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. - o PREFACE TO THE SERIES

.’ * -

The Inte:netioeal Health Planning Reference‘Series has been developed by the ,
Office of International Health, Public Health Service, on request.of the ‘
Agency fot Intetnationel Development. _ . : SN

The series consists-of six basic volumes which cover a variety of health '
issues considered vital for effective development planning. These volumes
contain rgports of state of the art surveys and bibliographies in selected
gsubject areas. These are 1n;ended for the serious res archer and plannins
professional. . '
These six volumes are supplemented by ten edditiopel works 1n the \ ‘
'International Health Planning Methods Series, which is intended to assist
health sector advisors, administrators and planners. in health related
activities. Each manual in this series attempts (o be\bbth a prqcticel COCOl
and a source book in a specialized area of conceg\ _

‘ The volumes in the Interpational Health Planning Reference Series centaﬂn :he
. . efforts ‘of experienced prof¢ssionals who have identified limited but pertiment
reference materials for planning in a particular field. Through this effort .
they hope to provide the AID fiéld officers and the host country counterparts .
with useful teferenees for syatemetxc health plenning in developins couﬁtries.

l

N




-as the Internetional Health Planning Reference Series. ‘

- into national plans for economic development.

.erials were includzd only if they dealt primarily with the, problem J

| %upervision of James Chin, M.D., and Florence R. Morrison, M.A.,

_ : . . ‘ ¢
' PREFACE TO VOLUME ONE N

€
& . , .

The combined literature review and annotated bibliography preeen,ted
here deuls with communicable disease control in developing countries. S o
It is the first volupe in the ‘series of works known collective}y o .

The .series was produced by the Office of International Health as . -
requested by the Agency-for Internati Development to provide o : ’
AID advisors and.health offieials in feveloping countries with .
critically needed, references for ifCérporating health plenning

This volu;ne is- intended primarily as a companion piece to volume one, in
the Method series, entitled Cemmunicable Disease Control Planning.
The refereres inc luded here are intended to identify works that

" support an enlarge upon mate\gia{ conteined in the hasic manusl. . , .

1t should be stressed from the outset thet the bihl:iography compiled' . )
here makes no claim to be an exhaustive or comprehensive listing S
of available resources. It is a selective bibliography only. Mat- , . - T

of communicsable di
material that @s
intetest.

ease contral in developing countries or contained
irectly pertinent to that limited srea of
! ' ‘ - ' o -
Texts written in languages other than English were excluded from ~ ., . . a
consideration here.’ References. that were of solely ‘historical S 4\ _
interest were not included;snor were several otherwise excellent ' e,
fexts that related only in general terms to developing countyies. .
Most of the references here.are to books and articles hav a 5

relatively recent pnblication dete. . .o

Prepataticm ‘of this volume was undertaken -for the Officé of Inter-
national Health by E.H. White & Co., management consultants,of
San Francisco, California. This volume, was prepared under the

both of whom are associated with.the California Depetment of
Health Services at Berkeley, Californie. :

~



- in a brief introduction vwirich begins this "9"’%‘

- generally coincide with organizatioms or agencies with who %
d

The literature on comunicable disease control is Tumercus, but not

all of it is relevant to the needs and ‘resources of developing ' '
countries.. The literature review which'resulted in the selections ‘

' presented here began with a codlputer search and was followed by - b

a8 manual review and organization of gelected references. The ' ‘
authors describe the selection and organization process in detail

The duthors of this literature review, like the authors of special- : )
ized articles and chaptet®P within the communicable disease control

manual, have frequently ressed personal points of view with

reference to specific w ~and programs. While their viewpoints

are associated, the materisl in this text - should not be cons

- to reflect the official policy of any agency or orgsnization.

[\ R - C. - \ ) . ‘ . : )
- 1t 18 ‘hoped that the references contained in this work will providg

assistance tq researchers, advisors and health planners who seek -
to integrate a concern for communicable disease control programs _ g
within the process of planning for national developméht, -~ ‘ ' ‘ )
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\ COMMUNICABLE nxgmse CONTROL v
BT e \\. PROGRAH PLANNING;AND swmmumn- e R

\

\ .
\3' A REVIEW OF 135 LITERATURE . -

- . /

L |
. The purpose of th;s review was’ ‘to identify the 14iterature televnlt
: to communicable disease conttol program planning and evalustion in’ developing
" countries and to distill from it the most workable planning and evaluation .
- methodq, the required data and data collection methods, and the pitfalls

© '« mogt likely to be encountered. The material covered ia ratfier’ diverse so’
o, ~ an outline of the presentation is givem to assist the reader. This outline
will be found 1mmediately Eollowing a description of the 11teratu:e search.

' LiCerature Search o o ' .
- A computer search of the epidemialagic, medicsl. and biological liteta-

ture '(Medline data base) was made to identify the material relevant to com-
nunicable disease control program planning and evaluation.. The.computer '
search was performed: through the ausgices of £he University.of California,
School of Public Health, Library. e !eareh covered the years 1966 to 1977
and selected references elassified undér any of the following diseases o
S caCegories* 0 .
' C comnunicable digease control in developing countries:
" planning control programs , . . A \
‘ o evaluation of control programs U o
' L cost-benefit analyees
' surveys ' . . ‘ oy
) disease surveillance o o '
! ° specific.diseases ‘ o v e
e e s . arghropod-borne diseases . : o
- S enteric diseases’ '
cholera, typhoid and other salmonellae, shisella
unspecified, diarrheas, fopd poigoning .
f1lariasis T . : . .
~ immupizable diseases ¢ T
cijhmyelitis, smallpex, gettussis, diphtheria, ) ¢
- o * tetanus, measles, mumps, rubella
leprosy . :
. .malaria ' " .
- onchocerciasis .
. rabies . .
schistosomiagis and other intestinal parasites (
\ trachoma .. o A . : o »
. ' tuberculosis s ' : )
. o ' venereal digeases =

~
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.. e computer output for the 12 year period listed 2,724 titleg—
-dot al) were unduplicated.. To limit the number of references to be
" Zevieved, all non-English references were deleted. Elimination of the
non~Egglish titles reduced the number of citations to 886, still tpo
many for each one to be examined in a limited amount 'of time.

-..,All the English #Atations were reexamined and, this time, thogd
retained wvere those,vhich mentipned or appeared to be related to (1)
the planning and evaluation of health programs; (2) sutveys for inci-.
dg¢nce, prevalence or some other measurements of communicdble diseases;

" and (3) surveillance of communicable diseases, particularly before and

after control programs had been instituted. This left about 200 references
‘which appeared to be worth examining. Despite this intensive screening,

many of the articles'were unsuitable or were only tangentially related = ™"
to communicable disease control program planning and evaluation. While

many of these references had -to be discarded, some additional titles werd
suggested by «faculty members in the School of Public Health at the Uni-
versity of California, Berkeley," and others were found by review of the 3
bibliogrnghies found in those papers which seemed particularly relefant;".

. Digsatigfaction with the broadness of the cogputer output led to further” °
digcussions with the reference librarians at the School of Public Health
'Library.  However; khe chief librarian felt that an additional computer _v\\
search would also p oduce the same sort of output and the idea of trying
to obtain a more restricted but Perhaps more relevant ljst of references
was abandoned, ‘ S, , - .

‘ It 1s perhaps a fair description then to say that the'literature on~ +°
comuunicable digease control program planning and evaluation is limited:

" most of the articles.on piannins_do not deal specifically with communi-
cable diseases though *ome papers use communicable digeases as examples;
afid most of the papers on communicable diseases do not deal with planning o
and evaluation, Probably the greatest deficit in the literature 1is in the .-
area of evaluation of communicable disease contxol programs.,

- Order of Presentation ‘ ; _ - :
The following section deals with the question, "Why Plan?" It may
not seem obvious that the expenditure of health funds should be planned
before spending begins, Planning itself costs money and takes time-so %
that action on gerioks health problems is delayed. However, the experts ‘
show & clear uhanimity of opinidn on this' point.
. The gemeral concept of planning and evaluation of health programs
‘ 1s then examined in the next section. First, national health planning °
‘methods are examined. Examples of these health planning methods are the
followiyg: . . o . -

Russia oo T . ' R ‘
India B - .
Sweden ¢ ' »
= . - Latin America— PAHO-CENDES :
Sudan . ! L,
The Pragmatic Approach’ o ¢
Other Planning Methods— Mathematical Models - | :

A discussion of the data required to make utilization of these methods
feasible follpws descriptions of the methods themselyes. -
‘" Methods of evaluation are then discussed in the following section. Much
of the wetﬁoéolegy of evaluation is found in-discusgions of health planning

. .
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methods since both are considefed integral parts of the planning procesg,
This section describes the criteria for evalyative indices. '
Section Five ‘summarizes importast points found in the literature about
specific’ communicable disease programs in developing countries. Finally,
and conclusions dtawn'fgom this r&view

' he last section gives the summary
of the literature.

