

#3

#4

#5

#6

Avg.

Incompressible

2,249,317

2,777,465

1,829,881

551,112

1,823,590

743,378

1,662,457
(45.6%)

2,355,375

1,945,000

1,912,600

241,500

738,500

560,732

1,292,285
(35.5%)

To Reserves

1,376,557

1,598,885

1,134,669

38

34,210

(160)

690,700
(18.9%')

Total'Bud RESERVES

5,981,249 8,900,000

6,321,350 28,482,368

4,877,150 23,517,171

792,650 5,018,397

2,596,300 12,333,279

1,303,950 13,697,697

3,645,442 15,324,819
(100%)

On average, health centers' reserves are sufficient
to cover their "incompressibles" cost for nine
budget periods (six months each or 4.5 years
total) - without any further local revenue.

On average, reserves are sufficient to cover
"incompressibles" plus "other" costs for five budget
periods (six months each or 2.5 years total).
Health centers are authorized to program expending
one-third of their reserves each period.

This indicates that urban centers can attain full
marginal cost recovery.

9



It was stated at a pUblic meeting that the total of
reserve funds nationwide as of December '93 exceeds
GF 1.7 billion, as follows:

Revenues
Expenditures

Balance/Reserves

GF 3,498,459,345
1, 698c532! 285

GF 1,799,927,060

The impact of the Central Pharmacy (refer to overall
Assessment section on Logistics for more details on
Central Pharmacy) on this system could complicate
this achievement: Presumably the Central Pharmacy
will be operated on a full cost recovery basis which
will require prices at the health center level to be
set at a rate sufficient to also pay for central
costs. This may prove to render drugs too expensive
for patients; it will need to be managed vigorously.
(The Secretary General of MSPAS subsequently
indicated that the periphery level would receive
some subsidy for procurement of drugs to cover
central costs. Therefore, central costs of the
Central Pharmacy would be indirectly subsidized.
But this has not yet been established as a
procedure. )

An important aspect of the cost recovery program is that all
revenue generated remains at the local level to be spent
according to the budget established locally by the management
committee. None of the funds are remitted to the central
government treasury (as is often the case in othBr countries) .
There is some discussion of establishing a solidarity fund by
requiring each health center to remit a small portion of their
revenue toa central point which would then re-distribute the
funds to assist health centers in poorer areas that were not
breaking-even. However, this is yet to be implemented.

It is also interesting to note that Regional Inspectors are
required to report systematically, at the semi-annual
monitoring reviews, on any embezzlement of funds detected
during supervision and the plans and progress in recovering
funds.

D. Ability to Pay

The Conakry Household Consumption Study (ENCOMEC) conducted
with Cornell University in 1990/91 indicates the following
points which, although specific to Conakry, raise issues.

1. The greatest proportion of people in Conakry expend
between GF 12,000 - 30,000 monthly per capita (about 50%
of households) .

2. The average per capita expenditure for a member
household headed by someone self-employed in the
ag/fishing/mining sectors is GF 25,246.

of a
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3. Not surprisingly, household size shows a strong negative
correlation with per capita expenditures, suggesting that
FP might be most appropriately targeted towards the
poorest segment of society.

4. For the bottom 30 percent, the average household size is
9.66 people.

5. Households in the bottom two quintiles are calorie
deficient on average. These households have less
flexibility in allocating their households resources and
are more vulnerable to price and pOlicy changes.

6 .
-

~-

7 .
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In Conakry, the population that makes greatest use of
health centers is the poor: Of those in the bottom 30
percent, 24% of males and 27% of females use the health
centers. This proportion decreases as expenditure level
increases.

In Conakry on average, 2.11% of per capita expenditure is
spent on health. This percentage generally increases as
income increases. For the lowest 30 percent, 1.85% of
income is spent on health, as indicated in the following:

Food
Housing, utilities, tax
Fuel
Transport
Personal, discretionary, recreation
Domestic consumables
Clothes
Health
Education

Total

57.12%
14.88

6.70
6.31
5.52
3.18
2.97
1.85
1.47

100.00%

-=

8. The total per capita monthly expenditure for the bottom
30 percent is GF 13,699.

9. At GF 13,699 monthly expenditure per capita per month,
1.85% would come to about GF 3,000 for all health care
for a year.

Although the ENCOMEC study addresses only Conakry, the
household financial situation is usually even more constrained
in the countryside and is usually more cyclical and dependent
on the harvest.

