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A. INTRODUCTION

a

The purpose of this report, which has been drawn up pursuénfmfdlﬂrficle
21 of the 1969 Internal Agreement on the fin&ncing and administration of
Communlty aid, is to provide the Council of the Communities with informat=- )
ion on the utlllzatlon of proaects financed by the European Development

Fund 1) St

¥

In 1974 theé Commlssxon continued its work of evaluatlng eid financed by

the Gonmunity. The utlllty of this work, whlch has been carried on
contlnuously since 1066 1n cooperatlon WLth the authorlties of the reclplent
countries, is becomlng more evident everv year. It enables the Commission

to remedy any shortcomings_in the projects and to draw lessons for
channellihé thé new aid graﬁted and integrating it more effectively in the
develbﬁ&eﬁf strategies applied by the various recipient countries.

In 1974 the Commission concontrated on - en ‘examination 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 dealt with in

earlier Commission reports to thaCGouneil

-/s

1) A descrlptlon of the way in which aid is being implemented forms part
of the Commission report to the Association Council on the administrat-
ion of financial cooperation during the 1974 financial year drawn up
as required by Article 29 of the second Yaound® Convention ( Document
VIII/45/75 ). In addition, a number of projects the implementation of
which was 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.
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on the utilization of aidl).
It has now been possible to give greater depth and detail to the partial and

summary conclusions drawn =5 a result of these investigations.

It has been found that the difficulties encoutered could rarely be reduced to
a single,random factor which could easily be corrected by means of a technical
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.

An exomination has therefore been carried out of completed health projects which
can be considered represéntative of the different»types of projecty and of the
countries in which the aid supplied by the EDF in the health field was on a
particularly large scale.

This repart revieﬁs'twenty-four completed projects in the health fielda); of which
sixteen were health infrastructure projects ( construction of hospitals; health
units, dispensaries, other health establishments, etce ) and eight involved
temporary operating aid ( technical assistance, finanecing of operating costs )3).
The projects examinec concern the following countries: Cameroony Dahomey,
Madagascar, Mauritania, Niger, Somalia and Upper Volta. The total amount involved
in tﬁeée‘ﬁrojects;(.Bb million U.a.) fepresents 30% of total comaitments for

health projects from the resources of the three Funds ( 101 million u.a. ).

Financing decisions and disbursements ( million u.,a.)

Situation at 31 December 1974

EDF lst EDF 2nd EDF 3rd . Total

Total decisions ( commitments ) 581 7135) 817 2.111
of which: healthu)( commitments ) 50 287 23 10
health projects examined 16 =~ 12 o2 30
in this report < o
( disbursements ) e

f§ Report reforences 1969: 2767/VITII/EDF/70; 1970: VIII/398/71 EDF/l,
1971: VIII/258/72-EDF/C-3; 1972: VII1/702/73-C/5 :

2) See list of projects in Annex II/23-2h.

3) These consecutive projects were linked to a single hospital construction
prcject in Somalia { General Hospital Mogedishu ).

4) Including health campaigns and technical cooperation.

5) Situation at the end of 1971.
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A summary of the objectives, design and general results .of the prdjécté R
examined is given in Annex Ilz.-The report itself gives a synthesis of the
most important ppintsvregarding the utilization of the projects financed by
the EDF ( Chapter B ). An examination is then .made of the coherence of the
projects gengraliy‘at\national~level, i.e. the place of the projects in the
development of health infrastructure, the availaﬁility of staff and of health
budgets at national level ( Chapter C ). A separcote chapter is devoted to
projects to provide operating aid ( Chapter D ). The conclusions which can be
drawn from the analysis of the 1nvestments examlned are set out at the e¢nd of
'the relevant sections. X summary ﬂnd the general conclusions to be drawn from
all the p01nts raised form the final chapter ( Chapter E ).

The content of this report is based essentially on
- the evaluation mlssions carried out in 1974 in Somalin, Upper Volta and
' Niger, and in Chad in 1970;

- thefevaluation reports drawn up by the EDF Deputy Controllers in -
,Vag;eement_with the. Governments of -the countries concerned: Cameroon,”"

. Dahomey, Madagsscar and Mauritania,.

‘As regards the informatlon obtained, certaln methodolqgical reservatlons must
be mades’ E ) . '
- The basic statistics to which the report has to refer are often

unsatisfactory and sometimes even contradietory;

- The figueesquoted are not always available for the same yéars, and as’

2 result comparisons (. esg. between budgets ) sometimes rcfer to

~different years,

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

always p0581ble.2)

;“ . ./' R R S

1) Pages I/1 to 1/22.

2) The various ourrencies have been converted imto CFA Fnanca, at the exchange
rate in force for the relevant year, to fac111tate ﬁomparzsons. ’
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Consequently, the figures quoted are to be considered as providing an

indication and in many cases are of value only for the purpose of comparison,

To sum up, it can be seen from the detailed analyses that the majority of
EDF investments in the health sector are fully justified. All the investment
projects have contributed, to varying degrees, to the development of the
health infrastructure. The effects of some of the projects are essentmally
local ( Dchomey, Madagascar §, while others are country-wlde progacts
integrated harmoniously into the national health development plans ( Upper
Volta, Niger ), From theé tcchnical, functional and ojefational points of
view, the design of the projects can be comsidered as corresponding in most
cases to the country's structural‘requirements. The effects of the projects
therefore seem to be largely positive, but, éeﬁerally speaking, the use made
of the major hospitals is greater than that made of the -health. units at

the intermediate levels and considerably greater than the use made of those

at the lower: levels of the "public health pyramld"

" The effectiveness of certain health units financed'bybthe EDF hes been hamper-
ed by insufficient operating reSourcesa-Staff shortage problems have, however,
gencrally speaklng cased over the years. As regards the maintenance of
equlpment, the spec1allzed staff tralnlng programmes instigated and financed
by ‘the Communlty constltute a practlcal and effcctlve step towards sdving the
problems encocuntered. In contrast, the 1nsuff1c1ency of the country’s own
Financial resources to ‘ensure the propey’ operﬁtlon of the health units

remains the crucial problem. Lastly, the an°lyses show that the utlllty

cand utilization of health projects can be Jeopardlzed unless certein conditions
are fulfilled in respect of organlzatlon "of the health system and in the
fields complementary to it: regulations on clearing of patients and admission

to hospitals, education, water supply, etca..
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B. UTILIZATION OF PROJECTS - ,
. I. Activities - KO S,

An examination of ‘the utilization of EDF-financed projects eugéests a’
nhumber of general points concerning in particular hospltal occup ncy and
the activities of the health unmits. B C

1) Hospltal occupancy.

Generally speaklng, the occupaney rate of the major general hospitals hav~
‘ | ing all resources for diagnosis and medjcal treatment is. ‘higher than
: that in the medlum sized hospitals and health centres. Among the

general hospltale, we flnd the following. occupancy rates:

approx. 90% at Majunga ( Madagascar )y Mogadishu ( Somalia )
‘ Niamey { Niger )

approx. 100/ at Nouakchott ¢ Maurltanla ), Zlnder ( nger ) 1

In contrast the "secondary“ hospitals and health centres established
at the intermediate and lower levels of the public health pyranid- genorally
achieve an average occupancy rate of between Loy and 70%, but with ;
marked dszerences from one establlshment to another wlth1n a 51ng1e
country. In Upper Volta, for example, the health centres at Zinlare
| ‘and Kongoussi are clearly underutzlxzed ( BOA ). whlle the health centre .
' at Yako is used to full capaclty ( 100% ).

y

The 1ower occupancy rate at the 1ntermed1ate level is generally

accompanied by a short .average pericd of hospitalization ( approxxmﬂte1y7
. 10 days ). which in no case exceeds 15 days. In the general hospitals, -
‘jon the other hand, the patientsare hospitalized on average for between 20

S

of o

1) By comparison: 80% at Ouagadougou and 100% at Bobo Dioulasso
( Upper Volta ), hospitals non financed by the EDF.
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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 ( Mauritenia ) -nd at Oungadougou

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

“Other activities

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

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 medidal staffs The exampleé-oﬁ Upper Volta and Niger show that in
general the activities of the health units ~t the intermediate level

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

3). Summary

An analysis of the various findings relating to the activities of medical
establishments underlines basic and obvious points: the use made of

2 health unit depends

on the condition nnd maintennnce of the building, the fixed

installations and the medical equipment,

- the number, qualifications, initiative and dynamism of the

medical, non-physician or ancillary mcdical and auxiliary staff, '

- the financial résources that the unit can call on for its

cperation,

the additional material resources .that the unit can obtain:

medicaments, small-scale medical equipment, etc.,

o/o
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- the function assigned to the modical umit within the publio health
pyranid, -

- the fulfilment of certain edditional conditions necessary for
smooth operation ( regulations on clearing of patients and admission,

to hospital, road conditions, ~vailability of transport, ctc. ),

- the location of the unit in relation to populatioﬂ density and
distribution and to other estnblishments in the health pyramid

or the private sector,

- its medical potential in relation to the density and distribution
of the population served ( here, the regional distribution has a

greater inflﬁence than the population total),

-~ the continuify and regularity of fhé health Services supplied
( the rotation of expatriate staff for example, a frequent
practice, does not establish a strong'baéis of confidence

between doctors and patients ),,

- simultaneous =nd complementary activities in the fields of
preventive medicine, health education, hygiene, health protection
for mothers and'children?tgﬂa the intensity and continuity of these

activities,

- the iﬁterest or léck of,intgfest on the.part.bf'the local

authorities,

- in the_shoft~term,,the timetable determined by the economic
activities of the populetion ( hafﬁests, possibilities of temporary

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

of o
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II. Haintemance of buildings ahd'equipmenf

The maintenance of buildinzs and equipment is one of the weakest points

in the utilization of all projects carried out.

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 lcower levelse.

Generally speaking the maintenance of internals ( rlastering, painting,
window and door fromes, etc.) is more néglected than the maintenance

of the body of the buildings.

Although the Governments have become aware pf the need to maintain
buildings, the %unds available are often insufficient or are used

to finance other construction work considered more important or more
urgent. In the majority of the AASM, it is the Ministry of Public
Works which decides the order of priority for maintenance work in

all sectors, but without alwayslﬁndng objective criteria.

2) Equipment
Generally speaking thé‘degree to which equipment is maintained is in

inverse relation to its complexity(bxtrcmc‘caSQSLarc‘refrdg@xating, clectrical
and heating plants, lifts, sophisticated medical equipment, otce)e The

often rapid deterioration of equipment is due in particular to
- the insufficient quantity and:quality,of naintenonce staff,

- the indifference of the users ( medical and ancillary medical’
staff, administrative staff ), who are often ill-prepared for...-.
the use of European-type equipment ( lack of information and

. understanding, lack of motivation and initiative ) ,
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- the slenderness of maintenanceﬂbudgetst«,,:a;n e B

- the absence of tcchnical and managcmenm»s%ructuresw B “.f I
at national level, in- partlcular ‘the absence of general,marntenance

schedules and of work and control cards in hoapltal unlts.-a ,

This too is a more serious problem for the medlcal units in rural aréas,
since the various measures adopted at natlonal level and forelgn ald
projects *( EDF, WHO, bllateral ald, etc.) have helped br1ng~about an

appr901ab1e improvement in the maintenance situation 1n theé maaor hospitals,

To avoid prolonged breakdeowns, more account should bé taken of aftér—

" sales service in the choice of hospital equipment. The suppllers of
equlpment could be obllged under. moretstrict conditions than in the past,
to guarantee the after-sales service of their. equlpment In pa rtlcular,
they could be Obllgud in the general condltions of supply contracts to,

-/give users & practical aemonstrﬂt1on of the operation of
1tems of .eguipment, o :
”é to specify‘the steps to be taken to make use of the after-sales
iservice, " | | . ‘ , ‘ ‘ L
- supply a very smmple gulde or maintenance cards whlch can be’
easily a851mllated by both the user and maintenance staff

- supbly a catalogue for the acqu isition of any spare parts requzred.

3) Programmes for the training of maintenance staff

The Commission is aware of the fact thet the solution of‘malﬁfeh;nce
problems %s an gssential condltlon for the ﬁroper functloning and Full
utilization of a hos pital, .= drawing ‘on . the

conclusions of an examlnatlon of the use being made of certain hospital

projects - has suggested and financed a number of PTOgramncs - forithe training of
maintenance stafflz These programmes provide for.

- -/.
1) Cameroon: tralning of genéral-purpose maintenwnce workers and repair
' .. technicians for mobile support, supervision and maintenance
" teams { see Annex I/21 and 1971 report on the utilization
of aid )
Mauritanias organization of a maintenance service and tralning of
user, maintenance and management staff ( see Annex /9 );
Chad: in the course of implementation
Somaliat . beiAg studied
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- the advanced training of the workers in service in
the mediéai 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 appropriate

structures for the organization of maintenance work,
-~ the creation of mobile teams at national level,

~ the education of the medical and anciliary medical staff to
make rational use of equipment, o '

- making the administrative staff aware of maintenance and

organizational problems and the running of a small stock of

spare partse

e
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ITI.Staff of the health units

The figures. avalluble on, the number of stuff allocated to the various
health unlts show up only a few very eneral trends. The allOcntlon of
| medlcul and anc1llary medlcal staff ét natlonal level is cnrrled cut by .
' the Mlnlstry of ‘Health ‘and by the ‘relevant subordlnate admlnistrative
department. Then, within each administrative subdiv151on. the allocation
of staff to the various services ( hospitals, health centres, mobile teams,
preventive medicine services,'eto.)uis’the'reséonsibility of the sehior
doctor in churge. Consequently, the number of staff alloc=ted to the

var1ous unlts at each of the various levels can be very unequal.

l) Staff numbers in the health unlts

Frqm an exam1nat10n of the way 1n which the various health units are
_,belng used, 1t is found that the ratlo of total staff and doctors to
capaclty is very favourable for the general hospltals at Mogadlshu
( 420, including 31 doctors, for 600 beds ), and at Nouakchott ( 200,
including 10 doctors, for 230 beds ). The ratio is much lower for all
the other units investigatedjhowever, the differences noted between
one unit and another do not reveal, any pérceptible correlation with

the level .of activitics of each units , R

Generally speaking, nearly all the health units have a <number of
staff which corresponds to a de facto equilibrium resulting
from the local conditions of utilization and the possibilities of the
country. This is not to smy, however, that this number - 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-

ding o a pre-determinéd ratio of qualified staff to the population

| served, that is according to the criterion of theoretical

| ,
- |
o
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health requirements? There is a risk that in the. evaluation of a particwlar
unit it will be held thét the staff allocated to it is insufficient by
European standards or by other theoretical standards pre=--

determined or on “the Tasis of the subjective

on~-the-spot assessment‘of those in charge even though the actual number
of staff may be objectively suited “fo ~ the gpecifici’
conditions of the country. The question therefore afiées of whether the
number of staff is insufficient in the majority of units reflects a gene-
ral gap between the initial iden ond the country's possibilities, Or is

the number of staff too great by comparisen in thel major hospitals

mentioned above?

Somalia, for example, has provided its Mogadishu hospital with a staff
bigger ' then the Africon norm, and this seems to be the
result of & 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 little in itself
when we do not know the qualifications of this staff. No judgment can
be made on this latter point until more detailed investigations are

undertaken.

External technical assistance

The majority of the hospitels financed by the EDF have 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 hospitals in Madagascar ( takiﬁg the country as a whole, 617 out

of the 667 doctors are Malagasy )e

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

Tahoua ( Niger ),
./-
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and Belglan doctors in the hospltal at Dosso ( nger ).

In nearly all the coantr;eo the prov151on of natlonal ancillarz

medical staff is:much further ndvanced; neverthelass,_a nupber of

European nurses and health.assistantﬁ are allocated particularly to

units run by foreign technical assistance..

