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MOZAMBIQUE

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 the health care
system in a developing country. Profile information is compiled from CIHI's
databases and reference library and through research and analysis 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: gopher.info.usaid.gov.

In order to enable CIHI 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 USAID's Office of Health and Nutrition.
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CURRENT DEMOGRAPHIC AND HEALTH INDICATORS

Demographic Indicators

INDICATOR VALUE YEAR SOURCE
Total Population 15,495,400 1993 UNPS200
Urban Population 4,881,400 1993 UNP9200
Women Ages 15-49 3,514,600 1993 UNPS200
Infant Mortality 164 1993 WBK9302
Under S Mortality 280 1993 WBK9302
Maternal Mortality 300 1981 WHM9148
Life Expectancy At Birth 47 1993 UNP9200
Number of Births 695,124 1993 UNP9200
Annual Infant Deaths 114,000 1993 CALXX01
Total Fertility Rate 6.5 1993 UNP9200
Child Survival Indicators
INDICATOR PERCENT YEAR SOURCE
Vaccination Coverage
BCG 64 1992 WHE9301
DPT 3 50 1992 WHE9301
Measles 56 1992 WHE9301
Polio 3 50 1992 WHE9301
Tetanus 2 30 1992 WHE9301
DPT Drop Out NA
Oral Rehydration Therapy
ORS Access Rate 70 1993 WHD9401
ORS and/or RHF Use 60 1993 WHD9401
Contraceptive Prevalence
Modern Methods (15-44) NA
All Methods (15-44) NA
Nutrition
Adequate Nutritional Status NA
Appropriate Infant Feeding NA

A) Exclusive Breastfeeding NA

B) Complementary Feeding NA
Continued Breastfeeding NA
Other Health indicators
INDICATOR PERCENT YEAR SOURCE
HIV-1 Seroprevalence
Urban 1 1994 BUC9408
Rural 1 1991 BUC9408
Access to Safe Water
Urban 44 1988 WHO9101
Rural 17 1988 WHO9101
Access to Sanitation
Urban 61 1988 WHO9101
Rural 1" 1988 WHO9101

28 1983 WHM9I115

Deliveries/Trained Attendants

NA = Data not available.

For definitions of indicators, see data notes in Appendix B. For full citations of sources, see Appendix C.
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EDITOR'S NOTES

1. References & Sources. Sources inthis profile are referred to by a seven-digit code.
Generally, the first three letters refer to a source institution, ‘he following nvo
numbers refer to the year of publication or transmittal, and the final two numbers
uniquely identify the individual source. A complete list of sources appears in
Appendix C.

2. Statistical Appendix. Much ofthe quantitative data presented in graph formin this
profile also appears in tabular form with specific references in Appendix A.

3. Data Notes. For definitions of indicators and commentary regarding their
derivation, the reader is referred to Appendix B.

4. Comparative Graphs. Unless specified otherwise, indicator values for country
groupings are median values for groups of available country-level values. Where no
date is specified, values used refer to most recent available data. The groups are
composed as follows: “Sub-SaharanAfrica” includes available data for 47 countries
comprising USAID s Africa Region. which does not include Iegypt, Libya, Tunisia,
Algeria, Morocco and Westzrn Sahara. ' Low-income Countries " includes available
data for 54 countries classified o« suck. in the World Bank's World Development
Report 1993 (WDR 1993). “Developing Countries” indicators are drawn from
available data for the 152 nations not classified as “Established Market Economies ™

in the WDR 1993.

vi Country Health Profile / MOZAMBIQUE



|. COUNTRY OVERVIEW

Geography

I. Country Overview

@

Mozambique is a country of roughly 16-18 million inhabitants located in southcastern Africa. It is bordered by
ranzania to the north, Malawi, Zambia, and Zimbabwe to the west, and South Africa and Swaziland to the
southwest. To the cast, across the Indian Ocean’s Mozambique Channel, is Madagascar. The country can be
divided into four distinct gcographical regions: the lowlands. which comprise nearly half of the total of 802,000
squarc kilometers, the central uplands, the high plateaus, and a mountain range along the western border (sce map

inside back cover) (JHU9201).

History

Mozambique is a former colony of Portugal that became a
socialist client state of the Soviet Union not long after inde-
pendence i 1975, Violent civil war throughout the 1980s led
to massive population displacement, a devastated cconomy.
and the practical disappearance of government services in
many arcas. Although improved public health carc was a
central priority of Mozambique's socialist government, the
health sector was a major victim of the war and continues to
struggle even as the nation cnjoys its first period of peace in
decades. Duc to Mozambique's legacy of instability, war,
and poverty, data on social conditions tend to be based on best
estimates or outright speculation rather than more reliable,
scientific methods, limiting the possibilities for deeper analy-
sis. In October 1994, Mozambique held its first democratic
clections. choosing incumbent President Joaquim Chissano of
the Mozambique Liberation Front (Frelimo) by a wide margin
over Afonso Dhlakama of the Mozambique National Resis-
tance (Renamo), the former rebel group which only recently
had transformed itself into a political party.

Social and Economic Conditions

By most measurcs, Mozambique is among the world’s poorest
nations. Agriculturc cmploys about 85 percent of the totai
population and accounted for 62 percent of Gross National
Product (GNP) in 1988 (JHU9201).  Daily caloric intake is
among the world’s lowest, estimated by UNICEF tototal only 77
percent of requirements in 1988-90. According to the World
Bank, Mozambique's level of $80 GNP per person in 1990 was
the world’s lowest by a margin of twenty percent (sce figure 1.1).
Predictably, health conditions in this impoverished nation —as

GROSS NATIONAL PRODUCT PER CAPITA, 1991
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measured by infant and child mortality rates—are among the worst in the world, as the next scction of this document
shall detail. Inother categorics of social development, however, Mozambique does not fare quite as poorly: indicators
of adult literacy (33 percent), life expectancy (47 years), and primary school enrollment (58 percent), for example,
while not particularly impressive, exceed those of most of the world’s poorest nations (UNI9401).
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Population Dynamics

Estimates of the current size of Mozambique's population
vary widely due to lack of data as well as some confusion
caused by massive population movements. For 1995, the
United Nations (UN) has projected a figure of about 16.4
million inhabitants (sce figure 1.2), but other sources calcu-
late that the population will have exceeded 18 nillion by
this year (WHQ9403). Estimates used by USAID/
Mozambique for October, 1994, when nearly all refugees
had rcturned from necighboring contrics. place the total
population at about 16 million inhabitants (AID9504).

Nearly one-fifth (18 percent) of the population is under the
age of five and ncarly half (45 pcreent) is under fiftcen years
old (sec figurc 3). The nation’s total fertility rate is thought
to have platcaued at about 6 5 children per woman since
1970 (UNP9200). While Mozambique's current cstimated
annual growth ratc of 2.9 percent is on par with the regional
rate for sub-Saharan Africa, this significs a doubling time of
only about 24 years (BUC9405). Estimates and projcctions
by the UN on the decline of birth and dcath rates arc
presented in figure 1.4.

In the late 1980s and early 1990s, war and drought forced
millions of inhabitants of affected arcas to flce into larger
cities within Mozambique as “internally-displaced persons™
or into neighboring countries, particularly Malawi, as refu-
gees. In 1990, the total number of displaced persons within
Mozambiquc was estimated at nearly four million (over
one-quarter of the national population) and refugees in
neighboring countries were estimated to number another 1.5
million (WHO9305). As the war came to an end in October
1992, one million Mozambicans had fled to Malawi alone
(UNH9301).

Since then, Mozambique has seen a remarkable and gener-
ally spontancous return of displaced persons to their origi-
nal homes (see figure 1.5). By the end of 1994, the last
remaining refugees had returned from most neighboring
nations and all but about 100,000 had returned from Malawi,
according to the United Nations High Commissioner on
Refugees (UNHCR) (UNHY9401). Intemnally-displaced
Mozambicans were estimated at just 684,000 in October
1994, under five percent of the national population
(AID9504).

I. Country Overview

CURRENT & PROJECTED POPULATION
By Age & Gender. 1990 - 2020
Total Population 1990: 14,438,228 Total Population 2020: 35,240,106
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RETURN OF REFUGEES & INTERNALLY-DISPLACED PERSONS
Estimates provided to USAID/Mozambique, 1992 - 1994
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I. Country Overview "“I

Due in part to this population displacement, Mozambique's urban population is thought to be the world’s fastest-
growing at an alarming rate of 8.7 percent per year. according to cstimates by the United Nations (UNP9200). Urban
residents are now thought to comprise over thirty percent of the total population (UNI9401). An official figure of just
20 percent for 1990 does not include sizable groups in periurban arcas, which served as receptacles for the internally
displaced during the civil war (WHO9305). Periurban communitics were expected to continue growing with the
influx of returning refugees, leaving inhabitants vulnerable to incrcased incidence of diarrhea and other conditions
associated with inadequate water and sanitation measures.

Estimates for 1990 of the population of Maputo, Mozambiquc's capital and largest city, range from 900,000,
according to a WHO report (WH09305), to 1.5 million inhabitants, according to the UN Population Division. The
latter source projected that the total will double by the year 2000, making Maputo Africa’s fastest-growing major city
(UNP9401). Each of the three next-largest citics, Nampula. Beira, and Quelimane, was thought to have about
400.000 residents in 1990 (WHO9305), though official estimates from 1986 are considerably lower (UND9401).