The study indicates the severity of the financial situation
confronting that segment of the population that most uses
health centers. This could have important implications for
program design.

Health centers visited in the field, without exception, had
financial reser~e accounts ranging from GF 5,000,000 to
28,000,000. Obviously this is a strength in the financing and
financial sustainability of the Guinea healthcare system. It

- 'J-'r I
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also has important positive implications for quality, since
the reserve funds increase the likelihood of maintaining
stocks of essential drugs as well as other supplies,
equipment, and personnel.

Most service providers questioned said that fees charged for
services posed a problem for some patients, but that the
requirement to pay for services does not deter people from
seeking and obtaining services. Reportedly, on rare occasions
fees are waived, often the extended family assists with
payment.

Nonetheless, while revenue collections are substantial,
utilization rates were felt to be low in some of the regions
(e.g., Upper and Middle). This suggests the question: is the
current fee structure a more significant barrier to
utilization than is believed? (Certainly other factors affect
utilization, including infrastructure, sanitation, the
individual provider, etc.) If this might be the case, is the
current fee structure contributing to the financial strength
and financial sustainability of the system at the expense of
better health outcomes which perhaps could be obtained if fees
were lower and appropriate utilization higher?

The variability of utilization patterns indicates that the
propensity to consume health services varies greatly by
region, suggesting the need for an analysi~ of the price
elasticity of demand. Such an analysis m?· be able to be
conducted with data available for Conakry, ~ut apparently not
for other regions at this time.

(We understand that the World Bank might currently be
supporting a larger scale household expenditure study which
might respond to this need. Reportedly it indicates that the
average household size is 6.54, spent GF 81,463 on goods and
services, of which 4,628 was spent on health.)

If the MSPAS and USAID/Guinea determine that project resources
would be most appropriately allocated to specific geographic
areas, an analysis of the price elasticity of demand and
household expenditure patterns should be conducted in those
areas in order to continue to refine the cost recovery system
and optimize health output. For example, in parts of Middle
Guinea (and perhaps Upper Guinea), utilization appears low in
spite of strong infrastructure and relatively reliable
availability of essential drugs.· If USAID resources were to
be allocated there, it would be imporcant to know more about
the effect of price on demand, as well other factors that
affect utilization. A baseline study of health status and
service utilization would enable program managers to determine
the impact of services over time.

On the other hand, in Forest Guinea it appears that
utilization is quite high and price might not be a barrier.
Nonetheless, it may be worth conducting a local study to
better understand which expenditures are foregone in order to

r-
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purchase health services. If the purchase of health services
is at the expense of food and nutrition, the benefit of the
expenditure might merit reconsideration.

In the final analysis, it appears that the cost recovery
program is sufficiently well-established and successful
in generating financing with which to assure supply of
essential drugs, basic supplies, and motivation to
personnel that it would be a mistake to make wholesale
modifications to the scheme. The Guinea program has
proved. that an effective cost recovery system can be
established and can contribute to improved quality of
services. Nonetheless, it may be feasible to make
marginal adjustments that could improve health status by
increasing utilization without significantly undermining
revenue generated to support operations through cost
recovery. In fact, if fees are reduced but still
maintained at a level which exceeds marginal cost of
providing services, surplus revenue should increase
rather than decrease from increased utilization.

The emphasis on a positive financial balance should not be the
preeminent indicator of a facility's success. The objective
should not be to generate a surplus at all cost, but to attain
a financial balance that will enable the system to maximize
health outcomes ..

E. Equity

The Guinean health program should be congratulated for having
implemented its cost recovery program as well as it has.
Nonetheless, for a variety of reasons the system will require
continued "fine-tuning" as the health program continues to
evolve. One issue that might be addressed is equity of the
existing program.

For at least two reasons, fee-far-service systems with
standard fees throughout the country pose structural equity .
issues. (1) Standard fees across the country do not take into
consideration local variability in ability to pay. The GF
2000 fee for a treatment with injection might present a
different dilemma for a person of median income in Tougue
than for a person of median income in Conakry. (2) Some feel
that fee-for-service systems unfairly burden those who are ill
or most likely to become ill (perhaps the elderly or the
poor) .

Prepayment of the cost of care is an approach that spreads the
financial risk of illness across a larger population and can
be used to fund some preventive activities and therefore has
some advantages. Under a prepayment system, ready cash is not
required at the time when health care is received.

