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INTRODUCTION 

1. Implementation of the African health development framework adopted in Lusaka, Zambia, in 1985 by 
the Regional Committee has progressed. The delays observed in some countries are due to a continuing 
difficult period for Africa in the political, economic and social domains; the crisis is having a severe effect on 
the health sector. The transition towards wider participatory democratic systems is a new challenge and 
opportunity for public health policies. 

2. In a number of countries national consultative mechanisms (national conferences) have taken important 
decisions with a view to improving health care delivery at the peripheral level. Other countries have decided 
to organize national consultative health meetings in order to take stock of the situation and lay the foundations 
for new health development policies. In all cases WHO's orientations have been used as reference and in 
many the WHO representative's participation has been enlisted. 

3. In complementing the efforts of the WHO Regional Office for Africa and those of the ministers of 
health, the heads of state and government of the Organization of African Unity (OAU) made a declaration on 
"the current African health crisis" at the OAU Summit at Abuja, Nigeria, in June 1991. They were concerned 
about the increased frequency of epidemics, the uncontrolled AIDS pandemic, and insufficient organization of 
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local communities for participation in health and development. They recommended to Member States, 
inter alia, community-oriented health policies making full use of national expertise in technical cooperation 
programmes to ensure sustainability and promote a multisectoral approach in AIDS prevention and control. 

4. The Summit called upon OAU and other inter-African organizations to promote African solidarity and 
regional economic integration, and decided to review by 1995 progress made in the implementation of the 
action initiated in its Declaration. 

5. The Declaration is clearly a welcome development, in consonance with the Declaration of Alma-Ata and 
the African Declaration on Health as a Foundation for Development (Addis Ababa, 1987). 

O v e r a l l p o l i c y 

6. In 1990, the Regional Committee adopted a plan for accelerating the implementation of the African 
health development framework that covers the period of WHO's Eighth General Programme of Work for the 
period 1990-1995. 

7. The implementation of this plan over the three bienniums, 1990-1991，1992-1993 and 1994-1995 is 
pursued at each level of the health system, with particular emphasis on the integration of programmes in order 
to: 

(1) strengthen the health system through management improvement, training and continuing education, 
and operational research; 

(2) organize health care focused on priority programmes (maternal and child health, water supply and 
sanitation, disease prevention and control) and on selected programmes at the local, regional and central 
levels; 

(3) ensure continued monitoring and evaluation using community health indicators and criteria for 
assessing the operational capability of health districts. 

8. AIDS prevention and control and the new health care financing programme complete this health 
development "package". 

9. In July 1991 WHO representatives were requested to: 

(1) initiate negotiations with national health officials in order to translate the regional health 
development programme into tangible activities in each country; 

(2) update the 1990-1991 plan of action and effect changes compared to the 1992-1993 programme 
budget so that, by the 1994-1995 biennium, 50% of the regular budget would be allocated to health 
development activities based upon the resolutions of the Regional Committee and the World Health 
Assembly. 

Each WHO representative was also requested to obtain the backing of the government for approaches which 
would progressively lead to the allocation of the regular budget as follows: 

(a) after deducting funds for the WHO representative, up to 50% of the budget should be used for 
health development activities which are accepted regionally and internationally as priorities by Member 
States and which apply to the overall health system at local (district), intermediate and central levels; 

(b) at least 50% of the remainder of the budget should be used to tackle country-specific problems 
according to selected priorities, personnel requirements for the programmes, fellowships and any other 
activity identified by national health officials. 

10. The implementation of the African health development framework is the central theme during the period 
of the Eighth General Programme of Work. The experience gained during the past few years in the 
implementation of the health development framework has shown its relevance. Some countries have initiated 
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and completed a "bottom-up" planning process, i.e. one which started at the district level and ended with an 
integrated national health development programme. Implementation of primary health care at the local level 
is the centre piece of these programmes. Furthermore, the health systems are being strengthened by three 
elements (management, training and research), and this has obviously made easier the implementation of 
priority programmes. 

11. The WHO budgetary provisions must always be considered as a booster to the national and external 
resources of each country. 

Detailed programme budget finalization for 1992-1993, and the African programme operations 
coordination system (AFROPOC), 1992 

12. WHO representatives met at the Regional Office in October 1991 to finalize the details of the 
programme budget for 1992-1993. They had discussions among themselves, with the Regional Director and 
with the technical and support programme managers, the main topic being the converting into budgetary terms 
of the policies of the organization, particularly the resolutions and decisions of the Health Assembly, the 
Executive Board and the Regional Committee. 