. WHY PLAN HEALTH PROGRAMS ‘ . - e ]
B TR o There is universal agreement in the plaﬁning literature, not wholly
) unexpected, on this point: the expenditure of momey on health programs

able (A7). -Further, though unstated, there is a clear ifiplication that all

countries, rich and poor, should plan health program expenditures at a national °

level. The reasons for health planning in the developing countries are readily

. apparent. Health problems in the developing -countries are substantial. They:

“ stem from high fertility rates which swell populations that are illiterate and -
not easily taught to avoid infection and actept modern medical methods. Mal-
nptrition is widespread and contributes to the inability to resist infection.
"Indeed some have suggested that ". . [ the most important health problem in
the world today is pgpulation; the’second is nutrition . . (A9, M. L.
malputrition and ovérpopulation, because they go together, are as important as
infection in killing children" (A43). Traditional forms of society based op
attachment to the soil persist as to 1Infectious and vectot-borne diseases.
In addition to widespread diseaserand malnutrition, resources to combat these ‘.
problems— money, traihed personnel, technical knowhow and apparatus— are severély
restricted. Often trained technical personnel are unwilling to leave urban'

.

. centers. , Equipment, scarce as it is, may gever be put back in operati

‘ g: without planning— that is on a strictly empirical basis 4s no longer accept-

on should’
it break down because of inability to maintain or repair it. Such resources
as-are available are spent overwhelwmingly on curative rather than preveantive ~ -
medicine. Furthermoré, infectious diseases of animals get scant attention yet' °
humans live in close, contact with them (A43). Overrapid development of some
'poor nations without attentign to the problems such developmen't may create '
has produced pollution probleds, loss of farmland and habitat for people amnd
.wildlife and has resulted in ghe spread of disease. Careful planning is neces-
sary to avoid these disasterobs comsequences of economic progress (AlQ). .« 7
' In those.countries where economic development has not progressed much,
communications difficulties exist between geographic locales, social groups or
sectors of activities. Here, the consequences are continued illiteraty, the
limited ability of the marketing structure to provide the population with ade-
'qqgte supplies for basic needs and an outmoded agrarian structure which impedes
thé production of food. This* uneven economic development has produced starn-
.o dards of living so low that the most .elementary health needs cannot be met.
S The end result is a vicious circle of poor nutrition and low productivity, Plans
o~ 3 for health services should be fntegrated into plans for the whole economy (A23).
' g The same difficulties seen in the least developed societies are apparent
in somewhat more developgd countries. .One sees d large -group of independent
blocs which communicate poorly at best; a welter of uncoordinated agencies in- -
volved in health programs butionly a few medical and scientific institutions
; who receive most of the available funds. Often changes in exs?ing’political
\ structures affect healtll programs in progress and not infrequently bring them
to a-stgndstill (A43). ’ ol o
' Finally, programs should be devised to deal effectively with the common
* causes of illness and disability even if those illnesses do rot have a fatal

. \ ..
M . -
- .
P . , ‘ . ) N
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. . .
outcome since improved control o
importantly to the stabilizatfon

‘Data on health and health
" 8tudy Qf 26 countries found that
-given to health services varied
Ponent was hospital expenditures
it in developing countries has b

‘What. ig desired by govermments and health professionals alike is a ra- .

tional approach to the sxpendity
1s spent,’ careful thought has to
return on that investment (A3).-
health expenditures other basic

already being spent on health se

f disease-and.disability will contribute
of the world's population (A39). \ .
expenditures are not plentiful but one
the percent of gross gatignal product
from 2.5 to 6.3 and the greatést com-
(Al). Health planning or the lack of -
een determined by historical and cultural

lity and death sn the population (A2).

Te of scarce resources. Before money
be given to what is expected to be the
But in order to make decisions about
information s needed such as: What is
rvices in & given country? What is being

devoted to education training, construction and specific health campaigns? -
Even thege minimal data are not available in many developing countries (Al).

It follows that if -govermm
deal of competition for scarce r
resources will be determined pol

ental resourcés are scarce and if a good ..
esousces exists, the allocation of those
itically. And that is another point of

agreement found in the literature: political support is ne:Zed—@d order

to obtain funds for health programs (A19, A34, A43). A fur

which needs to be added about sc
that these health programs or pr
_obtain it, health planning must
A23), B : e
Effective planning depends
objectives (A2, A3, AS, A7). Th

er .point

arce resources 1s that in order to ensure
oblems which deserve the highest priority ¢
be carried out on a national level (Al9,

L4

¥

‘first on the establishment of quantifiaple '

en alternative solutions must be identis

fied and weighed in accordance with their suitability and cost for a
golutions are identified, programs can e\

given community. When the begt

‘

. be implemented, but'they should

which allow for program ey’luati

- plan, its i{mplementation and eva

allows for modifications of the
or finances change.¢

- PLANNING METHODS

* Once it has been acknowled

contain procedures for collecting data A
on (A7). The development of a health -
luation is 'a continucus process which
Plan as better information, conditionms

. .

ged that planning is a prerequisite to

initistion of and expenditure on health programs, a method of planning
must be adopted. The literature offers many {njunctiofts and perhaps’ .

8 half-dozen.distinguishable met
methods are general but most are
planning - and evaluation.; e be
~health planning methods are give
A34). The methods described in
planning methods which encompass
specific mathematical models who
to & disease or-health problem,

National Heaith Planniné Methods

hods for planning, health programs. These
adaptable to communicable disease program
st and most detaYled descriptions of -

n in Public Health Papers #43 and #46 (A19,
the literature are often natdonal health

a wide variety of goals and techniques or -
§eé use 1s usually illustrated by application
often a communicable disease.~

* -
e - " .-
; - -

By » The countries which hagve a

programs are not the world's poo

wealthiest ones!’ The United Sta
« ' A '

da@ted pational schemes for planaing health
rest nations, though they are by no means the
tes, for example, has.no method or system for

&
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planning health programs at the;nationélllevel: nor does France, Germany,
Swjtzerland, or Great Britain. Russia is the country that has perhaps been
preparing national plans the lopgest and perhaps it is appropriate to describe

their methods firsc. : . .. .

Health -Planning in Russia "(A19 A3D) .
National health planning has been practiced in the USSR ‘since its
earliest days so the nation has had long experience with planning methods °*

. and achievements. Russia has recognized the impossibility of planning without

numerical expressions which describe various aspects of - community health and
available medical services. Therefore, great emphasis is placed'pn‘phe accumu~

- lation of data for planning and evaluation.

The value of health planning in the USSR is readily demonstrated by the
success of public health: programs which have led to a decline in infant

‘mortality ‘and the eradication of many communicable diseases among other achieve-

ments. The number of facilities, for example, has increased tremendously.
In 1913 there were 1.7 hospital beds per 1/000 population, whereas, in 1969
there were 10.6 beds /wer 1,000 population {A34). : :

) i

(3

.The Rugsian pjfilosophy of planning embodies the following ideas: it is

: 'gagiet to plan when the. whole economy is plangeJE 111 health handicaps economic

development; losses are averted when the labor force is healthy because this
reduces absenteeism and increases working life, job satisfaction and other
positive attributes of the job situatiom. ' L
In Russia, the planning of health services means -the careful, intelligent

interpretation and orderly development ©f these serviceg in accoxdance with

. modern knowledge and experience to meet the health needs of a_nation within
its resour. *s (A34). It is also recognized that health planning an inte~
gral part of social and economic, planning and indeed a multidiscifplinary en- °
deavor. It must be dcceptable to gpvernment in order to obtain fimancial and

* administrative sypport for its ipplementation. it is.a continuous process °

\'whichrneeas to be integrated with fiational planning.

., &

Findamental to health planning are indices of heéith.'.gussiana use &

whole gamut of measurements which are available to them because. health gervices -

are provided®by the government: vital and population statistics; information
about the_ physical environment which bears on the health of people in a given
area; measures concerned with heslth services detactivities directed taward

health imp:ovement—-hcspital beds, physiciamns, nurses, etc.; resources ssch -

as money, manpower, facilitiesy, and, of course, the level of health and disease
+ in a givend community— morbi{ity, mortality, and disability. '

Basically, one must start with priorities in developing any pians for
improving the health.of people: not all problems can be attacked at once.

~/1Key gectors' must be identified and these will get more money than others. - .

However, the allocation of prfbritieé must be.based on the existing situation
and probable future development. For example, greater allocations of resources
for the years 1966-1970 in the¢ USSR went to provision of services ‘for workers
and mothers and children; to programs which affected the greatest number of .
people; and to services directed at improving the nutrition pf the population.

1t should be kept in mind that the economic aspects of public health bear on.