Nutritional Status

Limited food supplics in Mozambique have had an enormous impact on the populations health and productivity. Per-
capita caloric supply, according to estimates by UNICEF, was fourth-worst in the world in the latc 1980s, after
Afghanistan, Chad, and Ethiopia (UNI9401). Malnutrition among Mozambican children has been rampant, a
situation exacerbated by war, drought, poverty, and cconomic instability. Spot surveys in 1985-6 found prevalences
of 34-40 percent for stunting (long-term malnutrition) and 3-7 percent for wasting (short-term malnutrition). Surveys
in the Zambezi Valley in 1990 also found high prevalence for stunting (61 percent in rural arcas, 29 percent in
periurban) as well as a ninc percent prevalence for wasting (JHU9201).

In 1992, the combined effects of drought and war con-

tributed to similarly high levels of malnutrition among PREVALENCE OF GLOBAL ACUTE MALNUTRITION
children. According to USAID’s mission in Selected sites in the Zambezi River Valley, 1991-94
Mozambique, widespread famine was averted only 535% Mutarara
through a massive mobilization of food aid. Improved ® 30% . T‘:;’"
mobility, increased commercial activity, and two normal E ysrs | | Inhangoma
agricultural cycles led to much improved food sccurity g fal ™ e
in 1993, a trend illustrated by data for the Zambezi 3 20% %‘;
Valley provided by World Vision International (sec £ 15% —e
figure 1.6). While these figures provide a convenient § Murraca
time-serics, it is important to realize that population 1% ../ Sena
movements can have great impact on rises and falls in ;’ S% 7 -
nutritional or health status in a particular location. A 2 g9 L '
rise to 7.1 percent malnutrition reported by Medecins- Novo1 ~Apr92 Nov92 May93 Novod Aug94

Source: AID9504, citing World Vision _

sans-Fronticres for Mutarara District in 1994 is be-
licved to reflect the return of many families to isolated
rural villages where they remained at extremelv high
risk of hunger (AID9504).

Figure 1.6

About fiftcen to twenty percent of infants arc estimated to have low birth weight, a major contributor to infant
mortality (WHO9305. UNI9401). In war-affected arcas. this figure was reported to be 25 percent in 1990
(WHO9305). In 1991, clinical surveys in Zambezia and nationwide reported 20 percent of infants with low birth
weight (<2.5kg). These surveys also found that cight percent of women of reproductive age suffered wasting (body
mass index < 18.0), which was found to be highly correlated between mother and child (MOZ9201).
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""' I1. Health Situation Analysis

Il. HEALTH SITUATION ANALYSIS

Basic Health Indicators

Estimates of infant mortality, under-five mortality, and overall life expectancy in Mozambique are among the worst in
all of Africa. Figures 2.1 and 2.2 compare these indicators for Mozambique with median values for sub-Saharan
African nations, low-income nations, and all devcloping nations. While infant mortality rates (IMR) and under-five
mortality rates (USMR) have been improving clsewhere in Africa, they are not thought to have changed since 1950 in
Mozambique (sce figures 2.3 and 2.4). At 164 and 280 deaths per thousand live births, respectively, Mozambique's
rates arc thought to be the third-highest in the world. exceeded only in Niger and Angola (WBK9302). During the civil
war, they were considerably higher. For example, in 1985, the USMR was estimated at 325-375 deaths per thousand
live births (JHU9201). A WHO rcport for 1992 estimated the IMR at 144 nationwide but over 200 in some parts of
the country and just 90 in urban arcas (WH09305). It is doubtful that the latter estimatc encompasses periurban
populations. which are certain to have a much higher IMR.

LIFE EXPECTANCY AT BIRTH, 1992 INFANT & UNCSR-FIVE MORTALITY RATES, ¢.1993
How Mozambique Compares How Mozambique Compares
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I1. Health Situation Analysis “H'

Lstimates of maternal mortality (maternal deaths
MATERNAL MORTALITY RATES, 1988 per 100,000 live births) vary widely, reflecting the
How Mozambique Compares - . L

difticulty of measuring this ratc (sce data notes).

While the MOH cstimates the rate at just 182 for
1990 (QUE9201), the UNDP’s Human Develop-
ment Report cites a figure of 800 from WHO for
1988, slightly above the median among sub-Sa-
haran nations (sce figure 2.5). Other cstimatcs
compare morc favorably: the matcrnal mortality
ratc in 1980 was estimated at between three and
four hundred maternal deaths per 100,000 live
R T———— vepm—J biths, which appears to bg the basis for UNICEF’s
‘ Africa Countries  Countries estimate of 300 (also citing WHO)(UNI9401).

Source: Flabarated from UNDS402 More recently, the rate is thought to have lowered

Figure 2.5 to between 260 and 300 (JHU9201).

E

Deaths Per 100,000 Live Births

Causes of Mortality and Morbidity

The most common illnesses in Mozambique arc communicable diseases, most of which relate to poor environmental
conditions and/or inadequate nutrition. Detailing causes of hospital admissions and hospital deaths, figures 2.6 and
2.7 provide somc indication of the relative importance of various diseases, but the limited scope of hospital-based
reporting in gencral and the large proportions attributed here to “other causes™ both underscore thc liraited reliability

of these data.

Among children, the most common causes of death are diarrheal diseascs, acute respiratory infections (ARIs,
particularly pneumonia and whooping cough), measles, and malaria, all of which are commonly exacerbated by
malnourishment. Major contributors to morbidity among children also include malaria-induced ancmia, helminthic
infections. and nutritional deficiency syndromes (JHU9201, MOZ9201).

LEADING CAUSES OF HOSPITAL ADMISSIONS FOR INPATIENTS LEADING CAUSES OF MORTALITY AMONG INPATIENTS
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Source: MOZ9301 Source; MOZ9304

Figure 2.6 Figure 2.7
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""' 11. Health Situation Analysis

Among adults, the most commonly reported discases are malaria, ARIs, diarrhea, tuberculosis, and measles. Women
of reproductive age most commonly suffer from malaria, anemia, sexually-transmitted discases (STDs), and birth
complications (JHU9201,M0Z9201). Although estimates of total fertility are rather high, surveys in the carly 1990s
produced evidence of infertility among ncarly 60 percent of women in Cabo Delgado province and 30 percent of
women in Zambezia province. The MOH cites poor medical care in previous pregnancics, STDs. and malnutrition as
the major contributors to barrenness (JHU9201).

Specific Health Problems

Diseases Related to Water and
Sanitation

Limited access to safe water and inadequate sanitation mea- ACCESS TO SAFE WATER AND ADEQUATE SANITATION
sures lic at the heart of many common illnesses in How Mozambique Compares

Mozambique, particularly diarrheal diseases. Although some
improvements in levels of access were reported in the mid-
1980s, current levels estimated for Mozambique lag far
behind cstimates for other developing nations (sce figure
2.8). According to the World Health Organization (WHO),
only about one-quarter of Mozambicans had adequate ac-
cess to safe water in 1988, among the lowest reported levels
in the world. including 44 percent in urban areas and only 17
percent in rural arcas. Access to adequate sanitation mea-
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‘ 71%
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% of population with access, 1988-92

Mozambique Sub-Saharan Low-income Oeveloping

sures is also among the lowest in the world, reported at 61 Affica Countries  Countries
percent in urban areas and just 11 percent in rural arcas (sec Source: CIHI Health Statlstica Database
figures 2.9 and 2.10) (UNI9401). Figure 2.8
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II. Health Situation Analysis

ORS ACCESS and ORT USE RATES USE OF ORAL REHYDRATION THERAPY FOR CHILDREN, c.1993
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Figure 2.11 Figure 2.12

Diarrheal Diseases. As in most developing nations. diarrheal discases arc a major contributor to morbidity and
mortality among children in Mozambique. A 1985 houschold survey found that children suffer an annual average of
4.7 cpisodes of diarrhcal discase (WHD8Y00). just above the mean among national surveys cited by WHO. Access to
oral rehydration salts (ORS) and usc of oral rehydration therapy (ORT) to treat children with diarrhea have been very
low historically but have reportedly risen to 70 and 60 percent, respectively, in 1993 (sce figure 2.11). As shown in
figure 2.12. this level of ORT use compares quite favorably with those reported for other nations.

Cholera. Among diarrheal discascs. cholera has become endemic to Mozambique with massive outbreaks reported in
Zambezia. Nampula, and Sofala provinces in 1990-91. This epidemic claimed hundreds of lives in Zambezia Province
and was dircctly related to fecal coliform counts in public water supplics (AID9408). In 1991. a total of 7,847 cases
of cholera were reported with a case fatality rate of 4.7 percent. The actual fatality rate was thought to be higher.
based on MOH reports that rates in various provinces ranged from 3 to 14.9 percent in 1990. Increases in reported
cholera cases are suspected to directly refate to population increases in periurban arcas which already lack adequate
water supply and sanitation measurcs (WH09305). For 1993, Mozambique's number of reported cases (19,803) and
deaths (507) duc to cholera were Africa's sccond-highest. after ncighboring Malawi (WHQ09Y504).

Other Diseases related to Water & Sanitation. Schistosomiasis is anccdotally reported by local health
authorities to be widespread. Other parasitic discases commonly reported from urban arcas point to the special needs
to be anticipated among populations lacking adequate water and sanitation measures. For example. a 1984 scabics
cpidemic spread to over half of Maputo's children. many of whom suffered infected lesions. Surveys conducted under
the Zambezia Pilot Child Survival Project (ZPCSP) found particularly high prevalences of hookworm infection in
periurban arcas of Quelimane (48.3 percent of women. 30.9 percent of children). Other helminthic infections were
found in 63.1 percent of women and 48.7 percent of children (JHU9201). Giardia and ascaris are also common in all
age groups (MOZ8801). In 1994. there were reports of outbreaks of bubonic plague, which is preventable through
improvements in hygicne (CABY411).

