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A, INTRODUCTION

" The purpose of this report, which has been drawn up pursnant te“A}ticle ~
21 of the 1969 Internal Ayreemenf on the financing and administfanion of |
Communlty aid, is to provide the Council of the Communlties w1th informate ~
1on on the ut111zatlon of progects flnanced by the European Development

Fund - l) S, imfg

- e -

In 1974 the Comm1551on continued 1ts work of evaluatlng a2ld financed by

the Communlty. The utlllty of’ this work, whlch has been carried on
contlnuously since 1966 in cooperatlon w1th-the authorities of the recipient
countries, is becomlng more evident every year. It enables the Commission
to remedy any shortcomlngs in the projects and to draw lessons for
channelling the new aid granted and 1ntegrating it more effectively in the

development strategles applled by the varlous recipient countries,

In 1974 +ho Commission concontrated on- an-'exahinétion of the
use being made of a number of health projects. Development of the social
sector is one of the concerns of Community aid and is one of the

priorities set in the second Yaound® Convention,

Furthermore, the Commission's departments had already been able in the past
to pinpoint a number of problems which were affecting, often to a large
degree, the utilization of health projects, thereby restricting their
effectiveness. Certain health projects have already been cdealt with in

earlier Commissicn reports to thaCGoupeil

o/o

1) A description of the way in which aid is being implemented forms part
of the Commission report to the Association Council on the administrate-
ion of financial cooperation during the 1974 financial year drawn up

as required by Article 29 of the second Yacundé Convention ( Document
VIII/449/75 ). In addition, a number of projects the implementation of
which wes giving rise to particular problems were the subject of
communications from the Commission's departments to the EDF Committee
during the course of the year. '

5
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on the utilization of aidl). ‘
It has now been possible to give greatcr depth and detail to the partial and

summary conclusions drawn cos a result of these investigations. |

It has been found that the difficulties encoutered could rarely be reduced to
a single,rancdom factor which could easily be corrected by means of a teehnical
decision. On the contrary, it appeared that in most cases they were the result
of complex phenomena and reflected in'practice institutional deficiencies at
national level. These findings showed that it would be useful,‘after the'
completion of a sufficient number of health projects, to evaluate the results

systematically. . ’ e

An examination has therefore been carried out of completed health projects whlch
can be considered renresentatlve of the different types of projecty and of the
countries in which the nid supplled by the EDF in the health field was on a
particularly large scale. " ' ' ' IR -

2),'of which

This report reviewe'twenty-feuriceﬁpieted'projects in the heeith field
sixteen were health infrastructure projects ( consfruction of hoebitals, health
units, dispensaries, other health establishments, etcs ):andreiéhtvinvolved
temporary operating aid ( technical'assistance,rfinaneing of operating costs )3).
The projects examined concern the following-countries:-Cameroon,'Dahomey,
Madagascar, Maurltanla, nger. Somalia and Upper Volta..The total amount 1nvolved
in these¢ progbcts ( 30 million ﬁ.a.) represents 30% of total comuitments for
health projects from the resources of the three Funds (101 million u.a. ).

*

Financing decisions znd disburscments ( million u.a.) -

Situation at 31 December 1975

S T RPN i ."’I'.?‘,TV o
, - EDF 1st = EDF 2nd  EDF 3rd ... Total

TN

Total decisions { commitments ) 581 n3) sy 2an
of whichs healthh)( commitments ) 50 285) 23 101
" . health rrojects examined 16 12 27 ' 30
in this report ' cenoo T e
( disbursements ) ' . /.
1} Report references:1969: 2767/VIII/EDF/70; 1970: VIII/398/71 EDF/l, e

1971: VILI/258/72-EDF/C-3; 1972: VIII/702/73-C/5 SORLINT
2) See list of projects in Annex I1/23-2k4. . '

3) These consecut1ve projects ‘were linked to a 51ngle hosp1tal construction
project in Somalia ( General Hospital Mogadishu ). ,

4) Including health campaigns and technical cooperation.
5) Situation at the end of 1971.
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A summary of the objectires,-design and .general results .of the projectsf
examlned is glven in Annex Il). The report itself gives a synthesls of the
most important p01nts regardxng the utlllzatlon of the projects flnanced by
.the EDF ( Chapter B ). An exam1nat1on 1s then made of the coherence of the
progects generally at natlonal level. 1.e. the place of the proJects in the
development of health 1nfrastructure, the uvallabillty of staff and of health
lbudgets at national level ( Chapter C). A separs: te chapter is devoted to .
~proaects to prov;de operating aid ( Chapter D )e The conclu51ons which .can be
drawn from the ana1y81s of the 1nvestments examined are set out at the end of~
“the relevant sectlons. X summary end the general conclus1ons to be drawn from

" all the p01nts ralsed form the fxnal chapter ( Chapter E ). S

The content of thls report is based essentlally on
- the evaluAtion mlsszons carried out in 19?4 1n Somalia, Uppen Volta and
Niger, and in Chad in 1970; ' ' |

- the evaluation repcrts drawn up by the EDF Deputy Controllers in
agreement with the Governments of the countrxes concerned' Cameroon,

Dahomey, Madagascar and Mauritania. = . . - o0 0

*As regards the information obtained, certain methodological reservations must
be madet- .~ ¢ . S i Lo L
-*The=basic'statistics to which ‘the report has 'to refer are often ™

unsat1sfactory and sometzmes even contradletory,_ :

- The figueesquoted are not always available for the same years,. and as

st

a result cOmparlsons ( e.g. between budgets ) sometlmes refer to

: different years,

- An exact def1n1tlon of what the’ flgures compared refer to is not

B always p0551b1e.2

i 4 L T . e e . : . P .«
o Le s " . . D

1) Pages 1/1 to I/22.

2) The various currencies have been converted into CFA Francs, at the exchange. .
rate in force for the relevant year, to fao;lltate comparlsons. L
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Consequently, the figures quoted are to be considered assproviding_an"'

indication and in many cases are of value only feor the purpose of compariscne.

To sum up, it can be seen from the detailed analyses that thevmajority of
EDF investments in the health sector are fully justified. All the investment
projects have contributed, to varying degreess, to the development of the
health infrastructure. The effects of some of the proaects are essentmally

loccl ( Dzhomey, Madagascar §, while others are country-wlde projects

integrated harmonlously into the national health development plans ( Upper

Volta, Niger ). From the technlcﬂl, functlonal and operatlonal points of
view, the design of the projects can be con81dered as correspondlng in most
cases to the country's structural requlrements. The effects of the proJects
therefore scem to be largely p051t1ve, but, generally speaking, the use made
of the maaor hospitals is greater than that nade of the health. units at

the intermedlate levels and con81derab1y greater than the use made of those
‘at tho lower levels of the "publ1o health pyremide ’

-,

The effect1veness of certaln health unlts flnanced by the JDF has been hamper-

+

ed by 1nsuf?101ent operttlng resources. Staff shortage problems hzve, however,

gencrally speaklng eased over the years. As regerds the malntenance of
equlpment the speclallzed staff training programﬂes 1nst;gated and financed

by the Community constitute a practlcal and effectlve step towards sdving the

" problems encountered. In contrast the 1nsuff1ciency of the country's own

financial resources to ensure ‘the’ prooer operatlon of the health units

‘remains-the cruceial problem, Lastly, “the anﬂlyses ‘show that the utlllty

and utilization: of health projects can be jeopardlzed unless certain conditions

are fulfilled in respect of organlzatxon of the health system and in the
fields complementary to it: regulations on clearing of patients and admission

to hospitals, education, wzater sﬁpply, etce-

ERR




B. yTILIZATION OF PROJECTS oo e

I.

Activities - : . -

An examination of the utilization of EDF-financed projects suggests a

number of general points concerning in particular hospital occupency and

. the activities of the health units.

- 1) Hospital occcupancy.

¢

Léenerallyvspeeking; the occupancyyrete oflthe major,general.hospitals hav.
ing all resources for diagnosis’and nedical treatment is higher than
that in the medium slzed hospitals and health centres. Among the
general hospltals, we flnd the follow1ng occupancy rates:

aoprox. oC% at Majunga ( Madagascar ), Mogadlshu ( Somalia ),
. : Niamey ( Niger )

3 approx. 100% at Nouakchott ( Maurltanla ), Zlnder ( nger ) )

In contrast, the "secondary" hospltals end health centres established

at the intermediate and lower levels of thepublic health pyramid generally
‘achieve an average occupancy rate of between 40% and 70%, but with
‘marked differences from one establishment to another w1th1n a 51ngle
'COuntry. In Upper Volta, for example, the health centres at anlare .
and Kongoussi are clearly underutilized ( 30% ) while the health centre
at Yako is used to full capaclty ( 100% ). o o

The lower occupancy rate at the 1ntermediate level is generally
accompanled by a short average perlod of hospitalization ( approximately
10 days ), wh1ch in no case exceeds 15 days. In the general hospitals,

on the other hand. the patlentsare hospitallzed on ayerage for between 20

of o
1) By comparison: 80% at Ouagadougou and 100% at Bobo Dioulasso
( Upper Volta ), hospitals non financed by the EDF,




2)

3)

v
.
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and 25 days, Naturally, an excessive inflow of patients may oblige a
hospital to make a sharp cut in the average period of hospitalization,
as has been the cnse in Nouakchott ( Mouritenia ) and at Oudgadougou

( Upper Volta ), where it does not exceed 10 to 12 days.

Other activities

It is not possible from the figurecs available to pinpoint any general
trends for other activities ( consultations, operations, childbirths,
etc.). The number of consultations carried out seems to depend essentially

on the reputation and medical attraction of the establishment, which are

based on the qualifications and reputation of the medical and non—-physicion

or ancillary medical staffs Thc»exﬁmplcé~oﬂ Uppcer Volta and Niger show that in

general the activities of the health units at the intermediate level -

-are greater if the units are managed by a doctor and not by a male nurse.

1

Summarx s

An analysis of the various findings relating to the activities of medical

. establishments underlines basic a2nd obvious points: the use made of

a health unit depends

- on the condition and maintenance of the building, the fixed

installations and the medical equipment,

- the number, qualifications, initiztive and dynamism of the

medical, non-physician or amcillary medical and auxiliary staff, K

- the financial resourcés‘that the unit can call on for its

operation,

the additional material resources that the unit can obtain:

medicaments, small-scale medical equipment, etc.,

-/y

‘
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the functlon assxgned to the madlcal.unit within the publip~hea1th

pyramld,

the fulfllment of certuln addltlonal condltlons necessary for

smooth oper"tlon ( regulatlong on clearlng of patients and ¢ dn1551on

to hospital, road conditions, nvailability of trronsport, ctec. )y

-.greater influence than the population total),

the locqtionvof the unit in relation to populaticn density and
distribution and to other establishments in the health pyramld

or the prlvate sector, :

itg medical potential in relation.fo the density and distribution

of the population served ( here, the regionnl distribution has a

the continuity and regularity of the health services supplied
( the rotation of expatriate staff for example, a frequent.
practice, does not establish a strong basis of confidence

between doctors and patients ),,
A , (

simultaneous and complementzary activities in the fields of
preventive medicine, health education, hygiene, health protection

for mothers and chlldren, gﬁd the intensity and contlnulty of these

. activities,

the interest or leck of interest on the.part of the local

authorities,

in the short-term, the timetable determined by the economic

_activities of the population ( harvests, possibilities of temporary

paid work in the fields, market days, vaccination of cattle, etc. ).

o/
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II. MAintem-nce of buildings and equipment

The maintenance of buildings and equipment is one of the weakest points
in the utilization of all projects carried out. o

1) Buildings

‘In general it is found that the buildings are maintained in a fairly
regular and satisfactory way in the major hospitals and in the health
unite run with external aid. In contrast, maintenance is often
insufficient or even non~existent in health units at the intermediate

and lower levels.

Generally speaking the maintenance of internals ( plastering, painting,

window and door frames, etc.) is more neglected than the maintenance

.. of the body of the buildings.

Although the Governments have becomé aware of the need to maintain‘
buildings, the funds available ury often 1nsuff1C1ent or are used

to flnance other construction work considered more 1mportant or more
urgent. In the majority of the AASM, it is the Mlnlstry of Public
Works which de01des the order of priority for malntenance work 1n

all sectors, but without alwayshmmnb obgectlve crlterla.,

2) Eguipment

Generally speaking the degree to which equipment is maintainediiébiné‘

inverse relation to its complexity (extreme cascaiarc refrigorating; oiectrical

and heating plents, lifts, soﬁhisticated modical equipment, ctce)e The
often rapid deterioration of eduipment is due in pérticular-to

"= the 1nsuff1c1ent quwntltj and quwllty of malntcntncc staff,
"« the 1nd1fference of the users ( medlcal and anc1llary medical
staff, administrative staff ), who are often ill-prepared for

- the use of European-type equipment ( lack of information and

undefsf&ndiﬁé,'lack'Cf motivatiénugnd initiative )
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- the slenderness of maintenanqe,budgets,

A W "-4:-;.'4';3' e .

. = the absence of tcchnical and m&nagcmcni’s%ructur@ﬁ‘d ‘"“‘f ':; --Lfi
at national level, in’ partlcular the absence of generwl marntcnance

schedules and of work and ccentrol sards in hospltal unlts,

This too is“a more -serious problem for the med1ca1 units in rural areas,
o since the various measures adopted at naticnal level and forelgn aid
" projects:(EDF, WHO, bllateral‘ald, etc.) have helped bring ‘about an

appreciable - improvement in the ‘maintenance situation invfhe'hgjor hospitals,

To avoid prolonged bremkdowns, more account should be tekeﬁ of aftere
. sales 'service in the choice of hospitél eqﬁiﬂhent The’suppliers ef
equipment could be obliged, mnder. moratstrict condltlons than in the past,
to guarantee the after-sales service of their equlpment In partlcular.
they could be obllged in the general conditions of supply contracts to.
- glve users o practlcal demonstratlon of the operation of
' items of equipment, _ ‘ .t _ . -

g to speclfy the steps to be taken to make use of the after-sales
uIservmce, o CoL L e . SRS
Q‘supply a’very simple guide or- malntenznce cards which ca an be

easily ass1m11ated by both the user and maintenance staff,
- éupply a catalegue for the acquisition of any spare par?e:pequired.

T

3) Programmes for “the training of maintenance staff -

The Commission is aware of the fact that the BolufionAef heihfenaneei'l
| problems ,is an.essgential condltlon for- the proper functlonlng and full

utilization of a hospital, = drawxng on . the

conclusions of an examination .of the use belng-made‘ofvoeftain hospital

projects - has suggestcd and finanoed 2 number of programmes fbr-%he trainlng of
1

maintenance staff . These programmes provide for:

s

’ : . ./0

1) Cameroont . tralnlng of general-purpose mainténance workers and repair

: ~ technicians for mobile support, supervision and maintenance

oo _ " teams { see Annex I/21 and 1971 report on the utilization

B , of aid ) \
} -7 Mauritania: organization of a maintenance service and training of
! user, maintenance and management staff ( see Annex 1/9 );
‘ Chad: in the course of implementation
i Somalia{hﬂ‘"begﬁg studied . .

i . : 5
) .
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- the advanced'traihihg of the workers in service in

 the ﬁediéai units to carry out current maintenance work,

~ the training of specialists to detect faults and carry out more
complex repair jobs,

- the creation, within the Ministry of Health, of appropriaté

structures for the organization of maintenance work,
‘= the creation of mobile teams at national level,

- the education of the medical and ancillary medical staff to
make rational use of equipment, o

- makirg the administrative staff aware of maintenance and

organizational problemé and the ruhning of a small stock of

spare partse

o/o
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IITI.Staff of the health units

The figures avolleble on the, number of Stuff allocated to the various
heﬁlth units show up. only a few very 6eneral trends. The alloc xtion of
medlcel and anc111ary medlcal staff at natlonal level is carried cut by
the M1n1=try of Health ﬁnd by the relevant subordinate admlnlstrntlve
department. Then, within each administrative subd1v151on, the allocatlon
offstaff-to the various services ( hospitals,, health centres, mobile teams,
preventive medicine services,. ete.) is the: responsibility of .the senior
doctor in charge. -Consequently, the ‘number of staff alloc"ted to the

' varlous unlts at each of the varzous 1evels can be very unequ“1.

l) Staff numbers in the health un1+s

From an examlnatlon of the way in whlch the varlous health units are
~being used, it is found that the ratlo of total staff and doctors to

capaclty is very favourable for the general hospltals at Mogadlshu

( h20, including 31 doctors, for 600 beds ), and at Nouakchott ( 200,

includlng 10 doctors, for 230 beds ). The ratio is much lower for all

the other units investigatedjhowever, thevdifferences noted between

one unit and another do not reveal, any perceptible corpelation with

the level.of activities of each unite ETREVL A

Generally speaking, nearly all the health units have a ‘number of
staff which correéponds to a - de facto equilibrium resulting
from the local conditions of utilization and the possibilities of the
country. This is not to say, however, that this mumber - ‘is "normal"
or "sufficient",for on what basis should the number of staff required
be determined? Should it be on the basis of the.technical requirements
of the existing installations and equipment? Should it be accor-

dlng to a pre-determined ratio of qualified staff to the population

served, that is according to the criterion of theoretical.

o/ e
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‘ health'réquiremenfs? There is a risk that in the.evaluation of a particular

2)

‘unit it will be held that the staff allocated to it is insufficient by

European standards- or by other theoretical standards pre= - 1.
determined or on -~the basis of the subjective

on-the-spot assessment of those in charge -even though the actual number
of staff may be objectively suited to the = specifici-
conditions of the country. The guestion fherefbre arises of whether the
number of staff is insufficient in the majority of units reflects a gene-~
ral gap beitween the initial idea ond the count:y‘s possibilities.’LOr is

the number of staff too great by comparison in thelmajor hospitals S

mentioned above?