13. It was observed that resolution AFR/RC38/R2, calling for the allocation of at least 5% of the budget to 
activities supportive of health systems, particularly at district level, had been so well heard that certain 
countries had allocated 10%. Many have also increased the percentage in their 1992-1993 allocation. 

14. Resolutions of the Regional Committee at its forty-first session were reviewed and their implementation 
was included in the country programme budget. For example, countries where dracunculiasis is endemic have 
allocated funds in support of eradication; countries participating in the Onchocerciasis Control Programme in 
West Africa (OCP), have similarly made provision for devolution, and there has been provision for emergency 
preparedness. 

15. New arrangements have been made with regard to the implementation of programme budgets from 
January 1992. Henceforth WHO representatives will prepare a quarterly workplan on the basis of which funds 
will be released for planned activities. At the end of each quarter they will send a report of the activities 
carried out during the quarter and a workplan for the next one. This will inform the Regional Office, the 
technical units of which monitor the implementation of activities jointly with the Programme Operations 
Coordination unit, at all times of the progress of the implementation of the regional programme so that it may 
intervene if necessary. 

WHO country teams 

16. WHO country teams established during the biennium 1990-1991 in the majority of countries will be 
further strengthened in the 1992-1993 biennium. These multidisciplinary teams, which vary according to needs, 
will have primary responsibility for operational support to the district/local health system as well as for overall 
monitoring of the country's health development profile. The Regional Director has set aside 2% of the 
regional budget to supplement this important WHO presence at the office of the WHO representative. It is 
envisaged that additional support will be forthcoming from extrabudgetary sources to reinforce management, 
training and research，or to support selected programmes. The country teams have made the intercountry 
primary health care activities redundant. 

17. The three intercountry teams have therefore been restructured as of 1990-1991. During the biennium 
1992-1993 they will comprise consultants (short- or longer-term) in the same locations to actively promote, 
stimulate and monitor the implementation of national programmes in the two main areas i.e., AIDS prevention 
and control and health care financing. They will also assist in preparing reports on progress and problems to 
the governments, the global management committees (which include the donors) and to the Regional Office 
and headquarters. 

MEDICAL CARE: A PRIORITY IN THE AFRICAN REGION 

18. As implementation of the regional programme progresses, Member States and the Regional Office 
realize that increased priority should be given to medical care. Ministers of health raised the issue during the 
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last session of the Regional Committee. Therefore, this aspect of health care delivery will, in the years to 
come, occupy an important place among the regional priorities. 

THRUSTS IN PROGRAMME IMPLEMENTATION 

19. Expanded Programme on Immunization. Achievements have been considerable in most Member States 
in increasing the levels of immunization coverage with all vaccines used in the Expanded Programme on 
Immunization and in the elaboration of plans of operation to eliminate neonatal tetanus and eradicate 
poliomyelitis. 

20. Achievements with regard to immunization coverage are: 

- 7 9 % for BCG; this may be used as an indication of access to the Programme's services; 

• 57% for the third dose of diphtheria/pertussis/tetanus vaccine (DPT); 

• 56% for the third dose of oral poliomyelitis vaccine; 

- 5 4 % for measles. 

Also, 39% of women have received the second dose of tetanus toxoid. 

21. Within these regional achievements are some impressive national accomplishments; 34 countries 
equalled or bettered the target (75%) for BCG; 22 for DPT and oral poliomyelitis vaccine (third dose); 19 
for measles, but only 14 for tetanus toxoid (second dose). Emphasis has been placed on the delivery of 
immunization services through the existing health infrastructure and on the monitoring of programme 
performance district by district. Member States are now considering how to sustain and improve upon these 
achievements during the 1990s with those who collaborate in supporting national programmes. 

22. During the 1990s the Programme will concentrate on neonatal tetanus elimination, poliomyelitis 
eradication and measles reduction. Countries have been encouraged to formulate targets for reduction of 
cases of diseases, and several countries with more developed surveillance systems have begun to record such 
reductions as levels of immunization coverage rise. But data on surveillance are still incomplete and the 
collection and analysis of data for disease surveillance at district, national and regional levels must be greatly 
improved. 

