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The challenge 
Health for all Africans by the year 2000 

by Professor Gottlieb Lobe Monekosso 
Regional Director, WHO Regional Office for Africa 

Health was defined in 
the Constitution of 
WHO (1948) as "a 
state of physical , men
tal . and social well
being, not merely the 
absence of disease or 

disability." It is logical therefore that, 
after three decades of trial and error, the 
World Health Assembly in 1977 de
cided that the main social target of 
member states and people, and that of 
international organizations and the 
whole world community, should be the 
attainment by all the citizens of the 
world by the year 2000 of a level of 
health that will permit them to live 
socially and economically productive 
lives . The following year , ~at 
the Alma-Ata Conference, it 
was agreed that the primary 
health care approach is the key 
to attaining this goal, as part 
of development in the spirit of 
social justice. 

Countries of the African 
Region of WHO have made 
some progress in the last two 
decades . They have shown 
a political commitment by 
ratifying the Alma-Ata Decla
ration, and by adopting an 
African Charter of Health. 

Published health indicators , 
and related socio-economic in
dicators , put many African 
countries in the unenviable 
position of being among the least de
veloped in the world. For example , an 
infant mortality rate of 160 per thousand 
compared to 19 per thousand in devel
oped countries; a life expectancy of 
45 instead of 72; an adult literacy rate 
of 28 per cent instead of 98 per cent; 
safe water supply covering 31 per cent of 
people instead of 100 per cent ; a gross 
national product per capita of US $170 
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compared to $6,230; and per capita 
public health expenditure of $1.7 com
pared to $244 in developed countries. 

All this means that, as far as primary 
health care (PHC) implementation is 
concerned , what , is needed is not 
"rhetoric " but " action". We must build 
upon the gains of the last two decades , 
not by continuing at the same pace , but 
by accelerating our health and socio
economic development. 

Fleet of foot 
To be able to proceed at a faster rate 

of development , we must organize 
ourselves as relay teams. Everyone must 
proceed as rapidly as they can to the 

Professor G. L. Monekosso, Regional Direc
tor, AFRO. Facing page : Safe water for the 
individual and the community - one of the 
goals of Health for all. Photos WHO/H. Anenden 

limits of their endurance , and pass on 
the "baton " as soon as they begin "to 
lose their breath. " 

The peoples of Africa must achieve 
a developmental " take off" by the 

year 2000, or be condemned to the 
vicious cycle of poverty, ignorance, dis
ease and economic exploitation. For the 
majority of black African countries, 
political independence over two decades 
ago represented a new opportunity, a 
chance to begin afresh to take our 
rightful place in the community of na
tions. Many African patriots will agree 
that action is required now or otherwise 
it might be never. 

- African countries must consolidate 
their political "independence" ; we 
know that a considerable effort is re
quired to do so; all countries must make 
sacrifices to remain independent, indi
vidually and collectively through Afri
can Unity; 

- African nations must 
strengthen , adapt and, in some 
cases, restore our social sys
tems, and fully regain our hu
man dignity and the rightful 
place of our cultural heritage 
in the world ; 

- African "market places" 
must be organized so that they 
do not remain foci of economic 
weakness and subject to econ
omic exploitation. 

Man, it is generally agreed, 
is the "motor" as well as 
the "beneficiary" of develop
ment. Ensuring that people are 
healthy is crucial , if not cen
tral, to all development effort. 
The goal of Health for All 

Africans by the Year 2000-which we 
abbreviate as HFA AFR0/2000- addres
ses this central theme. 

In Africa, as indeed everywhere, 
health is a subject on which groups, 
communities, institutions and countries 
can usually reach a consensus. Health 
brings people together. Health action 
can therefore be an important mechan
ism for promoting African Unity. 

3 



In the African Region, WHO and UNICEF work 
hand in hand for health. Professor G. L. 
Monekosso, Regional Director, signs a book 
emphasising people's participation. On his 
left is Mr Aguirre, UNICEF Representative in 
Brazzaville. 
Photo W HO/H. Anenden 

One of the goals of WHO is to assist 
countries to achieve the highest possible 
level of health. In promoting the im
plementation of HFA AFR0/2000, the 
Regional Office for Africa has an un
usual historic opportunity , namely to 
assist in producing healthy people who 
will be better placed to achieve their 
political, social and economic goals and 
free Africa from the shackles of under
development. 

Joint action for health 
The Regional Office of WHO occupies 

a very important intermediate position 
between the National and Global WHO 
headquarters (wHo/HQ) levels. Within 
the African Region , WHOIAFRO is work
ing with a great many organizations, 
institutions and departments and inc:li
viduals. The primary health care 
strategy calls for joint action within 
communities , within districts, within 
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provmces , and at the national level. 
WHOIAFRO is strengthening its linkages 
with regional political and economic 
organizations, such as the Organization 
of African Unity (oAu) , the African 
Development Bank (ADB) and the 
Economic Commission for Africa (EcA), 
as well as with sub-regional economic 
groupings. This is expected to go beyond 
simple exchange of information or 
" liaison ", and will include joint action 
in promoting agricultural and economic 
production through ensuring healthy 
manpower. 

The Regional Office will also maxi
mise collaboration with other agencies 
of the UN system , especially with 
UNICEF, in primary health care at the 
operational level in countries. There 
will be joint programming with other 
UN agencies on major aspects of "essen
tial health care," such as food and 
nutrition (with FAO), essential drugs 
(with UNIDO) , environmental control 
(with UNEP), health education/public in
formation (uNEsco) , family planning 
(UNFPA) , and SO forth. 

WHO! AFRO is also working closely 
with bilateral agencies and foundations 
(according to the preferred affiliations 
of member states), and is considering 
the possibility of " tripartite " pro
gramme implementation (Recipient/ 

Donor/wHo) . The World Bank is ex
pected to assist countries to restore or 
expand their health care infrastructure 
at favourable lending rates. 

The highly specialised WHO/HQ staff 
see themselves as serving all the six 
regions of wHo and especially the least 
developed-AFRO . They are called upon 
to visit AFRO for varying periods. They 
may also be requested by countries , in 
consultation with WHOIAFRO , to act as 
consultants to projects in countries. The 
Regional Office staff are responsible for 
coordinating these missions. 

Because the region includes some of 
the world 's least developed countries, in 
a continent that is currently experien
cing a developmental/operational crisis, 
increasing collaboration with other WHO 
regions is being sought in specific areas. 
Developing countries in other regions 
may wish to discuss their experience 
with AFRO countries through staff and 
information exchange, interregional 
seminars , workshops and other projects. 
An inter-regional centre for health 
development is envisaged as a means of 
stimulating African health development 
through the participation of experts 
from other regions , working with their 
African counterparts. 

The raison d' etre of WHO is effective 
technical cooperation with member 
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states , and this is implemented through 
the country offices, three subregional 
health development offices , and the 
Regional Office. 

The AFRO Regional Committee and its 
various sub-committees and advisory 
groups determine the policies that guide 
"executive management " (specifically 
the Regional Director) in selecting re
gional priorities and action plans. 

We share the view that WHOIAFRO 

technical cooperation must be re
vitalized if the goal of HFA/2000 is to be 
attained. The field offices constitute 
a vital network and the principal chan
nel for implementing WHO policies , 
strategies and plans, especially im
plementation of the "Health for all 
strategy " at the district and local level in 
member states. It is for this reason that 
manpower and other resources, as well 
as authority and responsibility, are being 
decentralised to the field. 

Health for all by the year 2000 is not a 
single final target , but a process leading 
to progressive improvement in the 
health of people to which governments 
have committed themselves. They will 
adopt clearly defined policies , strategies 
and plans; establish and strengthen 
health care delivery systems based on 
the primary health care approach; and 
redefine and implement community 
based activities , involving many sectors 
and agencies. 

Consequently, Health for all is viewed 
by African governments as : 

- the attainment by the vast majority 
of individuals of certain measurable in
dices of health and their capability to 
take responsibility for their own health ; 
the same will be true for families and 
community groups; 

- extension of health care coverage 
over the entire country, so that all the 
"health districts" will have coverage 
by a range of defined activities , such 
as immunization , safe water, family 
planning, diarrhoeal disease control, 
and so forth ; 

- satisfaction of community groups as 
far as a specified range of health-related 
social needs are concerned , including 
literacy, housing , water and food sup
plies , and sanitation. 

Mother and child in East Africa. Primary 
health care for individuals and families can
not be sustained without the support of upper 
echelons of the national hierarchy. 
Photo WHO/J. Bland 
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The challenge 

Progress in implementing primary 
health care is hampered by political , 
economic, social, financial and bureau
cratic constraints. WHO/ AFRO believes 
that these can be partially overcome and 
the phase of implementation can be 
definitely accelerated by focusing on the 
district and local level, where the key 
PHC strategies can be simultaneously 
applied. 

All countries , whatever their size, are 
organized into administrative units of 
varying sizes. National health au
thorities, it is suggested, will define or 
redefine "health districts" which will 
correspond ideally with the smallest 
administrative units for which public 
services are provided. These are the 
smallest urban or rural communities for 
whom primary health care programmes 
can be organized, consistent with 
economic and geographical realities and 
with each country's recognised political 
subdivisions. 

Health-related activities at the local! 
district level in many countries of the 
Region remain uncoordinated. A much 
greater impact would be assured and the 
achievement of HFAI2000 goals would 
be accelerated if resources could be 
pooled (even partially) and the efforts 
of many disciplines and sectors 
coordinated. 

WHOIAFRO is cooperating with coun
tries to accelerate health development 
through coordinated planning, organiza
tion and evaluation of all health-related 
activities at the local level-in well
defined " health districts " - under the 
overall leadership of the administrative 
or political head of the " district " - Dis
trict Officer, Commissioner , " Sous-Pre
fet" and so on . That person will coordi
nate the inputs of the health sector, and 
those of other related sectors, through 
community efforts. 

The objective is to assist local au
thorities in the following: 

- establishing (and/or adapting) op
erational plans for HFAI2000 ; including 
activities that will promote the physical , 
mental and social well-being of people 
and will lead to individual , family and 
community self-care; 

- organizing health-related activities 
for HFA/2000 within the established 
comprehensive infrastructure (health 
centres and so on), with the assistance 
of community health teams, front-line 
workers from other social and economic 
sectors, and community health aides 
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" We must organize ourselves as relay 
teams . .. and pass on the baton as soon as 
people begin 'to lose their breath.' " 
Photo WHO/H. Anenden 

selected and (possibly) supported by the 
client communities; 

- monitoring implementation of 
these activities and evaluating their im
pact on the status of health and well
being, the expansion of health care 
coverage and the satisfaction of health
related social needs. 

Primary health care , organized at the 
local level and targeted on individuals , 
families and communities, cannot be sus
tained without the support of "higher" 
echelons of the national hierarchy. This 
is why at the Regional Committee in 
September 1985 , African countries de
cided to accelereate " health develop
ment " by reviewing three types of over
lapping support (during the years 1986, 
1987 and 1988): 

- operational support, including 
helping to get the work done, at the 
local/district or peripheral level; 

- technical support, involving select
ing and adapting technological options , 
with the help of hospitals, public health 
offices and other related sectors at the 
intermediate level; 

- strategic support; this involves 
translating policies that use appropriate 
strategies into action plans at the central 
level (the headquarters of government 
ministries). 

Countries that have reviewed PHC 
implementation in health districts dur
ing 1986 will progressively extend their 
experiences from "pilot" districts so 

that , by the year 2000, all districts in the 
country will have been covered. It is 
expected that each district will be able to 
achieve the following: 

- a well-organized functioning and 
sustained managerial process for health 
development; 

- effective and efficient implementa
tion of health-related activities for indi
viduals, families and communities; 

- attainment of selected health de
velopment targets related to health 
status, health care coverage and health
related basic needs. 

Member states begin by taking stock 
of their present situation-making a situ
ation analysis. They then determine 
which districts already possess elements 
or aspects of the three targets proposed 
above ; they select pilot districts for 
detailed testing of methods; and on 
the basis of experience they proceed 
to cover the whole country. wHo/ AFRO 
has prepared indicators that can be 
used by lay community members (in 
collaboration with front-line workers of 
health and other sectors) to measure 
progress towards pre-determined 
HFA/2000 targets. 