Malaria and Anemia

Chloriquine-resistant falciparum malaria (resistant at R3 levels) is hyperendemic in most of the country with the
exception of highland fringes bordering Zimbabwe and Malawi (AID9408). Malaria commonly lcads to chronic and
severe ancmia among children and women of reproductive age and is thus often overlooked as an indirect contributor
to morbidity (MOZ9201). Figurcs 2.13 and 2.14 present prevalence levels found by the ZPCSP for malaria and
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MALARIA AND ANEMIA AMONG CHILDREN UNDER FIVE
In Periurban and Rural Areas of Zambezia Province
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Figure 2.13

ancmia among children and mothers in periurban and rural
arcas (JHU9201, AID9408). Figure 2.15 indicates that the
cstimated prevalence of anemia among pregnant women in
Mozambique only moderately exceeds the median of preva-
lence levels reported for low-income nations.

Acute Respiratory Infections (ARls) and
other Airborne Diseases

ARIs—S. pneumonia and H. influenzae--arc commonly
reported in Mozambique, but facilities for laboratory con-
firmation via blood culture are scarce outside of the capital
(M0OZ9201). Periodic outbreaks of meningitis cccur dur-
ing the dry scason. Like measles and tuberculosis, menin-
gitis has historically sprecad most rcadily in periurban areas
(MOZ8801).

Vaccine-preventrble Diseases

Crude incidence levels reported to WHO’s Expanded
Programme for Immunization (EPI) for various vaccine-
preventable diseases appear in table 2.1, Actual incidence
levels are certain to be considerably higher. Vaccination
coverage rates in Mozambique indicated in figurc 2.16 arc
far lower than those reported for other countrics in the
region, as illustrated in figure 2.17 for the case of DPT
vaccination. Coverage rates for major vaccines have only
improved slightly since dropping considerably in the carly
1980s (see figures 2.18-2.22). Within Mozambique, rates
are significantly higher in Maputo than in less accessible
provincial towns and rural arcas (MOZ9201). Onec may
speculate that these differences will diminish following the
establishment of peace in the countryside.

11. Health Situation Analysis

MALARIA AND ANEMIA AMONG MOTHERS
In Periurban and Rural Areas of Zambezia Province
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ANEMIA AMONG PREGNANT WOMEN, 1970s/80s
How Mozamblque Compares
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I1. Health Situation Analysis

DPT3 VACCINATION COVERAGE, ¢.1993 MOZAMBIQUE: REPORTED ANNUAL INCIDENCE OF EPI
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ql"' I1. Health Situation Analysis

Measles. The interruption of immunization programs due TUBERCULUSIS CASE RATES, 1990
to war has resulted in severe measles epidemics in the past, How Mozambique Compares

particularly in Tete and Zambezia provinces. In 1982, the 400 1 -
annual incidence rate of measles in Maputo province was
reported at 243 cases per 100,000 population. In 1990, the
World Bank reported that about 3.5 deaths are rccorded

for each 100 measlzs cases (JHU9201).

g

207 198

8

Tuberculosis. The MCH reports 15,000 to 16,000 new
cases of tuberculosis per yecar (WHO9404). The reported
annual incidence rate of 189 cascs per 100,000 population

Annual incidence per 100,000
N
8
o i o
8

Mozambique Sub-Saharan Low-income Developing

is high but compares favorably to many other sub-Saharan Africa Countries  Countries
nations (see figurc 2.23). While tuberculosis in AIDS and Source: Elaborated from WBK9303
other patients may account for the majority of hospitalized Figure 2.23

patients in neighboring countrics. this still did not appcar
to be the case in Mozambique in 1993, according to a study
under the WHO (WHQ9305). The anticipated rise of
HIV/AIDS in Mozambique will probably be accompanied

s : HIV SEROPREVALENCE AMONG URBAN POPULATION
%‘;:kr 15¢ ":Tt‘:ibcr :'utlzcl)ls':s I attcs a: \;c“.t '_I;n5I§90ti]thf(? Wor l: Test Results for Mozambique & Neighboring Countries, by Risk Group
reported a fatality rate of about 3.5 deaths for cac 100% ‘
100 tuberculosis cases cach year (JHU9201). B Low-Risk B High-Risk
80% - ‘
. . g
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Jo I . a
Gonorrhea, syphilis, and pelvic inflammatory discasc are 3
major contributors to morbidity among women of rcpro- I 0% 32%
ductive age. Seroprevalence levels detected for HIV/AIDS S0 b
are still relatively low but are expected to risc quickly with
borders opening to ncighboring countrics to the north and 0% Lmaito i v
west (AID9408). Rising levels of HIV seroprevalence Mozambique  Malaw  Tanzama  Zambia
would have major impact on infant and child mortality Source: BUC3408 et et e

rates and would likely contributc to the resurgence of Figure 2.24

associated opportunistic diseases such as tuberculosis.

Figure 2.24, presenting HIV scroprevalence test results for Mozambique and neighboring countries, is based on data
for various vears gathered by the U.S. Burcau of the Census. The most reliable data for Mozambique date back to
1987 and 1991 and certainly do not adequately reflect the current situation. More recent data indicate that
seropositivity has risen significantly but remains well under ten percent for low-risk groups. The epidemiology of
HIV/AIDS in Mozambique and cfforts to combat it are trcated in more detail in Section IV.

Other Health Problems

*Years of violent civil conflict have resuited in a large number of deaths and injuries both among the military and
civilians. A great nced still cxists to rchabilitate handicaps remaining from the war and to remove millions of
landmines which continue %o pose a major health hazard. After a marked increase in deaths due to automobile
accidents, reports of overall accidental fatalitics rose to 4,000 in 1989 (WH09305).
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[Il. HEALTH SECTOR ASSESSMENT

Health Care Services

Access and Utilization of Services

According to UNICEF, just 39 percent of Mozambique's
total population lives within one hour’s travelling time to
modern health services (sce figure 3.1), onc of the lowest
estimated levels of access in the world (UNI9401). Since
1975. when less than ten percent of the population was
thought to have access to modern health care. the government
has strived to make primary health care (PHC) universally
accessible. By 1985, preventive services were reportedly
rcaching about half of the population (WHO09403). Further
progress was blocked by Mozambique's civil war. which not
only diverted public resources away from the health care
system. but also increased demand for health care services,
inflicted direct violence against health care personnel and
infrastructurc. and disrupted other syvstems vital to health
care delivery (JHU9201).

Mozambique's civil war also served to encourage the further
concentration of resources in more accessible, urban arcas.
UNICEF estimates access to health services in rural arcas at
only thirty percent. The figure reported for urban arcas—
100 percent—reflects the urban bias in the distribution of
services but also highlights the difficulty of defining access
strictly in terms of travelling time. without considering the
truc availability of adequate health care services. It is
doubtful. for example, that the health care delivery needs of
low-income periurban residents arc as fully satisfied as
UNICEF's figures may imply. Focussing on utilization
rather than access, figure 3.2 indicates that the percentage of
pregnant women receiving prenatal care in Mozambique is
not far below the medians for sub-Saharan Africa and devel-
oping countries in general. However, WHO’s estimates
indicatc that the share of births attended by trained personnel
in Mozambique lags significantly behind levels reported for
other nations in the region (sce figure 3.3).

1II. Health Sector Assessment

ACCESS TO HEALTH CARE SERVICES
How Mozambique Compares
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Figure 3.1

PRENATAL CARE FOR PREGNANT WOMEN, 1988-90
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Figure 3.2

BIRTHS ATTENDED BY HEALTH PERSONNEL, 1985-1990
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"“' 11§, Health Sector Assessment

POPULATION PER DOCTOR & PER NURSE, 1990

Health Care Personnel and Facilities
How Mozambique Compares
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Figures 3.5 and 3.6 chart the evolution of Mozambique’s primary health care system and growth in ranks of health
care personnel since 1975 (also sce table A.5 inappendix). Since independence in 1975, Mozambique has endeavored
to recruit forcign expertisc for its health care system while simultancously building up local skills through improved
medical training programs. While political and cconomic instability have limited the attractiveness of practice in
Mozambique, today still more than half of the country’s physicians arc expatriates, many of whom are supported
through public or private forcign aid (WH09403).

Public Sector Services

Health services in the public sector are almost exclusively the domain of the Ministry of Health (MOH). Some health
activities also take place under the Ministry of Defense. Water supply and sanitation services are the responsibility of
the Ministry of Construction (WHO9403). The parastatal Medimoc has a monopoly on pharmaceutical imports (with
special exceptions for UNICEF and certain non-governmental organizations (NGOs) and is reponsible for distribution
to the MOH’s provincial supply centers (WHO9305).  Another parastatal organization, FARMAC, distributes
pharmaceuticals to consumers through a network of 45 retail outlets (AID9351).
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III. Health Sector Assessment "".

Ministry of Haalth. As the primary body responsible for Mozambique's National Health Services (NHS), the MOH
can be characterized by vertical, centrally-controlled units which commonly lack sufficient integration with other units
and activities. Hcalth planning and budgeting are primarily carried out at the provincial level, where health care
activitics arc typically broken down into the following units: maternal and child health. biostatistics and planning,
admuinistration, nutrition, cxpanded program on immunization (EPI), tuberculosis, and leprosy. Provincial offices arc
responsible for supervising district-level health centers and health posts and compiling health statistics, but typically
lack the persont.cl necessary for these tasks (JHU9201).