23. The regional expanded programme on immunization, although not having reached all its targets for the 
end of 1990’ is definitely on the right course thanks to political will and support from the highest level in all 
countries of the Region and the unrelenting efforts of programme officers in the Member States. 
Achievements have demonstrated the gains that are possible when the efforts of difTerent organizations and 
agencies are harmonized for the attainment of common objectives and goals in Member States of the African 
Region. 

24. Dracunculiasis eradication programme. Burkina Faso，Ghana and Nigeria have a countrywide 
distribution of the disease. In the same countries, national case-finding surveys have been conducted, action 
plans have been drawn up and intervention strategies to prevent the spread of the disease are being 
implemented. Evidence of effective surveillance is already apparent in some districts in these countries. 
Reduction of cases has been recorded in Nigeria (38%) and in Ghana (35%). 

25. In Benin, Cameroon, Côte d'Ivoire, Kenya and Togo the three steps of case-finding, development of 
plans of action and implementation of intervention strategies have been initiated. Because the disease occurs 
rather locally in these countries the prospect of reaching eradication targets is good. 

26. In the third group of countries, located in the Sahel region，i.e., Chad, Mali, Mauritania, Niger and 
Senegal, national case-finding was started in 1989-1990 and needs to be followed up quickly with either initial 
national plans of action or with a revised national plan of action in the light of results. 
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27. The fourth group of countries, consisting of Ethiopia, Central African Republic and Uganda, and Sudan 
(which belongs to the Eastern Mediterranean Region of WHO) the situation is variable. There is an urgent 
need for thorough nationwide assessments of the epidemiological situation to confirm the current estimates of 
low prevalence. 

28. The fifth group of countries consists of Gambia, Guinea, and Guinea-Bissau; no cases of dracunculiasis 
have been reported for several years. There is therefore a need to confirm the absence of cases by nationwide 
searches as the basis for organizing eradication activities or for establishing the certification of eradication. 

29. Tuberculosis control. The HIV/AIDS epidemic is worsening the tuberculosis situation; two- or three-
fold increases have been observed in some countries in the Region in the past four or five years. 

30. Research in the African Region on the relation between HIV/AIDS infection and tuberculosis shows 
that HIV seropositivity is two to six times higher, or more, among tuberculosis patients than in the general 
population and that HIV is the most powerful risk factor for reactivation of dormant and remotely acquired 
tuberculosis. 

31. The emergence of HIV/AIDS tends to accelerate the progression of latent and asymptomatic forms of 
tuberculosis to active disease; hence an increase in tuberculosis. There is also an increase in unusual clinical 
forms with different extrapulmonary signs. This has given rise to new problems at all levels of patient care. 

32. Solutions to the above problems must involve the formulation of national tuberculosis control strategies 
based on a sound analysis of the epidemiological and operational situation, control activities being rationalized 
at all levels of the national health systems. 

33. Acute respiratory infections control programme. This has become a true essential component of primary 
health care, while the programme continues to expand. As at March 1991 a total of 11 countries had 
developed technical guidelines and plans of operation; out of these, six have started to implement programme 
activities. However, the current geographical coverage is limited as only 19 countries have nominated focal 
points for these infections within the ministry of health, mainly in the maternal and child health or 
epidemiological services. 

34. Indications however are that the control programme will be developed further in the Region; 37 
countries sent participants to the programme managers’ course in Kadoma, Zimbabwe (May 1990) for English-
speaking countries, and in Kigali, Rwanda (February 1991) for French-speaking countries. As a result，more 
and more countries are seeking support for collaboration in establishing control programmes and training 
courses. 

INTERREGIONAL CONFERENCE ON MALARIA CONTROL IN AFRICA 

35. The African Region hosted the Conference (21 to 25 October 1991). Five of the six WHO regions sent 
participants. 

36. The main conclusions and recommendations, which are addressed equally to Member States, WHO and 
donors, will go forward to the Ministerial Conference in December 1992. 

FORTY-FIRST SESSION OF THE REGIONAL COMMITTEE 

37. The session was held at Bujumbura from 4 to 10 September 1991. The Committee adopted the biennial 
(1989-1990) report of the Regional Director and noted that action taken during the biennium had allowed 
implementation of both the African health development framework and the various directives laid down by the 
Regional Committee at succeeding sessions. 

38. Second evaluation of the implementation of the strategy for health for all by the year 2000. The 
evaluation took place from 1 October 1990 to 31 January 1991. Reports from 40 of the 43 countries which 
carried out the evaluation were analysed. Despite the effects of the world economic crisis significant progress 
was noted. Though more efforts are needed it was observed that most countries had given new directions to 
and restructured their national health systems in order to make the "district" the operational unit for the 
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implementation of primary health care. In the field of health care delivery there were indications of 
encouraging results with regard to water supply in urban areas and overall access to care and immunization. 