" public policy and the allocation of priorities, o

t

The following economic principles are used to establish health program

" priorities: (1) emphasis is on prevention rather than care; (2) strives to

save the ypung rather than the elderly; (3) prewents low cost diseases rather

than high cost illnesses;-and (4) places health centers in areas oOr occupations
. ‘ : ) . . ) ok :

{ . ' ) - -

4



. advantes in‘science and’ technology (A34). Rigid adherence to long~term plans

. .7 medical facilitiEB*fﬁypppulatidh R

5'" ; " . L . '
.y operatiops research . o .

. » - ¢ : . e ¢ L
. ? ® .
. - ¢ Lo D
- where gkilled manpower is more important to. economy. Ihesé_ﬁlincipfés .
_stress the economic aspects of health expenditires, but Wlannigg is motti- ~~_ - :

*"vated by humanitarian as well-as economic concerns. Hovever, tHe greatest ~ . “-
' return ds-desixed for each public health dollar shent. To achieve the maxi-

- ‘

mum behefit .from expenditures it 1s mnecessary to think of planning as ‘a con- _
tinuous activity, ‘always subject to alterations and corrections based on , oot
despite marked, changes in a disease tyeatment or ecological situation, for )
‘instance, can’be very costly. oo - o . o

 .In Rusgia, health planning is analytical., The process is divided into '

« component parts and the effect pf each part ds determined— especially those i ’ i

parts most ifipoftant to the whole process— then appropriate conclusiens are R

drawn. Expert evaluation. is also“part of the process and it .may be based on #\ - '

requirements ‘for medical care’and the extent these ‘have beert satisfied within ;

fhe resources available. Planning and evaluation may involve any one or more -

of the following methods: S e e o

. cost-benefit analysis B S, -

‘balance method— needs vs resources . . . ,
rates, ratios and proportions, e.g. standard ratio of A

R Y

- establishment Qf new norms or standards - o
~optimization of payoff (output) for expenditure— this s
technique requires computers and more . sophisticated  *.. :
'+ mathematical methods . . . . S ' .
: systems analysis and linear prog;:amihg ) ' .
. queuing theory . ) I ' - .
' éomputer,simqlacian (Monte Carle methodsg) o , ' ' ’
. To implement any planning method, as. has been said before, data gre needéd. )
Often, though extensive data”are available in she USSR, additional data may be g o

required and this may necessitate making special surveys. ' , syt
The steps in planning are essential®y the following: First, the na:%;e“jj‘ L .mgy¢
and extent of the disegase or problem in the population must Be analyzed, §he ™~ . | ~Q*$ﬁg%

‘'variability of the diflease by demographic characteristics should be, considered '

- as well. Then in analysis of the availabTlity of medical care facilities and ; -

personnel along with their digtribution {s needed. Then the changes to be: - | SR
expected in the' disease must be forecast, When this is dofde the afims and = , R o ‘
specified targets of the plan can be established as can the norms ang standards P
to be incorporated into the plan. At this;point.thE‘heggth\pLan can be pre- e .
pared and any*of the special methods noted earlier should be incorporated into - ‘ ;‘V("
it. The plan is then implemented though little time is, devoted to discussing e

that very important aspect by the publications which des@ribe the Russian .%
methods. Finally, evalultton studies are carried out to see how, well obje¢~
tives and targets have been met and the plan is revised on the basis of the.
evaluation findings. S . = ' i : ‘

_ _ S o o
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Health Planning in India (A19): . S i s . , EX
Health planning in India started in 1944, whigh gives it perhaps the . . S T
longest hiéto:y<o£_planning of any nﬁn~socialise-country: In 1950 a Planning

Commission was established and is 3till in existence today:" This Commission " b

is an advisory body to the state and central governments and from 1its fncep-

tion has had as members highly distinguished individ als. The Plgnning Com- .

mission's secretariat ‘has both "general" and "subjectX visiofis! ‘the general . .. ﬁ% s
. decigions are concerned with guch: broad matters 4s macro-planning, surveys and LT ‘
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perspective planning. while the subject division deals with particular
sectors such as. agriculture, health, and educatton. _Most planning takes,
~.b1&ce in these divisions where the.S5-year plans are prepared. '
- Planning in India is interwovea with the political structure and -
. this.pattern is seen again iR a consultative committee composed of members
of the Planning Commission and both houses 6f parliament., Additiopally,
. there aré planning units within somd of the Lentral ministries which .
collaborate with the Plannigg Commission. Though there is-substantial vari-
ation .among states, each state has some mechanism for planning. This -
usually takas the form of a planning secretary who 1is in‘ché:ﬁﬂppf a planning
department which in turn acts as secretariat to am interdepartmental state
. planning committee. Again, the principle of working thiough expert groups .
" {s followed. India's elaborate planning machinery has been effective be- ‘
co . causg of its political stremgth, and that has ‘led to an abildty to make more
. rational political decisions because those decisions are baséd on factual
. infqrmation. _ , : ' . ) i
- o 4 Health plannipg in India then is an integral part of the general pro-
' ' cess of national socio-economic planning'and is carried out primarily at the
state level, since health Bervices- are the responsibility of the states.
o Only certain activities are the province of the central.government: re- ‘ |
. " search; international quarantine and port health; food adulteration; leprosy;
mental defipiency; and the prevention of interstate spread .of infectious di- .
seases. For planning to be successful in such.a system, there must be
- general agreement on national policies and coordination at all -levels of .
government. ' . : _ ' L
' Over a period of time, further changes were made to insure more effec-
tive coordination: these included a central health cadre and the institution
of natiomal programs for communicable diseases. Within the Planning Commission
a health planning section was created. It assists in evaluating progress and
‘also undertakes studies of,special.healéh'interest such as manpower require- ,
ments of héalth programs, vital statistigs, health education, and the develop-
ment _of indigenous systems of medicine. With the second 5-year plan for 1956~
1960, there was a shift from the direct control. of diseases to the improvement
of sbasic health services and the strengthéning of administrative services.at
all levels. Compunicable diseases continued to receive major attention but
other, problems consfﬂéreﬁ fmportant were provision of safe water supplies in
thq~vig}agES and estgbiishment of primary health centers in each community.
In the first three development plang, 1/3 of all health allocations was
earmarked for water supply and qgnitétion programs in large cities and in areas
. where watkr is scarce or very costly. In the 5-year plan for 1968-1976k water
.supply and sanitati&g were to receive.a.géeqter allocation than in the pre-
vious three, plans together,. Their share of total health expenditures will be
2/5 instead of 1/3: S S o o
" In India as in many other countries, one of the great problemsg is the
. increase in population, Family planning has become ane of the major concerns
., of health planning. The Indian Government has‘indicated that its goal is tp
' - gignificantly reduce the birth rate in order to make economic development
.yield benefits for'the ordinary people. °

. 9
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' Health Planning in Sweden (A19): L e
Sweden has for approximately the last 30 years planned comprehensive

« ' . health services for its total population. These long-range plans have beiP
implemented and subsequently adjusted in accordance with experience. “The®
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- approach used has been a decentralized, regional health plan. This regional
method goes back to 1862 when community self-government was initiated by laws
for local communes. That, legislation provided for the creation® of county ~
councils whose duties included health. care which bad, prior to that time,
been a -function of the central government. One of the tost imporetant tasks
of these newly created county councils was administration of the hospital
" system (except for mental hospitals): }85% of the council budgets were devoted
-to-medical care. Until the 1950°s, th® provision of medical services depended
~ primarily on about 25 county counc — except in the cities of Stockholm,
- Gothenburg, Malmo, and Norrkoping. A central hospital and some smaller hog-
pitals in each" qounty served a populatidp-of‘250,000*300.000. These medical -
. .  services were financed by.lpcal taxes. . <7, S , o ’
In 1962,»the'M1nistry of Social Affairs took over the,resgonsibility for
" public health. With this reo!ganization,'a.National_Board of Health became: -
the principal health planning agency. In 1968, medical and social services
were integrated and the Board of Health became the National Board of Hedlth
and Social Welfare: it is the prime authority for supervision and promotion
of medigal and social gervices. There is alsa an independent Central Board \\
of Hos‘ifal Planning and-Equipment which is engaged in standardization of ‘
hospital building‘and équipment, Sweden hgs a national health insursnce system
‘and gll inpatient hospital care is free. ; ‘ - o

Regionalization of medical care in Syeden was brought about by the in-

- . creasing cost and complexity of hospftal care, It was thought to be indefen~
sible that evety;¢6unty of 250,000 popylation sNould become involved in plans
to add to the centtal hospitals’' new clinics for thoracic surgery, neuro- 3
surgery, plastfc surgery, etc.  Not only was hospital care becoming pro- ,
hibitively expensive, but the supply of medical staff, particularly doctors -
and nurses, was critically short. For thege reasons, regional planning was
considered as a solution to these problems. The first plan divided the '
country into hospital regions, that is self-sufficient units for the provision
of medical care. A region was defined as an drea appropriate in population and
size for planning independent, self-sufficient health services. '