! 3) - Preventive medicine staff

* Generally’ speaking the units responsible for :preventive medicine,
4in particular the mobile teams' ( e.z. in Upper Volta and Niger ) do
not Have all the ‘staff that they need. In Niger, for example , where
‘the EDF has financed the creation of six centres #s fixed bases for
the mobile medical teamslz, the shortage of staff - in the mobile teams
for the detection and prevention of disease is proving a real obstacle
to ‘the implementation of the necessary action that is planned. These

“‘mobile teams are not. able to carry out a regular programme for the
detection of certain diseases’ throughout the population covered,
‘which means that they oftten work as cmergency’ .- tme

than detection*unitsa). B : P

1) Hygiene and mobile medicine teams ¢ Equip@s d’hygiéne et de
médicine mobile EDHMM ).

2) In the Gaoua health scctor in Upper Volta, the one detection
team in operaticn, consisting of seven members, can cover the
whole populatlon of 350 000 only every 4 or 5 yeurs. '
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IV.Budgets of the health units

. © 1) Preliminary remarks

In order to obtain an idea of the general level of operation, hospital
- budgets are considered below from the angle of expenditure effected,

no account being t-ken of the origin of the financial resources. This

origin will be analysed separately. Staff costs will be

considered only in exceptional casesggiven‘that the level of such costs

depends on the breakdown between national staff and foreign staff

( financed by the various technical assistance schemes )e

The. operating budgets ( staff excluded ) give an

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

made, however:

- medicaments account for different amounts depending on whether
they are

. bought directly from European suppliers ( e.g. general hospital
in Mogadishu ) 1),

. supplied through the intermediary of an import organization
( eegs 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 );

- the feeding of patients accounts for different amounts according
to whether it is covered by international food aid ( Upper Volta,
Niger )3

- the maintenance of builcdings may be either charged“against the
hospital's budget or ‘taken care of by the Ministry of Public

4 WOrks from its own. budget;

of e

1) Through the Ministry.of Health; since they are not subject to the
import procedures of the ASPIMA ( State Agency for the producticn
and importation:of medicaments ), their cost price is approximately
50% of the Samali market price.
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S e
[

- in no case was it possible td obtain a breakdown of the
thudgets . between the variouSvaCtivitieS'Qf,the hospitals;
consequently. the figures calculuted for the oper°t1ng budgets
for ench bed and ‘each dn y'* hospltallzatlon constltute only a

. very rouvh approxlmatlon and can be of comp arative value onlye.

A

2) Operating, budggts

From an examination of a number of projects flnanced by the: EDF and

. from various other sources of informption, it can be seen that as a

: Cgénerél rule the operating budaets.('staff'excluded ) expressed in

1)

terms. of opersting costs per bed per annum

- are relatlvely hlgh for the general hospitals in Nouakchott
. 230 beds ), Niamey ( 7200 beds ) and Mogadishu ( 600 beds )3
- between CFAF 180.000 and CFAF 320.000;

- are average for the general hospitals in Zinder ( Niger, 450 beds ),
Bobo-Dioulasso und Ouagadougou ( Upper Volta, 700 and 730 beds

| respectlvely ) and Majunga ( Madagascar, 550 beds )t between
CFAF IO0.00Q agd CEAF 160.000 ;

- are relatively low in Cameroon for all fegiénai; departmental =nd
;arrondlssement hospltals ( capacity of between 30 and 300 beds ) e
between CFAF 30 000 and CFAF 90,000 '3 '

- -are also low for the departmental hosp1tal centres at Tahoua and
Maradi in Niger ( 136 and 166 beds reSPect1vely)and in the hospital

- . at Manakara ( Madagascar, 150 beds ) ¢ between CFAF 80.000 and
CFAF 100,000, ‘

The first conclusion reached is that the generai‘hoépitals seem to be

‘better provided with operating funds: than the intermediate level

hospiﬁalszgifthié‘conclusian remains valid even if one takes into account

the greater needs of the major hospitals as a result of their more

extensive equipment, their greater humber of specialized services and

[

their more ambitious operating conditions. . .

._There are a number of exceptlcns, however. in Upper Volta the two

secondary hospltﬁls in Gaoua. ( 120 beds ) -and Fada N'*Gourma

o/o

1) Reference years: Nouakchott: 1972, Niamey and Zinder: 1975,
Mogadishu: 1973, Bobo Dioulasso and Ouagadougou: 1973, Majunga: 1974,
Cameroon 1970/71, Tahoua atdMaradi: 1974, Manakara: 197h4a

2) the insufficiency of the operating appropriations, efpecially for the
bush medical units, was mentioned in the 1969 report on the utilization
of aid ( p.49 ), particularly in respect of the Central African Republic.
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(130 beds) have an operating budget per bed of between CFAF 200,000

arid CFAF 300.0001). The reason for this is that both of these hospitals
constitute the first stage in a 1arger project, The operating eosts of
the present hospitale are therefore made to look éxcessively high because
of the relatively large amount of equipment, which is geared to the final
plamned capacity. The same reasons could apply to the very high

. opereting costs per bed (CFAF 330,000) of the Nouakchott hospitals
Another interpretation would be that the operating cosfs of the two
secondary hospitals in Upper Volta are covered by foreign aid at too
high a level compared with the operating resources that would normally

be available to health units in that countrye

The operating costs per day's hospitalization .in the general hospitals

generally correspond to the operating costs per beds They are influenced,
however, by the average period of hospitalization, and are between CFAT
950 and CFAF 550 for the hospitals in Nouakchott, Niamey and Iogadishu
and between CFAF 450 and CFAF 350 for the hospitals in Zinder, Cuagadougou

-and Bobo Dioulosgso.

A seccond general view to be drawn is that there is no apparent correlation‘
betwsen, on the one hand, the operating budgets of the hospitals and, on the
other hand, the psr capita totel health expenditure and par ¢ c*wwtm health
operating expenditure of the countries concerneds In Cameroon, the per
c;Ljfa bealth o#pcndlturo (PFAF O) and the per capita health operating
exp¢ﬂd;ture (CFAR 172) by no means sigrnify an adequate level of operation
in the hospﬂtals, whereas in Upner Volta despite the low 1evo1 of badget
resources (CF AF 165 and CFAF 22 Ep“ cepita respoctﬂvely), the major
hospitals operate at a fair ly high level. Thls phenomenon is exp*alned

by the fact that the hospltals' budgets reflect the re@uiremenfs of these
health units rather than the financial resources of ‘the counﬁny, for the-
budgets of the units are not in all cases provided solely by the health
budgets Because of this, it is‘neceésary to analyse the origin of the

funds,

o/o

1) These operéting costs per bed are in fact higher than those of the
country's twe general hospitalse
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3) Sourdes of budget funds

The''budgets'of the hospitals come from a fairly wide range of sources.
In general, théy include ‘the following ! ‘
~ the Mlnlstry of Health with more or less regular amounts for

"+ the national medical, ancillary medical and admlnistrative
staff and the majority of the auxiliary staff and labourers,

- the operativn of the units at the higher and intermediate levels;
- the regional and local authorities with amounts which very
according to the tax revenue actually collected, these’ qmounts
being used for
"« & proportion of the aux111ary and 1abour1ng staff,

. the mediczments, srall-scale eqalpment, fuel, etc. used by the
intermediate and lower level units and in'perticular by the rurel
dlspensarles i

- bilateral finan01a1 aid to meet operating, maintunance and repair
r'ecsts 3 '

-~ fairly irregularAsoufces of multilateral financial aid, for

- example the Cheysson Fund for the purchase of medicaments and

diseases, etc. ;

- irregular aid from'private organizations ( e.g. the Lyons Club )

and other -sources ( e.ge CARITAS, " MISmREOR Deutsches Aussdtzigen-

i
:
! medical equipment, WHO for certain campaigns against endemic
i
|
| Hilfswerk, etc. ).

The add1t10na1 aid in klnd fronm all sources nnmt-also be taken into
accomts '

This inclﬁdes ,
~- at natlonal level, in Upper Volta for example, the "Contribution
Patrlotique" and the National Lottery for the purchase of
‘ambulances, o ‘ \
=~ at . international level, the aid in the form of medicaments and
| . equipment supplied by private, philanthropic, religious~and other
) ov@nganizabions, and food aidifrom:vartoms sources,
|

o/
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In certain countries, only. a very\smal;‘partnof‘fhe oférafing cdsts of
‘the hezlth units is finenced from the‘counffy’s-own budget resources

( health budget 2nd local autherities ). It is only with

financial and other aid thnt the existing health units can be .operated
in a satisfactory way. For.all these reasons, the actual budgets of the
various units are very varieble, irregular and often‘difficult‘to;

determine.

L)De facto balance of the operating budgets

To sum up, o very fragilc balance has been a¢hieved in the opemating budgets
of the medical wpite in the mmjority of the, countrics- thanks to various,sources
of external aide It appears that there is a tendency for.

the Governments to allocate their available fingnciallrgsources,,in
. decreasing order of priority, to the major ppsp}tals; then to the
intermediate level units and finally to.the“basic establishments. .
Inversely, the local authorities are called on o ensure. the operation
firstly of the intermediate level units and then of the basic units, .

in particular the dispcnsariese.

Consequently, external aid fills in the gaps.at national level and nust
in most cases be directed to khe rurél areas. Conversely, aid for an
upper level unit may free budget resources. for the lower levels.

. Forvexample:ﬂFrenchvoperating aid has been supplied regularly and
continuously over a number of years to the health sector in Upper Volta. .
Because opne h2lf of this aid wes earmarked for the two general hospitals
in Ouagadougou and Bobo Dioulésso,‘budgetﬁreéoupces ééuld be transferred
by the Ministry of Health to other units and to social medicine.
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 majdrihOSPifals’) and

the conditions governing the allocation of external aid,

o/n
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Level of qperatlon

The exlstencé of ‘ade fricto “balance in the ‘operating budgets in no

© way méans that the butgdets are suited to ‘the- ‘Foquirements as orlvlnally

concelved. B many - ‘units current ‘operations ‘are

" far from reachlng the level orlglnally aitied at. It is p0581b1e to

“evaluate t © 7 .the exact recurring expenses only by taklng

‘account’ of:all the 1nf1uen01ng factors, 'in nartlcular the

characteristics of the technical and architectural design, ‘the
technlcal installations and medical equlpment, the operatlng condltlons

of the electricity and water supplies and the bousekceplnp 1nstailations

. Kitchen, laundry ), etc..

iStructure of the budgets o R T

The informatlon obtazned is suff1c1ant only for very general conclusions

on the distribution of the budgets. On- average, the operatlng budgets

" of the tajor- hospitals breskdown as- follows:

50% is used for medicaments and small4scale medical equlpment ( wzth

rzatlons of approxxmately 20% dependlng onh “the purcha51nv‘

" possibilitics”) |,

' 25% is used for- feeuzng patients ( with voriations of 1pprbximately
4o% depending on the use made of food aid ) . ‘ S

f@hefcost of medicaments ( and smalluScale‘mediéal“équipment)ﬁer~day's

hospztalizatlon is betweén CFAF 200 and CFAF" '250° for the general’

hespztalsl) in Bobo Dioulasso, ‘Ouadougou ‘and Mogadishu and over

CFAF. 250 for’ the general hosp1tals 2) in Niamey aﬁd'Zihdér”('Niéméyt

- CFAF 365 ).

' It has not becn p0551ble to calculate a corresponding fzgure for the

R

”intexmediate 1evel hosp;tals.

B v St R R P AT ./‘ :

1)”1973‘figures/’1 o
2) 1975 figures - S e

ceT oy S s
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7) Revenue
.Nearly all the countries have introduced a system of charges in the
major hospitals ( e.ge Upper Volta, Niger )l) or even in the majority
of their hospital establishments ( e.g. Madagascar ). In Somelia, all

medical services hzve been provided free of charge since 1972,

In general, the charges apply to fhe number of -hospitalizaticn days

- { and not to operations ), There are various categories, and.the
charges range up to a maximum of CFAF 3.000 per day in Madagascar and
CFAF 2.400 per day in Upper Volta. Normally, there are special terms
for civil servants, who pay a reduced charge ( e.g. in Niger Yy
generally-about 20% of the normal rate, which is- deducted from their

selary, while the remaining 80% or so is paid by the State.

. ‘There are other rates for ocutpatients ( CFAF 500 in:the major
hospitals in Upper Volta ), for childbirth (' flat-rate charge of
_CFAF 300 in Upper Volta ) or even for the health education schemes

untertaken on the initiative of cgrtain,doctorSZ);

The gggggggthus‘obtained is sometimes quite considerable; at the
‘Nouakchott hospital for‘example,’it cofrespondedfin 1970 to the
hospital's operating budget. At the regional hospital at Majunga

( Madagasecar ), such revenue amounted to 60% of the opefating budget

( 1973 ), while it did not exceed 10% in the hospitals at Manakara

and Fort Dauphin ( Madagascar ).

-/n

1) For example: in Upper Volta, the two general-hospitalélat;buagadougou
and Bobo Dioulasso and the secondary hospital at Quahigouya. 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 health 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 operatlng budget. In Upper Volta,: the correspond-
ing flgure for*the revenue of the two general hoqpthIs 1s 20° while

the revenue of the thlrd paylng hospltal ( Ouahmvouya)ls bractlcally

o zero.

The problem of thc charges system 1s that the hospitals have no

: flnanclal autonomy, and all the revenue must be pwzd 1nto the

Treasury. In spite of the relatlvely favourable 1mpression given by
the dbove flgures, there iz a rlsk that because of this rule the
hospltals ‘will have 'no motlvatlon tc ‘collect the charveu from the
yatients. It would be interestlng to see whether it would not be
p0551ble to increase this revenue by g1v1ng the hospltals some

-

flnancial autonomya.

Morecver, there is the questlon of prlﬂCIple of whether there is a

‘ danger, with' the charges system, of putting the health serV1ces

effectlvely out of the rcach cf the maaorlty of the populltlon.

Experience has shown, howeVer, that in splte of the relatlvely high

~~rates charged in Madagascar, for example ., -approximately 20% of the
:p&tienteﬁuseﬁ#hefsystem. The "example of thezhcspital.at-Ferf Dauphin
+ { Madagascar.) has in fact shown that the paying clientdlc prefers

_the private hospital at Manambara ( 23km away ) despite the‘hlgher

level of charge l).,

‘/-

\EI),Séé;An#ex(I/que | ‘-, ;v ‘ Sl;; ‘ N :‘w ‘“‘
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Vo Medlcaments o T

A dlscu851on of the many problems connected with the suoply ‘and
distributicn of medicaments would exceed the framework of this report.

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

The prescription and supp]y of medlcaments is generally free of charge

for Datlents treated in the medlcal units. Out-pntients, on the other

hand ’ buy them at their own expense from pharmacies ( for exumple,

“in Upper Volta nd Somnlia ). These prlnciples seemn, however, “to be

applied in a very flexible na nner. A formula that is full ‘of promlse
has beon  introduced  in ngcr : it was found that 60/ of all
the recorded cases of infection can be treated with five medlcaments,
and a system of village pharmacies and of village first-aid public
health workers has been set upe. This scheme is part of a major

programmé'of social and preventive medicine, and has the following

“advantagest it can be run esonomically via the szle of these five

medicoaments at a unit price of CFA¥ 5 and it is playing a useful part
in the health education 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 quontities of medicnments sent by private and philanthropic

groups, etec.. 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 &
practical minimum suited to the pharmaceutical experience

of the national ancillayry medical staff

of
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Better results could be obtained if this private foré%éﬁ%éﬂ@éﬁére sent
directly to the doctors.on-the-spot so that they could degail,their

particular requirements.

Similarly, Et’is‘verykmudh*ithhe interest of the Governments to make
- a.strict selection of -the various types of. medlcament, 51nce thls
‘alione .can ensure a rational and effective use both of. 1m00rted
aedicagents and. of the budaet_resourCes that arc spent. It would be
ﬁhfgrestingkjo‘study,thesewprobléms,in_depﬁh, especially:theopera#ing
, conditions -of the supply pharmacies,;nd questions relaiing togthe;
utility aﬁdfp;cfitabiLity of the pharmaceutica;s'prqéucedginua number

of African cauntries.