It is clear from the above that coun
tries of the African Region, WHO! AFRO 
and all their partners are intent upon a 
last-ditch battle to free Africa from its 
numerous health problems-unwelcome 
companions on the pock-marked road 
to socio-economic development. WHO, 
UNICEF and the international community 
are called upon to assist in this historical 
effort , with all the human , technical and 
financial resources at their disposal. • 
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Malaria and drug resistance 
Although the malaria parasite has developed resistance 
to chloroquine in parts of Africa, chloroquine is still 
effective in preventing mortality and will remain the first 
choice in anti-malarial drugs for a long time to come 

by Dr E. G. Beausoleil 
Regional Officer for Malaria, WHO Regional Office for Africa 

The emergence and 
spread of resistance to 
chloroquine in WHO's 

African Region has 
very serious implica
tions for malaria con
trol throughout the 

continent. Drug resistance has been de
fined as "the ability of a parasite to 
multiply or to survive in the presence of 
concentrations of a drug that would 
normally destroy parasites of the same 
species or prevent their multiplication". 
In short, what is happening is that 
chloroquine treatment offered to 
malaria sufferers in some areas is no 
longer giving them relief. 

Prior to 1978, there had been a 
number of reports of treatment failures 
from different parts of the Region. 
Some of these reports were critically 
investigated and refuted. Some were 
unable to withstand critical examination 
whilst others did not offer any oppor
tunities for challenge. During this 
period, small doses of chloroquine as 
low as 5 mg chloroquine base per kilo
gramme bodyweight were found to be 
adequate in effecting clearance of Plas
modium falciparum parasites in some 
East and West African countries. 
Chloroquine had also been used exten
sively in a number of countries for mass 
chemoprophylaxis programmes without 
any signs of the emergence of drug 
resistance. 

Consequently, while resistance to 
chloroquine was emerging and spread

. ing in South America and South-East 
Asia in the 1950s and 1960s, malaria 
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experts were fairly optimistic that Africa 
would not be affected by the phenom
enon. There were however a few who 
were not so confident and who predicted 
that with increasing use of the drug, the 
phenomenon would sooner or later 
emerge in Africa. A few also predicted 
that resistance to the drug would initial
ly spread from South-East Asia to East 
Africa through population movements 

The mosquito vector of malaria. 
Original drawing by Jacqueline Bradshaw-Price. 

and would then cross the continent to 
West Africa . 

In fact drug resistance did appear first 
in East Africa, but West Africa is still 
free from it. And it is not easy to 
attribute the emergence of the problem 
in East Africa to the movement of 
people from South-East Asia . The first 
reports of resistance to chloroquine in 
the Region came in 1978 when non-

immune outsiders who had acquired 
their infections while visiting Kenya and 
Tanzania were found to have chloro
quine-resistant P. falciparum infections. 

Systematic studies on the sensitivity of 
P. falciparum to anti-malaria drugs be
gan in the two countries as a result of the 
reports, and resistance has been con
firmed among semi-immune indigenous 
populations in several areas. Since then 
the phenomenon has been confirmed 
and reported successively in a number of 
Eastern, Central and Southern African 
countries. In the Comoros-the island 
state lying between Madagascar and 
mainland Africa- the report is based on 
the detection of chloroquine-resistant 
parasites in an individual who is be
lieved to have acquired his infection in 
the country. The true situation has yet to 
be assessed. 

The reports from the other countries 
are all based on studies carried out by 
research scientists who are interested in 
the subject. Information on the geo
graphical distribution and the rate and 
extent to which the degree of resistance 
is growing and spreading in these coun
tries is unfortunately only fragmentary 
at this stage. The available information 
is limited to a few localities where 
studies have been carried out. 

It is however reassuring that chloro
quine is still effective in preventing mor
tality in all those areas. It still remains 
and will continue to remain the first 
choice in anti-malaria drugs for a long 
time to come. A state of despair and 
hopelessness that would arise if chloro
quine proved no longer effective and 
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Taking blood from a child's finger in the 
· Republic of Cameroon. The microscope will 
show whether the malaria parasite is present. 
Photo W HO/P. Pittet 

had to be replaced by alternative drugs 
has not been reached and is unlikely to 
be reached in the foreseeable future. 

No easy solution 
The life cycle of the malaria parasite 

as it passes from mosquito to human and 
back would suggest that the reduction 
and eventual interruption of transmis
sion should be very easy. However, 
for a wide variety of technical, oper
ational, administrative and financial 
reasons which need not be dwelt on 
here, large-scale vector control opera
tions for reducing and ultimately inter
r_upting transmission are not yet feasible , 
especially in the rural areas of most sub
Saharan African countries where 
malaria is endemic. 

This unfortunate situation is unlikely 
to change in the foreseeable future. So 
the only feasible means of reducing the 
harmful effects of malaria in most Afri
can countries is to prevent or reduce 
malaria-related mortality and morbid
ity. This can be effectively achieved by 
developing the widest possible network 
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of facilities and services for the prompt 
diagnosis or recognition and adequate 
treatment of malaria cases , as well as for 
protecting vulnerable groups of the 
population such as pregnant women. In 
addition , personal and community pro
tective measures can be encouraged, 
such as the use of mosquito bed-nets, 
insect repellents, screening of houses, 
burning of mosquito coils and spraying 
of rooms in the evening. 

Protecting pregnant women implies 
the regular administration of an ad
equate dose of chloroquine. For reasons 
that are not yet very clear, the protective 
immunity of women is depressed during 
pregnancy, especially during the first 
pregnancy , and they are therefore very 
vulnerable to the disease. 

Infants and young children under five 
years are also highly vulnerable to the 
disease; this is due to early loss of 
maternal protective immunity passed on 
during pregnancy and the time it takes 
to acquire an adequate level of natural 
protective immunity. Consequently it 
was advocated in the past that this age
group, and even schoolchildren, should 
be protected through large-scale 
chemoprophylaxis programmes. 

The current policy, however, is to 
discourage and discontinue such pro
grammes. Firstly , they have proved to 
be not only very expensive but also 
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ineffective, with little or no impact on 
health status. It is difficult to ensure 
adequate coverage and regular ad
ministration to the individuals at risk, 
and invariably there are interruptions 
because of drug shortages or logistic 
problems. Secondly, there are fears that 
the long-term administration of anti
malaria drugs in sufficient doses to pre
vent parasitaemia will interfere with the 
development of natural protective im
munity. Thirdly , the long-term ad
ministration of chloroquine for as long 
as five or six years is likely to hasten 
the appearance of toxic effects from the 
drug. Fourthly, the large-scale use of 
chloroquine, especially in small doses, 
seems likely to encourage the emerg
ence and spread of drug-resistant strains 
of P. falciparum. Finally , it is clear that 
mortality and suffering in this age-group 
can effectively be prevented or reduced 
by ensuring prompt diagnosis or recog
nition and adequate treatment of acute 
illness. On the other hand, there is no 
objection to individual chemoprophy
laxis based on sound medical advice. 

So far, resistance has been detected 
mainly in P. falciparum , which not only 
causes the most severe forms of the 
disease but also accounts for over 90 per 
cent of infections in most areas of tropi
cal Africa where malaria is endemic. 
Against this background, it becomes 
readily recognisable that in a strategy 
almost entirely dependent on the ration
al deployment of anti-malaria drugs the 
emergence and spread of drug-resistant 
malaria parasites is bound to pose seri
ous public health problems. 

Should the intensity of resistance to 
chloroquine become very great, there is 
still only a very limited range of alterna
tive drugs and treatment regimens. The 
effective management of recrudescences 
and treatment failures could be increas
ingly difficult if resistance to the alterna
tive drugs also emerged. Compared to 
chloroquine, the available alternative 
drugs have worse side-effects. Besides, 
the alternative treatment regimens are 
more costly, so patients are less likely to 
comply with them. And developing new, 
safer and more effective anti-malaria 
drugs is a slow and expensive process, so 
it is not clear how soon such drugs might 
be available. 

It cannot be over-emphasised that 
formulating and vigorously pursuing ra-
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tional policies and measures aimed at 
maintaining for as long as possible the 
efficacy of the currently available anti
malaria drugs , especially chloroquine , 
will be a matter of great importance. 

Certain basic measures need to be 
adopted in all areas where P. falciparum 
is or may be a public health problem. 
Extensive use of a drug is clearly a 
major contributory factor to the emerg
ence and spread of drug resistant para
sites. Large-scale abuse and misuse of 
drugs, which results in the administra
tion of sub-curative doses, has been 
observed in some countries and should 
be prevented. This applies equally to the 
mass administration of drugs. So there is 
a need to draw up policies aimed at 
controlling the importation, production, 
distribution and use of anti-malaria 
drugs. This applies especially to the 
second-line drugs, such as Fansidar. 
Fansidar- which should be held in re
serve and used for "' cases that fail to 
respond adequately to chloroquine or 
amodiaquine-can be obtained without 
prescription in some countries and is 
being misused on a large scale. This is 
dangerous since it could encourage re
sistance to the drug. 

Intensive education and information 
of health personnel and the general 
public are needed to promote sound 
knowledge and correct use of anti-
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The use of mosquito bed-nets should be 
encouraged as a preventive measure against 
malaria at the individual and community 
levels. 
Photo WHO/J. Mohr 

malaria drugs. It is also necessary to 
develop effective and efficient mechan
isms for the prompt referral and ad
equate management of severe and com
plicated cases of malaria and treatment 
failures, particularly in areas where 
there is resistance to chloroquine. 

This calls for the formulation of stan
dard treatment regimens for different 
levels in the health care delivery sys
tems, and appropriate drugs should be 
available in adequate quantities at the 
different levels. At each level, the per
sonnel responsible for the diagnosis and 
management of malaria should be given 
adequate training appropriate to the 
tasks they are required to perform. 

Village or community health workers 
have to learn the criteria for recognising 
all forms of malaria (acute without 
complications, severe with or without 
complications, and treatment failures) 
and giving correct treatment. And at 
the centres designated for managing 
referral cases , correct clinical diagnosis 
and parasitological confirmation of 
cases will be as crucial as their proper 
management. Alternative drugs should 
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be readily available at these centres , and 
the drug policies and standard treatment 
regimens should be under continuous 
review and modified as appropriate. 
This will call for an initial assessment of 
the response to various treatment regi
mens and subsequent continuous moni
toring at all levels. 

Where there are no laboratory 
facilities , response should be based on 
clearly defined clinical criteria. Where 
there are laboratory facilities , response 
should be based largely on clinical 
criteria but selected cases could be as
sessed by a combination of clinical and 
parasitological response. Depending on 
the availability of resources and the size 
of the country, one or more special 
teams capable of both in vivo and in 
vitro testing of sensitivity should be 
established . 

An information system , which should 
be as simple as possible, ought to be 
developed. The system should provide 
an alarm mechanism which will enable a 
special team to respond promptly to 
changes in the adequacy of response to 
treatment, moving into the area to carry 
out detailed investigations mainly by the 
in vivo method. The in vitro method 
should on the whole be used sparingly. 
There should be as much exchange of 
information as possible between coun
tries within the framework of technical 

·cooperation. 
WHO should play an important and 

active role through technical collabor
ation with, and support to , the member 
countries. It can do so by disseminating 
relevant technical information , provid
ing the services of consultants , supplies 
and equipment, organizing meetings for 
exchange and discussion of experience, 
offering training and strengthening na
tional training capabilities , and mobilis
ing resources in support of national, 
subregional and regional anti-malaria 
activities . 

Finally, the only logical means of pre
venting or reducing the emergence and 
spread of P. falciparum drug-resistance 
is to reduce or interrupt its transmission. 
WHO should therefore make every possi
ble effort to stimulate and intensify 
research aimed at improving existing 
tools or developing new ones which will 
make the reduction and eventual inter
ruption of malaria in Africa feasible and 
affordable by the countries. • 
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Family planning 
Giving couples freedom of choice to have the number of 
children they want means that most countries must make 
access to modern contraceptive methods easy for everyone 

by AYssatu Kone-Diabi 
Director of Programme Management, WHO Regional Office for Africa 

Activities on a global 
scale for promoting 
and improving the 
health of the mother 
and child via family 
planning represent a 
material sign of sup

port for the vulnerable mother and 
child group-a group which forms 65 
per cent of the total population of the 
African Region . 