However, it also requires
duties and a higher level

a greater range of administrative
of financial management expertis~~1f



More sophisticated financial analysis is required to establish
rates to break-even. Working capital management can also be
more complicated. Administrative mechanisms to assure
compliance and quality of care monitoring can also be more
complex.

Although it is premature for the national program to embark on
a prepaid system in view of the well-established fee for
service system, the MSPAS and USAID!Guinea should consider
experimenting with piloting a prepaid component in a very
limited number of prefectures in which the utilization is
relatively high. This would provide useful information with
which to plan future adjustments to the system -- adjustments
which might· not be advisable today but nlay be in the future.
Moreover, considering the relative sophistication of the
Guinea health consumer, they might perceive prepayment as an
attractive option.

F. Efficiency

Simply increasing the resources for health will not
necessarily improve the system unless they are deployed
efficiently. Adding resources to an inefficient system
without improving the production process will result in little
improvement. Any imbalances in the resources available cause
the entire system to t~ constrained by the most limited
resource. For example, if trained personnel are relatively
plentiful, but medications are not available; the system in
total will not be able to function much beyond the limits of
available medication. The resources that are less constrained
then become underutilized.

Increasing efficiency generally involves improving management
capacity to attain greater output per unit of input. The
policy of the MSPAS is to decentralize more authority and
resources to the prefectoral (DPS) level. The new
administrative structure proposed will include a financial and
administrative unit at each level. However, the processes and
procedures to implement this decentralization are not evident,
nor are the resources - human, financial, technical - to
achieve it. At the regional inspectorate and prefectoral
directorate levels, administrative and technical procedures
will need to be developed and implemented. This will require
a major effort to implement, much less plan. It may be .
difficult to fund these activities from current MSPAS budget,
but it would be good donor investment in developing capability
to improve efficiency for the future.
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IV. SUSTAI NAB IT. 3:TY

Sustainability issues affect several different aspects of
programs including financial, organizational, and policy
aspects. In addition to support for service delivery,
sustaining improvements requires strengthening national and/or
local capacity to manage resources effectively

Currently, there are certain conditions favorable to
sustainability of health and family planning service delivery
activities, just as there are certain factors that could
undermine future sustainability. Factors favorable to
sustainability include the following:

• Political commitment to primary health care and, to
an extent, family planning on the part of the
Direction of Public Health is clearly evident in
policy documents and the level of priority accorded
various programs.

• Community management and participation in financing
activities strengthens chances for sustainability by
increasing likelihood of obtaining inputs to support
marginal costs of providing services.

• Integration of a range of activities at the service
site makes it difficult to isolate/terminate
selected activities that might be vulnerable to a
loss of political support in the future.

• Diversity of funding organizations makes the program
less vulnerable to the vicissitudes of any single
agency.

Some of the constraints to sustainability of program
achievements include the following:

• Financial commitment on the part of the Government
of Guinea has not been strong, therefore reducing
the potential leverage of donor resources and
causing the program to rely too much on
international financing.

• Allocation of national resources to SMI/PF program
is constrained by virtue of its position within th~

MSPAS organization as a Section.

• Institutional development activities still need to
take hold and be reinforced to compensate for the
apparent lack of same during the First Republic.

• Lack of apparent demand for services among some
segments of the population could be a source for
future reduction in political and financial
commitment.



Each of the above mitigating factors can be strengthened by
activities discussed elsewhere in this assessment. Likewise,
project activities can build upon each of the favorable
conditions. However, it is important to establish the role
and priority of sustainability of project activities at the
design phase in order to facilitate correct impleme~tation;

Projects can be designed in such a way as to emphasize eithc~

(I: obtaining outcomes that occur during the term of the
project itself, and (2) developing structure and resources to
attain objectives after the term of the project is completed.
Some projects attempt to do both. However, a problem arises
when it is not determined a priori which of the above is pre
eminent.

Although the two need not be mutually exclusive, trade-offs
are often involved between the two as sustainability competes
with other project goals. If the priority is not clearly
established at the outset, it can lead to confusion regarding
allocation of resources and programmatic decision-making
during project implementation.

If the project is to emphasize institutional development
activities and, perh~p8, to sacrifice expansion of activities
in order to achieve other objectives, the project should not
be held accountable for short term demonstration of
substantial service delivery output and vice versa.