It would also be of 1nterest to study the . p0551b111ties of using °
trad1t10nal medlcatlon based on local low=cost raw materlars. Thls
weuld make it possible to reduce the expendlture on imported '
medicaments “but would nresuppose a.'special effort to study such local

'med;caments scientifically and instruct medical staff is the;r'use.

LT
P
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C. OVER@&b;GOHEREUCE,OF'THE:PROJEQQ& AT WATIONAL LEVEL ~°

After taking a lonk at how the projects financed by the EDF are operating,
it is essential to situate them in the context of the overall national
effort in the health fiéld and te ﬁeasure;their efficiency in the

light of the strategies adepted by the reclevant authorities. Consequently,
an examinaticn will be made .of: the place and function of the health units
that have been set up, their contribution to the development of
ihfrastructure and their consistency with the health development planse.
Naturally, this evaluation connot be made without taking into consideration
the operating rescurces ( staff, funds ) that are available, since these
effectively determine the degfee of cfficiency and, ultimately,Athe

operatihg level of any health unit.

I. Place of the projects in the develgpmehf'of the health infrastructure

‘1) Isolated projects

a) Health units in Dahomey and Madagascar -

The projects carried out from the resources of the first EDF
in Dahomey and Madagascar involved thé,improvement,'mbdernization
and extension of existing hospitals or health units. Their common
and main objective was to improve the equipment and premises
of these units so as to: ' ‘

- ensuré‘impfoved'qﬁantitativé and qualitative output

from the staff,

- cope better with reg{oﬁal and local heélth ngéds.

These isolated projects are the result of choices made on the
- basis of presumed nceds and priorities and are not. integrated

into a development plan or health policy. It was -only in the

 years following independence that the majority of .the AASM

formulated their health requirements morc systematically.

Ry




- 25 - VIII/467/75-E
The definition of the objectives and resources of a national health
policy has made it b0561b1e to tailor subsequent prOJects to e

development plans,

~ For this reason, 'the utility and - efficiency - of . isclated projects

carried out during. the early yeérs-of the EDF's existence can be

"~ judged only on the basis of local criteria. Even@tpough-the design

- might appear suited to the local situation, it is not necessarily so

at national .level, for there is a danger-thqt any isolated project

- . protuced in this.ad hoc.way will be;put‘tolthegbest possible use

“conly if the existing health infrastructure into which it is fitted

constitutes a coherent, . functional system that can be improved, -,

- ‘modernized, added to, enlarged and given a better internal balance.

Of course any consideration of*the existing“infrastructure mist not

ignore the private sector establishments. Clearlynsufficient account

- wag taken of this aspect in the case af the reconstruction of the

»

hospital in Fort Dauphin ( Madagascar ) = hence the falrly low

degree of utility of this projectl)

Natlonal hospitals in Meurltanla and Somalza

‘The proaects fnr the constructlon of new general hospltals in

,-Mogadlshu ( Somalla ) and Nouakchott ( Maurltanla ) had quite different

‘objectlves. in Somalla, the aim was to replace the old ‘general

hospital ( D1 Martino ); in Maurltanla a new general hospital had to

“be bu11t in a new capital city.

In the absence of an overall health policy, the objectives of these

‘projects were dictated by an existing special situation. In Somalia,

the priority, and in fact .sole, objective of the . Italian Trusteeship

+Administration was to .replace the old géngral hospitél, In Mauritania,

the almost complete lack of a health infrastructure ag§ the excessive

- .number of cases where seriously ill pptients were taken to Senegal

or Mali made theJcreatioh-gf~a»genera1 hospital 2 matter of priority.
Since they’reflected . basic necessities at national level, these two
projects were not . . isolated projects in the sense referred to

earlier; ‘ /.
’ LV

1) See Annex I/% 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 and
coordinated health system, they merely anticipated the objectives of

a future health policyl).

In the two countries in question, these Hospitals constitute real
national hospitals with & high degree of specialization and with all

the necessary resources for diagnosis and treatment. The Mogadishu
hospital, howeyer, does not really fulfil the role that should be played
by a hospital at the top of the health pyramid since it takes patients
from the interior of the country only on an occasional rather than

a systematic basis. In fact, it serves the population of the capital
almost exclusively. In Nouakchott this local function was an integral
parf of the original plan,‘but the outpatient activities huve
overwhelmed the hospital to such an extent that the proper functioning

pf the whole unit has been\handicapped¢

One may wonder whether’ the essentially '"local" use of a national
" hospital does not constitute a waste of its professional capacity and
of its precious and costly equipment, The existence of an

institutional barrier ( rules on admissicn )2)could
- guarantee a rati&ﬁal use of hé&lth units at all levels,
~ mzke it possible to reserve the national hospital for those

patients who require specialized tests and treatment,

In the light of the above, the questicn srises of whether the decision
to construct a national hospital in these two countries was justified.

In Somalia, for the readons given, any ' altemative

solution was excluded from the start, and any reflecticn on such
possibilities can only be speculative, since its 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, insfead of building a new hospital, to restore, modernize
and possibly extend the old general hospltal in spite of its

 state of disrepair. /

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 30/31.
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The latter choice would not have been at all unreallstlc, as is
proved by the fact that the old hospltal. which was destlned for
demolitlon, is st111 opera ting.

) .. .- This shows that where there is an ex1sting 1nfrastructure whlch
1noludes a natlonal hospital ‘the questlon of replacement must be
careful}y studled,Everythlng must be done to ezther replace the

| - old establishment inte rally and completely or to introduce new

} _ i. capac1t1es step-by~step to replace those of the old hospital at

| the same t1me. Any parallel operation of the two 15 harmful, except,
if really_qecessary, where there is a strict and systematical
a1100ation Qf‘the fespeefive funetians and'regponsieilitieé to

avoid competition.

In Mauritania any theoretical alternative to the construction of
a national hqsp;tal would appear to have been unrealistic._ﬁhe
country had en absolute nced for a ppspitai‘unit provided with
_Specialized‘sefvices for diagnqsis and treat@ent in order to
accomodate all the seriously i1l patients who were previously taken
to hospitals in nelghhourlng countries. The prudence shown in
designing the progect as the first part of a larger hospital seems
to be one of the reasons for its remarkable success. By glving the
- hospital an initially small capacity,  the Governmént was able to
ensure_its“proper_fupctioning. MoreOYer, the_desigq,proved
‘suffieienflyvflexible to”enable extensiors to be made without
diffieultiee or interrupéione in the hbspifal's_operat%on.

2) Comprehensive prqleets { Upper,leta, Niger )

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

in Upper Volta and Niger had as their common objectives: -

- the improvement and modernlzatxon of the exlstlng
| ‘ ‘units belonging to a geographically well estebllshed health

infrastructure ( Niger ),

, ./;




- 28 - VIII/467/75~E

- 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 concditions for
activities in the field of mobile medicine ( Niger ) or for

campaigns against endemic¢ diseases ( Upper Volta ).

These projects involved the building, extension or improvement of a
number of health units. They were designed to form the integral parts
of a hierarchical nnd coordinated system, so that 2ll the health

units are the constituent parts of a pyramid-shaped wholes

It is clear that the implementation of such lorge-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 did not have any well defined health policy in

1961, the Government lost no time in concentrating éll its efforts

on the devélopment'and improvement of the rural hospital infrastructure,
particularly as a modern urban hospital infrastructure had recently

~ heen built up with French aidl). A1l these efforts were based on the
objectives formulated by a general plan for the future. With the aid

. of this plan, it was possible to take balanced decisions for the
rurposes of EDF investment ong

. 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 cdefined. Logical 'and ccherent as the plan

.might seem, its implementation in stages

of e
1) New building of the general hospital at Ouagadougou, modernization
and extension of the general hospital at Bobo Dioulasso and of the
secondary hospital at Ouahigouya.
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or in sections deperids on the availability at any given moment off
- gqualified staff ( doctors and ancillary medical staff ), ¥

- the gountry's own finangial resources.
J

In Upper Volta, these two conditions were not completely fulfilled
at the time the projects were éompleted,ain particular as regards

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

‘In Niger , on the other hand, a more detailed programme for the
reorganization of the health infrastructure was drawn-up'by a
specialized committee. The."Prospectsfor the ten~year pefiod 1965-1974%
adopted Ey the Government ‘set. ‘out the priorities of a health policy
and made it possible to direct 1nve,tment in accordance w1th certain
gulding‘princ;ples,,whach included: priority for those investments
._which;could inecrease the efficigncy of the services while entailing
only a minimum of additional recurring expendituré; priority for
the renovation of old buildlngs in @ state of dlsrepalr, the
’ pr1n01p1e of bullding up new units cnly when the quwllfled staff
was available. By its dynﬂmlc nature, the general pl n for the

| o 'future made 1t bosszble

- o - to debermlne in a very flexible way the stage-by- tage
;o adgustmgnfs‘ﬁ concerning quality and quantity - to the
investment progremme in the light of special and local

- | health requirements,

} : - to regulate in o very flexible way the planned extensicn

and modernization,

- to adapt -in the best possible way the socio-economic and
technical characteristics of the projects to the country's
stafflng and f1nanc1al capaclties. _.

The pro;ects have fittud harmoniously into the exzstlng 1nfrastructure,
‘ and it has been possible for the cost of the 1dd1tional financing

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

The "Prospects for 1965-1974% had another csscntial advantage for
~the developnent of 4ha: hoalth infragtructure in]Nlaor;,A"

o

[

:,.v‘.'.-, I -
of e
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- The Government had planned to base the priorities of the health

policy on social medicine, particularly mobile and preventive
medicines and health educatione. Consequently, the health structures
were designed:fo_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 Pields of’medical
treetment (by suwpervising the activities of the treatmont units within
cach  department) and of preventive medicine and disease
detection for the rural population. It appears that this integration
is far harder to aghievo in those countries in which the health
infrastructure is based essentially cn hospital medicine ( enge

Upper ¥lta ).

The project carried out in Niger raises yet another interesting point.

In 1962, the Niger Government submitted to the IDF a project for the

construction of a new hospital at Niamey. However, a study of all

 the problems involved showed that the situation of the country's

health infrastructure was such that a2 series of extension and
modernization nrojects was preferable. It was therefore decided to
opt for an alternative which proved to be particularly effective and
economical. §§*§oma1ia, on the other hand, such an option was not
possible, as it wos said hereabove, It is probable, however,

that the construction, improvement and modernization of a number of

hedlth units outside the capital would have made it possible to

create a better’balance of hospital capacity at national level,
If it is p0551ble to comparu these two similar ipitial situations,
the cholce mnde in Nipger seems to have been of greater benefit for

the health situation of the country as a whole.

i s

Complementary conditions

A comparison betweon the projects carried out in Upper Volta and
Niger reveals another important aspect. In spite of the prudent
néfure of. the décision‘onyphe.numbér anchapacity'oﬁ the units

o/
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" to be set up in Upper Volta, certain ‘imba}znces must be noted as
seen in relation to the objectives dfvthe-plan for the future. The
low occupancy rate of the two secondary hospitals ( Gavua and Fada
‘N'Gourma ) could lead to the conclusion that their capacity and
medical equipment are cut: of proportion_to“the requirements of the
population~ser§edl); The main reason for this‘undér»bécunancy, however,
'is rather that the functional relationship envisaged between the
- varfous levels of the-"health~pyram1d"vhas not beén mhieved in practice.
The . role of intermediary clearing.centres, which was to be playod by the two
~ - secondary hospitals, is short-circuited by the two gene lrhosﬁifale, which
‘heve the attraction of being better equippeds -

In Niger, by way of contrast N the exlstlng pyramld-shaned health
infrastructure is supplemented by strict rules laylng down’ that in
"principle no patient is hospitalized and no out-patlent is nccepted

uhless he can prove that he has been cleared by 'a lower unit.
* Accordingly, the two general hospitals do in fact constitute the
top of the pyramid which is reserved for the serlously i1l patxents

sent up frém a lower level,

The concluszon to be drawn from this is that it is not sufficlent
merely to create a coherent and log;cal pyram1d~shaped znfrastructure
to ensure that the various levels perform their allotted functlons.
‘ For the hierarchical, coordifiated 1nfrastructure to be able to function
under optimum conditions, the clearzn& and admission of patlents must
"be governed by rules which enéure that the proper channels are
‘Irespected. In the abserice of such rules, there is a risk that the

use made of the health 1nfrastructure will be unbalanced. .

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

in fact have been sufficient to construct a.type B, i.e, more advanced,
health centre { as at Tenkodogo ) with erating possibilities and an
adequate hospital capacity im 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
dctivity than Gaoua and Fadd N'Gourma in spite of its location

108 km from the genersl hospital at Ouagadougou.
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Naturally, the existence of such rules does not in itself prevent

the clearing and admissicn of patients being hampered in practice

by , ‘

!

- insufficient transport ( cars, fuel ),

-~ roads permanently or temporariiy ( during\the'rainy season )

unusable,
- absence or shortage of qualified staff.

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

complementary conditions, -

i) sﬁmmafz‘
To sum up the success of a health investment project depends on its
harmonious and functiondl integration into a coherent and internally
" balanced infrastriucture. At all levels, the existence of a ( dynamic )
health development ‘plan setting out the various 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. However, the
coherence and functional logic of the infrastructure cannot
_guara?tge - its.full utilization at all levels unless the necessary

complementary ccnditione are also fulfilled.

A

o/o
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II. Personned at national level
(1) Doctors

Examination of use is being made of projects financed by the IDF show -
that there is generally a certain de facto balance between the number
of doctors assigned to a medical unit and the capacify of that unit -~
which does not m an that occasionnally a total lack of doctors will
not be found in some unitsl. Bowever, at national leiel;
t

~ this situation mgy in. fadt only appear tio be aireal balance ;
‘the,lack-of,arcertain<numbar;oﬂxdoctcra,“theoreticalky neceesary,
may hinder important pagsible activities j -

- the de facto balance is achieved, in mogt wountries, only « o .
thanks to the fairly massive amount of aid from external
technical,assistanee; moreover it is a very delicate balance.
The number of expatriate doctors as a percentage of the total

. number of doetors varies considerably from .onc.country to
the next : 85 % in Niger and Mauritania, 10 % in Madagasoar.

.. Morgnver, this apparent balance does not refleot the fact that at netional
level:

- = the average ratio of doctors to population is generally still
very low and varies, for the.ebuntries'examined,'between one
dontor, for 11 000 inhabitants (Madagascar), and S50 000 inhabitants
(Niger) and even 66000 inhabitants (Upper Volta) ;

- there is a high conocentration of doctors in the big towns and

- general hospitals to the detriment of the rural arcas; this is
shown by the following figures for the number of inhabitanis per
doctor:

, Somalia Niger Upper Volta
total for the country 19 000 50 00O 66 000
capital city 3 300 2 800 8 000
remainder of country 43 000 119 OOO3 138 oo0

2

D ,/D
{1) Found for example in Cameroon and Chad in 1970

2) Average for Ouagadougou and Bobo Dioulasso
3) Outside.of Niamey and Finder
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- there is a major imbalance :in nearly'all the !
countrles, namely the hlgh proportzon of doctors assigued to

curative medicine to the detriment of preventive medicine.

(2) Ancillary medical staff and monagement staff

Gensrally speaking the statements made about doctors also apply to

nurses and midwivesy subject to the following reservations:

- the number of expatriate nurses has been reduced to a minimum
following the accelerated training of national ancillary medical
staff}

-~ the voriations from one country to another in the ratio of
ancillary medical staff to population are less pronounced

~ than for doctors, varying between one nurse for 2 800 inhabitants
in Dahomey and one for 6 100 inhabitants in Somaliaj mwreover,
the concentration of ancillary medical staff in the big towns

_ is much less accentuated.