39. Data related to the health status of populations showed rather limited progress. The infant mortality 
rate is still more than 100 per thousand live births in many countries, and the maternal mortality rate remains 
an alarming cause of concern. 

40. The second evaluation has emphasized the necessity of additional efforts. The countries of the Region 
have unanimously accepted to make such efforts. 

41. AIDS prevention and control programme. The main concerns regarding AIDS in Africa included its 
spread to rural areas, and to West Africa. Although the pandemic remains global, increasing attention is being 
given to the developing world where the rate of transmission is increasing mainly through heterosexual 
intercourse. Because of the high level of mother-to-child transmission, resulting from a growth in the number 
of infected women, AIDS in infants was receiving greater attention than before. Other developments in the 
AIDS pandemic included: 

• increasing recognition by governments of the importance of having a truly multisectoral approach to 
AIDS prevention and control; 

• the need to mobilize all sectors of society (health，education, industry, agriculture) and all involved 
(women, young people and workers) in the fight against AIDS; 

• the need to work with community groups and nongovernmental organizations; for this reason it was 
recommended that 15% of all external resources (except for international staff) should go to 
collaborating nongovernmental organizations; 

- t h e need for the programmes of AIDS control to receive support at the highest political level in order 
to obtain adequate and needed resources. 

42. On the regionalization of the AIDS programme, the Regional Director worked closely with Global 
Programme staff at headquarters to ensure that the process continued with a minimum of administrative 
difficulties for the countries. Decentralization in the African Region has so far affected 26 countries. 
Activities will be decentralized for the rest in 1992. Collaboration with the countries also continued to 
decentralize their AIDS control activities to the districts. 

43. African initiative on essential drugs. This initiative aims at strengthening drug management capabilities 
at regional, subregional and country levels, which will result in effective collaboration between WHO and the 
countries. Drug management at district and community levels will be improved. The initiative will encourage 
countries to formulate national drug policies and establish national drug regulatory authorities to register all 
drugs circulating in the country, and thereby reduce proliferation of counterfeit drugs. WHO will thus 
cooperate with countries to improve drug supply, encourage quality control, the use of the WHO certification 
scheme and guidelines on manufacturing practices, and the rational use of drugs. To achieve this WHO will 
need cooperation from other partners such as UNICEF and UNIDO, governmental and nongovernmental 
organizations and donors. 

44. Cholera epidemics in the African Region. During 1991 more than 15 countries reported cholera 
epidemics in the Region. The number of cases reported by September was 118 244 with 10 743 deaths, a case 
fatality rate of 9.1%. This showed that there was a problem with effective management of diarrhoea in general 
and cholera in particular. It was therefore imperative to give the necessary attention to drinking-water supplies 
and sanitation measures through multisectoral action. The Programme Sub-Committee endorsed the Regional 
Director's recommendations and asked him to strengthen the role of WHO in coordinating cholera prevention 
and control activities, particularly between neighbouring countries. 

45. The current cholera epidemic has brought to the surface several shortcomings at country level, 
particularly in respect of: 

drinking-water supplies in rural and peri-urban areas; 
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-envi ronmenta l sanitation, more specifically disposal of excreta, and personal, family and community 
hygiene; 

- c a p a c i t y of the health system, namely with regard to case management and epidemiological 
surveillance; 

- c o m m u n i t y participation in health protection activities. 

46. International Drinking Water Supply and Sanitation Decade in the African Region. An analysis has 
been carried out on the progress up to December 1988，during the first eight years of the Decade, based on 
data supplied by 34 of the 46 countries in the Region, with a population corresponding to 80% of the 
inhabitants of sub-Saharan Africa, South Africa excepted. The most important findings, which were drawn to 
the Regional Committee's attention were: (1) during the period between 1980 and 1988 the total population 
of the Region had increased by 28%, the urban population by 59% and the rural population by just 18%; 
(2) water-supply service coverage in urban and rural areas had risen from 66% to 83% and from 22% to 31%, 
respectively; (3) urban sanitation services' coverage remained stationary at 54% while rural coverage rose 
slightly from 20% to 21%. However, it is worth noting that those relatively stable coverage rates correspond to 
13 million new beneficiaries in rural areas and double that number in the cities. 

