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"As we approach the end of the twentieth century, we
must reappraise the discrepancy between our intentions and
reality. The health issues of the 1990s cannot be dealt with in
isolation. They are inextricably related to issues of develop-
ment and social equity. We must strive to close the poverty gap
both between and within countries. Only in this way can we
realize our current hopes and prospects for peace and quality
of life, in our time and for future generations. This is why I
have placed so much stress on intensified WHO support to

countries most in need” .

Statement by Dr Hiroshi Nakajima, Director-General of the
World Health Organization (WHO), to the World Health

Assembly, Geneva, 1990,

"The health situation of the people remains precarious.
Millions of our people, young and old, continue to die or are
debilitated by preventable diseases. Unhealthy sanitary con-
ditions and lack of essential drugs have exacerbated the situ-
ation. Disease is rapidly crippling our productive population
and in a very real sense, undermining the prospects of eco-
nomic recovery of the continent. It is now essential that Africa
lakes urgent measures to place health matters on the priority
of its agenda. For ultimately, the success of any of our
undertakings, including the establishment of the African
economic community, will depend on the physical and mental
health of our people".

Statement by Mr Salim Ahmed Salim, Secretary-General of the
Organization of African Unity (OAU), to the Council of
Ministers, Addis Ababa, 1991.







I. HEALTH STATUS OF AFRICA

The nineteen-eighties saw a progressive reduction in the
capacity of low-income countries to play arole in public health.
For sub-Saharan Africa, in particular, we find that between
1960 and 1986 the average share of public health expenditure
in gross national product (GNP) increased only from 0.7% to
0.8%. This average does not, however, tell us that in a number
of African countries the share allotted to health actually
declined. In Mali, for example, it fell from 1% in 1960 to 0.7%
in 1986. In the case of Benin, it dropped from 1.5% in 1960
to 0.8% in 1986.

If we look at per capita public health expenditure in real
dollar terms, we note a clear downward trend. In 1987 the
average public health expenditure in the sub-Saharan countries
was a bare US$ 3.50 per year. In such countries as Ghana,
Kenya, Tanzania, Uganda and Zambia current health expen-
diture is lower in real terms than in the early seventies. This
trend is explained by the marked slowdown of economic
growth in the eighties and persistently high rates of popula-
tion increase. Note that in 12 sub-Saharan countries the per

capita growth rate over the period 1965-1988 was negative :
starting in 1970, the average income per head of population
fell to the level of the nineteen-sixties. It is easy to understand
that, in such a depressed economic environment, expenditure
on public health was severely constrained.

In view of the projected modest growth of African
economies and the extent of their indebtedness, it is likely that
public health budgets will remain limited for a considerable
time to come. However, the overall situation appears less bleak
if one considers that private households and donors can
contribute significantly to financing health expenditure. Every
African household currently spends an average of US$ 2.60 on
health. Nongovernmental organizations are major participants
in the health policies of many countries and should therefore
be encouraged to continue their efforts. A substantial share of
official development aid (ODA) should in future be channelled
to the health sector. In 1988 total ODA to Africa amounted
to US$ 14 billion. The share of development funds earmarked
for health and the family worldwide in 1988, viz. 7.8%, should

be at least maintained.




In Africa the expectation of life has increased over the
past three decades, to 62 years in North Africa and 51 in the
sub-Saharan countries. This increase in life expectancy is
largely a reflection of the reduction in the death rate of infants
and young children that has occurred over the same period.
Despite this progress, death rates among children under five
years old remain high. In two countries nearly 300 children per
1000 die before reaching the age of five, and in 14 countries
the rate exceeds 200.

Women fare no better. Half a million of them die each
year from complications related to pregnancy and childbirth
and 99% of those deaths occur in the developing countries. Sub-
Saharan Africa accounts for 30% of the world’s maternal deaths
but for only 15% of its births. In Africa, north and south of
the Sahara, the health situation causes great concern. Average
maternal mortality rates per 100 000 live births may be as high
as 230 in the north and 480 in the south, reaching 1 000 to

2 000 in some areas. During her reproductive life an African
woman is twice as likely as her Asian sister, and twenty-five
times as likely as her European sister, to die of a cause related
to pregnancy.

