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1. INTRODUCTION 

The Southern African Region is now in a process of social, economic and 
political transition. The countries of the region have adopted, to varying degrees, 
policies of democratization, decentralization and privatization. These policies have 
given impetus to the health reform process in each of the countries, prompted by a 
critical desire to make better use of limited resources in order to promote better 
health, and to prevent and treat leading causes of disability, disease and death. In the 
least developed countries, this need for change is felt most urgently as a result of the 
combined impact of declining national incomes and increasing populations, the need 
to respond to the disasters of war, drought and increasing incidence of disability and 
disease. The burden of AIDS on health care systems and its socio-economic impact 
add to the complexity of the problem. 

What are the goals that give the reforms direction and purpose? Universal 
access to quality health care services -- that is, affordable services which both have 
an impact upon the health status and respond to the expressed needs of communities 
-- is an aspiration of countries throughout the region. Concerns with equity are 
paramount in the discussion on health sector reform. This objective is as much about 
removing barriers to access and improving quality of care as it is about increasing 
resources or expanding infrastructure. The present quality of health services in both 
the public and private sectors is widely criticized, and countries recognize that 
improvements in quality are critical to improving the effectiveness and efficiency of 
their systems. 

This is the shared background, context and goals for health reform within the 
eleven countries of the Southern African Region, each of which has a different 
inheritance from its recent history. The diversity has resulted in different responses 
to surprisingly common problems. In this context of commonalities, the countries in 
Southern Africa came together to share their experiences in addressing issues related 
to acquiring political commitment; providing support for decentralization; forming 
effective partnerships; mobilizing community participation; improving equity of access 
to care; defining the most appropriate mix of public and private resources; alternative 
and complementary financing systems; managing donor support more effectively and 
defining an essential package of health services. Eleven countries of the region 
participated in this workshop. These included: Angola, Botswana, Lesotho, Malawi, 
Mozambique, Narriii?ia, South Africa, Swaziland, Tanzania, Zambia, Zimbabwe. 
Thirty-five national participants from central and district levels of Ministries of Health 
brought considerable experiences and insights to the discussions about the 
implementation of health reform policies on their countries. National participants 
came as a team and each was supported by the WHO representative assigned to the 
respective countries. Major donor agencies, also contributed to the discussions of the 
meeting. In addition to the World Bank and WHO, other agencies included UNDP, 
UNICEF, GTZ, ODA, USAID, DANIDA and the Netherlands. The exchange of 
diverse experiences and lessons learned within the first Regional Workshop on Health 
Sector Reforms in Southern Africa provides a framework for continued 
communication and for building regional partnerships. 



2. METHOD OF WORK 

All participating countries prepared and circulated brief papers about their 
experiences in health sector reform and the strengthening of their Local/District 
Health Systems. During the first two days of the workshop, participants were 
provided with an extensive review of the Zambian experience, including field visits to 
the health district of Livingstone. These presentations were designed to provide 
participants with a framework to stimulate subsequent discussions and a basis for 
sharing experiences on common issues presented during the workshop. The 
remainder of the workshop was organized through a series of presentations by the 
country teams in plenary and working group discussions. 

3. PROGRESS 

3.1 Political commitment 

As expected, there are a variety of levels of political commitment to health 
sector reform among the governments of the Region. In most cases these expressions 
are contained in documents and declarations on policies, and strategies related to 
health. Strong commitments are sometimes expressed in political party manifestos 
while in other cases they are included in presidential directives or ministerial 
statements. In countries emerging from civil wars, there are explicit directives to 
develop post war recovery strategies. A few countries mention a vision statement in 
their overall policies for health development either as part of the overall development 
of the social sector or specifically for the health sector. Only one country refers to 
the existence of a legal framework to sustain political commitment. 

Political commitment is often translated into plans for implementation at 
national, provincial and district levels. A few countries refer to a bottom-up approach 
in the development of these plans. Fewer still refer to a synchronization of national 
and district development plans among sectors. Increasing emphasis seems to be given 
to policy implementation, although several countries indicate that the institutional 
capacity for implementation has yet to be developed. Although most of the countries 
report plans for implementing political commitments, few have mechanisms and 
processes for monitoring and periodically reviewing progress. 

The two most challenging issues identified with regard to political commitment 
are priority setting and intersectoral planning. Both are recognized as urgent needs 
which have not received adequate attention. Other issues include the resistance to 
change throughout the system and the reluctance of the central level to restructure 
and reorient its response to policy directives. In war-torn countries the critical issue 
is the transition from emergency relief and reconstruction to development. 

In spite of a rather critical assessment of the country situation regarding 
political commitment, the average score given by the eleven countries on a self
assessment scale of 1-10 was 7. 
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3.2 Decentralization 

Practically all countries in the Region refer to the existence of a conceptual 
framework for decentralization reflected in a variety of instruments ranging from 
parliamentary bills to civil service directives. A number of these directives are 
recognized as being outdated. Several countries refer to the existence of boards at all 
levels, which are responsible for managing the process of decentralization. A few 
countries refer to a legal framework under preparation, and only one has in place 
such a framework. 

The process towards decentralization in most countries of the Region is being 
established through planning mechanisms and processes at different levels although 
some of these have different modalities ranging from council grants to national 
conferences on district development. A few countries refer to mechanisms for 
coordination with central planning offices. Only one country assigns a role for the 
parliament in the promotion of decentralization. In addition to planning, most 
countries of the region recognize and have initiated activities in capacity building, 
particularly at district levels, but mostly for the health sector alone. 

In spite of the efforts mentioned above, most countries recognize a gap in the 
implementation of decentralization policies and directives. This is most often related 
to the isolation of the health sector in the overall process of decentralization of 
government services, and the absence of appropriate mechanisms at district level to 
translate policy directives into sustainable programmes and services. This has had a 
detrimental impact on the morale of health workers and contributes to a climate of 
uncertainty in the implementation of health reform policies and strategies. 

Not surprisingly, the overall score given to the progress made in 
decentralization in the Region is 5.6. 