It is hardly necessary to recall that 
action on behalf of mothers and chil
dren is one of the best ways of apply
ing primary health care. It is invariably 
given priority in community pro
grammes. And it can be an "anchor 
point " for any campaign aimed at 
promoting and improving women's 
conditions, and emphasising their role 
in improving the family's health and 
hence that of the entire community. 

The current decentralisation in 
AFRO and the adoption by the 35th 
session of the Regional Committee in 
Lusaka, in September 1985 , of a 
" three-stage plan" to speed up pro
gress towards Health for all by the 
year 2000 provide ideal circumstances 
for strengthening collaboration be
tween WHO and its member states. 
Now family planning can be effectively 
integrated into maternal and child 
health , in the context of primary 
health care. 

That integration, especially in rural 
districts , calls for a number of prere
quisites , without which failure is prob
able. There must first of all be a degree 
of conviction and commitment on the 
part of national officials who signed 
the Alma-Ata Declaration in 1978. 
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Giving couples freedom of choice to 
have the number of children they want 
means that most countries must make 
access to modern contraceptive 
methods easy for all sections of 
the population. They must also make 
sure that families welcome wanted 
children , and help sterile couples 
to have them. 

Family planning advice- as here in Uganda 
-has more impact if the father is involved as 
well as the mother. 
Photo WHO/E. Schwab 

Very few countries have so far taken 
constitutional steps to guarantee the 
right to plan a family , or to provide 
security for social and health workers 
in this field . Very few countries allo
cate national resources to this pro
gramme, which should be a matter 
of priority. 

As the leader and coordinator in 
health campaigns , the Regional Office 
will have to strengthen and develop a 
coherent programme for collecting , 
publishing and circulating information 

on the health features of family plan
ning. It must encourage national 
authorities to allocate the resources 
needed to carry out a policy that has 
been individually and collectively 
adopted. And it must support an 
assessment and analysis of legislation 
relating to fertility in order to repeal 
backward laws and pass new ones that 
will promote and develop family 
planning. 

The Regional Office must therefore 
forge links with the national auth
orities, such as parliamentarians, who 
have a part to play in drawing up and 
passing laws affecting family planning 
services and staff. On the basis of such 
links, and through public meetings, it 
will be possible , in each district, 
to motivate and encourage the local 
integration of family planning into 
primary health care. 

The second prerequisite is based 
upon a proper knowledge of the envi
ronment and a suitable information 
system, which is an essential tool for 
the running of the programme. 

Primary health care varies consider
ably from country to country, and 
even within them. The Regional Of
fice will have to provide substantial 
help in developing national abilities to 
acquire and analyse simple data on the 
community's physical , human , social, 
economic, demographic and health 
environment. Only then can it inno
vate and draw up coherent and inte
grated programmes that take account 
of the psychology of the people con
cerned , the existing social, cultural and 
economic conditions, and the desire of 
the countries to institute multi-
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disciplinary operations matched to the 
true needs of the communities. 

A third prerequisite is to put into 
effect a programme for informing and 
educating the public and the medium
level social and health staff, in order to 
obtain the cooperation of the com
munity. This programme will need to 
cope with problems as they are raised 
and perceived by the people. The 
Regional Office will have to encour
age countries to accept, produce and 
circulate documents and technical 
information on family planning and 
Improve suitable exchanges of 
technological experience between 
countries. In addition, the use by 
countries of the corps of "health com
municators" advocated by WHO, who 
can formulate methods and simple 
messages, using appropriate audio
visual means for the existing social 
and cultural circumstances, will be 
vital to the development of the pro
gramme at district level. By making 
sensible use of these communicators, 
the media could trigger an irreversible 
process of health advocacy, including 
family planning. 
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Finally, since making full use of 
human resources is a key item in 
developing any programme, the per
sonnel involved in family planning 
must be carefully chosen for their 
delicate touch in putting across new 
concepts. Trainers and supervisors 
must be found who can carry out, 
continuously monitor and assess the 
work, but who can also steadily im
prove the services of the staff at 
peripheral and intermediate level. 

The training will be the concern of 
district health teams responsible for 
popularising the basic principles of 
family planning and administering, 
monitoring and assessing the pro
grammes. The staff will have to consist 
of both men and women selected for 
their interest, competence and apti
tude for work in a given environment. 
Selection criteria and a psychological 
guide should be drawn up to ensure a 
careful choice of members of the 
health team and of the community 
health officer. 

As cultures differ widely, each 
group will have to design its own 
teaching material at the start of the 

family planning programmes, in coor
dination with the other priority sectors 
such as nutrition, the expanded pro
gramme on immunization, the control 
of diarrhoea! diseases, and the provi
sion of clean water and sanitation. 

Once these conditions have been 
obtained, the next step will be to 
determine how to apply the new ap
proach, taking account of the specific 
situations in each district and laying 
emphasis on the individual, the family 
and the community. 

Potential of women 
It is becoming ever clearer that 

women, especially in country areas, 
have a fundamental part to play 
in social and health development and 
the promotion of family planning. To 
ignore this potential would be to raise 
a barrier against social and economic 
development. 

Maternity hospital in Gabon. Family plan
ning helps to ensure that every baby is a 
"wanted" baby. 
Photo WHO/J. Mohr 
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Family planning 

But they cannot make their full 
contribution to development without a 
proper education. By "education " 
should be understood " practical liter
acy in the national languages " through 
which their mental attitudes can be 
changed and their knowledge and 
behaviour improved , so that they can 
smoothly take their place in the com
munity and act as educators. and in
struments for improving living condi
tions in the family and the community. 
As the philosopher James Aggrey said 
" to educate a man is to educate a 
single individual , but to educate a 
woman is to educate an entire nation" . 

A joint effort will be needed from 
WHO and its member countries to 
strengthen and develop intersectoral 
cooperation and inter-institutional 
collaboration, both nationally and 
internationally , so as to concentrate 
all resources in favour of com
munity health. 

The explosive growth of African 
youth is spreading further and further 
into the rural areas , where there are 
new problems in making the transition 
from traditional life to modern society. 
Unwanted pregnancies, the often fatal 
complications of abortions in young 
girls, the spread of sexually trans
mitted diseases among the young: 
such problems affect a country's fam
ily , social and economic life. Basic sex 
education for young people must , 
therefore , be integrated into the dis
trict's health education programmes . 
The Regional Office will have to help 
countries to conduct studies and 
research into existing traditional 
practices , and draw ·up " African mod
els " for sex education, with suitable 
teaching material, in close collabor
ation with the community. 

There can be no disputing the 
father's decision on the size of his 
family, especially in the villages, where 
the family is also the production unit 
and fertility ensures the continuity of 
traditional structures. But the father 's 
collaboration in family health pro
grammes is virtually unknown in the 
Region; clearly there is room for 
innovation here . 

International campaigns are no sub
stitute for national effort. Those in 
charge of communities must make 
their people understand that pro-
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creation involves not only rights but 
.also duties. The right of a couple to 
decide on the number of their children 
is linked to their duty as parents to 
consider their family's welfare and 
their children 's future . Involving the 
father of a family from the very start in 
the family planning programme will 
ensure that he supports its future 
development. 

Family and community 
Involving the family or the com

munity in development in general, and 
family health integrated into primary 
health care in particular , requires an 
individual sense of responsibility , the 
will to seek new methods and motiv
ation to work together to reach com
mon mms. 

The main job of the community 
health worker will therefore be to act 
as a link between the district's social 
and economic development auth
orities and the people themselves, 
in order to help them solve their 
problems through information and 
training. 

This means that leaders will have to 
be found within the community who 
can assess the problems and the ways 
of solving them and can inspire com
munities to form action committees. In 

A counselling session in Gabon. The person
nel involved in family planning must be 
carefully chosen for their delicate touch in 
putting across new concepts. 
Photo WHO/J. Mohr 

this way an "esprit de corps" can be 
built up which will inspire people to 
work together towards the common 
goal. The best possible conditions 
for collaboration and coordination 
between districts will also need to be 
encouraged so that community action 
really becomes more effective. 

Political will 
Perhaps the most difficult pre

requisite to ensure the success of 
the strategy described here is the pol
itical will that is needed for action at 
national level. 

Integrating family planning into 
campaigns for the mother and child in 
the context of primary health care 
must be complementary to , but not 
necessarily parallel with , the forging 
of essential links between the exist
ing services and the new structures. 
Together these will form the basis 
for collaboration between the Re
gional Office and governments aimed 
at accelerating the achievement of 
Health for all by the year 2000. • 
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Health for all by the year 2000 

The role olthe universities 
by Dr Antoine Yangni-Angate 
Dean of the Faculty of Medicine of Abidjan, C6te-d'lvoire; 

Chairman of the Conference of Deans and Principals of Faculties and Schools 
of Medicine of French-speaking Black Africa 

here health is concerned, the 
universities are coming out of 
their ivory tower. Over the 

years they have been trying to integrate 
completely with society so as to be
come the catalyst in bringing about 
Health for all by the year 2000. Today, 
especially in the developing world, the 
universities are increasing ly seeking a 
more realistic approach to the tra ining 
of health workers - one which w ill over
come medical and health problems 
while making allowance for the cultural, 
social and economic circumstances. 
They are undertaking health and bio
medical research aimed at revealing the 
best methods of solving pressing prob
lems. And in shaking off out-of-date 
ideas, the medical universities are tak
ing an ever more socia lly-oriented line 
in promoting health by participating 
actively in projects in the field through 
intersectoral cooperation and com
munity involvement. 

Even before the Alma-Ata Confer
ence in 1978, the universities, in com
mon with the administrative and politi
cal authorities, had recogn ised the 
realities that prevail in this last quarter 
of the century. Those with which we 
are concerned here include world pro
gress, especia lly in the developing 
countries , which must from now on be 
viewed in terms of integrated social and 
economic development; the fact that 
70 to 85 per cent of the people in that 
developing world live in rural areas; and 
the fact that, while the concept of 
health may vary between industrialised 
and developing countries, no health 
policy can be viable, particularly in the 
Th ird World, unless it faces the funda
mental problems of education, com
munications, agriculture, water sup
plies, living conditions and inadequate 
financial resources. The obvious infer
ence from this is that health problems 
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are essentially development problems, 
and that the approach to any real sol
ution must embrace a multitude of 
disciplines and sectors. 

lt is within this new context of com
munity health that the University 
Centres for the Health Sciences have 
been set up in Yaounde, Libreville, 
Bamako, Brazzaville, Bangui, Niamey 
and other places in developing coun
tries with low social and economic 

Health workers attending a university 
course in East Africa. 
Photo WHO/P. Almasy 

levels. These centres have cast aside 
the traditional concepts of facu lties of 
medicine, oriented towards individual 
and curative medicine. Instead they 
concentrate on preventive and com
munity medicine, health information 
and education, epidemiology, com
municable diseases, social medicine, 
hygiene and so forth. 

Besides the general training pro
grammes, these university centres 
stress problems of nutrition, maternal 
and child care, environmental health, 

water supplies, living conditions, com
municable diseases (schistosomiasis, 
malaria, amoebiasis, cholera, yellow 
fever, trypanosomiasis, onchocerciasis, 
leprosy and intestinal parasites, 
measles and so on). ethno-sociology, 
psychology and health economics . This 
does not mean that the clinical and 
biological sciences are neglected, but 
they too are given an appropriate 
orientation. 

Since the training offered is essen
tially intended for the largest and most 
underprivileged section of the popula
tion, the programme includes on-the
job tra ining periods in the countryside 
and in the outer-city slums. 

lt is already evident that the Third 
World's universities have .realised what 
their role must be and, through their 
research work, they are making a valid 
contribution to the efforts to attain 
Health for all by the year 2000. 

What is no less clear, however, is 
that they wi ll not be fully effective in 
their teaching and research without the 
cooperation of the decision-making 
political authorities, the national and 
international organizations to which 
they look for support, and those indus
trialists who are ready to follow up the 
results of their work for the benefit of 
the communities. Equally essentia l wi ll 
be the carrying out of research in multi
disciplinary teams and in the context 
of bilateral or multilateral cooperation 
between universities in all parts 
of the world. 