- The medicdl care system within any region can be described by a pyramid.
The regional hospital which provides highly speciélizgd services for about
1,000,000 in 3 or 4 counties ik at the top. The regional hospital admini-
stration is closely coordinated with the county hospitals in its region.
This 1is achieved by appointment of s regional care committee which 1s com~
Pposed of two representatives of each county and which meets several ‘times each
¢ - ydar. One of the committee's functions 1s to determine the contribution made
by .each county to the regional hospital.f The hext level of the pyramid is
the county hospital which serves about 250,000~300#000 and has about ‘800 to
1,000 beds. At the next lower level are district hospitals with about
300 beds each which serve a population of about 60,000 to 90,000. At the
base of the pyramjd is the health center which offers ambulatory care to )
, 10,000 to 20,000 people. Nursing homes to serve chronically 111 patients ’
. are attached to the health centers. Through a series of hearings with repre- ‘
sentatives of t%ighly specialized branches of medicine, the Director of the
Ndtional Board of Health and Social Welfare developed standards in terms of
number of beds per 100,000 for the various specialties, _ -

The Swedes have a low. birth rate and a ‘long life expectancy. As a con-. .
sequence, older people constitute an unusually large part of the population :
and they consume a disproportionate share of medical services. Swedish planners
have developed a consumption unit which relates the use of services by a
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pasticular age group to the average use of services by all age groups. -The

Swedish .system also -uses sophistigated ‘computer and data processing methods .
to assibt #n the medical care given. Opi Stockhclm hospital, for example,

maintgins information osf 1.4 million "potential customers."” This inforka-
tion 18 'kept up to date for’ {nstant access when patientgs are admitted and :
require further care. The s data are used for stacistical and medical

« Seven percent of Sweden' e\grosd national product ié spent on’ medical
care— most of that in hosp&ﬁals. - :
1 ‘ .o o ‘
The PAHO-CENDES Method - (Al19): ' | -
The nametof this method comes from- the Pan. Anwrican Health Organization
(PAHO) and the Center for Development Studies (CENDES) of the Central Univer- -

sity of Venezuela, ‘Caracas. Both orgamizations collaborate in the development

of this methodology for national health plamming. At ‘CENDES and other loca-

“tions throughout Latin America several thousand professionals have been frained

problems. Patterns of organization

in the use of this method which does not’ require special training in mathe-

matics, economics, or allied disciplines. .
. Efficiency is the ruling tenet in the PAHO-CENDES health planning method/

and it cam be expressed in the following way: "A resource is efficiently used
if the benefit obtained from its use is greater than that which would have been
obtained if the same resource had been used for something else."” This rule
implies that planners must determine :.the significance of the various health . -
problems in a given area at some time in the future as well as whaﬁ?resou;céid
will be available to deal with thoselproblems. _The method 4s. coheg?neg also
with the most efficient organization Jof resources to solve specifled health

nd allocation are then developed in.such
a way that each resource is allocatad to a problem as long as it produces the
greatest benefit., When the, resource ‘ceases to- yield such a return, it is re-

~allocated to another problem for which it can be used more efficiently.

. from edch of the diseases of health hazards of concern in an area be estimated. —~/

The PAHO-CENDES method involves three basic steps in plagning: (1) diag-
hosis: (2) determination of feasible alternatives in local areas; and (3) pre-
paration of regional and national plans. Diasnosis' involves, first, idengifi-
cation of geographic unite® into which the country*is to be divided for hzsg‘i '
planning purposes. Planning is viewed as decentralized. The loc&l areas
distinguished should not exceed 150,000 populatidén and %hould have ‘medical,
surgical, obstetric, and pediatric services in addition to political and ad-
ministrative machinery. These areas should exhibit important differences in
health and related conditions which would otherwise be obliterated in régional
or national data. Regions comprise two to six local areas and provide more
highly specialized services. Cities with large populations serve. in a dual .
capacity as local areas and as regional centers. The most highly specialized
services are provided at the national level. Local areas with inadequate ser-
vices are provided at the national level. Local areas with inadequate services
may be allocated to adjoining local areas. In sparsely populated areas, ser-
vices may be provided only periodically. ‘

The diagnosis phase also requires that the cost of preventing & death

Actually it would be too expensive to do this for every cause of death so the

Method offers a guide based on magnitude, importance and vulne:ability to

suggest “which causes of JEath should be included in the cost analysis. Magni-
tude is determined by the proportion of total deaths accounted for by a given
cause. Tmportance relates to the value of one 1life compared to another: the

< N '
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Method p;ovidgE‘E;amples of weights for individuals of different age.  Vulner—
ability is determined by available control or treatment methods. Multiplica-
‘tion of the coeffi@ients-of magnitude, importance, and vulnerability yleld a , .~
score for each of the health hazards or diseases and ‘these scores can Ehep be
used’ to establish priorities for health programs. The larger scores get higher
priorities. These priorities then/gre‘aagu;de to those diseases for which the
cost of preventing deaths should be determined.; L -~ : -

" The 'expenditure for, éach disedse or hazarg must be known to carry out the
cost analysis and that involves getting a full inventory of all,persoﬂnel,'faé -

cilities, supplies; and equipment, Then it is necessgry to ascertain whethet“f/'
the .health resources spent were used efficiently."l‘gﬁplish. Mis analysis, .

%" regources are divided into three grqups— instruments, s, and technigues.

,An Instrument is a combination Bf resources used’to perform a health function.
Visiting nurse, as an example, ‘is an. instrument which also comprises transport,
medical direction, and the adatinistrative personnel necessary for nyrsing visits.

;'Similarly, a hospital bed must be backed up bf‘l;undry and cleaning %ervices,
. doctors, nurses, phavmacistg, and others as well as buildings, equipgent, and "
. supplies. Instruménts are measured in time units sych as nursing hodrs or

hospita¥ days. A task is carried out by an instrument. Hospital beds are to.

' get’people well and so can be médasured in number .of annual discharges. e

Techniques are combinations of tasks used to combat a digease.' For an
infectious disease they may.include epidemiological investigation, immuniza-

"tion‘campaigns, and hospitalization. v ( , . o _
The analysis identifies‘for‘each significant health hazard given priority -

by the tests of magnitude, importance, and vulnerability— all instruments used

and their composition. Then .the number of tasks are ¢alculated and the cost

per task is determined. Then the costs for each disease are-'totalled. When

resources. are used to combat more than one disease or where one facility, water

supply, for instance, serves multiple purposes besides health, general estimates

are used. Then annual costs for each disease are computed: these include sone
S

+share of the cost of phygsical plant.

Deaths prevented curative techniques are calculated by CGmpgring the
‘proportion of patients whé recover after treatment with the proportion who re-
cover without treatment. The effectiveness of preventive techniques 1is deter-

" mined by comparing the probabilities of dying from the disease with. and without

the protection afforded by the technique. The unit cost is obtained By diviéi&g o

the total cost by the number of deaths prevented. With some preventive techni-
ques the yearly expenditure must be allocated among the years the protection is
expected to last. : .

‘ The diagnosis should attempt to explain health conditions as well as de-
sgribe them. .These may be faulty public investment policy; lack of community
céncern o poorly structured local government; characteristics of the population
or the disease causing agents; the environment; the socio-cultural milieu; and
health policies. Health conditions over the next 5 to 10 years must 'also be
addressed. Project'{ons are meeded for future population dize and composition
‘as well as probable death }ates_for the major diseases™and the demand for cura-
tive services. These estimates of health conditions in Mtyre years provide a - -
focal point for evaluation of the health situation. The ic question posed
by the meghod is "would it have been possible, with ‘the per capita resources .
availablio have attained a higher level of health in the past, Qr will it be
possible in the future to reach a more satisfactory level than that indicated
in the projections?" S0 ‘ .
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Operational standards or norms’must’ be developed as a basis for+« — -
critical assessments.. Instruments and techniques are exdmified to see
. 1if those used are of the best compoeition.' 1s’ too much or too littie
~—~—" physician time being used? Are the number of patient visite ‘per pro-
- cedure correct? . Are a sufficient proportion of the population reached _
by a given resource within a specified time? Norms for coverage are e
particularly difficult to establish. because 8ften they mot only require .
the availability of inetruments, but they are influented by public utili-
zation of facilities. -Another -index of efficiehcy stressed ¢by the method
is utilization. Are health centers operating at full capacity? The health
system is examined from the viewpoint of composition of services provided,
the number of visits offered per procedure, population coverage and utilization
of services to determine wherefinefficiéncies-exist, The cost of the ineffi-~ *
ciencies is estimated and, in addition, estimates are made of what the coste
would be if inefficiencies were corrected. .y
With this information the planner is able to assess the ‘allocation of
resources among diseases according to the yerdstick of lowest .cost per death
prevented. The cost of preventing one death from each disease. found signifi—
cant by the magnirude-impertanee-vufnerebility test and the- resources allo-~
cated toseach arg compared. *A low allocation to a cause of death that cam .. -
be prevented at” low cost is indicative of maldistribution of funds as does
the converse. 7THe main test remains: 1s the benefit derived from expendi-
tures as great as the bepefit that would have been derived 1if the resources
had been devoted to some ‘other health hazard?.
~ When the diggnosis phase is completed it 1s possible te determine ‘
. feasible alternatives in the local area. The jmmediate question. in dealing
. - with health program alternatives is, ""Shall the plam be made in accordance
, with available resources, or should.gogls be set and then the Tesources needed
‘ to meet them computed?” Imevitably, compromises must be made and:the resul-.
‘l' _ tant plans set some targets but are cognizant® of t limits in resources. The )
minimum plan for each local planning aref is to wmgintain existing health levels.
This goal provides for care of nonreduciblepdieeesee in a community despite e
the fact allocations on that basis are inconsisten: with the coneept of loweet .
. cost per preventable death.’ ' oo S
: The maximum plan for. eath area indicates the highest possihle rate of .«
increase in health-levels. This plan assumes the‘evailability of unlimited
physical and monetary resources. ;It contqnplates an attack on each reducifjle
disease up to the limit of its centrol and its targets for the care ofnon-
réducible disease are set at the legel recommended by medical experts.. The
maxipum plan.is useful to determine the elleeetion of sutrplus resources, *
sho#ld any be available, in erder to aghieve the maximumt reduction in deaths.