3.3 Partnership 

Countries have not demonstrated a consistently clear philosophy of partnership 
in the provision of health. Although it is obvious that all the countries wish to 
achieve a genuine partnership - for instance with donors, NGOs, the private sector, 
other government departments, churches, etc. - the nature of the desired partnership 
and the expected benefits for partners and recipients of services are unclear. Despite 
these impressions, all countries have worked hard to develop initiatives intended to 
build partnership through formal working arrangements, through intersectoral 
mechanisms and a variety of coordinating groups. 

The major challenges facing most countries include: (a) the definition of 
"partnership" in the context of reform of health services; (b) the responsibilities of the 
three management levels in health systems in developing and sustaining partnership 
agreements must be emphasized; and (c) setting out agreed guidelines to assist in 
facilitating smoother working arrangements between health service managers and 
counterparts working with donor agencies and NGOs. 

The groups scored their country's performance with regard to partnership with 
an average of 6, the range being 1-10. 
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3.4 Community Participation 

There is no doubt that in all countries policy documents and government 
directives stress the creation of formal and informal mechanisms to form networks 
which will influence the priorities and practice of health delivery. The range of 
initiatives used to create community participation is impressive. Initiatives are 
especially strong in relation to building on established links - through leaders, CHWs 
(community health workers), TBAs (traditional birth attendants), and development 
committees. Nevertheless, despite much effort some countries are ambivalent about 
the immediate results and have emphasized the long term commitment which is 
required to build real involvement of communities, and the recognition that 
individuals possess the ability to change for the better their own experiences as 
consumers of health care. 

The average score of the countries for community participation was 6, with 
scores ranging from 3 to 9. 

3.5 Equity 

Practically all countries reported a well established tradition in recognizing 
equity as a central tenet of government regarding health and social policies. These 
are contained in a wide variety of instruments, documents, declarations and 
statements. 

In spite of this overwhelming endorsement to the concept and principles of 
equity, the initiatives that translate these principles into action are few. Tangible 
actions are reflected in such arrangements as flexible service fees for destitutes, 
expectant mothers, children, farm workers and others. However, very few countries 
have developed legal frameworks to ensure consistency and sustainability for these 
actions. Furthermore, monitoring of how equity is being pursued is given low priority 
in the countries of the region. 

The main issue surrounding the implementation of the principles. of equity is 
the absence of social sector priorities, and poor social and economic infrastructure 
preventing disadvantaged populations from having access to essential services. For a 
few countries the challenge is to overcome historical inequities, and for some others 
the problem is to meet the needs of migrant populations and ethnic minorities. 

A relative score of 5.6 among the countries of the region reflects the 
unsatisfactory situation with regard to the government's response to the needs of the 
underserved and marginalized populations. 

3.6 Public/Private Mix 

In most of the participating countries, a political framework exists for a 
public/private mix in the health sector, although the mix has not been written into 
law everywhere and regulatory mechanisms may be weak. 

The initiatives with regard to public/private mix cover a wide range. In the 
first place, there is the private delivery of health services, such as consultations and 
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treatment. Some countries have privatized specific services. The private sector is 
sometimes renting public facilities to deliver the services, often using them without 
any reimbursement to the public sector. Also in the context of service delivery, many 
ministry of health systems have contacts with traditional healers. In several countries, 
specific hospital services, such as laundry, catering, maintenance of equipment and 
distribution of drugs, are contracted out to the private sector. With the exception of 
South Africa, the experience with private health insurance is quite limited. Fees in 
the private sector are regulated in the region, sometimes by governments and 
sometimes by the private sector. 

The private sector is often poorly regulated. The fact that private services are 
often unaffordable for the poor and that private services tend to be profit-oriented, 
make equity a major concern. Private health insurance companies tend to rate their 
clients by risk and to disfavour the people in poor health, which also enhances 
inequity. Joint planning and coordination between the public and private sector is 
often absent. However, cooperation between churches, NGOs and the public sector 
is often quite good. 

The average country score was 4.4 with a range between 1 and 7. 

3.7 Health Financing 

Seldom is a clear policy in place. In several countries, health financing studies 
are underway to define the policy, but none of the countries has recently passed 
major health financing reform legislation. The only written framework available is 
often the annual budget speech or some other budgetary document. All but one of 
the countries charge for their services and the fee structure is at least, in theory, 
always clearly set the exemptions included. 

Only the participants of one country failed to come up with any initiative in 
their country with regard to health financing reform. Most mentioned initiatives 
having to do with costing the services or with payment schemes such as national 
health insurance (nowhere in place yet) or private insurance (which may be related to 
employment), and user fees which are structured in a different way. Some countries 
have a flat fee which is aimed at cost recovery, while one country has a fee structure 
aimed at promoting more rational use of the referral system. Fees can in some 
countries be paid either in kind, or by performing some task (work-for-health). One 
country mentioned that it recently dropped the Bamako Initiative. Other new 
approaches in the area of health financing concern improvements of the efficiency 
and cost effectiveness of the health system. Zero-growth budgeting, budgeting by 
activities or by results and management improvement at different levels are such 
approaches. Other initiatives mentioned in the area of finances were the installation 
of financial control systems and posting of accountants at the provincial level. 

High inflation rates in several countries and the lack of information about the 
cost of services have a serious impact on the financing of the health sector. They also 
prohibit appropriate allocation of resources to the sector, which is the main problem. 
The sustainability of medical aid was once mentioned as an issue. User fees 
themselves can be an issue, but on the other hand, one noted that the health system 
needed to build awareness and concern among the population about the customers of 
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the health services are costly. Decentralization of the budget may help to resolve this 
problem, but very few countries have these kinds of reforms in progress. 

The country score on average was 5.3 ranging from 2 to 9. 