At this still early stage in the development of the Guinea
MCH/FP program, it would seem advisable to place priority on
continuing to develop access to high quality services and
continuing to develop the institutional capacity to support
improved service provision. Although this implies (and, in
fact, requires) attention to sustainability of project
activities, it also should imply assignment of secondary
priority to sustainability. If this is the case in. the design
phase, it should be explicitly specified at the·design phase
in order to ~larify future decision-making and implementation.

v. CONCLUSION

In many situations and health programs in Guinea activities
are carried out quite successfully at the field level.
However, there remain reports of shortages of basic
pharmaceuticals, fuel, vehi~lesl equipment .and proficiently
trained personnel. To 'address these needs, the GOG will need
to continue to focus sharply on the economics of the health
sector.

A coherent health care financing strategy can enable the GOG
and USAID/Guinea to work on two important axes at the same
time: (1) increasing access to high quality family planning
and related health services; and (2) policy reform to incrp.ase
resources and improve resource allocation.



Government involvement in the health/population sector is
limited by an overall constraint on the public budget, in
spite of the high level of commitment on the part of MSPAS
officials. Nonetheless, in order to he.ve significant impact
on the national health/population prosram, donor agencies need
to work with the national program if they wish to have
significant impact over the long term. This would seem to
argue against developing major, totally new activities in the
public sector. Future projects should leverage existing GOG,
local, and international financing; build on or integrate into
existing initiatives; and seek to mobilize other resources.
The health sector financing strategy that USAID/Guinea should
encourage the GOG to pursue should focus on resource
mobilization, resource allocation, efficiency, and equity.

Resource mobilization approaches should include facilitating
private sector involvement (including market-based,
employment-based, and insurance initiatives); encouraging
increased GOG financial support to the health sector; and
maintaining appropriate emphasis on cost recovery.

In resource allocation, approaches should encourage increased
GOG financial support to SMI/PF and to operating costs, and
directly support activities at the intermediate and periphery
levels in order to continue to push resources closer to the
service delivery level.

To maintain and improve efficiency, activities should continue
to improve management, encourage decentralization and focus on
maintaining availability at service sites of the range of
resources necessary to provide services -- most notably
contraceptive and drug supply.

To enhance equity of health/population service provision,
consideration should be given to further analyzing household
expenditures and service utilization in specific areas to be
identified and to testing other cost recovery mechanisms to
refine the current system.

The risk of diminishing sector resources should be addressed
by including a specific review of sector budgetary allocations
and expenditures in annual reviews of pr~ject performance.
USAID may wish to consider agreeing with the GOG to certain
financial conditions prior to implementation. In principle,
this is a strong way to push policy development. However, it
should also be considered with caution since in some
countries, preconditions have resulted in very significant
delays in implementation of activities.

Nonetheless, in future reviews and analysis it is important to
keep in mind that the financing strategy should not be
misconstrued to represent the ultimate objective of health
sector activities. The financing strategy should be
maintained as a means to assist achievement of health sector
objectives.

•
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APPENDIX X

HUMAN RESOURCE DEVELOPMENT ASSESSMENT

This section refers primarily to public sector human resource
development. The official private sector, including NGOs,
currently employs only a small percentage of trained health
workers. However, it is widely believed that the "unofficial"
private sector includes some MSPAS employees providing services
for remuneration (inside and outside of Ministry facilities),
especially in urban areas.

HEALTH PERSONNEL

The MSPAS Health Sector Policy places'a major emphasis on human
resource development including implementation of aRe-deployment
Plan based on population-based needs assessments, norms and job
descriptions, development of human resource use policies and
development and implementation of career planning.

The MSPAS has approximately 7,052 salaried employees as of
January 1994; more than 5,900 were trained as service providers.
Since 1992, approximately 77 employees have retired and 73 new
employees hired.' The majority of retirees were permanent
contractual employees (52% maintenance and cleaning workers and
drivers) while the majority of new emp~oyees are service
providers' (76% physicians, midwives and health technology
assistants). There is also an unknown number of contractual
employees paid by health centers and hospitals out of revenues
generated through the cost-recovery scheme, as well as at least
600 trained, non-salaried TBAs throughout the country.