Among the demographic problems affecting health,
mention must be made of migration either to the cities or to
areas unaffected by disasters. The development of primary
health care in the urban and peripheral areas where, by the end
of the century, more than half the population will be living calls
for very special attention. Another, no less important problem
is posed by the throngs of refugees in many countries of Africa,
driven from their homes by drought, poverty or armed conflicts.
Providing health care for these men, women and children,
numbering in all close to six million, lays too heavy a burden
upon the national health services or those of the host countries.
Thus, in seeking to alleviate the refugees’ sufferings, the
already inadequate services provided to the local population

suffer still further deterioration.




On average, safe water is available to 44% of the
population of sub-Saharan countries, adequate sanitary facili-
ties to 36%, and maternal and infant care to 52%. But these
are only averages and there are wide variations between
countries, with coverage as low as 16% for safe water, 9% for
sanitary facilities, and 9% for elementary health care.

Infectious and parasitic diseases are the main causes of
illness in sub-Saharan Africa, accounting for 47% of all deaths.
Most of them can be prevented or treated.

Malaria heads the list : tropical Africa has only 16%
of the world population at risk from malaria but accounts for
85% of malaria cases in the world. For 30% to 40% of patients
coming for treatment to rural dispensaries malaria is the
underlying cause.

Diarrhoeal diseases are responsible for some 38% of
deaths in children under five years old, but mortality rates can
be greatly reduced by oral rehydration treatment; control
programmes have attained 30% coverage.

Acute respiratory infections, principally pneumonia, are
one of the main causes of death in all age groups and are
responsible for about 12% of deaths in early childhood.

An estimated 126 million people are infected with
schistosomiasis in the endemic countries of sub-Saharan
Africa.

Immunization coverage has made significant progress
and many countries have nearly attained their targets of 80%
coverage. But, despite the success of well-run programmes, the
question of long-term sustainability arises because, although
the total cost of immunizing a child against the six target
diseases is less than US$ S, for some countries this is greater
than the total annual government expenditure on health for each
person.

World attention is currently focused on the impact of
AIDS in sub-Saharan Africa. Present estimates are that more
than 5 million people are already infected with HIV virus and
that the cumulative number of AIDS cases is now 500 000 in
adults and 350 000 in infants and children. Central and Eastern
Africa are the most severely affected and in some countries the
position is grave, in terms both of human suffering and of the
burden placed on an already overloaded health system. As a
consequence of the immune suppression caused by HIV a re-
surgence of tuberculosis is expected, together with diminished
resistance to other diseases. Globally, there are about 3 million
people infected with both AIDS and tuberculosis and the
majority of them - 78% - live
in Africa.




II. CHALLENGES

Population projections indicate that by the end of the
decade the world will be inhabited by an additional billion
human beings, some 20% of whom - 200 million - will be living
in Africa south of the Sahara. On the eve of the year 2000,
it is imperative for the African countries to take measures on
a number of fronts, that will provide the basis for future changes
intended to promote growth and reduce poverty.

It is with the children, the women and the men of Africa
that this basis will be constructed, for it is they who are the
source and the foundation of growth and development. For this
they need to be in good health, well nourished, housed and
educated. The challenges for Africa, as for the world in general,
are to meet the basic health, nutritional, educational and
housing needs of those children, those women and those men.
These challenges are in keeping with an up-to-date logic of
development and partnership.

For every situation its own challenge. Between countries
and within the same country the extent and severity of the
health problems differ, necessitating specific public health
approaches.

From the mosaic of current situations and trends, we can
nevertheless predict three scenarios for the challenges facing
countries and international cooperation.

1 . Disaster scenario: this refers to extreme situations
where development is temporarily made impossible by armed
conflicts, social tensions or natural disasters. The populations
live in conditions of extreme destitution and are dependent on
outside aid. Essential living needs are not met.

Massive emergency aid is required in order to ensure
respect for the basic right to life and pave the way for the fastest
possible recovery.

2 . Scarcity scenario: in a context of stagnating or
negative economic growth, capacity to develop is severely
limited. The health status of the populations depends on a set
of determinants comprising education, safe water supply,
access to health services, housing, food supplies, employment

and population trends.