3.8 Donor Approach 

In a few of the countries in the region, National Development Plans, Strategy 
Notes or Strategic Plans for implementing health reform serve as a tool for 
channelling donor resources in a coordinated manner. The idea of having such plans 
seems to be appreciated by all of the countries in the Region because it can help 
minimize the development of donor-driven activities which do not correspond with 
national priorities. Other tools which have also served to channel resources towards 
national priorities are defined national packages of essential health services, joint 
planning between the government and donors, or the country's programme defined 
with UNDP. In some countries, donor coordination is a stated objective, but there 
are no functioning mechanisms for effective coordination, and in others, initial 
attempts to coordinate donor inputs have yet to be made, and coordination in some 
countries is not a function of the Ministry of Health, but rather that of Finance or 
Planning. Donor attitudes remain an issue of concern. In many countries, the 
government's impression of some donors is that they are patronizing; that they impose 
unhelpful conditions; that they finance far too many of their own nationals as 
consultants; that the government/donor relationships lack transparency, and that the 
two do not demonstrate accountability towards one another. 

Innovative initiatives taking place in the region include joint planning and 
evaluation of donor-financed activities and scheduling joint annual meetings in which 
all donors to the sector are asked to participate in order to minimize the burden 
placed on the Ministry when it hosts donor missions throughout the year. Different 
project cycles, accounting, reporting and disbursement procedures as well as the 
timing and approach to assessments also place a burden on the government. 
Streamlining the way in which donors operate is viewed as critical. Initiatives along 
these lines have included attempts to develop a single financial system to meet all of 
the donors' requirements and to try to adjust planning cycles. The Health Sector 
anticipated within SADC is seen as possibly assisting in Region-wide coordination. 

The ultimate aim of donor coordination is to fully finance the government's 
own plan of action for reform rather than individual donor..:defined projects. Ideally, 
this would be through allocating resources into a single basket of funds for financing 
improvements to the health sector. Where a clear national plan exists, many of the 
major donors in the region have committed themselves to working with their 
government partners to recognize this aim. 

On average, the countries' self-assessment score was 6, but they ranged from a 
low of 2 to a perfect 10. 
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3.9 Package of Essential Health Services 

Most countries in the region have adopted the principle of defining a package 
of essential health services. The reasons for developing a package are common, in 
that all countries want more efficient and effective use of limited resources, and the 
components of the package -- mainly emphasizing primary health care -- do not differ 
dramatically. Yet, the mechanism by which such a package is derived, the approaches 
to operationalizing the package, and the implications for the way in which care is 
delivered and financed do differ substantively between countries. A number of 
countries have adopted -- in some cases with local modifications -- the district 
package of health services as defined by WHO. Others have assessed their own 
priority areas independently, in a few cases through extensive analytical assessments 
of the burden of disease and cost-effectiveness analysis of interventions. The 
definition of a minimum package in some countries has implied that resources will be 
reallocated from central programmes, and the higher levels of care which fall outside 
of the package, towards the delivery of the package itself. Whereas in others, its 
implementation has been financed by donors, or has simply been a way to reorganize 
existing financing for primary health care. 

Many activities have been taking place throughout the region within the 
context of defining or implementing the package: conducting surveys; strengthening 
health information systems; costing services; developing profiles of provinces and/or 
districts; mounting information campaigns to inform health staff and clients, as well as 
other sectors, about the package; and conducting assessments of initial 
implementation. Consensus building on the definition of the package at the national 
level has been a focus of effort in many countries. Sometimes this has involved 
sensitizing health workers and/or the community to the package. In others, it 
involved obtaining the support of national level programme managers while in yet 
some others, it enabled the district level to develop its own locally-defined package of 
care within the context of national priorities. 

Many outstanding issues remain to be resolved. Traditions in vertical 
approaches can be an obstacle to implementing an integrated package and continuing 
to acquire sufficient technical and logistical support for innovative programmes. 
There is fear that a defined package could constrain front-line health workers who 
require some flexibility to operate. Also, some countries expressed concern that 
performing cost -effectiveness analyses in order to define the interventions included in 
the package might not be worth the effort required, whereas others insisted it was 
critical to make objective identification of local priorities and to channel national 
investment in health. District-level capacity to implement and manage a package of 
care effectively is considered essential. Yet in some countries district management 
structures are weak or non-existent. 

The countries self-assessment average score was a 6, ranging between 2 and 9. 
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4. CONCLUSIONS AND RECOMMENDATIONS 

(1) 

(2) 

(3) 

4.1 

(1) 

~i. 

11. 

111. 

VI. 

(2) 

i. 

Health reform is a political, managerial and social process which 
responds to the concern for equity and for improving the health status 
of the population of a country. Health reforms are directed at the 
improvement of health development within national development 
policies, especially of the poorest section of the population. A holistic 
and intersectoral approach is therefore recommended in terms of 
context, promotion, design and implementation. 

The need, the content and extent of health reforms should take into 
account the ongoing performance and effectiveness of the Health 
System; the agenda for reform has to be determined by local health 
needs instead of being externally imposed. 

Central to the health reform discussion were the important roles of the 
donor community in the process of reform in health development and 
the need for better harmonization between country health "visions", 
policies, strategies and the donor conditionalities which are sometimes 
unsuitable. 

Main Recommendations 

Capacity building 

seek the necessary help to address capacity building within the national 
and regional possibilities of technical cooperation; 

improve partnership between training institutions and the Ministry of 
Health who are end-users; 

provide equal and top priority to the central and district levels· in the 
. areas of strategic planning and ability to undertake health reform; 

promote operational research involving training institutions as well· as 
the Ministry of Health; 

make use of an inventory of training institutions, research centres and 
experts/consultants in the region, with annual update, for enhancing 
mutual technical assistance and cooperation among the countries; 

recommend to the Ministries of Health of every country to influence the 
establishment of a health sector in SADC. 

The Role of the District/Local Governance 

most of the countries expressed the urgent need for effective 
decentralization and empowerment of local communities, within a legal 
framework; 
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11. 

lll. 

IV. 

(3) 

I. 

11. 

lll. 

vi. 

VI. 

(4) 

I. 

11. 

111. 

