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GUINEA 
Country Health Profile 

This is one of a series of Country Health Profiles produced by the Center for 
International Health Information (CIHI). Each profile provides quantitative and 
qualitative data on current health and demographic conditions and tile health care 
system in a developing country. Profile information is compiled from CIHI's 
databases and reference library and through research and analysi. of other data 
sources. 

CIHI's Country Health Profiles, along with CIHI's Health Statistics Reports, are 
intended to provide data in a concise format for individuals and organizations 
involved in health sector policy and decision-making. Contact CIHI at the address 
on the preceding page for information on the availability of other country health 
profiles and health statistics reports, or look for these reports on the Internet at the 
following address: gopicr.i;!/.usaildi.'ov. 

In order to enable CII to report the most current health and demographic data, 
readers are encouraged to provide any more recent or more accurate information by 
contacting the center directly or through USAJD's Office of Health and Nutrition. 
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CURRENT DEMOGRAPHIC AND HEALTH INDICATORS
 
Demographic Indicators
 

INDICATOR 


Total Population 


Urban Population 


Women Ages 15-49 


Infant Mortality 


Under 5 Mortality 


Maternal Mortality 


Life Expectancy At Birth 


Number of Births 


Annual Infant Deaths 


"Total
Fertility Rate 

Child Survival Indicators 

INDICATOR 

Vaccination Coverage 

BCG 


DPT 3 


Measles 

Polio 3 

Tetanus 2 

DPT Drop Out 

Oral Rehydration Therapy 

ORS Access Rate 

ORS and/or RHF Use 

Contraceptive Prevalence 

Modern Methods (15-49) 

AllMethods (15-49) 

Nutrition 

Adequate Nutntional Status 
Appropriate Infant Feeding 

A) Exclusive Broastfeeoing 

B) Complementary Feeding 

Continued Breastfeeding 

Other Health Indicators 

INDICATOR 

HIV-1 Seroprevalence 

Urban 

Rural 

Access to Improved Water 

Urban 

Rural 

Access to Sanitation 

Urban 

Rural 

DeliverieslTrained Attendants 

A Data not available, 

VALUE 

6,392,000 

1,843,000 

1,423,000 

139 

240 

666 


45 

323,857 

39,162 

6.9 

PERCENT 


76 

55 

57 

55 

61 

NA 

45 

82 

1.7 

1.0 

NA
 

33 

8 


320 

92 

PERCENT 


0.7 


0.3 

87 

57 

84 

5 

34 

YEAR SOURCE 

1994 UNP9400 

1994 UNP9400 

1994 UNP9400 

1994 BIJC9302 

1994 JEE9504 

1992 DHIS9412 

1994 UNP9400 

1994 UNP9400 

1994 CALXX01 

1994 UNP9400 

YEAR SOURCE
 

1993 WHE9401 

1993 WHE9401 

1993 WHE9401 

1993 WHE9401 

1993 WHE9401 

1993 WHD9401 

1993 WHD9401 

1992 DHS9412 

1992 DHS9412 

1992 DHS9412 

1992 DHS9412 

1992 DHS9412 

1992 DHS9412 

YEAR SOURCE
 

1991 BUC9408 

1992 BUC9408 

1991 JMP9301 

1991 JMP9301 

1991 JMP9301 

1991 JMP9301 

1992 DHS9412 

Fordefinitions of indicators, ee law notes in ..lppendx 13. Ior.fidl citations ofsources, see Appendix (C. 
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EDITOR'S NOTES 

1. References& Sources. Sources in thispro/ilearc relrredto hy a seven-digitcode. 

Generalv. the' first three letters rele'r to a source institution, tle .llwing' two 

numbers refer to the yearo luhlication or transmittal,and the final two numbers 

uniquelv identit/' the inthvdnal source A complete list 01 sources appears in 
Appendix C. 

2. St "tisticalAppendLkc Much o/the quantaatitvedatapresentedin graph/armin this 
proile also appears in tabular.fbrmwith specific references in Appendix A. 

3. Data Notes. 'or definitionv of indicators and commentarv regarding their 

derivation, the readeris relerredto Appendix B. 

4. Comparative Graphs. (nless specified otherwise, indicatorvalues fbr country 
groupingsare median values fir group~s ofavailblecountry-level values. l~here no 

cte is speclfied. values used refe'r to most recent availabledata. 1he groups are 

composedasfollows: 'ub-,h' haranA/rica" icludesavalabledata ror47 coutries 

comprising IAll) 's A.1rica Region, which dloes not includcL' I.U)t. IIhvc, lunisla. 

Algeria.Aforocco and Westerm,;ahcra. "low-iticonO' ( 'ountrics ' ncludes avalahble 
data fir 54 countries classified as such in the World Bank's World l)evelopment 

Report 1993 (WIDR 1993). 'Developing ('ontries'"indicators are drawn from 

availabledata/u, 'he 152nations not classifiedas "EstablishedMarket Economies' 
in the WDR 1993. 
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I. COUNTRY OVERVIEW 

Geography GUINEA: REGIONS FOR 1992 DHS 
SENEGAL


Thc Republic of Guinea is a tropical West 
African couintry of approximately 6.5 mil- uNA 
lion inhabitants. With a total land area of 
240.000 ki. (juinea is divided into four MIDDLEMAL
 
natural regions: Lower. Middle. Upper and 
 (oen

Forest Guinea (see figure I 1. for a more (Moye,nneU 
detailed map. see inside back cover). LOWER(Ba.sse (Haute Guine)
 

Lower GLinea. also known as Maritime Guinoe- COTE 

D'IVOIRE
Guinea. is located on the Atlantic coast be- CO 

tween Guinea-Bissau and Sierra Leone. This 
region produces abundant export crops (par- At a nftc , NEiEl 

ticularlv bananas anod pinap)iCs) and is home LN t(Giare 

to the country's capital and largest cit\, Ocean 

Conakr . \which with approximately 1.5 million . LIBERIA 

inhabitants contains over twenty percent of the national 
population (U..N P)4()I ). Travelling inland, one enters the Figure 1.1 
I'oiau 1ll/lo highlands which form the major \watershed for 
West Africa's longest river, the Niger. The first part of these highlands is Middle Guinea. a mountainous region 
with abundant rainfall but oerworked agricultural land and an impoverished economy Next to the cast is Upper 
Guinea. a predominantly savannah zone characterized by higher temperatures and a long dry season. These two 
regions form Guinea's northern border with Senegal and Mall. In the southeastern extreme of the countrv. Forest 
Guinea is a densely forestcd area tucked between Sier.a Leone. Liberia and Cote dvoire. With a rainy season 
covering cight months of the year. Forest Guinea is the country's source of' agro-industrial plantation crops 
(coffee. tea. cacao) and forest products (D--IS94 12). 

History
 

Guinea enjoys a vastly diverse ethnic -id linguistic heritage. In addition to French. the government of Guinea 
recognizes eight national i~nguages. The 1992 Guinea Demographic and Health Survey (DHS). the most useful 
recent source on health and demographic conditions in Guinea. provides data disaggregated not only along 
geographical lines indicated in figure I. I but also according to membership in various major ethnic groups, 
including Malinke. Soussou. Pculh. and "Forest ethnicities" (DHS94 12). An estimated 9)0 ierccnt of the national 
pcpulation is Mushim. Religious leaders continue to wyield considerable power within Guinean society (AID9502). 

The Republic of Guinea achieved independence from France in 1958. Since independence, national political 
po\er has been concntrated in the hands of a few civilian or military leaders on top of an expansive but corrupt 
and inefficient bureaucracy. Since the 1980s, the government of Guinea has responded to pressure from the 
International Monetary Fund (INIF) to liberalize its highly regulatory economic policies but has made little 
progress improving bureaucratic efficiency or divesting ofparastatal enterprises. In December I9Q3. Guinea held 
its first multi-party presidential election with the participation of nearly 80 percent of the population. Although 
the electoral process was partly flawed due to tampering, the selection of Lansana Contie was eventually accepted 
by opposition parties. Legislative elections are currently planned in order to form a representative national 
assembly and preparations are under way to establish a strong and independent judiciary (AID9502). 
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C HOI. Countr yOverview 

Social and Economic Conditions 

Although Guinea is generally considered to be one of 
the world's poorest nations, the country's level of gross GROSS NATIONAL PRODUCT PER CAPITA, 1991 

national product (GNP) per-capita was about $460 1n How Guinea Compares 
.


IQ) 1. a bo ve the median fo r su b -Sa h ar an na t io ns (s ee S 400 1 - ........ .... 

figure 1.2). The nation's economy has been maintain- S1200 1150 

ing an annual growth rate of about four percent since S1000 
the late It)8)s. Agriculture is thougiht to enplo. 8() 800 

percent of the labor torce (DISQ4 12) but only ac- a 
counted for 2) 1percenit ofgross domestic product (GDP) 1400s~ 

-00 $360
in I) I (VBK')303). Mining is the major source of 


national incomes Guinea is the orld's second-largest 3200
 

producer of bauxite, which accounted for 60 percent of ZO
 
Guinea Sub-Saharan Lcw-inccrr ,evelcpingexport value in IQ' and also has significant reserves Africa :ounries -ountr.e 

of diamonds. gold. and iron (WIAO))"I). Bauxite Source: Elaborated from WBK9303 

mnmng and aluminimun production have declined drasti- Figure 1.2 
callv in the I 0t)s. Traditionally the major source of 
public finances, mining revenues dropped from over two-thirds of total government revenues in I )8 to just thirty 
percent i I1994. The direct effects of this predicament have been magnified by the government's need to comply 
\with austerity measures (A;D19502). 

On the positive side. the rate of expansion in Guinea's economy has surpassed population growth. inflation has 
been curtailed and the exchane rate has been stabilized. USAID's mission in Guinea credits this success to 
macroeconomic reforms enacted in the mid-I 980s and suggests that economic growth in the I90)s has been more 
significant than officially indicated due to substantial but unasscssed expansion of the informal sector. On the 
other hand. the formal ';ector has continued to lag and the gov'ernnict has made little progress on its plans to 
privatize public enteiprises. Public investment in basic infrastructure has been grossly inadequate due to limited 
revenues and inefficicnt use of existing resources. according to USAID/Guinea (AID t ,)502) 

In most categories of social development. Guinea's performance is \wanting: only about thirty percent of adult 
Guincans are literate, including just It) percent of adult women. according to USAID's mission in Guinea. 
Although basic education is improving, the prospects for the fuiture are not bright. Only forty percent of the 
nation's school-age population is currently enrolled in primary school. h,the UNDP's Humnu Development 

nIndex. a composite score based on various indicators of education, health and economi - conditions. Guinea 
finished dead last for 192 (UNDQ402). As the USAID mission points out. this poor rating seems to be 
contradicted by the fact that t000.000) refugees from "more developed" neighboring countries - Sierra Leone and 
Liberia - have sought asylum in Guinea (AID9502). 

Population Dynamics 

Much of 'hat is known about current demographic and health trends in Guinea is based on the 'Indings of a 1983 
General Population and Housing Census and the 1992 Demographic and Health SurveV (DHS). Both indicate 
that the national population is dominated by younger Guincans, with the 1983 survey finding 41.5 percent and the 
1992 DI-lS 47 percent of the population to be under age fifteen (DHS9412). According to estimates for 1990 by 
the U.S. Bureau of the Census. 44 percent of the population was under fifteen and 18 percent was under five years 
old (see population pyramid. figure 1.3). 
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I. Country Overview 

CURRENT & PROJECTED POPULATION 
By Age & Gender 1990 -2020 

Estimates by the United Nations of Guinea's total 
 TotalPopulation 1990 5,930000 Total Population 2020 11,660.000 
population, crude birth rate (CBR). and crude death FEMALE
 

rate (CDR) between 1950 and 2000 are illustrated in 79 FEAE
75 
,oto74 ' 

figures 1.4-1.5. Annual population growth is esti- ,o06 :]
 

mated at 3.0 percent for 1995. higher than for any _,os :9 '
 
:
previous period but still below the regional avcrage of 


about 3.1 percent (UNP9400). NJo 3934 !-q- _
 
_5:. 

.5 to N5 _7__.... __ 

.to24 

Overall population density is about 26 persons per 0,.1

square kilometer, comparable to most of Guinea's ,o+ 

coastal neighbors except for Sierra Leone. wvhosc den- 100 . is ; ,;- 0 -5 ;--10 
sitv is more than twice as high (UNP9400). About 28 Source: UUC9401 N 1990 2020 

percent of the population is thought to live in urban Figure 1.3 
areas. According to the projcctions by the United 
Nations. by 2000 one in four Guneans will live in or 
around Conakrv. which currcnthlv holds three-quarters POPULATION ESTIMATES 
of the country's urban population. Conakrv has been 10 
among Africa's fastest-growing cities since 1950. \when 
it had less than 40.000 inhabitants. According to the . 
UN. Conakrv's growth has slowed to an annual rate of .2 

about .2 percent inI195. still third-highest among 60 ,
0 45large sub-Saharan cities (UNP9401). 