Health development activities require continuous sup-
port geared to planned strengthening of the existing infrastruc-
tures. The inputs of the countries and of the international
cooperation community must make possible the promotion of
a local and national capacity to make efficient use of the
available resources.

Intensification of the technical and economic support of
WHO and other partners in development is essential.

3 . Growth scenario: this applies to countries living
through a period of ‘‘take-off’’ in their development, with
material, financial, technological and human resources all on
the increase. Here local capacity for development already
exists. Support from international cooperation agencies can still
prove useful, particularly in regard to management, technology
transfer, cost control, development of risk and cost coverage
systems, quality control, etc.

For each of these scenarios, and in particular for each
country at its own stage of development, there exist quite
specific international cooperation needs. Obviously the support
required depends on the characteristics of the country and its
population, on its level of development, and on the urgency

and gravity of the situations faced.




III. POLICIES

1 . Fourteen years have passed since the decision by the
World Health Assembly that the main social target of govern-
ments and WHO should be to enable all the world’s citizens
10 attain by the year 2000 a level of health that would permit
them to lead socially and economically productive lives (reso-
lution WHA30.43, May 1977). The vision was clear; the
purpose was valid. It was a signal of discontent with the ex-
isting intolerable inequities between the ‘‘haves’ and the
‘“‘have nots’’ in health terms, and of recognition that health was
essential to the satisfaction of basic human needs and to the
quality of life.

2 . Support for the implementation of primary health
care in Africa has been expressed in many resolutions of the
WHO Regional Committee and of the OAU.

1985 - Lusaka, "Three-phase health development sce-
nario”,

1987 - Nairobi, "Safe Motherhood Initiative",

1987 - Addis Ababa, "Declaration by Heads of State
and Government of OAU on health as fundamental to deve-
lopment”,

1988 - Brazzaville, "Special Health Fund for Africa",

1989 - Bamako, "Bamako Initiative on community self-
financing of primary health care through provision of essential
drugs and recovery of their cost”,

1990 - Addis Ababa, "A new resolution of the Council
of Ministers of OAU urges both urban and rural communities
to set up mutual assistance or solidarity funds for health, to
be eligible for support from the Special Fund".

3. On 17 May 1990 the World Health Assembly
adopted resolution WHA43.17 on ‘‘Strengthening technical
and economic support to countries facing serious economic
constraints’’,

To translate this political decision into reality, the
Director-General of WHO has launched a specific initiative
aimed at intensification of cooperation with the countries and
better coordination of the Organization’s programmes, at the
central and regional as well as the country level.

10



More recently, at the request of the Member States,
WHO revised its programmes and reoriented its policy priori-
ties so as to be able to reallocate its resources more effectively,
particularly for the benefit of countries facing serious economic
difficulties.

4 . On 14 September 1990, the second United Nations
Conference on the least developed countries adopted the Paris
Declaration and the action programme for the nineties, estab-
lishing health as a development priority. On that occasion the
Director-General of WHO announced measures taken to
support the countries.

On 21 January 1991, the Executive Board recommended
to the World Health Assembly the adoption of a resolution
requesting Member States to take into account "the need to
include a health component in their socioeconomic develop-
ment programmes and cooperation activities”, and requesting
the Director-General of WHO *‘to continue and intensify, in
liaison with the United Nations agencies concerned, including
the United Nations Conference on Trade and Development, the
efforts to provide support for the countries that need it most
- with due priority for the least developped countries - in
strengthening and developing their health systems and in iden-
tifying resources and new approaches to health in the current

social and economic context’’.

*PRIMARY HEALTH CARE

Primary health care contributes to the enhancement
of social justice and equity by reducing the gap between
those who have access to a satisfactory level of health
care and those without it, between those who have
sufficient food and drinkable water and those who do
not; and lastly, by reducing high mortality and morbid-
ity rates among infants, children and mothers. Its eight
essential components are:

- information and education on health;

- promotion of sound dietary and nutritional
conditions;

- adequate supply of safe water and basic
sanitation;

- maternal and child welfare, including
family planning;

- immunization against communicable
disease;

- prevention and control of local endemic
diseases;

- treatment of common diseases and
injuries;

- provision of essential drugs.