(5) 

promote, improve partnership bet\Veen the Ministry of Health and the 
Ministry of Local Government for Ithe benefit of health reform and 
local socio-economic development~ 

improve the adequacy of District ~ealth Team Leaders with clearly 
defined technical/managerial qualijfications, capacities and 
remuneration; 

define monitoring indicators to as*ss equity and efficiency of health 
policies and standards in health reforms. 

Health care financing 

increase government budget allocation to the health sector in order to 
facilitate the reforms; 

retain user fees (in total or in part) to the individual institutions or 
districts from which they were gen¢rated; 

donors should retain some flexibility in channelling resources in line 
with government policy; . 

donors' contribution to the health ~are system should be transparent, 
accountable and in partnership with government; 

government should come up with ~ policy on health care financing and 
ensure equity, transparency, accou~tability and cost-effectiveness; 

resources should be reallocated in ~avour of the districts. 

Private/Public Mix 

look at complementarity rather th~n confrontation between private and 
public sector; . 

essential public health activities of Ihealth promotion a. nd protection, and 
preventive health care should not *e disrupted/decreased by emerging 
privatization policies; . 

traditional medicine and research ~n medicinal plants should play its 
role towards formalized partnership within the health delivery system. 

Donor coordination 

Government should: 

I. set priorities based on national coqsensus and identified gaps; 
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11. develop strategic plans and promote dialogue between government and 
donors and among donors; 

111. expedite technical assistance and regional cooperation in sharing 
technical expertise; 

IV. promote self-reliance and reduce dependency on external support 
(countries solve their own problems before intervention from outside); 

v. ensure strong coordination among all partners, while respecting the 
mandates and policies of each partner and recognizing the identity of 
political systems of countries. 

(6) Minimum Packages 

1. countries should continuously monitor and re-assess the implementation 
of the package and make appropriate re-adjustments in keeping with 
changing and prevailing economic and social environment; 

ii. based on national conceptualization of the package, countries should 
develop strategic plans for implementation and rationalize the 
allocation of resources; 

111. concrete plans must be developed in order to expand coverage, sustain 
interest and guide the process, market and institutionalize the package; 

iv. countries should formulate essential health interventions based on 
priority health needs and optimize the use of available resources in a 
cost-effective, sustainable and equitable manner. 

4.2 Plan of Action 

In view of the number of common issues/concerns identified by participants, 
the meeting expressed the need for further exchanges of experiellceli, materials an41 
resources amoIli the countries in the Southern African Region. The ¥articipants~_ 
,agreed to build on existing mechanisms to facilitate Blch exchange~he meeting 
identified three priority areas which were selected as subjects of common interest 
among participating countries. These included: . 

* Local government 

* ( Health care financing 

.. H 5'6)) "Il ~ ~\ Capacity building ~ \ "V - . 
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For each of these areas a number of possible mechanisms to be developed to 
sustain an exchange among interested countries included: 

Newsletters 
E-Mail/electronic information (Partners for Health Network) 
Data banks 
Distance learning 
Centres of excellence (regional institutes, reference/resource centres) 
Exchange of consultants 
Conferences and workshops 
Study tours 
~~ocus siiliject areas I.e.;health care financi~~, 

Invitation was extended by Zambia to countries in the Region for participation 
in the following: 

* 

* 

Regional training for DHMTs in Zambia at PAEDESA 

Hospital management course at the National Institute of Public 
Administration. 

Some specific activities proposed for implementation in 1996 in the priority 
areas of interest include: 

1. Study tour on Local Government to Botswana 

© Regional Meeting on Health Financing 

3. Establish SADC Health Learning Materials Resource and Training 
Centre. 
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1. KEy NOTE ADDRESS BY HONOURABLE DR K. KALUMBA, DEPUTY MINISTER 
OF HEALTH, LUSAKA TO THE FIRST SOUTHERN AFRICAN CONFERENCE ON 
HEALTH SECTOR REFORM, LIVINGSTONE, ZAMBIA 

Mr Chairman, Honourable Peter Muunga, MP, Provincial Minister for Southern Province 

Dr E. Tarimo, Director, Division of Strengthening of Health Services, WHO, Geneva 

Ms Jeanne Murphy, Task Manager, World Bank, Washington 

The Representative, WHO, Dr Boayue Regional Director, Brazzaville 

Heads of Delegations, Zimbabwe, Namibia, South Africa, Swaziland, Tanzania, Lesotho, 
Botswana, Angola, Mozambique, Malawi and the host, Zambia 

Your Excellencies, our cooperating partners in the health sector in Zambia 

Workshop Participants, Distinguished Guests, Ladies and Gentlemen, 

On behalf of the President, Mr F.T.J. Chiluba and the People of Zambia, I 
wish to extend our warm and fraternal greetings to all our distinguished visitors to 
Zambia. We wish you a fruitful and enjoyable stay in Zambia. 

I have often wondered about the experience of those people who live in areas 
where life threatening earthquakes are but common occurrences. I mean earthquakes 
so real that they almost always swallow something down the ground: an entire 
mansion, a corvette, a life, something. 

What does it feel like to stand on grounds so frequently shaky as to make your 
knees wobble and your gravitational force out of alignment? Amidst this shaky 
reality, why do they love San Francisco, California? 

Health, like development, is a normative term with multiple meanings for 
different analytical purposes. To most people, health immediately suggests the 
absence of physical and mental infirmity usually attended to by medical intervention. 
For someone reading reports about health in our national media, here in Zambia, 
sometimes you would be forgiven if you felt that health meant hospitals, cat scans, 
mortuaries ... particularly mortuaries, or the unbecoming behaviour of a nurse at some 
remote hospital in Salujinga. Yet, it is about all these things, and more. Health as 
scientifically understood today goes beyond physical malady and the requirements of 
its management; and involves social, individual, political and economic environment 
which provides for the basic needs, care and intellectually stimulating community. It 
is more than the domain of hospitals, doctors, and nurses, disease, grief and anguish. 
It extends beyond the restrictions of the medical sector to involve a complete state of 
social and economic well-being. 
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But alas, how awesome a challenge to translate our scientific understanding of 
health into thinking about the way we, in the health sector, go about our work; our 
health sector reforms; our programme planning, etc! 