0. 34 41 5 

0 31 
"The 1992 DIS mcasured Guinea's total fertilit, rate _ 

(TFR) at 5.7 children per woman of reproductive age 12 2

15-49 years old). nearly the same level found in 1983 
(58). The highest TFR was found in Upper Guinea 0 -------..... 

950 55 60 65 70 75 80 85 90 95 2000 
((.6) \while \yonen in Conakrv were found to average Source: UNP9200 Year 

.Just five children (DHIS94 12). Previous estimates by Figure 1.4 
the UN Population Division held that total fertility had 
been been stable inGuinea at seven children per \oman 
since the I t)s (UN P9400). CRUDE BIRTH &CRUDE DEATH RATES, 1950-2000 

100 -. . . .. .. 

Extremely low levels of contraceptive prevalence in CBR CDR 

Guinea suggest that the TFR will not be declining 80 
significantly in the near future. The 1992 DHS found .0 . 

contraceptive prevalence among marricd women of 6055 5252 52 51 51
reproductive age to be 1.7 percent for all methods and 0 . 3 U U . U, *, 

just one percent for modern ncthods only (DHS94 12). o 310. 

These levels are minimal even in comparison to rela- "5 

tiveh- lo\ modern methods prevalence rates reported 20 t . 
for 1993 for neighboring Senegal (4.8 percent) and 
Mall (3,5 perccnt)(DIHS9309,A1D9505). 0 

YearSource: UNP9200 

Figure1.5 
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II. HEALTH SITUATION ANALYSIS
 

Basic Health Indicators 
Basic measures of life expectancy and age-specific 
mortality indicate that health conditions in Guinea are 
among the \world's worst. The I')O4 Hunan Develop-
mcnt Report listed Guineas life expectancy at birth at 

43.9 years for IQQ2. vell below the median among 
sub-Saharan African natons (see figure 2. I). Of 173 
countries examined. only four \werc listed \vith lower 
life expectancies. two of which were Guinea's coastal 
neighbors. Guinca-Bissan and Sierra Leone 
(UN D9402). 

To a large extent, lower life expectancy in Guinea and 
other developing nations is a result of high infant and 
child mortality. The 1992 DIS found that 153 infants 
died per thousand live births in the ten-year period 
preceding the survey. The under-five mortality rate 
(U5NIR) found for this period was 252. implying that 
one in four children dies before the age of five 
(DI-S94 12). ' 

Examination of DHS data combined with other avail-
able information suggests that the infant mortality rate 
(IMR) may now be below 140 and the U5MR below 
240 deaths per thousand live births. Although both 
rates are thought to have improved substantially since 

the I950s. these current rates for Guinea tower above 
median values among sub-Saharan nations. low-in-

conic nations and developing countries in general (see 
figures 2.2 and 2.3). 

INFANT & UNDER 5 MORTALITY RATES, 1950-2000 
50 .Findings 

0 . 1 5 1 ._ - * - " ', 


. - 325 

-300 2831 
-- ~25024 ~e 

11, 200 207. 2131 

W 200 -4 0 


- 149 137 1 
... . l 

E3 24i

100 IMR U5MR 
• .. . "-50
 

00
0 55 O-5-0-5-0-5-0-5 
1950 55 60 65 70 75 80 85 90 95 2000 

Source: BUC9302. JEE9504 Year 

Figure 2.3 

LIFE EXPECTANCY AT BIRTH, 1992 

How Guinea Compares 

8 , --------... 

64
 

60 

5
 

1,40 
"
 