SELECTED MSPAS PERSONNEL, BY CATEGORY (1\94)

Administrators
Finance

Specialists
Physicians
Pharmacists
Midwives
Nurses
Laboratory
Technicians
Health Technology

Assistants
Book-keepers

7

6
941
199
371

1291

169

2471
41

-=
Almost every major donor report since 1988 has emphasized the
need for a rationalized system of personnel deployment,
especially given the high percentage of physicians (45%) and
midwives (55%) in Conakry and the comparative under-staffing of
health centers outside of Conakry and the four regional capitals.
Hospitals tend to have more complete staffing according to MSPAS
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guidelines than do health centers, with the exception of centers
in Conakry which are over-staffed. More than 34% of public
sector health employees work in Conakry, covering about 15% of
Guinea's population and assuring central-level functions. In
1992, re-deployrnent of some personnel both within Conakry and
towards other regions was completed. Progress since 1992 on re
deployment is difficult to assess given the limited availability
of current personnel distribution data. Sources within the MSPAS
admit that while some progress has been made towards implementing
the existing Re-deployrnent Plan, there are serious political
difficulties confronting completion of the task. For Conakry
itself, further re-deployrnent away from over-staffed facilities
will be possible in 1994 as new health centers are integrated
into the NPHCP.

A relevant question is whether the existing numbers of personnel
could fill the demands made 'by the current system even if the Re
deployment Plan were fully implemented. A preliminary analysis
shows that MSPAS minimum staffing requirements (BEPR:1988) may
contribute to some of the current inequities in deployment:

I TYPE OF STRUCTURE I PERSONNEL PER PERSONNEL IN
STRUCTURE TOTAL

UNIVERSITY 358 716 ( 2 )
HOSPITALS

REGIONAL 140 280 (4)
HOSPITALS

PREFECTURAL 103 2884 (28)
HOSPITALS

HEALTH CENTERS 8-9 3040 <J80)

TOTAL 6920

This chart does not take into account health posts or central
level Ministry staff not based in service delivery sites.
Assuming ~he i,ntegration of all 380 health centers into the
NPHCP, almost all current personnel would be accounted for if
these staffing patterns were followed. Of the 941 physicians
employed by the MSPAS, 852 would be involved in actual service
delivery (including one physician per health center). Clearly,
the MSPAS cannot-currently, fulf·ill its own staffing requirements
and given restrictions of the Structural Adjustment Program,
numbers of personnel will not increase substantially in the next
few years.

As noted above, recent hiring opportunities have been used by the
MSPAS to add personnel perceived to be in short supply in the
public sector; they mayor may not be those needed most by the
MSPAS. As noted above, administrative and financial specialists
are in extremely short supply and current numbers cannot provide
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needed coverage at the central level and in the six largest
hospitals.

A detailed analysis of existing job functions, job descriptions,
personnel categories and needs within the MSPAS program - with
an emphasis on the NPHCP- would enable rational re-deployment and
hiring practices. Current problems in administration, financial
management, supervision, and logistics require special attention.

PRE-SERVICE EDUCATION AND TRAINING

The School of Medicine, located in Conakry, is part of the
university system. The number of graduating physicians varies
between 100-200, with current classes closer to the high end of
the class size. An impressive effort to provide physicians-in
training with appropriate -exposure to PHC and preventive health
led to the program at the Rural Health Training Center in
Maferinyah. Although most medical students spend part of their
final year at the Center in Maferinyah, the content and quality
of this training may not be adequate. A detailed analysis of
this part· of the medical training program is not currently
available.

The other four pre-service training institutions for health
personnel are included administratively within the Ministry of
Education. These are a professional school training midwives,
registered nurses and public health aides (in Kindia) and three
secondary schools of health (N'zerekore, Kankan, and Labe) which
produce auxiliary health workers including health technology
assistants and laboratory assistants. An average of 560
paramedical personnel complete training each year, of which
approximately 80 are midwives and nurses.

The content of pre-service training requires some revision if. it
is to serve the goals~of the NPHCP. Both pedagogical skills and
materials have not been reviewed or revised in at least six
years, and do not reflect priorities of the GOG: curriculum and
practical training are oriented to hospital-based curative as
opposed to primary and preventive care. Many older providers
claim that those graduating now have less practical experience
than when the schools were based in Conakry, and therefore
younger agents require much more formal and informal in-service
training ..

IN-SERVICE TRAINING

As noted above, even new graduates require in-service training
to perform the job descriptions specified at most levels of the
MSPAS system. Central-level coordination and record-keeping
about in-service training are inadequate, although reforms are
currently being implemented; therefore, only estimates of recent
training can be made. Approximately 60% of current MSPAS service
delivery personnel have been trained for the national program,
with a heavy emphasis on EPI and management of essential drugs.
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By compari.son, only about 6% of current MSPAS staff have received
training in contraceptive technology or family planning
management or IEC.