Distinguished delegates, most of us here from the Sub-region, are coming from 
severely challenged countries. Declining economies, expanding populations, a 
convulsive political culture, rusted or is it constipated state bureaucracies,a 
temperamental and challenged eco-system which appears to conspire against existing 
human technologies of adaptation; new diseases from the wilderness and some from 
our bedrooms like AIDS that laugh at our medically-driven technologies of cure, all 
challenge our developmental concepts. They challenge our unilinear paradigms, and 
reveal health sector reform efforts in this part of the world as a craft, a "sciencing 
out" of a "healthy-being" under conditions of turbulence. 

Can we afford orthodoxy in the way we go about asking questions and looking 
for answers about our collective health? We are as a Region challenged to be 
uncertain about health care traditions and inquisitive about alternative possibilities. 
This is the way. Who can fail to appreciate the turbulence that defines our 
experience in our part of the world? We are here, a location in the global 
macroeconomic space where things change so rapidly, so shaky a social, economic, 
political and environmental experience that trying to stand on a definite conceptual 
paradigm, a correct analysis of reality, an adjustment on the intellectual rector scale 
which is unaffected by the turbulence, is almost humorous. 

In gatherings like this one, we have to learn to laugh at ourselves, at our 
perception of our shaky world to maintain a certain degree of objectivity. We have 
to continue to "say our say", to debate, to adjust our focus. Why? May be because, 
under conditions of uncertainty what helps us keep our feet firmly on the ground is 
not so much a specific move, a solid point or insight we acquire but like Californians 
who live at the epicentre of earthquakes, it must be a whole armamentarium of the 
human will to beat the odds, a vision to travel hopefully. 

Let us collectively learn the art of listening: to listen and laugh, and further 
listen and wonder, and then listen again and do something. If you have been a 
therapist like me, you will agree this is the healing process. 

Now, let us listen. The World Development Report (1993) vindicated 
governments all over the world. It said the unthinkable. It reported that after all, 
there is life in the breath of governments. Well, my friends, this was not easy after 
the Thatcherite and Reaganite combined maximum assault to minimize the state. 
Please do not be mistaken, I am not a bleeding liberal. I have, like most of my 
political kind, done what art Anglo-Saxon would call a St. John's Hospital's major 
surgery to shed off the imag~ of a weak conservative who dances with the wolves in 
the chorus of spend, spend, spend and tax ... We all love Ron and Maggie! We have 
done some political adjustments. This is the only way to survive the westwinds of 
ideological turbulence. 
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What the WDR said which was revolutionary in these times was this: 
Governments can do something good about health. The quality of government health 
policies really matters to health. Of course, the WDR put it in ideologically 
appropriate terminology than this. 

But as health technocrats and professionals, we also know another truth about 
governments as political things. Under existing conditions of macroeconomic 
turbulence, government intervention in most countries tend to be self-evidently 
partial, sometimes incoherent, and provisional in nature. By the way, what happened 
to Clinton's health plan? The complex forms of institutional and organizational 
mediation involved in health policy formation and implementation, and the crucial 
role of the balance of social interests in influencing the pattern of state intervention, 
must be carefully understood if health policies are to be structurally adjusted to serve 
the human interest for a socially acceptable quality of life. 

It is true that the Southern African region is now in a process of social, 
economic and political transition. That these countries have adopted, in varying 
degrees, policies of democratization, decentralization and privatization. We are all in 
various ways concerned with changing health policies and the· institutions through 
which these policies could translate into effects on the health of our people. Under 
conditions that make us similar and different, what can we learn from each other in 
the way we tackle questions of: financing health care? Building institutional capacity 
for managing resources including technologies of health care at different levels of 
health production? What are the practical operational/ethical/value questions that 
need to be answered in these efforts: equity; universality; children first, gender 
sensitivity, affordability, cost-effectiveness, accountability, partnership? 

Well, let us learn the art of listening. 

The WDR (1993) told governments three ingredients of quality health policies 
thus: foster an environment that enables households to improve health; improve 
government spending on health; promote diversity and competition. 

Other agencies have told us more. (I have picked upon these at random). 
The British ODA message is based upon its seven priorities of aid: the British want: 
to promote economic liberalization; enhance productive capacity; encourage good 
government; help implement poverty reduction strategies; promote human 
development; improve status of women, and help tackle potential environmental 
problems. Therefore let us listen when they tell our governments: reform your health 
sectors through efficient management of scarce resources and appropriate 
organizational structures, and financing systems; have children by choice and better 
reproductive health; control your malaria, tuberculosis and HIV; be alert in managing 
health under emergency situations. 

Every society, UNICEF reminds us, is struggling between the desire to have 
access to a growing array of modern medical technology, the moral imperative to 
provide universal access to services and the reality of limited resources. Under these 
conditions, the voice of the late James Grant will forever remain in our ears as we 
listen to UNICEF telling us: focus on increasing political will; build multi-sectoral 
partnership, and mobilize communities in addressing child and maternal health. In all 
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our countries' UNICEF strategy notes: child survival and women first has become a 
moral imperative of good health policies. 

We must learn to listen. After the Alma-Ata PHC and the three phase health 
development scenarios, WHO has been talking about the new global health policy. 
We are told that we must pay attention to equity, solidarity and health and make 
health a fundamental human right and worldwide goal. 

Governments are told that they must: initiate political action for health; focus 
on health protection and promotion; pay attention to health system development, 
reform and management; and combat ill-health. I believe these are the four 
ingredients of a new who global health policy. SIDA of Sweden has been talking to 
us about ROPPS ... We must be result-oriented and so on. Even under the pressure 
from Senator Jesse Helms to squeeze its budgets, USAID continues to say something 
about social marketing and private sector initiatives. I know it is not a particularly 
good time for global visions in America right now apart from cut public spending. 