Although the various countries may at prescnt habe enough nurses, midwives,
etc., this i#tnot the case with specialized ancillary medical staff |
(laboratory technicians, anaesthetists, radiogrephers, dental mechanics,
etc.l. The numbers and quality of maintcnance and administrative staff

ére generally spealiing also inadequate. Sinco each State cannot provide
itself with a school for each speciality, it will be necessary to find

inter-State golutiors.

(3) Problem of the shortage of medical staff

From the above findings it may be concluded that in most of the countries
medical teéhnical assistanq$‘is still used to compensate the lack of national

' gtaff, partiéulariy doctors, This foreign technical assistance staff is
generally fully integrated into the public service, which éhould normally
imply that jobs arc shared out fairly between expatriate and national

doctors. What actually happens is that:

./




- most ﬁaﬁionaltdqc%ors gie éséignéd to hospitals
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in the big
towns (or to tyéiMiniétgy of Health);

- most expatriate doctors are assigned to mediocal units in

rural areas (in Mauritania, for example, out of 9 regional
centres only 6ne is run by a Mauritanian dootpg).; U

This disturbing situation is attributable.to a number of factors:

kof

First of all, over half the medical students et present in
Burope.ore unwilling fo return to enter the public service
of their country of origin because: '

they consider the_remuqerationg offered to them inadequate;

fhéy-gre ofraid of pblitical and GGOnbmiG»fluctuations in
their cowitries of origin; : N

"they are afraid of the physical ‘working conditions awaiting
them, sihich are hardly comparable with those in Europe*,

If qualificd doctors do return they tend to remain in the ocapital
or in the big towns, disdaining the rural and/or preventive

mediocinc.departments; the ‘training received” in Europe lias shown

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

-Moreover, since most of the doctors’are aiming to bBecoms

- specialists, only the big hospitals are able to offer them

adequate ‘work opportunities. One may well ask to Whatfeitéﬁt

these young’European-trained‘Afficén doctors inf;ﬁénéé the general
tendency of the Governments to wish to comtruct Eig sopﬁiétioated
hospitals; '

Thus, during the early years of indépendénéé an imﬁaléncé arose
‘among the national’ doctors in favour of specialists and to the

~““detriment of the general practitioners. Yet, it ié'ééﬁégai practi~

" tioners which Africe needs most,

Private

&

the purc

- ———

practice might encourage them to returng however, in most countries
hasing power is not high enough to enable the number of private

practices which are profitable (by Buropean standards) to be increased.
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(4) A few.considerationslon.pqssiilgiméasures."

Cne may well ask whelther the balance . achieved between tasks assumed
by the States thamsel?es‘éndithose_%aken care of by foreign aid is not
unhealthy; it mighf Erinngtates-tp neglect certain essential tasks which
the nétional ddctors.feel.litﬂe inclination to accept. What conclusions
should be drawn from‘fhis.situatibh? What measures are to be taken or
have already beegutaken to remedy thesé shortcoming?
(2) The training of doctors
It is widely = accepted now that doctors
must-be trained in Afridan rather than Europeon - ‘universitics}iv>,
with curricula tailored to specific African health needs and to the

“tasks of all-round practitioners rather than specialists. Doctors must
also be psychologically prepared forlthe"' ... working and living
conditions awaiting them. The most highly qﬁaiifie& doctors mey then in
exceptional ceses specialize on completion of their studies, or rather

aftér a number of years'practice, through periods'bf training in Burope.

Uriversity training in Africa hes already started: a number of medical
faculties have heen set up (for example: Iﬁory.Cdast, Madagascar,. Senegal,
Zaire), or are. storting up (Dahomey, Cameroon, Niger, Somalia, Togo ).

It would be interesting to carry out a special'sfud& to find out to what
extent thesec medical faculties meet the specific African needs, what

w1ll become of them when the required number of doctors is met in a few
hyears t;mel and how the health budgcts w1ll be able to cope with the

additional expendnture resthlng therefrom.

It might be a good idea for the authorltles respon51ble to consider
separate training for two types of Afrlcan doctors for
hospital nedicine, ‘

medicine or dedical assistance for rural areas.

A

1 For example, the new medical faculty in Mogadishu will turn out

approrimately 50 doctors per year after a four year course. For
the sake of couwparison, +he country at present has a total of
153 doctors, including 58 foreigners..
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(b) Aseignment of doctorsktq.muralgmedioing R SR

« - 1% would be -dnteresting ta. study poasible ways of- maklng medical
" graduates devote a specific:number of years‘to'rural”heaith-care,
< en. e For. example by making' authorization to practlse subJect to0 that
condition or: by means of civiec service, C ‘

A formula-of this kind is aplied in Somalia, where doctors cannot

be promoted, assigned to hospitals in Wogadlshu, or: awarded grante
-.Yo specialize, etc., until they have worked fbr seVer 1 _years in the
“bush. Most bountrles, hQWGVer, hes:tate to apply such measures since

'they migh% make young doctors keep away from the1r oountrles even more,

™

g

e {e¢) Improvement of worklng condltloné

““ It would probably be a good idea to examlne all the real opportunitics
’ for further 1mbrov1ng dootors workinp condzt;ons, especially in rural
’ areas, for example by*

- greater 1ncent1Ves to work in the bush, by aWardlng bonuses,
" prQV1d1ng cars, 1mprov1ng aocomndation, etc. and by setting up a
~ minimum éoc1a1 and cultural infragtructure (schools, ete. ),

;. . --making adequate qualified -ancillary medlcal staff available;

' 4'guaranteec regardlng the proviszon of regular and adequate
" medical supplles, medxcal equipment, etc.; "

-~ guarantees regardzng current malntenance of existlng
'installations, ete, - - | R
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(d) Remplacement of expatriate dooctors |

As long as thcro contlnues to be a shortage of natlonal doctors

_any medical troatnent whlch does not necessarily requlre the services
of a qualified doctor uhould be prOV1ded by asolstant dootors or
Aanclllary medical staff. The example of Niger seems of’lnterest

here: in 1974 the Ilnlstry of Health grouped all the country 8
doctors together in the chief towns of the departments, where they

are responsible, throughout the department,
~ for the control and supervision of medical care,

-~ within the mobile medical service, for the detection and

, . 1
prevention of disease .

The area health centres and the dispensaries are therefore run
exclusively by nurses, This rational utilization of staff goes
hand-in-hard with the increasing availability of ancillary medical

personnel.

In this field, considerable progress has been achieved in virtually

. all the AASH which have set up one or more training schools for this
category of personnel. loreover, the Community is meking a considerable
contribution to this develOpment the ZDF having financed the building
of several nur311¢,sohools (e.g. Cameroon,’Dahomey, Hauritania,

Somalia).

(5) Summery
To sum up, during the early years of national independence, the use made
of the medical unitg financed by the EDF suffered from the shortages of
staff and funds. Thonks to the wany measures taken by Governments and the
.various contributions of aid from outside organizations for training, the
problems of .medical. and ancillary medical staff have been considerably

reduceds but the problems of availability of operating funds remain.

} This scheme was outlined in the“1970 report (p. 85) on thé utilization
of aid.
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I11. Health budgets ‘st national levél

A el
i o"'D'.:“.ﬂ.'

(1) Prelxminary remarks e

R e

| In order to prov1de P falr cémpéf1son of health exnendltures in the
r“; countrles examlned, only the ordlnary health budgets have been considered,
;‘i w1thout account belng taken of approprlatlons fqr capltal projects or
. local authorlty budgets. The ordznary health budgets do not, for example,
h; xnclude’ , ‘ )
o " = the costs of hosp1tal treatment for publlc Off101als (borne

by the relovant mlrlstrles),

ot

L the oosts of transportlng and prov1d1ng hospltal treatment
REALS 0 fop the poor (borne by local authorlty budgets).

In view of the discrepancies - Wthh are sometimes considerable =
o between forecasts and allocations made, account has been taken insbfar
"ag possiblée only of actual experditires '

S A : - . AN LI

(2) Characteristics of the budgetary situation

,,,,,,

ot un1tsly-the budgetary structures of the public health séctor as a

~+ wholé are considered below. Thé following‘charécteristiés are found:

(a) overall meagreness of the publlc health nudgets ,
In most States the growth of the health budgets sznce the early

196Cs, expressed in current CFA francs, has lagged behind the
growth of appropriations in the national budget. Conseauently,
‘the health budget's share of the overall natlonal budget hag fallen
" chnsiderably: in Upper Volta from 13.3 % to 7.2 4, in Cameroon from
8.6 % t0°5.4 %, and less sharply in Niger (from 3.7 % %o 7.8 %)
SR and Dahomey (from 12.6 % to 10.5%) The 6nly'excep'tioné2 have been
' ‘ ‘Congo, Ivory Coast and Malx, where (at least up” unt11 1970) the

¥

health budgets grew more than the naxional budgets.

e ——— s ]
c/o

1See Chapter B, IV, page 14 et seq.

2
Source: SEDES, prealmlnary study on the trend in health expendlture 1n the
. African States and. Eedagascar - April 1972, T 2
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According to the study referred tol, the health budgets, converted into
constant CFA frencs, have tended to remain stationary in most countries
(e.g. Central African‘ﬂepublic,,Madagascara, Chad) or even to decline

(e.g. Upper Volta, iger, Senegal, Togo). The only States with adequate

growth in their hcalth budgets were Congo, Ivory Goast.and Gabon.

Deépite the growﬁh‘in health budgeté in curfent CFA francs, annual per
capita health expenditure has fallen, for the States examined, to a
current level .of between CFAF 165 (Upper Volta) and CFAT 650 (Cameroon),
with an average 6f CPLF 330 - 450 (Madagascarz, Somalia, Mauritania,
Dahomey). There appears to be no correlation between this.level of

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

budget, which varies from one country to another, e.g. below 6.9 for Cameroon '

" and Mauritapia, between 6 % and 8 % for Upper Volta, Somalia end Niger,

and over 10 % for Dzhomey.

He can add that appropriations for education in a number
of countries are grcater and growing faster than health appropriations

{es.gs Upper Volta, Iiger, Dahomey, Gabon, Ivory Coast).

Imbalance between staff and operating expenditure

' In all the States examined, the staff budget, as a percentage of the

heqlth,budget, has been rising fairly sharply since the early 1960's
and is currently around 50 % in Niger, 50 % to 60 % in Mauritania,

M&dagascar andeomalia, 75 % in Cameroon and Dahomey,and 85 % in
! / : 3y A

. Upper Volta.

The result of this is that virtually identical health budgets (e.g.
Niger and Upper Volta) may hide considerable differences in the amount
of the non-staff operating budgets (four times greater in Niger than
in Upper Volta) and per caglta operating expenditure- for health (five
times higher in iger than in Upper Volta)

:.Ll$ee footnote ('paﬂe 39) o/

2 Central health budget slone, without account being taken of the
substantial health budgets of the Provinces.
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' Consequently, thanks 4o’ the reasonable distribution of its health budget
‘(approcimatelyrhaib'éarmarkea ‘for'-operating expenditure) Wiger seems td
: CRte 0 bé in a better position to -ensure, by its own resourcesy that its hospital
‘. fadilities are properly runj “in Upper Volta, however, beoatise of the low
_v.operating appropriations (15 %), there is e fundamental imbalence between

-¥he financial requirements of existing hospltals and thelr own resources.

- ‘Anothep' comparzson chould be made: the ratio of hoepital .béds to inhabitants
. ig faikly - low in both countries: one bed per 1.430 inhabitahts in Niger
’ -7 and ohe béd pér 2 210 inhidbitants in Upper Volta. Although there is a
“better balance 4in iger between existing hos?ifal”infr&s%ructure and the
| ‘country's wn fineacial resourdes; the ratio of beds' to people in Uger Volta -
S “a@though ©:rlow » still seems to "be higher than would be“expected from
the appropriations earmarked for operating éxpénﬁifuré.’-

‘ CRE N , vty

Y . e T . ;

(c)Meagreness of local authorlty @pproprlatlons

‘ In v1rtually all the States, the local authorltles meet part of the medical
"}w¢ establlshments runnlng costs. In general, however, these fznancial contri-

’ ”‘butlons lack contlnulty and are 1rregu1ar, bes1des in most of the Frenche
speaking States the amounts 1nvolved seem to be qulte low. In Upper Volta
for example, the total amount may be estimated at approxlmately 10 % of

‘ the central operating budget for heslth. In Madagaséér,”on4$he other hand,

-+ the budgets of the Provinces inélude considerable appropriations for health,
o almost’reaehing the lovel of the national health budgetl.

In 1972, a total °fLCFAE“4 3;9;mil;ionfﬁa§ proyided for public health
spending, of which CFAF 2 319 million from the budget and CFAF 2 000
million from all the budgets of the Provinces.
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‘ (a) Imbalande'betWeen cxpenditure on curative medicine and on preventive
\ medicine ' |
'In the absence of "dequate and pr901se information all that can be said
13 that there is a ‘goneral tendency for a country's appropriations for
: preventlve medlclac to be extremely low. In Camercon, for example, of the
1974/75 omeratlng hudget for hvalth (CFAF 1 223 million) only 1.3 %
was earmarked for 3~ev»nt1va medicine and 3 % 9% $o cover the whole of rural
" and preventive medicine and the campa1gn against epidemics. The situatiocn
“is certainly no'bﬂtoef in other countries. It méy be estimated that pre-
o Ventlﬁé medicine Lould actually receive sbout 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 partlcularly,centan.hospltals which

are the big conswners of budgetary ressources.

(e) Incquality betwcen big towns and rural areas in the allocation-of funds

T dng information obtained on health %udgeto has not enabled the share
of funds earmarked for hospltals 1n oig towns to be determlned. However,
the preference given to urban centres derives from the concentration
of hosp1ta1 facilities in the big towns and the amounts earmarked in

the health budgets for the budgets of the general hospitals.

- .Qenerally spcaking, hOSbifél"gggagijx is largely toncentrated in
" the ocapital; for example in Upper Volta less than 5 % of the

|  total population, living in Ouagadougou and Bobo-Dioulasso, enjoy 56 %
of the country's hospital capacity. The corresponding figures

| ere, for diger (Niamey and Zinder): 4 % and 39 p,and for Somalia

‘ 4(Mogadlsba). 10 % and 50 %. .




- 43 - | VIII/467/75-E

o TR .

The relationship between operating f’unds1 spent2 by the general

hospitals and health budgets (perating) clearly highlights the degree
of congcentration and-the difficulties which Jmay result for the
financing of a country's health infrastructure. LEEL
The natlonwl hospztal 1n Nouakchott (Maur;tanla) absorbs 35 ¢ of the
funds avallable for operatlng expendlture and the two natlonal
hospltals in Niamey and Z1nder (Blger) take more than 40 %3 in
Niger the two hospltals and flve secondarynlevel hospltal centres
roceive a total of 53 4 % of the nat1onal operatlonal budget for
,.health. In Upper Volté, the twc ‘general hospltals in Ouagadougou
X t and 3obo Dloulasso requlre nearly 40 4 h more money than prov1ded for
t'_.’; ., . in the total Operatlng budget for health. The budgets for the two
. secondary hosv1tals in Gaoua and Fada N'Gourma would together absorb
._Hnearly,5p % of the operatlng budget for health if they were charged
B against that.bpdget3. ’

(3) External operatlng aid

gt

To sum up, 1n most countrles there is a falrly marked imbalanoe between own
: financlal resources and actual requlrements, It is only the often con31deraoleb
, contr;butions - flnanclal and in kind - from all kinds of out51de sources
_:“which enable health unlts to operate proprly and certaln obgectlves in the

» fleld of preventlve medlczne to be attalned.

: Ope;ating;gid from;ouiside4, taken-as a whole, is of great importance for Upper
[ © Volta, Mauritania, figer, Chad and Dahomey, -of medium importance for Cameroon,
-Senegal and Mali, and of slight importéance for Togo and,IvoryVCoast.
The relatlonshlp between the general hospltals staff budgets and health
staff budgets is not indicative since most doctois on the staff come under

outside technical assistance; the remuneration of those doctors is not
therefore charged egainst these budgets.