Much of the in-service training to date has been "cascade
training". Although the costs are low, the results are uneven at
best and often unsatisfactory. Supervisors often have received
different training than those they supervise, and sometimes have
not received any training in new elements of the NPHCP.
Development of a group of health trainers has begun, but efforts
have been mostly limited to the central level. Some central
level personnel participated in a special pedagogy workshop
organized for them by the IPNi apparently financial constraints
have limited follow-up and expansion of these efforts in spite
of much interest on the part of the MSPAS.

The MSPAS has committedto . decentralization of in-service
training, based upon the establishment and support of multi
disciplinary regional and prefectural training teams.
An updated National Health Training Plan is currently being
developed; the original Plan (IDA, 1989) was not operationalized.

Decisions about major directions of USAID assistance to the
health sector will determine the content of in-service training
needs. Three dichotomies should be considered in making the
final decisions:

1. Technical versus Managerial Training

While there are certainly great needs for technical training,
especially as new or improved interventions are added to the
PHC\EPI\EM system, the need for comprehensive management
training is also evident. Emphasis for management training
should be placed on those personnel functioning as Prefectural
Health Directors (DPS) and Heads of Health Centers (CCS)i the
four Regional Health Inspectors should be consistently involved ..

One of the major weaknesses of the current MSPAS system is
management, yet - as is the case in most countries - pre-service
education provides almost no basis for performing these
functions. Training in use of the NPHCP management tools has
been provided to some of the staff of health centers, and most
of the tools are used (to some extent) in most integrated
centers. Bi-annual monitoring of health centers has supported
increased.use of certain tools, but completeness and quality of
basic data collected is uncertain. Use of the collected
information on a local level to monitor progress and correct
problems was not observed consistently. Training in and use of
management tools is less standardized in' hospitals, with the
exception of some tools related to the management of the
essential drug supply.
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2. One Technical Intervention versus Packages of Interventions

TJ:'aining Of health personnel in one intervention ( ie family
planning) at a time may provide certain advantages, including a
more specific focus geared to donor concerns and ability to
prmride in-depth scientific and practical knowledge in a limited
time period. However, designing mod~les (or combining modules)
that emphasize related packages of services can help to emphasize
integra'tion and quality of services for the community. For
example, one package could be those interventions usually offered
by the "Pre- and Post-Natal Care" personnel: pre- and post-natal
care with additional emphasis on identification and referral of
high-risk pregnancies, family planning, breast-feeding, and
STD\AIDS prevention.

3. Primary Care versus Referrai Care' Training

If the NPHCP is to meet its own objectives, standards for and
quality of care at referral sites needs to be improved. Clearly,
USAID can determine which level of the system to target its
interventions. For example, delivery of services through the
health center and post system could be emphasized, or support
could be given to the whole pyramid of public sector services for
a given intervention or package of interventions (ie community
based distribution, health posts, health centers, prefectural
hospitals for complications and\or serious cases, etc).

STRENGTHS, WEAKNESSES, OPPORTUNITIES, THREATS
AND RECOMMENDATIONS

1. PERSONNEL

• The GOG experiences the same deployment problems in almost
all important sectors of government intervention, including
education, rural development and agriculture. Plans for
in-depth studies and options analysis for personnel
incentives for all sectors have been developed.
Standardized GOG policies could have specific positive or
negative impacts on sectors supported by USAID; in the
health sector, where some community-level decision-making
determines payments of salary supplements, this could
constitute a threat to MSPAS policy development and
attempts to support community participation.

RBCOMMBHDATIOH: USAID\Guiriea should consider offering
assistance to the central government for the design of the
studies and analysis of data and options, and policy
process.

• Although World Bank documents indicate support for
implementation of re-deployment and personnel policy
development activities in the health sector, additional
technical assistance may be required to continue
administrative reform and functional implementation of the
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reforms. Threats include wasting efforts to overcome
intransigent political problems and development of more
policies that will not be implemented.

•

RECO~ATION: Provide additional technical support in
administrative and personnel policy development as needed
at the central level, and assist in implementation to
support decentralization. Some inputs could be tied to
performance on re-deployment (i.e. performance-based
planning for overseas training, additional equipment for
central offices, etc.) Special attention needs to paid to
the issue of incentives for service in underserved areas~

Current reliance on one person per prefecture (DPS) to
perform all supervision is not functional, especially in
prefectures with many health centers. DPS should lead ~

small team of supervisors '.' (including non-physician
personnel with high-levels of training and experience) to
increase supervision frequency and coverage rates and to
reduce the burden on DPS so other task may be prioritized
as decentralization occurs.