In the 1970s and 1980s, the MOH worked to increasc access to PHC through intensive construction and renovation of
health centers and posts. By 1987, total facilitics reportedly numbered 1118 health centers and posts, 26 rural
(district) or general hospitals. 7 provincial hospitals, and 5 central hospitals located in the major citics—Maputo,
Beira. and Nampula (JHU9201). Since the late 1980s, ecmphasis has been placed on rehabilitation rather than
construction of new health care facilitics. Particularly noteworthy has been the rehabilitation of rural hospitals with
assistance from the Europcan Community (WH09403).

Rural health posts and health centers comprise the first level of services in the NHS system. providing preventive and
basic curative care and maternity services. Health centers staffed by nurses and paramedical personnel (and visiting
doctors in urban arcas) are designed to serve 25.000 people each and to supervise health posts in rural arcas. The
second level includes rural (district) and general hospitals. which are designed to provide curative services for 50,000
people with about 200 beds cach. At the third level, provincial hospitals provide emergency services, soine specialty
care, and laboratory and blood bank services, and supervise and train personnel a: lower-level facilities within the
province. Finally, at the fourth level, central hospitals oversce regional services and opcrate specialty outpatient
services and wards, laboratories. and blood banks (WH09305).

New categories of PHC personnel were created to support the MOH''s initiatives in the 1970s and 1980s, including
medical assistants (técnicos) and aides (agentes), maternal and child health (MCH) nurses, and village health workers
(agentes polivalentes elementares). Unfortunately, duc to financial difficulties, the MOH has experienced great
difficulty in retaining skilled health personnel and management (WH09403).

The quality of carc available at MOH facilities is likewise compromised by limited resources.  With recurrent
spending concentrated on salaries. health centers often have staff but few or no drugs, and mobile outreach tcams
commonly lack gasoline (WBK9303). Unsatisifed demand for government services is indicated by outpatients’
inability to obtain prescribed drugs at MOH facilitics in nearly half of all cases. waiting times of two or three hours at
MOH facilities, and cvacuation by the MOH of approximately 500 people each year to South Africa for medical care
(AID9351).

USAID’s Health Financing and Sustainability (HFS) project found the placement of physicians and overall public
funding to favor urban over rural arcas, certain provinces such as Maputo, Sofala, Niassa, and Inhambane, and
higher-level facilities in gencral. Other personnel and facility expenditures were found to be much more cquitably
distributed across the health care system. However, considerable biases still stand out: the project reported preventive
coverage to be highly disparate between urban and rural areas, which respectively had 14,000 and 59,000 residents
per preventive health worker (A1D9324).

Center for International Health Information 13



""' 111. Health Sector Assessment

Private Sector Services

After independence in 1975. the socialist government nationalized all health institutions, banning NGO and all other
formal private activities in favor of government services (JHU9201). Despite the ban, the private scctor maintained a
position within the health sector and is now beginning to slowly expand. Private health carc includes traditional
medicine. religious and other non-governmental organizations, semi-private pra 'tice in “'special clinics™ within public
facilitics, clandestinc practitioners, and commercial enterprises providing care for their cmployees. Drugs are
distributed through 12 highly-regulated private pharmacics (in addition to parastatal outlets) and countless black
market drug sellers. who commonly hawk merchandise stolen from formal health facilitics (AID9351).

Traditional healers (curandeiros) and traditional birth attendants (parteiras tradigionais) were unaffected by the
nationalization of health services and practice throughout the country, particularly in rural arcas. Curandeiros have
an association in Maputo. Exit interviews at a periurban clinic in Maputo found that roughly one in six respondents
had previous!y consulted with a traditional healer before turning to the public health care system (AID9351).

Some NGOs were permitted to continue operations after 1975, inciuding the Mozambican Red Cross, which has been
particularly active in refugee centers (Centros de Acomadagdo), and the Organization of Mozambican Women
(OMM), whose members receive training from the MOH to work as community health volunteers (JHU9201). The
government has now established formal working agreements with some NGOs, recognizing the role that NGOs can
play in health care delivery. Local organizations such as the Roman Catholic Church, the United Methodist Church
of Mozambique (UMCM), the Grace Mission, and Acgd@o Cristao Interdenominacional para Saude (ACRIS) have
returned to the health care arena by providing government facilitics with personnel, supplies, and other support. Some
have expressed interest in taking over management of non-functional or ailing public facilitics. Another local NGO,
the Mozambican Association for Family Development (AMODEFA), receives support from USAID to help the MOH
improve PHC services. Intemational NGOs primarily serve the health care needs of refugees and displaced
populations and include Doctors Without Borders (MSF), World Vision Inteinational, Save the Children Federation
(SCF), and the International Committee for the Red Cross (ICRC) (AID9351,QUE9200).

The government’s ban on private health care forced many doctors and nurses to practice medicine in a clandestine
setting in order to augment their incomes. Since 1991, the government has cautiously liberalized its stand on for-profit
medicine. Recent legislation has acknowledged the existence of private health care and permits private practice by
public scctor doctors and nurses. Another change since 1991 has allowed a number of urban private comparies to
treat workers in on-site health facilitics. According to the HFS project, for-profit providers arc now preparing to open
clinics in Maputo and Nampula (AID9351). Although recent developments have opened up opportunitics, many
important steps remain if the private sector is to significantly absorb demand for hcalth services. In a recent report on
expanding the private health sector in Mozambique, the HFS project noted that the government has maintained its
monopoly on drug importation and has failed to create necessary incentives for NGOs and for-profit providers to
establish and expand services.
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Health Care Financing

According to estimates by the World Bank, per-capita spend-
ing on health in Mozambique was among the world’s lowest at
roughly $5 per person in 1990. However. total estimated
health spending of $85 million amounted to 5.9 percent of
gross domestic product (GDP). onc of sub-Saharan Africa’s
highest levels (sce figure 3.7). Over half of total health expen-
diturc was derived from official foreign aid flows (sce figures
3.8 and 3.9), a level approached only by neighboring Tanzania
and Uganda among all nations cited in the bank’s World
Development Report 1993, Measured per-capita, however,
these aid flows arc actually below the median for sub-Saharan
nattons. as indicated in figure 3.10 (WBK9303).

Public Sector

Sources of Funding. Two recent assessments help to shed
light upon the state of public health care financing in
Mozambique: a 1993 report produced by USAID’s Health
Financing and Sustainability (HFS) Project (AIDY324) and a
1994 country paper by the World Health Organization
(WHO9403). As in other formerly socialist nations. overall
expenditure has been heavily concentrated in the public sector,
which accounts for roughly three-quarters of total spending on
health. according to the World Bank's figures. In the casc of
Mozambique. nearly two-thirds of public sector funding is now
attributable to foreign aid. which financed 62 percent of recur-
rent expenditures and 80 percent of investment in 1990
(AID9324). Domestic government expendituic thus accounts
for only about one-third of overall public sector funding and
Just over onc-fifth of total health expenditure (WBK9303)(sce
figures 3.8 and 3.11). Figure 3.12 illustrates the growing
significance of forcign aid for recurrent costs since 1983,
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‘l“. 111, Health Sector Assessment

Mozambique’s civil war was devastating both for the FINANCING PUBLIC HEALTH CARE IN MOZAMBIQUE
national economy and the health care system. In the By Source of Funds and Type of Expenditure, 1990
1980s, as millions of dollars worth of medical facilitics Domestic Recument

and cquipment were destroyed, government funds were %———

increasingly deferred to the defense budget and unavail- P

able for the health care system. By 1986, 42 pzrcent of the Domestic /

government budget funded recurrent defense costs while investment |

the share spent on health had declined from 11.2 percentin %

1982 to 8.1 percent in 1985 (JHU9201). According to the Foraign

HFS Project. expenditure on health by the government of Invesiment Fomig?s?ezcu"em

Mozambique amounted to just 4.4 percent of its total 13%

spending in 1990 (sce table A6 in the appendix). Recur-
rent spending on health has consumed between 3 and 6 Source: WHOS
percent of the government’s recurrent budget since 1988 Fioure 3.11
(see figure 3.13). Figure 3.14, rclating public health igure 3.
spending levels since 1980 to GDP. illustrates the gradual

Approximate Share of Total PuL..c Health Expenditure

recovery of domestic spending as well as the enormous FINANCING RECURRENT COSTs: DOMESTIC v. EXTERNAL FUNDING

role played by external funding for the public health sector as % of Total Recurrent Public Expendilure on Health,1983-1991

since 1986. 100% B External
B Domestic

Per-capita health expenditure by the government (includ- 80% I

ing foreign aid) amounted to $4.03 per inhabitant in 1990, e

. . . « - 60% [ .
according to the HFS project. Figure 3.15 illustrates the g g
gradual rise in per-capita public health expenditure since & wom b e

1987. The World Bank has recommended that govern-
ment spending on health increase by no more than 4.5 20% |
percent (AID9324). To improve services without increas- '
ing dependency on foreign aid, the MOH must utilize o83 51 o5 g6 87 88 " 90 po—

existing resources more efficiently and recover costs where Year
Source: WHO9403

*. provisional data

appropriate.
Figure 3.12
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Cost Recovery. User fees have an established tradition in the
MOH health care system, but revenues have dropped as prices
have not been adjusted since 1987. The WHO assessment
estimated that fees offset just over three percent of total
recurrent costs in 1991 (sec figure 3.16) (WH09403). No
charges apply for civil servants, persons with certain commu-
nicable discascs, users of pediatric and maternity services. and
thosc deemed unable to pay (WHO09305). According to the
HFS Project, normal user fees (cobrangas normais) repre-
sented only 10 percent of total cost recovery in 1991 with the
remaining 90 percent raised through drug fees (33 percent)
and spccial clinics (57 percent)(AID9324). Special clinics
have been cstablished in three central hospitals in Maputo,
Beira. and Nampula. The HFS project calculated that, on
average, special clinic patients pay 22,500 meticais ($7.30)
per visit. not including tests and medications. Tests can
typically raise the fee to roughly $27.00, or more than double
the level of per-capita monthly expenditure in Maputo ($12.00).
Hard currency special clinics charge considerably higher prices
(AID9351).