" Both minimum and maximum plans require specification of standards for imstru-
*ments and targets, .eg.g the doctors, nurses, technicians, "and others along '
with plant, equipment, and supplies #n those proportions which yield the opti-

. esmum efficiency. Output goals’ are specified for each instrument— that is how .
much each should produce. Standards are set by research or estimates which

may be absed on either a consensus of experts, a comparison with some other

part of the country, or a comparable country., Standards should be revised from
time to timd as conditions change. Ideally, data should be coming in continually
and plans redrafted annually to provide ongoing eveluation as part of the

planning process. &
~ Once local alternatives are determined, regional and national plans are
prepared.. Regional plans comprise the adoption in various degrees of the ,
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local plans and :hez_also.prévide for specialized servVices that dre either )

al areas or they intlude services. for areas not covered
by local planning units. The same procedure is followed to devglop a plan,
for gmecialized services. For sparse populations spread over latge areas,
daty y be all but impossible to ggg.so‘that plang may be inefficient.

‘ -Th1s-must be trué also in emergency situations which arise unﬁxpectedly.

These situations, are*dealt with pragmatically and by allowing for comtin-

gency funds. ‘ _ t o - . . -
National' planners estimate.thé resources that will_be available for

the region. Regional planners then are responsible for. allacating any’sﬁrplus

not needed for the finimum regional plan,’ and this is done By examining the

- ‘local plafts and assé ging what disease in what area can be combated at the -
- ~lowest cost per death prevented. The regional planher.assigns~funds‘tn

this disease in a given local area up to the potential 1imit of control of
until it may no longer be the most attractive choice,. or until resources

" - are exhausted. If.all;ésiucible diseases can be covered at the levels speci-

fied in the loca] area imum plans, surplugses may be assigned to care for
7to'the.1cw§st cost per case. ¥
The regional plan developed this way is the ffkst altgrnative to the
minimum. Two additional versions are suggested: one based on the assumption

that the total resources vhich will become available will be 20% greater than

. mgtimated and the other that funds will be 20% lower.

. The mi imum plans and regional reqllqcat;ons together with qertain'. _
national programs constitute the national health p.ﬁn.' The nationa® planner

. reviews regional Pplans and makes reallocations within the country as a whole.

National health programs are centrally controlled operations directed at

‘diseases which require efforts on a very broad scale -sfuzy as malaria and -

smallpox. ‘Briority.ratings'at(the'natioual level also afe based on costs
per death pre\gnted. - Other national 'health planning functions'are\plan_ning
for'q’npcwer and capital idvestment.. Manpower needs in the future can be

determiped from the local plans. A .good deal of training’is accomplished at

the- local level, but national .institutions, particularly_univerSities,,are

“also involved. -Facilities are planned dh‘national’levels because much of -the
(design and construction of hospitals and water systems are carried on by ‘
-dational agencies. Finally it is the national planner who'must present plans

to the central government and from the response estimatg the resources avail-
able to'planners at the regional and local levels. Th&®PAHO-CENDES method
provides no schéme for determining how the resodrces of various health related
sectors, such as social services and agriculture,. should be allocated. An ad-
vantage, however, is that the method facilitates preparatiow of a program
budget which indicates 'the goals of each program and the amount 'of regources
each is to get. Such budgets facilitate rational decision-making. _

"~ An assessment of the' PAHO-CEND ethod suggests several problems in
its use. One is concerneéd with the concep™'cure''maa person with a reducible

pPergon with a nonreducible disease is not cougted. 4 a cure. Mareove:,,all
persons discharged from the care of a physicia ) it 4 hospital are considered
cured which inflates the number of cures report$d, "But most important, pre-.

. disease is considered as a dééth,preventﬁd'is he isicured {ut the cure of a

P

or greater importance are neglected— e.g. redugtiqy of morbidity and'angyi—
ation of disability, - o , AN ; '
- Another problem relates to asgigning causes of dJeath. FEach death must

be attributel to a disease or ‘hazard Yor the method to work. All toe often

12- .

vention of death is the primary target of :he\@gtﬁbd and other goals 'of equal
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" critical to the “success of health planning. ThE‘deceﬁtralized planning
“envisioned by the method has proved to be exceedingly difficult. to achieve

-say how data were colléected or whether data were already”ava

»

.. deaths are caused by a combination of diseases. The same ﬁrcblen_is'en;-‘

countered.in treatment and prevention, Measures taken against one digease
often cure or.prevent several. General sanitation is a good example.

‘ Other difficulties concern fh enormous amount of data which myst® be
collected and processed. It seems likely that data collection on such a
‘scale is not feasible in degeIoping countries. Further, the method offers
no nethodology for analyaing political and social factors which are so -

L2

because of the variations found in medical, social, and.economic“development
in such countries as Brazil and :Beru. Y®t the method is one of the mcst ~

‘chorough applications(of systems analysis to hehlth planning. N

< * ’ \\

Health Planni*g in the Sudan (A2l) t ' \
In 1974, 'the Government of Sudan wich the cooperation of WHO developed

‘a8 7-year health plan. The health plan is'part of the national socio-economic

plan for the period 1977-1978 to.1983-1984 (A21) The plan gpecified 8 pri-
ority programs in h Ith and rural developmeht; three of the 8 programs deal.
with_communicabfe dpzeases-malaria, schistosomiasis, and onchocerclasis.
The. other 5 programs -are primary health care, safe water, environment heal
Food, and finally, primary health care for regions where the pﬁpulati is<

predominantly rural and nomadic. - .

- The method used in developing this plan is alluded to af health pro-
gramming whichfis portrayed as going & step beyord health planning, though-
PR decision—maETﬁE‘and health planning are obviously connected The
outcome of planning is to distil policy and ‘Programme alternatives ‘snd to
ﬁresent them for decision.g Theg general approach folloyed in Sudan was a
modification of WHO's Working Guidelines for County Health Programmipg,
unpublished document written im* 1974. Thé approach sought to identify in‘

! pragmatic manner . thoss,health related problems of prime concern to.Sudan
.within the’ ;ﬁntexc of its socioeconomic davelopment plan. ™Much emphasis was

placed on inyeractions between ‘the health sector and other socioeconomdc
gevelopment ‘sectors. - ’
Programming was carried out in two main phases' the”

irst led to uitu-

‘ation analysis am® the second to the development of the Natipnal Health Pro-

ticle does not
4able, but in- ’
fermation of the following kinds were included: demogréphic,’ economic, socialV

gram. For the first phase, relevant data were needed. TRe.

' development, health (imcluding facilities and personnel), environmental health,

unit cogts and the policy for development of the health services. A program-
ming ¢ ittee was formed which included staff of WHO. This comnittee was then
divided into working groups and when required national experts in the fields
concerned were added.

The first step in the programming process was to develop criteria for

- defining problems. Criteria were of two sorts— general (non-medical) and health

criteria. These criteria were then weighted: a decision was made to have the
‘total weights of the general criteria equal that of the health criteria. Six
general and six health criteria were establishedw - General— the problem or .
its solution should conform to the Phased Program of Action; meet politically.