Health for all is everybody's business . 
The universities have taken a firm deci
sion to play their part. Their ever more 
energetic activities show that they have 
fully engaged themselves in the strug
gle. Is this enough to ensure final vic
tory? We shal l know, or at least we 
hope we shall, in the year 2000-which 
is not so very far away. • 
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AFRO's new structure 
The present challenge is to ensure that all the staff of WHO 

function effectively as members of small teams, then within 
increasingly larger teams in the country offices, the sub
regional health development offices and the regional office 

The peoples of Africa 
must achieve a devel
opmental " take-off" 
by the year 2000, or be 
condemned to the vi
cious cycle of poverty, 
ignorance, disease and 

economic exploitation .. . Action is re
quired now or otherwise it might be 
never. 

This clarion call for action explains in 
a nutshell the urgent need to revitalise 
the African Regional Office of WHO at 
all organizational levels. Three converg
ing factors make this action crucial. 
Firstly , the current compound crisis of 
severe droughts , famine , mass popul
ation dislocations and regressive socio
economic trends make it imperative for 
WHO , its sister organizations of the 
United Nations system , and the inter
national community at large to review 
their structures and programmes so as to 
maximise their effectiveness in support
ing countries of the Region. 

Secondly , this crisis has coincided 
with the endorsement by virtually all 
member states , individually and collec
tively , of the Alma-Ata Declaration and 
the goal of Health for all by the year 
2000 through primary health care . This 
momentous development has set in mo
tion a number of far-reaching reforms 
within WHO and the member states. 

Thirdly, African countries have also 
adopted an African Charter of Health , 
along with other regional development 
blueprints, especially the Lagos Plan of 
Action for the Economic and Social 
Development of Africa. 

Appropriate transport for health! A bicycle 
is handed over to a village health agent 
in Burkina Faso by Regional Director 
Monekosso. 
Photo W HO 
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The new structure features three 
mutually supportive organizational lay
ers: the Regional Office , three Subre
gional Health Development Offices, and 
the network of WHO country offices 
in the Region. Previously non-existent, 
the subregional offices constitute a new 
organizational element. 

Three tier structure 
The general thrust is to decentralise 

technical , administrative and material 
resources to the field , while at the same 
time authority and responsibility are 
delegated so as to ensure prompt and 
effective support to member states in 
applying their HFA strategies. Far from 
constituting three separate bureaucratic 
levels , the three-tier structure is con
ceived as a unified organizational thrust 
for bringing all the human material and 
financial resources of WHO/ AFRO to bear 
on the priority development needs of 
countries of the Region. 

In more specific terms the new set-up 
is geared towards the fo llowing objec
tives , among others: 

- to intensify action at the local/ 
district level where all the principal 
strategies of primary health care that 
were enunciated at Alma-Ata can be 
simultaneously applied; 

- to support the development of 
comprehensive national health systems 
that will support PHC implementation 
at the local and district peripheral level; 
- to extend and strengthen the visibility 
of WHO in the field and so reinforce the 
constitutional role of the Organiz
ation in the twin areas of coordination 
and technical cooperation with member 
states; 

- to obviate some of the constraints 
arising from inadequate communica
tions in a very large region-often a 
major impediment which inhibits a rapid 
response to government requests for 
WHO interventions ; 

- to ensure the optimum use of WHO 



resources in support of programme 
priorities; 
- to promote and support the process of 
decentralising health decision-making 
in the countries, so as to help PHC to 
work more easily at the local district 
level; 

- to reinforce the system of monitor
ing and evaluating progress towards 
HFA/2000 at national, subregional and 
regional levels; and 

- to foster increased collaboration 
and coordination with other organiz
ations within and outside the UN system 
active in Africa, in order to strengthen 
intersectoral linkages in formulating 
programmes and putting them into ac
tion in member states . 

These objectives are mirrored in the 
clustering of technical and managerial 
functions in the regional and subre
gional offices, the introduction of a 
system' of Programme Operations Coor
dination (AFRO/Poc) and reinforcement 
of the role of internationally recruited 
WHO Representatives in member states. 
In addition a new health sciences library 
and computer sciences block is being 
built. It is planned to improve documen
tation centres in the country offices 
and to provide administrative staff 
with mini-computers and up-to-date 
management information systems. 

To reinforce these managerial dis
positions, the selection and deployment 
of AFRO staff is based upon technical 
excellence, efficiency and unswerving 
commitment to the policy objectives of 
WHO. Other considerations include 
equitable geographical distribution and 
language skills. 

Regional Office 
The Regional Director and the three 

Programme Directors constitute the 
AFRO Executive Management Team 
which meets weekly to take important 
decisions. In addition, the office of the 
Regional Director is responsible for 
Health for all strategy coordination, 
leadership, advocacy and monitoring, as 
well as relations with governing bodies. 

The reorganized office of the Director 
of Programme Management (DPM) in
cludes technical advisers, organized in 
three main areas of management: the 
managerial process for HFA/2000; infor
mation and statistical support for man
agement; and research support for 
management. The first of these areas 
supervises on a day-to-day basis the pro
gramme operations coordination unit. 
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Reporting to DPM are three technical 
programme management units, with the 
following responsibilities: 

- PM 1 gives support to national 
health systems and comprises health 
systems development, health man
power development and health care 
technologies. 

- PM2 organizes public health pro
grammes in support of general health 
promotion and protection. It is com
posed of three sub-units: promotion and 
protection of high-risk individuals, 
promotion and protection of the health 
of high-risk families, and promotion and 
protection of the health of high-risk 
communities or groups. 

- PM3 is charged with health science 
and technology in relation to disease 
prevention and control. Its area includes 
control of noncommunicable diseases, 
epidemiological methods, an epide
miological bulletin, control of com
municable diseases, and tropical and 
parasitic diseases. 

The Division of Coordination, Pro
motion and Information (DCP) in
cludes: 

- Health and bibliographic infor
mation and services, to be provided no
tably by the new health sciences library 
now under construction ; 

- A publications and documents ser
vice responsible for the preparation, 
editing, translation, printing and dis
tribution of AFRO publications and docu
ments, and for direct support to govern
ments in strengthening their health 
documentation services; 

- External coordination for health 
and social development. This includes 
putting into action WHO's general pro
gramme of work by fostering liaison and 
effective coordination and cooperation 
between WHO and all its partners in 
health development; 

- Resources mobilization and utilis
ation, including identifying funding 
sources and monitoring their use so as 
to ensure that it conforms with policy 
objectives. 

- Health aspects of emergencies, in
cluding coordinating health inputs in 
emergency relief operations ; 

- Protocol , press and public rela
tions , to facilitate smooth relations with 
governments, the general public and 
the media. 

The Division of Programme Support 
(DSP) has been reorganized to facilitate 
efficient and effective implementing of 
programmes organized at the regional, 

Please turn to page 18 
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The new organizational 
structure of the AFRO Re
gion is designed to per
mit speedy and effec
t ive action in supporting 
the countries' efforts to 
achieve Health for all 
through primary health 

care. The new structure lays stress on 
decentralising resources, while a support 
system of Subregional Health Develop
ment offices is intended to complement 
the impact that the regional office's pro
grammes have on member states. The 
structure is a flexible management tool 
that will always be responsive to the 
needs of the member states. 

The transfer of information between 
different sections of the new system, at 
all levels, is critical. This is why officers 
with responsibil ity for information and 
health education are being appointed in 
each of the country off ices. Their pre
sence will facil itate the flow of informa
tion and documentation into the countries 
themselves, but also outward to the inter
national community .. 

The challenge that wHo itself faces in 
Africa is to ensure that all its staff, at all 
levels, function effectively as members of 
small teams, but also within increasingly 
larger teams in the country offices, in the 
subregional health development offices 
and in the regional office.. • 

Algeria, Benin, Burkina Faso, Cape Verde, Cote 
d' lvoire, Gambia, Ghana, Guinea, Guinea-Bissau, 
Liberia, Ma li, Mauritania, Niger, Nigeria, Senegal, 
Sierra Leone, Togo . 

Burundi, Republic of Cameroon, Centra l African 
Republ ic, Chad, Congo, Ethiopia, Gabon, Equatoria l 
Guinea, Kenya, Rwanda, St. Helena, Uganda, Zaire. 

Angola, Botswana, Comoros, Lesotho, Madagascar, 
Malawi, Mauritius, Mozambique, Namibia, Reunion, 
Sao Tome and Principe, Seychelles, Swazi land, 
United Republic of Tanzania, Zambia, Zimbabwe. 



AFR 0' s new structure 

subregional and country levels. It in
cludes personnel management , includ
ing recruitment services; budget and 
finance ; general services ; supplies ; es
tate management; travel and transpor
tation; and informatics and manage
ment information systems . 

The three divisions function as three 
parts of a single reflex. DCP represents 
the "sensory " arm, alert to the needs of 
countries , DPM is the nerve centre or 
" brain's trust " for solving technical 
problems , and DSP is the motor or 
executive arm. 

Subregional Offices 
Subregional Health Development of

fices have recently been established in 
each of the subregions. They comprise 
multi-disciplinary health development 
teams- a kind of rapid deployment task 
force to ensure prompt WHO technical , 
material and administrative support in 
developing and putting into effect prim
ary health care activities in member 
states of the subregion . Their specific 
objectives are: 

- to accelerate health development 
through support of PHC activities at the 
local and district level in countries ; 

- to promote health-related TCDC 
activities- technical cooperation among 
developing countries ; 

- to strengthen WHO support for ef
fective technical cooperation in those 
areas requested by member countries ; 

- to promote intersectoral coopera
tion for health within and between 
countries ; and 

- to strengthen the mechanism for 
monitoring and evaluating progress to
wards HFA/2000 in African countries. 

Each subregional office has three 
teams whose activities correspond close
ly to the classified list of programmes for 
the Seventh General Programme of 
Work. There is a strategic support team 
for health systems infrastructure ac
tivities , a technical support team for 
health science and technology activities , 
and an administrative support team for 
programme support activities. 

Country offices 
With the appointment of interna

tionally recruited WHO Representatives , 
the role, responsibility and functions of 
the WHO country offices have been 
expanded to enable them to serve 
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effectively as the cutting edge of the 
new AFRO organizational structure . 

The country offices wi ll have primary 
responsibility for supporting speedy im
plementation of HFA strategies based on 
PHC, especially the current three-year 
overlapping review of PHC support sys
tems which was approved by the 35th 
Regional Committee . Namely: 

- 1986: Operational support ac
tivities (peripheral level) ; 

- 1987 : Technical support activities 
(intermediate level); 

- 1988: Strategic support activities 
(central level). 

The country offices will also be re
sponsible for managing WHO technical 
cooperation activities using the Pro
gramme Operations Coordination pro
gramme-a budget monitoring system. 
They have an important role in assisting 
governments in identifying and coor
dinating available and potential in
ternal and external resources for health 
development. 

The WHO Representative will also rep
resent the Director-General , the Re
gional Director-and indeed WHO as a 
whole. The office and its staff should be 
able to interact with other international 
and bilateral agencies (especially UNICEF 

in the field of PHC) as well as with the 
various levels of the national health 
administration . It is for this reason that 

authority and responsibility for pro
gramme management have been del
egated to the Representatives . Priority 
attention is being devoted to the techni
cal , administrative and logistical needs 
of these offices , to ensure that they 
are fully equipped to perform their 
expanded role. 

A flexible 
management tool 

The new organizational structure of 
the AFRO Region is designed for speedy 
and effective action in supporting coun
tries of the Region in their efforts to 
achieve Health for all through primary 
health care. It emphasises decentralis
ation of resources to the implementation 
level, and a support system of subre
gional health organizational develop
ment offices to complement the regional 
office's impact on member states. It is 
a flexible management tool that will 
respond , it is believed , to the needs 
of member states . 

The present challenge is to ensure 
that all the staff of WHO, wherever they 
may be within the system, function ef
fectively as members of small teams, 
within increasingly larger teams in 
the country offices, the subregional 
health development offices and the 
regional office. • 

W oRLD HEALTH, Aug ./Sept. 1986 



Culture and tradition 
Physical exercise and intellectual effort, a healthy diet 
and at least adequate living conditions form a balance 
which some are seeking and others are trying to regain 

by Dr Fawzia H. Aboo-Baker 
Technical Adviser to the Regional Director, WHO Regional Office for Africa 

In this fast-moving 
world of ours, ways 
of life differ widely. 
Linked to tradition 
and culture , they tend 
to come into conflict 
with the developing 

processes of our era and with booming 
scientific progress. Only a judicious 
blend can help to attain the ideal 
physical, mental and social well-being 
of the individual. Different factors 
become, therefore , prerequisites for 
our health, while together they reflect 
our knowledge and heritage. 
Apart from the spiritual as
pects , three basic items in 
African life-food, water and 
environment-taken as ex
amples, help us to understand 
how these factors affect our 
balance and well-being. 