Anyhow, all these things we are being told as governments. We are being told 
many things by many organizations, and by other governments and people from many 
places. We must learn to listen artfully because while we listen to all these things our 
people are getting sicker, poorer, and dying from more incurable diseases. Worse 
still for us, we must listen to donor fatigue. 

It is a lot of listening that we have to do. We must listen to the fact that in 
1990, according to the WDR (1993) 1.36 Billion DAL Ys were lost worldwide. 
DALYs, listen to DALYs ... 1.3 Billion DALYs mean the equivalent of 42 million 
deaths of newborn children in UNICEF language. The burden was especially heavy 
for Sub-Saharan Africa... 575 DALY s per 1000 people which was more than double 
the world average of 259 DALYs. 

We must listen to the fact that the estimated total expenditure on health in 
developing countries in 1990 was $170 billion. Why so many dalys lost with so much 
money spent? On what do we, as developing countries spend all these money if not 
on gaining these awesome DALYs? We must listen. Yes it is all very relevant to us 
now here today. We must listen artfully to the fact that out of that $170 billion, 
external assistance accounted for $4.8 billion, comprising only 3 per cent of total 
developing country health expenditure according to the WDR (1993). But there is 
donor fatigue. We must listen. Is the question that we have inadequate resources to 
gain so many dalys or something else we are not doing right? 

This is a lot of listening we have to do. We have been listening to too many 
people perhaps. May be it is about time we started listening to each other; to 
ourselves. When we listen'to each other, we will hear about failed efforts; like our 
turbulent governments, we hear about incomplete pictures; sometimes we will sound 
incoherent. But we should not despair. If you are tempted to despair: laugh or 
better still remember Californian earthquakes. 
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Yes we have a crisis of access; a crisis of quality; a crisis of confidence; and a 
crisis of financing in our health systems. We have all these crises. And a visitor from 
outer space may in fact add that from what he or she has heard about all of us here; 
our entire existence is a giant crisis. With these crises: does anything live in this part 
of the world? What would you tell this worried visitor from outer space? Ironically, 
yes we are here, at least for now. It must be our collective responsibility to ensure 
that our future generations are guaranteed an heritage less tormented than our own. 
We must travel hopefully, crafters of our own and of our future generations 'healthy 
being'. All you gathered here, let us travel together hopefully, not only during these 
few days; but sharing such a common destiny, let us travel hopefully beyond the 
crises; beyond the fatigue that threatens us... A partnership for a healthy Southern 
Africa! 
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2. DR KEES KOSTERMANS, PUBLIC HEALTH SPECIALIST, WORLD BANK 
WASHINGTON ON BEHALF OF MR R. GRAWE, CHIEF, SOUTHERN AFRICA 
HUMAN RESOURCES DIVISION, WORLD BANK 
(Apology for Mr Grawe~ absence) 

Welcome. 

Why this workshop? 

* To learn from each other 
* to show each other examples of successful reforms 
* to establish contacts and be able to come to collective action 

Preparation phase 
(anecdotes) 

Reforms needed in Southern Mrica because: 

* economic changes and often decline 
* expenditure to the health sector uncertain, often decreasing in last 

decade 
* inefficiencies in present systems 
* ineffectiveness in combating old diseases and new epidemics 
* lack of services and at the same time under-utilization of services 

characteristics of reforms in the health sector: 

* 
* 

* 
* 
* 

* 
* 
* 
* 
* 

well designed MOH programmes 
a focus on those interventions with the biggest impact on the health status of 
the population 
implementable 
equitable 
organizational structure which is better adapted to service delivery, 

decentralization 
emphasis on quality of care/client orientation 
affordable, new distribution of sharing the financing: 
government, appropriate allocation to the budget of MOH 
population, share in financing may well empower the people 
donors, complementing the commitments of the other partners 

We, in the Southern Mrica Human Resources Division of the World Bank, 
have had the privilege of working with many of the countries in the Southern Mrica 
region who are embarking upon health sector reforms. In Zambia, our host country 
for this conference, where comprehensive reform efforts have set an example of 
daring. In Zimbabwe where the numerous donor activities have been integrated. In 
Namibia the guard of rethinking the design of facilities and improving the orientation 
of service delivery. Mozambique is moving in the direction of developing a national 
policy framework for reform. Angola, which is on the verge of reform and looking at 
the region as it positions itself to recover. Malawi's efforts have been to reorient its 
focus from tertiary urban-based care to rural primary care and thus emphasized the 
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strengthening of district planning. South Africa's reform process exemplifies the 
region-wide concern with equity of care. Botswana has apparently far progressed in 
decentralization. Lesotho has achieved good collaboration with the private sector, 
NGOs and churches in the delivery of services. 

Reform is not an easy process, as you can all certainly attest to. There are 
hurdles and many stakeholders who will be wary of change. Real change is painful, 
and cannot be achieved without upsetting something. We will need each other in the 
region to achieve results. All of these countries, however, share the desire to see 
their citizens obtain a better status of well-being, and your presence here evidences 
your commitment to the change that will be required to achieve this. This workshop 
provides you with a platform to get to know each other and to inform each other, so 
that you can encourage each other now and afterwards through difficult times. 

Partner agencies, bilateral and multilateral donors also need to reform their 
own way of providing support to countries' undergoing reform process. We in the 
World Bank are quickly moving in the direction of sector wide support for the health 
sector and not just giving assistance on a project basis. I know that many other 
donors are thinking in the same direction. 

Despite the fact that health reforms may seem difficult, an amazing proportion 
of the countries represented here have very recently undergone a far more difficult 
transformation: the transition to democracy. Health reforms can be seen as part of 
this larger change of giving the people a greater voice in their own welfare. 