Somalia, for example, has provided its Mcgadishu hospital with a staff

bigger o then the African norm, and this seems to be the

-result of a’political choice rather than of necessity. However, this

has directly created an imbalance at national level in favour of the
general hospital and to the detriment of all the other units. There
again, it must be added that the number of staff means llttle in 1tself
when we do not know the qualifications of this staff. No judgment can
be made on this latter poinf until more detailed investigations are

undertaken.

External tecknicnl assistance . , .

The majority of the hospitais’fiﬁanbed by the EDF héve,expatriate doctors;

- the efforts to replace these doctors are not very far advanced except in

the Mogadishu general hospital ( 25 Somalis out of 31 doctors ) and in
the hospitels in Madagascar ( taking the country as a whole, 617 out

of the 667 doctors are Malagasy ).

In the other countries, it would be absolutely impossible to maintzin
the current level of activities without the great numbers of doctors
provided by technical assistance schemes. French doctors, for example,
help in the running of the hospitals at Nouakchott ( Mauritania ),
Zinder ( Niger ) and Victoria and Garoua ( Cameroon ); there are
German doctors working in the hospitals at Gaoua ( Upper Volta ),

Tahcua ( Niger ),
of o
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" "than detection units 7,
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C e “

In nearly all thg countrles the prov151on of natlonal anc111arz

" medical staff 1s much further advanced, ne ve”theless, a number of

European nurses and health ass1$tants are allocated partlcularly to

units run by forelgn technlcal aoslstance.

‘Preventive medicine staff -

" ‘Generally speaking the units responsible for preventive medicine,

in particular the mobile teams ( €.g. in Upper-Volta and Niger ) do
not have.all thé,stéff thet they need., In Niger, for exampie s where
‘the 'EDF has financed .the creation of .six centres as fikga bases for
the mobile medical teamélz, the shortage of staff .in the ﬁobile teams
for the detection and prevention of disease is pfoving a real obstacle

to the implementatiqn of the necessary action that is planned. These

~giobile -teams are not.able to carry out a regular programme for the

‘detection of certain diseases throughout the population covered,

" which means that thegr often work as cmergency treatment rather

2)

1) Hygiene and mobile mecdicine teams (. Equlpes a' hygléne et de
© - médicine mobile EDHMM ). - : . :

2) In the Gaoua health sector in Upper Volta, the one detection
, team .in operation, consisting of seven members, can cover the
" whole populatlon of 350 OOO only every 4 or 5 years. ;

b
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IV,Budgets of the health units

1) Prollmlnany remarks

In order to obtain an idea of th° gcneral level of operation, hospltal
budgets are con51dered below from the angle of expenditure effected,
no account being taken of the origin of the financial resources. This
,origin will be analysed separately. Staffkcosts wili be
considered only in excéptionél céses,given that the level.of such costs
depends on the breakdown between national staff and foreign staff

( financed by the various technical assistance schemes_),_

The. opecrating budgets ( staff excluded ) give an

indication of the requirements of and the resources available to the
establishment. A number of reservationsregarding this method must be

made, however:

- medicaments account for different amounts depending on whether
they are

. bought directly from European suppllers ( e.ge. general hospital
in Mogadishu ) 1),

» supplied through the intermediary of an import orgronization
( e.ge the Office National des Produits Pharmaceutiques et
Chimiques in Niger ), but without being exempted from customs
duties,

. partly supplied in kind by the Ministry or by other aid
organizations ( Upper Volta ); : o

- the feeding of patients accounts for different amounts according
to whether it is covered by international food aid ( Upper Volta,
Niger );

- the'mainfengncé of bdiidings may be éithef charged against the
hospital's bﬁdget or taken care of by the Ministry.df Public

" Works from its own bﬁdget;

of o

1) Through the Ministry of Health; since they are not’subject to the
import procedures of the ASPIMA ( State Agency for the production
and importation of medicaments ), thelr cost prlce is approximately
' 50% of the Semali market price.
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;9 Y
« in no case was it possible to obtain a-breakdown of the
(budgets. - between the varleus &ctiv1ties of the hosprtals,
consequently the figures calculcted for the operating budgets
Y :for each bed and each dn y's hospitalization constitute only a

very rough ipproximation and .can be of compsrutivesValue only. .

‘, 2) Qperatlng budgets

iFrom an examination of a number of projects fihanced by the: EDF and
" from various other sources of information, it can be seen that as a
'generel rule the operating budgets ( staff excluded ) expressed in

1)

terms of operatinp couts per bed per annum

‘= are relatively high for the general hospitals in Nouakchott
i+ (230 beds ), Niamey ¢ 700 beds )} and Mogadishu ( 600 beds )
‘between CFAF 180 0CO and CFA: 320 0003

- are average.for the general hospitals in Zihder‘('Niger, 450 beds );
Bobo-Dioulésso and Ouagadougon ( Upﬁer Volta, 700 andw730 beds
respectively ) znd Majunga ( quagascar. 550 beds ): between

. CFAF 100.000 and CFAF 160.000 ;

= are relatively low in Cameroon for all regional departmental and
e arrondissement hospitals ( capacity of between 30 ‘and 300 beds ) t
between CFAF 30, OOO and CFAF 90.000 3 :

= are also low for the,departmental<hospitalvcentres at Tahoua and
Maradi in Niger ( 136 -and 166 beds respectively)and in the hospital
N ' . !

at Manakara ( Madagascar, 150 beds: ) 3 between CFAF 80.000 and
" CFAF 100.000. ' ‘ - -

The first conclusion reaehed is that the\general hospitals seem to be

" better prov1ded with operating funds.than the’ intermediate level
'hOSnitalsZ); this conclusion remains valid even if one takes into account
the greater needs of the major hospitals ag a result of their more

extensive’ equlpment, thelr greater pumber of specialized serv1ces and
“.their more ambltious operating conditions. 7

'V“There are a number of exceptions, however “1n Upper Volta, the two

»secondary hospitals in Gaoua ( 120 beds’ ) and Fada N'Gourma

o/o
1) Reference years: Nouakchott: 1972, Niamey and Zinders 1975,
Mogadishu: 1973, Bobo Dioulasso and Ouagadougou: 1973, Majunga: 1974,
Cameroon 1970/71, Tahoua atdMaradi: 1974, Manakara: 197h4.
2) the insufficiency of the operating appropriations, especially for the
bush medical units, was mentiocned in the 1969 report on the utilization.
- of aid ( pe%9 ), particularly in respect of the Central African Republit
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(130 oeas) have an oporatlnb budge* per bed of between CFAF 200.000

and CFAF 3004000 ) The reason for thls is that both of +hese hospitals - -
oonstltute the first stage in a 1arger progect. Thc operatlng eosts of

the present hospitals are therefore made to look excessively high because

of the relatively large amount of equipment, which is geared to the final

pl anned.capucitJ. The same reésons could apply to the very high

operatln# costs per bed (CFAF 330.000) of the Nouakchott hospltal.

lAnother interpretation would be that the operatlng costs of the two

secondary hospltals in Unper Volta are covered by forelgn aid at too

high a level compared with the operetlnv resources that would nornally

be available to health units 1n that country.

The operating costs per day's hospitalization in the geneiallhospitals
| generally correspond to the operating costs per beds They are influenced,
hdwevef, by the average period of hospitalization, and are between CFATF
950 and CFAF 550 for the hospitals in Nouakchott, Niamey and Ilogadishu
and between CFAF 450 and CFAF;350 for the hospitals in Zinder, Ouagadougou '

and Bobo Dioulsssoe

r

A sccond general vicw‘to be drawn is that there is no apparent correlation
.between, on the one hand, the operating budgets of the hospitals and, on thé,
other hang, the Qer capita total health expenditure and per capita health
operating expenditure of the countries concerned. vIn Cameroon, the per
capita health expenditure (CFAF 650) and the per capltal health operatvng
expenditure (CFAF 172) by no means signify an adequate lével of operation
in the hospitals, whereas in Upper Vo ta despite the low level of budget
resources (CFAF 165 and CFAF 22 per capita respectlvply), the ma jor
hospitals operste at a fairly hlgh “level, This phenormenon is explained
by the fact that the hospitals' budgets reflect the requirements of these
health units rather than the financial resources of the country, for the

. budgets of the units are not in all cases provided solely bf-the'health
.budget.y Because of this, it is necessary-to analyse the origin of the

- fundse

va

1) These operating costs per bed are in fact higher than those of the
country's two general hospitals.
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[

3) Sources of budget funds

The'budgets'of the hospitals come from a fairly wide range of sources.

In general, they include the following :

the Mlnlstry of Health with more or less re¢ular amounts for

'« the natlonal medical, ancillary medical and acdministrative

‘staff and the majority of the auxiliary staff and labourers,
« the operation of the units at the higher and intermediate levels;

the regional and local authorities with amounts which vary

"accordlng to the tax revenue actually collected, these amounts

being used for

. a proportlon of 'the auxiliary and lubourlng staff,

. the medlcaments, small-scale’ equlpment, fuel, etc. used by the

intermediate and lower level units and in' perticular by the rural
dispensaries 3

bilateral financial aid to meet bberating; maintenance and repair

-costs 3
fairly irregular sources of multilateral financial aid, for

. example ‘the Cheysson Fund for the purchase of medicaments and

medical equipment, WHO for certain campaigns against endemic

diseases, etc. ;

irregular aid from private organizations ( e.g. the Lyohs Club )

. and other sources ( e.ge CARITAS, MISEREOR, Deutsches Aussétzigen=

Hilfswerk, etc. Ye

i The add1t10nal ald in k1nd from all sources must\also be taken into

account.

This

1nc1udes
at national level, in Upper Volta for example, the "Contrlbutlon

Petrlothue“ and the Natlcnal Lottery for the purchase of

. ambulances,

at internat10n11 level, the ald in the form of modlcaments and

|equ1pment supplied by private,,phllanthropic, rellglqus and other

~-prganizations, and food aidifrom-wvartoas sources.

/e
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In certa:n countrles, only a very small part of ‘the operatlng costs of
the neelth unlts is financed from the country s own buoget resources

( heﬂlth budget ﬁnd local authcr1t1es )« It is only wlth - sl ,
‘jlnanc1al and other aid tth the ex1st1ng health unlts can be operated

in a shtlsfactory way. For all these reasons, the ectual budgets of the
various units are very variable, 1rregu1ar:and,o£ten dlfflcq}t to

deternine.

4)De facto balance of the overating budgets

To sua up, & very fragile balance has been aehievcd in the opemting budgets'
of the medical wnits in the majority -of the, countries thonks to var1ous , sources
of external aids It appears that hherc 1s a, tendency for f"‘“’ |
'the Gove“nmcnts to allocate their avallable financial resources, in
~decreasing order of prlorlty, to the muJor hospltals, then to the
‘1ntermed1aue level unlts and flnally to the ba51c establlsnnents,
Inversely, the local authorities are called on to ensure .the operation
flrst ly of the 1ntermed11te level unlts and then of the bas1c unlts,

in partlcular the dlsponsarles.

_Consequently, externel aid fills in the gaps.at national level and must
in most cases be d1rected to the rurai areas._éonrereelyqiaid for an
upper level unlt may free budget resources for the lower levels..

For example. French operating aid has been supplled regularly and _
contlnuously over a number of years to the health sector 1n Upper Volta.
Because one half of this aid was earmarked for the two general hospltals
‘in Ouagadougou and Bobo Dloulasso, budget resources could be transferred ‘
by the Ministry of Health to other units and to 5001a1 med1c1ne.?

There is. therefore a sort of system of communicating vessels, in which the
distribution of the budget resources is determined by, the order of
"preferences" laid down ( e.ge in favour of the maior hoepitais } and

the conditions governing the allocation of external aid.

o/.
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Level of operatlon

£ - L

' 'The exzstence of a de fecto balance 1n the operatlng buugets 1n no

'way means that the buogets are sulted to the requlrements as orlglnally

Nt .

concelved. C ﬂ'" T Ia many unlts current operqtlons &re

:far from reaching the level orlglnally almed at. It 1s p0551ble to

evaluate"'”' 7 the exact recurrlng expenses only by taklng

iaccount of all the 1nf1uenc1ng ‘factors, in partlcular the ‘

characteristics of the technical and architectural de31gn, the
technical installations and medical ‘equipment,” the operatlng ‘conditions

of the electricity and water supplies and the housckeeping installations

“( kitchen, 1aundry ), etCes

Structure of the budgets

‘:p0851b11it1es ) ,

The informatlon obtalned is suff1c1ent only for very general cc nclusions

on the dlstrlbutlcn of the budgets. On average, the oper tlng budgets

“of the magor hospltals breakdown as follows.'

50% 1s used for medlcaments and emall-scale medlcal equ1pment ( w1th

variatlons of approx1mately 20% dependlng on the purchasing

-~ .
o

.:25% is used for feeﬂlng patlents ( w1th varlatlons of approximately

LO% depending on the use made of food’ “ld ).

‘The’ cost of medlcaments ( and small-scale medlcal equlpment)per day s

"’,hOSPitalizatlon 1s between CFAF 200 and CFAF 250 for the general

1)

hospztals in Bobo Dioulasso, Ouadougou and Mogadishu and over -

CFAF 250 for the general hosp1ta1s2) 1n Nlamey and Zlnder ( Niamey.
o CFAF 365 ). - ' o '
‘It has not been p0551ble to calculate a corresponding flgure for the
. 1ntermed1ate level hospltals.w d ey LU
-,.“.- DR T "":,‘_'.':"54 K v \""-i ‘"' . : . s R D/.‘ e
17 1973 figures . . .. . .. .

2) 1975 figures
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7) Re#ehue

Nearly all the countries have 1ntroduced a system of charges in the
mejor hospltals ( eege Uppur Volta, nger ) 1) or even 1n the magorlty
of thelr hospltal establishments ( e. Ee Madagascar ). In Somella, all-

medical services hove been prov1ded free of charge since 1972,

In general the charges apply to the number of hospltallzatlon days'
( and not to operatlons )e There are various categorles, and the
charges ranbe up to a max1mum of CFAF 3 OOO per day in Madagascar and
;CFAF 2e 400 per day 1n Upper Volta. Normally, there are sPeclal terms
for c1v1l servants, who nay a reduced charge ( e.ge in Niger ),
'gener ally about 20% of the normal rate,whlch is deducted from their

salary, while the remalnlng 80% or so is paid by the State.

There are other rates for outpatlents { CraF 500 1n the maaor
”hosgltals in Upper Volta ), for childbirth ( flat-rate charge of
CFAF 300 in Upper Volta ) or even for the health educatlon schemes

'untertaken on the 1n1t1at1ve of ccrtaln doctors .

.The revenuethus obtclned lo sometimes qulte con51derable, at the
Nouakchott hospital for example,.it corresponded in 1970, to the
Ehospital's operating budget. At the regional hospital at Majunga

hl( Madagasear ), such revenue amounted to 60% of.the operating budget
( 1973 ), while it did not exceed 10% in the hospitals at Manakara

and Fort Dauphin ( Madagascar ).

c/o

1) For example: in Upper Volta, the two general hospitals at Ouagadougou
and Bobo Dioulasso and the secondary hospital at Ouahigouya. In
Niger, the two general hospitals at Niamey and Zinder.

2) For example, a "charge" of CFAF 25 per month is required for
participation in the maternity and child heslth courses at the
» health centre in Yako, Upper Volta.
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In Niger, the total revenue of the two general hospitals represents

only 5% of the health operating budget. In Upper Volta, the correspond- .

’ing flgure for the revenue of the two general hospltﬁls is 20@, while
“the revenue of the third paying hospltal ( Ouahigouya)ls practlcally

‘zero."

The problem of tho charges system 15 that the hospltals have no

flnanclal autonomy, and all the’ revenue must ‘be pa1d 1nto the

"Treasury. In spite of the relatlvely faVourable 1mpresslon glven by

.”the above flgures, there is a risk’ that because of thls rule the

hospitals will have no motlvatlon to collect the chﬂrges from the

‘patients. 1% would be 1nterest1ng to see whether lt would not be

x H
ol . . - o .. LI PR

flnanclal autonomy. &

Moreover, there 1s the questlon of prlnciple of whether there is a

-~

”danger, w1th the charges system, of nuttlng the health serv1ces

'effectlvely out of the reach of the magorlty of the populatlon.

Experience has shown, however, thet in splte of the relatlvely high

.- rates.charged. in Madagascar,:for eéxample , approximately 20% of the
-patients.use the system. The example of the hospital at Fort Dauphin

-;(:Madagascar ) has in fact shown that the paying clientdle prefers

i~ .:the .private hospital at:Manambara { 23km away ) de5p1te the ‘higher

- w.level“of charges™.

l) . ~ . a . 2_ s . . N . . N :

1) See Ammex /4 &
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V. Medicaments .

A discuésion of the maﬁy frdblems connected with the supply and
distributiocn c¢f medicaments would exceed the. framework of this. report.

- As a result, only a few interesting points will be mentioned,

The prescription and supply of medicaments is generally free of charge
. for patients treated in.the medical units. Qut-pntients, on the .other
¥ hand , buy them at théir own expense from pharmacies ( for example,

in U?per"Volta and Somnlia ). These principles.seem, however, to be

applied in a very fléxible manner. A formula that is full of promise

" has beon introduccd in Niger ¢ it was found that 60% of all

the recorded cases of infecticn can be treated with five medicaments,

andia systém'of’village‘pha;macies and of village first-aid pgblic
health wbrkers has beén set up., This scheme is part of a méjqr '
programnie of social and preventive medicine, and has thé’following

‘advantagest it can be run economically via the saie of these fiﬁe

medicements at a unit price of CFAF 5 and it ié playing a usefﬁl_part

in the health educaticn of the population,.