20 

0 Guinea Sub-Saharan Low.-income Developing 
Alnca Countries Countries 

Source: Elaborated from UND-402 
Source: 2. 1 

Figure2. 1 

INFANT & UNDER-FIVE MORTALITY RATES, 1995 

How Guinea Compares 
300...................
 

~~~~~250 t ~ 236 IMR Z 5MR..... . ...... . 
Z 20 

_ 200 1 

0.150 137 

1 100 

0 
50 50 

..
 
Guinea Sub-Saharan Low-income Developing

Africa Countries Countries 
Source: CIHI Health Statistics Datebase 

Figure2.2 

INFANT AND UNDER-FIVE MORTALITY RATES INGUINEA 
of 1992 DHS, by Region 

400 - ... 

350 UMInfant Mortaity N U5 Mortality... ..... .... ... .. . 3 19 

300 

20r 179 192
 
166 

0.150 .102 104 

1
hi 

100 1

0 . ...------
GUINEA Conakry Lower Middle Upper Forest 

Source: DHS9412 

Figure 2.4 
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II. Health Situation Analysis , R 

The 1992 DHS found infant and under-five mortality rates to be significantly higher in rural over urban areas. 
The IMR found for rural places was 60 percent higher than for urban residents (respectively 167 and 108 deaths 
per thousand live births). roughly the equivalent proportion found for the U5NIR (respectively 276 and 176). 
Data disaggregated by region paint a clear picture: as one travels from Conakrv and the coast into the interior. 
health conditions are progressively worse (see figure 2.4). 

Causes of Mortality & Morbidity
Mortality among Children 

The vast majority of illness and mortality in Guinea 
results from preventable diseases. Among children un
der five ,ears of age. the most conimonly reported 
causes of death in 19)2 were acute respiratory infec-
tions (ARIs). measles. nmalnutrition, and malaria (see 
figure 2.5). Also of significance were diarrheal dis-
cases. tetanus and meningitis. Tallies based on re
corded deaths arc subiect to various biases inherent to-1Darrheal 

reporting teclniques. Estimates provided by USAID 
of the top causes of child deaths in Guinea in 1986 
placed malaria at the top of the list, followed by 
darrhcal diseases and malnutrition (see figure 2.7).
Morbidity among Children 

rb 7im 

Estimates of disease-specific morbidity can be derived 
from outpatient clinic tallies recording causes of visits, 
though these statistics arc viewed as considcrabl, less 
reliable than inpatient data. In 1991. malaria ac-nis 
counted for over twenty-five percent of visits. followed 
closclv by ARIs (including measles), diarrheal dis-

cases. intestinal wrms and skin iifections (see figure 
26). Estimates for 1986 listed the same top three 
causes -- malkaria. ARIs. and diarrhcal diseases (gastro-
cntiritis) - and attributed slightly higher percentages to 

8measles and malnutrition (see figurc 2.8) 
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CAUSES OF CHILD MORBIDITY, 1991 
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Figure 2.6 

LEADING CAUSES OF CHILD MORBIDITY, 1986 & 1991 
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CII. Health Situation Analysis 

Maternal Mortality 
Women in Gui a are at considerable risk of death related to childbirth. Estimates of Guinea's maternal mortality 
rate (MMIR) vary widely, reflecting the difficulties typically experienced in accurately defining and measuring this 
indicator (see data notes). A 19X99L)- study in Conakrv found a maternal mortality rate of55') deaths per 100,000 
live births. The study cited abortion, complications linked with hyvpertension, and postpartum bleeding as the main 
causes of maternal deaths and foind that low family income was the only significant socio-deinographic variable 
indicating higher risk (IJGQ201.1JGQ202). 

Q)2 DHS Iund a nationwide rate ot66 inatcr-
nal deaths per 100.000 births for the ten-year period How Guinea Compares 
preccding the survy. Among seven African countries 1200 
with a DHS including data on maternal mortality, this . 1.ooo 
rate places Guinea at the top of the list. along With ' 
Niger (DHSQ4 12). Citing the Worid H-lealth Organi- _ 0o 700 700 

zation (WIM1). UNDP's Hluman Development Report 
l94 suggests an NINIR of 1.000 for Guinea. im1plN ing 

The It MATERNAL MORTALITY RATES, c.1988 

ai 400that for cvcrv 100t children born. one mother (ties due a.
 

to complications related to pregnancy or childbirth. 230
 

This level of maternal mortality is the maxinmm re
ported by UNDP and stands high above values re- Guinea Sub-Saharn Low-income Dveloping
 
ported for most other countries (see figure 2.9). Sore CounErbet
Countrie
 

Source: Elaborated from UND9402 

Figure2.9 
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II. Health Situation Analysis . 

Specific Health Problems
 

Vector-Borne Diseases 
Sevcral of Guinea's greatest public health hazards are diseases carried by mosquitos and flies. Malaria is by far 
the worst, but river blindness (onchocerciasis) and sleeping sickness (trypanosomiasis) also pose formidable 
threats. Less common conditions include leishmaniasis and lassa fever, both of which originate in wild rodents. 
and yellow fever, vhich does not appear frequently but has dangerous epidemic potential. Available data on tile 
nature of these diseases in Guinea appear below. Another vector-borne disease, schistosomiasis. is discussed 
under diseases related to water and sanitation. 

Malaria. Mosquito-borne malaria is generally considered to be Guinea's major health problem, taking an 
enormous toll in terms of mortality, morbidity, and overall impact on society. Throughout tropical Afi ica. and 
especially in highly endemic areas like Guinea. the vast majority of deaths due to malaria occur among young 
children. When malaria occurs among adults, its social and economic impact can be far-reaching, especially in 
rural areas, where recurrent inflections during warn and rainy seasons may prevent many workers from 
participating in agrictiltural labor. Malaria among prcgnant women is a major contributing factor to anemia. 
premature deliveries and low birtheight (OUI()30I). 

According to reports by the Ministry of Health (MOH),malaria is the major reason tr seeking medical care in 
Guinea, accounting for nearly thirty percent of all reported morbidity (AID933 tJ). .\iong children under five, 
malaria has accounted for up to one-thir of reported morbidity and about one-fifth of mortality in past ycars 
(AID9339). though the statistics presented in figures 2.5 and 2.6 above indicate slightly lower levels. Inany case, 
outpatient tallies and reported deaths fail to capture the full scope of the problem. A 1988 study found, for 
cxample. that just eight percent of malaria sufferers consulted formal health services (VBC9001I ).The 1992 DHS 
found that just tnder one-third of children with fever were taken to a medical facility, a considerably higher share 
but still quite low relative to DHS findings in other countries (DHS94 12,DIS9 115). 

Seeking data to illustrate the prevalence of malaria FEVER AMONG CHILDREN UNDER FIVE 
among Guinean children. the I)92 DHS found two- Findings of 1992 DHS, by Region 
week prevalence of fever among undcr-fives to be 35 60% 

percent. While this level nay seem fairly high. it is 50% 49% 
slightly lower than most figures reported by DHSs in . 
tropical African countries (D-lSI) 115). Little varia- 4 %354 35 

tion was found between childrcn in urban areas (33.1 30% 26% 26 

percent) and niral aicas (35.5 percent), but mothers in 2 
Middle Guinea reported fcvcr among nearly half (49.3 20% 

percent) of children in the two %ccks prcccding the 
Among cthnic groups sur- 10% survey (see figure 2.5). 


Veved. fever prevalence was by far highest among the 0% .oN Mlr
GUINEA Conak'y Lower Middle Upper Forest 

Peulh at 44 percent (D1-',$9412). Source: 0HS9412 

Figure 2. 10 
We do not know what proportion of the fever episodes 

reported by mothers vere actually attributable to malaria, but we can be certain it is significant, for the WHO 
estimates that about half of fever episodes experienced by sub-Saharan Africans are due to malaria (WH09406). 
Another limitation of the data is that prevalence of malaria in general is highly stubjcct to seasonal and annual 
variations. A 1992 assessment of the malaria situatuion in Guinea identified various "malariological" zones based 
on climate and prevalence of the mnalaria parasite found among children ages two through nine. Mountain/forest 
zones were found to have the lowest prevalence and were classified as mainly meso-endemic. Areas considered to 
be a mix of meso- and hvper-cndeinic include lowland/river and mountain/river zones., where prevalence generally 

Center for International Health Information 7 



C- II. Health Situation Analysis 

ranged from 16 to 45 perccnt but rcched up to 63 percent in focal areas, and wet savannah zones. which also 
contained strong foci of n-laria infection. Foci in forest/sa-vannah zones bordering Sierra Leone exhibited 
prevalences ranging from 76 to 1)2 percent and were classified as hyper- and holo-endemic (NMPP9201 ). 

The 191)2 DI-IS found that only about 18 percent of children \w!th fever were treated with anti-malarial drugs 
(typically chloriquine). a much lower share than tound elsewhere. Despite efforts by the Government of Guinea 
to promote chemoprophylaxis during pregnancy as part of standard PHC practice. use of anti-malarials among 
Pregnant women also remains low. especially in rural areas. primarily due to lack of access as well as common 
misconceptions about the effects of anti-nialarials on the fetus (SSM9304). 

Sclf-treatmcnt. typically self-administrion of chloriquine. is practiced by a growing number of Africans but may 
actually lead to loss ofl imnunitv and increased susceptiblilitv to more severe illness. A 1985 study in Guinea 
found that IQpercent of sufferers practice "self-treatment" (VBC900) . Although this figure has probably risen 
with increascd knowlcdgc and availability of chlorquine. concurrent increases in chloriquinc-resistant strains of 
malaria could render even proper se!f-trcatrnent worthless. Chloriquine-rcsistant strains of p../LdcipaUm were 
first reported in Guinea in 1Q87 (V1C3 801 ). However, as of 1-1)2 the majoray of strains were still sensitive to 
chloriquine and its anal,,gs, according to a study by a Rt: sian research team (MPP9202). A 1993 health 
information assessment tbr USAI D reported that national-level studies ofchloriquine resistance had been negative 
to date cvcn though resistance had bccn indicated on an individual basis (AID9339). 

Onchocerciasis (River Blindness). Onchoccrciasis is a chronic but non-fatal eve disease transmitted to 
humans by blackflics. The upper Niger River basin, including ten major tributaries in Guinea, is one of several 
large areas in WVest Africa at hgh risk. Alhough an estimated one to two million people arc exposed to 
onchocerciasis in Guinea, the population !,roup at greatest risk is inhabitants of villages along or near rivers with 
blackfly breeding sites in Upper Guinea. Levels of infection are thought to be around 60 percent in Upper Guinea. 
betwNcn 40 and 60 porcent in Middle and Forest Guinea. and 40 percent in the river basins of lower Guinea 
(AIDL,331). An estimated 20.0(0) Guincans arc blind due to the disease (AID9415). 

In 198). the WHO's Onchocerciasis Control Programme commenced the "attack phase" of its long-term control 
strategy in Guinea. combining vcctor control activities with the distribution of ivermectin. a microfilaricide drug 
which kills tile (nchocerca volvu/s parasite. the small. fly-borne worm which causes blindness in humans. 
Covering ah.iost 80.000 kim. the zonc treated with ivermcctin over the ,ears spans six river basins in Upper and 
1:orcst Guinea. starting in the Milo river basin in I )88. then expanding to the Niandan. Mafou. and Niger basins 
in 1989. and the Sanakaranni and Tinkisso basins in 1990. '1ho two-pronged sLat'egy has reportedly decreased 
blackflv infectivity b. nearly 80 percent in less than five years, presenting the rossiblility of decreasing larvicide 
(vector control) opcrations in favor of ivernectin 'istribution (TMP9301.WHO95 10). 

Sleeping Sickne,-s (African Trypanosomniasis). Sleeping sickness is a disease borne by tsetse flies which 
prohibits the use of large areas of central and eastern Africa for settlement or livestock grazing. One variety of the 
disease knoNn as Tb. gcambiense occurs in parts of West Africa as well. Reporting on cases in Guinea has been 
sporadic: Guinea notified WI-1O of ncarly 200 cases annually in the early 1980s, among the highest in West 
Africa. but ceased to report case totals after 1984 (VBC9l01). In 1994, a survey was being planned with the 
support of WHO and the French government to assess the situation (AID94 15). Although sleeping sickness was 
recently limited to just a few foci in Guinea. it is now thought to have spread considerably since th',interruption of 
control serviccs. Recent efforts us. mobile teams to track and combat the disease (AID9339). 

Lassa Fever. Lassa Fever is an acute viral illness transmitted to humans from rodent excreta. A recent study in 
Guinea fo)und prevalence of Lassa virus antibodies to be highest (25-55 percent) among inhabitants of tropical 
secondary forest areas (near Gucckedou. Yomou and Lola) and guina-savanmiah areas near the souther frontiers 
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with Sierra Leone and Liberia (Faranah and Kindia). Much lower prevalence levels (4-7 percent) were found in 
mountainous (Pita. Labe. and Mali) and coast-l (Boffa and Boke) areas. No discernible differences in prevalence 
wcre found according to sex or age group (JMV9301). 

Leishmaniasis. Leislhnaniasis is a potentially fatal feverous condition resulting from infection \withlh.'islnauia 
protozoa transmitted through sandflv bites. In savannah zones of sub-Saharan Africa. rcscrvoirs of the disease 
incluae wild rodents, dogs. and man. According to a study by Russian researchers published in 1992. 
seropositivity levels 'ir leishmaniasis vary in different parts of Guinea from about one to five percent of the 
population. Positive sera \were most commonly found in far northern and northeastern savannah areas but rodents 
capable of spreading the disease appear to circulate throughout the country (NPP9203). 

Yellow Fever. Yellow Fever occurs only sporadically in Guinea but tends to arrive in epidemics. the last of 
which occurred in 1990 (AID9415). Previously. it had not been reported in Guinea since a minor outbreak 
resulted in six deaths in 1966 (WHO8601). 

Acute Respiratory Infections (ARIs) 
ARIs. including measles, arc ;.he leading cause of child mortality and the second most frequent reason for
 
outpatient clinic visits, according to the MOI-1 tallies presented in figures 2.5 and 2.6 above. Incidence of
 
respiratory infections is generally inversely related to age. peaking at four to nine infections in each of the first two
 