47. It is estimated that at the rate of progress made up to 1988, the targets that the Region had set for water 
supply would not be attained, total anticipated coverage remaining at 65% for urban and rural areas. In regard 
to sanitation, total coverage of urban and rural populations foreseen by 1990 was not expected to exceed 63%. 

48. The exact amount of financial resources allocated to implementing the International Drinking Water 
Supply and Sanitation Decade activities in the African Region was not known, information received from the 
countries being incomplete. The fact that many multilateral and bilateral cooperation agencies were 
participating in activities meant that information for the end of the Decade would not be reliable either. 

49. However, it was estimated that investments needed to achieve Decade objectives as set by the Region in 
order to serve the populations not covered by the programme would amount to about US$ 13 000 million, 
including about US$ 9300 million from the regular donors in this sector; 880 water supply and sanitation 
projects were in progress in 44 countries of the Region, with financial support from various external funding 
agencies, estimated to be worth about US$ 6000 million. 

50. Implementation of the Decade activities had faced a series of obstacles between 1980 and 1988; four 
types of constraint were dominant: (1) funding limitations, (2) insufficiency of trained personnel, 
(3) inadequate logistics, and (4) inadequate operation and maintenance. 

51. One obstacle that appeared to be under-emphasized was the population increase in the Region in 
general, and the extraordinary expansion of the urban populations in particular. That factor certainly had a 
bearing on the level of achievement of targets. 

52. Regional health care financing programme for Member States. The Regional Committee was presented 
the various features of this new programme, the principles underlying its development, its major thrusts and 
implementation framework. 

53. Although applicable to the entire Region, this programme was essentially country-based and was 
sufficiently flexible to be adapted to realities in each Member State. 

54. It would provide for collaboration between individuals, communities, governments and their development 
partners. 

55. The Committee acknowledged that it was neither possible nor reasonable for the health sector to depend 
on limited budget allocations as the sole source of financing for the health sector. 
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56. However, it would be necessary: 

(i) to study the experience of countries in Africa and other countries outside Africa (especially 
developing countries) with conventional mechanisms for health care financing; 

(ii) to take account of the economic crisis, structural adjustment programmes, the deterioration in terms 
of trade, and the debt burden; 

(iii) to call upon governments to give greater priority to the health sector; 

(iv) to adopt the concept of "cost sharing" or "co-financing" in preference to "cost recovery", which was 
often misunderstood; 

(V) to make it clear that community financing was intended to complement and not to replace the 
budget of the State; 

(vi) to give consideration to the problem of financing health care for people with no health insurance. 

57. There is no universal solution to the problem of health care financing. As only part of the overall 
expenditure on health in countries comes from the budget of the ministry of health the level of expenditure in 
the private sector is high. It should be one of the objectives of the programme to mobilize substantial 
resources in the private sector. 

58. Fellowships. WHO should update the directory of training institutions, an essential tool for helping 
Member States to promote health manpower training in Africa. It is Member States' responsibility to choose 
training institutions in the Region and overseas, and to emphasize commitment to training in Africa. Member 
States should base themselves on WHO,s guidelines on training in the health sciences when they negotiate the 
framework of bilateral cooperation. 

59. A new form of support for training was launched, that would help to strengthen training of health and 
health-related personnel at the intermediate and district levels. This approach would reduce the cost of 
training, offered greater flexibility than fellowships, and would also encourage training within countries. An in-
depth discussion on training of human resources for health took place during the Technical Discussions at the 
forty-first session of the Regional Committee. The conclusions of the discussions will further enhance the 
regional programme in this field. 

60. Meetings of the Programme Sub-Committee. The Regional Committee was of the opinion that the 
Programme Sub-Committee should have a more active role in the preparation of its discussions. With a view 
to allow adequate time to the Programme Sub-Committee for full discussion of essential questions (pr< mme 
budget, certain important technical questions) to be submitted to the Regional Committee, the Region 
Director has been requested to take the necessary action for holding its meetings three months before the 
Regional Committee session. 

61. Bujumbura appeal. Representatives of Member States at the forty-first session of the Regional 
Committee have launched the Bujumbura appeal, "A call for Africa", where, inter alia, the international 
community is called upon to stand by the commitment undertaken in a resolution of United Nations General 
Assembly in 1986, by substantially increasing its aid to Africa, and to strengthen collaboration with WHO to 
tackle the present enormous problems of health development in Africa. 