As far as the supply of medicaments is concerncd, private aid is often
ineffective. Fairly often one finds in the health units unused and
unusable quantities cf medicaments sent by pri&ate and philanthropic

groups, etc.. For this aid to be of maximum use, it is important:

/

- that it be adapted to the particular requirements of Africa,

- that the number of types of medicaments be reduced to a
rractical minimum suited to the pharmaceutical experience

of the national ancillaiy medical staff,

o/o
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Better results could be obtained if this private foreignzéid'wefegsent
directly to the .doctors" on-thenspot so. that they could detail their

particular requirements,.

Simildrly,:it'is very’much'iﬁ.ihé:intérest of ‘the Governments to mcke
-axstrict,selectionvof‘the;various'types,of~medicament{ since ‘this
alone can ensure a rational ancd effective -use both of imppr?ed
medicaments and .of the..budget resources. that are ,spent. It,wquld be
interesting to study these problems in depth, especially the operating
..oconditions of the supply pharmacies and questions relating to -the

utility and .profitability of the pharmaceuticals préﬁucedjiqfa number

..-0f African countriess

1t would also be of interest to study fhe'pOSSiBilitiés dfihsihg’
traditional medication based on local low-cost raw materlals. This
would ‘make 1t possible to reduce the expendlture on imported- R
medicaments but would presuppose a spec1a1 effort to study such local

*medicaments - sc1ent1f1cally and 1nstruct medlcal stcff 1n their use.

»
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C. OVERALL COHERTICE OF THE .PROJECTS AT NATIONAL LEVEL ~ .

After taking a lonk at how the projects financed by the EDF are operating,
it is e,sential to situate them in the context of the overall national
ieffort in the health fleld and to measure their cfflclency in the
* light of the strhte gies adcpted by the relevant authorltles. Consequently,'
an etemlnetlcn will be ma&e ofs the place and functlon of the health units
uthat have been set up,_thelr contrlbutlon to the develoPment of
1nfrastructure and their consistency with the health development plans.
Naturally, thls evaluation cannot be made hitheut taking into consideration
the operating rescurces ( staff, funds ) that'are_availahle, since these
effectlvely determlne the degree of cfficlency and;.vltinetelf, thei

operatlng level of any health unlt.

"I. Place of the progects in the develgpment of the health 1nfrastructure

1) Isolated;projects

a) Hzalth units in Dahomey and Madagascar -

The projects carried out from the resources of the:first EDF
in Dahomey and Madagascar involved~the'improvement;“modernization
and extension of existing-hospitals or health units. Their common
and main objective'WRS‘to improve the equipment and premises |
of these units so as to: |
- ensure improved qﬁantitativeiand'quelitative output
from the staff, IR | |

- cope better with reglonal and local health needs.

'These isolated projects are the resvlt of ch01ces made on . the
‘f ba51s of presumcd needs_and prlor1t1es and are not ;ntegrated
..1nto a developnent plan or health pollcy. It was only in the
fn years follow1ng 1ndependence that the majority of the .AASM

- formulated thelr health requirements more systematlcally.

. D : . Cos S v C : o - 1
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The definition of the objectives and resources of a national health

RN

policy has‘made'itfpoSEibieate;tdiloriéchEQuehtfbrojecttho;:4

+ development planse o7 vusEoac v o Lt L T s e LT

"Fdr‘this‘reaeoﬁ; the utility and’ efflcic1qy  of isolated projccts

carried out durlng the early years of the ED?'s existence can be

Judged only on the basis of local criteria.’ Even though the des1gn

' mlght appear suited to the local situation,’ it is not hecessarily so

at national level, for there is & danger that any isolated project

*produced’in this ad hoc way will be put to the best possible use

“only if theyekistihg health iﬁfraétructure into vhich it is fitted

constltutes a coherent, functional system that can be 1mproved,

modernlzed, ddded to, enlarged and gian a better internal ‘balance.

Of course any consideration of the exlstlng 1nfrastructure must not
1gnore the prlvate sector establlshments. Clearly;nsuff1c1ent acccunt
™ was' taken of "this aspect in the case of the recwnstructlon of the
hospital in Fort Dauphin ( Madagascar ) - hence the falrly low

degree of utility of this projectl).

-, b} National hospitanls in Mzuritania and Somalia '
..» The projects for-the construction of new general hospitals in
o Mogadlshu ¢ Somalla ) and Nouakchott -( Mauritania-) had quite different

objectives: in Somalla, the aim.was to replace the old general
hOSpital ( Di Martlno )i in Maur1tan1a a new general hospital had to

be bullt 1n a new cepltal clty.

In the absence of an overall health pollcy, the objectives of these
projects were dlctated by an exlutlng spec1a1 51tuet10n. In Somalia,

" the przorlty, and’ 1n fact sole, objective of the Italian Trusteeship
" Administration wds to replace the old general hospltal. In Mauritania,
- the almost complete lack of a“health infrastructure and the excessive

number of cases where Serlously i1l pat1ents were taken to Senegal

: o Ma11 made the creatlon of a general hospltal e matter of prlority.

Since they reflected . basic necessities at national level,. these two

ﬁrojects were not . . isolated projects in the sense referred to

earlier; - VA

1) See Annex I/4 and 1971 report on the utilization of aid ( pp 42-43 ),
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in fact, although they were not integrated in a truly structured*ahd
' coordlnated health system, they merely antlclpated the obgectlves of

a future health pollcyl).

In the two countries in questlon, these hospltals~ constitute real
atlonal hospltals w1th a high de gree of specialization and with all

the necessury resources for dlagnOSIS'and treatment. The Mogadishu

hosgital however, does not really fulfil the role that should be played

by a hospltal at the top of the health pyramld ‘since it takes patients
from the 1nter10r of the country only on an occa51ona1 rather than

d systematlc basis. In fact, it ssrves the populatlon of the capital
almost exclu81vely. In Nouakchott this local functlon was an integral

part of the original plan, but the outpatlent aqt1v1t1es have
overwhelmed the hospital to such an extent that the propef functioning

of the whole unit has been handicapped.

One ‘may wonder whether the essentlally Mlocal" use of a national
'hospltal does not constitute a waste of its profess1onal capa01ty and
of 1ts precious and costly equlpment The exlstence of an

'1nst1tut10na1 barrier ( rules on adm1551rn ) )could
- guaruntee a ratlonal use of health un1ts at all levels,

- mzke it possible to reserve the national hospital for those

patients who require specialized tests and treatment.

In‘tﬁe light of the above, the questlon erises of whether the decision
to COnstruct a national hospltal 1n these two countrles was justified.

In Somalla, for the reasons g1ven, any o altornutlvs

solution was excluded from the start, and any reflectlon on such
possibilities can only be speculatlve, since 1ts purpose would be to
reconstruct in retrospect the reasoning on the choice which had to be
made. Even taking these reservations into account, it would have been
possible,.instead»oﬁ building a new hospital..toprestoret‘modernize

- and possibly'extend the old,generallhospitaljénAspite_of'its

state of disrepair. L o

') -
¥ o )

1) Such a policy was formulated in the case of Mauritania, when the
decisions were taken by the Community on the extension of the general
hospital and the creation of a polyclinic at Nouakchott.

2) For further details, see section 3, on pages 30/3l.
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. Y .
.

‘ The 1atter ch01ce would not have been at all unreallstlc, as is
proved by the fact that the old hospltal, which was destlned for
demolltlon, is still operuting.

. This shows that where there is an exlstlng 1nfrastructure which
includes a natlonal hosp1ta1 the question of replacement must be
oarefqlly studied. Everything must be done to either replace the

;old establishment inte*rally and oompletely or to ihtroduce new
capacltles step-by-step to replace those of the old hospital at

the same time. Any parallel oper&tlon of the two is harmful. except,
1f really necessary, where there 1s a strict and systematical
allocatlon of the- respectlve functlons and respon51b111t1es to

.avoid competition.

In Mauritania any theoretical alternative to the construction of
e national hospital would appear to have been unrealistic. The
oountry had an absolute nced for a hospitaluunit provided with
_ specialized'serfices for diagnosis and treatment in order to
eccomodate all the seriously ill patients-who were-previously taken
| to hosp1tals in neighhourlng countrles. The prudence shown in
:de51gn1ng the project as the flrst part of a larger hospltwl seems
to be one of the reasons for its remarkable success. By givzng the
- hospital an initially small capacity, the Government was able to
ensure its:proper functioning. Moreover, the design proved .
sufficiently flexible to enable extensionsto be made with-ut
difficulties:or interruptions in the hospitalts °P9?ati°n';~;

-

i . N . . B : . s "

_ 2) Comprehensive projects ( Upper Volta, Niger )

- The' projects financed from the resources of the first and second EDFs

in Upper Volta and Niger had as their common objectivest

e the 1mprovement and modernlzation of the exlstlng -
' units belongxng to a geographzcally well esteblished health

Fie. infrastructure ( Niger ), .

‘o - oty e, ) - : S
o o CEE I e . Y o/ e
.
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- the remedying of the shortcomings as to quality and
quantity in the existing hospital infrastructure ( Niger

and Upper Volta ), . . , .

)

- the improvement or creation of working concitions for
~ activities in the field of mobile medicine ( Niger ) or for

campaigns ageinst endemic diseases ( Upper Volta ).

These projects involved the building, extensicn or improvement of a
number cf health units. They were designed to form the integral parts
of a hierarchical ~nd coordinated system, so that all the health

units are the constituent parts of a pyramid-shaped wholea

It is clear that the implementation of such large=-scale projects is
dependent on the existence of a health development plan, the pattern
- of which can be static ( as in the case of Upper Volta ) or dynamic

- ( as in Niger ).’

Although Upner Volta dld not hwve any well defined health pollcy in

1961, the Government lost no t1me in concentrcting all 1ts efforts
| on the development-and 1mprovement of the rural hospltal 1nfrastructure,
particularly as a modern urban hospital ihfrastructure had recently

1)

" been built up with French aid ‘. All these efforts were based on the
objectives‘formulated'ﬁy a general plan for the future. With the aid
of this plan, it was possible to take balanced decisions for the
purposes of EDF investment ont ' o

« the volume of the first instalment of investments,

« the capacity and location-‘of the units at the various

. levels of the health infrastructure.

However, the-static nature of this general plan  involved

the risk of introducing imbalances since the various stages of its
" implementation were not Cefined. Logical and coherent as the plan

' might seem, its implementatiocn in sStages’

o/

1) New buildjng of the general hospital at Ouagadougou, modernization
and extension of the general hospital at Bobo Dloulesso and of the
secondary hospital at Ouahigouya.

« et
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or in sections deperids on the availability at any given moment off
'~ qualified staff ( doctors and ancillary medical staff ),

- the country's own financial resources.

In Upper Volta, these two conditions were not completely fulfilled
at the time the projectS'wefe>cémple¥ed; in ‘particular as regards

the two secondary hospitals in Gaoua and Fada N'Gourma.

In Niger , on the other hand, a more detziled programme for the
' reorganizatien of the health infrastructure was drawn up by a
specialized committee. The "Prospects for the ten-year period 1965-Y974"
'adopted by the Government set out the priorities of a health policy
and made it bossible to direct investment in accordance with certain
. guiding principles,lwhich included: priority‘for‘those-iﬂvastments
which could increase the efficiency of the services while entailing
only a minimum of additional recurring expenditure; priority for

the renovation of old bulldlngs in a state of dlsrepalr, the
| prlnclple of bulldlng up new un1ts only when the quwllfled etaff
was avallable. By its dynamlc n"ture, the ganeral plon for the

'future que 1t p0831b1e

o«

- to determine in a'very flexible way the stage-by—stage
adjustments ~ concerning quality and quantity - to the
. investment programme in the light of special and local

health requirements, N ST

e %o regulate in a very flexible way the planned- exten81cn

'+ . and modernlzutlon,

- to adapt in ‘the best pSssible’weﬁ the socio-economic and
- . technical characteristics of the projects to the country's
..ataffing and financial capacities. - * = '
The projects have. fitted harmoniously into the existing infrastructure,
end it has been possible .for the-cost;ofmfhe additional -financing

and staff to be borne Mainly from the country's own resources.,

$he "Prospecfs for 1965-1974"* had anothcr csscntlnl udvantage for
. the dcvelopment of the hoalth 1nfrwstructurc inlNiaera - ;

3

TR ./.':
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The Government had planned to base the priorities of the health

policy on social medicine, particularly moblle and preventive

- mediciney ond health education. Consequently, the health structures

were designed to permit the administrative and operational integration
of curative and preventive medicine. The hygiene and mobile medicine
teams, whose new buildings were financed by the EDF and established

in the administrative departments, arc active in the fields of mcdical
treatment (by supervising the activities of the.treafment units within

oach  Gepartment) - and of preventive medicine and disease’
detection for the rural population. It appears that this integration

is far harder to achieve in those countries in which the health

" infrastructure is based essentially cn hospital medicine ( e.g.

Upper Blta ).

- The preject carried out in Niger raises yet another interesting point.

In 1962, the Niger Government submitted to the EDF a project for the
construction of a new hospitallat Niamey. However, a study of all
the problems involved showed that the situaticn of'the country's
health infrastructure was such that a2 series of extension and
modernigation projects was preferable., It was thercfore decided to
opt for an alternative which proved to be partlcularly ef;ective and
economlcal. In Somalia, on the other hand, such an optlon was not
poss1b1e, as it wos said hcreabove. . It is probable, however,
that the constructlon, 1nprovement and modernlzatlon of a number of

hedlth unlts ou+31de the capitel would hqve mede it p0551ble to

create a better balance of hospltal cqpa01ty at nat10na1 level.

If it is p0581ble to compare these two 51m113r 1n1t1al 51tuat10ns,
the choice m~de in Niper seems to have been of greater benefit for

the health situation of the country as a whele,

- Complementary conditions .

A.eomparison betweon the procjects carried out in Uppef Volta and

Niger reveals another important aspect. In spite of the prudent

‘nature of the decisioh on the number =znd capacity of the units

o/
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“to be set up in Upper Volta. certain imbalences must be noted as

seen in relatlon to the obgectlves of the plan for the future. The

"“1ow occupancy rate of the two secondary hospltals ( Gaoua and Fada

N'Gourma ) could lead to the conclusion that their capaclty and

medical equlpment are out of proportlon to the requlrements of the

?populatlon servedl). The main reason for this under-occuoancy, however,
“is rather that the functlonel relationshlp env1saged between the

'Varzous levels of the'"health pyramid" has not been:nhleved in practice,

The : rolo’ of 1ntormed1ary cleerlngrcentres, which wws to be playod by the two

' seconoury hospltals, is Shcrt-clrcuzted by tho two gonerzl hosnltals, whlch
" have the attrﬁctlon of being better equlpped.

In Niger, by way of contrast . the exlstlng pyremld-shaoed health

infrastructure is supplemented by strict rules 1ay1ng down that in

ﬂﬁpr1n01p1e no patlent is hospltallzed and no out-pmtlent 1s uccepted
"unless he can prove ‘that he has been cleared by a lower unit.

' Accordlngly, the two general hosritals do in fact constltute the

top of the pyram1d which is reserved for the serlously 111 patlents

sent up from a lower 1evel.

.The conclus1on to be drawn from this is that it is not sufficzent
_'merely to create a coherent and logical pyramid-shaped 1nfrastructure

. to ensurg that the various levels perform their allotted functions.
;For the h1erarch1cal, coord;nated 1nfrastructure to be able to function
,.under optimum condltlons, the clearzng and adm1551on of pat1ents must

Cbe governed by rules which ensure.that the proper channels are

respected. In the absence of such rules, there is a. rlsk that the

use made of the health infrastructure w111 be unbalanced.

A S : : Y

1) On the assumption of the same conditions as at present, it would

in fact have been sufficient to construct a type ‘B, i.e, more advanced,
health centre ( as at Tenkodogo ) withcperatlng possibilities and an
adequate hospital capacity in place of each of the two secondary

~ hospitals that were.-built. This is proved by the fact that the type B
‘health centre at Yako ( 35 beds ) operates at a higher level of

activity than Gaoua and Fada N'Gourma in spite of its location
108: km from the general hospital at Ouagadougou.
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Naturally, the existence of such rules does not in itself prevent
the clearing and admission of patients being hampered in practice
by

~ insufficient transnort ( cars, fuel ),

~ roads permanently or temnorarily (.during the rainy season )

unusable,
- absence or shortage of qualified staff,

As a result, it is dlearly necessary, whzn projects are designed ,
to examine with a great deal of attention ways of meeting these

complementary conditicns.

v

&) Sﬁmmarz‘
To sum up the’success of a health investment project depends on its
"harmonious and functicnal integrztion into a coherent and internally
bzalanced infrastructure.'Atvall levels, the existence of a ( dynamic )
health development plan setting out the Vafious stages of implementation
makes it possible to determine precisely the volume of investment to
be made and to adapt such investment flexibly in the light of the
country's capacity as regards staff and funds. Hcwever, the
coherence and functional logic of the infrastructure cannot
w,guaraﬁtee Jits full utilization at 21l levels unless the necessary

complementary ccnditions are also fulfilled, -

o/o
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I1, Personnel at national level = .. - .. ... .