years of life. dropping to three to four by school age. and remaining at two to three per year for adults. Measles
 
primarily affects children and is casily preventable through immunization (more on measles appears under
 

vaccine-preventable diseases). Pneumonia. a seriovs and potentially fatal lower respiratory infection, most
 
frequently afflicts the very young and the very old (OUP9301).
 

To obtain information on the prevalence of respiratory._

infections among children i Guinea, the 1992 DHS COUGH & DIFFICULTY BREATHING AMONG UNDER-FIVES
Findings of 1992 DHS, by Region
asked mothers whether each of their children had had a 30% F -----

cough with short a:,d rapid breathing in the two weeks 
preceding the survey O'erall prevalence was found to 25% 

be 14 percent, slightly above the mean for sub-Saharan 
DHS reports with a comparable question but the high-

022 

. 20% i 
O 

est level found among West African countries. Like 8.15% r 14% % 

almost all of the other survevs, the Guinea DIS found i 10% % 

prevalence to be slightly higher in rural areas (14.7 [ 
percent) over urban ( 12.4 percent) and highest among 5% 
children under two years of age. In Middle Guinea. 22 0% .. . 

percent of children had had a cough with difficulty GUINEA Conakry Lower Middle Upper Forest 
breathing. roughly twice as high as the rate found Source:DHS942 

elsewhere (see figure 2.11). Figure2.11 

Airborne Diseases 
Meningitis. Most of the common airborne diseases in Guinea - tuberculosis, measles, pertussis, and diphtheria 
- are preventable through immunization and are discussed here under vaccine-preventable diseases. Meningococ
cal meningitis, however, is a notable exception which is far more difficult to prevent. Guinea lies within a large, 
primary Sahelian belt of Africa where epidemic outbreaks of meningococcal meningitis are frequent. According 
to USAID's 1994 Health and Population Sector Assessment, meningitis is a problem almost every 'ear in Guinea 
from January until the rainy season begins. Between Januar, and the end of March 1994, an outbreak of over 500 
cases was reported in the prefecture of Siguiri in Upper Guinea: the incidence rate for March in Siguiri was 25 
cases per 10,000 population (AID9415). 
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Diseases Related to Water and Sanitation 
A great deal of death and suflbring in Guinea could be prevented through improvements in water supply and 
sanitation. The most common illnesses related to poor \water and sanitatio.. - diarrheal diseases - are responsible 
for a high prop( rtion of deaths among children in particular. A host of other conditions. such as worm infections, 
skin diseases, and some eve diseases. greatly affect tile halth of children and adults as well. Together. these 
illnesses accounted for nearly 40 percent of reportcd causes of outpatient visits in 11)90 (see figure 2.6 above). 

Reported levels of access to safe watcr and adequate 
sanitation in Guinea var\ greatly. Just over one- ACCESS TO SAFE WATER AND ADEQUATE SANITATION 
quarter of the population is said to have access to How Guinea Compares 

adequate sanitation measures, a level \hich is far 6 1o. . 
belo\ the median reported for sub-Saharan nations but Water E Sanitation 

closer to tile typical level among low-income nations W . 65 
v 60%(see figure 2.12). As indicated In figure 2.14. just five 60o% 

50%11 50%percent of rural households are thought to have ad- o44%
 
equate sanitation mcasur's. On tile other land. nearly ."
 

three-quarters of Guineans reportedly benefitted from 

sate sources of drinking water in L)l.a sharp rise 2
 
over previously reported levels (see figure 2.13). The Guine ... ee 

high level of access to water appears to have little basis Africa Countries Countries 
in fact but perhaps serves better to illustrate the subiec- Source: CIHI Health Statlistl!cs Database 
tivitv of reporting on access levels (see data notes). Figure 2.12 

ACCESS TO SAFE WATER, 1980-91 ACCESS TO ADEQUATE SANITATION, 1980-91 
... . ... ....
1 30 . . . . 100 , . . .. .. .. .. . . 

17 iR r 
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80 r- "- /80 


60 F - / -. 60 4 54 
.u / i
4).4 41/ //4 (L 37.-.,t IL 4o 

20- 20 

."2 __- r 
0 - ~ . .0 

1990 81 82 83 84 85 86 87 88 89 90 91 1992 1980 81 82 83 84 85 86 87 88 89 90 91 1992 

Source: Various (see Appendix) Year Source: AtDg012. JMP9301 Year 

Figure2. 13 Fiqure2.14 

The 1992 DHS found that 49 )ercent of rural households sun eyed collect surface water, 39 percent rely on vells 
for their drinking water, and just over ten percent had access to piped water, almost all from public spigots. 
Among urban households, nine percent reported collecting surface water. 27 percent used vells, and 61percent 
had access to running va',,:r. inc! iding 37 percent of the total with indoor plumbing (DHS94 12). These figures 
are illustrative of the problems of water supply but fail to provide data indicating true levels of access as defined 
by WHO because no data is provided reg-irding time spent gathering water or the quality of the water. A 1992 
country study by WHO commented that Guinea has one of the least developed urban water supply networks in 
West Africa. noting that only nine of Guinea's 35 urban centers even have pipe systems. In rural Guinea, water 
quality isa problem throughout the countr' in the northern savannah zones of Middle and Upper Guinea, acute 
shortages of water can also adversely affect health status (WH09201). 
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Diarrheal Diseases. Diarrheal diseases accounted for mile percent of child deaths and 15 percent of child 
morbidity reported by the NIOH for 1990. Such figures tend to underestimate the true level of suffering 
attributable to diarrheal diseases as cases arc seldom treated in a medical facility in Africa and commonly go 
unreported. According to mother responses to the 199'2 DHS. however, this generalization may not apply to 
Guinea. where roughly the same proportion of children with diarrhea (3 1percent) reportedly visited formal health 
facilities as did children with fever (35 percent) or a cough and difficult breathing (32 percent)(DHS4 12). 

Diarrheal diseases are most common among children at the time of weaning and as children start to become more 
mobile. According to WHO. a I991 survey found that Guinean children suffer an average of 4.6 episodes of 
diarrhea each year. just above the median of 4.5 episodes among sub-Saharan nations for which WHO has 
reported survey results (WHD920 I). The 19Q2 DHS found two-week prevalence for diarrhea among under-fives 
at 15.9 percent. This is fairly lov compared with 
previous DHS results for sub-Saharan nations, but DIARRHEA PREVALENCE AMONG CHILDREN UNDER FIVE 
figures can vary greatly according to time of year and Findings of 1992 DHS, by Region 
prevalence rates are thus not strictly comparable across 30 . 

surveys. Ncarly one-quarter of the children with diar- lDiarea I Darra 
o ' with Onlood 

rhea (3.6 perc:,' of the total) had experienced bloody . 
stools, indicating dysentery, in the two-week period . 20,. 

and over half (8.6 percent) had had diarrhea in the 1% 

previous 24 hours. Within Guinea. the highest tw\o- 12% 

week prevalence of diarrhea was reported in remot 10% , 
Forest Guinea and in the capital. Conakrv. %\-hereper
urban residents probably stiffer worse sanitary condi
tions than found in most rural areas. Dv;:nterv was 0o - L L 

GUINEA Conakry Lower Middle Upper Forest
 

found to be most prevalent in Middle and Forest Guinea Source: CHS9412
 

(see figure 2.15). Figure2.15 

USE OF ORAL REHYDRATION THERAPY FOR CHILDREN, c. 1993 ORS ACCESS and ORT USE RATES, 1985-93 
How Guinea Compares 100 

it100% .. ... . .ORS ORS/RHF
0 , Access Use A 

52% Q
0 40. 

'10%'. 401 37 3 
41 % 46 0 

20% -3 

Guinea Sit)-Saharan Low-income Developing 0 t 
Africa Countries Countries 1985 86 87 88 89 90 91 92 1993

Year 
Source: Cii Health Statistics Database Source: Various (see Appendix) 

Figure2.16 Figure2. 17 

According to WHO, the use of oral rehvdration therapy (ORT) to treat diarrhea among children has risen 
astronomically since 1985 to a level of 82 percent of diarrhea episodes in 1993, more than twice the median among 
low-icome nations and well above use levels reported for most sub-Saharan countries (see figures 2.16 and 
2.17). This high level ORT use represents a significant rise over previously reported figures and is somewhat 
difficult to reconcile with WHO's estimate that just 45 percent of the population had access to oral rehydration 
salts (ORS) in 1993. Although the 1992 DHS found a much lower level of ORT use at about 42 percent of 
diarrheal cases, its findings support the notion that high use does not necessarily rely on use of ORS packets per 
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.'. As illustrated in figure 2.18. ORS packets were most frcqunctly used to treat children's diarrhea n Conakrv 
and in Forest Guinea. but uong the regions with tile lo\xest use of ORS. reported use of increased fluids to treat 
diarrhea was still quite high. particularly in Lo\wcr and Upper Guinea. 

Cholera. Africa's first cholera epidemic of this cen
turv is believed to have started in Guinea in IQ70 
(LAN) l 1). Cholera has since tended to appear iii 
eight-year cycles. The areas at highest risk are refugee 
camps in Forest Guinea and densley crowded urban 
and pcriurban zones of ('onakrv (AID94 15). A vast 
epidemic in mid-IQ994 lcd to over 20.000 cases re-
ported in the ('onakrv area alone bctween June 24 and 
Aug. 20. lQ)4. While Conakrv appears to have been 
the geographic focus of the epidemic. other coastal 
areas near tile border with Sierra Lcone \were also 
greatly affected. A low case fatality rate (1.3 percent) 
is said to reflect the government's rapid and effective 
response to the epidemic (CAB04 14). 

Salmonellosis. Like cholera. salnonellosis is a 
diarrheal disease which has occasionally appeared in 
epidemic proportions in Guinea. 1he most recent 
outbreak was reported in I993 (AID94 15). 

Helminth Infections. Hclminth Infections include a 
wide variety of diseases caused by worms which con-
tribute to malnutrition, anemia, and other health disor
ders. WVhile many\ are treatable onl a case-by-cases 
basis, the most effective strategy against hehninths is 
prevention through improved water supply. sanitation 
and hygiene practices. Typical examples of helninth 
infections are ascaris, hook\ornis. and trichuris. As 
previously indicated in figure 2.6. intestinal wormsaccounted for 14 percent of outpatient visits in 1990. 

but this represents only a fraction of tile actual inci-
dcnce. for children and adults alike commonly live 
with such infections without seeking treatment. 

TREATMENT OF DIARRHEA AMONG CHILDREN 
Use of ORS Packets and Increased Fluids during Diarrhea, by Region 
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Fiure 2.18 

PREVALENCE OF INTESTINAL PARASITES INTHREE AREAS 
Fouta Djallon Highlands, Rainy Season, 1989 
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Figure 2.19 

Very little hard data exists on prevalence or incidence of most types of helminth infections. However, a 1989 
study during the rainy season in the Fouta Djallon highlands found residents of a rural village to suffer higher 
susceptibility to oral-fecal contamination than residents of a city district and a town. Prevalence of intestinal 
parasites found in each area are presented in figure 2.19. Most of the protozoa parasites discovered were non
pathogenic. Hookworms were the most prevalent helniinths. Multiple infections were found in about one-third of 
the cases (GUI9 101). 

Guinea Worm (dracunculiasis). Once common throughout the Sahelian zone of Africa. Guinea Worm was 
reportedly endemic to the extreme northeast comer of Guinea in the late 1980s, but may have since been 
eradicated through the combined efforts of WHO. UNICEF. and tile Government of Guinea. In 1988, active 
surveillance and a search for cases in areas suspected to be endemic produced no evidence of Guinea Worm; in 
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1989, a total of three cases were reported. all three of which were said to have been imported into the country. 
Guinea has not reported any cases of the disease since reporting eight cases in l)9() (AID)339) 

Schistosomiasis (Bilharziasis). Schistosoniasis is caused by parasitic \wormfs carried by snails. Data on the 
disease is limited, but along with 6(0 per.'ent of sub-Saharan nations. Guinea is considered a "high prevalcnce'" 
country (AI DO4 16). Among region," the problem isworst in Forest Gulina (AID94 15). The immediate effects of 
schistosomiasis infection include failure to thrive, anemia. and impaired cognition. These can now be rapidly 
reversed by low-cost, single-dose oral therapy. 

Vaccine-Preventable Diseases GUINFA: REPORTED ANNUAL INCIDENCE OF
VACCINE-PREVENTABLE DISEASES 

Vaccine-preventable diseases accounted for at Dsease 19 1990 191 1992 1993 1994 
child deaths 4least twcnty-tvo percent of total Measles::: 4,152 12,756 6,708 1,6171 5,=8 237 

reported in I 90. Although they hardly appear 
undr the inorb;ditN listin, their share as a Titerodosts 1,869 1388 2274 - 3,130 

contributor to ilhess among children and adults Tetant (total) 428 524 
is v'ery significant. As is the case throughout NeonatalTetanus 119 53 452 81 30 12 
sub-Saharan Africa. reported cases represent Pertrss 314 412 

onlv a fraction of the actual incidence of a given 
disease. Case totals of these diseases reported Poliomyelts 85 15: i90 59 15 23 

to the WHO's Global Programme for Vaccines Diphtheria 25 37 

between 198) and 1994. presented in table 2. 1. Source: WHO9502, Reported Cases asof Apn6, 1995 

are more an indication of how little we know 
Tahle 2.1about actual incidence, for complete annual re-

porting occurred for only three of the six diseases Rises and falls in these incidence figures may better reflect 
fluctuations in reporting than actual changes in disease incidence. 

Presumably. incidence of the common childhood diseases preventable through immunization has decreased 
significantly as coverage rates have improved dramatically in the last ten years (see figures 2.23 - 2.28 on 
following pages). In l986, coverage by each of the five major vaccines was still under ten percent: by 1993. 
coverage rates wcre reported by WHO to have risen above fiftv percent for all five (see figure 2.20). Increases in 
coverage for B(G vaccine, which protects against tuberculosis, have been the most dramatic. reportedly reaching 
76 percent in I Q93. As figure 2.21 illustrates for the case of immunization against diphtheria, pertussis. and 