30 



3. DR E. TARIMO, DIRECTOR, DIVISION OF STRENGTHENING OF HEALTH 
SERVICES, WHO, GENEVA 

I am very happy to have the opportunity to participate in this important 
meeting on health sector reforms and strengthening of local/ district health systems. 
I have organized my remarks under five headings:-

First, I would like to note that globally health sector in practically all countries 
are facing difficult issues, which include:-

1. Effects of structural adjustment policies (which means less money for 
the health sector 

2. Rising costs 

3. Inefficient use of health Sector resources 

4. Demands for more transparency and accountability 

5. Poor participation 

6. Rising and changing needs 

7. Chronic under-funding of health services (LDCS) 

8. Inadequate follow-up 

9. Inequities in health and health care. 

Secondly, health sector reforms are concerned with changing health policies 
and institutional arrangements to overcome the current health sector difficulties. 
Naturally the changes will depend on the nature of issues in individual countries, 
potential of doing something at present and above all the political will and 
steadfastness to deal with the consequences implications of changes. In fact, 
historically major health care reforms have been implemented by strong governments. 
The German Insurance System was introduced by Bismark, the "Iron Chancellor", the 
Semashko System came into being under the all powerful Soviet regime, the National 
Health Service was introduced in 1946 in the UK by the Labour Government which 
enjoyed wide popularity following World War II Victory, and the American Medical 
and Programmes were designed by the highly popular Kennedy Administration. 
Strong governments are needed to minimize the influences and competing demands 
of powerful interest groups. In other words, the extent of reforms and their 
implication may be a litmus test of the strength of Governments. 

The overall objectives of reform and changes is health gain. But as health gain 
results mostly from action outside health, reform should put in place changes that will 
enhance possibilities for health gain. 
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Thirdly, current health sector reforms include: 

1. Clear definition of roles of Government and Private Sector 

2. Decentralization. District focus - subject of our meeting 

3. Alternate financing mechanisms 

4. Regulation and Quality Assurance 

5. Ensure provider and consumer satisfaction 

6. Separation of the roles of provider and funder 

7. Creating competition. 

Fourthly, each country is working on issues in their own way and this is as it 
should be. But the potentials of countries learning from each other have not been 
exploited to the full. This brings me to the importance of this meeting. 

I believe strongly that the best tool that is available for supporting countries in 
their health reforms is to enable them to learn from one another. 

Finally, I would like to conclude by thanking the Ministry of Health, Zambia 
for agreeing to host this meeting and to share with us their experiences in health 
sector reforms - both positive and negative. 
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4. DR W.S. BOA YUE, THE WHO REPRESENTATIVE, ZAMBIA, ON BEHALF OF 
DR EBRAHIM SAMBA, REGIONAL DIRECTOR, WHO REGIONAL OFFICE FOR 
AFRICA 

Honourable Deputy Minister of Health and Officials of the Government of Zambia, 
Officials of the Tourist Capital of Zambia, Distinguished Officials of the Governments of 
the Southern Africa Region, 
Representatives of our partners in health from the donor community, 
Colleagues from the United Nation's Family, 
Ladies and Gentlemen. 

It is my pleasant duty and honour to welcome you to this beautiful city of 
Livingstone and to this important workshop. On behalf of the World Health 
Organization and Dr Ebrahim Malick Samba, our Regional Director of Africa of the 
World Health Organization. Dr Samba sends his greetings and regrets that he cannot 
be with us. It is his hope that the deliberations of this splendid example of TCDC 
will be fruitful. Let me also, on behalf of all of us, express our thanks and 
appreciation to the Government of Zambia for agreeing to host this workshop. We 
are also grateful to the World Bank for providing the funding. 

During the course of this week, we will have the opportunity to share 
experience in health sector reform and the process of strengthening district health 
systems. The process of social, economic and political transition taking place in our 
sub-region has forced us to review the structures and functions of our health care 
delivery systems and to question how we can make them relevant and responsive to 
the needs of our times. Democratization, which is one of the major influences of our 
times, demands that questions of equity and participation are treated in a more 
transparent and effective manner. It also means that the communities should be 
empowered to exercise ownership and playa more active role in matters affecting 
their health. We are being forced to face the politically unpalatable question of who 
should pay for the health care. How can this responsibility be shared between the 
individual, the community and the government? 

As we move from the highly centralized systems of the past to the new 
decentralized systems, what steps do we need to take to ensure that the process is 
undertaken responsibly? Is decentralization just a convenient way of passing the buck 
to someone else who has less resources? What roles are expected from the other 
levels to ensure that the required support is provided to the districts so that they are 
able to carry out their responsibilities? It is very important that we do not lose sight 
of the fact that the district is not a completely self-contained entity but part of the 
national health system. We cannot therefore set it up and walk away. 
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As we change our health policies and the institutions through which these 
policies are implemented, we should remain mindful that the general principles for 
developing district health systems are based on the Declaration of Alma-Ata and the 
Global Strategy for Health For All, and incorporate the following: 

Equity 
accessibility 
emphasis on promotion and prevention 
intersectoral action 
community involvement 
decentralization 
integration of health programmes 
coordination of separate health activities 
better management. 

In other words, the health sector reforms and the strengthening of district 
health systems must be seen as part of the Primary Health Care implementation 
process which was started in 1978. This evolution, some may want to call it 
revolution in health care management, as at different stages in each country. At 
which ever stage we find ourselves, the issues facing us are similar. They include 
among other things, the following: health care financing, capacity building, local 
planning, priority setting, equity relationships between private and public health care 
providers, community involvement, accountability, incentives, monitoring performance. 
Of equal importance is the question of ownership and sustainability. 

These radical changes are taking place in our countries for the first time. We 
are involved in a process of learning by doing. There are not experts, except you. 
There are no blueprints, except the ones which you will develop. The essence of this 
workshop is to bring together our experts in the subregion who are charting the 
course for health care delivery for the future. Let us freely share the stories of our 
successes and failures. Let us create an environment in which we can learn from the 
experiences of each other. Let us establish contacts and create networks that will 
facilitate communication when we return to our countries. Let us make this a 
learning and sharing experience for all of us. 