*DISTRICT

The district is defined as the basic unit in the
majority of health systems for organizing and acceler-
ating the implementation of primary health care.
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IV. PROGRESS AND CONSTRAINTS

So far there has been slow but steady progress in
reorienting health systems on primary health care principles.
Most of the countries of Africa are now giving greater attention
to strengthening the operational and managerial capabilities of
their health systems, particularly at the intermediate (district
and local) levels. There is clear evidence of Member States’
concern to improve effectiveness and efficiency, and the
measures taken reflect how this concern is being translated into
action. But it is also clear that countries are experiencing
difficulties in this area, especially because of declining re-
sources, both domestic and external. The impact of the new
measures needs to be carefully assessed, in particular to avoid
worsening the plight of the poor, already hard hit by the fall
in their incomes.

There appear to be many unresolved problems related
to the development and management of human resources in the
health sector. Lack of information and absence of clear policies
for the balanced production and deployment of these resources
continue to be among the major obstacles to achieving more
equitable distribution. Changes in educational content, particu-

larly those focusing on prevention and health promotion and
on the emerging needs of society, have been too slow and often
inadequate. Hence commitment to and interest in primary
health care on the part of the health profession, and especially
the medical profession, remain quite insufficient.

Research and technology issues have not yet received the
requisite emphasis in the national health-for-all strategies of
most developing countries. A framework for continuing and
effective dialogue, between the providers and users of tech-
nology and among the scientists and policy-makers, is urgently
needed. The capacity and appropriateness of the health infra-
structure to deliver the available technologies require more
rigorous examination, especially at the community and district
level of the health system.

Although there appear to have been increased efforts to
involve communities in health and health-related actions, few
countries have, as yet, evolved clear strategies to involve
people in an active and sustained partnership to improve their
health conditions. In most cases communities are still seen as
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complementary suppliers of resources for primary health care
rather than as full partners in defining their needs, managing
their resources and monitoring their progress in health. This
shift will require greater commitment to decentralization,
information and education of the public, and other supportive
mechanisms that will generate community self-reliance in the
long term. Some countries have demonstrated how this can
be achieved; their experience can form the basis for the
progress needed in others.

Access 10 some of the essential elements of primary
health care has been improved, particularly with regard to vac-
cination, basic curative care including the provision of essential
drugs at the local level, safe water supply, and care of women
during pregnancy and childbirth. But there has been little
progress in sanitation, especially in rural and urban-fringe
areas. Access to higher-level diagnostic and curative services

through effective referral systems is also severely limited in
most African countries, especially in the rural areas. To remedy
this situation, the technical and operational capacity of the
district health system must be strengthened.

There are signs of progress in most countries with regard
to infant and maternal mortality and to life expectancy. The
major public health problems posed by communicable diseases
still represent formidable challenges for the countries, in many
of which the health services have already begun to feel the

impact of the rise in prevalence of non-communicable diseases.
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In some countries the continuing economic crisis has led
to an increase in poverty levels and contributed to the decline
in general health and nutritional status of peoples, particularly
among vulnerable groups. Health development is closely bound
up with macroeconomic trends. The latter must therefore be
analyzed in greater depth and their short- and long-term
implications for the health sector more thoroughly studied.

Despite the increased demand for the channelling of
resources to other poles of attraction in the world, African
leaders are continuing their efforts to mobilize international
cooperation more effectively. There is growing concern in the
world community about the plight of the disadvantaged popu-
lations; many policies adopted at the international level and
referred to in this report bear witness to it. During recent years,

there have been dramatic displays of international solidarity
and increased public support for suffering people the world
over. Private and voluntary associations for decentralized
cooperation have stepped up their aid to disadvantaged popu-
lations, laying the foundations for stronger alliances for social
development in a spirit of partnership between governments,
the nongovernmental sectors and the populations. This trend
is also reflected in the spirit of cooperation among developing
countries which, at least in the health field, is truly growing.
But there is a need to strengthen this alliance between devel-
oped and developing countries, and it must be based on mutual
respect, realistic expectations, and attainment of self-reliance;
not on the traditional provider-recipient relationship but rather
on a facilitator-agent relationship between partners equally
concerned with the health and well-being of people.
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V. INTERNATIONAL COOPERATION

International cooperation, often time-limited, has not
always been able to give countries the means for their inde-
pendent and sustained development. It is a truism that better
coordination is needed between countries and development
agencies to avoid duplication of efforts, application of contra-
dictory policies, counter-productive competition and wastage
of resources and energies.