tetanus (DPT3). Guinea has reached the median level among sub-Saharan African countries but its perfomrance 
still pales compared to median coverage levels anmong low-income countries and developing countries in general. 

VACCINATION COVERAGE, 1993 DPT3 VACCINATION COVERAGE, c. 1993
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The 192 DHS found somewhat lowvcr coverage rates 
indicated by mothers' responses. Figure 2.22 illus- Findings of 1992 OHS 
trates these findings disaggregated by region. Except U BCG 2 Measles U Complete 
for For,.st Guinea. where rates are somewhat higher 
than in other interior regions. inmunization coverage 
gencrall:: declines with increased distance from the 
capital. Complete data appears in Appcnd' A. 

Measles. In IQ)90. reported cases o&measles hit a -4 
hiih of over 12,00(0 for the year. accounting for over 4 

one-fifth of reported child deaths. The disease may 00 

have been responsible tor an cvcn greater proportion ' 

of deaths and outpatient visits than indicated, for post- GUINEA Conakry Lower Midre Forestupper 

the main Source. DHS9412 (seeappendlx for complete data)
mleasles pneumonia is generally th ancause of 
measles-associated mortality in developing countries. Figure2.22 
In IQ)l. inmiunization levels finally began to take off and the 
number of annual reported cases was halved (see figure 2.-3. table MEASLES VACCINATION COVERAGE 

2. 1) Reported incidence of measles was five times higher '1nForest 
Guinea than in each of tile country's other three regions ill 1991I at f So 
over 250 cases per 100.000 population (AID),39). The WHO .i 

estimates that roughly six percent of measles cases in Guinea are 
fatal (WHO') 103). While the impact of non-tital measles infection ,) 
is not very well understood, long-term disabilities known to follow 
measles infection iiclude blindness and malnutrition (OUP9301). 

.,

. .:-
0198 B7 M 99 90 91 52 1993 

Diphtheria. The epidemiology of diphtheria in tile developing I ....... Year 

world is poorly understood. Although the causative organism is Figure2.23 
widely present in Africa. there are few reported cases of this 
disease. Generally, over 96 percent of unvaccinated adults are DPT3 VACCINATION COVERAGE 

00
immune to infectio.m it has been suggested that immunity may result 

from subclinical or misdiagnosed infections (OUP9301). Although . F 
coverage rates for the diphtheria. pertussis. and tetanus (DPT) 
vaccine \were minimal in Guinea before 1991. less than forty cases • 

601


of diphtheria \wre reported to WHO in 1989 and -Q0 (see table 2. 1. 40 

Pertussis. The majority of cases of the pcrtussis syndrome, better 
20 F 

known as whooping cough. arc infections preventable through tile o9 37 8 90 91 928 1993 

DPT vaccine. Although pertussis occurs endemically, . ...... Yearit tends to _-_.__--_ 
produce epidemics every three to four years. with up to 90 percent Figure2.24 
of those at risk developing the disease. Incidence is generally higher 
among girls than boys. The case-fatality rate for pertussis is POUO3 VACCINATION COVERAGE 

100 ,typically about one percent, with the highest mortality observed 
among children under two (OUP9301). 

Polio. Guinea has made some progress to\\ard tile elimination of -
polio. After reporting nearly 200 cases of poliomyelitis in 1991. 1940 r 

vaccination coverage increased (see figure 2.25) and the number of 
cases dwindled to a few dozen per year (see table 2.1). However. A 

with at least 45 percent of children still lacking protection. Guineais oea8 87 at9 go 91 02 1993 

a countrv where the complete eradication of polio may not be , Y. 

achieved for some time. Figure2.25 
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II. Health Situation Analysis O D 

TUBERCULOSIS CASE RATES, 1990 Tuberculosis (TB). As illstrated in figure 2.26, the 
How Guinea Compares 

annual incidence rate for TB reported for Guinea is 
right on par with developing nations in general and 

1 166. much lou\er than ratiL , reported for other African na

150 
tions. This Outcome is In large part due to Guinea's 
limited exposure to the IIIV/AIDS pandemic. How

100 ever, the close relationship betwTeen HIV infection and 
clinical TB \which is widely observed in more heavily 

ri 
50 impacted areas is also eviclnced in Guinea; in p93. 

blood testing of nearly two thousand TB patients found 

Gre. Sub-Sanaran Low-income Dleveloping an overall HIV scroprevalcnce of 5.5 percent. well 

Source. Elaborated 

Afrca 
irom WBK9303 

Counnes Counries above levels 
(BUCQ4)8). 

found for other high-risk groups 

Figure2. 26 
BCG VACCINATION COVERAGE Coverage rates among children for the BCG vaccine to prevent 

tuberculosis reportedly reached 76 percent in I )t3, higher than for 
any other vaccine (see figure 2.27). In the developing world. TB is 
generally concentrated in the adult age groups (OUP9301 ). Health 

-.infornation systems in Guinea are too incomplete to provide more 
meaningful information on the incidence or mortality of TB. The 

.total annual cases reported to \v. ,O in table 2 1 are a gross inder
representation of the scope of the problem. Guinea's MOH esti
mates that there are roughly 6.000 sputum-positive cases and 

8 PY 1 9 12.000 other TB cases each \ear but that only about 20 percent of 
9-.: V.".gI - re-i .2

Figure2. 2 7 these are diagnosed and treated appropriately (AID93 39). 

Leprosy. BeG has also been shown to be partialiy effective in preventing leprosy as well. Leprosy is still a 
serious public health problem in Guinea but the situtation is improving. In 191) 1.the WHO reported a total of over 
15.000 cases in Guinea for a prevalence rate of 23 per 10.000 inhabitants. Multi-drug therapy (MDT). 
introduced in 1986. covered about only about 14 percent of these cases. In 191)5. WHO reported 'hat MDT 
coverage had reached 100 percent. a total of 22.510 Guineans had completed NIDT and vere cured of leprosy. 
and the country's number of registered cascs had dropped to 4.8 11. Although the ncw prevalence rate of' 7.6 cases 
per 10.000 inhabitants is still one of Afric2's highest. the reported progress is very encouraging. Existing leprosy 
control activities are designed to be integrated into general PI-C programs (WHO9 105). 

Tetanus. Tetanus is a completely preventable disease caused by contamination of wounds with an anaerobic 
bacillus. It ranked fifth among tie major causes of child mortality in Guinea in 1990. according to the MOH. 
accounting for mine percent of total reported child deaths (see figure 2.5 above). The case totals reported to WHO 

(table 2.1) vastly understate the actual incidence of tetanus and 
TT2+ VACCINATION COVERAGE neonatal tetanus (NT). NT may be the most underrcported lethal 

infection in the world, for its young victims are rarely registered or 
seen within the formal health care system. After measles. NT kills

• ' /. .. :i more children around the world than an\y other vaccine-prevenltable 

disease, but routine disease surveillance systems in most develop
40 ing countries detect less than five percent of total cases, according 

to WHO. Tetanus is also a significant cause of preventable 
maternal mortality (OUP9301). In Guinea, vaccination of preg

01, 87 M &9 90 91 92 1993 nant women to prevent NT only began to reach significant leveis in 
, ..... . pp.. Year the late 1980s. surpassing fifty percent in 1992 (see figure 2.28). 

Figure2.28 
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SII. Health SituationAnalysis 

Nutritional Deficiencies MALNUTRITION AS ACAUSE OF CHILD MORTALITY, 1992 

Tile interplay between malnutrition and disease is coim- Leading causes of under-5 mortality, based on reported deaths 

plex. Because malnutrition - including inadequate 7 ]Anemia 7%Mar'asmus 
Masni I'."intake of pritein and energy as well as m icronttrient o, , 

deficiencies --can be a major proximate cause of death Vitamin defciency 4" 

and suffering, its contribution is typically undcresti- .eningitis 5% 
mated by simple tallies of causes of death or morbid- 

itv. The total of 20 percent of reported child deaths Vacx-preventable 22% , Diseases 

specifically attributed to nutntional deficiencies in 19t)2 
may thus i(c viewed as a bare mi1nimum of their pro- Malaria 11% 

portional role as a cause of mortality. By the same ARls 16% 

token. many infectious diseases contribute significantlv 
to malnutrition. creating 2 icious and. for children. Source: AID9415, citingM% of all reported deaths 

frequently fatal cycle. Figure2.29 

The summarv of the lQ)2 child mortality tallies illustrated in figure 2.5 actually referred to four distinct 
catecories of rnalnutrition resulting in twenty percent of child deaths in Guinea. Eleven percent of total child 
deaths \ere attributed to micronutrient deficiencies, including anemia (seven percent) and vitamin deficiencies 
(four percent). while marasius. a form of protein-energy malnutrition (PEM), and Kwashiorkor. an African tcrni 
for acute PEM. accounted for an additional nine percent of reported child deaths (see figure 2.29;). 

Protein-Energy Malnutrition (PEM). PEM results from two mutuall. -reinforcing causes: infectious diseases 
and insufficient intake of energy and protein. In Guinea. PEM is reported to be widespread aniong children and 
women of reproductive age. Daily caloric intake was estimated to total only 77 percent of requirements in the 
mid-1980s, when Guinea was a recipient of massive amounts of food aid (WH09201), but the Human 
Development Report 1994 reports intake at 100 percent of requirements foi 1988-90 (UND9402). According to 
a report by WHO. the regions most affected by malnutrition are Upper and Middle Guinea, which commonly 
experience droughts and pre-harvest food shortages (WH09201). Figures provided by UNICEF, however. 
indicate that prevalence of chronic malnutrition (usu
ally low height for age. or wasting) has been highest ACUTE AND CHRONIC MALNUTRITION AMONG CHILDREN 

among children in Upper and Forest Guinea and nutri- As reported by UNICEF (1992), by region 

tional status generally Improves with closer proximity r . II°% 
, -45 1% 45 0% 

to Conakrv (see figuic 2.30). .] Acute E Chronic 
40%, 

Children are generally at highest risk during adr 305% 

mediately following the we,aning period (6-24 months 2 5 

of age). the period during \hich prevalence of low 4 20, 

weight-for-height, or wasting, is highest. The 1992 
DHS found that only eight percent of irfants less than 10% 

four months old were being exclusively brcastfcd and 
that just thirty percent of six-to-nine-month-olds were 0% _ . ... -_.I 

GUINEA Conakry Lower Middle Upper Forest
still brcastfceding but also receiving complementary Source: AJD9339 

wcaning foods (D-S9412). Figure2.30 

Iron Deficiency (anemia). Iron deficiency, when severe, can result in anemia, a shortage of iron in the blood 
which reduces physical productivity and children's learning capacity and, by reducing appetite, may diminish 
children's intake and growth. Anemia accounted for two percent of reported morbidity among children in 1991 
and seven percent of child deaths in 1992 (AID9415). Women are particularly susceptible to anemia because 
menstruation and childbearing raise their need for iron, anemia among pregnant women increases the risk of death 
from hemorrhage in childbirth. Malaria is a major contributor tu anemia. 
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II. Health SituationAnalysis 

Iodine Deficiency (goiter). In Africa. prevalence of iodine deficiency is generally higher in mountainous and 
flood-prone areas where iodcine-dceficient soils prevail. Women and children seem to be the most vulnerable to the 
serious and irreversible consequences of iodine deficiency (0UPQ30 I).Guinea is one of tile most sevcrely 
affected countries in Africa. The most serious manifestation of iodine deficiency is "cretinism." a pemancnt 
mental and physical disability casIed by profound lack of thyroid hormone before birth. According to a 1991 
survey, two percent of the national population suffers cretinism. InMiddle Guinea, the geographic region which 
would appear at greatest risk. visible goiter was evident in twenty percent of women: overall goiter prevalence was 
found to be 70 percent of women. including 79 percent in rural areas and 63 percent in urban. A 1992 report by 
UNICEF listed prevalence of goiter at ten percent for three of Guinea's four regions (AID9339). 

Sexually-Transmitted Diseases 
HIV/AI DS. Both major strains of the human immuno- HIV SEROPREVALENCE INGUINEA &NEIGHBORING COUNTRIES 
deficiency virus - HIV- I and HIV-2 - are present in Test Results among Urban Low-Risk Groups, 1991/92 

Guinea. but the HIV/AIDS pandemic has not impacted 20% - . . 

tile country nearly as hard as clsevherc in Africa. HIV 9 HIV-1 HH-2 

scroprevalence levels among low-risk groups have not 15% 148% 

vet topped one percent in urban areas. much lower 2 
than levels found in some neighboring countries, par- 0 

ticularlv Cote d'Ivoire (see figure 2.3 I.
( ,-,5%
 

In 1993. Guinea reported a total of 328 new cases of 2 '% 
AIDS to raise its cumulative total to 976. Based on INA 3% 05^4 

this report. one can calculate an incidence rate of 4.4 o Guea Cote d-vo-re Mal Senegal 

new cases per 100.000 population. the same re- BUC9408 Foquresnde,,en rate Source: oHIlc2) 

ported for Senegal, which has exhibited similar levels 
of HIV seroprevalcncc. Reported cases and incidence Figure 2.31 
rates based on these reports inevitably underestimate the true scope of the epidemic. More information on HIV/ 
AIDS in Guinea and efforts to combat the epidemic appears in Section IV below. 

Other STDs. Although presence of more common STDs has important implications regarding general reproduc
tive health as well as the spread of VIIV/AIDS, little is known about prevalence or incidence of other STDs in 
Guinea. According to a USAID Health Sector Assessmcnt, a survey of 1.200 people in 1992 found 27 percent 
positive for gonnorhea and three percent positive for syphilis. Tie U.S. Bureau of the Census reports that testing 
of 450 female STD patients in Conakrv in 1993 found a prevalence of 20.9 percent for syphilis (BUC9502). The 
1992 DIS found that anong Guinean women who were aware of at least one STD. only one-third in urban areas 
and one-quarter in rural areas thought that it was possible to treat STDs. Among men, on the other hand, thre 
quarters thought that STDs were treatable (DHS94 12). 
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II!. HEALTH SECTOR ASSESSMENT
 

Health Care Services 
The formal health care system in Guinea suffers a marked deficiency of facilities, equipment. and personnel. 
These problems are most pronounced in tie case of rural-based primary health care (PHC) services but are 
common to basic health services in the capital. Conakry. as well. The resulting lack of access to modern services 