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

| 3 They are borne almost entirely by German aid and aid from "Fréres des Hommes".,
4 Aocording to the SEDES study.
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Extepial operating aid comes from various sources, of which the main
ones arer ' ‘ '
~ officisl bilateral and multilateral aid, e.g, French, German,

Belgian cid, etc.,'eithér'bertaining to the operating units
(medlc mcnts, equlpment, vehlcles, etc.) or to campaigns to
combat and wipe out endemic diseases, etc. Such aid often
provided the logistic back-up for the technical assistance

personncl on the spot;

Americazn aid (AID) relating to regional or national programmes:
maternity and child health, programmes to wipe out smallpox and
measles, educational and healtn env1r0ﬂment programmes, food

a2id promrammes, etc,.;

UHO and UNICEF aid dealing with specific campaigns and programmes,

for example to combat endemio dlseases, to improve sanitation, ete.s

- private aid from all sourcesl, partlcularly phllanthroplc, religious

organizations; etci

(4) Lessons dpawn from analysis of past experience

Yhat lessons are to be drawn from &h examination of existing situations?
What. are the criteria for assessing the financial aspects of a project?
With’régardV%b thse preparatioh and planniﬁg of new projects, the following
points should be taken into account : ' -
(2) To begin with, the balance or imbalance existing between a country's
- -own financial resources and the funds required to run the existing
health feilities should be examined and assessed on the basis of:

/-

1 see also Chapter B, IV, 3, page 17.
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p;_; the heal%h budget, 1ts past trend, the way 1n whlch it is
shared eut among the Varlous act1v1t1es (curatlve, preventive;, H
med1c1ne, etc.), how 1t 1S dlstrlbuted among the various health

) unlts and in part1cular the hospltals at different levels, the ~
':local authorlty budgets; ‘

evcow et s the amounts spent},by existing health units at different levels,

their past trend, the origin of those resources, in particular

external finencial and other aid.

o M,(b) Evaluatlon of the contlnulty and rugularlty of cxternal aid and local

o authorlty budmets enables an. asseSbment to be made of how stakle the
balance achieved is. “valuatlon of the volume of additional recurrent

b IR S oha e resulting from the planned investment must take account of how

‘delicate  such balance is or-is likely to 'be.

(6) The danger that full use Wlll not be made of the investment increascs
in proportion to how marked the acTual 1mbalance isy that is to say

how the de facto balance is delicate.

. (d) I£, when & project.is being planned, it is already foreseeable that
“te. . - “the heneficiary country will not be in a position.to-wover the

operatlng cost either fully or 1n part from its own resources, there

- . H , : [ Pl
- - . N e

‘are four p0531b111tles' o o e
-;the project should be abandoned;

. =.the project should be scaled dewn to the country's. eapacity to

~engure that it is operated properlys perhaps full executlon of

- the project shouldvbe phased;

the Government should take appropriate measures to 1mprove the

actual financial conditions of operation; .

o

Wt p—

1 . . .
Actual 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 Government may here examine ways of taking appropriate measures at

national level to increase its country's own financial resources by,

. for exanple:

(e)

- increasing the health budget's share of the national budget;

- increasing the amount earmerked in the health budget for operating

expenditure (the optimum seems to be around 5C s

- studying possible ways of gradually bringing the population
to bear certain health costs :increasing the scales of hospital
charges, cxamining possible waeys of giving hospitals financial

autonomy, sale of medicaments, etc.

Governments may also endeavour to obtain foreign aid in the form of staff
and funds; 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 2id 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 , &t their expense, certain parts of the curative or preventive

health services.
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(£) Flnally, there is a questzon of prineiplé: is the decision to
' . undertake a c;;mtal prOJect in the health sector well-founded?
Might not the alternative ~ to increcse the operatlng funds for

. preventive medicine -~ be more beneficial for the health situation

of the population?
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IV. Technical design o |

In view of the scope of this report only & few general remarks can be made
regarding the technical aspect of project planning and the lessons which

can be learnt from thems

(1) Criteria for adepting projects to requirements

(a) Buildings and equipmeut

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

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

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

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

- prefabricated buildings.
It has been found, however, that in all hospitals at all levels the

more complex or sophisticated the flxtures, the faster they deteriorate

or become unuseble even (for example: electrical, refrigerating,
telephone and heating installations, lifts, electric pumps, air

condltlonlng nlante, etc.)

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

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

the weak link in many investment schemes.

(b) Complementary investments

Experience of the first fow yearé revealed that it is often risky

to hope that comnlementary 1nvestments (road infrastructure, laying
on of water and electrlclty, staff accomodatlon, enclosures, etc.)

‘and medical equipment will be fJ.na.nced and provided by the national
authorities as laid down in the Financing Agreementsl. Consequently
for more recent projects the Commission has avoided pert-financing,
in other worfls 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

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 Dahomey (1971, p. 33=39).
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T oo T

project as initially conceived hed turned out to be ill-suited fo
local needs and the population's customs and habits. The most frequent
cases are tho ;ollow1ng' v o

&: In awny cases 1t soon beccmes dszlcult. if not 1mp0051ble, to

A use the sanitary facilities (WCS, showers) because of obstructioa o
of the waste pipes and trouble with the plumblng. Thoge reg=
ponsible have therefore closed facllztles 1ncorporated inside
bulldlngs and constructed tradltlonal faclllties outside (e.g.
Garoua and Fada N'Gourma aecondary hospitals in Upper Volta).
‘These-problems hardly arise in the general hospitals but are
quite common in the:lower-level health units in rural ereas.

e .. Expericnce has:shown that it would often be sufficient to
" provide a limited number of such facilities for the use of the
| U e - gtaff and gome patients-who are already accustomed to them.

" In the health units in rural areas, the kitchens (which operate
in o feibly normel,fashion in most general hospitals) are often
replaced by traditional stone hearths set up outside, for the

S oo atiet o followinky. reasonst. lack of operating (fuels)- and maintenance
e teto 0 fundsg, differences in eating habits: and oustoms (preference

© for focd prepared by accompanying relatives:):

.= Similar problems arise regarding the ;gggggigg, where the
“installed machinery is often unused because of lack of water,
“electricity, fuels or simply operating funds. -

« The accomodation constructed for those acoomgggxigg_patients
are sometimes used for hosgpitalizing those with contagious

diseases (e.g. Garoua, Upper Volta)s am'a result the national

authorities have constructed traditional type huts better

suited to loocal requirements, Special attention,must, however,
. be' paid to staff accommedation, particularly in rural arecas;

/s
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_ the provision of staff pccommodation helps to gliminate
one of the causes of hizh staff turnover, reinforce the
staff's authority and influence, and ensure better upkeep

. A . of the buildings and of the installations into health units.

(¢) Summary
L health project must normally be conceived in ‘such a way as to take
account, on the one hand, of the medical services fo be provided, and
on the other, of the cost of the investment and of the technical,
finencial ahd staff resources available for operating and maintaining

both infrastructure and equipment.

Imagination must be shown in adapting buildings and equipment to
availdble financial resources; in short, an answer must be found to
~ the question of how to provide modern and efficient medical services

with limited resources,

] ‘The'technical tesign of the ppoject»shoﬁld be tailored to the users’
‘leﬁél of education, real requirements and 'way of life

.,in the area concernede Without going to the extreme of
an Albert Schueitzer-type approasch for example - for whom the patient
should find mirrored in the hospital the environmenf of the village
he comes from = a compromise formula might e %ound in whereby the
hospitalized patient finds an environment which does not make him

feel too much out his owm element.

HMoreover, it is particularly important to tailor a project to local
conditions and the population's standard of living in the matter of
fixed installations and medical eQuipment aﬁd aiso complementary

|  investments (occomodation, kitchen, laundry, etc.). ' ,
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However, any nccessary adaptation to local needs often conflicts with
"“the national authorities'desire fo Have luropean-type buildings and
-t tHe ' most ﬁp—toadate”éqdipment.*In guch cases, it is not enoﬁgh to <
take ‘dppropriate steps 't ensure that: the insfallations end guipment
aré ‘suitably maintained. Offen a general simplification of the design -
is still necessarye.

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

(a) Flexibility - » R

"In order to be able to follow the trend of all the factors which might have
"8 bearlng on t he QGSlgn of & health unit (trend of the population's

socioweconomic condltlons, progress in the technlcal methods of medical
treatment, etc.) the essential criterion the deslgn must meet is that
"::of flexlbllltxp ¥h11e sophistloated designs should e avo1ded, the desired
R Y Tlexibility should, at the plannlng stage, be reflected 1n the following
""" characteristics: ‘

- extensibility, through the choice of +the pawilion system, which has
“iso é}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 différent architectural
- parts (e«g» in the Institut National de Santé Pﬁblidue, Abidjan);

- 1nterchangeab111ty, through the use of approprlate structural modules

permittlnﬁ multiupurpose utzlzzatlon;

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

to permis changes in connections to the mains, etc.

s

(b) Construction reqﬁiremenis

" The above critcra g1ve rlse to certaln oonstructzon requirements.
the most 1mportant of whlch mey be summarized as follows:

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

type of soil, water and,eléctricity supplies, waste-water
drainnge, accessibility for the population, etc.
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= DBfforts must be made to choose an architectural solution
which is psychologically adopted to the local population so

thet the users are cncouraged to take on responsability for
maintenance. R R

~ The choice of structires must take“acdount of the flexibility

of operating and climatic conditions and of the capacities
of the local market and local firms, etc. Standardization by
means of o prefabricated system (Wiger, Upper Volta) has proved
to be particularly useful if
+ o large combrehéhsive project is involved (with a
suffigieny number of homogeneous buildings)

it cnables buildings to be constructed more rapidly ﬁhr&ugh
beldter 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 constructionss

it can facilitate subsequent structural or functional
modificationss

it enables current maintenance expenditure o be reduced.

However, the advantages of standardizing structures can be achieved
only if it is guaranteed, when the project is undertaken, that:
« 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 equipments;

o 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 assecably
and the bringing into use of equipment.

-  Matéorials must be chosenby reference to:

« climatic conditionss

» the requirements of easy maintenance, cleaning and
replacements
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-

.« any.effects on the local economy (utilization of locally
manufactu:ed building ‘materials).

»

| ~ Fixtures and equipmént ‘mast be chosen by'féference to

» the user (easy to nperate),

» malntenance facllities (resourcea ava;lable on the spot -
- preference in the award of contracts could be given to
l T 4 . . .. .the make for which there are local agents; very strict requ;I
| : S rements in the speclflcatlons regardlng\afterrsales service)

‘ ” ., facilities for obtalnlng replacement parts;

« Teasonable operating costs” .

——

1 See algo Chapter B, 1I, 2, page 9 ‘
| 2 See alse 1970 report on the utlliZatlon of aid, ppe 85=86
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D. Projects to provide opérating aid

The foliowing conéidefations arevbaSed ah evaluation of the temporary aid
operatlons 11nked with the construction of the hospltal in Mogadlshu
(Somalla) . These operating aid projedts may involve both the payment of

staff costs (technical a551stance) and operatlng expenditure.

I. Technical assistance

In Mogadishu hospltal the pressure of time and the multinational nature ¢f’-
the coordimted EDF/bilateral aid operation resulted in the medlcal and
ancillary medlcal gtaff oelng a very mixed group having

difficulty in working together. However, differences of xigin and profes-

’ngsional training were not the only causes of problems affecting management

and cooperation; multinational teams are working in many other African
'hospltalszo In ibgadishu it seems that,because of the pressure of time;
staff was selected and posts fllled in a somewhat un@oordlnated fashion from

the medlcal point of view,.

From thig experience it may be concluded that technical cooperation can only
© " be guecessful where the medical and ancillary medical teams are homogeneous,
. coherent and have an internal hierarchy; only these conditias can guarantee
.the indispensable spiérit of collaboration, mutual prcfessionalirespect and
the authority of those in charge. Staff selection and recruitment cannot
therefore be carried out without the active and decisive participation of

the head doctor.

! See description Amex I/11 et sed.

2 In the hospital in iamey for example, the %wenty seven doctors are of
gseven different nationalities; cooperation does not present the slightest
problem,
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.

I1I. Temporary financing of running costs

After undertaking to meet the Mogadishu hospltal's runnlng costs as. well, the Com=
! munity -.adapted its Tinencial resources to the progect as 1nit1ally planned N
(high degree of medical spe01alizatlon, very up—to~date mudlcal equlpment,

Furopean~type fixtures, etc.). After'external a551stanoe progr6531vely came

to an end it was not poss1b1e to keep operatxng at thls level; the 1973

operating budget was reduced by 35 % compared with 1966/67 . It 'is obv1ous

that this decrease in roal operating expenditure was bound to 1nvolve either

a -general reduction in. the hospital’'s activities or a reductlon in the quality

of the services provided. However, a reascnable ‘balance has been creaxed over
| & number of yeara,at a lower 1evel,betwean the:nqulrements of the prosect as

.’orlgmnallyuqongelved‘an@Athe country s financial resources.

Past experience showe that operatlng expendlture must

- be tallered from the cutset to the country s medzummterm flnanoial

_ capacity. (evea at. the rxsk of op@ratlon being at a_lower 1eve1 than
i that provided for in the 1n1tia1 plan 1f that plan was not reallstlc);
the danger must be avoided of a Budden break in the 1evel of operatldn

‘" and maintenence at the time of handing over,or of creating excessive

¢~ expenditure to be borne at the expense of other health operations;
Jiy“:be'biaﬁnéd’oh'é diminishing'SQalé (ag was done by the EDF) in ‘order
" to encourage the country's own efforts and ehsure that’ zt take over

B »‘runnlng costs as soon as posslble .

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

| assistance and temporarily running expenmest

~ may be justifiable as an exoceptional rescue operation where the

| beneficiary country will be 'in a position gradually to.bear the
- running costs and’take over from the temporary aidj’

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

2 This condition is set out explicitly in the text of the Convention of Lomé
(Article 58(2)).

|
l |
1 Period during which the operating budget was covered by the EDF; the
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~ may be beneficial to the country's health development and reasonable
as an investment-linked technical assistance operation in as much as
it contrlbuteS°
.to the starting up of the progect under the best teohnzoal
condltlons,

» Yo on=the=job tralnlng of naxlonal doctors and ancillary
medical personnel,

o to the preparation in the best possible conditions and in as
short a time as possible for the handing over to national staff;
- would, however, be of questienable value in that external aid would
relieve the benesficiary country of responsability for bearing in
full the burden of administration and management of the investment;
in this cage there is a danger fhat aid wéﬁld onlj défer the problem

. without helping to solve it.
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BE. SUMMARY AND GENERAL CONCLUSICHNS

1. The projects reviewed show that in the past the Community has concentrated
o fixed health infrastructure at all levels of the health pyramid, either
_in the form of isolated projects or of comprehensive projects integrated
in health development programmes. The completed projects which have been
evéluated have therefore related only in the construction, modification
,and modernizatxon of health units (hospitals, health centres, dispensaries,
. etc‘) and to operatlng axd fer one of those unzts, Mogadishu hospital
~ (Somalia).

» . " o A :
2. In general these projects have led to a consgiderable improvemgnt in the
countries'health infrastructure. Most of the facilities financed are used

at a rate which may be considered satisfactory, Some of them, however,
in the intermediate and lower echelons of the health pyramid, have not
been used to the extent normally expected.

Even though the activities of certain health units may not be up to the
objectives set or the capacity of the facilities, their usefulness is -
nevertheless in most cases unguestionable. All the projects financed have
enabled the efficiency of the available health staff to be increased and
treatment to be made more accessible to the sick., However, the cases of
under-utilization malke the inveatment 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
complamehtary conditions are not fulfilled, or even, but more rarely,
because of errors made in the planning of the project or choice of locatien.