Food 
Food takes priority even 

over procreation and protec
tion in ensuring the survival 
of species. As things stand 
today, the food situation is 
highly unbalanced. In the in
dustrial world, more than the 
necessary 2,000 calories per 
day are absorbed. Harmful excesses of 
fats and glucides have, following 
health education, led to a new market 
among dietary products : food in tab
lets or dehydrated in bags. On the 
other hand, the developing countries 
are still struggling to reach a bare 
target minimum of 1,000-1 ,500 cal
ories daily. Adult and infants, chroni
cally undernourished, are oscillating 
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between precarious survival and death 
from famine . What is given as cattle 
food in the western world would save 
millions of human lives in Africa. 

In the aftermath of war, diet has 
deviated towards an excess of car
bohydrates and fats , while proteins are 
discredited. Multinationals, leading 
the ways and tastes of whole conti
nents, have benefited to the detriment 
of the health of consumers . In Africa, 
in addition , the colonial powers 
changed eating habits by introducing 
excessively fat- or sugar-rich diets . 

Original drawing by Fawzia Aboo-Baker 

Proteins have not been neglected, but 
they were far too expensive for the 
starving multitude who need them. 
Fortunately , enough green plants pro
ducing vitamins and mineral salts are 
consumed. Dietary imbalance and de
ficiencies, apart from the morbidity 

they bring, are therefore more fatal in 
Africa than in the western world, 
where vascular diseases of the heart 
and brain are the second and third 
causes of death after cancer. 

The African's diet is essentially 
based on root-crops, like manioc, 
yams and sweet and ordinary potatoes , 
on bananas, especially plantains, and 
on cereals like maize, millet, sorghum, 
rice and (especially in North Africa) 
wheat. His daily food is pasta, bread, 
flour, cakes, fried dishes and stews 
highly seasoned with palm oil. Clearly, 

although it may be filling, this 
starchy ·diet is hardly nutri
tious. Marasmus (extreme 
thinness) and kwashiorkor 
(caused by a lack of animal 
protein) are common where 
manioc and plantains consti
tute the basic foodstuffs for 
children. 

These foods may even 
be poisonous. Unsoaked and 
unpeeled raw manioc , for 
instance, can cause neuro
pathies with paralysis of 
the four limbs, and optic 
and auditory neuritis with 
consequent blindness and 
deafness. Long nerve path
ways of the spinal cord can 

also be affected, increasing gait dis
turbances and various sensitivity dys
functions . The damage may in some 
cases be irreversible. While manioc 
leaves are a good source of vitamin A, 
they also contain cancer-producing 
hydrocarbons which can be removed 
only by thorough washing and pro
longed cooking. 

Quite clearly, such foodstuffs must 
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be combined with others to ensure a 
proper balance. It is only through 
nutritional education that their unde
sirable effects can be avoided by a 
people who are unaware of the risks 
and who tend to follow simple and 
homely traditions. 

Beverages 
Blessed or cursed , saviOur or de

stroyer, water is essential to life in 
Africa. Images of thirst and drought 
blend with those of lines of women 
and children bearing water. So much 
energy and patience is expended on 
obtaining such a little water; water , 
moreover , which may prove fatal if 
those using it do not know that it 
should be boiled. The effects of con
taminated water are widespread in 
Africa: skin troubles and diarrhoea, 
affecting children especially since, all 
too often, mothers replace the fluids 
their children lose with the same pol
luted water, thus perpetuating the 
problem without knowing it. 

Clean drinking water, though abso
lutely essential , is still hard to find in 
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Africa. The statistics of the WHO's 

Regional Office for Africa show that, 
in 38 countries , nine per cent of the 
rural population and 50 per cent of the 
town-dwellers had access to drinking 
water in 1980. In order to provide 
drinking water for everyone by the 
year 2000 , supplies will have to be 
found for 371 million people in coun
try districts and 132 million in the 
towns. 

Alcoholic drinks, however, are 
easier to obtain. Some are traditional 
brews, others have been introduced 
during the period of colonialism. 
Palm-tree sap is made into a wine 
containing 8 to go of alcohol. Spirits 
can be distilled from maize, manioc 
and bananas. They are made by pro
cesses that are far from h,Ygienic and 
often stored in petrol cans. They 
therefore contain hydrocarbons and 
become fiery, corrosive beverages 
which people drink out of habit, for 
pleasure or to alleviate depression. 

Ulcers of the digestive system and 
oral, oesophageal , gastric and duoden
al cancers are very common, as are 
cirrhosis of the liver, steatosis (fatty 

degeneration) and hepatitis-which 
takes a hold on the undernourished 
and those with deficient immunity. 
Alcohol, multiple deficiencies and tox
ins cause epilepsy, optic neuritis with 
blindness, polyneuritis (symmetrical 
damage to several nerves) with paraly
sis and Gayet-Wernicke encephalo
pathies (cerebral dysfunctions) , result
ing in irreversible dementia. 

The consumption of "imported" 
drinks must not be underestimated. 
Tropical heat is hardly conducive to 
abstention from beer and whisky, and 
their consumption may be five times 
higher than in the "west". The fact is, 
beer is cheaper than water . 

Man lives in an eco-system which he 
has gradually adapted to his own 
needs and leisure activities, but which 
he has also polluted without inhibi
tion. Although there are many sources 
of pollution, the greatest effect on the 
atmosphere stems from big chemical 
industries and, to a lesser extent, from 
nuclear power. 

Africa's environment is polluted in 
various ways. Firstly, there is human 
and animal waste. For humans , toilet 
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Culture and tradition 

Left: 
Even more than disease prevention, it is food 
thatensures the survival of the species. Wom
en carrying foodstuffs-and their babies-in 
Zaire. 

Right : 
A Congolese woman stoops over her work as 
she cooks the family meal. The smoke from 
the five is a strong atmospheric pollutant 
which she is likely to breathe all her life. 
Photos WHO/H. Anenden 

facilities are few and far between, but 
bountiful Mother Nature is always pre
sent- fostering all kinds of diseases. 

Housing is rudimentary where it 
exists . Frequently there may be no
thing more than a straw hut in which 
no distinction is made between bed
room , sitting room, dining room, bath
room or kitchen. Food is cooked 
either in the open or in a corner of the 
hut. The container stands on three 
bricks and the fire is fed by a mixture 
of agricultural waste, coconuts and 
manure. The smoke it gives off is a 
fierce atmospheric pollutant which ir
ritates the eyes, nose and mucous 
membranes all the time , every day . 
They form fertile ground for infections 
of the respiratory tract and for nose 
and lung cancers. Women, and the 
children they traditionally carry on 
their backs, are particularly affected. 
Three hours a day are enough for a 
child to develop bronchiolitis and 
pneumonia within a week. Infant mor
tality through repeated pulmonary in
fections is very high. Even worse are 
the effects on the pregnant woman. 

This form of pollution is even more 
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poisonous than cigarette smoke, and 
lies at the origin of many spontaneous 
abortions, premature births, stillbirths, 
underdeveloped babies and deaths in 
childbirth. 

The only inexpensive remedy for 
this endemic plague is an awareness 
campaign, whence the need for in
tersectoral cooperation. And the first 
of these sectors to be concerned are 
health, housing , the environment and 
industry. 

The way of life 
Health, in the sense of physical, 

mental and social well-being, depends 
absolutely on the way of life. The 
various features of primary health care 
like education, a healthy environment, 
adequate and balanced diet, proper , 
drinking water, protection for mothers 
and children and the prevention of 
disease provide the essential basis for 
our whole life-span. 

Primary health care is now only a 
memory for those who have pro
gressed beyond the stage of needing it. 
There is safe drinking water on tap, 

there is a microwave oven in a sterile 
kitchen, television channels can be 
changed at the touch of a button by 
remote-control , and frozen , preserved 
and pre-cooked foods are available 
from the supermarket shelf. Life has 
become dull, sad and sedentary, and 
boredom finds its outlets in tobacco, 
alcohol and psychedelic drugs . The 
realisation of this situation has given 
rise to the "ecology" movement, 
jogging and other artificial forms of 
exercise . 

Our common sense should show us 
that we must rebuild a rational and 
healthy life which does not rely on 
crazes . A judicious mixture of physical 
exercise and mental effort, a healthy, 
balanced and adequate diet and at 
least reasonably decent living condi
tions can all be obtained through mak
ing people aware and educating them 
so that they can become self-reliant in 
matters of health and feel responsible 
for their own lives . 

Some are still struggling to attain 
such a balanced existence, while 
others, having once attained it, are 
struggling to regain it. • 
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Expanded Programme 
on Immunization 

African Immunization 
Year, 1986 

By declaring 1986 as African Immunization 
Year, the African Regional Committee has chal
lenged member countries to ensure the protec
tion of their children against six killer diseases 

by Dr L. A. Arevshatian 
Regional Officer for the Expanded Programme on 

Immunization, WHO Regional Office for Africa 

Y he African Region is the true 
homeland of WHO's Expanded Pro
gramme on Immunization (EPI), 

which held its very first seminar in 
Kumasi, Ghana, in 1974. lt is not 
perhaps something of which we should 
be proud, since it was born out of 
suffering. Yet we are proud, and rightly 
so, because EPI is directed towards 
reducing that suffering . However, the 
struggle in Africa is a hard and complex 
one because of widespread malnu
trition, poor resources and enormous 
logistical problems. 

Without immunization, one million 
African children south of the Sahara will 
die before their first birthday from dis
eases that could have been prevented . 
A further half-million will be disabled 
each year. And this is not all: hundreds 
of thousands of African mothers and 
fathers will spend several days taking 
care of 32 million episodes of sickness 
in their babies every year, due to 
measles, tuberculosis, pertussis, teta
nus, diphtheria and poliomyelitis - all of 
which diseases are covered by EPI. 

The severity and huge toll of these 
diseases in Africa is the result of a 
vicious cycle of infection and malnu
trition . Immunization services are effec
tive in preventing specific diseases 
which might otherwise precipitate mal
nutrition. They therefore contribute sig
nificantly to reducing childhood mortal
ity and disability. For example, the pre-
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sent immunization coverage of 20 per 
cent of the target population of children 
aged under one year will prevent six 
million cases in the Region, thereby 
saving 200,000 lives and 1 00,000 cases 
of disability. 

That in itself is already a significant 
achievement. Yet it is as nothing com
pared to the 32 million cases expected 

A Kenyan baby receives its protecting dose 
of oral vaccine against polio. 
Photo WHO/Jorgen Schytte 

to occur each year . Even with the 
present coverage, 2,200 African chil
dren still die every day because they are 
not protected by immunization . 

lt is against this background that the 
African Regional Committee, at its 
thirty-fifth meeting in Lusaka, Zambia, 
last September, adopted a special 

resolution proclaiming 1986 as African 
Immunization Year. lt invited member 
states to step up their EPI activities 
with a view to achieving the pro
gramme's objective by 1990. This calls 
for the provision of immunization 
to all children and all women of child
bearing age . 

There are many constraints in the 
way of achieving that objective. Tropical 
temperatures can diminish the potency 
of vaccines even in the space of a single 
vaccination session; there may be a 
lack of electric power, inadequate trans
portation facilities and equipment, man
power shortage and so on. These all 
pose special challenges for many na
tional programmes, especially in West 
Africa where the per capita income 
is much lower than elsewhere in the 
continent. 

At a time when health services in 
Africa are striving to administer three, 
or at the minimum two, injections to 
children, their counterparts in the de
veloped world have little difficulty in 
giving 1 0 or 12 such injections to pro
tect children throughout their lives not 
only against all six EPI target diseases 
but also against mumps and rubella . 

Since the inauguration of EPI in the 
Region in 1977, progress has been 
made in establishing immunization as 
an essential component of primary 
health care (PHC). The programme was 
received throughout the Region with 
remarkable enthusiasm and determi
nation. In 1983, the latest year for 
which comprehensive country data are 
available, 31 per cent of children aged 
under one year received the first dose 
of diphtheria/pertussis/tetanus vaccine 
(DPT-1 ), which is an indicator of access 
to immunization services, while 20 per 
cent received DPT-3, an indicator of full 
immunization . The tragedy is that vacci
nation, one of most powerful and effec
tive tools in preventive medicine, is not 
yet available to most children in Africa . 