and low utilization rates have severely inhibited the nation's ability to more rapidly improve health status. A 
recent assessment by the World Bank cites weak organizational and institutional capacity, a lack of sector-widc 
coordination, and severe financial constraints as some of the health sector's greatest shortcomings. Specific 
problems identified by the bank along with other donors include the government's failure to fully decentralize the 
planning process to regional and local operational levels, the lack of continued training opportunities for medical 
personnel, and poor availability of quality drugs in the private sector. The World Bank has prepared a loan
proJect to provide about $24 million over six years to address these issues, with priority on expanding and 

improving health care coverage and assuring the availability of low-cost. high-quality drugs. The loan will focus 
on prefectures in Middle and Lower Guinea (AID9339). 

Access and Utilization of Servies 
For the population of Guinea. the shortages in person-
nel and facilities translate to very limited access to 
relatively poor quality services. Estimates of the share 
of the population with reasonable access to health 
services vary widely. In the State of the World's 
Children 1995. UNICEF reports that eighty percent of 
Guinea's population lives wvithin one hour's travelling 
time to modern health services, including all of the 
urban population and 70 percent of rural inhabitants 
(UN19501). These estimates are significantly higher 
than those previously reported by UNICEF and double 
figures reported elsewhere. which conform with the 
general conclusion that access is severely lacking. The 
UNDP's Human Development Report 1994 (HDR) 
reports Guinea's level of access at 40 percent, well 
below typical levels among sub-Saharan and develop
ing nations in general (see figure 3. 1). 

As might be expected. a study by WHO found that 

utilization of public hospitals and health centers like-
wise remains relatively low (WH09201). Various 

estimates of the use of maternal and child health (MCH) 
services support this conclusion. UNDP reports that 
only 36 percent of pregnant women receive prenatal 

care, about half the median level among sub-Saharan 
nations (see figure 3.2). The 1992 DHS found that 
nearly twenty percent of pregnant women had visited a 
doctor at least once during their pregnancy. 38 percent 
had visited a nurse, and 1.6 percent had consulted a 
trained traditional birth attendant (TBA)(DHS9412). 

ACCESS TO HEALTH CARE SERVICES
 
How Guinea Compares
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Figure 3.1
 

PRENATAL CARE FOR PREGNANT WOMEN, 1988-90 
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The HDR reports that one-quarter of births are at-
tended by trained health personnel, also well below 
standards among developing nations in Africa and 
elsewhere (see figure 3.3). The 1992 DHS found that 
six percent of births in the preceding fi,,e years were 

attended by a doctor, 24 percent by qualified nursing 
personnel. and five percent b a trained TBA. Accord-
ing to mothers' responses, one-quarter of births took 
place in a medical facility, including 58 percent of 
births in urban areas but only 14 percent of those in 
rural areas. The regions with the lowest share of births 
in health facilities were Middle and Upper Guinea. 
Forest Guinea had the lowest share attended by doc-

tors (tnree percent) but much higher levels ofassitance 
by nurses (25.5 percent), trained TBAs (15.8 percent), 
and untrained TBAs (39.2 percent)(DHS9412). 

Personnel and Facilities 

Ratios of health care personnel to population reported 
for Guinea have consistently been among Africa's 
worst. In 1984. Guinea was reported to have 57,400 
inhabitants per doctor and 6,400 per nurse (WH09201). 
For 1990, the World Bank's World Development Re-
port 1993 reports a comprable figure of 50,000 in
habitants per doctor but lists a population nurseper ionpernure 

ration of roughly 11,600:1. Both figures are three to 
four times higher than the median among sub-Saharan 
nations (see figure 3.4). 

Guinea's health ministry has reported much better ra
tios of population per physician (9.700) and nurse 
(4.300) for 1988. Regional differences indicated by 
the ministry are illustrated in figure 3.5. The best 
health personnel coverage is found in Lower Guinea, 
which includes Conakrv in the ministrv's calculations. 
According to the ministry's figures, Middle Guinea 

suffers the greatest dearth of doctors and nurses while 
Upper and Forest Guinea are have the fewest midwives 
relative to population (WH0920 1). 

Public hospitals tend to be excessively staffed while 
lower-level facilities in rural areas typically suffer a 

lack of personnel. In 1986, the city of Conakry was 
home to about 12 percent of the national population 

percent of the nation's physicians. 58but had 45 
percent of pharmacists and midwives and 39 percent of 
nurses (WH0920 1). 

BIRTHS ATTENDED BY HEALTH PERSONNEL, 1985-1t90 
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POPULATION PER DOCTOR & PER NURSE, 1990 
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REGIONAL DISTRIBUTION OF MEDICAL PERSONNEL 
Population per Medical Personnel, 1988 
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IIII. Health SectorAssessment 

Public Sector Services 
Ministry of Health. The Ministry of Public Health and Population (Ministre de la Santj Publiqueet dle la 
Population /MSPP) formulates and implements national health policy' and coordinates and manages the national 
health system. It vas created in early IQ88 to replace the former Ministry of Health and Social Affairs. THe 
MSPP is managed on central. regional. district (prcfectoral). and sub-district (sub-prefectoral) levels. A medical 
officcr coordinates activities at the regional level (Inspection Rgionalede la SantO). In each of the country's 34 
prefectures. a director of health (Lirection Ircectorale le la SanteO supports PHC programs in health centers 
and is assisted by the head of the prefectoral hospital. Chiefs of health centers are responsible for supervising 
personnel at the sub-prefectoral level (WH09201). 

Public health facilities in 1990 included two university hospitals belonging to the( 'entreHospiaher (/ni'ersutaire 
(CHU). six regional hospitals. 29 prefectural hospitals and 344 health centers (WH09201). The MSPP's 
Division of Finance and Adninistration is planning to decentralize responsibilities for all health activities to the 
district level, where prcfectoral hospitals wvill be instructed to set up a Board of Directors with overall 
responsibility for financial and treatment policies. On the local level, health committees are encouraged to 
facilitate community participation (AID9339). 

Public health institutions within the NISPP include the National Blood Transfusion Center, the National Public 
Health Laboratory, and I)hartnaguijne. a state enterprise responsible for procurement and distribution of drugs 
within the national health system (WH09201). The MSPP's expanded program of immunization (EPI) and 
essential drug supply system are heavily supported by UNICEF. which also works with the government in the 
areas of nutrition. water and sanitation, education, urban dev.dlopment, social mobilization and refugee assistance 
(AID9339). Other collaborators in the development of local PF-IC systemis in Guinea include the World Bank, the 
European Economic Community (EEC). French Cooperation. and Medlecines Sans 'ronieres(MSF)(CAB9316). 
Integrated family planning efforts arc pursued with assistance from the United Nations Population Fund 
(UNFPA) and from USAID through Population Services International (PSI)(AID9339). Activities of the 
MSPP's AIDS Prevention and Control Program are supported by several donor agencies including USAID. the 
WHO. UNDP. the EEC. and the Canadian International Development Agency (CIDA)(CAB9317). 

The government of Guinea was one of the first to adopt the Bamako Initiative (BI) as its main strategy for the 
development and expansion of primary' health care (PHC) services. A recent review of BI activities in various 
African countries found that only Guinea's national program could claim any significant success in creating a 
PHC "'umbrella" through local participation and financing (WH0920 1). By 1993, BI cost recovery mechanisms 
had reportedly been implemented in 236 of the nation's 360 health centers (CAB93 16). More populated villages 
have benefitted through related service improvements, but according to the World Bank about 100 villages cannot 
afford these mechanisms. The bank also estimated that the city of Conakrv would need about 60 more health 
centers to meet the health needs of its growing population (AID9339), in 1994, the city was reported to have only 
ten functioning health centers (CAB9404). 

Private Sector Services 
The private sector includes the health services of modern for-profit practitioners, local and international NGOs, 
phamiacies. and traditional practitioners. The private sector has been criticized for high prices for essential drugs 
and unwillingness to import less expensive varieties from abroad. Private health care services expanded 
considerably in the 1990s with the encouragement of the Government of Guinea. The latter half of the decade saw 
the establishment of two private clinics, 53 medical and dental practices, five biomedical analysis laboratories. 58 
nursing practices. 128 private pharmacies and 28 private sales outlets supplied by six major wholesale traders. 

Private voluntary organizations (PVOs) such as Medicines Sans Irontieres(MSF), Afedecines th Monde, and 
the Asvociation ['rancaise des Voluntaires hi I'rogres (AFVP) play an important role in targetting needy 
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populations. PVOs commonly jointly manage prefectoral hospitals vith the MSPP. Also in the private modern 
sector arc two hospitals nm by bauxite companies in Kamnsar and Bok. Practitioners of traditional medicine 
include an estimated 6.000 traditional healers and anl undetermined nu,mber of TBAs (WH092f) 1 ). 

Health Care Financing HEALTH CARE EXPENDITURE AS /. OF GDP, 1990 

How Guinea Compares 
Severe financial constraints pose a formidable ob- 13r 

stacle to improvement of Guinea's health care system. PPrivate Foreign
Public
Mrvae (Domestic) 

Estimates prepared for the World Bank's World De- 6,c ).Aid 
Aid 

velopment Report i093 (WDR). which in the case of 47 7% 46 
Guinea are based on broad assumptions about levels o 39o56 
of local public and private funding. indicate that total 0 

.. 

spending on health amounted to less than four percent 2% 

of Guinea's GI)P in 1900. \well below average levels 
for sub-Saharan Africa and else\here (see figure 3.6). 
Foreign aid plays a major role in supporting the public 06 Guinea Sub-Saharar, Low-income Developing 

Africa' Countries' Countries'health care system, %hich provides the Inajority of Source: Elaborated from WBK9304 ...........
 

Figure3.6 

HEALTH CARE FINANCING IN GUINEA FOREIGN AID FOR HEALTH I'S %OF TOTAL HEALTH SPENDING 
By Source of Funds, 1990 How Guinea Compares 
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Figure3. 7 Figure3. 8 

FOREIGN AID FOR HEALTH: PEP CAPITA AID FLOWS, 1990 
health services in Guinea. while domestic sources of How Guinea Compares 
funding are somewhat lacking. The WDR background $5: -- ---

paper lists the share of aid flows at 20 percent of total 
health expenditure in Guinea in 1990 (see figure 3.7). S $39334 

Measured as a percentage of total spending or on a 
per-capita basis, this level of foreign aid for health is C2 

actually lower tan found in most other African na- i2 
tions (see figures 3.8 and 3.Q). Other sources, how- ,, 

ever. indicate that external support funds the vast .3$1 

majority of public health expenditure and. by implica
tion. as much as half of overall spending on health so SubSa.r .Lo-ice vlnGu-nea Sub-Saharan Low-income Developing 

(AID9339,WHO920 l)(see figure 3.10). Africa Countries Countries 
Source: Elaborated from WBKO304 

Figure3.9 
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Public Financing 
Domestic Funding. Real levels of funding by the HEALTH CARE FINANCING INTHE PUBLIC SECTOR
 
Government of Guinea have reportedly declined sg- By source of funds, 1989 & 1991
 

nificantlv inthe I99 0s (AI )9339)). After increasing in 100% .. ...
 
the late 1980s. the national go'nicmcnt's health bud- Govt. of Guinea 9 Foreign Aid
 
get diminisaed sizably from 30. 1billion Guinea Francs 80%-o, ..
 
(FG) in l)91 to a projected 13.6 billion FG for 19Q4 60%
 
[exchange rate in Sept. 19)3: 960 FG =S1 U.S. 1, It is °
 
important to note that less than one-third (8.9) billion t 40%
 

FG)of the Q9)budget was provided by the govern- . 30%
 

ment of Guinea. down from an estimated level of 40 20%
 

percent in 1Q89 (see figure 3. 10). The remainder was 
provided by external donors. 0% .1819 

'1989 1991 
estete ) Year 

This level of domestic funding in 1991 represented just Source. WH21, A1D9339 

2.2 percent of total domestic go'ernment expendi- Figure3. 10 
tures. In the past. donestic health spending exceeded 
5percent of the national budget, closer to the norm for 
sub-Saharan African nations. Now this level ofspend- CENTRAL GOVERNMENT EXPENDITURE ON HEALTH 

ing is attainable only if one includes foreign aid (see as % of total govt. expenditure & GDP, 1985-91 

figure 3. I). Domestic funding amounted to onlN little o0% ,
11Health Budg / Hlth Spndng/ Hulh Spndngl/more than $1.50 per person between 188 and 1990 NatBudget TotGovtExp GDP

(see figure 3.13). The World Bank has conditioned its 

recent health sector loan on increased government ex- 6% J3 5 % % 

peiditure on health (AlD9339)4, 47 

2%25 

mated that external sources accounted for 82 percent 40.12% 0 3: 0 42% 0 4% 0 37% 

ofccpital funding and 60 percent of overall fuiding for % 

the public health system in 1989 (WI-10201 )(see fig- 1985 86 87 88 89 90 1991Year (Ortedi

UtO 3.12). Figures repoitm dby the MSPP for 1991 put Source: Various .,me,,e5nd. mIy(see appendix)
external funding at over 70 )ercent of total public Figure3.1) 

health spending (AID939.). Some of the most active 

HEALTH CARE FINANCING IN THE PUBLIC SECTOR CENTRAL GOVERNMENT EXPENDITURE ON HEALTH
 
By source of funds and type of expense, estimates for 1989 Per-Capita, 1988-1990
 

$3 
Domestic 
Recurrent 28% 

S$2 
55 $1 55 $1.57 

Domestic1 i 
Capital 13% $1 

External 60% 
Capital $0 
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Year o,,

Source: WH0201 
Source: WHO9201 

Figure 3.12 Figure3.13 
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III. Health Sector Assessment 

donors and lending institutions are the European Eco-