Social Insurance. A 1987 law requircs private employers to
cover employces’ hospital fees with a stipulation exempting
hospitalization fecs duc to accidents. A social security law of
1989 spe=ified workers’ rights to pension, sickness, and
survivors’ benefits but did not establish a basis for hcalth
insurance coverage. In 1993, the Social Security Institute
drafted preliminary proposals for the creation of a Health and
Social Fund based on mandatory contributions (WH09305).
Working with the institute, an ongoing study under WHO is
currently cxamining the feasability of establishing private or
national health insurance in Mozambique (see reference
WHO09305).

Allocation of Public Expenditure. In 1990, 84 percent of
total public sector funding was applied to recurrent costs
while investments accounted for just 16 percent (see figure
3.11). According to cstimates displayed in figure 3.17, the
lion’s share of overall recurrent expenditure goes to paying
salarics (AID9324). Other sources calculate that drugs and
medical supplies financed through foreign aid account for
roughly 50 percent of total recurrent costs (WH09305). Do-
mestic funding is morc radically skewed toward payment of
salaries. Icaving funding for drugs almost completely in the
hands of external donors (see figure 3.18) (WH09403). Pro-
grammatic expenditure is highly subject to donor prioritics,
which in some ways may distort the distribution of funding
away from the true nceds of the Mozambican population. For
example, according to the HFS project, the HIV/AIDS pro-

II1. Health Sector Assessment
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DOMESTIC SPENDING FOR RECURRENT COSTS gram had a 1991 budget six times the size of the malaria
By Category of Expenditure,1980-1991 program and 3.7 times the size of the tuberculosis program
] Eg:;; (AID9324). Mozambique’s National Planning Division
B Saianes anticipates a decrease in total foreign aid for health with a

shift away from financing recurrent costs (WHO09305).

100%
80%

60%
A 1992 study conducted by the HFS project with the MOH
and USAID/Maputo found that public scctor funding dis-
proportionately favored secondary and tertiary care over
AV ELELL primary health care programs, urban arcas over rural ar-
198081 82 63 84 85 86 87 88 89 01991 cas, and certain provinces (topped by Maputo, Sofala,
Year T Inhambane, and Niassa) over others (particularly Cabo
Figure 3.18 Delgado, Nampula, and Zambezia). Funding is concen-
trated on higher-level facilities such as central hospitals,
leaving lower-level facilities such as rural hospitals with
only about 40 percent of total funds for facilitics. Per-capita recurrent expenditure varics widely beween urban areas
($6.90) and rural arcas ($0.90). According to the HFS project, the MOH has created a plan which will decrease
dependency on donors and reallocate existing resources to further develop primary and sccondary care services
(AID9324).

40%
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20%

Souwrce: AID8324

Planning and budgeting within the public health system occur primarily at the provincial level, where expenditures are
financed through block allocations from the Ministry of Finance combined with local revenues. Unfortunately,
according to a recent review of health care in Mozambique, the MOH docs not receive a complete accounting of how
the provinces are spending their allocations, posing scrious limitations to the overall health budgeting and planning
process (JHU9201).

Private Sector

Private provision of health care occurs almost entirely on a fee-for-service basis. According to the HFS project, health
insurance schemes are likely to be developed soon to serve the needs of large urban factories. Household surveys in
Maputo in 1991 and 1992 found private expenditures on health to comprise less than one percent of overall consumer
spending, amounting to roughly $1.36 per year per capita (AID9351). The HFS project estimated private family
expenditures on health in Maputo at roughly 58 percent of the government’s spending on health (AID9324).

The Maputo houschold survey data indicate that drugs accounted for 67 percent of private health expenditures while
out-paticnt visits and in-patient care respectively comprised 17 and 16 percent. Ambulatory patients pay for drugs
cither at government health facilities (where drug prices are lower duc to a 75 percent subsidy) or at onc of 57 retail
pharmacies, where prices are marked up to cover transportation and other operating costs. Forty-five of these
pharmacies are run by the parastatal enterprise FARMAC; the remaining twelve are private pharmacics which must
adhere to FARMAC''s regulated price structure (AID9351).

Traditional healers are commonly consulted and, at least in urban areas, fairly well-compensated, accord-
ing to the HFS project. An association of traditional healers in Maputo has reported the average consul-
tation fee at about 3,000 meticais ($1.00); a study of peri-urban areas by Ohio State University found
traditional healers to be the highest-earning group among the self-employed, earning a monthly average
of $143.00 (AID9351).
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IV. HIV INFECTION AND AIDS
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Although Mozambique has reported far fewer AIDS cases and CUMULATIVE AIDS CASES REPORTED TO WHO

much lower HIV scroprevalence rates than found clsewhere in 1987 -1993

1,000 r
‘ 826 cases reported
by July 27, 1993

Africa, the HIV/AIDS pandemic is making swift inroads. A

1993 study by th¢ World Health Organization (WHO) with g 800

Mozambique's Ministry of Health (V.OH) found that AIDS g mi;

cases arc doubling cvery cight months. The total of 322 cases s

reported in 1992 produces an incidence rate of 1.9 per 100,000 % 400

population, a jump from 1991’s rate of 1.1 but still just a z 200!;

fraction of rates in neighboring countrics to the north and west. E

Through July 27 1993, the country had reported just 876 cases Y ol T T T
of AIDS to WHO (scc figure 4.1), 44 percent of which were Year

Source: BUCS402

women. Reported cases incvitably understate the true scope of
HIV/AIDS in any country. Recent estimates of the actual
number of cases rcach as high as 200,000 (as of late 1994)
(CABY411). Efforts to improve detection of AIDS cases and conduct HIV scroprevalence tests have been
hampered in the past by Mozambique's civil war, particularly in rural arcas, wherc over 85 percent of the

population lives.

Figure 4.1

Figurcs 4.2-4.7 summarize the results of various HIV seroprevalence tests since 1987. The Panos Institute
reported in 1992 that a scries of small studics throughout the country indicated scroprevalence rates between
three and five percent, suggesting a total HIV-positive population of about 750,000 (PAN9202). A recent
report from the Tenth International Conference on AIDS in Yokohama cited nationzal sentinel surveillance
data indicating that scroprevalence levels among blood donors are much higher and rising (see figure 4.3).
However, the same source reported more moderate test results among pregnant women (1.2 percent) and
patients at sexually-transmitted discase (STD) clinics (2.0 percent) (BUC9407).

While HIV/AIDS is a nationwide problem in Mozambique, incidence rates are reported to be highest in
provinces ncar Malawi and along the Beira corridor to Zimbabwe (WH09301). In 1987, HIV testing among
“healthy persons™ in urban arcas found the highest seroprevalence rates for HIV-1 in Nampula (2.2 percent)
and Quelimane (2.1 percent).  Even higher rates were found for HIV-2 in Nampula, Luchingo, and Maputo,
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IV. HIV Infection and AIDS

HIV SEROPREVALENCE, NATIONWIDE, 1988 HIV SEROPREVALENCE AMONG STD PATIENTS IN MAPUTO
Various Subjects, By Sex and Area of Residence 1987 - 1991
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but this strain appears to have subscquently declined in relative significance. Tests among blood donors the same year
indicated higher scroprevalence levels in Quelimane (2.8 percent). Tests in 1589 ar ung blood donors in four cities
also found the highest HIV-1 rates in Quelimane and Nampula (BUC9402). Most recently, tests in 1994 among adult
tuberculosis patients in 31 districts found the highest HIV-1 scroprevalence — over fifty percent—in Manica
province, which is bisected by the Beira corridor (BUC9407). Manica currently ranks sccond only to the city of
Maputo in its number of confirmed AIDS cascs (CAB9411).

Factors promoting the spread of HIV/AIDS in Mozambique include widespread dislocation and extreme poverty,
which pushes increasing numbers of young women into prostitution in the cities. In the countryside, the civil war
helped preserve ignorance about AIDS, incapacitated local health care systems, and directly sprecad HIV infection
through _cxual abuses by soldiers (PAN9202). Those currently considered at highest risk for HIV/AIDS include
soldiers, STD paticnts, scxually-active vouths and retumning refugees (CAB9411). For more information on HIV/
AIDS and other STDs in Mozambique, the reader is advised to consult Edward Green's AIDS and STDs in Africa,
which features a chapter focussing on STDs and traditional medicine in Manica province (WVP9401).
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IV. HIV Infection and AIDS ‘l“'

National AIDS Control Program

National STD/AIDS Control Program. Scparate STD and AIDS prograas were in existence for five years before
combining to facilitatc adequatc coordination and to share facilities and capabilitics (WH09301). The primary aim of
Mozambique's program has been prevention through education among groups considered most at risk: young people,
the war-displaced, and soldicrs. According to the Panos Institute, the program has made particularly strong cfforts to
recruit traditional healers into the fight against AIDS. Resources for surveillance and condom promotion activities,
however. have been extremely limited (PAN9202). Representatives of the program recommended in December 1993
that Mozambique's Sccond Medium-Term Plan to Control AIDS include cfforts to expand STD surveillance and
scrvices within the health care system. assign priority to regions with higher HIV and AIDS incidence levels, and
facilitatc community participation to allow for better counselling and partner tracing (WHO9301).