3. The first pfojects exccuted were insufficiently utilized owing to lack of
gtgﬁf and of operating and maintenance funds, The AASM 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 commitments, this percentage fell to 4 %
for the gecond and 3 % for the third EDF. ’

Seipampmpnsacs

The EDF has, moreover, financed only one major health campaign: that
against onchocerciasis (Mali, Uger Volta, Ivory Coast)

1
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Furthermore, the operating problems have diminished over the years. The
recent establishment of new medical faculties in Africa will help solve

the problems - which are still very real - caused by the shortage of
national doctors, provided, however, that their salaties can be horne by the

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

schoods for training ancillary medical personnel, the direct requirements
for staff of this category can be met or soon will be. & number of programmes
for training meintenance staff, launched at the Csmmissionls insistence

and carried out with .LF finaﬁcing, may be considered an effective and
practical solutlon to the acute problems of mainteining equipment. Hever-
theless, the cru01a1 problem remains the general inadequacy of the countries'
own financial resources, particularly as regards operating funds; this
shortage of funds.reduces.the effiéiency of the staff in the units,

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

Ixamination of the oondltlons in which completed progects financed by the

EDF are be1ng uged shows that in general a major higher ranklng hospital

‘bhes a better chance of being properly used and is more likely to be

v1able thah health wnits at the intermediate and lower levels. The reason
for this is that Gover nments tend to concentrate their funds, staff and

equipment on the former, which also satisfy the nceds .of national prestiges

Thus provided with adequate funds and staff (reinforced by external aid
where natlonal resources are lacklng), the major bospltals are generally
fully used- to 90 = 160 % ﬂ of their theoretlcal capaclty and sometlmes

aven beyond that. However, the 1ntermed1ate and 1ower~1evel units are very
often not used to the extent planned because an uneven allocation of
operating resources works to their disadvantage. The recorded utlllzation
rate is between 40 % and 70 % for secondary hospitals and health centres’.

1 Sce Chapter B,I,1, pe5s
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‘In general, the further the unit is -~ functionally and structurally - from
the centre of things, the more difficult the operéting“cohditions becomes
very often rural dispensaries are. deprived: even of fhe most elementary

* pequirements (medicaments, etc.); sometimes they are even left empty for
ldngvperiods because there is no nursé. " ' e '

5. A health mnit may be underutllized even 1f all the 1nternal operatlng
oond1t1ons are. satlsfactorlly met; for an establlshment to be able to
fulf11 the function hevolv1ng upon it w1th1n the health pyramld certaln
cmmplementary coﬁdifions must stlll be metb: adequate admlssion regulatmons,
good read 11nks with the catchment area and between health unlts of

dlfferent levels, Vallublllty of transport, support from the populatlon,
1 » _ . S B s

>betc.

Consequently 1t is necessary when plannlng a project to examine not only
the operating condltlons proper, but also the necessary complementary
condltlons and possible ways of 1mprov1ng those condztzons, for example-
working and living condlt ons of the medloal and anolllary medloal staff,
omount nf - Tinaneia l resources devoted to health, etc. Only 1f most
 of these cond1tions are met in a sultable monner can optzmum use be made

of eaah ‘and every health unit - provxded of course ‘that they have been
planned in a rational fashion.

6. What are the crlterla for rational plannlng of such 1nvestments° A

country's health 1nfrcstructure will operate rationally and economlcally
only if all its constituent parts are harmcnlously 1ntegrated wzthzn a
coherent and well-balanoed whole. This assumes that:

' ~the characteristics of the 1nfrastruoture w111 be adapted to the _

country's financial and staff resources ;

..

1

See Chapter C,I,3, page 30 et seq.
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-~ hospitals will be organized on a regional basis in order to recoancile

the population's health needs with staff and financial constraints;

- all health units of different levels will be organized on a hierarchical
~ ‘pattern from the technical and functional angles and with regard to

specialization and ocapacity.

Failure to obsérve these principles involves distortions or imbalénces
at national level: overutilization of some units and underutilization of
others; preferential health can for some parts of the population and neglect

of others.

7. The volume of fore;gn contributions of funds, supplies and staff, which

often alone make it possible to guarantee the proper functioning of the
health units, indicates the gap between the operating requirements of
the existing health infragtructure 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 proportion of doctors provided by technical assistance out of the
total number of doctors amounts to 35 % in'ﬁiger and Mauritanié, 70 % in

: 2
Upper Volta and 40 ¢% in Somalia and Cameroon .

When a new project is planned a detailed examination must thefefd;e be
made of whether rﬁnning costs can he covered ~ by national resources or
dependable aid. Examination of the project will also involve assessment

. of the measures taken or planned by he national authorities in order to
increage the country's own resources which can be allocated for running
the health service§3. If there is no way of ensuring that the project will

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

/e

Estimgted volume of external operating aid (without staff)
Upper-Volta: approx. CFAF 400 million

Niger : approx. CPLF 200 million

See also Chapter C,III,3, page 43.

| See Chapters C,II,1, page 33 and 3,III,2, page 12.

See Chapter C,II1,4, page 46.
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or efforts must be made to obtain the same health objthiyes:hy appropriate
action 1n the preventive medicine fleld. ‘ o ‘ .
8. With.regard to the ch01ce of‘ﬂhe desxgn and characterlstics of a new,

S
Jbuilding the success of the project financed by the EDF in Niger highlights
the need to examine POSSlble alternatives (e.g. constructlon of a general

'hospltal or of several health unlts out31de the capltal, new bullding or

modernizatz}n of an ex;stlng hospltal, etc. ).

In order tc avold structural and functzonal imbalances at natlonal level
the choice must be made w1th\considerat1on for:

- ihe_chg:aetegiéfics_of,existing ihfrastruéture, not only in the public
sector but also in 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 Niameys:

]

~ the eountry's medium-term flnanczal and staff resources.

The reglacement of an oud ~of—date hospital is not neccssarlly the best

_solution. Repairs and modernzzation may be more advantageous since:

« they ensble recurrent costs and supplementary staff requlrements to
) be adapted better to available resources; . s

- they may reduce the risk of creating surplus capacity. .

9. The technical design oftén reflects the ambitious aims:.: of the netional
-authorities, In order to be able to provide efficient medical serwvices
with limited resources and to impreve the chencés ef those services being

./

etirtnp—

1 See Chapter C,I,2, page 27 et seq. and Annex I/17~19.
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run smootly, the design must be adapted not only to the technical, financial
and staff resources for running and meintaining those services but also to
the level of education of the users, the real health needs, local conditions
and the pepulations stonderd of living.

Fro@ fhis angle théxteohnicgl designlmust‘have sufficient flexibility
as to érchitectural(solution, structure of the buildings, choice of building

. . . 1
materials, fixtures and equipment .

To sum up, where therc is an existing 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 gradually sdapted = in bbth quality and quantity - to the

requirements of the population. The existence of a development plan setting

‘out the various stages of its implementétion'will facilitate such adaptation

and avoid structural, financial and steff distortiens. In view of the very

limited resources of most of the countries, any efforts to improve modernize

and make existing health infrastructure and equipment more effective must have

priority over new buildings.

1 See Chapter c‘, IV, paéés 48-?53
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11‘ The uneven dlstrlbutlou of f nang;g; and the; reﬁgggggg gng gf aﬁaﬁf in

12.

"favour of big towns and to the detr;ment of both rural areas and preventive

medicine indicate the dlreotion whxch future guldellnes could take. Governments
are fully aware of these 1mba1ances. However, in splte of the theoretical
pnbrlties laid down in their health pollolee, preventzve med:clne and social
medicine would be virtually non-existent in most countries without sapport
from the various external aid sources.

Preventive medicine hasg less spactacular effects but is much more effective

since i1 attacks the very causes of disease.

On a national scale available resources‘shouid‘be better distrib&ted in a

‘goncrete end praotloa.l fashion between curative and preventi J.ve, concentrated

and di epurscd, fixed ond moblle mculclne.‘”

In many ceunt;ci_es, (eege Upper- Velte, Niger, Chad) social medicine is provided

from heaith centres by means cf robile teams. The purpocz of these teams is

to cariy out, in conjunction.with cne another, the tasks of: .

- detection: making contast with the bulk of the prolilation to permit

the systomatic trackirg down of dlseased and deficiancies;

» Drovention: teking advantage ef the gatheringa of peaple to give

vaccinations systematically;

« on-thewspot itreatment of ‘hose who are found to be sick but do not need
to be hospitolized;

= removal of the seriously ill to a health unit;

* health education.

This kind of social medicine, although baged on very simple and relatively
low~cost principles, cannot, howeer, give positive resﬁlts unlesa it covers
the whole of the scattered population at suitable intervals. In practice,
despite often substantial foreign aid, it does not attain all its objectives

because of the general shortage of staff, means of transport, medicaments,
vaccines, etc.




13

14.

~ 64 - VIII/467/75~E

Social medicine presupposesoperational and administrative integration of

- curative and preventive medicine.

Operational integration may be achieved by health-centres embracing a rurai
hospital or rural treatment centre (including hospitalizaﬁon»and oufpatient
departments) and mobile medicine services. The most effective formula seems

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

a given unit, namely care and prevention, health education, maternity 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
teke responsibility for ond supervise lower-level establishments (rural centres,

dispensaries, etc,) and mobile medicine.

In order to avoid operational straims or anomalies, administrative integration
of responsibilities is necessary at the highest level, in e¢ther words within a
directorate of the Henlth Ministry. This integration is justified by the impero-
tivos cffelqbogating health activities, planning the methods applied and

distributing financial and staff resources as rationally as possible. lMoreover,
the systems ofrefercnce and supervision must be strictly determined at national

level, for without this there is a danger that integration ef the operatiens

themselves may be sidetracked to fit in with the initiatives of eabh head docter

~responsible.

Integration of curative and preventive medicine at health 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 complementary to curative and preventive medicine and
also the condition upon which the effectivencss of the two forms of medicine
depends. Any health operation risks not being fully effective unless it is
sccompanied by the support of %hé peoplé, by campaigns to inform them on the
causes of disease aﬂd simple aﬁd piactical methods of avoiding disease, and

by improvement of the material living'coﬂditions upon.whioh the health situation

depends.

Health projects thercfore débeﬁd partly‘on other development schemes deiding

" with agricultural development, water supply and drainage, and training.

./
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15. In conolu31on, any health development pol;qy br plan, any investment in

R

health infrastructure ond any actlon in the fleld of health must flt

harmoniously 1nto the country 8 socxo~economlc context and the general
' development ‘plan.

2

} f’ iThe ch01ces to be made in the health fleld could be., based on the follow1ng
| ) | orlterla" '

~ in order to maintain.or achieve & coherent, balanced infrastructure
- and to avoid distorsions, the priﬁciples of a suitablé degree of
- regionalization end erganizdion on hierarchical lines must be observed;
installations and equipment must be adapted to a country's finencial
- and staff resourcesj .a rational increase in these various resources
'must be programmed on a faitly longterm basis; such resources must bealso
allocated en & reasonable regional and hierarchical basis.

= all the health activities (curative; preventive, educative) must fit
- into a coherent, systematized framework made up of all the country's
health services;j : : i
i » - w 1o prevent the 1mbalances in favour of urban'areas'becqming more
, marked it seems advisable for the objectives of external aid to be
oriented as a matter of priority towards strengthenlng all health
| services in rural areast

i o . « either by sctting up sr improving units {rural centres) which can
be ‘used, as a base for- integrated health measuresj

e OF by direct aid to integrated social medicine measures (campaigns
against endomic diseases, détection and prevent;on campaigns, ete, ).

- health education measures, measures to combat malnutritlon and to

promote the protection of mother and infant are vital as a complement
to health infr,structure 1nvestments.

' water supply and waste water disposal Programmes are particularly
important in that they contribute to improving general conditions
of hygiene: dralnage progect (weste water dlsposal, ete.) ey have

" more beneficial effects on a population's state of health than
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| a health project proper.,ry o

staff training must tie in with the development of infrastructure and

I,

the various health projects in order to ensure that?

an adequate number of medical énd'éﬁciilarj medical staff is available

- in goed time,
staff qualificatidns areé adapted to specific local requirements,
perticularly to the special requirements of social medicine and

health projects in rural areas.

i

where health projccts (in particular health prbgrammes) are financed

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

may well esk wether this coordination can be achieved: by the recipient

State alone; efforts by the various international organizations themselves
" and the donors of bilateral aid might perhaps make the operdions under-

f‘taken more effective,

External ald in the field of health is undoubtedly a duty 1mposed by human
solldarmty and also a political necessity. Integratlon of such aid in national
sconomic and soc1al development efforts is therefore all the more necessarye.
Improvement of the population's gtandard of living by well~balanced economic

dévelopment will to a large extent previde solutions to the problems which

‘health projéects alone cannot regolve.
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ANNEX I/1
THE PROJECTS- - ' -
v Objectives, deeign and general results

"

1) Projects undertaken in Madagascar R o o .
The common ob;ective 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 diarepa r and
become overloadeds These. projects involved the. constructlon.of a hospltal
| pavilion in Majunga, a new hospital in Manakara and the. flrst part of a new
‘ ‘ hospital 1n }?"t:m'L Dauphxn. The use belng made of these three proaects was

zexamlned in 1974.

(a) Hospital paV1110n in Ma;ungg S
¢ ‘The ;project foy the construction and equlpment of a hosp;tal pavilion
~in Majunga 1, which was decxded on in 1961, was desxgged to replace
a part of the old hospital (100 Deds), which had fallen into disrepair
- and become unussble, and to carry out a sxmultaneous ‘extension (100
i k.beds) of the hospital; Thé capacity was thereby increaaed to 550‘beds,
i ‘\.;r o correspondlng to the rcqumremants of thls general hospmtal, whxch

) covers a whole prov1nce.

( ¥

et ‘The architectural design of the three—storey bullaing, wh;ch came into
service in 1965, has proved particularly successful. The buglding is
| in a good state of maintenance and almost all the equlpment, 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 out.

The gctivities of this hospital show that it corresponds very well to
the population’s requirements. The numbser of patients hospitalized
and hospiftalization days is constantly increasing. The occupancy rate
incroased from 77 % in 1968 to 91 % in 1973+ In addition, there has
been a drop in the number of out~patients as a result of the opening
and improvement of the dispensaries2 in the town of Majungas Out of a
total staff of 170, there are 11 doctors and 52 nurses and health
assigtants, and a number of the doctors and nursing sisters are supplied
by French technical assistance schemes, The number of ancillary~medical
and auxiliary staff must be considered inpufficient,.

ofe

(1) Expenditure : 382,000 ueas

(2) Dispensaries run by missions, semi~official or private bodies or by the
State,
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The operatlng budget (staff. excluded) of the hospital seems to be barely
cufficient, Expressed in terms of operating. costs(1l) per bed (WG 105.000)
and per dayk hospitalization (FIG 260), the operating budget ig roughly
of the same scale that of the similar capacity hospitale in Ouagadougou
(CFAF 116,000 and CFAF 390) and Bobo Dioulasso (CF&F 125,000 and CFAF 350)
and considerably less than that of the hospltals in Mogadishu, Somalla
(CFAF 185,000 and CFAF 565) and Zinder, Niger (CFAF 157+000 and CFAF 450),
The hognital's revenue from the 20% of the hospltallzed patients who pay

for their treatment must be paid to the TreasurJ.

up, the usefulness of the investment made by the EDF is undeniable,
and the attitude of the population is relatively favourable, The only
impediment to the use of this project is a general sghortage of modlcaments.