‘expressed needs; increase social satisfaction (psychological, physical, and

ecanomic well-being) and social equity; confer econamic benefits; conform to
local cultures; emphasize the needs of younger age groups. The Health cri-
‘teria were: the problem predisposes to sickness .in the community, kills people
in large numbers; makes people fall ill in large numbers; harms the development

A



of young' people; its ‘solution should produce an immedi te improvement. in -
comuunity health and be available to as many as possible of the popu¥ation /

gt risk:. Fifteen proplems were defined by the criteria\as having the_ .
greatest priority, but finally 8 of the 15 were grouped under primarfﬁﬁealth
- care and malaria was considéred as two problems— nationwide and manmade.
' The programming process was carried:on then to identify problem indi-
@ cators and set objectives. Objectives were stated in measurable terms ‘of - .
. the annual Jpercent reduction and the expected level of the problem in 1984.
Objectives were considered in accordance with their technical feasibility
and the general criteria by which the problem. had first been {dentified and
given priority., Then current activities in heslth-related fields and re-
sources were identifiedﬁ. For each preblem, inputs and outputs were deter- .
, - +mined and from that information, a unit cost per output - was caleculated. ‘
 These unit costs formed the basis for cost estimates of the programs.
' Then for each problem given a priority health strategies were defined
- and their constraints outlined. Aftes the committee had .approved the general
outlines of the national and regional strategies for dealing with problems,
the proposed programs were then consiflered from thé point of view of feagiw-
bility. For effective implementation of the’ proposed strategies to deal with -
the 8 priority problems, special national and bilateral or international
development efforts were needed. Degelopment.needs most likely to qualify
for external assistance -and -cooperation were next identified, and the needs
\ for field'opérations or research in relation to the Programs were outlined.
\ While all this analysis was going on, the final progranm documerit was o
- being developed simultaneously. This document included ‘ap information sec- .
~ tion and" all the results of the programming steps already described: The ; ° "‘-
gaﬁthodﬂwas illustrated in greater detail as it was applied to forpdlating
the primary health care program (A2l). ' A ,
. o ’
The Pragmatic-Appreach (Al19):
) Pragmacic'nr_practical health planning implies utilization of an ap-
. proach in which there is ho clearly defined methodology that provides tech- '
' niques of analysis and measurement, The health planner or planners may use /
‘an approach based .on experfence or intuitive sktll, In such a situation, there .
: may be no theoretical guid@nce on the kinds of data that should be gathered’
L and used in plamning and evaluation go that data may have little if any impact
’ on decision-making. Such planningllists heavily on Jjudgments nét ré€inforced .
by data and’§§:;ema:ic analysis and is, therefore, vulnerable to political
pPressures ‘that are not oriented to the long-term welfare of the whole country.
'« . Health planning in developing countries has been 'approached principally in
: this fashion. As a consequence, in almost any of the less developed countries,
fﬁcilities are preponderantly curative and concentrated im the urban areas.
One exception is the development in the French-speaking parts of Africa of
mobile preventive services. Furtheérmore, most resources are committed to
existing facilities so little'leeway is available for program expansion.

- This is a very serious problem in health planning in the léss developed ,
tountries: existing services even when wasteful, cannot be eliminated or'
medified to any significant degree. One of the most distinctive characteris-
tics of pragmatic plaming is 1its ability to accommodate to existing political,

) social, and economif conditions. Since it has limited theoretical postulates,
N it is extremely flekible. Because of the commitment over a long period of
time to already existing facilities {n urban areas and limited, almost non-

-existant new sources of funds, there appears to be almost no way to finance

-
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" rural® health aer&ices.and_atill maintain urban .gervices. Oné finds in :
the less developed countries a shortage of doctors and nurses as well'gs other
health workers. ' Furthermore, most h th workers are located in urban centers

. and are concerned with curative activities. Additionally, the doctor's educa-

- tion has not prepared him for handling the comprehensive health needs of his

community. School.standards are Westgrn and seriously deficient for the lgss
developed arlgge= Pragnfitic planning is often merely palliatdive in orientatiom
and frequently its aim is slow, step-by-step modifications. .

‘While comprehensive planning ie presumably the desired approach, most
African countries have neither the required data nor the qualified personnel
to"formulate and execute such plans. In many of ‘the less developed countries
where comprehensive planning is not possible, health sector programs can be

- worked out and implemenfed. ~ But that is possihle only if the Aadministrative
capacity in—a-gitven country is 'sufficient to support suchshealth projects.
‘Machinerymust be available for health planning within thé ministry of health;
for coordination with other ministries of immediate concern; for coordimation’
with-overall socio nomic planning at the top level; and lastly, for ensuring
the co;geration of thé public .and of professional organizations.

eoretically, planning should be carried out at all levels of government
and should be essentially a two~way affair— from the top downward and from the
( local level upwards. This is not possible in many of the less developed coug-
re tries, especially where there has been no tradition of effective local govern—
ment. '
As. already indicated, insufficient ata is a basic handicap in less
developed countries, But planning itgelff is-a means for idbroving thé pro-~
. duction and use of statistical data. Plans could include ways for acquiring
- and upgrading epidemiological information and data on peMsonnel, facilities,
‘equipment, and supplies: sampling methods might be utilized to obtain data
quickly. :

3 % - When‘health planning is initiated, it should include:

S a. Criteria for the determination of broad consumption objectives
- b.r_folicy objectives determined in the 1ight} of expected income
' c. -Broad pbdilicy objecéives to be fulfilleﬂ‘ each section
d. Indication of the distribution of resourges bétween sectors
Within the framework of these objectives and the resources expected, a health
plan draft should contain: : , ' .
“‘a.; " An accurate assessment (diagnosis) of the existing situation Lo
b. Definition of the means recommended to improve efficiency in the
+ operations of the sector
.¢. An estimate of personnel.needs, category by category, together

-

-

R . with an indication of the facilities needed for staff training
: d. The costing of the wvarious a;giv{fies, profect by project, taking
¥ intq. account and listing separately:
1) ital expenditure (buildings, vehicles,. and equipment) .
spept inside the country or spent on imported goods
& i 2) Recurrent expenditure on personnel in each category and

' materials bought in the country or imported
. e. A description of the expected results. in terms as concrete as

s : .~ possible _ .

‘ ~ "f. As accurate as possible an estimate of the expected economic

N effects .

' g. vRecommendations for activities in other sectors; for example, the
health planning unit may make recommendations about nutrition (in-
cluding crop rotation), health education in educatioﬁal establish-
meénts and environ@ental health

?
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| Budget estimates for the years the plan is to run are also needed, Pro-
" " jected costs will have. to be made for the following categories:

a. Cgﬁital expenditures on new buildings, major renovations -
and extensions, communications, equipqgnt and supplies, and
training . : ‘

b. Recurrent expenditure on personnel, .training, running cost
> of new establishments and intreased costs of existing onds
. - Plus replacement of supplies . o g R
*Having made these estimates, one usually finds there is not enough money and
some priority has to be set. How are priorities to be set without informa-
‘tion and presumably withcut elaborate techniqueg such as cost<benefit analysis
" T or ‘linear programming? One possible approach is to try to .estimate what the
most 8erilous digease or‘hgalth'problems«a:e—-whgch cause the most deaths,  dis-
abilities, economic loss; and what methods gre avallable for prevention or. cure. .
~ Here the pragmatic approach-seeps to be very similar to-the more formal planning
" methods except that no data.arzpavailable to assist the intuition. It is sur~
prising to find that this approach is essentially the one used by the United
States. . The advantages of pragmatic planning are low cost and realistic ad-
Justment to circumstances; its disadvantages- are afpropensity to bend with:
current forces and the necessity to Zgke decisions without cadequate infor--
‘mation or apalysis. ' ‘ - ' . . : '
Other Health Planndng Methods . -
Many methods are described in the literature which do not tske into
account the national political situation,Vrelated socioeconomic (develop~
" ment or the multitude of variables which impidge on any health pMqlem sride-
\ spread in a population, " But'a great deal of thought and work has been de-
: voted to development of-méthematical models for planning health strategies
r for deciding on priOrkties. Many of these models are the work of econo-
, mists but others have been .devised by statisticians, epidemiologists, and
v.  other health professionalh, Some of the methods described in the literature
are complex, difficult to understand and require extensive mathematical or
statistical training and often computer and programming skills as well. All
: these models are designed to achieve a single goal— maximum vallie for every
1’ health dollar spent. ' o o ' - ,
Some of the, simplest of .these models is exemplified by a scheme to set
priorities for health problems which require the most immediate attention and
their solutions (AS)‘ 'The author developed a list of criteria, scheme to weight
them, and a rating scale. Fifty-three criteria are listed in four groups: —.
technologic asbects, health aspects, general social concerns, and planning con-
cerns. The criteria ligted are variables to be considered during planning or
seeking solutions to problems. This model may not be useful where major health
problems are apparent, but it is easy to use and readily modified to fit other
situations. - Lo _ ' :
Prdbgbly someé of the most useful mathematical models are those developed
by Cvjetanovic;and his colleagues (Al13, B8, B62; B63). 1In two papers (B8 and
§363), a8 similar method is used to determine the cost-benefit balance point for
immunization and sanitation progratis. In both instances data are required that
~ describe disease incidence for various segﬁen;s of the population, cost of
‘treating a cdse, cost of control measures to be compared, the effectiveness of
. ‘the various control measures in preventing disease, and the length of time
protection 1s afforded. With thie information, comparisons can be made between
the costs of viarious control measures and that measure which gives the greatest

2

LS



- ‘ .