(1) Doztors -

\

Ixaiination of use is being made of projects financed by the EbF‘show N
that there is generally a vertain de facto balance. between the number

of &o“tO“s ﬂss1ﬁncd to a medical unxt and the capacity of thet unit -

whiun does not m an that o'rasloqnally a total lack of doctors will

)
not be found in sowe units”« However, at ne tlonal level,

P s . > -

l_

. S ~. = this situation may 1n faat only appearVﬁo‘be a real balance ;
Lo .. - the lack-eof a~ceratn miztdr-of ‘doctors, theoretically neceesary,

may hinder.imporient possible activities 3

~ the de facto balance is achieved, in mosticountrics,.only « o ..
thanks to the fairly massive amount of aid from exiernal '
. tebhnioal asfigtonc?y noveover it is a very delicate balence.
.., The nunbker of axuatriate doctors as a-percentage of the total
nurbsr of dvoebors - veiles considerably from one~countny to
. the next ; 85 % 1 Niger and Iaurltmla, 10 % in Mndagascar.
Moreover, this apparent balance does not reflect the fact that at netional

levels S S C e e e

" % the avorage ratio of doctors to populetion is generally still
- wery low and varies, for the countries examined, between one
¢oator.for 2L 000 ithobitants (ladegascar), and 50 000 inhabitants

(Kigowr) ard even 55 ¥ iarabitanss {Upper Volta)

- thare is a kigh concentraiion of doctors in the big towns and
gencral hospiiale to the detriment of the rural areas; this is

showm by the following figures for the number of inhabitents per
Y g s _

coaior:
Somalia Miger  Upper Volta
totzl for the cocuntry ’ 1¢ 000 50 00O 66 CCO
2
capital city 3 300 2 800 8 ©oo
eiraindor of country 43 000 119 OOO3 133 000

./

£1) Found for exemple in Cemeroon and Chad in 1970
2) Nierviga for Ouogndorgor arl Bobo Dioulasso
3) Catzade,of Nimuey o Zunler
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, = there is a major imbalance :in nearly all the:. vl
countries, namely the hlgh proportion of doctors ass1gned to

curative medicine to the detriment of preventlve medicine.

(2) Ancillary medical staff and management staff

(3)

Gencrally speaking the statements made about doctors also apply to

nurses and midwives, subject to the follow1ng regervations:,

~ the number of expatriate nurses has been reduced to a minimum
following the accelerated training of netional ancillary medical
staff; " '

- the variations from one country to another in the ratio of
'anclllcry medical staff to populat1on are less pronounced
. than for doctors, varying betiween one nurse for 2 800 inhabitants
in-Dahomey and one for 6 100 inhabitants in Somalia; moreover,
" the concentration of ancillary medical staff in the big towns

is much less accentuated.

Although the various countries may at present habe enough nurses, midwives,
etc., this i#tnot the case with specialized ancillary medical staff
(laboratory technicians, anaesthetiste, radiographers, dental mechanics,
etc.l. The nunbers and quallty of maintonance and administirative staff

are generally speaking also inadequate. Since each State cannot prov1de
itself w1th a school for each speciality, it will be necessary to find

1nter-staxe‘solutlons.

Problem of the shortage of medical staff

o

. From the above flndlnps it may be concluded that in most of the countr1es

" medlcal technical assistance is still used to compensate the lack of national

staff, particularly doctors. This foreign technical assistance staff ;s
generally fully integrated into the public sérvice, which should normally
imply that jobs are shared out fairly between expatriate and national

doctors. ¥What actually happens is that:

. o '
. .Y - I vy . . - .
Ay - . . L L L
: Lo .
\
»
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- most nailonal doctors are assigned to hospltals in the big
towns (or to the‘Mlnlsfry of Health);

- most expatrlate doctors are asslgned to medlcal unlts in
rural arcas (mn Maurltania, for example, out of 9 reg10nal

centrcs only one is run by a Faurltanlan doctor)
L

This dlsturblng s1tvat10n is attrlbutable to a number of factors'

= First of all, over half the medical students at present in
' Zurope are unwilling to.return to enter the-public service  +ve-
of their country of origin because: . '
they consider the remuneratlons offered to them inadequate;

" they are afraid of p011t1oa1 and economic fluctuatlons in
- their countries of or1g1n, :

- they are afraid of -the phy81ca1'working conditions awajting
them, which,are hardly comparable with those in Europe~;
_» If qualified dootors do return they terd to remain in the capital
or in the big towns, disdaining the rural and/or preventive
medzclne departments; the training received in Europe has shown

them th gap exlstlng between these two kinds-.of medicine;

‘= -Moreover, since most of the doctors are aiming to'beoome
- ppecialists, only the big hospitals are able t3 offer them
.r. --. - adequate work opportunities, One may well ask to what extent
‘ these young Furopean=-trained African doctors influence the general
tendency of the Governments to wish to cortruot %ig’sophiéficated

hospitals;

~ Thus, during the early years of independence an imbalance arose
among the national doctors in-favour of specialists and to the
- -detriment of the general practitioners. Yet, it is general practi=

’ 1

- tioners whioh Africe needs most.

1 Private practice might encourage them to returng however, in most countries
the purchasing power is not high enough to enable the number of private
practices which are profitable (by European standards) to be increased.

\
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(4) A few considerations on possible‘mcasures

One may well ask vhether the balance L achleved between tasks assumed
" by the States themselves and those taken care of by forelgn aid is not
'f:unhealthy, 1t mlght bring States to neglect certaln essentlal tasks which -’
the natlonal doctors feel litfle inclination %o aQCept._Wh;t conclusions
should be drawn from this situation? What measures are te'be taken or
have already been taken to remedy these shortcoming?yl.(!,,:r '
(2) The training of doctors ‘ I I
It is widely accepted now that . .. doctors
mst be trained in Afridan rather than Buropean - ‘universitiesfiv»
with curricula tailored to specific African health needs and to the

tasks of all-round praectitioners rather than specialiSte{ Doctors must
‘also 5e:pe§chologically prepared for the ... working and living
conditions awaiting them. The most highly qualified doctors may then in
exceptional cases spec1a11ze on completlon of their studies, or rather

after a number:. of years! practlce, through periods of training in Europe.

Unlversmty tralnlng in Africa hes already started: a number of medical
facul ies have been set up (for example: Ivory Coast, Madagascar, Senegal,
Za;re),,or are starting up (Dahomey, Cameroon, Niger, Somalia,.Togo){
It would be ihferesfing to carry out a special study to find out to what
extent these medical faeuities meet the specific African needs, what
"' will become of them when the requlred number of doctors is met in a few
. years tlmel and how the health budgets will be able to cope with the

additional expendlture resulting therefrom.

It might be' a good idea for the authorities feépoheiblemto consider
Aseparate training for two types of African doctors for
hospital medicine,

medicine or medical assistance for rural areas.

A

1 For example, the new medical faculty in Mogadishu will turn out
approximately 50 doctors per year after a four year course. For
the sake of comparison, the country at present has a total of"
153 doctors, including 58 foreigners.
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(b) Assignment of doctorg]to:rural-medicine fi'ﬁ{Qﬁiﬁi;.#Q,nwﬂ : v

Y

Tt would be 1nuercst1ng ¢ study poss1b1e ways of maklng medmcal

7 37gradua€es devote & speCIflo number o6f years £6 ‘rural’ health cere,

 for “example by 'meking’ authorlzat1on to practlse subgect to that

‘Gondition or by means of civio serv1ee.

<P . : T L. ERETEIN

A formula of this kind”is"aﬁlied in Somalia, where doctors’ cannot

be promoted, assigned to hospitals 1n Mogadlshu, or awarded grants

40 spec1alxze, etc., untll they have worked for several years in the

'bush. Nost countrles, however, hes1tate to apply such measures since

>:‘they mlght make young doctors keep away from thexr countrles even more,

"Improvement of worklng conditions

- . . . e
¢ . LN . [ y o i
- - . . PO ERERE- T

It would pnobwbly be @ good idea to examine all the real opportunitics

_ for further improving doctors'working conditions, especlaily in rural

areas, for example by

- greater 1ncent1ves to work in the bush, by awerdlng bonuses,
: prov;d;ng_cnrs, improving accomodation, etc,‘and by setting up a

Jminimum éociei and oultural infrastructure. (sehools;-etc.),

U -w making wdequate quallfled anclllary medxcal staff av*llable;

i

f ;'guarantees reeard1ng the prov:s;on of regular and adequate

medical suaplles, med10a1 equlpment, etces ;~.;

- guarantees regardxng current maintenance of exlst;ng

installatlons, etc.“

. ; . o Lot ST .
R B .. P . . RN T S I .
f R T Yoo s PUFD T
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(d4) Remplacement of expatriate doctors

As long as there continues to be a shortegelof‘hafiohal doctors
eny médical treatment which does not necessarily require the services
of a qualified‘doctor should be provided by assistant doctors or
ancillary medical -staff. The example of Higer seems of interest
> heres in"1974 the Kinistry of Health grouped all the country's ‘
doctors together in the chlef towns of the departments, where they

are res30n51ble, throughout the department, -
- for the control and superv1s10n of medlcal care,

- W1th1n the mobile nedlcal service, for the detection and

1
preventlon of disease .

u» The area health centres and the dlspensarles are therefore run
exclu51vely by nurses.: Thls ratlonal wtilization of staff goes
"hand-in-hand with the 1ncreaslng availability of a sn01llary medical

. persounel.

In thls field, con31derab1e progress h“s been ach1eved in v1rtua11y

all the A&Sﬂ wnlch have set up one or more tralnlng schools for this
”catevorJ of personnel. Noreover, the Communlty is maklng a 00n51derab1e
contrlbutlon $o this development, the EDF hav1ng financed the building
of several nursing schools \e.g. Cameroon, Dahomey, Haurltanla, |

‘Somalia).

(5) __wm_ns_rz
To sum up, during tho early years of natlonal 1ndependenoe, the use made
of the medlcal unlts flnanced by the EDF suffered from the shortages of
staff and funds. Tnanhs to the nany measures taken by Governments and the
~ various contrlbutlons of ald from out51de organlzatlons for training, the
problems of medical and anc111ary medlcal staff have been considerably

reduced; but the problems of avallablllty of operatlng ‘funds remain.

./

\

1 Thls scheme was outllned 1n the 1970 report (p. 85) on the ut111zat10n'
of aid..
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IIT. Health budgets at national level™

L2

(1) Prel1m1narz»renarks “>“%3uﬁ5wifh4ﬁs‘q3S55;5;,2;Qﬁ§gjj*_“

v o

In order to prov1de a falr comparlson of health expendltures in the

PR

11  countrles examlned only the ordlnary ‘health- budgets have been considered,
without account belng taken of approprlatlons for capltal projects or
local authority budgets. The ordlnary health budgets do not, for example,
1nclude' ' i ' ' '

- the costs of hospltal treatment for publlc OffICIals (vorne

by “the relevant ministries),

- the costs of transportlng and prov1d1nb hospltal treatment

‘for .the poor (borne by local authorlty budgets).

In view of the dlscrepancles - whlch are sometlmes con51derab1e -
between forecasts and allocatlons made, account has been taken insdfar

as possxble only of actual expend1ture.

(2) Characteristics of the budgeta*J situation

S Following the ane 1ys1s of the amounts spent by the varloug mcdlcal
unltsI) the badgetary structures of the publlc health sector as a

SR whole are cons1dered oelow. 'The fbllow1ng churacterlstlcs are found:

T

(a) OVerall meagreness of the public health budgets
In most States the growth of the health budgets since the early
1960s, expressed in current CFA francs, has lagged behind the

gréwth of appropriations in the national budget. Consequently,

the health budget's share of the overall hatioqalibudget has fallen

considerably: ini Upper Volta from 13.3 % to 7.2 %, in Cameroon from

T Tl B.6 % o 5.4 %,'and,leéS'sharply‘in ﬁiggp,(fro@iB.?I% to 7.8 %)

4 s - ‘and’ Dahomey (from 12.6 % to 10.5 ‘}Z).The.only:exceptions2 have been
. 'j-~Congo,ﬁlﬁory700ast’énd Mali,. where (at ieést:up until 1970) the

S pealh budgets érew.more‘thqn-the national budgets. .

1

‘/f'"

See Chapter B, IV, page 14 et seq.

2Source- SEDHS, prediminary study on the trend in health expendzture in the
. ... African Statesd and pudagascar - April 1972.- .
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According to the study referred tol, the health budgets, couverted into
éonstanf CFA frencs, have tended to remain stationary in most countries
(e.g, Central Africon Republic, Madagascarz, Chod) or even to decline '
(e.g. Upper Volto, ‘liger; Senegaly, Togo). The only States with adequate

growth in their hcalth budgetis were Congo, Ivory Coast and Gabon.

" Dospite the growth in health budgets in current CFA francs, annual per
' capita health exeeqdlture has fallen, for the States examlned, to a
_current level of between CFAF 165 (Upper Volta) and CFAF 650 (Cameroon),

with an average of CF.I" 330 -~ 450 (Madagascarz, Somalia, Mauritania,
Dahomey). There oppears to be no correlation between this level of

average expenditure znd the health budget's share of the national

budget, which varies from one .country to another, e.g. below 6 % for Cameroon 8

and Mauritapia, between 6 % and 8 % for Upper Volta, Somalia and Niger,
and over .10 % for Dahomey. ' '
We  .can add that appropriations for education in a number

of countries are grcater and growing faster than health appropriations

(e.g. Upper‘Volta, Wiger, Dahomey, Gabon, Ivory Coast).

Tmbalance between staff and oneratine expenditure

In all the States ezamlned the staff budget, as a percentage of the

health budget has been rlslng fairly sharply since the early 1960's

and 1s currently around 50 7 1n nger, 50 % to 60 % in Haurltanla,

ﬂadagascar and oomwlla, 75 % in Cameroon and Dahomey,and 85 % in

The result of this is that virtually identical ‘health’ budgets (eege.

‘Niger and Upper Volta) may hide considerable differences in the amount

of the non-staff operating bﬁdgets (four times greater in Niger than
in Upper Volta) and per capita operatlng expendlture for health (five
times higher in Ilver than 1n Upper Volta) LA

%lSee footnote 2 (poze 39) o/

2 .
Central health budget aslone, without account being taken of the
substantial health budgets of the Provinces.
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‘- Consequently, -thanks to the reasonable distribution of iits health budget
“¢(approcimate1y half!éarMarked ”fbr;operating~expenditure)'Niéefiseems t0
"“'be in-a better position to-ensurey; by its own resourcesy that its hospital
- facilities are properly runj ‘in'Upper Volta, however, because .of the low
operating approprintions. (15 p), there is 2 fundamental 1mba1ance between

.-the flnanc1a1 requlrenents of ex1st1ng hospltals and thelr own resources.

v !~

' Another comparison should:be made: the ratio of hospital: beds to 1nhab1tants

is faitly low in both. countriest one bed per 1 430 inhabitants in nger,
and one bed per 2210 inhabitants in Upper Volta. Although ‘there is a

. béttér balance in Niger between existing hospital infrastructure and the

sare cbuntry's wn' fineneial resources,:the ratio of beds to people in Uger Volta

‘although * - 1low - still seems to be higher than would. be expected from

the appropriations earmarked for operating expenditure.

A A . e : : . . : o
* S - S . B . . - . . Tl

L. . . RS S P P

(c)Meagreness of locﬁl authority apnropriatioﬁs

In v1rtua11y all thc States, the local uuthor1t1es meet part of the medical
' establlshments'runa1ng costs. In general. howevcr, these flnunclal contri-
h butlons lack contlnu_ty and are 1rregular; b351des in most of the French-

"speaklng ctates the mmounts involved seem t0 be qulte low. In Upper Volta

for example, the total amount hay be estimated at approx1mately 10 % of

the central operating budget for hezlth. In Madagasoar,‘on the other hand,
. the budgets of the Provinces include considerable: appropriations for health,
 almost reaching tho level of the national health budget;‘. :

gt

In 1972, a total of CFLF 4 319 miilion ﬁaé provided for public hezlth
spending, of thCh CFAF 2 319 m1111on from the budget and CFAF 2 000

million from all the budgets of the Provinces.

,.‘1



42 - VIII/467/15-E

() Imbalance betwecn cxpeaditure on curative medicine and on preventive

{

medicine

- In the absence of zdequate and precise information all that can be said

is that there is a géneral tendency for a country's appropriations for
preventive medicine to be extremely low. In Cameroon, for example, of the . -
1974/75 operating budget for health (CFLF 1 223 million) only 1.3 % '

was earmarked for preventive medicine and 3 % to cover the whole of rﬁrél
and preventive medicine and the campaign against epidemics. The situation
is.certainly no better in other countries: It may be estimated that pre-

ventive medicine should actually receive about a quarter of the budget for

~it to be able to function proprly. The' real situation is: very different:

it is curative medicine and, more particularly, certain hospitals which

(e)

are the big consumers of budgetary ressources.

Incquality between big towns and rural areas in the allocation of funds

The information obtained on héalth.budgets has not enabled the share
of funds earmarked .for hospitals in big‘tOWns t0 be determined. However,
the preference given to urban centres derives from the contentration
of hospital facilities in the big towns and the amounts earmarked in

the health budgets for the budgets of the general hospitals.

~ . Generally sgeaklng, hospltal apaci larﬁel concentrated in
the capltal, for example in Upper Volta less, than 5% , of the
total population, living in Cuagadougou and Bobo-Dloulasso, enjoy 56 G
of the country's hospital capacity. The corresponding figures
- are, for iiger (Niamey and Zinder): 4 % and 39 %,and for Somalia
. _(Mogadlslu) 10 % and 50 %.. '
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The relationship between operating fundsl spent2 by the jgeneral

hospitals and health budgets (perating) clearly highlights the degree
"of‘poﬁcentrgtion‘end.jheidiﬁf;cu;jies,whigphmeyvreeu}t.for the
financing of a country's health 1nfrastructure.v .:‘ |
A The natlonul hospltal 1n Nouakchott (Maurltanla) absorbs 35 % of the
) funds avall%ble for Operatlng expendlture and the two natlonal
Ahospltals in Niamey and ander (Ylger) teke more than 40 %3 in
Niger the two hospltals and f1ve secondary—level hospltal centres
o recelve a total of 53 % of the natlonal operational budget for
 , . health. In © pper Volta, the two general hospltals in Quagadougou
. and. Bobo Dioulasso requlfe nearly 40 % more money than prov1ded for
‘1n the total operating budget for health. The budgets for the two
secondary hospltals in Gaoua and Fada N'* Gourma would together absorb
nearly 50 % of the operatlng budget for health 1f they were charged
against thax budget3._.