Local Non-Governmental Organizations with AIDS Activities

Mozambique Health Committee. of Scattle, Washington, implements AIDS education, training, rescarch, and blood
testing through field offices in Maputo, Beira. and Manica, Mozambique, and in Mutare, Zimbabwe (NCI9201).

Mozambique Red Cross, through dclegations in cach province, promotes HIV/AIDS awareness among youth and
displaced persons. Funded by the Swedish Red Cross (WH09102).

MULEIDE (Women, Law, and Development) is a community-based NGO promoting legal, educational, and
cconomic empowerment of women, has implemented HIV/AIDS awareness activities in and around Maputo

(WHO9301).

International NGOs with AIDS activities in Mozambique

(WHO9102,WHO9301,QUE9200)

Africa Groups of Sweden, Recruitment Organization (ARO)

Appropriatc Health Resources and Technologics Action Group (AHRTAG)
Botswana Red Cross Socicty

Canadian Public Health Association

CARE Britain

Danish Association for International Cooperation / Danish Volunteer Service
Mozambique Health Coinmittee

Norwegian Church Aid

South African AIDS Training

Swedish Red Cross

Terre des Hommes Dcutschland

World Vision Relicf and Development

International Donors supporting AIDS activities in Mozambique
(GAP9200,UNF9200,CAB9411)

Canadian International Development Agency (CIDA)

Danish International Development Agency (DANIDA)

The Government of France

Norwegian International Development Agency (NORAD)

Swedish International Development Agency (SIDA)

United Nations Population Fund (UNFPA)

United States Agency for International Development (USAID)

World Health Organization, Global Programme on AIDS (WHO/GPA)
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Trends in Selected Demographic and Health Indicators

Statistical Appendix

APPENDIX A: STATISTICAL APPENDIX

INDICATOR 1950 1955 1960 1965 1970 1975 1980 1985 1990 1985 2000 SOURCE
Total Population (000s) 6,198 6.744 7.461 8,338 9,395 10408 12095 13547 14200 16359 19438 UNPG200
Infant Mortality 164 164 164 164 164 164 164 164 164 164 164 WBKe302
Under Five Mortality 280 280 260 280 280 280 280 280 280 280 280 WBKE8302
Crude Birth Rate 48 46 47 47 46 46 48 46 45 44 42 UNP9200
Crude Death Rate N 28 26 24 22 21 20 19 19 18 16 UNP8200
Avg. Annuai Growth Rate 15 19 21 23 23 25 26 16 18 31 32 UNP9200
Total Fertility Rate 61 62 63 64 65 65 65 65 65 63 58 UNP8200

Table Al. Population and Mortality Trends, 1950-2000

ACCESS TO ADEQUATE
YEAR SAFE WATER SANITATION SOURCE
Rural Urban Rural Urban
1985 9 38 12 53 WHO09101
1986 NA NA NA NA
1987 NA NA NA NA
1988 17 44 11 61 WHO09101

Table A2. Access to Safe Water and Adequate Sanitation, 1985-1988

ORS _ ORSIRHF v VACCINATION COVERAGE, 1980 - 1992 sou
YEAR Access Use SOURCE EAR BCG DPT3 Measles Polio3 Tet.2 RCE
1984 40 NA WHDB700 1960 | NA - NA NA - NAL - NA
1981 46 56 32 32 NA WHEB701
1985 40 4 WHDg700 1982 56 43 58 43 40 | WHE8700, WHEB701
1986 NA 14 WHDB8800 1983 59 38 51 38 NA WHEB701
1987 NA NA 1984 49 32 50 32 NA WHES8701
1988 NA 1 WHD9001 1985 47 29 39 25 40 WHEB701
1986 NA NA NA NA NA
1990 NA NA 1988 49 38 44 38 19 WHEB900
1991 30 30 |WHDS201,WHDS200 1985 | 83 47 58 47 NA MRF5006
1992 NA NA 1950 59 43 55 43 31 WHES200
1991 30 19 23 19 13 WHES202
1993 70 €0 WHDS401 *1992 64 50 56 50 30 WHES301
Table A3. ORS Access and ORS/RHF Use, Table A4. Vaccination Coverage, 1980-1992
1984-1993
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Health Care Services

Statistical Appendix

PRIMARY HEALTH CARE FACILITIES & SELECTED HEALTH PERSONNEL, 1975 - 1990

FACILITIES PERSONNEL
Year . )
g ot | oo assisnisl turses MK i
Aides Assts./Aides
1975 326 120 21300 171 0 1960™ 430** 420"
1980 629 285% 13230 301 171 2156 475 444
1985 1195 221 9730 313 430 2535 866 394
1990 996 226 12900 387 435 3547 1139 442

Some smaller centers were reclassified as posts in 1982,
# - includes about 75 units designated as rurat hospitals in
1975 and subsequently reclassified as health centers.

* - Midwives, nurse midwives & MCH nurses.
**1977
***1979,

Source: WHOS403

Table A5. Primary Health Care Facilities and Selected Health Personnel, 1975-1990

Health Care Financing

PUBLIC EXPENDITURE ON HEALTH CARE IN MOZAMBIQUE
% of total spending % of G.0.P. 1580 MT per capita
Year | nomestc, Total,w/ | Domestic, Domsstc, Total Total, Total Total,
Recurrent Aid & Recurrent  including Recurrent, including | Recurrent, Including
only Investment anly Investment  with Aid  Investment | with Aid  Investment
1980 10.5% 1.9% 21%
1981 10.7% 2.3% 26%
1882 104% 11.2%** 22% 24%
1083 9.7% 23% 2.5% 2.5% 143
19884 74% 1.6% 18%
1985 54% 8.1%" 12% 1.4%
1986 46% 1.2% 13% 1.6% 18% 120 148
1987 4.8% 28% 1.0% 12% 2.4% 2.8% 125 148
1988 54% 41% 1.2% 13% 37% 41% 170 185
1988 55% 3.9% 1.4% 1.6% 3.3% 39% 144 172
1990 52% 44% 1.3% 1.6% 3.7% 4.4% 164 198
1991° 6.0% 52% 1.5% 1.6% 40% 5.2% 160 208
Source | WH0D9403 ,3333%1 WHO08403 WHD9403
* . estimate / provisional data.

Table A6. Public Expenditure pn Health Care in Mozambique,
1980-1991

Center for International Health Information 23



Data Notes

@

APPENDIX B: DATA NOTES

Notes On Mortality Estimation

References to infant and under 5 mortal-
ity rates for individual countrics or groups
ofcountricsarclargely drawn from CIHI's
Health Statistics Database. Inpast years,
the primary source of data on infant
montality wasthe World Population Pros-
pects, a set of estimates updated every
two vears by the Estimates and Projec-
tions Section of the Population Division
of the Department of International Eco-
nomic and Social Affairs, United Na-
tions. The primary source of data on
under 5 mortality was a special report
published in 1988 by the same group.
Where another source, such as a recent
Demographic and Health Survey or a
national census, wasavailablefora given
country, the rcported values from that
source were cited in place of the United
Nations estimates if the technical staff of
USAID in the Country Mission and/or
the appropriate regional bureaus con-
firmed the validity of the alternative
source.

United Nations estimates, known as in-
direct estimates, arc generated from ac-
cepted demographic nodels which com-
bine the results of all available surveys
and censuses in a given country to pro-
duccasingie time serics of estimates and
projections. When new empirical data
becomeavailable fora given country, the
entire time series of estimates and pro-
jections is updated. Thus, using conven-
tional demographic approaches, a sur-
vey done in 1990 may generate a new
estimate of a mortality rate for 1970 or
1980.

In 1993, a new sct of estimates for mor-
tality was generated for 82 countrices for
publication in the World Development
Report 1993 and UNICEF’s The Progress
of Nations. Based on a curve-fitting
model, the methodology applied to gen-
erate these new estimates purports to
depict more accurately the trend derived

rrom all available data sources for a
country. Like the estimates generated
using conventional demographic mod-
cls, the entire time series might change
upon the addition of a new empirical
source. These estimates were made avail-
able to USAID through the courtesy of
the World Bank and UNICEF.

The selection of the mortality rates was
done through a consultative process in-
volving representatives of the Office of
Health in USAID’s Research and Devel-
opment Burcau, USAID’s Regional Bu-
rcaus and, in many cases, the USAID
Country Missions. The source dcter-
mined to best reflect the reality in a
country for the current values of infant
and under 5 mortality was identified and
one of a number of a computation proce-
dures, depending on the source sclected
for the current value, was applied to
estimate the longitudinal rates. Thecon-
sideration of the additional source of
data developed for the World Develop-
ment Report and UNICEF during the
consultative process has prompted some
changes in the reporting of mortality
rates from thosc reporied in recent years.

Definitions
Demographic Indicators:

Annual Infant Deaths: An estimate of
the number of deaths occurring to chil-
dren under age one in a given year.
Average Annual Rate of Population
Growth: Ancstimate ofthe ratcat which
a population is increasing (or decreis-
ing) in a given ycar.

Children Under Age 1: Mid-ycar csti-
mate of the total number of children
under age one.