RECOMMENDATION: Support pilot zones of superv~s10n teams
(several prefectures) to see how it works and what the
results are (operations research).

2. PRE-SERVICE TRAINING

Although the public sector has employed less than 5% of those
graduated from all five institutions since 1991, continued
inadequacies of pre-service training should be corrected to avoid
continued dependence on donor assistance to meet basic pre
service training needs for the NPHCP. Major threats to the
success of interventions in pre-service training include
reductions in Ministry of Education staffing and funding levels
in concerned departments, the inability to coordinate efforts
with MSPAS, and the geographical difficulties involved in working
in five different cities.

Both USAID and the World Bank have planned. interventions in
this area, but coordination of efforts is essential to
ensure sustained impact and rational use of donor funds.

•

RECOMMENDATION: Require coordination of donor plans by the
Ministry of Education before funding additional
interventions.

In order for any curriculum changes to be effective, they
need to -reflect current MSPAS policy and programmatic
emphasis. Therefore, special consideration needs to be
given to institutionalizing the collaboration process for
curriculum review between the Ministry of Education and the
MSPAS. The major threat is dispersion of effort with little
impact.



RECOMMENDATION: Emphasize improvements in curriculum in
areas of importance to the NPHCP where training and skills
are notably weak in pre-service institutions, such as
reproductive health, nutrition, and ARl.

Efforts (like that of JHPlEGO) to upgrade both knowledge and
teaching skills in reproductive health are especially important
given the epidemiology of morbidity and mortality among the
reproductive age population. However, greater programmatic impact
would be obtained more rapidly if these efforts focused cn
regional training team members in the future (see below).

3. In-Service Training

• A major opportunity for a donor exists to support the MSPAS
as it decentralizes. training capabilities, simultaneously
emphasizing the development of the training skills while
reinforcing technical skills and use of algorithms. until
training resources are sufficient, the NPHCP cannot meet
its objectives in a cost-effective way and continued
reliance on "cascade training" will not produce the desired
results.

Since many of the potential members of a prefectural
training team also perform supervisory functions, support
designed at improving training can also improve both the
content and style of supervision.

I

"I

•

RECOMMENDATION: Support the development of decentralized
national training capabilities, beginning in one region and
its prefectures if resources do not allow a more widespread
effort. Focus on improving training skills with the help
of the National Institute of Pedagogy. Since trainers will
need to be able to provide training and refresher courses
to support the whole NPHCP, emphasize the content of
standard MSPAS modules and treatment algorithms. (See
comments above on one intervention training versus packages
of interventions.)

Members of this team and MSPAS personnel (as well as staff
of both UNFPA and USAID-financed projects designed to
support addition of family planning to health center
services) have noted the need for a major review of the
nationally-used training modules for contraceptive
technology, family planning management and lEe.

RECOMMENDATION: Provide both financial and technical
support for a review and revision of family planning
training modules •. Breastfeeding and LAM need to be
integrated into the standard training. Since their design
in 1992, there have been notable changes in international
standards of practice and experiences from local use imply
some changes are needed.

NOTE: The family planning training modules and the related algorithms
need to be consistent; if either one is improved, the other also needs
to be adjusted.



• Use of algorithms is not consistent throughout Guinea,
impacting on the quality of care and the cost of the care
delivered in integrated health centers and posts. Results
of bi-annual monitoring include comparisons of costs per
treatment as well as per case, and indicate variations of
up to 33%. A major threat could be moderated if the MSPAS
requested this assistance, and therefore was committed to
what could be major changes in algorithms.

RECOMMENDATION: Finance limited research into barriers to
proper use of algorithms in several parts of Guinea. If
results indicate that the main barriers can be corrected by
punctual interventions, such as redesign of the tools or
refresher training, these interventions should be financed.

• If the decision is made to support both primary care and
referral centers for £amily . planning or a package of
reproductive health services, a number of actions need to
be financed to support development of sound training
practices.

•

RECOMMENDATION: Develop new training modules for referral
sites, as well as referral criteria to be integrated into
basic training modules and algorithms.

Management and superv~s~on training needs to be
strengthened. Review of current training modules and
techniques and development of explicit checklists might
improve consistency of supervision and impact. (Those being
supervised should know what the standards are.)

RECOMMENDATION: Support a
for all IR and DPS to
checklists. Collective
important.

national seminar on supervision
review and revise supervision
ownership of these tools is
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APPENDIX XI

Partial Li'st of Persons Contacted

The assessment team contacted scores of people throughout Guinea
during this assessment. The assistance of those not specifically
mentioned below is gratefully acknowledged.