(3) External operatlng aid

e

To sum up, ;n most countr1es there is a falrly marked 1mbelance between own

. flnanclal resources and actual requlrements, It is only the often considerable
, contrlbut1ons - financial and mn kind - from all klnds of out51de sources

_ whlch enable health unlts to operate proprly and certaln obJectlves in the

field of,prevegtlve mediczne to be attained.

jiopegeting aid from putside4y taken as a whole, is of great importance for Upper
- Volta, Mauritania, I'iger, Chad and Dahomey, of medium importance for Cameroon,

Senegal and Mali, and of slight .importance for Togo and Ivory Coast.

The relatlonshlp between the general hospltals staff budgets and health
staff budgets is not indicative since most doctors on the staff come under
outside technical assistance; the remuneration of those doctors is not
therefore charged against these budgets.

2 Actual expenditure, irrespective of the origin of the funds(expendlture
as defined in Chapter B, IV, 1, page 14). :

3 Theyare borne almost entirely by German aid and aid from "Fréres des Hommes".
4 Locording to the SEDES study.
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Ixternal operating a2id comes from various sources, of which the main o

. ones ares: . A .
- official bilateral and multilateral aid, e.g. French, German,

‘Belgian aid, etc., either pertaining to the operating units
;;(medlcumc1ts, ‘equipment, vehicles, ete.) or to campaigns to
combat and wipe out endemic d1seases, etc. Such aid often
) prov1aed,the,loglstlc\back—up fo: the technical assistance

personnel on the spots:

American aid (AID) relating to regional or national programmess
‘maternity and child health, programmes to wipe out smallpox and
. measles, educational and health environment pregrémmes, food

EE]

aid_programmes, etc.j

- UHO and UNICEF ald deallng with spec1f10 campalgns and programmes

for examﬁle to combat endemlc dlseases, to 1mprove sanitation, etc.;

- ervate ald from all sourcesl, partlcularly phllanthroplc, religious

; oraanlzgtlons, etc. °

(4) lLessons dbawn from analysis of past experience -

Yhat lessons are to be drawn from &h examination of ex1st1ng gituations?

'=What are the crlterla for assessing the flnan01al aspec+s of.a project?.

W1th renard to the _preparation and plannlng of new progects, the follow1ng
points should be taken into account : ‘ :

(a) To begin with, the balance or imbalance existing between a country's
own financizl ‘resources and the funds required to. run the existing

health fallltles should be examlned and assessed on the basis of:

ﬁ“f/'

1 See also Chapter B, IV, 3, page 17.
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"L ik hoaTin budget, 1tépast brend, the wey in which it is
shared out among the various activities (curative, preventive,
‘med;czne, etc.), how it is distributed’ umong the various health

‘iunlts and 1n partlcﬁlar “the -hospitals at different levels, the

‘ local authorrty budgete,i'v L ;};

-A;w the amounts spentl by exlstlng health unlts at dlfferent 1evels,
thelr nast trend the orlggn of those resources, in particular
_external finencial and other aid.

(b) Evaluatlon of the contlnulty and regularlty of cxternal ald and loco
'authorlty budgets enables an assessmcnt to be nade of how stable the
balance achicved is. Evaluatzon of the tvolume of additional recurrent

Syt charges resulting. from the planned inveétmgn@,mﬁst take account of how

SS9 w0 delicate . such, belance is or is iikely'to be;

PO P o . -

B 12"710)‘The danger thet full use w111 not be made- of the 1nvestment increascs
in proportion to how marked the actual 1mbalance is, that is to say

how +the de Facto balance is dellcate.J

-‘,v ., ‘. , ‘,,..,..3,”.,-

; qf(d) If when e proaect is belng planned, it is already foreseeable that

_;the beneflclury country w111 not be in a p031t10n to wover:. the

operatzng cost either fully or in part “from its own resources, there

4 ;.
.,'

are four posslbilltles: 7

- the project should be abandoned:

L hlﬂ' - the proaect should be scaled down to: the country ] capaclty to
:f,_'irfx,' o ensure thet it 1s operated properly, perhaps full cxecutlon of
» ~ the progect should be phased; ¢

the Government should take appropriate measures to improve the

actual financial conditions of operation;

v ¢

.

1 Lctual expenditure, irrespective of the origin of the funds (expenditure
as defined in Chapter B, IV, 1, page 14)
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- operating costs should be met in full or in part by external
aid.
The Go#ernment may here examine ﬁa&s of taking appropriate measures at
national level 10 increase its céuntry's own financial resources by,

for exanple:
- increasing the health budget's ghare of the national budget;

- increasing the amount earmarked in the health budget for operating

expenditure (the optimum seems to be around 50 %);

- studying possgible ways of gradually bfinging the population
1o bear certain health costs :increaéing the scales of hospital
charges, examining possible ways of giving hospitals financial

autonomy, sale of medicaments, ete.

Covernments may also endeavour to obtain foreign aid in the form of staff

‘and fundsj the example of the Mogadishu hospital (Somalia) does,

however, show that it is very important to evaluate any such conditions
adopted as a basis for the planning of a project; it is useful to take
precautions to ensure that,-if aid .from one or more sources is reduced
or fails to materialize et all, this will not mean that the project
cannot operate properly. Finally, external aid may be used to cover,
the.cost of starting up the investment at least. during a transitional:

periods .

For the poorest countries which are a longwy behind in their health develop-
ment the external aid bodies might even consider examining the possibilities’
of providing , at their expense, certain parts of the curative or preventive

health services,
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(f) Finally, there is a-questiqn/qf principle: is the decision to
undertake a.cavital project in the health sector well=founded?
Fight not thc ﬂltcrnatlve - to 1ncreuse the operatlng funds for

'preventlve ﬂec101ﬁe - be more beneflclal for the health situation

of the populatlon'
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© IV. Technical design

In view of the scope of tais report only a few-general remarks can be made

regarding the techniczl aspcet of project planning and the lessons which

" can be learnt from them. -

(1) criteria for adepting projects to requirements

(a)

Bulldlngs and equipment

In spite of often inadequete or even non-existent upkeepy the buildings

proper of most medical units are in relatively good condition. However,

the interiors (pléster, paintwork, door-frames, etc.) are less sound.

Very generally, it has been proved that buildings of simple, modest
and robust construction, adapted © local conditions, have given the
best results. This is true of both tradltlonal constructions and -

prefabrlcated bulldlnns.

. It has been.found, however, that in =211 hospltals at all levels the

more complex or scphisticated the fixtures, the faster they deteriorate

or become unusable even (for example: electrical, refrigerating,

telephone and heating installations, lifts, electric pumps, air

, condltlonlng JlaAus, etc. ).

(b}

The same is truc of medical equipment, which often seems too specialized

and ill-suited for the medical personnel on the spot end constitutes

the weak link in many investment schemes. \ i

E

Comﬁlemeﬁfe@j investments

Experience of the first few ycars revezled that it is often risky

to hope that complementary investmenis (road infrastructure, laying
on of watervand,electricity,fﬁﬁaff_aqcpmodation, enclosures, etc.)

and medical equipment will ge'fiﬁanﬁed and provided by the national
authorities as laid down in the Financing Agreementsl. Consequently
fer more recent projects the Commission has av01ded part-financing,
in other words it has avoided leaving the national authorities with

responsibility for financing parts of projectss

However, it has been found that local authorities have sometimes financed

and undertaken certain complementary schemes because the

: /e

See in particular the cases referred to in the various reports ¢n
the utilization of aid: in Chad {1969, p. 44-45), Mali (1970, p. 32),
Burundi and Dehomey (1971, p. 33=39). : 1
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project as initially conceived had turned out to be illwsuited to

local needs and the population's customs and habits. ?he‘most frquent

AT

cases are the follow1ng:

AN

In 1uny cases 1t soon becones dlfflcult, 1f not 1mp0951ble, to

“use the sanitary’ facilities (WCS, showers) because of obstruction

of the waste pipes and trouble w1th the plumbing. ThOSe res—
ponolble have therefore closed facllltles 1ncorporated 1n51de
buildings and constructed tradltional f30111t1es out31de (e.g.
Garous and Fada N'Gourma secondary hospltals in: Upper Volta).
These problems hardly arise in the general hospitals but are
quite common in the lower-level health units in rural areas.

K Expericnce has shown:that it would often be sufficient to

'_fprovide a limited number of such facilities for the use of the

staff and some patients who are already accustomed to them.

‘JQ.VIn the health units in rural areas, the kltchens (whlch operate
in a faifly normal, fashlon in most general hospltals) are often
roplaced by traditional stone hearths set up outside, for the
following reasons: lack of operating (fuels) and maintenance
funds, differences in eating habits and customs (preference

- for food prepared by accompanying relatives).

.«= Similar problems arise reégardihg the lgunggies} Where the
" installed machlnery 1s often unused becauss of lack of water,

- electricity, fuels or simply operating funds.

~ The accomodation constructed for thosé'aCQompanzigg_patients
are sometimes used for hospltalizlng those wlth contaglous
diseases (e.g. Garoua, Upper Volta); as a result the national

. authorities have constructed traditional type huts better

' gﬁited,§ow¥oca1 requirements. Special attention,must, however,

be paid;to staff accommodation, particularly in rural areas;

. “. - . .
- . ‘ R . " N - . .- R
~ . . .- B : .
. o/ @
ks

& 4 : (R
Lo e . L. N . . AV .
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the provision of staff accommodation helps to eliminate
one of the causes of hizh staff turnover, reinforce the

» . 2 , 5 )
staff's authority and influence, and ensure better upkeep

vof the buildings and of the installations into health units.

(¢) Summary
& health project must normally be conceived in such a.way as 1o take
account, on the one hand, of the medical services to be provided, and
on the other, of the cost of the investment and of the technlcal,
flnan01al and stafi resources available for operatlng and maintaining

both 1nfrastructure and equlpment.

Iméginétion must be shown in adapting buildings and equipment to
‘"avallauﬂefinanclal resources; in short, an answer must be found to
the questlon of how to provide modern and efflclent medlcal gervices

with limited resources.,

Thg;technical Gosign of the project should be tailo%ed to the users'
i level of education, . real requirements and iway of life
in the area congérned. Without going to the extreme of
“:an Albert Schuéifzeretype approech for example = for whom the patient .
should find mirrored in the hospital the environment of the village
he comes from = a compromlse formula might be found in whereby the
hospitalized patieat finds an env1ronment whlch does not make him

feel too much out his own elecment.

Moreover, it is particularly impdrtanf to tailor a project to local:
conditions and the population's standard of 11v1ng in the matter of
fixed installations and medical equlsment and also complementary

" investments (mccomodatlon, kitchen, laundry, etc.)e e

<
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However, any nccessary adaptetion to local needs often conflicts with
the national authorities'desire to have luropean~type buildings and
the most up~to-date equipment. "In such cases, it is not enoush to
take appropriate steps to ensure that the installations and euipment
¢~ T .apre suitably maintained. Often a general simplification of the design

is still necessarye..

(2) Some considerations on the requirements as to technical design

. (a) Flexibility
In order to be able to follow the trend of all the factors which might have
a bearlng on the design of a health unit (trend of the population's
socio~economic condltlons, progress in ‘the technical methods of medical
treatment, etc.) the essential criterion the design muet meet is that
of flexibilitx. “hile sophisticated designs should be avoided the desired
flex1b111ty shou’d, at the planning stage, be reflected 1n the following

" characteristicsa:

- extensitility, through the choice of the pawvilion system, which has

1. a}ready been adopted in many health units financed by the EDF and
- which is generally necessary even if the need to integrate buildings
- into an urban site may to some extent justify different architectural
- parts (eegs in the Institut National de-Santé Publique, Abidjan);

- interchangea blllty, through the use of approprlate structural modules

' permlttlng mult1~purpose utlllzatlon,

- transformubllltl, by means of easy access to pipes, for example,

to permis changes in connections to the mains, etc.

(b) Construction requiremchts

The above crltcra give rise to certaln coqstruct1on requlrements.

the’ most ‘important of whlch may be summarized as follows.

- The site must be chosen by reference to future extensions,

type of soil, water and electricity supplies, waste-water

drainage, accessibility for the population, etc.
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Bfforts must be made to choose an architectural solution

which is psychologically adopted to the local population so
that the users are encouraged to take on responsability for

maintenances -

The choice of structurds must take account of the flexibility

of operating and climatic conditions and of the capacities

iof the local market and local firms, etc. Standardization by

means of a prefabricated system (Higer, Upper Volta) has proved
to be pwrtlcularly ugeful if -
e o large comrrehen51ve project is involved (with a
safflclen% number of homogeneous buildings)

o 1t enables buildings to be constructed more rapidly thrmugh'
better organization of the building sites and execution;

it can guarantee work of a higher quality;

it can guarantee an investment cost equal to if not lower
than that of traditional constructions;

ib can facilitate subsequent structural or functional
modifications;

o 1t enables current maintenance expenditure to be reduced.

However, the advantages of standardizing structures can be achieved

' only if it is guaranteed,wheh the project is undertaken, that:

o the plans and design of the buildings and equipment are
well harmonized and coordinated right from the beginning
in order to ensure coherence of the building and equipment;

« The building schedules and delivery dates for equipment are
coordinated in order to avoid interruptions in the execution
of the project;

¢ imported supplies (prefabricated parts and equipment ) are
not faulty and do not give rise to delays affecting assembly
and the bringing into use of equipment.

Matericls mﬁst be chosenby reference to:

o Climatic conditions;

+ the requirements of easy maintenance, cleaning and
replacement;
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© . e-any effects on the iocal economy (utilization of loocally
manufactured building materials):

-, ke

P

« Fixtures and equipment must be chosen by reference to

e the user (easy to eperate);

« maintenance facilities (resources available on the spot
preference.in the award of contracts could be given to
the meke for which there are local agents; very strict requiI
rements in the specifications regarding afteresales service)

» facilities for obtaining replacement parts;

. reasonable operating costszf

bty .

1 See also Chapter B, II, 2, page 9
Z.See alsoe 1970 report on the utilization of aid, pp. 85e86
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D. Projects to provide-operating aid

The followlng con51derutroas are based on evaluatlon of the temporary aid
operatlons llnked w1th the constructlon of the hospltal in Mogadlshu
(Somalla) . These operetlnﬁ aid prOJebts may involve both the payment of

staff costs (technical ass1stance) ‘and operatlng expendlture.

I. Technioel assistance

In Mogadishu hospltal the pressure of tlme and the multinational nature cfh
~_the coordimted EDF/blluteral eid mperatlon resulted in the medical and
:anclllary medlcal stoff being a very mixed group having - a

difficulty in workln together. However, differences of aigin and profes—

sional training were not the only causes of problems affecting management
_and cooperatlon, multinational teams are worklng in many other African
‘Ahospltalsz- In xogadlshu it seems that,because of the pressure of time,

staff was selected and posts fllled 1n a somewhat uneoordlnated fashion from

_;the medlcal p01nt of v1ew.

From ‘this experience it may be concluded that technical cooperation can only
. be” successful where the medical and ancillary medical teams are homogenesus,
-~ coherent and have an internal h1erarchy; only these conditias can guarantee
. - the 1ndlspensable spirit of. collaboration, mutual prefess1onal respect and
the authority of those in charge.. Staff selection and recrultment cannot
therefore be carried out without the actlve and declslve partlclpatlon of
‘the head doctor. ' . - -~ * S G P S

- See description Annex I/11 et seq.

In the hospital in iamey for example, the twenty seven doctors are of
seven different nationalities; cooperation does not present the slightest
problems,
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II. Temporary financing of running costs

Lfter undertaking to meet the Mogadlshu hospltal's runnlng costs as well,the Con
munity - adapted its Iin: n0¢al Tesources to the project as 1n1t1ally planned .
(high degree cf medical spe01alizatlon, very up-to—date mcdlcal equlpment,
European—type fixtures, etcCe)e After external a581stance progress1vely came
to an end it was not possible to keep operatlng at this level, the 1973
operating budget was reduced by 35 % compared with 1966/67 . It is obvious
that this deorcase in recal operating expenditure was bound to 1nvolve either

- . a general reduction in the hospital's activ1t1es or a reductlon in the quallty
of the services provided. However, a reasonable balance has been created over
a number of years,at a lower level,between the:mqulrements of “the project as

. originally conceived and the country's finencial resources.

Past experlence shows that operatlng expendlture must '

be tailored,;rom the eutset, to the country s medlumuterm f1nanclal »

capacity (even at the rlsk of operatlon bexng at a lower level than

that provided for in the in1t1a1 plan 1f that plan was not reallstlc);
the danger must be avoided of a sudden ‘break in the level of operatien
" and maintensnce at thé timeiof handing over,or of creating excessive

<+ 4 .~ . expenditure.to be borme at the expense of other health operations;

- be planned on a dlmlnxshzng scale (as was done by the EDF) in order

to encourage the country s own efforts and ensure that 1t take over

‘ 2 .
runnxng costs as soon as possible s

e Ji.