Contraceptive Prevalence Rate: An
cstimate of the proportion of women,
aged 15 through 44 (or, in some coun-
tries, 15 through 49), in union or mar-
ricd, currently using a modern method of
contraception. Where sources fail to

distinguish modern and traditional meth-
ods, the combined rate is shown.
Crude Birth Rate: An estimate of the
number of live births per 1,000 popula-
tioi1 in a given year.

Crude Death Rate: An cestimate of the
numberof deaths per 1,000 populationin
a given year.

Infant Mortality Rate: The estimated
number of deaths in i~fants (children
under age one) in a given yzar per 1,000
live births in that same year. This rate
may be calculated by direct methods
(counting births and deaths) or by indi-
rect methods (applying well-established
demographic models).

Life Expectancy At Birth: An cstimate
ofthe average number of yearsa newborn
can expect to live. Life expectancy is
computed from age-specific death rates
for a given year. It should be noted that
low life expectancies in developing coun-
tries are, in large part, ducto high infant
mortality.

Maternal Mortality Ratio: The csti-
mated number of maternal deaths per
100,000 live births where a maternal
death is onc which occurs whena woman
is pregnant or within 42 days of termina-
tion of pregnancy from any causc related
to or aggravated by the pregnancy or its
management. Although sometimes re-
ferred toasarate, this measure is actually
a ratio because the unit of measurement
of the numerator (maternal deaths) is
different than that of the denominator
(live births). The measure would be a
rate if the units were the same. Ex-
tremely difficult to measure, maternal
mortality can be derived from vital regis-
tration systems (usually underestimated),
community studics and surveys (requires
very large sample sizes) or hospital reg-
istration (usually overestimated).

Total Population: The mid-year esti-
mate of the total nuniber of individuals in
a country.

Total Fertility Rate: An estimate of the
average number of children a woman
would bear during her lifetime given
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current age-specific fertility rates.
Under 5 Mortality Rate: The estimated
number of children born in a given year
who will die before reaching age five per
thousand live births in that same year.
This rate may also be calculated by dircct
or indirect methods.

Urban Population: Population living in
urban arecas as defined according to the
national definiton used in the most recent
population census.

Child Survival Indicators:

Adequate Nutritional Status: An indi-
vidual child of a certain age is said to be
adequately nourished if his/her weight is
greater than the weight corresponding to
“two Z-scores” (two standard deviations)
below the median weight achieved by
children of that age. The median weight
and the distribution of weights around
that median in a healthy population arc
taken from a standard established by the
National Center for Health Statistics, ¢n-
dorsed by the World Health Organization
(WHO). Theindicator for the population
asawholeisthe proportion of children 12
through 23 months of age who are ad-
equately nourished.

Appropriate Infant Feeding: A com-
positcestimate of the proportion of infants
(children underage one) being breastfed
and recciving other foods at an appropri-
ateage according to the following criteria:
breastfed through infancy with no bottle-
feeding, exclusively breastfed through four
months (120 days) of age, and receiving
other foods if over six months of age (181
days). Water is not acceptable in the first
four months (120 days). ORS is consid-
ered acceptable at any age. Surveys are
the only source of data to form this indica-
tor. Surveys yicld an estimate of how
many infants are being fed correctly at the
moment of the survey. Theydo notgivean
indication of the proportion of individual
childrenfed appropriately throughout their
firstyear of life. A number of sub-indica-
tors may be calculated from the data used
to form the composite, of which two are
presented here.

Complementary Feeding: An cstimate
of the proportion of infants six to nine

monthsofage (181 daysto 299 days) still
breastfceding but also receiving comple-
mentary weaning foods.

Continued Breastfeeding: An cstimate
of the proportion of children breastfed
for at least one year. In this report, all
values presented for thisindicator are the
proportion of children 12 to 15 months of
age at the time of the survey still receiv-
ing breast milk.

DPT Drop-out Rate: Ancstimate of the
proportion of living children between
the ages of 12 and 23 months who re-
ceived at least one DPT vaccination but
who did not receive the entire series of
three vaccinations before their first birth-
days.

Exclusive Breastfeeding: An estimate
of the proportion of infants less than four
months (120 days) of age who reccive no
foods or liquids other than breast milk.
ORS Access Rate: An estimate of the
proportion of the population under age
five with rcasonable access to a trained
provider of oral rchydration salts who
receives adequate supplies, This is a
particularly difficult indicator to mea-
sure and, therefore, it may fluctuate dra-
matically from year to year as improved
methods of estimation are devised.
ORT Use Rate (ORS and/or RHF Use
Rate): An estimate of the proportion of
all cases of diarrhea in children under
age five treated with ORS and/or a rec-
ommended home fluid. ORT use mavbe
determined using administrative means
or surveys. In gencral, administrative
estimates arc based on estimates of the
number of episodes of diarrhea in the
target population for a given year and the
quantity of ORS available. Thus, changes
in the estimates of the frequency of diar-
rhea episodes can alter the ORT use rate
aswell as "real” changes in the pattern of
usc. Surveys arc more precise in that
they focuson theactual behavior of nioth-
ers in treating diarrhea in the two-weck
period prior to the survey.

Vaccination Coverage In Children: An
estimate of the proportion of living chil-
dren between the ages of 12 and 23
months who have been vaccinated before
their first birthday -- three times in the
cases of polio and DPT and once for both

@

measles and BCG. Vaccination cover-
age rates arc calculated in two ways.
Administrative cstimates are based on
reports of the number ofinoculations of
an antigen given during a year to chil-
dren who have not yet reached their
first birthday divided by an estimate of
the pool of children under onc year of
age eligible for vaccination. Survey
cstimates arc based on samples of chil-
dren between the ages of 12 and 23
months.

Vaccination Coverage In Mothers:
Ancstimatc of the proportion of women
in a given time period who have re-
ceived two doses of tetanus toxoid dur-
ing their pregnancics. This indicator is
being changed in many countries to
account for the cumulative effect of
tetanus toxoid boosters. A woman and
her baby are protected against tetanus
when a mother has had only onc or,
perhaps, no boosters during a given
pregnancy so long as the woman had
rcceived the appropriate number of
boostersin theyears preceding the preg-
nancy in question. (The appropriate
number ofboosters required during any
given pregnancy varies with number
reccived previously and the time
clapsed.) The revised indicator is re-
ferred toas TT2+. Ratesare computed
using administrative methods or sur-
VCYS.

Other Health and Health Sector
Indicators:

Access to Adequate Sanitation: Defi-
nitions vary over time. In the past, this
indicator has been an estimate of the
proportion of the population with sani-
tation service provided through sewer
systems or individual in-house or in-
compound excreta disposal facilities
(latrines). WHO changed itsindicators
and definitions in the latc 1980s. Now
this indicator is defined as the propor-
tion of the population with rcasonable
access to sanitary means of excreta and
waste disposal, including outdoor la-
trines and composting,

Access to Health Services: Usually an
estimate of the proportion of the popu-
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lation that can reach appropriate local
health services by the local incans of
transport in no more than onc hour.
Recently WHO has revised its definition
to the proportion of the population hav-
ing trcatment for common discases and
injurics anda regular supply of the essen-
tial drugs on the national list within onc
hour's walk or travel.

Access to Safe Water: The percentage
of the population with reasonable access
to safe water supply, including treated
surface waters or untreated but uncon-
taminated water such as that from springs,
sanitary wells and protected borcholes.
Different definitions are used to define
reasonable access in urban and in rural
areas:

Access to Safe Water, Urban: An esti-
mate of the proportion of all persons
living in urban arcas (defined roughly as
population centers of 2,000 or more per-
sons) who live within 200 meters of a
standpipe or fountain source of water.
Access to Safe Water, Rural: An csti-
mate of the proportion of all persons not
living in urban arcas with a source of
water close enough to home that housc-
hold members do not spend a dispropor-
tionate amount of time fetching water.
Reporting onaccess to safe water, as well
as adequatc sanitation, can be highly
subjective.

Anemia among Pregnant Women:
Prevalence of anemia among pregnant
women is the proportion of pregnant
women whose blood hemoglobin level is
below the WHO norm of 110 grams per
liter.

Births Attended by Trained Person-
nel: An estimate of the proportion of
births attended by at lcast one physician,
nurse, midwife, trained primary health
care worker, or trained traditional birth
attendant.

Gross Domestic Product: Total output
of goods and services for final use pro-
duced by residents and non-residents,
regardless of the allocation to domesitic
and foreign claims.

Gross Nationa! Product: Total domes-
tic and foreign valuc added claimed by
residents.

Health Care Expenditure. Data from
the World Development Report 1993 on
health expenditure include “outlays for
prevention, promotion, rchabilitation,
and care; population activitics; nutrition
activities: program food aid: and emer-
gency aid specifically for health.” Spend-
ing on water and sanitation is not in-
cluded. Expenditure is expressed in of-
ficial exchange rate U.S. Dollars. Public
Expenditure includes government and
parastatal health expenditure and for-
eign aid. Domestic public expenditure
does not include foreignaid. Where IMF
data is used for time series, this defini-
tion may vary. Private Expenditure is
an estimate of total houschold spending
on health based on surveys or (where
indicated) imputed from regressions
based on GDP per capita. Foreign Aid
represents total official aid flows, the
sum of all assistance for health by bilat-
cral and multilateral agencies and by
major international NGOs.

HIV-1 Seroprevalence, Urban: An cs-
timate of the proportion of the “low-risk”
population living in urban areas infected
with HIV-1. the most virulent and glo-
bally prevalent strain of the human im-
munodeficiency virus.
HIV-1Seroprevalence, Rural: Anesti-
mate of the proportion of the “low-risk”
population living in rural arcas infected
with HIV-1.