nomic Community, the African Development Bank. 
Italian Cooperation. KFW (Germany), Japan. the 
World Bank. UNICEF and USAID 
(AlD9339.WfO9201). UNICEF inested about $10 

million to implement the Bamako Initiative in 1987-90 
and added $10 million more for 1991-93 (CAB9316). 
USAID has recenitlv decided to emphasize child sur
vival activities to complement its involvement In the 
population sector. The World Bank. which provided a 
$19.7 million credit for health services development in 
1986-9, is now extending a $24 million loan to be 
disbursed through 1997 (AID9339.WH09201). 
Planned areas of emphasis for this funding are indi-
cated in figure 3.14. 

Allocation of Funds. Donrstic gov'ernmlent fund-
ing primarily applies to recurrent costs in the public 
health system. parti cularly salaries, infrastructure 
maintenance, fuel and other costs related to service 
delivcrv and outreach (AID9339). According to esti-
mates for 1989. recurrent costs of the MSPP con
sumcd roughly two-thirds of domestic government 
funds for health: about 60 percent of this amount was 
applied to salaries (see figure 3.15). Capital outlays 
continue to dominate overall public health spending 
(including foreign aid): over half (53 percent) of the 
MSPP's 1992 combined budget was devoted to capi-
tal costs associated with constructing or rehabilitating 
health centers. The cost of providing facilities with 
essential drugs and equipment required nearly 15 per
cent of this budget (AID9339) 

WORLD BANK SUPPORT FOR HEALTH CARE IN GUINEA 
Proposed Areas of Funding, 1993-1997 

Rehabilitation & - Sector Organization & 
Maintenance Management
$11.5 million .3million
 

Erntia Drugs 

Support for MSPP $3.2 million 
Technical Projects 

Source: AJD9339 $2.6 million 

Figure3.14 

MSPP RECURRENT EXPENDITURES 
By Type of Expense, 1989 Estimate 

Salaries 61/ 

Oter 20% 

Pharmaceticals 19% 

Source: WHO9201 

Figure 3.15 

Cost Recovery. Guinea has made major advances towards establishing sustainable PHC and essential drug 
programs through cost recovery mechanisms. Following the community-based, self-financing model r.roposed by 
the Bamako Initiative. health plans since 1992 have routinely included the sale of essential drugs and a fee 
schedule for some basic services (Al',9339). A recent study, cited in the WDR indicates that new user fees, 
accompanied by reduction of indirect costs and improvement of service quality, have increased utilization of 
health services in Guinea and benefit the nation's poor most (WBK9303). However. the bank has also pointed out 
the inability of the poorest communities to afford cost recovery mechanisms as a major constraint to further 
progress in the health sector (AID9339). 

Health centers have achieved some degree of autonomy in budgeting services and achninistering revenue. The 
centers use fee revenues to cover some operating costs, including the payment of incentives to personnel. 
However, revenues are still insufficient to cover the costs of pharmaceuticals, which are effectively financed by 
the national PHC program (WH09201). Guinea thus has yet to fully wean itself from donors supporting these 
efforts, particularly UNICEF (AID9339), and has made little if any progress in the area of hospital financing at 
the district level and above (HPP930 1). Hospitals charge fees for admission and consultations, but all revenues 
revert directly to the central treasury (WH0920 I). 
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Local Government. Local prefecture funds are allocated to finance salaries of certain support personnel, such 
as maintenance workers. and defray other operating costs. Most funds are derived from local taxes (ristournes) 
while some are providcd directly by the national government. Prefectures tend to allocate roughly 30 percent of 
their budgets to health and education. Total annual health expenditures by local governments are estimated at 
about GF 225 million, a level of no more than five percent of the national government's allocations in 1989 and 
1990 (WHO92O I). 

Social Insurance. Aithough a 1990 World Bank review found no evidence of any social insurance providing 
health bfrefits (WBK9004). a more recent report by the U.S. Department of -lealthand lHurnan Services indicates 
that Guinea has asocial securav system providing both cash and hospitalization benefits for sickness. injury, and 
maternity (HHS9201 ). Government employees are exempt from public hospital admission charges, which are 
then theoretically covered through transfers from the Ministry of Finance to the MSPP (WBK9004). 

Private Financing 

Private spendiing on health includes out-of-pocket ex
penditure for user fccs in the public sector, payment RECURRENT HEALTH EXPENDITURE INGUINEA 

for modern and traditional services in the private sec- By Source of Funds, 1983 

tor. and purchases of drugs from private pharmacies 
and other sources. No private health insurance is Ministry of Health lab
known to exist in Guinea (WBK9004). Total private Budget Private66% / Out-of-Pocket 

finding for health was estimated by the WorldBank at 1 o*/. 

1.6 percent of GDP and about 40 percent of total 
health expenditures in 1990 (WB3K9304)(see figure 
3.7). An earlier attempt to quantifR recurrent expcndi
turcs in Guinea's health sector calculated the share of Total '. ..... her Public 
private funds at about 30 percent for 1983 (see figure .- Public 70% 4% 

3.16). Surveys conducted in Conakrv indicate that * Private 30% Approximate Share 
households allocated 16 percent of total expenditures Source: WBK9004 of Total Recurrent Health Expenditure 

to health caic in 1986 and nine percent in 1988 Figure 3.16 
(WI-10920 1). 

PVOs which co-manage hospitals with the MSPP have been able to establish their own cost recovery schemes and 
drug aquisition policies. This arrangement has permitted such hospitals to exhibit superior dng availability, 
higher utilization rates. and more effective cost recovery (WH0920 1). 
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IV. HIV INFECTION AND AIDS 

The HIV/AIDS epidemic in Guinea has progressed CUMULATIVE AIDS CASES REPORTED TO WHO 

relatively slowly since the first case was reported in 1987-1993 

1987. but by the end of 19)3,. nearly one thousand 1,200 ----

cases of AIDS had been reported to WHO. 100 970Gases 

Underreporting is suspected to be very significant: Reportedasof 
Dec 31.1993e00past delays in the reporting process are reflected in a 

sharp rise in reported cases at the end of 1993 (see 600 

figure 4. 1). Of the total number of AIDS cases re
ported through the end of 1992. 70. percent were males 400 1

and the nmajonty were aged 30-"9 N-ears old (AID9339). 200 

Pediatric cases represented 2.9 percent of the total 
(AD9415).1987 88 89 90 91 92 93 1994 

Source: BUC9408, WHO9501 Year 

Levels of' HIV infection in detected through Figure4.1 
scroprevalence tests in Guinea are among tile lowest inF 
West Africa (see figures 4.2-4.4). Although testing of 
higher-risk groups has indicated seropositivity levels HIV SEROPREVALENCE INGUINEA 

of up to three percent (see figures 4.2 and 4.6). infec- Recent Test Result by Area of Residence and Risk Group 

tion levels found among low-risk groups remain below 6 . .. .. -

one percent (see figure 4.5) Testing has been limited 5 MHIV1 HIV2 

in recent years by lack of the required reagent. accord- STD tient 

ing to the government's AIDS program manager. Both r: Conakry. 1993 

strains of HIV are present. but HIV-I accounts for 90 , 3 27 
" percent of infections detected (AID93 39). '/.2 Blood Donor!..1:€-L' (volunteer), 

Conakry, 1991 Rural Population, 
1 07 Samnoe, 1992(?) 

As elsewhere in sub-Saharan Africa. the primary mode 04_ 03
NA0 .in Guinea is heterosexual con-of HIV transmission 

Urban Low Risk- ' Rural Low RiskUrban High Risk 
tact. T~Te Ministry of Health has identified the major 
risk factors leading to AIDS as sexual contact during source: BUC4- - .. mdli-du.n e ;oVi&21 

foreign travel (70 percent) and having multiple sex Figure4.2 

HIV-1 SEROPREVALENCE AMONG URBAN POPULATION, c. 1993 HIV-2 SEROPREVALENCE AMONG URBAN POPULATION, c. 1993 

Test Results for Guinea & Neighboring Countries, by Risk Group Test Results for Guinea & Neighboring Countries, by Risk Group 

100% .. . 100% . 

837%. r . i Low-Risk E High-Risk 

80% 80% 

60% 60. 
00 a. ELow-Risk a. 

NHigh-Risk i418% 

m20% 20% 0 

- 3% 2 _ - 1%9I)7% 
07% _ _214 am-- NA 11_4.% 1 0 

0% Guinea Cole drvoire Mali Senegal 0% Guinea Cote d voire Mali Senegal
(101)
 

Source: BUC9408 Fgurezinclude dai infecon (HN1&2) Source: BUC9408 Figuresindude dualinfedio (HNI Q)1,2 

Figure 4.3 Figure 4.4 
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HlV SEROPREVALENCE AMONG BLOOD DONORS HIV SEROPREVALENCE AMONG STD CLINIC PATIENTS 
Volunteers Conakry, 1987-1991 By Area, 1990-1991 

6 -

N Total HIV+ n HIV1i HIV2 U Total HIV+ 

4 4 

E 3 .30 

2 -
~11 

107 6 0 1 0 7 050 1o1 

1987 88 89 90 1991 0 Boke-KamsarG~ieckedon Kindia Labe I'Zerekore 

Source: BUC9400 Year Source: eUC9408 

Figure4.5 Figure4.6 

partners (97 percent) (AID9339). Of all cases of AIDS reported through mid-I1992. 61 percent occurred among 
married persons and ten percent among persons in a polygamous marriage. The most aflcctL.d socio-economic 
groups are traders among men and homemakers among women (CAB931 7). Women with HIV represent a rising 
proportion of detected infections, reaching thirty-cight percent in 1994 (AID9502). Factors which favor the 
continued spread of HIV arc sexual promiscuity, a high rate of genital infections and a highly mobile population in 
certain areas (CAB93 17). There is also concern that the continued flow of refugees from Liberia and Sierra Leone 
may increase HIV exposure (AID9339). 

National AIDS Control Program 
AIDS Prevention and Control Program (APCP), Ministry of Public Health and Population, Conakrv. Directed 
by a National AIDS Committee (NAC/CNLS), the APCP is pursuing HIV/AIDS control through improvements in 
surveillance. laboratory operations. and health worker training. The APCP conducts HIV testing and bloodscrcning, 
but Guinea's lack of an adequately sensitive reporting mechanism is thought to contribute to continued low 
reported incidence of IIV and other STDs. There arc iow some sentinel surveillanlce sites (AID9339). Prevention 
is emphasized through community-based information/lducation/communications (IEC) interventions based on the 
pcer educator approach. The program also coordinates mass media AIDS awareness cupaigns and externally
funded condom promotion activities. As of late 1993. fifteen national television messages had been aired in four 
languages and 20 national and 84 regional radio spots had been broadcast in five languages. With assistance from 
USAID's Family Planning Options (FAMPOP) project and particularly social marketing efforts by Population 
Services International (PSI), over four million condoms had been sold to wholesalers and retailers by September 
1993. facilitating access to condoms for 68 percent of the countr\"s population (AID9415,CAB9317). 

A recent group of visitors from USAID's AIDSCAP project were highly impressed with the level of effort 
displayed by APCP staff and volunteer outrcach and education workers (particularly considering funding 
limitations) and with the NAC's success in working with Islamic leadership to promote AIDS intervention within 
the tenants of the Koran (CAB93 19). Working to involve all sectors of the government in the effort to control 
AIDS, the APCP secured the participation of eleven ministries in the 1992 annual work plan for HIV prevention. 
Despite a clear commitment by the NAC and assistance provided by WHO/UNDP. CIDA. the EEC and USAID, 
Guinea's AIDS control program remains one of the most under-funded in sub-Saharan Africa (CAB9317). 
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Local Non-Governmental Organizations with AIDS Activities 
With strong encouragement from the APCP. a total of 14 non-governmental organizations (NGOs) and numerous 
youth groups have reportedly become involved in the fight against AIDS and particularly the peer counselling 
program (CAB93 17). Some of Guinea's NGO activities are described below. 

Association Guin(enne pour le Bien-Etre Familial (AGBEF / Guinean Family Welfare Association), an 
affiliate to the International Planned Parenthood Federation (IPPF). integrates family planning and HIIV preven
tion activities (CABQ3 18). 

Fondation GuinSenne pour la Promotion de la Sante (Guinean Foundation for Health Promotion). Conakrv. 
provides blood services, donates vouchers to patients for free medical examinations, and promotes public 
awareness about I-ilV/AIDS. particularly among transport drivers. youth, and peri-urban poor (W-1O)I02). 

Ligue Islarnique Nationale has collaborated with the NAC. PSI. and regional Islamic Leagues to design and 
participate in mass media campaigns promoting HIViAIDS aw\arcness as well as family planning 
(WHO)3)I .AID0502) 

SIDALERTE Giuinee. the local affiliate of SIDALERTE International. has conducted educational activities for 
health personnel and womcn's organizations in Conakrv and rural areas (W1093)01 ). 

SWAA/Guinee (Society for Women and AIDS in Africa. Guinea Chapter) has promoted the role of women as 
health educators and provided training in communication to prevent the spread of HIV/AIDs and other STDs 
(WH0930 1). 

International NGOs with AIDS activities in Guinea 
(NC1920 IWHO9102.CAB9318)
 

American Foundation for AIDS Research
 
Center for Blood Transfusion/ADS Reference Center. U. of Liege. Belgium
 
Civil Volunteers Group (GVC). Bologna. Italy
 
French Association of Volunteers for Progress (AFVP)
 
International Planned Parenthood Federation (IPPF)
 
Population Services International (PSI)
 

International Donors supporting AIDS activities in Guinea 
(CAB9317) 

Canadian International Development Agency (CIDA)
 
European Economic Community (EEC)
 
French Cooperation
 
United Nations Development Programme (UNDP)
 
United States Agency for International Development (USAID)
 
World Health Organization, Global Programme on AIDS (WHO/GPA)
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APPENDIX A: STATISTICAL APPENDIX 

Trends in Selected Demographic and Health Indicators 

INDICATOR 1950 1955 1960 1965 1970 1975 1980 1985 1990 1995 2000 SOURCE 

Total Population (000s) 2,550 2,826 3,136 3,488 3.900 4.149 4.46. 4,987 5.755 6,700 7,759 UNP9200 

Infant Mortality 235 225 216 207 197 186 174 162 149 137 124 BUC9302 

Under Five Mortality 416 397 380 364 345 325 303 281 258 236 213 JEE9504 

Crude Birth Rate 55 54 53 52 52 52 51 51 51 49 46 UNP9200 

Crude Death Rate 35 33 31 29 28 26 25 23 21 19 17 UNP9200 

Avg. Annual Growth Rate 2.1 2.1 2.1 22 1.7 1.3 1.8 2.5 3.0 3.0 2.9 UNP9200 