The objective of African Immuniz
ation Year is to substantially increase 
immunization coverage among the 
target population and build up a 
mechanism for permanent services. 
While the proposed objectives are com
mon to the countries of the Region, the 
targets actually set and the strategies 
adopted differ according to existing EPI 
coverage and the degree of integration 
of the programme into PHC. Some of 
the most successful strategies and ap
proaches being employed in this crucial 
year have laid emphasis on intersectoral 
collaboration, setting-up of national EPI 
committees, winninq over political and 
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religious leaders, providing immuniz
ation at all health contact points, giving 
priority to large urban areas, concentrat
ing scarce resources on the new-born 
to 11-month-old age group (the most 
vulnerable of all), and increasing out
reach vaccination sessions for the most 
peripheral populations. Arranging per
iodic immunization rounds and national 
immunization days has proved very ac
ceptable to the populations as well as to 
the health services . 

Many favourable factors can contri
bute to the success of EPI in the Region 
as a whole, and of African Immunization 
Year in particular. For instance, Africa 
was the last active participant in 
the smallpox eradication programme, 
which resulted in the health services 
accumulating valuable experience and 
created a pool of skilled national experts 
in and managers of disease control. 
There is a strenuous political commit
ment in several countries, where Heads 
of State and other high-level officials 
are giving their personal support to 
immunization. As a result of the procla
mation of African Immunization Year, 
this commitment is increasing in other 
countries of the Region. 

Immunization, in Africa is not a pro
gramme for individuals; rather it is a 
family and community one. Experience 
in several countries shows that. if prop
erly managed, the community can par
ticipate actively ·at all stages of pro
gramme activities, including planning 
and evaluation. African Immunization 
Year has won maximum recognition 
from the international community, 
alongside UNICEF's outstanding support 
to the universal child immunization ap
proach. International and bilateral agen
cies and non-governmental organiz
ations (NGOs), such as UNDP, Save the 
Children Fund, Rotary International and 
some international development agen
cies, have contributed funds, technical 
staff, vaccines and cold chain equip
ment. 

W HO and UNICEF are committed to 
achieving the goal of making immuniz
ation available to all children by 1990. 
Their collaboration is complementary. 
While UNICEF is increasing its financial, 
material and manpower support to na
tional immunization programmes, W HO 

in the African Region is introducing new 
and more flexible organizational struc
tures which will permit closer contacts 
with the countries at subregional and 
country levels . This will considerably 
increase the flow of technical expertise 
from WHO to each country, thereby 
improving the managerial capabilities of 
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Immunizations are part of primary health 
care activities and reqUire a strong involve
ment of the community. Photo W HO/H.Anenden 

national programme personnel at all 
levels . 

We intend to focus on the district 
level as the main operational support to 
immunization programmes. This sup
port will not be limited to the delivery of 
immunization alone but will include oral 
rehydration for diarrhoea! diseases, 
malaria treatment and prophylaxis, ad
vising on breastfeeding and weaning, 
clean water and sanitation and other 
elements of primary health care. So 
African Immunization Year will become 
one of the innovative mechanisms 
which strengthens the existing health 
infrastructure and promotes the primary 
health care approach to Health for all by 
the year 2000. 

The concept of African Immunization 
Year calls for careful thought and plan
ning . lt is viewed in the context of the 
regional medium-term programme, so 
planning for a single year is not enough . 
Plans have been drawn up in many 
countries to cover at least four or five 
years, with 1986 as the key year of the 
overall plan. 

The most successful programmes 
are those for which all national and 
external resources - human, financial 
and material - can be listed sector by 
sector or agency by agency. Accord
ingly, all the participants in the pro
gramme are aware of their responsibil
ities, and of the precise amount and 
type of support expected of them . 
Posters, booklets, slide sets, films and 
other health education materials have 
been prepared to inform the population 
about immunization and motivate them . 

A number of countries have issued 
such materials in local languages, 
thereby considerably increasing com
munity involvement. 

District level operation support teams 
have been created which will carry out 
immunizations in conjunction with other 
PHC activities, and not as a "vertical" 
and isolated activity. EPI has often 
proved to be an effective entry point for 
other primary health care activities, 
especially those related to child 
survival as defined in the Declaration 
of Alma-Ata. 

Training is regarded as crucial for 
African Immunization Year. Many Afri
can countries are running training 
courses and seminars for middle-level 
management and peripheral-level per
sonnel. WHO Headquarters in Geneva 
and the African Regional Office in Braz
zaville provide course materials and 
staff to strengthen the technological 
aspects of national training pro
grammes. 

Working with national auth-
orities, UNICEF is making tremendous 
efforts to provide not only vaccines but 
also cold chain and immunization equip
ment. WHO and other agencies also 
collaborate with nationals in supplying 
vacc1nes and equipment, as well as 
technical advice on the selection of 
vaccines and materials. National EPI 
programme managers' meetings are 
being arranged in English-speaking and 
French-speaking Africa . 

African Immunization Year, will put 
the spotlight on the Expanded Pro
gramme on Immunization. But that pro
gramme will not end in December nor 
even next year. lt will continue as long 
as children are being born, so the 
activities of EPI must be considered 
as being of a permanent nature. • 
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Drought and lamine 
A society at a certain stage in its development may not 
be able to prevent drought, but it certainly can prevent 
famine. In the world of today, famine is an anachronism 

by Dr Mesfin Demisse 
WHO Programme Coordinator, Ethiopia 

Drought, whatever 
the cause, has con
tinued unabated to 
ravage many nations 
in Africa over the 
past two decades . It 
is equally true that 

many of these countries have suffered 
from irregular episodes of drought 
followed by famine as far back as 
history can tell. 

The present drought period started 
in 1968 in the Sahel. Although only a 
few countries in West Africa are com
monly referred to as the Sahel, this is 
in fact a semi-arid vegetation belt 
primarily consisting of open aca
cia scrub and grassland which lies 
between the hyper-arid Sahara in the 
north and the true African savanna in 
the south. It starts with Cape Verde in 
the west and extends through Burkina 
Faso, Chad, Mauritania, Mali, Niger 
and Senegal, then reaches Ethiopia, 
Somalia and Sudan in the east and 
south into north-east Kenya . Drought 
did not stop with these countries, but 
slowly encroached to include Burundi 
and Rwanda in Central Africa and 
Angola, Botswana, Lesotho, Mozam
bique and Zambia in southern Africa. 

Extreme starvation is not typical for 
the Sahel, although it has occurred 
in localised areas in Chad, Mali, 
Mauritania and Niger, with acute mal
nutrition rates reaching as high as 20 
per cent. At the height of the crisis in 
the mid-1970s, it was estimated that 
one million people died in the Sahel. 
However, the picture is more dramatic 
in the east with an estimated 200,000 
deaths in the Wollo region of Ethiopia 
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alone during the 1973-74 famine. A 
report for the same period of famine in 
Wollo gives almost the same preva
lence of acute malnutrition-70 per 
cent for small children (up to five 
years of age)-as in the 1984-85 
famine and a corresponding preva
lence of 72 per cent for children aged 
between five and 14 years. 

The face of suffering. Young children are the 
first victims when the rains fail. 
Photo WHO/Relief and Rehabilitation Commission 

Drought is a protracted emergency 
which invariably leads to shortage of 
food, and this in turn causes undernut
rition and starvation, characterised in 
adults by wasting of tissue. First, all 
the fat (adipose) tissue is lost, and this 
is followed by atrophy of the skeletal 
muscles, with the overlying skin be
coming wrinkled, loose and flabby. All 

the viscera shrink, except the brain, 
until a walking skeleton is left en route 
for the last agonising journey to death. 
Long before death, people become 
apathetic and uninterested in what is 
going on around them. For those who 
survive this ordeal, the psychological 
and mental trauma of starvation on 
famine victims lingers for a very long 
time after recovery. 

The most dramatic effect of famine 
is seen on small children. The smaller 
the child the worse the effect. The 
breast-fed infant with the milk of its 
mother as the only source of susten
ance starts to slow down in growth 
when no weaning food is available and 
breast-milk production becomes inad
equate. In a state of famine which is 
usually preceded by a long period of 
under-nutrition of the mother, it is 
most likely that the infant was under
weight even at birth. The child soon 
becomes inactive and persistently 
cries. Its growth is stunted and it 
becomes severely underweight for its 
age until it literally becomes skin and 
bones, when it is termed to have 
developed marasmus or severe pro
tein-calorie malnutrition (PCM). 

The child may on the other hand 
become apathetic, miserable, inert, 
withrawn and anorexic. The face 
becomes puffy and swollen. Oedema 
(swelling) of the legs also develops as 
well as a distended, protruding abdo
men, but still the child is underweight. 
Its skin becomes hyper-pigmented and 
flaky; the hair loses its lustre, becomes 
easily pluckable and turns brownish
red in colour. At this stage the child is 
said to have developed kwashiorkor, a 
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disorder of malnutrition due to lack 
of protein. 

These children are prone to 
episodes of acute diarrhoea , measles 
and whooping cough, which often 
cause fatality rates as high as 50 per 
cent, far in excess of what they could 
cause in normally fed children. 

Another disorder of malnutrition 
that surfaces in large numbers during 
famine is vitamin A deficiency. In its 
mildest form this can cause night 
blindness , or at its worst permanent 
blindness and death. It is particularly 
noted in the Sahel region of West 
Africa, where the main sources of 
vitamin A in the diet are milk and 
green leaves. In nomadic populations, 
like those found in the Sahel , both 
these items become very scarce during 
drought. 

Although children may recover 
from acute states of malnutrition if 
they receive additional and appropri
ate food in time, the long-term effects 
of these disorders result in deficient 
physical and mental development and 
are a matter of great concern. Several 
studies of children who have recov
ered from severe protein-energy mal
nutrition have shown a lower intelli
gence quotient (I.Q.) compared to 
well-fed children from the same socio
economic background, while the 
working capacity in adult years is mar
kedly diminished. 

In a country stricken with famine, 
people will often leave their homes 
and migrate to other places in search 
of food and employment. During this 
movement, the disruption of families 
results in young children roaming the 
streets of cities and towns begging for 
their daily bread and occasionally 
growing up as alienated and unlawful 
citizens. 

The extreme and classical move
ment of a whole population is some
times seen in the southward migration 
of nomadic and semi-nomadic people 
of the Sahel region in times of 
drought. Or there may be, as in 
Ethiopia, a concerted effort to move 
people from the famine zone in the 
north to a more fertile part of the 
country in the south and south-west. 

These hazardous journeys for the 
already weakened and malnourished 
are often too much for them to bear, 
and many die on the way from 
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Emergency treatment for a dehydrated child 
during the journey to a settlement area in 
Ethiopia. 
Photo WHO/Relief and Rehabil itation Commission 

exhaustion and starvation. Many more 
come into contact for the first time 
with diseases such as malaria and 
schistosomiasis (bilharziasis), which 
may easily prove fatal when resistance 
is low. 

During prolonged and severe 
famine situations , communicable dis
eases such as measles, meningitis, 
acute diarrhoea, typhus and relapsing 
fever become rampant, and rapidly 
reach epidemic proportions. The 
spread of these diseases is often made 
worse by overcrowding and insanitary 
conditions ; these develop in particular 
when starving people occupy tempor
ary shelters or build shacks on the 
outskirts of cities and towns. The 
number of people in these camps can 
swell to several thousand within a 
couple of days. If a health services 
system is not organised from the start 
or planned in advance , it does not take 
long for an epidemic of one of these 

diseases to spread very fast through 
the · camps and take its toll in large 
numbers. 

In circumstances where camp after 
camp springs up every week, the 
burden on the health services often 
becomes unmanageable. The already 
meagre resources allotted to health in 
most African countries have to be 
overstreched to accomodate, as far as 
possible, this drought emergency. The 
result is disruption of the planned 
development of the health services, 
which is of course the ultimate sol
ution to dealing with or even avoiding 
such catastrophes. International aid in 
providing emergency medical care has 
saved many thousands of lives in many 
parts of famine-stricken Africa. But it 
is good not to forget that the provision 
of adequate and appropriate food is of 
first priority. We must also realise that 
dishing out tablets is not the only 
important thing, but also the provision 
of shelter, clean and safe water, pits 
for the disposal of waste and garbage ; 
these too are vital parts of the health 
service for such emergencies. 