In conolusion, it should be borne in mind that an operation to provide technical

assistance and temporarily running expenses:

« may be justifiable as an exceptlonal rescue cperation where the
beneficiary country will %e in a position gradually to bear the
runnlng costs and take over from the temporary aid; RS

R -

1 Period during which the operating budget;was covered by the EDF; the

comparisen takes account of the increase in the general level of prices.

2 This condition is set out exp11c1t1y in the text of the Convention of Lomé
(Article 58(2)).
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-~ may be beneficial to the country's health de#elopment and reasonable
as an investment-linked technical assistance eperation in as much as
it contributes: N y o

« to the starting up of the prOJect under the best technlcal
conditions, - .

« o on-the~job training of national doctors and anclllaxy
medical personnel,

« to the preoaratlon in the best poss1ble condltlons and in as
short-a time as possible for the handing over to national staffy
- would, however, be of questienable value in that external aid would
. relieve the beneficiary country of responsability for bearing in |

full the burden of administration and management of the investment;

in this case there is a danger that aid would only defer the problem

without helping to solve its

Y
Ca
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T, SUMCLRY AVD GENEZRLL CO.LCLLUSICIS

'1.

2.

The projects reviewed show that in the past the Community has concentrated

on fixed health infrastructure at all levels of the health pyramid, either

in the form of isolatcd projects or of comprehensive projeccte integrated
in health development programmes. The completed projects which have been
evaluated have thercfore related only in the construction, modification
and modernization of health units (hospitals, health centres, dispensaries,
etc.)1 and to operating aid for one of those units, Mogédishu hospitel

(Somalia).

In general these projcects have led to a considerable improvement in the

countries'health infrastructure. llost of the facilities financed are used

at a rate which may bc considered satisfactory. Some of them, however,
in the intermediate and lower echelons of the health pyramid, have not

been used 1o the extent normally expected.

Even though the activities of certain health units mey not be up to the
objectives set or the copacity of the fecilities, their usefulness is
nevertheless in most coses unquestionable. 411 the projects financed heve
enabled the efficicncy of the available health staff to be increased and
treatment to be made more accessible to the sick. However, the cases of
under-utilization make the investment costs too high in relation to the

services dispensed.

If some health units are not being fully utilized, this is because they
lack adequate operating resources or in some cases because certain
complementary conditions are not fulfilled, or even, but more rarely,

because of errors mzdc in the planning of the project or choice of locatien.

The first projects circcuted were insufficiently utilized owing to lack of
gtaff and of operating and maintenance funds. The ALSH Governments and

the Commission were quick to realize the danger of providing too many medical
facilities for the available operating resources: while health projects
accounted for 9 % of first EDF commiiments, this percentage fell to 4 %

for the second and 3 ¢ for the third EDF.

1 The EDF has, moreover, financed only one major health campaign: that

against onchocerciasis (Mali, Uger Volta, Ivory Coast)
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Furthermore, the operziing problems have diminished over the years. The
recent establishment of new medical faculties in Africa wil} help solve
the problems = which are still very real - caused Ly the shortage of

national doctors, provided, however, that their salabties can be borne by the

.~ health budgets of the countries concerned. With the opening of a number of

.4.

schoods for training ancillary medical personnel, the direct requirements

for staff of thls category can be met or soon will be. 4 number of programmes
for training meintenance staff, launched at the Cemmission's insistence

and carried out with DR finencing, may be consldered an effectlve and
practical solution to the acute problems of mainteining eqﬁip&ent. Never-
theless, the crucial pfoblem remains the general inadeqﬁecy of the countries'’
own finaneial resources, particularly as regards operating funds;,this
shortage - of'fuﬁds reduces the effidiency of the etaff in the units,

even if they are working inbetter facilities and with better equibment.

Examlnatlon of the conaltlons in which completed pro;ects financed by the
EDF are being used shows that in general a major higher ranklng hospital
has a better chance of belng properly used and is more likely to be '

. v1able thah health wnits at the 1ntermed1ate and lower levels. The reason .

for thls 1s that CGovernments tend to concentrate the1r funds, staff end

gglpment on the forﬂer, which also satlsfy the nceds. of national prostigee

Thus provided with adequate funds and staff (relnforced by external aid
where national resources are lacking), the major &ospitals are generally

fully useds to 90 - 1C0 % % of their theoretlcal capaclty and sometlmes

' even beyond that However, the 1ntermed1ate and lower—level units are very

often not used to the extent planned because an uneven allocatlon of
operating resources works to thelr dlsadvantage The recorded utlllzatlon

rate is between 40 % % and” 70 % for secondary hospltals»and'health centresl.

e

1 See Chapter B,I,1, pe5e.
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In general, the further the unit is - functionally and structurally - from
thefcentre_of,things, the more difficult the operating conditions become:
very often rural dispensaries are deprived even of the most elementary
requirements (medicaments, etc.); sometimes they are even left empty for

long periods because there is no nurse. -

5..A health unit may be underutilized everi if all the ‘internal operating
‘conditions are satisfactorily met; for an establishment to be able to
fulfil the functibn‘devolving upon ‘it within the health pyramid certain
- chmplementary conditions must still be met: adequate admission regulations,
‘good read links with the catchment area and between health units of

different levels, availcbility of transport, support from the populatlon,

etc;l

Consequently it is‘necessary whéh'planning a project to examine not only
the, operatlng conditions proper, but also the necessary complementary
condltlons and possible ways of improving those condltlons, for examples
working and living conditions of the medical and ancillary medical staff,
amount of . financial resources devoted to health, ete. Only if most
of these conditions orc mct in a suitable manner can optimum usé be made

- of each and every health unit = prov1ded of course that they have been
L,

planned in a rational fash;on.(; A
;' _‘,*i,..u i

6. What are the criterin for ratlonal planning of such 1nvestments° A

country's health infrastructure will‘operate ratlcnally and’ economically
only if all its constituent parts are harmonlously integrated w1th1n a
coherent and well=balanced whole. This assumes that: o

-the characterxstlcs of the 1nfrastruoture w111 be adapted to the

country’s financial and staff resources ;

D

i Sée Chapter C,I,3, poge 30 et seq.
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-~ hospitals will be orgonized on a regional basis in ordcr to reconcile

-the population's health needs w1th staff and financial constraints;

« all health unlts of different’ levels will be organlzed on a hierarchical

1.

pattern from the technical and functional angles and with regard to

specialization and capacity.

Failure to observe these pr1n01ples involves dlstortlons or 1mbalances

at national level: overutlllzatlon of some units and underutlllzatlon of

others; preferential health can for some parts of the populatlon and neglect .

of others.

The volume of foreign contributions of funds; suppliesnamd'staffJ which

often alone meke it p0ssible.to guarantee the proper functioning of the
health units; ‘indicates the gap between the operating requirements of

. the existing health infrastructure and the country's ewn resources. For

example external financial aid may be estimated at more than 300 % of the

 national operating budget for health in Upper Volta and 40 % in Nigerl.

The proportlon of doctors prov1ded by technlcal assistance out of the

“total number of dectors amounts to 35 in nger and Maurltanla, 70 in

2 -
‘Upper Volta and 40 % in Somalia and Cameroon-.

When a new prOJect is planned a detalled exam1nat10n must therefore be

mede of whether running costs can be covered - by nat1ona1 resources or
dependable aid. Examination of the project will also involve assessment
of the measures taken or planned by“he national authorlties in or@er to
increase the country's own resources whlch can be allocated for runnlng

the health seerces3o If there is no way of ensuring that the proaect will

e properly run, either it must be scaled down to what the country can afferd

./

! Estimated volume of external operating aid (without staff)
Upper-Volta: approx. CFAF 400 million.
Niger t approx. CH.LF 200 million
See also Chapter C,III,3, page 43.

2 See Chapters C.II,i,‘page 33 and B,III,2, page 12,

3 See Chapter C,ITI,4, page 46.
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or efforts must be m.de toiobtain the same health objectives by appropriate

actxon in the preventlve medicine field.

With regard to the ch01ce of‘ﬁhe design and characteristics of a new,

..
bulldlng the success of the proaect financed by the EDF in Niger highlights

" the need to examine possible alternatives (e.g. constructlon of a general

“hospital or of severzl Health units outside the capltal, new building or.

-modernizatlon of an exlstlng hospltal, etc.).

" In order to avoid structural and funct10na1 1mbalances at national level

9.

the chozce must be made with con51deratlon for:

= the characterlstlcs of exlsting 1nfrastructure, not only in the public

sector but also 1n the private sector; there were for example, very good

- > . reasons for constructing a national hospital in Nouakchott but for

deciding against o new general hospital in Niamey;
. = the eountry's medium~term financial and staff fesoufbes.”

The replacement of an out-of-date hospltal is not necessarily the best’

solution. Repairs and modernlzatlon may be more advantageous since:

.-~ they enable recurrent costs and supplementary staff requirements to
be adapted better to avallable resources;

- they may reduce the rxsk of creatxng surplus capacity.

The technical design often reflects the ambitious cimsc:: of the national

suthorities. In order to be able to provide efficient medical services

"with limited resources and to improve the chances ef thosc services being

L

1 See Chapter C,I1,2, page 27 gt seq. and Annex I/17-19.
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run smootly, the design nust be adapted not only to the technlcal, flnanclal
and staff resources for runnlng and malntalnlng those serV1ces but also to

the level of educatlon of the users, the real health needs, local conditions

and the pepulations standard of 11v1ng.

- From this angle the technical design must have sufficient flexibility

~as to architectural solution, structure of the buildings, choice of building

10.

materials, fixtures and equipment .

To sum up, where there is an eiisting infrastructure which is well distributed

geographically, a new project's chances of success increase to the extent
that (as was the case in Niger) the various elements of the health infra-
structure can be grzdually sdapted = in both quality and quantity - to the
requirements of the populetion. The existence of a development plan setting

out the various stages of its implementation will facilitate such adaptation

“and avoid structural, financial and staff distortions. In view of the very

limited resources of most of the countries, any efforts to improvq modernize
and make existing health infrastructure and equipment more effective must have

priority over new buildings.

e ——

; See Chapter C, IV, pages 48-53 .

B I
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11. The uneven d1str1but10n of f1n§g¢1al ggd o}he; regggg gg and of staff in
) favour of big towns cad to the detriment of both rural areas and preventlve

medicine indicate the ‘direction which future guldellnes could take. Governments

are fully aware of these imbalances.’ ‘However, in spite of ‘the theoretlcal
"prorities laid down in their health policies, preventive medicine and social
medicine would be virtually non~existent in most countries without support

from the various external aid sources.

Preventive medicine has less spectacular effects but is much more effective

since it attacks the very causes of disease.

On a national scale available resources should be better distributed in a
concrete and practical fashion between curative and preventive, concentrated

and dispersed, fixed and mobile medicine.

12. In many countries (e.g. Upper Voltz, Niger, Chad) social medicine is provided
_from health centres by means of mobile teams. The purpose of these teams is

to carry out, in conjunction with one another, the tasks of: .

« detection: making contact with the bulk of the population to permit
the systematic tracking down of diseased and deficiehcies;

+ Pprevention: taking advantage ef the gatherings of people to give

vaccinations systematicallys;

- on=the~spot treatment of those who are found to be sick but do not need
T to be hospitalized;

- removal of the sericusly ill to a health unit;
* health education,

This kind of social wedicine, although bagsed on very simple and relatively
low~cost principles, oannot, howeer, give positive results unless if covers
the whole of the scattered population at suitable intervals. In practice,
desbite often substantial foreign aid, it does not attain all its objectives
because of the general shortage of staff, means of transport, medicaments, '

vaccines, etc.
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13. Social medicine presupposesoperational and admlnlstratlve 1ntegzatlog of

curutlve and preventlve med101ne.

Operatzonal 1ntegratlon may be achleved by healthacentres embracing a rural
hospital or rural freatment centre (1nclud1ng hqspltallzahon and outpatient
departments) and mobile medicine services, The most effective formula seems

to be wersatility, providing all-round and complete health profection within

a given unit, namely care and prevention, health education, métérnity and child
health, hygiene measures, etc. Moreover, it enables very rational use to be
made of medical staff; doctors are grouped together in health centres and can
take responsibility for end supervise lower-level establishments (rural centres,

dispensaries, etc,) and mobile medicine.

In order to avoid operational straims or anomalies, adﬁinistrative integration
of respdnsibilities is necessary at the highest leﬁei, in ether words within a
directorate of the Heclth linistry. This integration is justified by the impecra-
tives of elaborating health actiﬁities,‘planning the methods applied and

distributing financial and staff resources as rationally as possible. Moreover,
~ the systems ofrefercnce and supefvision must be strictly determined at national
.level, for without .this there is a danger that 1ntegratlon ef the operations
- themselves may be sidetracked to fit in with the initiatives of eaoh head doctor

responsible.:

14, Integration of curative and preventive mediéine at'heaith centre level must

be supplemented by health education; in particular measures must be'taken

to promote hygiene, to protect of mother and infant, and to combat malnutrition.

Health education is both compléementary to curative and preventive medicine and - .f
also the condition upon which' the effeotivencss of the two forms of medicine

‘ depends. Any health operation risks not belng fully effective unless it is

' accompanled by the support of the people, by campaigns to inform them on the
causes of dlsease and 81mp1e and, practlcal methods of avoiding diseaseyand k
by improvement of the materlal 11v1ng condltlons upon whlch the health situation |
depends. ‘ ’

"Health projectgvtheréfore aeben& partly'on other development schemes de¢iiling i
w;th agricultufal‘déyelopment, water supply and drainage, and training. ' t

[N i

/e
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"7 '15¢ In conclusion, any hcalth development policy or plan, any investment in

health infrastructurc znd any action in the field of health must fit
harmoniously into thc country's socio-economic context and the general

development plan.

The choices to be made in the health field could be based on the following

criterie:

& 1in order to maintain or achieve a coherent, ‘balanced infrastructure
and to avoid distorsions, the principles of a suitable degree of
‘regionalization and erganizaion on hierarchical lines must be observed;
installations 2nd equipment must be adapted to a country's financial
and staff resources; a rational incrcase in these various resources
must be programmed on a faitly longterm basis; such resources must bealsc

allocated on o reasonable regional and hierarchical basise

~ all the health activitics (curative, preventive, educative) must fit
into a coherent, systematized framework made up of all the country's
health services;

=~ to prevent tic imbalances in favour of urban areas becoming more
marked it secms advisable for the objectives of external aid to be
oriented as a matter of priority towards strengthening all health

services in rural areas:

o ¢ither by sciting up er improving units (rural centres) which can

be used as a buse for integrated health measures;

, or by dircct aid to integrated social medicine measures (campaigns

against cudemic diseases, detection and prevention campaigns, etc.).

= health cducation measures, measures to combat malnutrition and to
promote the protection of mother and infant are vitél as a complement

t0o health infrasiructure investments.

-~ water supply andAwaste water disposal programmes are particularly
important in that they contribute to improving general conditions
of hygiene: drainege project (waste water disposal, etc.) may have

more beneficial effects on a population's state of health than



f
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e staff qualifications are adapted to specific local requirements,
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staff training must tie in w1th the development of infrastructure and

the various health projects in order to ensure that?

w a&n adequate number of medical and an01llary medloal staff 1s available

in good time,

particularly to the special requirements of social medicine and

" health projects in rural areas.

where health projeots (in particular health programmes) are financed

by external aid, better coordination of such aid would be useful, One

‘may well ask wether this coordination can be achieved by the recipient

State alonej efforts by the various international organizalions themselves
and the donors of bilateral aid might perhaps make the operdions under-

taken more'effcctive.

‘ thernal aid in the fleld of health is undoubtedly a duty 1mposed by human

fsolldarlty and also a political nece531ty. Integration of such aid in national

‘Weconomlc and 3001a1 development efforts is therefore all the moré necessary.

Improvement of the population's standard of living by well—balanced economic

development will to a large extent previde solutlons to the problems which

health projects alone cannot. resolve‘
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ANEX T/1

THE PROJECTS

Objectives, design and gencral results

l) Projects undertaken in adagascar

The common objective of the three projects financed from the resources

of the first EDF in Madagascar was the replacement of a part of the
existing hospital infrastructure which had fallen into disqcpair and

become overloaded. These projects involved tiie construction of a hospital
pavilion in Majunga, a ncw hospital in lianakara and the first part of a new
heospital in Fort Dauphin. The use being made of these three projects was

examined in 1974.

(a) Hospital pavilion in ilajunga

The project for the construction and equipment of a hospital pavilion
in Majunga 1, which was dec¢ided on in 1961, was desigicd to replace

a part of the old hospital (100 beds), which had fallcn into disrepair
and become unuseble, and to carry out a simultaneous extension (100
beds) of the hOSpitél. The capacity was thereby increased to 550 beds,
corresponding to thé requirements of this general hoépifal, which

covers a whole province.