.

beneftt for the cost can be determined. Nomograms are constructed to faci-
litate comparisons. Various authors in addition to°Cvjetanovic discussed
cost benefit or,cost effectiveness as a means of promulgating and evaluating
health programs (A5, A44, B8, B63, etc.). The national health planning .
methods already described generally incorpyrarced one or more of thesé indices.
In a more general paper about infectidws diseases and another om typhoid
fever (Al3, B62) computer simulation techniques were used to plan and evaluate
“¢ontrol measures. Again the data needed were susceptibles, immunes, sick per~ °
sons, and carriers. Transitions from one state to ano her were expressed in
terms of proportions or probabilities and were derived Jrom knowledge of the
disease in a given population. Newbornms or immigrants entered the population;
e deaths and emigrants left. Once all the relevant fac@prs had been déterminedt
computer simulation was used to assess what changes occurred in any of the
factors. Simulation demonstrated, for example, that immunization against
typhoid fever produced a marked reduction in disease incidence but the gain
"was lost after a few yéars. Repeated immunization every five years produced
further reductions in new cases but the gains became succegéively smaller.
The model demonstrated that the effect of sanitation, however, was longer
lasting and so gave better results than immunizgation in the long run.
. A simulation method quite similar to the two just described is presented
, by Elveback and her associates (B16). While the model was developed for. _
influenza epidemics, the authors suggest that it may be adapfed to any infec-
tious agent spread via person to person. Adaptation to specific diseases is “ e
possible by changing the variables and their -values or- adding and subtracting /
 variables. Probably other adaptations can be made in the underlyfng assump-"
‘tions so "that the model more accurately reflects the epidgmiology of a given
disease (with the same mode of spread) in a particular country. - This, model
might be particularly useful to determine what proportion of 'a pdpulation and
what age groups should be immunized to stop epidemic spread of a disease.
Another simple epidemiological mddel is described by Sundaresan and .
Assaad (B54). Originally applied to trachoma, the technique should be usable -
- with any disease for which prevalence data are obtained periodiecally. This \
Sy method involves the use of.a computer, but the computer. program 1is probably
‘ available through WHO. Use of this model demonstrated that the reduction in
trachoma attributable to the control progrém-was not -30% as suggested by a
prevalence measure, but 60% of the former diseéase load, ‘ ' ,
\ ‘The more complex mathematical models found in the literature were devel-

‘ oped by economists (A5, Al4, B57, B59). The models generaily attempted to
provide, as did the simpler models, a method by which the best strategy.for
dealing with a health prohlem can be identified. Best was usually defined

" to be the most cost-effective or cost-beneficial, though the terns used suéh‘
as output maximization and optimum reduction in disease often sounded foreign. -

. Computer technology was mandatory for the utilization ‘of these modes..

By and large what distingtiishes-the more complex models from the simpler
ones are the mathematical computations performed and the data required. -"Tuber-
culosis is a disease frequently modeled: It is a'ddseasgfthﬁt'hag afflicted
most of the developed and the less developed counfries of the world and for
which a good deal of (data exist. Of the two complex tuberculosis models .
(B57, B59) reviewed, neither seems particularly useful for developing countries.
It should be mentioned that the modesl are illustrated by uge of tuberculosis
data but the authors feel that the models are readily adaptpble to other infec-
tious diseases. , Both reqiire the solution to'differential equations, either
directly or by linear programming algerithms. In addition, both appear to be
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. too ambitious: one (B57) Attempts to account not only,for biological and ‘
epidemiological'consideratieps of tuberculosis but alko for the psychological-
and social dimensions of the problem. This model allows for 100 alternatives =
in program activities. The necessary data must be obtained ‘by population - X
survey. 3 : < ' . . ,

The 'second model (B59) requires the solutior to nine differential‘
equations of great difficulty. And if that were not enough to limit its
rotential use in developing countries, the zzthors overlooked som& impbry
_ tant epidemiological considerations in deriving the model. . , '
. ) The other thrée models (AS, Al4, B47) are less complex mathematically .

. ‘than those just described and &good deal more ugable. However, they re-
quire a.great deal of information about a great variety of health &nd health
' . related questions.. In Barlow's model (A5)- expenditurgs for genera hospitals " -
and for mass immunization Progrums ‘were available in M%focco. ‘Utilization of
these data in the model.made it possible to demonstrate that immunization pro-
' grams were a much less expensive way of reducing mortality than expenditures .
on curative measures. Of cougse that result was well known. ‘It might be
argued that it hardly requires sophisticated mathematical procedufes to de-
tect the obvious. :
* The model described b
" . . . still a Jong way

y Feldstein (Al4) 1s in the words of the author
_ ng a practical planning device . . ." Itg
utility lies in its abil -+ « . help both. development planners and
health officials to unders the structure of the_problem of health sector -
-planning: the why in’wbich pieferénces. population structure, disease in~
¢tidence and Prevalence, scarce resources and technology are inter-related im
determining the optimal set of activities." C B ) *
The last model in the group (B47) utilizes schistosomiasis for 1llustra— °
’ tive purposes and appears to be a goqd_dgal°more practical as well as nearer
to epidemiolqgital reabMities. The model gave a good fit to data from 54
villages used in a regression analysis. Utilization of the model made it
' . possible to compare the effectiveness of alternative disease control measures:’
results indicated that a combination of mullusciding, chemotherapy and engi-
L’[ ‘7“

-

-

However; further work is needed to determine the best combination of contrel
megsgres. : ‘ P
‘ ‘

Other Advice - ' . o DAY
Aside from methods of planning, the literdture c ntains much that can bet ¢
‘called miscellaneous advice, ccdments, or exhortations. Many papers allude to - :
the desirability or necessit) for having trained personmnel to carry out the
. Variety of functions required to develop a health plan. The report of a WHO

~_Expert Committee (A26) discusses in detail the kinds 'of staff needed in health |

~ planning and type of coursework which should be incloded in their training.

' The emphasis\in this document is on national health planning which is seen as |
. 1i{nked to other sectors of society concerned with socio-economic development.
Planning isonsidered to be under the charge of political executives or ad-

¢ - ministrators but the insights of many other persons is necessary to the develop~

ment of the total plan. These other specialists are health professionals,’
economists, Ypstems analysts, political analysts, information specialists, and
social “scientists. Planning is linked also with imfléﬁentatian and evaluation .
y and, therefore, is continually revised in the 1ight’of new information.

. Emphasis on understanding the political situation is noted in several
other articles (A27, A3l, A35). Plannimg can be successful only when govern~
ments have a clearly stated ‘and understandable health policy and when health: .

-
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plans lieywithin the framework of that policy. All to¢ often, one authority
pointg out, health and other policies are faultily generated, inadequately
_‘\expressed.‘internally-fhennsistent or inappropriate to the real needs and )

demandg of the people '(A31). This. kind of situation leads-to the. failure -
. of administratars and planners to influence policy toward what is possible

with resilting waste in effort and resources.

_ _Otolerin (A35)-stresses three” points of prime 4mport§ncerin plenning
‘health programs! ‘ - - ' ' .

- -

_1‘ .. 1. - plens:must be capablé affexeéutiop under the sistem‘éf - R

-~ governmdnt which exists . . A R
, -+ 2.. Other hagic services.must be developed in parillel with ... |
N heélth.ger@lcggéJgood1water.sup§1y,fgood howsing, good "~ . ,
« .. - educatiom, sbundant fgod, and optimum lsbor conditidus.: AT
4} 3. I developing countries yhere so many deaths are due to - .,
. preventable diseases, preventive measures must be given '
the- emphasis they deserve. - ' . R A -

»
.*I

’

-

_ "The emphasis on comprehensive health. sérvices and on digease prevention . - -

*and control is mentioned in a recent article which describes WHO's -1978-1983°
‘plan for health expenditures.(A27). Four other areas of major concern are en-
vironmental health, health manpower dqvelopmknt;“biomedical,and health services
.research and program development and support. "WHO's long range goal is.an .
..acqeptable level ofAhegsyhhfbg~the entire world by the year 2000. e
. Finally, ‘one author (A20) notes that-in-devel&ﬁ{pg Fountries‘naw.'the :
~choice in controlliny disease lies between the improvement of sanitation and -
widespread immunizatiyn or use of efficient drugs.. He suggests that there are
ten primary purposes 4f a health service in developing countries: eight are .
preventive and two curptive. Yet the two .curative activities absorb 80% of the
available resources. [he authég,helieves‘tﬁac;health,servfces should he pe+
organized +o provide af more equitable distribution. among the four major health

- functions. Those are-[food, environment, preventive hedlth, and curative '
services. ' P - - ' ~

) oy . -
t ' . .