Vaccination against measles and 
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Drought and famine 

meningococcal meningitis has to be 
organised if epidemics are to be avoid
ed. Screning of the camp inmates be
fore admittance has to be orderly, with 
procedures for delousing. Boiling of 
all clothes worn by new arrivals and 
shaving of the scalp hair are simple 
measures that could avoid louse-borne 
typhus and relapsing fever epidemics 
amid conditions of overcrowding. 

In mid-December 1984 a WHO 

Technical Team, of which I was a 
member , visited Wollo , one of the 
hardest hit regions of Ethiopia , at the 
height of the recent famine . The team 
reported that the camp in Bati, which 
started with 3,200 people in October 
of that year , had mushroomed within 
three or four weeks and was now 
sheltering 22,164 people. Records in 
the camp showed that between 22 Oc
tober and 9 December 1984 deaths 
amounted to 2,577, over 70 per cent 
being children under 15 years of age. 
An extremely high mortality rate was 
noted at the onset, but this fell to 
acceptable figures as the Ethiopian 
Red Cross brought order to the camp 
with the help of the League of Red 
Cross and Red Crescent Societies . At 
the time of the visit , an average of 500 
people per day were being treated as 
out-patients and 200 were kept in tent 
hospitals. An outbreak of meningo
coccal meningitis in the camp was 
contained by immunizing contacts. 
The louse-borne relapsing fever cases 
were being deloused and treated in 
isolation tents. Water supply was ad
equate , kitchen sanitation was satis
factory , trench latrines were being 
used and the surroundings were fairly 
clean. 

The team's report also stated that 
since the camp was set up 106 children 
had been born and more than 50 per 
cent of them had low birth weight. At 
the time of the visit 2,312 children 
were on supplementary and thera
peutic feeding programmes . Two tents 
were made available for children 
under 15 years of age who had lost 
both their parents; there are many 
orphans in such camps. This sketchy 
picture of a famine camp illustrates 
the colossal human and material re
sources and logistics required to take 
care of starved and helpless 
victims of drought. 
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The spectres of drought and famine hang 
over this tented camp in Eastern Africa. 
Photo W HO/Relief and Rehabili tation Commission 

In Ethiopia , following the 1973-74 
famine , an organization known as the 
Relief and Rehabilitation Commission 
was set up with the sole purpose of 
saving the lives of drought victims and 
later rehabilitating them. During its 
decade of life, the Commission has 
gathered a wealth of experience in 
managing drought and famine. It has 
developed expertise in establishing 
shelters , mobilising national and inter
national resources, managing food and 
medical aid , and organising resettle
ment schemes , transport and logistics , 
including setting up a reliable early 
warning system for the agricultural 
sector. Much remains to be done in 
starting up such arrangements in cer
tain drought-prone countries . 

Drought and famine , with tragic 
pictures of walking human skeletons 
and remains of animals scattered in 
barren, sun-scorched fields, attract the 
attention of journalists . They can 
arouse vibrating pity and remorse vir
tually overnight with the help of tele
vision and other news media through 

out the world . This has often helped to 
raise millions of dollars and tons of 
grain from individuals or from welfare, 
non-governmental and UN organiz
ations , as well as from governments of 
developed and developing nations , 
who have rallied to confront the 
drought emergency in Africa. 

Unfortunately , famine is only the tip 
of the iceberg. Hidden beneath and 
going unnoticed by the rest of the 
world is the chronic under-nutrition of 
millions of people , many of whom are 
children and mothers . This problem 
cannot be solved by food aid alone. It 
calls for long-term and constructive 
development aid to grow more and 
sufficient food crops ; to provide clean 
water , sanitary and health facilities; to 
provide adequate housing; and to 
educate and motivate people to start 
taking care of their own health. The 
health consequences of famine-like 
so many other things-are basically 
questions of overall development. A 
society at a certain stage of develop
ment may not be able to prevent 
drought but it certainly can prevent 
famine . Famine is an anachronism in 
this nuclear age , and a challenge 
to those societies that believe m 
human dignity. • 
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Water supply and sanitation 
Even if financial resources become available, the achievement of 
Decade objectives is almost impossible without significant 
improvements in the quality and quantity of technical manpower 

by Dr lnyambo Nyumbu 
Technical Adviser for the International Drinking Water Supply and Sanitation Decade in Zambia 

Yhe International Drinking Water 
Supply and Sanitation Decade 
(1981-1990) was launched on 

10 November 1980 with tremendous 
goodwill and the enthusiastic support 
of both developed and developing 
countries . The goal of the Decade is 
the improvement of people's health 
through increased quantity and im
proved quality of water supplies, ad
equate sanitation facilities and hygienic 
use of the water and sanitation services 
provided. 

This goal is fundamentally a simple 
one, and it is in harmony with national 
objectives and with programmes of the 
constituent member states of the 
United Nations. However, to implement 
it is a vexed problem requiring tremen
dous resources and a redefinition of 
priorities. it is pertinent, at half-way 
mark through the Decade, to ask 
whether the objective of clean water 
and adequate sanitation for all by 1990 
is eminently achievable. 

At the beginning of the Decade, the 
standards and levels of services in 
drinking water supply and sanitation 
were very low. The adverse health and 
socio-economic impact of unsafe water 
supply and lack of proper sanitation, 
especially in developing countries, was 
horrendous. Statistics from many coun-

During a famine period in the Republic of 
Cameroon, the only water sources were 
holes dug in the dried-up riverbeds. 
Photo WHO/P.A. Pittet 
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tries confirm the tragedy of high mortal
ity rates and morbidity arising from such 
water-linked diseases as cholera, 
typhoid fever, diarrhoea, malaria, guinea 
worm, river blindness and a host of 
others. 

it was estimated in 1980 that about 
50,000 people all over the world, most 
of them children under five, die every 
day from such diseases. An eloquent 
statistic indeed; it is equivalent to the 
annihilation of the entire population of 
Malawi, Zambia and Zimbabwe in less 
than 15 months. In addition, women 
and children in particular burn a dispro
portionately high percentage of their 
daily energy intake while engaged in the 

tedious task of fetching water. They are 
thus deprived of energy and time that 
they need for other socio-economic 
activities. 

Information available about national 
coverage of drinking water supply and 
sanitation shows that, in 1980, only 34 
per cent of the total population of Africa 
had access to safe water supply, and 
even less, 29 per cent, had proper 
sanitation . More than 300 million peo
ple in Africa did not have safe water 
supply and adequate sanitation at the 
beginning of the Decade. Though the 
levels of coverage varied widely from 
country to country, there was consis
tently a higher coverage of water supply 



Water supply and sanitation 

than of sanitation, and the coverage 
was also higher in the towns and cities 
compared to the rural areas. In the sub
Saharan countries, infant mortality rates 
ranged from about 70 to 230 per 1 ,000 
live births. So it was evident right from 
the start of the Decade that the 
achievement of its objectives was 
going to be a very formidable task. 

A number of constraints that would 
hamper the Decade programmes at 
national level were identified in ad
vance. These included funding limita
tions, lack of trained professional and 
sub-professional personnel , and weak
nesses in institutional struc.tures for 
planning and managing water supply 
and sanitation programmes. African 
countries rated the lack of funds, both 
for capital investment and for operation 
and maintenance, among the most se~ 
vere constraints in carrying out the 
Decade programmes. 

Water supply and sanitation pro
grammes are, in general, social devel
opment programmes. As such they are 
on-going programmes which form in
tegral parts of overall national develop
men·t plans . However the Decade has 
helped to encourage a more concrete 
commitment, and to accelerate the ful
filment of water supply and sanitation 
programmes in particular countries of 
Africa . Consequently, substantial pro
gress has been made in those countries 
through the joint efforts of govern
ments and external support agencies. 

Information available through the W HO 

monitoring system shows that be
tween 1980 and 1983, an additional 32 
million people in Africa were provided 
with water supply, and an additional 12 
million people received improved sani
tation. The most significant improve
ments were in water supply 1n the 
rural areas, and in sanitation in the 
cities and towns. 

Population growth 
Unfortunately, as a result of high 

rates of population growth, especially in 
the urban areas, there was only a mar
ginal increase in the percentage of 
people with safe water supply (34 to 38 
per cent) and no increase for sanitation . 
Consequently, of the 1983 population in 
Africa, it is estimated that some 320 
million people (about 62 per cent) and 
some 366 million people (about 71 per 
cent) have inadequate drinking water 
supply and sanitation respectively. With 
an estimated population of about 620 
million in 1990, the additional African 
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Men and women work together in a Kenyan 
village community, carrying gravel and 
cement to build a water catchment area. 
Photo WHO/P. Larsen 

population to be provided with water 
supply and sanitation will be about 430 
million and 470 million respectively. 

The launching of the Decade in 1980 
coincided with the beginning of a very 
serious economic recession worldwide. 
The economies of most African coun
tries registered low and uneven growth 
rates. Consequently they have not been 
able to sustain the required budgetary 
allocations to community water supply 
and sanitation programmes. So the pro
gress made so far in this sector has 
been made possible, to a large extent, 
by external funding. 

In some countries, more than 80 per 
cent of funds to the water and sani
tation sector have come from external 
sources. Investments in community 
water supply and sanitation in Africa 
over the last 15 years are estimated at 
about US $5,000 million, with annual 
investments over the last five years at 
least double those of the previous ten 
years . Conservative estimates of future 

requirements indicate total investments 
of at least US $50,000 million with 
annual amounts at least ten times high
er than those of the last 15 years. 

Other factors that will continue to put 
the brake on Decade programmes in 
the remaining five years are the 
shortage of manpower (engineers, 
chemists, various categories of skilled 
and semi-skilled operators), and the 
weaknesses of national institutions as 
regards project planning and implemen
tation. Furthermore, despite various na
tional organizations which governments 
have established to improve coordi
nation of water and sanitation activities, 
in general they lack legal or statutory 
powers and financial resources neces
sary to coordinate the sector effectively. 

lt is undeniable that there has been 
substantial progress in many countries 
of Africa in providing water supply and 
sanitation services during the first half 
of the Decade. But in the words of the 
UN Economic Commission for Africa 
" ... the inescapable conclusion to be 
drawn is that progress in the African 
region, and particularly in countries 
south of the Sahara, has been lament
ably slow in providing the majority of 
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the population with basic needs in wa
ter and sanitation and in overcoming the 
problems that impede the acceleration 
of national water and sanitation pro
grammes." Another conclusion is that 
in most countries, "the Decade was 
turning out to be a Water Supply 
Decade, " and consequently the pro
grammes were having an inadequate 
health impact. 

The task ahead 
In view of the magnitude of the task 

ahead in the second half of the Decade, 
combined with the effects of the world 
economic recession and the persistent 
drought in sub-Saharan Africa, both of 
which serve to alter both national and 
external funding priorities, the achieve
ment of Decade objectives by 1990 is a 
near impossible task. Furthermore, to 
improve the performance of national 
institutions through human resources 
development and appropriate legal and 
administrative changes is undoubtedly 
a slow process . Therefore, the weak
nesses in the institutional framework 
may persist throughout the remaining 
half of the Decade, and may adversely 
affect progress. 

Many countries in Africa are con
sciously aware of the problems of im
plementing Decade programmes and 
have adopted longer target periods, 
mostly involving the achievement of 
"water and sanitation for all" by the 
year 2000, to coincide with the goal of 
Health for all. Target service coverages 
for water supply and sanitation by the 
end of the Decade vary : 75 to 1 00 per 
cent for urban water supply and 50 to 
1 00 per cent for rural water supply ; 50 
to 90 per cent for urban sanitation and 
40 to 75 per cent for rural sanitation . 

So the progress achieved in the first 
half of the Decade is inadequate by 
comparison with what still remains to 
be done. For African countries to 
achieve Decade targets even by the 
end of the Health for all period will 
require a re-orientation of priorities . lt 
will be necessary to recognise the im
portance and need for water resources 
development in general. and communi
ty water supply in particular, with com
plementary development of sanitation 
and health education . These develop
ments can help combat disease, in
crease agricultural and industrial output 
of the African people, raise the stan
dards of living and enhance national 
security. Thus community water supply 
and sanitation deserve higher priority in 
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Clean water, safeguarded at its source and 
fed to a tap, will lower the health risks from 
diarrhoea and other water-borne diseases. 
Photo WHO/H . Anenden 

national development plans . lt is un
wise and short-sighted to do otherwise. 