Hospital in Manakars : . ;
The construction and equipment of a new 100-bed hospital in Manakara,

with the poss1b111ty»of extending the capacity to 130 beds, were meant to make

it possible to replace and slightly increase the capacity of the old

hospital installed in 1930 in already antiquated premises,which were

supplemented in 1952 by a more modern pavilion, and gituated over 3 km
from the town. The objective of the project (2), which was decided on in
1961 was to transfer the hospital installations “into the town. Conse~
quently, nreference was glven to ‘the construction of a new hospital in

the town centre rather than to the modernxzatlon of the old onece

The good general appearance of the hospital, whlch entered serv1co in 1967,

reflects the satisfactory genoral malntenance. The malntenance of the
mediecal equipment, however, poses problems because of the shortage of
qualified staff and the 1ack of local repalr facllltles.

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 thc populatlon. As a result,

e;/'o

@)

Mgures for 1973, and 1975 for Zinder.

(2) Cost : 437000 Ueze .
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the occupancy rate fell from 73 % in 1972 to 41 7 in 1974, a trend
accompanled ‘however. by a 50 % increase .in the number of patlents hospi— s

The total staff a11 of" ‘which is Malagasy (55 - imcluding

5 doctors), seems 1o be sufficient for this 150-bed hospital. The opera-
tlng budget (staff excluded); which is lower than the estimates made
when the progect was designed, ig insufficient, hence the need for
varlous economy ‘measures (restrlctions on llghting, usge of vehicles,

a

etC‘)G

To sum up, the operation of thé hospital ig relatively satlsfactory in
spite of the low level of financial resources available. The objectives
of this progect can bo considered to have been achieved. The one blot
ie the fact that the old hospital has not been complotely gloqu.:In

. - eplte of 'its pitiful state of disrepair and sordid fittings, the old
~pavilion.is. still being used (50 beds for contagious.and chronic patients).
* Administratively it is attached to the new hospital and served by the

‘same staff, but,because of its separate location, it is outside the

ﬂnormalloonxfol~of the head doctor.

(c)

L

Hospltal in. Fort Dauphln
The objective of the project for the construction and equipment of the

first part of a new 96-bed hospltal with surgical block 1n Fort Dauphin

- was to replace a unit that had beoome 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-
citye To replabe'the"éld hospital, which was situated in the Buropean
reszdential quurter. a ®ite near districts Inhabited by the Halagasy
populatlon was chosen. . - C L ,5\' R

Because’of ‘the almost complete lack of maintenaﬁce, the"hospital, which
entered gervice in 1967, is 1n ah advanced state of deterioration

(broken windows j cracks between posts, beamsg and partltlons, door and
window fremes badly rusted, etc.). Because of the_shortage of qualified
technical staff and financial regogrces, the maintenance and condition of
the fixed installations and medié@l equipment are almo posing major

(l) Cost: 483.000’u.a.

ofs
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problemss The following items have been out of éerﬁicékfar'a'long time
12 out of 13 air~conditioning unite, the 1ift of the two-storey building,
the refrigerating installations, the émergency generator, part ol the

medical equipment, etce

Because of the poor condition of the hospital, aggravated by a general lack
of cleanliness and hygiene, the pgssibilities of using it are fairly limited
(iees, as regards the quantity, quality and complexity of the freatment
given)s This situation is-inevitably reflected in the

figures on the hospital's activities : 21 % occupancy in 1973 and 39 % in

1974,with an average period of hospitalization of five to seven days.

The total staff complement (46 including four doctors) is sufficient for

& capacity of 120 beds (the secondary hospital in CGaoua in Upper Volta,
by way of comparison,'hés 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 operating budget (staff excluded) are not
conclusives The funde allocated in 1973/74 were relatively high to mop up

the deficit of the preceding years. However, it is fairly surprising to see
that the budget of Fort Dauphin (FMG 17.5 million in 1974) is almost as high as
that of Manakara (CFAF 15.0 million in 1974) in spite of the latter's greater

capacity.and level of activitye

The usefulness of this investment has ofteﬁ been questioned? since at
Manambara, 23 km from Fort Dauphin on an asphalted road, there has been a
Lutheran mission hospital in existence since 1954. Experience has showmn that
it is unrealistic to see an affront to national prestige in the existence

of a private foreign hospital - the sick are indifferent to notions of
prestige. The undeniable success of Manambara (1) constitutes both the cause
and the offect of the failure of the Fort Dauphin hospitals It is also a
fact that the paying clientdle 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 alloweds

(1) Capacity : 57 beds; occupancy: approxe 100 %; staff : American Lutheran
missionaries; budget : FUG 40 miilion (1973); 95 % of treatment on a
payment basis.

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

./‘
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\2) Hoalth unit projects undertaken in Dahomey

1

' In Dahomey, Cowmunzty a"d hws flnanced the conver31on of the hospital in
Papakolt into a ‘secondery hOSpltul %he exxension of a small health unlt
in Savalou and the construction of a maternlty unit in Athlemé. The
total cost of these three projecis, which wers: declded on in 1960 and
came into operation between 1964 and 1966, - amounted to 543.000 Uede
(first EDF). ‘ '

(a) Sccondary hosoital in Para&ou

The purpose of converting the Parakou hospltal 1nto a eecondary
hospltal wasg :,

= %o remedy the serious shortage of operating equlpment in
the only hospital centre in the northern reg1ons‘which
could offer speclalzzed medical treatment‘ '

- to satisfy the. reg1onal health requlrements ‘and to reduce
the number of cases where seriously i1l patients were taken
to the already overloaded hospitals in the south.

This projevt (1) increased the hospital capacity by 60 beds,.
~$0.190s It involved the construction and equipment of new buildings
for surgery and the extension and equipment of the maternity wing.

Thxs hospital ‘constituted the main support for the health programme
in the north of the country, a region with more than 500.000 inhabi-
~tantes Its activities are satisfactory although the ‘occupancy rate
ig only 63 % There are nearly 50 operations and 25 dhlldbirths per
week and 300 consultations .per days As a-resuli of insufficient
' .maintenance, the external appearance of the buildings lesgves some-
thing to be desired, ' :

(1) Cost : 518,000 wsas

-
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(b) The hospital group in Sovalou
The purpose of extending the medico-gurgical centre in Savalou was 1o
improve the working conditions of a health unit which was equipped with

medico-surgical facilities but had limited hospitalization capacity

and insufficient maternity facilitiess

The projoect (1) involved the construction of a‘30—bed meternity unit

and » maternity and child health centree The capacity was thus increased
to 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 hospital group
functions satisfactorily. The modest but robust and practical buildings

are well maintained and make a good impressions

(¢) Maternity unit in Lokossa

The objective in building this maternity unit, which was initially
planned for Athiémé but. actually built in Lokossa, was 1o modernize
the existing health unit gince its buildings were in disrepair and its

capacity was insufficients

The projeet (2) provided for the construction of a modern 36~bed mater-
nity unit and the conversion of the existing maternity unit into a
hospital pavilion. The construction work was completed in 1961, but the
buildings were not in fact occupied until 1966, when they were comected

to the local water supply networks

-

The maternity unit is functioning excellently and the buildings are

well maintained, |

(1) Cost : 85,000 ueae
(2) Cost : 40,000 u.2e
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3) Mauritania i National hosgpital in Nouakchott
In Mauritania, Community aid has financed the construction of the
national hospital and the school of mureing. Furtber“decisions‘have
" been taken on'the flnanclng of two addltionaT prcaects : in"1973 on the
building of a polyclinlc in Nouakchott and ~ the - '

4]

of the national hospitals

At the tine of" independence, when the proaect for the construction and
'equlpment of ‘& hospital and school for nurees in Nouakchott was belng
’etudled, the 31tuatlon in Maurxtania was characterized by

'organlzatlon of a malntenance departnent, and in 1974 on the extension
- uncertainty as to the-future of the\new.oapitalvinleuakchott,
for which g maximum population of only 15 to 20,000 inhabi-

tants was planned;
’ , .~ the almost complete lack of anqiliary mediqai staff;

- the lack of any real health infrastructure at national level:
only three hospital units, without major technical resources,
were operating within the territory (1), together with a very
small mumber of medical centres of minor importances Two-
thirds of the seriously ill patients had to be taken 4o hospi-
tals in neighbourlng countrles, partlcularly to Ste Louls
and Dakar in Senegal and Kayea in Hali.v

As a result, the project (2}, which was decided on in 1961, yag designed.

to provide :

=~ the first 135-bed section of a larger hospital with a plamed
final capacity of 250 beds;

- the first part of a sgchool of mursing partially’integrated
into the hospital for the rapid traznlng of mlddle*rank hospi-

tal staffs S ‘
- the first part of a futurc national hOSpltal which would serve

nationally as a centre for diagnosis and more serious cases and

locally as a hogpital centre for the region around the capitale

(1) Atar, Aioun, Kaedi
(2) Total cost 2.5 million Ueze ‘ /
' . . /e
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The technical design had to be such that future exten31ons ocould be

carried out without modifying the technlc 2l serv1ces and without distur—

bing the hospital's operation, Consequently, the medical installations
were relatively over-generous for the number of beds installed, On the
other hand it was able to meet the ex1st1ng national health requlrements

from the starte.

The architectural design of the hospital és a large, modern three~level
complex,dominating by its position the whole town of Nouakchott.is an

undoubted successe However, thebdesign was bound to have an effect on the
hospital's operation, and tﬁe technical design of certain items of equip-
ment has proved to be too complicated for a country such as Mauritaniae
The maintenance of the hogpital was particularly diffioult due to the
total lack of qualified staff and the problem of transporting spare partse

.. In general, the hospital, which came into service in 1966, has fulfilled

ite objectives well, and the increase in ite activities has been dramatice
The number of vatients hospitaliged more than doubled between 1967 and
1972, The number of operations doubled between 1969 and 1972 and the
dccupancy level reached and even temporarily exceeded the 100% mark.
Lagtly, the ngmber of outpatients has increoased to .such an extent as to

disturb the proper functioning of the hospital's servicess

The hospitalts capacity very quickly proved to be ingufficient for two

main reasonsg @

~ the town of Nouakchott has developed at a rate that was nsver
expected and has reached a population of between 50 and T0,000;

- the improvement of the transport network and means . i
within the country .has facilitated the movement of patients to
the national hospital. .
To remedy‘this situation within the hospital itself :

~ the de facto capacity has gradually been increased from 135 to
230 beds(l) by the addition of beds,at the sacrificé of the

essential space needed by each patientj -

(1) 1974 : 250 beds. o I 2
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= the average period of hospitalization has sometimes been cut
. down to the. -safety limit; =~ = ‘ o ,

- a draconian selection of a&nassions has had $o be made, -

Withln the framework of pollcy of exgan51on adopted by the Government pro=
viding for the prOgresszve establlshment of a health 1nfrastructure on two

levels, the followlng priorities have been set :

- the partlal increase of the national hospltal‘s capacity by
relieving it of its most 51mple cases via the creatzon of an
urban polyclinic in Nbuakchott" N

- the overaxl exteaslon of the hospltalfs capacity;
- = the maintenance and improvement of all exlstlng medico—technlu
cal ingtallations.

In order to. attain these objectives, decisions were adopted bJ the Communlty

. 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
operational part of a future polyclinicy:

-~ the techn1ca1 caststance of a tralninb expert for a perlod of
two years +0 organize the maintenance department and the
~training of staff; '

- the extension of the hospital to a final capacity of 450 beds
by the addition of specialist services not yet in existence
and the enlargement 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 including 11 ‘doctors) seems to be overworked and the

quality of treatment can only be suffering from this., On the basis of a
comparison with other hospitals with a gimilar level of activities, a staff
complement of between 250 and 300 would seem to be more adequates-

4

‘/o
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The operating budeet (staff excluded) available to the hospital has not
kept pace with the development of its activities; it increased by only
10% between. 1967 and 1972, However; its financial resources (CFAF 75.5l

“million in 1972) are at almost the same level as the budgets of the

hosvitals in Zinder in Niger anduBobo Dioulasso in Upper-Volta in spite

of appreciable differences 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 allocated to the
Nouakchott hospital can be considered amply sufficient. Account should
nevertheless be taken of the fact that the heavy and specialized medical
equipment of this national hospital,wifhvall the related installations

(two operating theatres, radiology block, laboratory, pharmacy, etce),
which were installed as the first instalment of a larger hospital,

have a disproportionate effect on current expensess

In short, the use made of +the EDF investment in Nouakchott shows that

the planned objectives have been fully achieved, Community aid has
supplied the most. important basic e¢lement in the country's health infra-
structure and, encouraged by this success, the Community has continued

to contribute towards this sectox.

(1) Nouakechott 230 beds (1974 : 250 beds), Zinder 450 beds,

Bobo Dioulasso TOO beds,
(2) Based on 1972 budgets.

(3) Mogadishu CFAF 185,000 and CFAF 565 (1973;
, Ouagadougou CFAF 116,000 and CFATF 390 §1973
Niamey CFAF 225,000 and CFAF 670 (1975)
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4) Somalla : General hospltal in Mogadlsnu

The 1nitial pro;ect for the construotion and equlpment of a new
general hospital in Mogadishu was followed by a number of consecutive
tachnical ass1stance and temporary operating aid progects.

The objectives of the initial project (1), which was decided on in
1959, involved the construction and scuipment of a 600-bed ggneral
i hogpital in Mogadishu to :

- replace the existing general hospital (Di Martino), wnich was
considered to be beyond restoration, ‘

- modernlze and 1mprove the hospital services in Somalla, and
particularly in MOgadishu, to satisfy the growing health re-
qurements.

| 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 Trusteeship Adminis~.
tration to obtain extérnal ‘'aid in the form of medical staff
- until 1970 at least; '

| _ - the replacement of the old Di Martino Hospital and transfer of
its staff and funds to the new hospital;
~ the provision from the health budget of additional opsrating
fu.nds.

;p 1962, after independence, when the hospital was completed and partly
equipped, it became apparent that the Somali Government was not able :
- either to obtain cnovgh external aid in the form of medi¥il staff,
Italy having provressively reduced its technlcal asslstance,

| - or to finance from its own budget the remuneration of the
doctors (who of course were ‘foreign since in 1963 Somalia had
only two national dectors) and of the necessary ancillary
medical staff;

~ or to pay from its own budget for the operation of the hogpi-
tal.

ofo

(1) Total cost : 2,8 million usae

(2) Specified in the finanoing agreement, which was signed in 1959 before
independence.
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Furthermore, the old Di Martino hospital wag not closed down.

In 1964, consequently two years after itp completion, the hospital had

still not come into operation. Following a raqueet from the Seamali Govern—

ment, the Community took the necogsory meansures to ensure, excaptionally

and for a limited period, the entry into service of the hospital, This

series of temporary technical ascistomce onercticns (1), which cow01nad

Communlty action and coordinated bilajterel action Ly Kember Utates, among which

Itaky, begom in 1964 an¢ tapered cix progreseivelye It comprised
- the recruitement of 31 doctors (196&-70),
- the recruitement of 70 ancillary medical, administrative
and technical supervisory-level staff (19€5~70);

- the payment of operating expenditure [1966-72),
In fact, the hospital as a whole began normal operation only at the begin-
ning of 1966,

After the opening of the hospital and the assumption of operating expendi-

ture by the EDF, many management and orgenirational problems arose. These

poisoned the working atmosphere and created a general lack of cooperation,
of any spirit of solidarity and even of respect for medical ethics. They
algo called into quesgtion the value of the Community's technical assistance.
In addition, the hospital found itself im the thick of some political
rcompetitions : the old Di Martino hospital, instead of ‘ B
being closed, was improved and administered not without success with

Sovict financial aid. There is no doubt that this situation created, among
other problems, 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 Someli population, the "Mogadishu disaster", even though in reality

the eetablishment was already working in a fairly gatisfactory way.

In spite of all the difficulties which the hospital has experienced for:
reasang unconnected with the Community, the hospital has today attained
to a great extent the objectives set for it. It has heiped to satisfy the
increasing health requirements and has proved to be generally well suited
4o the capacities of the State in terms of gualified staff and operating
funds . ./.