HIV Seroprevalence among High-Risk
Population: An estimate of the propor-
tion of all persons with known risk fac-
tors infected with HIV. These estimates
are typically drawn from test results
among commercial sex workers, their
clients, or patients at sexually-transmit-
ted discase clinics.

HIV Seroprevalence among Low-Risk
Population: An cstimate of the propor-
tion of all persons with no known risk
factors infected with HIV. These esti-
mates are typically drawn ftom test re-
sults among pregnant women, the gen-
cral population, or blood donors.
Population per Doctor & per Nurse:
Estimates of the 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
comparable across countrics. “Nursing
persons” may include auxiliary nurses
and paraprofessional personnel such as
trained traditional birth attendants.
Prenatal Care for Pregnant Women:
The percentage of pregnant women who
attended prenatal care clinics in a given
year.
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AlID9324

AID9351

AID9408

AID9504

BUC9402

BUC9405

BUCY407

BUC9408

CABY411

CALXXo01

CALXXO03

GAP9200

JHU9201

MOZz2801

MOZ9201

Appendix C: Sources

Mclnnes, Kevin, Estrela Polonia and Francisco Ramos. Mozambique Public Sector
Resource Needs and Allocations in Health. Health Financing and Sustainability
Project. Technical Note No. 19. January, 1993,

Mclnnes, Keith, Antonio Jorge Cabral, and Jorge Almeida Simoes. The Expansion of
Health Services outside the Public Sector in Mozambique. Health Financing and
Sustainability Project. Technical Note No. 18. March, 1993.

Pzrsonnel Communication with Dr. Charles Oliver, Office of Health and Nutrition,
Agency for International Development, November, 1994.

USAID/Mozambique. Assessment of Program Impact, FY 1993-1994,

U.S. Burcau of the Census. Center for International Research. HIV/AIDS
Surveillance Database. June, 1994,

U.S. Bureau of the Census, U.S. Department of Commerce. World Population
Profile: 1994. Washington. D.C.: U.S. Government Printing Office, 1994.

U.S. Burcau of the Census, International Programs Center. HIV/AIDS Surveillance
Database: Yokohama Conference Update, December, 1994,

U.S. Bureau of the Census, International Programs Center. HIV/AIDS Surveillance
Database. December, 1994,

USAID/Maputo. Cable #006274. Prevalence of AIDS in Mozambique. November, 1994.

Calculated from the values for total population, crude birth rate and infant
mortality from designated sources for those variables.

Time series estimates of Infant Mortality generated by applying the ratio of
the DHS estimate for the most current 5 year period (or IMR from other
current source) to the projected value from the World Population Prospects for
the same year and applying that ratio to the projected time series in the WPP.
Under 5 Mortality estimates are calculated by applying the appropriate
Coale-Demeny model to the Infant Mortality time serics.

Mann, Jonathan, Daniel J.M. Tarantola, Thomas Netter, eds. AIDS in the World.
Cambridge, MA: Harvard University Press, 1992.

Kjolhede, Chris, and Charles Oliver. Health and Health Care Delivery in
Mozambique. Johns Hopkins University Institute for International Programs,
Occasional Paper No. 15. Dec., 1992.

Jelley, Diana, Adricnne Epstein ind Paul Epstein. Mozambique. In Saltman,
Richard B., ed., International handbook of health-care systems (Westport, CT:
Greenvicw Press, 1988), 197-214.

Oliver, Charles. An cpidemiological study of morbidity, mortality, and usc of
primary health care scrvices among mothers and children in three demographic
areas of Mozambique. Doctoral Dissertation, U. of Hawaii, 1992,
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MOZ9301

MRF9006
NCi9201

PAN9202
QUEY200
QUE9201

UNDY401

UND9402
UNF9200

UNH9301
UNH9401
UNI9401

UNP9200
UNP9-400
UNP9401

WBK9302

WBK9303

WBK9304

Government of Mozambique, Ministry of Health. Health Information System, 1993,

World Health Organization, Mozambique, 1990 as cited in the FY 1990 Mission
Response Form.

The National Council for International Health. The U.S. Non-Governmental
Response to the International AIDS Pandemic. Washington, DC: NCIH, 1992,

Ansah Ayisi, Ruth. Mozambique: HIV Disaster Feared. WorldAIDS (Nov 92).
Project Highlights, FY 92 Health and Child Survival Project Questionnaire.

USAID/Maputo, citing Ministry of Health, Annual Statistics Information 1990
(July 1992). Mission Response Form, 1992 USAID Health and Child Survival
Project Questionnaire (CIHI. 1992).

United Nations Dept. for Economic and Social Information and Policy Analysis.
1992 Demographic Yearbook.

United Nations Development Program (UNDP). Human Development Report, 1994.
United Nations Population Fund (UNFPA). AIDS Update, 1992.

Berthiaume, Christiane. Mozambique: Starting from Scratch. Refugees (UNHCR),
August, 1993, pp. 28-29.

Personal Communication with Barbara Francis, United Nations High Commissioner
for Refugees, Dec. 19, 1994,

United Nations Children’s Fund (UNICEF). State of the World’s Children 1994,
New York: Oxford University Press. 1994.

Department of International Economic and Social Affairs, United Nations. World
Population Prospects 1992. (ST/ESA/SER.A/120) New York: UN, 1992.

Department of Iuternational Economic and Social Affairs, United Nations. World
Population Prospects 1994. (Tape) New York: UN, 1994,

United Nations Population Division. Urban & Rural Places: Urban Agglomerations
(1992 Revision).

Mortality rate time series generated from Ken Hill equations provided in

a personal communication, March, 1993. The equations were developed for the
World Development Report, 1993 and a UNICEF publication, The Progress of
Nations.

World Bank. World Development Report, 1993. New York: Oxford University Press,
1993.

Murray, Christopher J.L., Ramesh Govindaraj, G. Chellaraj. Global Domestic
Expenditurc on Health. Background Paper for the World Bank, World Development
Report, 1993.
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WHD&8900

WHDY000

WHDY401

WHES8700

WHES8701

WHES900

WHE9200

WHE9202

WHE9301

WHMI115

WHMY148

WHO9101

WHCY102

WHO9301

WHO9305

Sources ‘l"'

World Health Organization. Programme for Control of Diarrhocal Diseases:
Programme Report (WHO/CDD/89.31) Geneva: WHO, 1989.

World Health Organization, Programme for Control of Diarrhoeal Diseases
facsimile, February 14, 1990.

Advanced Copy of Annex 1 of the WHO/CDR Annual Report, Reczived by facsimile,
March 29, 1994,

World Health Organization. Expanded Programme on Immunization Information
System Report, January 1987. Geneva: WHO, 1987.

World Health Organization. Expanded Programme on Immunization Information
System Report, July 1987. Geneva: WHO, 1987.

World Health Organization. Expanded Programme on Immunization Information
System Report, July 1989. (WHO/EPI/GEN/89.2) Geneva: WHO, 1989.

World Health Organization. Expanded Programme on Immunization Information
System Report. April 1992. (WHO/EPI/CEIS/92.1) Geneva: WHO, 1992,

Worl* Health Organization. Expanded Programme on Immunization Information
System Report. October 1992. (WHO/EPI/CEIS/92.2) Geneva: WHO, 1992,

Facsimile from WHO/EPI of the pages in the 9/93 report of the WHO EPI
Information Systemn containing the most current vaccination coverage rates.
September 24, 1993,

World Health Organization. World Health Statistics Annual - Vital Statistics

and Causcs of Death. Geneva: World Health Organization, various years as cited

in Division of Family Health, World Health Organization. Maternal Mortality:

A Global Factbook. (WHO/MCH/MSM/91.3) Geneva: World Health Organization, 1991.

Liljestrand, J. Maternal mortality in Mozambique, University of Uppsala, 1985
as cited in Division of Family Health, World Health Organization. Maternal
Mortality: A Global Factbook. (WHO/MCH/MSM/91.3) Geneva: World Health

Organization, 1991.

World Health Organization. World Health Organization Disk: Water Supply and
Sanitation Service Coverage. Geneva: WHO, October 29, 1991.

World Health Organization, Global Program on AIDS. Inventory of Nongovernmental
Organizations Working on AIDS in Countries that Receive Development Cooperation or
Assistance. Geneva: United Nations, 1991.

World Health Organization, African Anti-AIDS Society. VIIIth International
Conference on AIDS in Africa & VIIIth African Conference on Sexually Transmitted
Discases, Dec. 12-16, 1993. Abstract Book.

Ron, Aviva. World Health Organization. Planning and Developing Health Insurance
Developing Countries: Guidelines and Case Studies. Macroeconomics, Health and
Development Series, Number 7. Geneva: World Health Organization, October, 1993.
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WHO9403

WHOY404

WHOY504

WVPY401

Sources

Noormahomed, Abdul Razak, and Malcolm Segall. The public health scctor in
Mozambique: a post-war strategy for rchabilitation and sustained development.
Macroeconomics. Health and Development Series, Number 14, Geneva: World
Health Organization, May, 1994,

World Health Organization. Expanded Programme on Immunization. Reported Annual
Incidences of EPI Discases as of Aug. 29, 1994.

World Health Organization. Weekly Epidemiological Record. No. 10, Mar. 10, 1995.

Green, Edward C. AIDS and STDs in Africa: Bridging the Gap Between Traditional
Healing and Modern Medicine. Boulder, CO: Westview Press, 1994.
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