The architcetural desimm of the threc-storey building, which came into

service in 1965, has proved particularly successful., The building is
in a good state of maintenance and almost all the equipment, which

has been well looked after, is still in service. The available main-
tenance funds have up till now enabled all necessary work to be car~

ried oute

The activities of this hospital show that it corresponds very well to

the population's requirements. The number of patients hospitalized

and hospitalization days is constantly increasinge The occupancy rate
increased from 77 % in 1968 to 91 % in 1973 In addition, there has
been a drop in the number of out~patients as a rcsult of the opening
and improvement of the dispensarie52 in the town of lajunga. Out of a
total staff of 170, there are 11 doctors and 52 nurses and health
assistants, and a number of the doctors and nursing sisters are supplied
by French technical assistance schemess The number of ancillary-medical

and suxiliary staff must be considered insufficient,

(1) Expenditure : 382,000 u.a.
(2) Dispensaries run by missions, semi~official or private bodies or by the
Sta‘te.
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The operating budset (staff excluded) of the hospital seems to be barely

sufficient, Expressed in terms of operating costs(l) per bed (FMG 105.000)
and per dayk hospitalization (PG 260), the opcrating budget is roughly
of the same scale that of the similar capa01ty hosp1ta1s in OQuagadougou
(CFAF 1164000 and CFAF 390) and Bobo D:.oulasso (CFAF 125.000 and CFAF 350)
and considerably less than that of the hospltals in Mogadlshu, Somalia
(CFAF 185.000 and CFAF 565) and Z:Lnder, Niger (CFAF 157,000 and CFAF 450).
The hospital's revenue from.the 20% of the hospitalized patients who pay
for their treatment must be paid to the Treasury.v | -

To sum up, the usefulness of the ihvestment made by the EDF is undeniable,

and the attitude of the population is:relatively'favbﬁrable. The only

impediment to the use of this project is a general shortage of medicamentse

Hogpital in Manakara .
The constructlon and equipment of a new 100-bed hospltal in Fanakara,

" with the p0851blllty of extending the capacity to 150 beds, were meant to make

it possible to replace and slightly increasec the capacity of the old ‘

- hospital installed in 1930 in alréady antiquated premises,which were

supplemented in 1952 by a more modern pavilion, and situated over 3 km
from the town. The objective of the project (2), which was decided on in

1361 was to transfer the hospital installations into the town. Conse-

quently, preference was given to the construction of a new hospltal in
the town centre rather than to the modernlzatlon of the old ones

3

The good general appearance of the hospltal, Whlch entered service in 1967,

reflects the satisfactory general maintenance, The mainfenance of the
medical equipment, however, poses problens beca.use of the shorta.ge of
gqualified staff and the lack of local repalr fa0111t1es. '

The activities of the hospital used to be completely satlsfactory, but

. have been distinctly falling off for one or two years now as a result of

a decline in. the hospital's reputation with the population, As a result,

ofo

(1) Pigures for 1973, and 1975 for Zinder.
(2) Cost :. 437.000 Ueds
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the occupancy rate fell from 73 % in 1972 to 41 % in 1974, a trend
accompanied however by a 50 % incrcase in the mumber of patients hospi-

talized.

The total staff, all of which ié Inlagasy (55 including

5 doctors); seems to be sufficient for this 150-bed hospitales The opcra—
ting budget (staff excluded), which is lower than the estimates made
when the prBject was designed, is insufficient, hence the necd for
various economy measures (resfrictions on lighting, use of vcehicles,

ctce)e

To_sum un, the Operatioh of the hospital is relatively satisfactory in
spite of the low level of financial resources availables The objectives
of this project can be considered to have been achieved. The one blot
is the fact that the old hospital has not been completely closcde In
spite of ite pitiful stafc of disrepair and sordid fittings, the old
pavilion is still being uscd (50 beds for contagious and chronic patients),
Administratively it is attached to the new hospital and served by tae
samc staff, But,because of its separate location, it is outside the

normal control of the head doctor.

Hosnitgl in Fort Dauphin

The objective of the project for the construction and equivment of the

first part of a new 96~bed hospital with surgical block in Fort Dauphin
was to replace a unit that had become unusable as a result of a tornado.
The design of this project (1), which was decided on in 1961, made provi-
sion for the possibility of a subsequent enlargement to a 150-bed capa- .
cityes To replace the old hospitél, which was situated in the EurOpean
residentiai quarter, a site near districts inhabited by the lialagasy

population was chosen,

Because of the'almost'complete lack of maintenance, the hospital, which
entered service in 1967, is in an advanced state of deterioration

(broken windows ; cracks between posts, beams and partitions; door and
window fremes badly rusted, etc.). Because of the.shortage of qualified
technical staff and financial resources, the maintenance énd condition of

the fixed installations and medical equipment are also posing major

(1) Cost: 483.000 ueae

o/
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problems, The following it tems have been out of serv1ce for a 1ong tlme 2
12 out of 13 a1r—cond1t10n1ng anlte, the 1ift of the two—storey bulldlng,
the refrigerating 1nsta1¢ations, the emergency generator, part of the

medical equipment, etc, -

Because . of the poor condition of the hospital, aggravated by a general lack

of cleanliness and hygiene, the possibilities of using it are fairly limited

(1.e., as regards the quantity, quality and complexity of the treatment
‘given)s This situation is inevitably . reflected in the ' |
figures on the ‘hospital's activities r 21 % occupancy in 1973 and 39 % in .

1974,ﬁith an average period of hosnitalizetion of five to seven days.

The total staff complement (46 including four doctors) is sufficient for
a cap201tJ of 120 beds (the secondary hospital in Gaoue in Upper Volta,
by way of comparlson, has a staff of 50 including three doctors). The staff

complement is amply sufficient for the level of activity (less than 100

internal and external consultations per day). . -

The figures available on the onerating budget (gtaff excluded) are not
conclusives¢ The funde allocated in 1973/74 were relatively high to mop up

- the deficit of the preceding years. However, it ié fairiy surprising to see .
that the budget of Fort Dauphin (FMG 17.5 million in 1974) is almost as high as
. that of lanakara (CFAF 15,0 million in 1974) in spite of the latter's greater

capa01tywand level of act1v1tJ.

The usefulness of this . 1nvestment has often been questioned, since at
.Manémbara,'23 km from Fort Dauphin on an asphalted road, there has been a
Lutheran mission hospital in existence since 1954+ Experience has shown that
it is unrealistic to eee an affront to national prestige in the existence

of a private foreign hospitai - the gick ape indifferent to notions of
prestige. The undeniable success of Manambara (1) constitutes both the cause
and the effect of the failure of the Fort Dauphin hospitale It is also a
fac? that the paying clientéle prefers Manambara, despite the higher level
‘of charges (2), Even civil servants do not hesitate to have treatement at

Manambara, even though in principle this is not allowed.

(1) Capacity : 57 beds; occupancy: approxe. 100 %; staff : American Lutheran
missionaries; budget : FIG 40 million (1973); 95 % of treatment on a
payment basise »

(2) The hospitalization charge is lower than at Fort Dauphin, but operations
must be paid for. -

t/o
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2) Health unit »nrojects undertaken in Dohorey

In Dahoméy, Comaunity aid has financed the convercion of the hosnitel in
Parakou into a secondeaxry hospital,'fhe extension of‘a‘small health unit
in Savalou and the construction of a maternity unit in Athiémé. The
total cost of these three projects, which were decided om in 1960 and
cane into operation between 1964 and 1966, amounted to 643.000 u.a.
(first EDF).

(a) Sccondary hos»ital in Parakou

v

The purpose of converting the Parakou hognital into a eccondary

hospital was :

- to remedy the scrious shortage of operating equipment in
the only hospital centre in the northern regione which

cotld offer specialized medical treatment:

- to satisfy the regionel health roquirements and to rcduce
the number of cascs where seriously ill patients were talen

to the already overloaded hospitals in the south.

This projeet (1) increcascd the hospital capacity by 60 beds,
to 190. It involved the construction and equipment of néw buildings

for surgery and the extension and equipment of the maternity wing,

This hospital constituted the main support for the health nrogramme
in the north of the country, a region with more than 500,000 inhabi-
tantse. Its activities are satisfactory although the dccupancy rate
is only 63 %, There arc ncarly 50 operations and 25 childbirths per
week and 300 consultations per daye As a result of insufficient
maintenance, the external appearance of the buildings lcaves some-

thing t2 be desired.

{1) Cost : 518,000 usce
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(v) *hc AOSpltal‘groug in Swvnlou

The purpose of,cxtend ng the nedlco-surg1Cﬁl centre in Safa‘ou was to
improve the working conditions of a health unit which wes equlpned with
medico~surgical facilities but had limited hosnlﬁallzatlon caDaclty

and insufficient maternity fa0111t1es.

The project (1) involved the OOﬁstructlon of a 30—bed ma ternlty unlt

and a maternlty and chlld health ceqtrc. The capacity was thus increased
40 126 beds, which corresponds to the needs of the district population
of 65,000, With a total staff of 40, led by a doctor, the hoépifal group
functlons satisfactorily. The modest but robust and practical buildings

are well maintained and make a good impression.

(¢) Hatornity unit in Lokossca

The obgectlve in building this maternity unit, which was initially
planned for Athiémé but actually built in Lokossa, was to modernize
. the existing health unit since its buildings wers in disrepair and its

capacity was insufficient. -

The projoet {2) provided for the construction of a modern 36-bed mater—
nity unit and the conversion of the existing matornity wnit into a
hospital pavilion, The construction work wés completed in 1961, but the
buildings were not in fact occupied until 1966, when they were connected

- .to the local water supply networke ., .

The maternity unit is functioning excellently and the buildings are

well maintained,

(1) Cost : 85.000 p;a..
(2) Cost : 40,000 u.ae
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3) Mauritania : National hospnital in Noualichott

In favritania, Community aid lhas financed the construction of the
national hosnital and the school of nursing. Purtler decisions hewe
been taken on the financiug of two additional projécfs : in 1973 on the
building of a polyclinic in Nouakchott and the

organization of a maintcnance department, and in 1974 on the ertension

of the national hospital,

At the time of independence, when the project for the construction and

equipment of a hospital and school for nurses in Noualzchott was being

studied, the situation in Ilauritania was characterized by :

- uncertainty as to the future of the now capital in Nouakchott,
for which a maximum population of only 15 to 20,000 inhabi-

tants was planned;
.= the almost complete lack of ancillary medical steff

-~ the lack of any real hecalth infrastructure  at national level:
only three hospital unifs, without major technical resources,
were operating within the territory (1), together with a very
snall nmumber . of medical centres of minor importancce Two-
thirds of the seriously ill patients had to be taken to hospi-
tals in neighbouring countries, particulerly to St Louis

and Dakar in Senegal and Kayes in Ilali,

As a result, the project {2), which was decided on in 1961, was designed

to provide

~ the first 135-bed scction of a larger hospital with a planned

final capacity of 250 beds;

the first part of a school of nursing nartially integrated
into the hospital for the rapid traininé of middie-rank hospi-

tal staff;
the first part of a futurc national hospital which would serve

nationally as a centre for diagnosis and more scrious cases and

locally as a hospital centre for the rcgion around the capital,

(1) Atar, Aioun, Kacdi
(2) Total cost 2.5 million ez A
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The tcchnical design had to be such that future extensions -could be

carried out without modifying the technical services ahd without distur—

bing the hospital's operation. Consequently, the medlcal installations
were relatlvely over—generous for the number of beds 1nstalled. On the
other hand, it was able to meet the existing natlonal health requlrements
from the star%.

. The architcctural design of the hospitai as a:large,‘modern three~level
complex,dominating by itse position the whole town of Nouakchott is an

undoubted succees.‘However, the design was bound to have an effect on the .

hospital's qperation, and the technical design of eertein itens of equip~-
ment has proved to be too complicated for a country such as Mauritaniae
The maintenance of the hospital was particularly difficult due to the
total lack of qualified staff and the problem of transporting spare partse

- In general, fhe hospital, which came into service in 1966, has fulfilled
its objectives well, and the increase in its activities has been dramatice
- The number of patients hospitalieed more than doubled between 1967 and
1972+ .The number of operations doubled between 1969 and 1972 and the
eccupancy level reached and even temporarily exceeded the 100% mark.
Lastly, the nnmber of outpatlents has increased to such an extent as to

disturb the proper functlonlng of the hospltal 8 Bervicess

The hOSpltal’s capacity very qulckly nroved to be 1nsuff101ent for two

ma.ln reasons g

-~ the town of Nbuakchott ‘has developed at a rate that was nsver

. expected and has reached a population of between 50 and 70,000

- the improvement of the transport network and means g W
. within the country has facilitated the movement of patients to
the national hospital,
To remedy this situation w1thin the hospital itself

- the de facto cgpa01ty has gradually been 1ncreased from 135 to

230 beds(l) by the addition of beds, at the sacrlflce of the

essential space needed by each‘patient;

(1) 1974 : 250 bedse - = S /

LA 1
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- the average pericd of hospitalization has sometimes been cut

- down to the safcty limit;
- a draconian selection of admissions has had to be mcodes

Within the fromework of policy of exvansion adopted by the Government pro-

" viding for the progressive establishment of a health infrastructure on two

levels, the following priorities have been set :

— the partial increasc of the national hospital's capacity by
rclieving it of its most simple cases via tne creation of an

urban polyclinic in Nouakchott;

~ the overall exteiigion of the hospital's capacity;
- the maintenance and improvement of 21l existing medico-techni-

cal installatione.

In order to attain thesc objectives,. decisions were adopted by the Community

in 1973 and 1974 to finance :

~ the construction and equipment of an outpatients, first-aid
and selection centre in the town of Nouakchott as the first

operctional part of a future polyclinic;

~ the technical assistance of a training expert for a period of
two years to organize the maiinicnance department and the

training of staff;

- the exteusion of the nospital to a final capacity of 450 beds
by the addition of specialist services not yet in existence
and the erlargement of others; this will enable the hospital

truly to fulfil its role as the national hospital;

- the extension of the school for nurses by the construction of

new teaching premises,

In view of the intense level of activities, the present staff (a total of
approximately 200 inoludinglll doctors) seems to be overworked and the
quality of treatment can only be suffering frou this. On the basis of a
coﬁparison with other hospitals with a similar level of activities, a staff

complement of betwecen 250 and 300 would seen to be more adequate.

o/
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The operating budget (staff excluded) available to the hospital has not
kept pace with the development of its act1v1t1es' it increased by only
10% between 1967 and 1972, Howevef, its financial resources (CFAF 755
million in 1972) are at almost the same level as the budgets of the

hospitals in Zinder in Niger and Bobo Dioulasso in Upper-Volta in spite

of appreciable differcnces in hospital capacity(l)e The operating costs(2)

per bed (CFAF 330,000) and per day's hospitalization (CFAF 940) are very
favourable compared with the other national hospitals for which figures
are available(3), hence the conclusion that the funds ailocated to the
Nouakchott hospital can be considered amply sufficient. Account should
nevertheless be taken of the fact that the heavy and specialized médical
equipment of this national hosp1tal,w1th all the related installations
(two operatlng theatres, radlology block, laooratory, pharmacy, etc.),
which were installed as the first instalment of a larger hospital, -

have a disproportionate effect on current expensess .

In short, the use mede of the EDF investment in Nouakchott shows that
the planned .objectives have been fully achieved. Community aid has
supplied the most important basic element in the country's health infra-
structure and, encouraged by this success, the Community has continued

tq contribute towards this sectors

(1) Nouakchott 230 beds (1974 ; 250 beds), Zinder 450 beds,
Bobo Dioulasso 700 beds,.

(2) Based on 1972 budgets.

(3) Mogadishu CFAF 185,000 and CFAF 565 (1973)
Ouagadougou CFAF 116,000 and CFAF 390 §1973;
1975

Niamey = CFAF 225,000 and CFAF 670
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4) Somalia : General hospital in liogadishu

The initial project for the construction and equipment of a new
general hospital in Mogadishu was followed by a number of consecutive

technical assistance and temporary operating aid projectse

The objectives of the initial project (1), which was decided on in

1959, involved the construction and equipment of a 600-bed general

hosnital in Mogadishu to :

- replace the existing general hospital (Di Martino), which was

considered to be beyond restoration;

- modernize and inprove the hospital services in Somalia, and
particularly in Mogadishu,'to satisfy the growing health re-
qurement se

The design of the project, which was drawn up before Somalia's indepen~

dence, was based on three essential premises :

- the formal undertaking (2) by the Trustecship Adminis-
tration to obtain external aid in the form of medical staff
until 1970 at least;

~ the replacement of the old Di Martino Hospital and transfer of
its etaff and funds to the new hospital;

- the provision from the hecalth budget of additional operating
funds.

In 1962, after independence, when the hospital was completed and partly

equipped, it became apparent that the Somali Government was not able :
~ either to obtain enough external 2id in the form of mcdicadd staff,
Italy having progressively reduced its technical assistance;
- or to finance from its own budget the remuneration of the
doctors (who of course were forcign since in 1963 Somalia had
only two national doctors) and of the necessary ancillary

medical staff;

- or to pay from its own budget for the operation of the hospi-

tal.

o/

(1) Total cost : 2.8 million usae

(2) Specified in the financing agreement, which was signed in 1959 before
independence. -
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Furthermore, the old D1 $art1no hospltal was not closed down.

In 1964, consequently two years after its completlon, the hospltal had

gtill not come into operation. Following a request from the Somali Govern-
- ment, the Community took the necessery measures 1o ensure, exceptionally
and for a limited period, the entry into service of the hospitales This

series of tenprrary technical assgsistance onerztions (l), which combined

Community action and coordinated bilateral action by Member States, among which

Italy, begen in 1964 and tapefed off progressiVelyg'AIt,comprised :

~ the recruitement of 31 doctors (1964-70); .

-~ the recruitement of 70 ancillary medical, administrative
and technical supervisory-level staff (1965-70);

-~ the payment of operating expend1ture (1966-72) -

In fact, the hospltal as a whole began nornal operation only at the begin-
ning of 1966,

After the opening of the hospital and the assumption of dperating expendi-
ture by the EDF, many managcment and orgonizational problems aroses These

poisoned the working atmosphere and created a general lack of Booberation,
of any spirit of solidarity and even of réspect for medical ethicse. They
also called into question the value of the Community's technical assistances
In addition, the hospital found itself in the thick of some - political
rcompetitions ¢ +the old Di Martino hospital, instead of

being closed, was iamproved and administered not without success with .