(1) Total cost of the 8 projects : 4.9 million u.a. financed by the EDF.
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The present laveW of gct1vxties,of»tha~hosp1tal-shows that its utility
and effectiveness are undenisbles The occupancy rate for-its 600 beds
was 89 % in 1973 compared with 79 % in 1967 There are 35 operations
and-85 nhildbirths*per weok and outpatient work has increased dranatical—
ly ‘Bince 1967 1o reach an average of 500 outpatient consultations pcr

s Lowarking day.
7’;:/' The'hOSpital is currently being run on a normal basis by the Ministry
‘ of Health. The staff complemont is eufficient (420) if mot abundant
compared with other major lospitals in African capitals. The replacement
‘of the medical staff by Somali nationals is well advanced, and of the
31 doctors allocated to the hospital, 25 are Somali. The process of
filling the ancillary medical, administrative and technicsl posts by

Somali staff was completed in 1970,

| The operating budget (staff excluded) can be considered sufficient to
maintain an average level of operation, and is quite comparable with
that of other national hospitals. It is, howewver, below the lavel pro-
vided by the Community during the transitional per10d, wheu it was

| maeting all the operating costs.-

The modern six-storey building, which was built between 1960 and 1962,
is still in a good condition owing to its technical design, which is
well suited 1o the hot and humid climate, and to satisfactory -current
maintenance worke On the other hand, some of the fixed installations
have deteriorated or even become unusable, The medical equipment, part

of which has been replaced and modernized, is in a satisfactory or -

| ‘tolerable condition. The hospital suffers from the eternal problen of
the shortage of qualified maintenance etaff rather than of available
funds. As a resulf, a programme for the training of maintonance staff
for the hospital is currently being studied by the Commission, .
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5) 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 congtruction and equipment of two secondary hospitals 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 endemic diseases depart-
ment; |

- the moderniiation of the opthalmological dispensary in Ouagadougous

Baged on a general plan for the future to provide Upper Volta with hospi-

tal facilities, the projects were integrated into the existing, geogra-
‘phically well-established infrastructure so as to :

« build up, modernize and supplement a hierarchical and coordinated
hospital system with all the treatment units forming the consti-
tuent parts of a well~organized and functional whole €3);

- improve working. conditions for the purpose of campaigns against the

major endemic diseases, in particular leprosy and trypanogomiasise

The general design of the projects was governed by a prudent .approach

and provided for the implementation of the first stage only of a plan
for the future in order to keep within the country's financial and staff
capacities over the next few years: the project was confinod to two

out of the nlanned six secondary hospitals and to ten out of the planned
18 rural hospitals, In addition, the project. comprised only :

- tie first stage of the two secondary hospitals, comprising approxi-
mately 130 bodpital beds, out of the 230 plammed for Gaoua and the
400 planned for Fada N'Gourna;

of

(1) Total cost : 4e4 million Ueas

(2) The initial plan to locate the hospital in Koudougou was changed in 19664

(3) The two generhl hogpitals in Ouagadougou and Bobo Dioulasso - the top
of the ‘"hospital pyremid” - and the single secondary hospital in existence
(Ouahigouya) had 2lready been enlarged, improved and modernized in
1961/62 with the help of Frenich financial aide
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- the introduction of -rural hespitals-to be known .as, K "health. centres";
in view of the desired gradatlon, two differeni types were d351gned'

. the Type 4 health centre (baslc formula with.ZI beds) to be Tun
by a male nurse; : s '

« the Type B health centre (more Suphisticated formula w1th 35 beds)
40 be run by a doctor,' o : :

- for the unlts of the maJor endemic diseases department the replace—
ment of the antiquated units built of temporary materials,.

A feature of the technical design ig the standardxzatlon of the structure
of the buildings by using a prefabr;cated gysten (except for the units of
the major endemic diseases department) and of the types of buildingse So

it 1s possible, usging a pavzllon system, to carry out - future step~by=-
step extension wzthout having to convert the buildzngs and wlthout dis~
turbing the runnlng of the, unit. The prefabrlcated bulldinge have proved

10 be functional and well suited to the requlrements of the health depart~
ments. In spite of the lack of regulay maintenande, except in the two secon-
dary hospitals, the buildings arve in excellent condition.

The present level of activity of the units that have been built appears
generally speaking to be satisfactory. Although the hospital capacity

" created is not always fully utilized, the establishments carry out a consi-

derable level of external activitices The occupancy rate of the'two'aecon-

" dary hospitals is between 50 and 62 %, and outpatient consultatione number

approximately 400 per working dzy, For the health centres, the average
oocupancy rate is 50 % with an average .of approximately 130 autpatient
congultations per day.

The units of the major endemic dizeasges dépértment intended for the isola~
tion df patients suffering from leprosy and trypanosomiasis are not all
being, fully utilized, With the introduction of an effective _oure, the old
methode involving the isolation of lepers have been mage unneces—

sary, and the contagious stage of leprosy has been shortened to a few months.
In addition, ixrypanosomiasis is very much on the decline, '

'j A

o
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The staff allocated to the medical units financed by the EDF is sufficient
for the level of activities, The two secondary hospitals, after some delay
in their entry into service as a resﬁlt of the lack of doctors, now havé
foreign medical staff (1); each Type A'health cemtre is run by a male nurse,
who is an Upper Volta national, and each'Type B health centre'by a doctor,

generally foreigne

Only a very suall nart of operating cogts of the health units is provided
by the countryt's own budget resources (Ministry of Health and local authori-
ties)s 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 unite can operate in a satisfactory
waye The greater part of the budgets of the two secondary hospitals are pro-
vided by German aid and by the "Frires des Hommesg%-organization, These
Eudgets can be considered amply sufficient, and the operating costé (staff
excluded) per bed and per day's hospitalization are eren higher than those

of the general hospitals‘in Quagadougou and Bobo Dioulasso. The budgeis of
the health centres,” on- the.cthar band, are immfficient, and the funds
allocated irregularly by‘the Ministry of Health and the local authorities
cover only a part .of the finaneial requirementss Again only the various
sources of additional aid enable the centres to function satisfactorily.

Tho heslth units financed by Community aid have to a great 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 country's fineoncial resour-
cese The operating budget (staff excluded) of the Ministry of Health

amounts to oniy 14 % of the total health budget and would not iteelf suffice
for the operation of the two general hospitals in Ouagadougou and Bobo Diou-
lasgo. The fundamental imbalance between the financial requirements of the
existing health units and the country's own financial resources is compen-

.sated only by massive and comtimuous external aids The de facto balance thus
achieved is, however, extremely fragile, and the suspension of aid from one
or more external sovtrees would have catastrophic consequences on the opera=-

tion»f the country's health services.

(1) Pinanced by German aid in Gaoua and by "Fréres des Hommes" ( 'a French
- non-profit making, non=political and non-denominational association) at
Fada N'Gourmae : ;
ofe
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‘ - 6) Healih unit projects undertaken in Niger - s . : -
| The projects implemented in Higer (1) and f*nanced from the reésources
- of the first and second EDFs comprlsed L : : '

- the modernlzation and extension of the hospital 1n N'lameyv
- the extension of the hospital in Zinder;
-= the renovation and modernization of 5 departmental hosoﬁal
centres (Maradi, Dosso, Tahoua, Agades and Diffa)y
-~ the: establishment of 6 hygiene and mobile medicine centres =
(zinder, Maradi, Dosso, Tahoua, Agades and Diffa);
-+ the renovation of 3 arrondissement hospital-dispensaries;
-~ the congtruction of 16 rural dispensarios;A
- the construction of a storage warchouse for the supply pharmacye

In 1962, the’ nger Government submitted to the EDF an 1nit1a1 progect

for the constructlon of a new hospxtal in Niamey. An overall study of

the problems showed, however, that the health 1nfrastructure situation
of the country called for a nnmber of extcnsion and modernlzatlon

proaects in preference. The proaects were oased on a;plan for the
future (2) ana their maln obJectzves were to : B '

- remnedy the poor quality of the exzstlng hospltal 1nstallat10ns,
particularly in ‘the rural centres'
= improve further the overall health infrastructure, which comprlsed
a body of ‘health services well suited to the nealth requlrements
and to the particular condltions of the various regions of the
country. |
The general desisn of the proaect fltted harmoniously into this overall

development plan for the public health gervices and was in 11ne with the
guidzng principles wnlch had beon adopted : prioruty for the rural areas,
priority for those proaects Which could increase the efflciency of the
aervices while involvzng the minimum additlonal recurrcnt etpenditure,
priorlty for the renovation of old buildlngs 1n a state of dlsrepalr,

(1) Total cost : 5.7 million ueae

(2) Prospects for tha davelopmenﬁ af 4he health services over the ten»year
period 1965-74 adopted by the Niger Governments | ;

of e
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fhe principle of building new units only when the qualified staff was

available,

As in Upper-Volta, a feature of the technical degign is standardization of
the structures and of the types of buildings. Although these technical
characteristics were particularly suited to the new buildings (dispensaries,
hygiene and mobile medicine centres), the extension work carried out fitted

in harmoniously 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 thé buildings and equipment are in excellent condition,

The level of activities of the modernized, improved and enlarged medical
units is generally very satisfactorys 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 Government's decigion in 1974 to
gather together all the doctors in the chief towns of the depariments..
However, the activities of the health cenires and of the dispensaries are
also sufficient. The buildings of the hygiene and mobile medicine teams

are in general well used; their operation depends essentially on the initia—

tives faken by the senior doctor in charge.

The mumber of staff allocated to the treatment units seems o be sufficient
and the staff is in general well qualified, but the number of gtaff 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 earcarked for operating
expenditure make it possiblé to guarantee a fairly high level of treatment
services at the upper level (national hospitals, deparimental hospital
centres), while the operation of the health centres area and of the rural
dispensaries is financed from the funds of the local cuthoritiess. The sole
exception is that the medicaments are distributed in kind to all the medical
services within the departmente. The greater part of the operating expendi-
ture of the trcatment units is thus provided from the country's own budget

cef
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resources, while the mobile medicine projects (prevention, detection)

- are amply supported by external-financial and other eids To sum up, the

country!s own budget resources are not sufficient to provide medical

- treatment with fixed structures and also to underteke social medicine
‘projects; consequently, the majority of these own financial resources

are allocated as a matter of priority to the fixed treatment units,

- while most of the sovcial medicine projects are. left to externmal aid,’

The utility and effectiveness of the projects carried out in Niger are

undeniable, Their harmonious integration into the existing infrastructure
has proved to have particular advantages: their. gradual adjustuwent, in

‘quantity and'quality,to the particular and local health' require~- :r: =

ments has entailed only such additional costs and staff requirements

‘a8 can easily be mobilized from the country's own resources.-This project

conegtitutes a success from all points of view.
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7) Health unit projects undertaken in Cameroon

The four projects carried out in Cameroon and financed from the
resources of the first and second EDFs involved the construction and

equipment of 3

eight hospitals,
thirteen hogpital extensions (including 3 hospital pavilions),

- twenty-one bush -dispensaries,

- a school of nursing in Bamenda,

}

a central supply pharmacy in Victoria,

}

acgomodation for nineteen doctors.

The various units came into service between 1962 and 1971 : the health
units in northern Cameroon mainly between 1967 and 1969,.andxﬁhe units
in southern East Cameroon and West Cameroon betwéen 1969.and;197}{.:

The total cost of these projects is of the order of 8 million u.a.; that
is approximately 20 % of the aid granted %o Cameyoon from the resources
of the first two Funds. ' ‘

.'Thé+ggjectivenof‘these projects was to bridge the ebonomicrand;particu-

larly the social development gap between north and south and to establish

a better balance between the north and the south of West Cameroons

In>all, these projects indreaSed'the cduntry’s’hospital capacity by
1360 beds out of the présent 15,750 beds in the public health sector.

In generﬁl, the projects were integrated into an existing health infra-
structure forming a hierarchical, coordinated system of all treatment
unitse With the exception of the dispensaries, the projeéts werexlimited
t2 the extension, improvément and replacementuéf existing installations,
thereby restricting the increase in recurring expenditure to the mini-

IUMe

A1l the health units ave being used as intended and it is clear that
they have made a decisive contribution to the quahtitative ané qualita-—
tive improvement of medical treatmenf, parficularly'in-the rural areass
The figureg show, however, that not all of the units are operating at

-/o
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full efficiency; their utilization is. hampered ghove zll by the shortage .
of medlcal gtaff and operatlng funds, ‘

An examinaxlon carried out in 1971 of the use being made of these
projects showed that the shortage of doctors and ancillary medmcal
staff was fairly pronounced at that time., The problems now seem 1o be
leds Borious, however, ag can be seen from the available:overall figures
which show the favourable ratio of one doctor'to 26,500 inhabitants and

one nurse to 30100 inhabltants.

The funds allocated to the various health units flnanced in Cameroon by
the EDF seem to be well below those available %o comnarable egtablish~
ments examined in the other countries. What is the reason for this
| " unfavourable situation ? The health budget is relatively high
| (CPAP 3,952 million in 1973/74), a%d in spite of an unfavourable breake
' " down-between staff expénditure {74 %) and operating expenditure (26 %),
the operating btudget of CFAF 1,046 million is well above-the ‘budgets of
the other countries examined, The figures are also comparatively
.favourable . for the anmual per capita operating expendlture. Thie,
howaver, is spread over a larger, more cumbersome hospltal 1nfrastructure
than in the other. countries examined (a total of 15,750 beds; one bed
per 390 inhebitants)e It would appear, oonsequently, that the health
infrastructure is out of: proportion ‘to the country's finaricial possibili-
tles. In other words, the insuffmcient level of operating funds for the
‘ varlous units seems to be a dlieatgcqnsequence of the malad;ustment of
hospxtal capacity. ' ‘

'Genarally speaking, the projects carried out by ‘the EDF suffered from a
lack of current maintenance work in the early yeara 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 project for the training of hospital

" maintenance staff. The objective is to : :

Rt A, . :
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- ensure the maintenance and repair of the medical equipment
installed in the country's 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 unif{e in turn.
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. List of projects the utiligation of yhich has been_éxamined recently

gpcountingANumber

Situation at 30 December 1974

Title of project . Cost of project

CAEROON 11,22,201
11.22,202

11422,204

211,002,04

DATIOMEY 11.21.602

11421.603

11,21,604

UPPER VOLTA 11.21.,706
MADAGASCAR  11,24.106

11.24.109
11,24.110

MAURITANIA 11.21,203

NIGER 211.,013.10
211,013.14
2100,461413412

Construction of a hogpital
pavilion in Meiganga

Construction of a hospital pavi-
lion jn N'Tui

Health units northern Cameroon
Health units southern Cameroon

Hospital group in Savalou
Hospital group in Athiémé
Secondary hospital in Parakou

Health infrastructure and
equipment

. Hospital pavilion for the

Ma junga hospital
Hospital in Manakara -
Hospital in Fort Dauphin

Hospital in Houakchott

Health equipment programme
Construction of 16 rural
dispengaries

Health equipment for 16 dis-—
pensaries

(1) Total amount of the contractse

(in '000 u.a.)

64

60
2,737
4.765(1)

85
40
518

4.401

362
437
483

24499
34296(1)

352(1)

2.024

ofe
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_ Annex II[gg

4
SQUALIA 11,31,001 New hospital in Mogadishu . 2,820 .
| =+ - 114314003 - ~Technical ‘agsistance for Mogadishu = = '

hospital 895

1131005 - Temporary sid for the administra-
tion of Mogadishu hospital 350
(. 2124016,17 . Temporary aid for the operation
‘ of Mogadishu hogpital 16328(1)

212,116,19 = Survey on the possibilities of-
.. reducing the operating costs of
Mogadishu hospital

(technical assistance) < 4
212,016,23 Temporary aid for the operation . -
' of Hogadishu general hospital 357(1)
212,016,34 = Temporary aid for Mogadishu '
. hospital = . . - 334(1) .
213.816,03  Operation of Moga.d:.shu hospital L. 653
216,016,09 Temporary aid for the operation;

of Mogadishu hospital - 9%

il‘Sniota.l"amouht of the contractss
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