Cooperation agencies and external financing institu-
tions, both public and private, must realize that the countries
need sustained support and more substantial funding. Coopera-
tion policies are indispensable if the partners are to be able to
work together in concert, within the framework of the country’s
national development policies. A programming exercise, with
the involvement of all partners concerned, should make pos-
sible more accurate forecasting of the external resources
needed and more effective coordination of the programmes
scheduled for support. The countries’ resources are limited.
Further waste of those resources to satisfy the individual
requirements of the donor institutions must be avoided at all
Costs.

The government is, of course, responsible for coordi-
nating the external cooperation and integrating it into the
national health development policy.

In this strategy, emphasis is laid on defining a frame-
work for cooperation. That framework includes an analysis of
the conditions required by all the partners involved, together
with an evaluation system. In this respect, WHO ensures, at
every level of its activities, that its work is done in close
partnership with multi-
lateral and bilateral coo-
peration and development

agencies.
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INTERNATIONAL COOPERATION
WITH A
HUMAN FACE

OR

THE RULES FOR A PARTNERSHIP

The Organization of African Unity (OAU) and all its
Member States have assigned themselves the priority objective
of accelerating the implementation of the strategies for Health
for All Africans. Those strategies start out from the essential
needs of the populations and the requirements for developing
a local and national health development capability.

Adjustment of the supply of international cooperation
to the actual demand of the countries and peoples of Africa
necessitates new mechanisms for partnership in the health field.
Whether in the case of an urgent appeal for immediate help,
a request for large-scale aid with a rehabilitation or health-in-
vestment plan, or a request for technical support, the problem
of matching demand and supply arises in regard both to content
and to means of implementation, particularly the attunement
of responses in the time dimension. This last requirement
means that the expected resources must be usable when needed,
where needed and as long as needed.

With the Member States that appeal to it, WHO is ready
to play the role assigned to it under its Constitution in facili-
tating and stimulating a partnership of solidarity and develop-
ment in the health sphere. This partnership consists of promot-

ing and supporting all necessary actions, provided that they
contribute to:

- a common understanding of development needs
and approaches;

- a coherent vision of the short-term and medium-
term solutions;

- mobilization of human, technical and financial
resources;

- coordination between national authorities and
external participants;

- identification of operational and financial re-
adjustments needed.

Such actions, aimed at ensuring that existing resources
are mobilized and utilized to agreed ends, have not hitherto
been developed as they should be. Countries and cooperation
agencies alike feel the lack and are anxious to see mechanisms
for initiating such actions established.
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We have now reached a point in the history of inter-
national cooperation in Africa, under the impetus of OAU as
it happens, where the development of a lasting partnership of
solidarity for health has become clearly indispensable.

WHO is anxious to mobilize all its resources and its
capacity for responding pragmatically to the countries’ re-
quests, in close liaison with the United Nations Development
Programme (UNDP). What is asked of the international
cooperation agencies, both multilateral and bilateral, is to learn
to work together and in step with the development of countries
and peoples in the health field.

Without seeking to be exhaustive, at the risk of reducing
the range of possibilities and of innovative approaches, WHO
is ready to lend its aid for each of the orientations enumerated
above. The following cooperation activities, mentioned here by
way of example, can be generated with other partners in
response to the countries’ wishes:

a. Foracommon understanding of development needs and
approaches:

- rapid evaluation of needs in emergency situations;

- collection and analysis of basic epidemiological, eco-
nomic, sociological and managerial information, with
the participation of beneficiaries and executants;

- analysis of the impact of intersectoral and intrasectoral
decisions and of revision options.

b . For a coherent vision of working approaches:

- cost estimation and budgeting;

- analysis of intrasectoral and intersectoral health poli-
cies, particularly in key areas such as financing mecha-
nisms, decentralization and deconcentration, integrated
intersectoral activities, reallocation of resources, invest
ment, etc.;

- design of an operational framework for health develop-
ment;

- preparation of projects for financing.
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