Total Fertility Rate 7.0 7.0 7.0 7.0 7.0 7.0 7.0 7.0 7.0 6.8 6.3 UNP9200 

Table AL. Population Growth and MortalityTrends, 1950-2000 

ORS ORSIRHF SOURCE 
Access Use
 

1985 6 1 WHD8700
 

1986 10 1 WHD8800
 

1987 6 NA WHD8900
 

1988 37 20 WHD90JO,WHD9001
 

1989 37 63 WHD9100
 

1990 NA NA
 

1991 30 65 WHD9201 TableA2.
 
1992 NA NA 	 ORS Access and ORS/RHF Use,1985-1993 

1993 45 82 WHD9401 

ACCESS TO ADEQUATE
 

YEAR SAFE WATER SANITATION SOURCE 

UrbanRural Urban RuralTable A3. 
Access to Safe Water and 1980 2 69 1 54 AID9012 

Adequate Sanitation, 1981 NA NA NA NA 

1980-1991 	 1982 NA NA NA NA 

1983 NA NA NA NA 

1984 NA NA NA NA 

1985 12 41 NA NA WHO9101 

1986 NA NA NA NA 

1987 NA NA NA NA 

1988 20 41 1 54 AID9012 

1989 NA NA NA NA 

1990 37 NA NA NA WH09200 

1991 57 87 5 84 JMP9301 

1992 NA NA NA NA 

1993 NA NA NA NA 
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StatisticalAppendix 

YEAR VACCINATION COVERAGE SOURCE 
BCG DPT3 Measles Polio 3 Tet. 2 

1986 6 2 9 1 7 WHE8900 

1987 NA NA NA NA NA I -

1988 NA NA 11 NA NA AID8802 

1989 NA NA NA NA 34 WHE9200 

1990 53 17 18 17 NA WHE9100 

1991 57 41 39 41 29 WHE9202 

1992 60 52 56 52 51 WHE9301 

1993 76 55 57 55 61 WHE9401 

Table A4. Vaccination Coverage, 1986-1993 

VACCINATION COVERAGE, BY REGION 

% of children 12-23 months 

Region BCG DPT3 Measles Polio3 Complete 

Conakry 84 1% 59 3% 53 6% 59 3% 529% 

Lower 64 8% 38 8% 54 2% 388% 34 9% 

Middle 48 0% 28,2% 338% 28.2% 225% 

Upper 47 1% 304% 240% 304% 18.5% 

Forest 684% 387% 459% 38.7% 27.2% 

National 59.9% 365% 42.3% 36.5% 28.7% 

Source DHS9412 

Table A5. Vaccination Coverage,by Region, DHS 1992 

Health Care Financing 

PUBLIC EXPENDITURE ON HEALTH CARE IN GUINEA 

Domestic health budget as Expenditure Domestic govt.
% of dom. govt. budget on health as % expenditure on health 

Year of total govt. 
total recurrent expenditure % of $ per 

budget budget only (including aid) G.D.P. capita 

1985 5.3% 

1986 2.8% 0.32% 

1987 2.2% 0.36% 

1988 2.5% - 0.42% $1.55 

1989 2.1% 2.2% 5.0% 0.40% $1,55e 

1990 2.2% 1.9% 4.7% 0.37% $1.57p 

1991 2.2% 2.0% - 

1992 - 1.8% 

1993 2.6% 

1994 2.8% Table A6. 

Source 91 AD9415 WH09201 Public Expenditure on Health
AD9339( ) ICare in Guinea,1985-1994 

e - estimate p - projection 
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0 APPENDIX B: DATA NOTES
 

. Note On AMortalit) Estimation 

Various organizations produce mortal-
it, estimates for the developing coun-
tries and regions. The three largest 
sources are the United Nations Popuila-
tion Division, the World Bank and the 
United States Bureau of tice Census. 
CIHI's Health Statistics Database draws 
upon the wyork of these three larger or-
ganizations as \vell as other sources in 
order to reconcile the various estimates 
and provide the most reasonable current 
and historical estimates available, 

CIHI has also created the only compre-
hensive time series of under-five mor-
talit\ estimates for all developing coun-
tries. This has been accomplished by 
developing mathematical equations from 
empirical data that describe the relation-
ship betmeen infant and under-five mor-
tality. Using these equations it is pos-
sible to make estimates of under-five 
mortalitv from infint mortalitv or vice-

versa. More details regarding CIHI's 
methodology for specific data sets are 
provided in the source references. 

IL Definitions 

DemograplAi indicators: 

Annual Infant Deaths: An estimate of 
lie number of deaths occurring to chil-
dren under age one in a given year. 
Average Annual Rate of Population 
Growth: Anestimateoftherateat whichi 
a population is increasing (or decreas-
ing) in a given year. 
Children Under Age 1: Mid-year esti-
mate of the total number of children 
under age one. 
Contraceptive Prevalence Rate: Esti-
mate ofthe prop.ortion ofwomenaged 15 
through 44 (sometimes 15 through 49) 
currently using a modern method of 
contraception. For some countries, this 
data isonly available for women in union 
or married. Where sources fail to distin-
guish modern and traditional methods, 
the combined rate is shown. 
Crude Birth Rate: An estimate of the 
number of live births per 1.000 popula-
tion in a given year. 

Crude Death Rate: An estimate of the 
number of deaths per 1.000 population 
in a given year. 
Infant Mortality Rate: The estimated 
number of deaths in infants (children 
underage one) ina given year per 1,(0)( 
live births in that same year. This rate 
may be calculated by direct methods 
tcounting births and deaths) or by indi-
rect nicthodstapplying well-established 
demographic models). 
Life Expectancy At Birth: An esti-
mate of the average number of years a 
newborn can expect to live. Low life 
expectancies in developing countries 
are. in large part. due to high infant 
mortality. 
Maternal Mortality Rate (or Ratio): 
Estimated number of maternal deaths 
per 1)0},tt()0 live births where a mater-
nal death is one which occurs when a 
wonman is prcgrant or within 42 days of 
termination ofp.-egnancy fronany cause 
related to or aggravated by the preg- 
nancy or its management. Extremely 
difficult to measure, maternal mortality 
can be derived from vital registration 
s.stems (tisually underestimatcd),coin-
mnunity studies and surveys (requires 
very large sample sizes) or hospital 
registration (usually overestimated). 
Total Population: Mid-year estimate 
of total number of individuals in a 
country. 
Total Fertility Rate: Estimate of the 
average number of children a woman 
would bear during her lifetime given 
current age-specific fertility rates. 
Under 5 Mortality Rate: The esti-
mated number of children born in a 
given year who will die before age five 
per I.)00 live births in that same year. 
May be calculated by direct or indirect 
methods. 
Urban Population: Population living 
in urban areas as defined according to 
the national definiton used in the most 
recent population census. 

Adequate Nutritional Status: An in- 
dividual child of a certain age is said to 
be adequately nourished if his/her 
weight is greater than the weight corre-
sponding to "'twoZ-scores" (two stan-

dard deviations)belowthe median weight 
achieved by children of that age. The 
median weight and the distribution of 
weights iromd that median in a healthy 
population are taken from a standard es
tablishedby theNational Centerfor Health 
Statistics. endorsed by WI-O. The indica
for for the population as a whole is the 
proportion of children 12 through 23 
months of age who are adequately nour
ishcd. 
Appropriate Infant Feeding: A con
posite estimate of tie proportion of in
fants (children under age one) being 
breastfed and receiving other foods at an 
appropriate age according to the follow
ing criteria: breastfed through infancy 
with no bottle-feeding, exclusively 
breastfc'd through four mot hs ( 12( days) 
of age. and receiving other foods if over 
six months ofage 18 1days). Water is not 
acceptable in the first four months ( 12) 
days). ORS is considered acceptable at 
anyage. A nunberof sub-indicators mav 
be calculated from the data used to form 
the composite, of which two may be pre
sented here: 
Complementary Feeding: An estimate 
of the proportion of infants six to nine 
months of age (181 days to 299 days) still 
breastfeeding but also receiving comple
mentary weaning foods. 
Continued Breastfeeding: An estimate 
of the proportion of children breastfed for 
at least one year. Values presented in this 
report are the proportion of children 12 to 
15 months ofage at the time of the survey 
still receiving breast milk. 
DPT Drop-out Rate: An estimate of the 
proportion of living children between the 
ages of 12 and 23 months who received at 
least one DPTvaccination but whodid not 
receive the entire series of three vaccina
tions before their first birthdays. 
Exclusive Breastleeding: ,n estimate of 
the proportion of infants less than four 
months (120 days) ofage who receive no 
foods or liquids other than breast milk. 
ORS Access Rate: An estimate of the 
proportion of the population under age 
five vith reasonable access to a trained 
provider of oral rehydration salts who 
receives adequate supplies. This indica
tor is particularly difficult to measure and 
may fluctuate dramatically as various 
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methods of cstimation are devised. 
ORT Use Rate: Estimate of the propor-
lion of cases ofdiarrhca in children under 
five treated with ORS and/or RHF (a 
recommended homc fluid). ORT use 
may be determined using administrative 
means or surveys. Administrative esti-
matesare generally based on estimates of 
the number of episodes of diarrhea in the 
target population for a given year and the 
quantity of ORS available: these esti-
tnates are highly sensitive to clanges in 
estinmates of the frequency of diarrhea 
episodes. Surveys more precisely focus 
on the actual behavior of mothers in 
treating diarrhea in the two-week period 
prior to the survey, 
Vaccination Coverage In Children: Es-
tiniate ofthe proportion ofliving children 
between the ages of 12 and 23 months 
who have been vaccinated before their 
first birthday (three times in tie cases of 
polio and DPT and once for both neiasles 
and BCG). Rates are calculated in two 
ways: Administrative estimtcs arebased 
on reports of the number of inoculations 
of an antigen given during a year to 
children who have not vet reached their 
first birthday divided by an estimate of 
the pool of children under one ycar ofage 
eligible for vaccination. Survey esti-
mates are based on samples of children 
bctwcen the ages of 12 and 23 months, 
Vaccination Coverage In Mothers: Es-
tirnate of tie proportion of women in a 
given tinc period who have received two 
doses of tetanus toxoid (TT) during their 
pregnancies. A revised indicator, re-
ferred to as TT2+. isnow commonly used 
to account for the cumulative effect of'TT 
boosters. A woman and her baby are 
protected against tetanus when a mother 
has had only one or perhaps no boosters 
during a given pregnancy so long as the 
woman had received theappropriate nui-
ber of boosters in the years preceding the 
pregnancy in question. (This numbervar-
ies with number received previously and 
the time clapsed.) Rates are computed 
using administrative methods or surveys. 

Other health sector indicators: 

Access to Adequate Sanitation: Defini-
lions vary over time. In the past, this has 
been an estimate of the proportion of the 

Data Notes 

population with sanitation service pro- 
vided through sewer systemis or indi-
vidual in-house or in-coinnound excreta 
disposal facilities (latrines). Afler WHO 
changed its indicatorsand definitions in 
the late 1980s,this is now defined as the 
proportion with reasonable access to 
sanitary means of excreta and waste 
disposal, including outdoor latrines and 
composting. 
Access to Health Services: An estimate 
of the proportion of the population that 
can reach appropriate local health ser-
vices by local means of'transport in no 
more than one hour. Recnintlv WHO has 
revised its definition to the proportion of 
tle population having treatment forcom-
mon diseases and injuries and a regular 
supply of the essential drugs ol the 
national list within one hour's walk or 
travel. 
Access to Safe Water: Proportion of 
the population with reasonable access to 
safe water supply, including treated sur-
face waters or untreated but uncontanii-
nated water such as that from springs, 
sanitary wells or protected borcholes. 
Reportingcanbchighlvsubjective. Vary-
ing definitions are used for reasonable 
access in urban/niral areas: 
Access to Safe Water, Urban: Esti-
mate of the proportion of all persons 
living in urban areas (defined roughly'as 
population centers of 2,000 or tnore 
persons) who live within 200 meters of 
a standpipe or fountain source of water. 
Access to Safe Water. Rural: Estimate 
of the proportion of all persons not liv-
ing in urban areas with asource of water 
close enough to home that household 
members do not spend a disproportion-
ate amount of time fetching water. 
Anemia among Pregnant Women: 
(prevalence): Estimateofthe proportion 
of pregnant women whose blood licmno-
globin level is below the WHO norm of 
110 grains per liter. 
Births Attended by Trained Person-
nel: An estimate of the proportion of 
births attended by at least one physician, 
nurse, midwife, trained primary health 
care worker, or trained birth attendant, 
Gross Domestic Product: Total output 
of goods and services for final use pro-
duced by residents and non-residents, 
regardless of allocation to domestic and 

-CH
 

foreign claims.
 
Gross National Product: Total domestic
 
and foreign value added claimed by resi
dents.
 
Health Care Expenditure. Data from
 
the World Development Report 1993 oil
 
health expenditure include "outlays for
 
prevention, promotion, rehabilitation, and
 
care: population activities: nutrition ac
tivities: program food aid: and etner
gencvaidspecificallyforlihealth." Spend
ing ol water and sanitation is not in
cluded. Expenditure is expressed in offi
cial exchange rate U.S. Dollars. Public
 
Expenditure includes government and 
parastatal health expenditure and foreign 
aid. Boiestic public expenditure does 
not include foreign aid. Where IMF data 
is used for titnc series, these definitions 
may vary. Private Expenditure coin
prises total household spending on health 
based ott surveys or (where indicated) 
imputed from rcgressions based on GDP 
per capita. Foreign Aid represents total 
official aid flows, the sun of all assis
tance for health by bilateral and multilat
eral agencies and by major international 
NGOs. 
HIV Seroprevalence: Estimate of the 
proportion of a given population infected 
with HIV. Where specified, data are 
disaggregated by strain (HIV-I or HIV
2)and by risk group. Low-Risk Popula
tion includes persons with no known risk 
factors: estimatesare typically drawn from 
test results among pregnant women, the 
general population, or blood donors. 
IHigh-Risk Population includes persons 
with known risk factors: these estimates 
are typically drawn from test results 
among commercial sex workers, their 
clients, or patients at STD clinics. 
Population per Doctor & per Nurse: 
Estimates oftthe ratios of total population 
per doctor and total population per nurs
ing person. Because definitions of doc
tors and nursing personnel vary, the data 
for these two indicators are not strictly 
comnparable across countries. "Nursing 
persons" may include auxiliary nurses 
and paraprofessional personnel such as 
trained traditional birth attendants. 
Prenatal Care for Pregnant Women: 
The proportion of pregnant women who 
attended prenatal (antenatal) care clinics 
in a given year. 
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