In closing, let me express a special word of thanks and welcome to our 
partners in health and sustainable human development in Africa who are with us 
today. The World Bank is co-sponsor of this workshop. We have representatives 
from the bilateral donor community, NGOs... From the UN Family we welcome 
UNICEF; UNDP, UNFPA. The standard of health of the people of Africa will 
improve only to the extent that we are willing to work together and pool our 
resources. 

Best wishes for a successful workshop. 
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Annex 3 

SOUTHERN AFRICA WORKSHOP ON HEALTH SECTOR REFORM 
AND THE STRENGTHENING OF WCAL/DISTRICT HEALTH REFORMS 

Workshop Evaluation 

At the end of the workshop a simple questionnaire was distributed among the 
participants for evaluation of the event. The meaning of each question was well 
explained when the questionnaire was distributed. Participants were encouraged to write 
down further comments especially when they expressed some dissatisfaction with some 
aspects of the workshop. The results are presented below, while you find the 
questionnaire itself on the last page of this annex. 

The questionnaire was filled out by 51 participants which represented more than 
90% of the participants who were still present at that time. The Mozambican delegation 
and mainly donors had left early, because of illness and other reasons respectively. 

The scale for the answers is 1-5, with "1" meaning "very little" (agree very little, 
learned very little, did like very little, etc.) and "5" meaning "very much". The 
quantitative data of this survey are only analyzed in a simple univariate way because the 
small sample size precluded a multivariate analysis. 

The distribution of working level of the participants: MOH-Central level 28%, 
MOH Provincial level 10%, District Level 14%, WHO 20%, Donor 14%, Other 12%, 
Unknown 3%. 

Almost all participants were convinced that the workshop had in general well 
achieved its objective (mean 4.1, range 3-5). The exchange of experience was vital for 
the region, commented a participant, emphasizing the need for a consistent and effective 
information flow. 

One felt that one had learnt a lot (mean 3.9, range 3-5), but not everyone felt 
that (s)he had a chance to communicate her/his own experience to others (mean 3.6, 
range 2-5). Several people commented that they would have liked more time to discuss 
all the issues. One participant commented that active learning and exchange of technical 
knowledge and skills would have been a better approach. The difference in quality of 
the country presentations was great, several said, and one participant suggested that the 
WRs should have worked more with their counterparts to prepare for the workshop. 
Only one person complained that the workshop was dominated by Zambia. 

Similarly, around 80% of the participants saw their expectations well or very well 
fulfilled during the workshop (mean 3.8, range 2-5). One participant would have liked if 
all participants could have expressed their expectations before commencement of the 
workshop. 

One thought that the right topics of health reforms has been dealt with during the 
workshop (mean 4.1, range 3-5). One person would have liked less emphasis on country 
experience and more on substantive issues. Others, however, would have liked more 
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exchange of country experiences. Some would have liked that other sectors to have been 
invited. One commented that the workshop was skewed towards doctors. One ·regretted 
that the role of research had not been discussed and some would have liked more time 
for the essential packages and health financing. The critical role of local government in 
reforms should have been more discussed, commented one. 

Almost everyone did agree very much that such a workshop should be repeated 
(mean 4.5, range 1-5). The person who agreed ''very little" with the idea to repeat the 
workshop still suggested to repeat the workshop for a higher (ministerial) level of 
participants, an opinion shared by many others. Several people made suggestions for the 
next workshop: it should focus more on facilitating the reform process in the individual 
countries. One person suggested that first study visits among the countries should take 
place and more reforms be implemented before a similar workshop could be organized 
again. Another suggested that the workshop should become an annual event, while 
another thought about the formation of a committee for this with two representatives 
from each country. 

Organization of the Workshop 

While most people were satisfied or very satisfied with the logistics of the 
workshop, about 8% expressed some or severe dissatisfaction (mean 3.7, range 1-5). 
Two people complained about lack of organized transport for him/her from the airport 
to the hotel. The poor functioning of the photocopy machine was negatively commented 
on by some (this service could be contracted). One person regretted that the 
participants were npt more involved in the secretariat, organization and report writing of 
the workshop. Two participants complained that there was no full package of 
documents ready for all participants (the package developed during the week as 
materials became available). 

About a third of the participants would have liked another format for the 
organization, now being country presentations, group discussions and plenary sessions 
(mean 3.7, range 2-5). The inclusion of a field visit was highly appreciated. Group 
discussions were founded by some to be ill prepared and often the groups were found to 
be too large for intensive and more focused discussions. Keeping of a strict time 
schedule was appreciated but stronger structured leadership in the group discussions 
would have been appreciated by many. One commented that the richness and liveliness 
of the group discussions was not reflected in the plenary summaries. One suggested 
evening sessions. One participant complained about a too low proportion of nationals 
and women in the workshop. NGOs and other key players should have been invited. 
One praised explicitly the organizers for their approachability and helpfulness. 

The accommodation received in general a high score (mean 4.2, range 2-5), 
although several people complained about the quality of the food and drinking water; 
several people suffered from intestinal problems. One person complained about rough 
bed.linen and smelly bath towels. One person would have liked that the hotel package 
included only two meals per day instead of three. The malfunctioning air-conditioning 
of the meeting hall also received low marks. 
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Summary 

The content of the workshop received an overall score of 4.0. The logistical side 
also received a high score of 3.9. 

Questionnaire 

1. At which level are you working? 

MOH-Central Province District WHO Donor Other 

The objective of the workshop was to learn from each other, and to exchange 
experiences among Southern Mrican countries. 

2. 

3. 

4. 

5. 

6. 

7. 

Very little Very much 

Has the objective been achieved in general? 

How much did you learn? 

How much were you able to communicate your 
experiences to your colleagues? 

Did the workshop fulfil your expectations? 

Did you think that the right topics were discussed? 

Should such a workshop be repeated? 

Comments: 
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Organization of the workshop 

8. 

9. 

10. 

How satisfied are you with the logistics 
of the workshop? 

Did you think the workshop was organized 
in the right way, right format? 

Did you like the accommodation/facilities/food? 

Comments: 
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