Higher priority for community water 
supply and sanitation should not be a 
mere political ideal; it should be evident 
through correspondingly higher funding 
allocation in national budgets . Funds 
should not only be allocated for new 
investment projects but also for oper
ation and maintenance, so as to extend 
the reliability of existing installations. 

Even if financial resources were avail
able, the shortage of trained national 
manpower would still limit the planning, 
carrying out and monitoring of Decade 
programmes. Trained national man
power is vital to the overall manage
ment of the water supply and sanitation 
sector, to the choice and adoption of 
appropriate technologies, and to the 
improvement of operation and main
tenance . The achievement of Decade 
objectives is almost impossible without 
significant improvements in the quality 
and quantity of technical manpower. lt 

will be necessary, therefore, to put into 
effect policies that will direct a larger 
share of national education budgets 
towards improvements 1n sc1ence 
teaching in schools, and will increase 
training opportunities for all levels of 
technical manpower. 

The remaining Decade programmes 
cannot be effectively tackled unless 
national sector institutions overcome 
their present weaknesses. lt will be 
necessary to review, update and im
prove these institutions, including ad
ministrative and organizational struc
tures, manpower deployment and 
development policies, laws and regu
lations, information management 
decision-making processes and finan
cial control structures . 

The Decade goal is achievable in 
Africa; certainly not in 1990, but 
reasonably by the year 2000 at the end 
of the Health for all plan. If Africa fails, it 
will be because she lacks courage to 
change and adapt to the challenge 
ahead , to redefine the priorities, and to 
prepare and implement strategies 
necessary to attain the Decade objec
tives in respect of community water 
supply and sanitation. • 
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Drop Out Rates 
Major Problem 

in Immunization 

Some 60 per cent of children 
in developing countries are now 
receiving either a first dose 
of diphtheria, pertussis and 
tetanus (DPT) or polio vaccines, 
only 40 per cent are receiving a 
third dose. 

Despite progress over the 
past decade in protecting 
against childhood diseases, a 
WHO report states that immu
nization " ... remains tragically 
under-utilized", and that the 
drop-out rates between doses 
are high. 

WHO launched its Expanded 
Programme on Immunization in 
1974 with the aim of protecting 
all children, by 1990, against 
these four diseases, plus 
measles and tuberculosis . 

Measles, the cause of the 
"highest worldwide mortality" 
among the six diseases, still 
takes 2.1 million young lives 
yearly in developing countries, 
neo-natal tetanus some 
840,000 and pertussis another 
600,000-a total of 3.5 million 
deaths from just three killers. In 
addition, polio cripples some 
270,000. All figures cited ex
clude China. 

"lt may be easier to grasp 
these numbers if one realizes 
that for every breath one takes, 
a child dies from a vaccine
preventable disease," the re
port points out. 

Some 3.5 million deaths from 
vaccine-preventable diseases. 

A major problem is the high 
drop-out rate . Children are not 
taken back to health centres for 
their second and third doses 
against DPT and polio . Surveys 
carried out show a drop-out rate 
averaging 30 per cent for DPT 
and polio immunizations. And in 
13 countries designated "least 
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Cooking Termed I Occupational Hazard I 

Cooking, or heating, with 
wood, charcoal. peat. dung 
and agricultural waste endan
gers the health of an esti
mated 300 and 400 million 
people-particularly women 
in the Third World, according 
to the U.N. Environment Pro-
gramme. 

Photo W HO/P. Larsen 

"Most people in develop
ing nations still live as their 
early ancestors did," explains 
Dr Mostafa K. Tolba, UNEP's 

Executive Director, "burning 
firewood, dried cattle dung 
and stubs in poorly-vented 
open hearths." Indoor pollution: harmful to 

While the impact of health, mostly of women. 

domestic fuels on health varies, they have been known to 
lead to chronic lung diseases, and cancers of the nose and 
pharynx. In the Kenyan highlands, for instance, where it is 
cool and cooking is done indoors, the incidence of naso
pharyngeal cancer is higher than in the warmer lowlands, 
where cooking can be done outdoors. 

As women are traditionally the family cooks, they are most 
at risk. "They die prematurely, or their health is impaired by 
prolonged exposure to the harmful pollutants of cooking 
fuels," the UNEP director states. 

"I don't hesitate to say that the exposure to the smoke and 
toxic gases of cooking fuels is probably the most serious 
occupational health hazard known today," he adds. And there 
are no solutions as yet in sight. • 
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developed", only 15 per cent 
received a third DPT dose. 

"An acceleration of existing 
efforts constitutes the over
riding priority," the report 
states. lt recommends: 

• That immunizations be ad
ministered "by all curative and 
preventive health serv1ces. 
even to children suffering from 
malnutrition or minor illness." 
The report says that "only a 
fraction" of health facilities in 
developing countries provide 
immunization services. 

• That drop-out rates be re
duced by "better informing pa
rents of the need to return for 
further immunization, and of the 
times and places for doing so." 

• That immunizations be 
specifically targeted at the ur
ban poor, a group now generally 
neglected . 

• That renewed impetus be 
given to immunization against 
polio, neo-natal tetanus and, 
particularly, measles, as part of 
primary health care services. • 

Threat to Health 
From Drugs Termed 

I Narco-Terrorism I 

New forms and new combi
nations of drugs along with new 
groups of users are leading to 
growing health and social prob
lems in "more and more coun
tries in all regions of the world." 
The misuse and abuse of both 
narcotics and psychotropic sub
stances, added to increased 
trafficking in them, is tan
tamount to "narco-terrorism" 
against a nation's health, re
ports presented to the recent 
World Health Assembly show. 

The reports urge combating 
this threat through programmes 
in prevention and treatment. 
rather than on drug enforce
ment solely, which is now gen
erally the case in many coun
tries. In particular, there is a 
need to aim information and 
education programmes at youth 

to counter their "special vul
nerability". 

The reports say drug use has 
spread from the students of the 
1960s, who were mostly af
fluent. to persons in virtually all 
walks of life today, including the 
disadvantaged. In developed 
countries, there has been a 
spread from use exclusively by 
males to use by females . 

" Earlier, a disproportionately 
high ratio of young males mis
used drugs," the reports note. 
"The sex differences have al
most vanished so that con
sumption and abuse rates in 
males and females are almost 
equal." 

· The age of first use of drugs 
is lower now, with those be
tween 8 and 14 sniffing volatile 
solvents, such as glue and ben
zine. Multiple drug use is also 
on the rise. As well. new "de
signer" drugs- made by alter
ing the chemical structure of 
existing drugs, and thus largely 
unregulated by laws-are enter
ing the market. And, partly 
because more people are liv
ing longer, more psychotropic 
drugs are being prescribed thus 
making possible more misuse. 
These are conditions conducive 
to vast profits and to crime. 

According to estimates: 
• 29 million use cannabis, 

worldwide, 
• 1 .76 million use opium, 

mainly in countries of South
East Asia and the Western 
Pacific, 

• 750,000 use heroin, world
wide, 

• 1.6 million chew coca leaf, 
mainly in Latin America, 

• 4.8 million use cocame, 
more and more in the indus
trialised world, 

• 2.3 million use am-
phetamines, and 

• 3.4 million use barbitu
rates, sedatives and tranquil
lisers, worldwide. • 

How to Influence 
Editors for 

Health for All 

"Use non-technical words. 
don't over-qualify statements. 
focus upon four or five impor
tant points .. . put yourself in the 
place of readers. " 

Despite app.earances, those 
comments by Jack Ling, Direc
tor of W HO's Division of Public 
Information and Education for 
Health, are not addressed to a 
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freshman class in introductory 
journalism, but to public health 
officials. "Since we are in 'pub
lic health' which is made up of 
two words, public and health, 
we must relate to the public," 
he explains, for to do so is to 
reach out to the "all" in WHO's 

goal of "Health for all by the 
year 2000." 

Thus, there is a need for pub
lic health officials and health 
educators, in particular, to know 
how journalists work and, just 
as importantly, to know what 
kind of material catches the 
editor's eye. 

"The material has to be time
ly, significant to a large number 
of people, fairly close to home, 
and related to the interest of the 
audience," he says in a recent 
issue of WHO's quarterly publi
cation Education for Health. "If 
health workers want the sup
port of editors, then they must 
take these criteria into consider
ation." 

Information can be transmit
ted through traditional means, 
for instance, through puppet 
plays, mime, or dance-dramas, 

From information to changes in 
lifestyles and better health. 

but to reach a mass audience 
modern methods are needed. 
The dissemination of health 
messages through the press, 
radio and television is a first and 
essential step in the education 
of the general public that even
tually may lead to behaviour 
changes and to improved 
health. (See graph.) 

There is thus a role for jour
nalists in health. "I believe the 
media sector cannot fulfil its 
responsibility to society without 
the health sector," he says, 
"because the interest and con
cern of the public-media's 
raison d'etre-certainly includes 
health. This means that media 
and health have to work to
gether on a partnership basis." • 
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Newsbriefs 
e Social Medicine. This year's 
recipient of the Lean Bernard Prize 
and Medal, which recogn ises out
standing service in social medicine, 
is Professor Olikoye Ransome-Kuti, 
Nigeria's Minister of Health (at right), 
being congratulated by Or Gottlieb 
Monekosso, Director of WHO's African 
Regional Office. 

The recipient was honoured for 
over 30 years' work in improving 
maternal and child health care, and 
for introducing primary health care 
into the medical undergraduate cur
riculum at the University of Lagos. 
He is the first professor in this disci
pline, and so far Africa's only one. 

• Giving Birth Alone. More than half of the births in developing 
countries-according to wHo estimates, a total of 57 million-are unat
tended births. This means that mothers deliver without the assistance 
of trained personnel, not even traditional birth attendants. The lack of 
care accounts for the high rate of maternal mortality in the Third World. 
Here are figures for unattended births region-by-region: 

- In Africa, there were 7 2. 5 million unattended births, estimated at 
around 7 980, or 63 per cent of all births; 

- In Latin America and the Caribbean, 5 million unattended births, 
or 22 per cent; 

- In South-east Asia, 28 million unattended births, or 73 per cent; 
- In the Eastern Mediterranean, 95 million unattended births, or 

77 per cent; and 
- In the Western Pacific. 2.5 million unattended births, or 9 per 

cent of all births. 

• Influenza, 1986-87. A change has been recommended in the 
composition of vaccine against next season's influenza strain. Accord
ing to experts from wHo reference centres, a trivalent vaccine is to 
replace . the type in use since 7 984. 

• Winner No 1. Hamad Hajri, a writer for El 
Oumma, a daily published in Tunis, is the first 
winner of WHO's Third World Journalist Award. 
He received a US $500 cheque and a diploma 
during ceremonies at the World Health Assem
bly last May in Geneva. 

Made possible through a grant from the 
L.I.S.Z. Foundation, a private US. philanthropic 
organization, the award seeks to encourage 
writing that is bright and non-technical on a technical subject. and that 
has been published in a journal edited for a general readership. The 
winning story showed how information and information programmes 
play a role in improving lifestyles in Tunisia. 

• "No Politics Please, We're Health Workers". That was essen
tially the plea made by Indonesia's Or Surwardjono Surjaningrat in his 
outgoing address last May as President of the World Health Assembly. 
Political controversies, he told delegates meeting in Geneva as the 
new two-week session opened, are properly suited to other UN. 
forums. Theirs was a technical mandate in health. 

In the next issue 
The Seventh Report on the World Health Situation was formally 
approved by the 39th World Health Assembly which met in Geneva 
in May. No fewer than 146 of WHO's 166 member states submitted 
detailed evaluations of their national health scene. The October issue 
of World Health sums up this attempt to take the pulse and check 
the temperature of the whole human race. 

If you would like to 
obtain the catalogue of 
WHO publications, or re~ 
ceive sample copies of 
other WHO periodicals 
which ygu want to 
evaluate bef<-?re placing 
a subscription, please 
contact: World Health 
Organization, Distribu
tion and Sales, 1211 
Geneva 27, Switzer
land. 
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Health for all Africans by the year 2000 calls for action 
now ; otherwise it might be never. Photo WHO/T. Fenyes 