USAID

Wilbur Thomas
Thomas Park
Jan Emmert'
Dr. Mariama Bah Diallo
Helene Rippey
Stephanie Mullen
Sally Sharp
Steve Haykin
Charles Morgan

MSPAS (Central)

Dr. Ousame Bangoura
Dr. Mandy Conde
Dr. Mahi Barry
Dr. Karifa Douno
Dr. Hassimion Bangorra

Dr. Boubacar Sall
Dr. Mohamed Sylla, Jr.
Prosper Tamba Millimono
Dr. Aly I<amara
Dr. Mohamed Kader

Dr. Boubacar Diallo
Dr. Boubacar Toure
Dr. Haba Fassou
Solo Tolno
Dr. Arnadou Oury Barry

MSPAS (Regional)

Dr. Baugorra

Dr. Mariania Diane Hadja

Dr. Mohamed Lamine Drame

Director
Deputy Director
Chief, GDO
Population Advisor, GDO
TAACS'Advisor, GOO
GOO
PPDO
PPDO
PPDO

Secretary General, MSPAS
Director of Public Health
Chief, MCH!FP Section
Chief, Pharmacy
Chief, Essential Medicine
Program

Coordinator, PCH Program
Management Specialist, DAAF
Training Specialist, BEPR
Chief, Food and Nutrition
Division

Maternity without Risk Program
Head, Health Education Section
Health Education Section
Head, Nutrition Section

Regional Inspector of Health,
Middle Guinea
Regional Director for the
Promotion of Women, Upper
Guinea
Regional Director, Forest Guinea



MSPAS (Prefectural)

Dr. Hassane Fow
Dr. Basry Ibrahima
Dr. Oumar Barry
Dr. Amadou Diallo
Mamadou Salion Diallo

Dr. Drame Lausara
Dr. Gilber Milmono
Dr. Abdulaye Balde
Dr. Konate
Ibrahima Sory Fadiga
Mr. Cisse
Fatoumata Konte
Dr. Tidiane Diallo
Dr. Mohamed Lamine Yansane
Dr. Cisse

PharmaGuinee

Dr. Taha Dia
Dr. Mamadou Baugorra

Ministry of Communication

Alpha Fode Dembele
Mariama Balde
Mamadou Dian Diallo

Ministry of Pre-University
Education

Alpha Boubacar Barry

Lamine Barry
Mr. Kourouma

Dr. Ibrahim Fernandet

AFPAMNIG

Dr. Namba Diankanbe Kaba

Dr. Kourouma Sekou Tidiane
Mrs. Fofana

Dr. Moussa Donza

Director of Health - Coyah
Chief, Maferinyah Health Center
Director of Health - Koubia
Chief, Koubia Health Center
President,Koubia Health Center
Management Committee
Director of Health - Kuidia
Chief, Kuida Health Center
Prefectural Hospital - Siguiri
Head of Pharmacy - Siguiri
Chief, Franwalia Health Center
Diansomana Health Post
TBA, Diansomana Health Post
Chief, Kabada Health Center
Director of Health, Gueckedou
Director of Maternity,
Nzerekore Regional Hospital

Director General
Director, Administration and
Finance

Radio Rural, Kankan
Director, All for Health
journalist

Deputy Director, Institut
Pedogogique National
Director, Environment Education
Direct, Health and Population
Training .

Directo'['

National Coordinator

Director
Centre de Recuperation et
d'Education Nutritionnelle
Research Officer
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Maternal and Child Healthl
Family Planning Reference Center

Dr. Disatty Keita

University of Conakry

Dr. Ibrahim Nadhel Diallo
Keloua Kouzouma

UNFPA

Mrs. Zinson

UNICEF

Dr. Yatara

Gerard J. Bernard

Dr. Alois Dorlemann

Malcolm Donald
Michele Cato
J. Patrick Duconge
Eddy K.K. Momat
Voila Vaughn

CPTAFE

Dr. Morissanda Kouyate

AGBEF

Director

Head, Chemistry Department
Head, Food Science

Country Director

PHC'Program Manager

Representative

Clinical Adviser, Gueckedou

General Secretary

Coordinator, Siguiri

Executive
Regional
Guinea
Promotion

Director
Coordinator, Upper

.. " .. \

.. Programs Director
"
" .
.~ . '.
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Kankan