Sovict flnanclal aide There is no doubt that this situation created, among
other proolems, a general tendency to all sorts of exaggeration to the

point where the hospital had become, in the view of Europeans as well as”
the Somali population, the "Mogadishu disaster", even though in reality

the establishment was already working in a fairly satisfactory way.

In spite of all the difficulties which the hospital has experienced for
reasons unconnected with the Community, the hospital has today attained
to a great extent the cbjectives set for ite. It has helped to satisfy the
increasing health requirements and has proved to be generally well suited
to the capacities of the State in terms of gualified staff and operating
funds . / '/.

(1) Total cost of the 8 projects : 4.9 million u.ae financed by the EDF.
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The present level of activitics of the lhwospital shows that its utility
and effectiveness are undeniable, The occupancy rate for its 600 beds

was 89 % in 1973 coupared with 79 % in 1967. Therc are 35 opcrations

and 85 childbirthe per weck and outpatient worlc has increased dranatical-
ly since 1967 to resch an average of 500 outpatient consultations per

_workiag daye

The hospital is currently being run on a normal basis by the Ministry
of Healthe The staff couplemont is suflicient (420) if mnot abundant
compared with other najor hospitals in African capitals., The rcplaccment
of the mcdicai staff by Somali nationals ie well advanced, and of the
31 doctors alliocated to the hospital, 25 arc Somali. The process of
filling the ancillary medical, adninistrative and technical posts by

Somali staff was completed in 1970.

The operating budget (staff excluded) can be considered sufficient to

maintain an avorage level of operztion, and is quite comparable with
that of other national hospitazls. It is, however, below the level nro-
vided by the Community during the transitional period, when it was

meeting all the operating costs.

The modern six-storey building, which was built between 1960 and 19362,
is still in a good condition owing to its technical design, which is
well suited to the hot and humid climate, and to satisfactory curront

maintenance worke On the other hand, some of the fixed installations

have deteriorated: or even become unmusable, The medical equipment, part
of which has been replaced and modernized, is in a satisfactory or
tolerable condition, The hospital suffers from the eternal problem of
the shortage of qualified maint :nance staff rather than of available
fundse As a result, a programme Jor the training of maintenance staff
for the hospital is currently boing studied by the Commission.
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Health unit projects undertaken in»Upper Volta
The investment projects financed in Upper Volta (1) from the resources
of the first EDF, which were decided on in 1961, comprised :

- the construction and equibment of two secondary hosbitalé in Gaoua
(120 beds) and Fada N'Gourma (2) (130 beds); =
10 Type A (21 beds) and Type B (35 beds) medical centres;
-~ the construction of 14 units for the major endenic diseases depart-
‘ ment;

~ the modernization of the opthalmological dispensary in Ouagadougoue

Based on a general plan for the future to provide Upper Volta with hospi-

tal facilities, the projecte were integrated‘into the exisfing, geogra-

phically well-established infrastructure so as to :

— build up, modernize and supplement a hierarchical and coordinated .
‘ hospital'system with all the trectment units forming the consti-
tuent parts of a well-organized and functional whole (3);

- improve working conditions for the purpoée of campaighs againét the

major endemic diseases, in particular leprosy and trypanosomiasis.

The genercl desizn of the projects was governed by a prudent approach

and proﬁided for the implementation of the first stage only of a plan
for the future in order to kéep within the country's financial and staff

capacitiesoner'the next fenqyears: tlhe project was confined to two

~out of the pianned\sii secondary hospitals and to tén out of tihe planned

18 rural hospitals. In addition, the project comprised only :

~ the first stage of the two secondary hospitals, comprising approxi-
mately 130 hospital beds, out of the 230 planned for Gaoua and the
400 planned for Fada N'Gournaj

6/0 -

(1)
(2)
(3)

v-

Total cost : 4e4 million u.ae _ :
The initial plan to locate the hospital in Koudougou was changed in 1966,

The two general hospitals in Ouagadougou and Bobo Dioulasso = the top -

of the ‘*hospital pyramid" ~ and tho single secondary hospital in existence
(Ouahigouya) had already been enlarged, improved and modernized in
‘1961/62 with the help of French financial aide
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- tuae introduction of rural hospitals to be known as "health centres";

in view of the desired gradation, two different types were designed:

+ the Type A health centre {basic formula wi%h 21 Deds) to be run
by a male nurse;
« the Type B health centre {more scphisticated formula with 35 beds)

to be run by a doctor;

~ for the units of the major‘endemic diseases department, the replace-

ment of the zatiquated units built of temporary materials,

A feature of the tcchnical design is the standardization of the structure

of the buildings by using a prefabricated systew (except for the units of
the major endemic discascs department) and of the typcs of buildingse So

it is possible, using a pavilion system, to carry outv futurc step-by-
step extension without having t> convert the buildings and without dis~
turbing the running of the unite, The prefabricated buildings have proved

to be functional and well suited to the requircnents of the health depart-~
ments, In spite of the lack of rcgular maintenance, cxcept in the two secon-

dary hospitals, the buildings are in cxcellent condition.

The present level of activity of the units that have been built appears
generally speaking to be satisfactrye Although the hospital capacity
created is not always fully utilirzcd, the estgblishments carry out a consi-
derable level of external activiticss The occupancy rate of the two secon—
dary hospitals is between 50 and 63 %, and outpatient consultations nuaber
approximately 400 per working de;,y For the health centres, the average

occupancy rate is 50 % with an ave—-age of approximately 130 autpationt

consultations per day.

The units of the major endemic dis ases department intended for the isola-
tion of patients suffering from lcorosy and trypanosomiasis are not all
being fully utilized. With the introduction of an effective curc, the old
methoés involving the isolation of lepers have been made unneces-

sary, and the contagious stage of leproéy has been Ehortened to a few months,

In addition, trypanosomiasis is very much on the decline.

o
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The staff allocated to the medical units financed by the EDF is sufficient »
for the level of activitiese The two secondary hospitals, after some delay
in their entry into service as a result of the lack of doctors, now have
forcign medical staff (1); each Type 4 health cemtre is run by a male nurse,
~ who is an Upper Volta natioﬁal, and each Type B healfh centre by a doctor,

gencrally foreigne
Only a very suall part of gpcrafinggcosts of the health units is provided

by the country's own budget resources (Minisiry of Health and local authori-
ties)e It is only thanks to the additional financial and other aid from all

sources (bilateral and multilateral aid, aid from private, philanthropic,
religious organizations, etc.) that the units can operéte in a satisfactory
waye The greéter part of the budgets of the two sccondary hospitals are pro-
vided by German aid and by the "Fréres des Homnmesg"-organization, These
budgets can be considered ampljr sufficient, and the operating costs (staff
excluded) ver bed and per day's hospitalization are eren higher than those

of the gencral hospitals in Ouagadougcu and Bovbo Dioulassoes The budgeis of
the health centres, an- the other hand, are insufficient, and the funds
allocated irregularly by the Ministry of Health and the local authorities
cover only a part of the financial requireméntse Again only the various

sources of additional aid enable the centres to funcfion satisfacforily.

The hezlth units financed by Commﬁnity aid have to a greaf extent achieved
the objectives assigned to them. The size of these units is suited to the

available staff, but is out of proportion to the cou1try s financial resour-
ces, The operating budget (staff excluded) of the Ministry of Health

amounts to only 14 % of the total healti budget and would not itself suffice
for the oﬁeration of the two general hospitals in Ouagadougou and Bobo Diou—
lasso. The fundamental imbalance between the financiai requirements of the
existing health units and the couniry's own financial resources is compen-
sated only by massive and contimuous external aid, The de facto balance thus
achieved is, however, extremely fraglle, and the suSpenslon of aid from one
or more external sources would have catastrophic consequences on the opera=-

tion of the country's health services.

. e

(1) Financed by German aid in Gaoua and by "Fréres de’s Hommes" ( a French
non-profit making, non-polltlcal and non—denomlnatlonal association) at
Fada N'Gourmae : : -

o/o
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6) Health unit »rojects undertaken in N;gcr

The projects implenented in Jiger (1) and financed fron the resaurceé

of the first and sdcond EDFs conprised :

- the modernization and extension of the hospital in Niamcy:

- the extension of the hospital in Zinder; t

- the renovetion anad modernizatibn-of~5 departméntal hospial
centres (Maradi, Dosso, Tahoua, Agades and Diffa);

-~ the establishment of 6 hygience and mobile medicine centres
(Zinder, Maradi, Dosso, Tahoua, Agades and Diffa);

- the rcnovation of 3 arrondissement hospital-dispensarics;

-~ the construction of 16 rural dispensarics;

- the construetion of a storage warchouse for the supply pharmacye

In 1962, the Niger Govermment submitted to the EDF an initial project

for the construction of a new hospital in Niameye An overall gtudy of

the problems showed, however, that the health infrastructure situation
of the country called for a nunmber of extension and modernization

projects in prefercnces The projects were based on a plan for the

future (2) and their main objectives werc to :

~ remedy the poor quality of the existing hospital installations,
particularly in the rural centres;

-~ improve further the overall health infrastructure, which coapriscd
a2 body of health services well sguited to the health requiromentg
and to the particular conditions uf the various regions of the
cbﬁntry.

The general desizn of the project fitted harmoniously into this overall

development plan for the public health services and was in line with the
guiding principles winich had been adopted : privfity‘far the rural arcas,
priority for those projeccts which could 1ncrcase the efficicncy of the
services while involving the minimum additional recurrcnt expenditure,

priority for the renodvation of old buildings in a state of disrepair,

(1) Total cost : 5¢7 niilion ueas

(2) Prospects for the development of the health services over the ten~year
period 1965~T74 adopted by the Niger Governuent.

o/
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the principle of building new units only when the qualified staff was

available,

As in Upper-Vblté, a feature of the technical design is standardization of
the structures and of the types of buildings. Although these technical
characteristics were particularly suited to tﬁe new buildings (dispensaries,
hygiene ard mobile medicine centres), the extension work carried out fitted

in hzrmoniousgly 'with the particular layout of the existing units, The new
buildings, which came into’service in 1973, have proved to be very func-

tional, and all the buildings and equipment are in excellent conditione

The level of aétivities of the modernized, improved and enlarged medical
units is generally very satisfactory. The national hospitals in Niamey and
* Zinder are being fully used (up to 100%)e The use made of the departmental
hospital centres is also very good and will increase further at the expense
- of the health centres as a result of the Govermment's decision in 1974 td
gather together all the doctors in the chief towns of the departments.
However, the activities of the health centres and of the dispensaries are

also sufficient. The buildings of the hygiene and mobile medicine teans

are in general well used; their operation depends essentially on the initia~ .

tives taken by the senior doctor in charge.

The number of staff allocated to the treatment units secems to be sufficient
and the staff is in general well qualified, but the number of staff allo-

cated to the mobile teams is insufficiente -

The operation of the health units is financed in a fairly regular fashion;
the health budget and the quota of the funds earmarked for operating
expenditure make it possible to guarantee a fairly high level of treatment
services at the upper level (national hospitals, departmental hospital
centres), while the overation of the health centres area and of thé rural
dispensaries is financed from the funds of the local authoritiess The sole
exception is that the medicaments are distributed in kind to 2ll the medical
services within the departments. The greater part of the operating expendi-
ture 'of the trcatment units is thus provided from the country's own budget

oo

g
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resources, while the mobile medicine projects (prevention, detection)
are amply supported by external financial and other aid. To sun uo, the
country's own budget resources are nd>t sufficient to provide medical
treataoent with fixed structures and alsd to undertake social medicine
projects; consequently, the majority of these own financial resourccs
are allocated as a matter of priority t> the fixed treatment units,

while most of the social medicine projects are left to external aid.

Tre utility and effectiveness of the projects carried out in Niger are

undeniable. Their harmonious infegration into the existing infrastructure
has proved to have particular advantages: their gradual adjustment, in
quantity and quality,to the narticular and local health require-- - > -
ments has entailed only such additional costs and staff requirements

a8 can easily be mdobilized from the country's own ressurces. This project

constitutes a success from all points of view,
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7) Health 'unit projects undertaken in Cameroon

The four projects carried out in Camerosn and financed from the
resources of the first and second EDFs invalved the constructioh and
equipment of H 7

- eight hOSpltals,-

- thirteen hospital exten51ons (including 3 hOSpltal pavilions),

- twenty-one bush dispensaries, '

~ a school of nureing in Bamenda, 

- a central supply pharmacy in Victoria, -

-~ accomodation for nineteen doctors,

‘The various units came into service between 1962 and 1971 : the health
units in northern Cameroon mainly between 1967 and 1969, and the units
in southern East Camerocon and West Cameroon between 1969'and 1971,

The total cost of these projects is of the order of 8 million‘u.a., that
is approximately 20 % of the aid granted to Cameroon from the resources
‘of the first two Funds. = =~ o o

_ The oblectlve of these progects was to brldge the economic and partlcu-
larly the soclal development gap between north and south and 4o establish
a better balance between the north and the south of West Cameroon.'

. In all these projects 1ncreased the country's hospltal capa01ty by
1360 beds out of the present 150750 beds in the public health sector,

- In generaI; the projecte weré integrated into an existing‘health infra-

structure forming a hierarchical, coordinated system of all troatment
-unitse With the exception of the dispensaries, the projects werc limited
~to the extension, improvement and replacement of existing installations,
thereby restricting the.increase in recﬁrring expeﬁdituré to the mini-

N mu-[n. .

 All"the health units are being used as intended and it is clear that
they have made a decisive contribution to the quantltatlve and quullta—
tive improvement of medical treatment, particularly in the rural areas.

.The figures show, however, that not all of the units are operating at

o/o
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full efficiency; their utilization is hampered above all by the shortage

of nedical staff and oneratlng funds.

An examination carried out in 1971 of thé use being nacde of these

projects showed that the shortage of doctors and ancillary medical

staff was fairly pronounced at that tine. The problems now scem to be
less serious, however, as can be seen from the available overall figures
which show the favourable ratio of one ‘doctor to 26,500 inhabitants and

one nurse to 34100 inhebitants,.

The ggggg atlocated to the various health units financed.in Camcroon by
the EDF seem to be well below those available to comparable establish-
ments examined in the other countries. What is the reason for this
unfavourable situation ? The health budget is relatively high

(CFAF 3.952 million in 1973/74), and in spitc of an unfavourcble break-
down between staff expenditure (74 %) and opverating expenditure (26 %),
the opérating tudget of CFAF 1,046 million is well above the budgets of
the other countries examined, The figures are also comparatively
favourable for the amnual per capita operating expenditure. This,
however, is spread over a larger, more cumbersome hospital infrastructure
than in the other cowrtries examined (a total of 15.750 beds; one bed
per 390 inhabitants)e It would appear, consequently, that the health
infragtructure is out of proportion to the country's financial possibili-
ties. In other words, the insufficient ievel of operating funds for the
various units seems to be a dlrect consequence of the maladjustment of

hospital capac*ty

Generally epecking, the projects carried out by the EDF suffered from a
lack of current maintenance work in the early years after their entry
into service. With the particular aim of remedying the shortage of
qualified maintenance staff, the EDF is financing - for a four-year
period beginning in 1972 - a préjéci for the training of hospital

maintenancenstaff.§The objective ie to :
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~ ensure the maintenance and repair of the medical equipment
installed in the country'e various hospital units;

- train on the job repair technicians grouped into mobile

maintenance and breakdown teams;

- train general~purpose workers in the hospital centres.

A first mobile team is in operation and is carrying out very useful work,

visiting all the hospital units in turn.
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. Annex II/2

FERIRFEN ‘ g S C S e ‘
List of projeects the utiligation of which has been examined recently

Situation at 30 December 1974

Accounting Number: - Title of project Cost of project
: T (in '000 ueas)
CAITEROOY 11,22.,201 - Construction of a hospital. -
v pavilion in Meiganga 64
11,222,202 Construction of e hospital pavi-
: lion in N'Tui 60
11.22.204 '~ Health units northern Cameroon 2.737
211.002,04 Health units southern Cameroon 4.765(1)
DAIIOMEY 11,21,602 Hospital group in Savalou 85
. 11,211,603 Hospital group in Athiémé 40
11,21.604 .Secondéry hospital in Parakou 518
UPPER VOLTA 11.21,706 Health infrastructure and
equipment 4.401
MADAGASCAR 11.24,106 Hospital pavilion for the
Majunga hospital 3862
11.24,102 Hospital in Manakara 437
11.24,110 Hospital in Fort Dauphin 483
IAURITAINTTA 11,211,203 Hospital in Houakchott 24499
NIGER 211,013.10 Health equipment programme 3.296(1)
211,013.14 Construction of 16 rural
dispensaries A o 352(1)
2100,461,13.12 Health equlpment for 16 dis~
pensaries 2.024
of e

S ——————————

(1) Total amount of the comtracts.
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Annex II/24

SOHMALTA 114314001  New hospital in Mogadishu 2,820

“e 0 11,31,003 ‘Technical assistante for Honadlshu’ I
hospital €95

114314005 Temporary aid for the administra- .
tion of Mogadishu hospital 350
T+ . 2124016,17 - Temporary aid for the operation . .
of Mogadishu hospital 1.328(1)
212,116,19 = Survey on the possibilities of~ =~ _:i5, [

-reducing the overating costs of
Mogacdishu hospital

P

(technical assistance) . 4
212,016429 Temporary aid for the operation |
of logadishu general hospital | 357(1)
212;016.34' Temporary ald for Mogadishu t
- .. , bospital . . e -334(2)
213,816,03 - Operation of Mogadishu hospital~ﬂ 653
216,016,09 Temporary aid for the operation. . '
of Mogadishu hospital o 990
" e
: ¢ . ;\
~ W ‘ ‘( .

{1 Total amount of the contractss