" The Data Required o o . . A L -
« Most authoritifs. concur that planning is necessary to make the most’ of.
every health dellay! . There is, additionally, complete agreement that planning

of health prof 8sionals to plag health ptograms,_to-identify health problems or-
to set priefities without data is'exemplified by the current situation in

requires data ang/no smount, however detailed, is superfludus. ~ The inability f.

China (A25). Few statistics are available in, China on diseases diagnosed or ...

people treted. Claims that health and medical services have greaél} improved

under the communist government cannot be evaluated. Littie or no publighed ° .%.
" .data describe disease incidence, prevalence, mortality or accessible h h
* gervices. x _ : . .

". A WHO Expert Committee suggests that when no data are avallable or when
" the lack of accurate and complete dats is a gserious problem, the colleetion of
essential data must be pursuéd simultaneously with planning and plans will then
have to be modified based ofi-the information gathered (A23). ‘
’ ‘No list of data can be exhaustive, but genmerally the kinds of information®
“'or indicaters needed are the following (A23). Among indicators of résources are:
‘ Money--funds expended on health services and programs listed
source of funds., e : . : .
© - Manpower--personnel in various categories employed in the pro-

: yision of health services: data should include utilization

indices. : - o \~A,€“#fxf/,
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Organization--information .on the,organizationqcfxgéalth services .
. which should -inclide the ‘functions of different personnel (the
team coffcept) and all available -equipm t agd supplies. Indica~ .
tors of Health and Disease include morESIity, morbidity, disability
- . rates and ratios, ahd levels of health. . g _
Particulgrly useful are ratios of resources to population such as hogpital
. beds per 1000 population, doctors per 100,000 population, cost per-tuber-
culin. or other tegt or cost per health center, ~ . o
. Datg on.health resources is needed by all cguntries. Utilization indices
1indicate what part of the need for health services is currently beingy met and
what diseases are receiving attention. * Health planning need not wai for pre-
cise information to become available. A broad indication of the mpre prevalent
‘diseases is sufficient for the prepaxation of a health plan and such a broad *
indication' can be gotten from a study of utilization statistics. However, it
- 1s certainly true that mote precise information om the causes of 1illfiess and
the segments of the population affected in a given country or&;rea-make it
possible to develop a better plan. , o, . b
The health indicators just outlined are old standbys in any attempt to
appreciate the health status of s glven population. But more recently  these
- measures have been described as crude (A29). A WHO study group which' reviewed
these indices recommended only three usually accessible mortality measures as
.useful to evaluate a nation's health: e
' . = Expectation of life at birth and at one year - - .o
- Crude death rate ' o ~ -
" - Proportional mortality ratic. . L : . o
Yet none of these measures provides an index of the well-being of people. A
modern medsure of a nation's health should include not only. death. but the L
- ecomomic and,social consequences of prolonged disabildty, reduced productivity
. and the need for tatre. -Such information must be obtained frpm ahnual or peri--
- odic gurveys. : o I h . e e
Others concur that mortality is no longek a sensitive indicatdr of those .
Tactors which affect a community's health (A2 All, A39). One study of the
effects on the expectation of 1life at birth ahd at various ages through the
elimination of particular causes of death in-Indis found that a 50% reduction
in all causes of death would ‘add about 10 years to' the expected length of 1life
at ‘birth (A17). - : Lo B
Another excellent, comprehensive discussion of the kinds of data needed

for planning and evaluation of health programs is given in a ldter report of a "C!! .

WHO Expert Committee on health statistics (A9). 1In this report as in many
others, evaluation' is seen.as,an integral part of the planning procemss. The
repoxt identifies eleven major obstacles to the use ofe statistics in health -
planning: . o ; ‘ P
: I. " Lack of collaboration between plangers and statisticians
2. Administrative relations between the two activities are often
dysfunctional in that they sre located at different levels of,
‘the health hierarachy or they may be located in agencies’other!
- than the one responsible, for health and health gervices planning.
3. Administrators may fail to provide the personnel, equipment, and
money required for the fwork both planner and statistician have
- agreed is npcessary. - - . .
4. 1Ignorance of, each other's methods, skills, and experience persists,
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- 5. Differences exist in educational background, professional . -
. orieantation, expertise, and status. Statisticians may not
_ be available and services may'be provided by statistical
t : clerks which will not be of the same caliber. Additionally,
empirical planners may have had little exposure to quanti-
.« ‘ tative methods or concepts. ' '
- " 6. Too often the plamner fails to specify in detsil the gosls
and objectives to be achieved or the statistician fails fo
ask questions that would result in cleer statements af . such
goals and objectiWes.® -
7. There is a lack of reeognition of the fsct thst both the
making of changes in the organization, staffing, distributionm,
- . and fitancing of health services and the establishment of
. health and health information systems take a long time, -
) 8. Inflexibflity with respect to planning methods, or statistical
o o information systems; and lack of imaginatidn in defining or
: o?‘). recognizing health problems, and in designing statisti;al .
~ S measures for such problems are not uncommon.
’ . 9. There are differences in time scales and 1n'perspective. The® - .
. - statistician may be concerned with past events and retro- ; .
spective analyses, while the planner may be concerned with
 forecasting future events. : A '
- 10. There are differences in work methods. ,
11. There may be disparities in the power assigned to each oﬁ the . _‘_J{
two functions. /[

) Clearly adminidtrative problems may exist between planning drd -statistical
staff which should Be resolved in order to make the contribution of each effec~
tive ~

The Committee examined so-called routine health stetistics and considered .
new methods of data collection and analysis in the light of the problgﬂs noted. ?
vital and health statistics the Committee felt yield unduly optimistic esti-
mates that distort the true state of affairs as a result of under- or “over-re-
porting, incomplete coverage, and errors introduced at the time the primsr&

records are established. 'Of the various indices produced several have-stood

* the test of time; none, with the possible exception of mean expeetation of life, -
can be regarded as a measure of health." (A9). Others such as disease and
mortality rates are measures of ill-health. '"'The use of mortality indices. as
‘the sole basis for planning health services is highly unsatisfactory'(A9). 1Imn
developing countries like the developed countries, though for different, reasons,
mortality rates may fail to reflect the total demand for services. Examples e
.are gonorrhea and trachoma, neither fatal, may require large sums of momey . _° .
and resources. Data svailsble through hospitals, clinics, health centers or '
financing agencies may be wseful for planning purposes, butt only if they are
population based. If demographic, socioeconomic and residence data are, in-
.cluded in such records, their value is greatly enhanced. o .

Statistics which describe environmental conditions $hould also be’ ed:
Changes in health status due to the improvement of the environment should not
be erroneously attributed to the effects of personal health services.

. As an index of health, the Committee suggests the use of duration of
disability allied with some measure of functional impairment, combined with a
measure of severity. Additional researgh is needed to develop and test such
i a measure. The following are requi;ggéﬁ?s for such an irdex:

' - .+ = Data should be available without complex investigations.
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Data should not be af
'The index should expr
and affect the level
- Calculatipon should be
The index should be w
.ond interpreted.
The index should prod
different specialists
The index should refl
to express. L +

~ Data should cover the entire population to which the index

ected by time or place of collection.
88 a group of factors that determine
f health. '

as simple as possible. :
dely accepted and used, understood,

»

|

ce the saﬁe_requltégﬁhen used by

Er'only those phenomena it is designed

The index should be
: it reflects. - ! i
~ The index should be g/true expression of the factors it is
B supposed to measure. . ‘ o
- The Committee felt, however, that the development of a single index of
health would take time and recommended in the interim period that the following
types of information should be acquired by any health information system: vital
. statistics, environmental healthiatatistics,‘household interview statistics,f
health examination statistics, adﬁident statisti¢s, and healiP-services sta-
tistics. : o ST o ,

-Health services statistics which might be particularly relevant are =
hospital discharge statistics, ambulatory medical care statistics, drug sur- :
veillance statistics; health facilities statistics, health manpower and training,
and expenditure gnd finamcial statistics are also relevant. .

' While ‘lack of data is.a serilous problem in developing coufitries and most

" of the literature mentions it, some authdrs point out that other' indices not
usually considered a requisite fo planning may be just as important. In one
paper (Al6), the author suggests that the costs of controlling and of not con-
trolling various infectious diseases should be determined so that the best use- .
can be made of the available resources. Another view on control of communicable
diseases (A36) states that it is not enough to enumerate the number of cases
of .a.disease, the‘age groups, sexes, sccioeconomic groups affected, etc.: it

-1s ‘also important to study the conditions which favor the spredd of infections,

-the animgl reservoirs, the vectors and their bioclogical properties, particularly
resistance to insecticides. Other factors which merit attention becauge they
may influence thg incidence and spread of disease are social and economic dhangeg,
population movement, industrial and agricultural investment projects and inter~
national. trade. ‘ :

The literature suggests a general papcity of statistical information in
developing countries yet stresses repeatedly that data are necegsary teo plan
health programs. Is there any way out of the dilemna other than laboriously

. setting up systems to collect the requisite data— an endeavor which will take
» years to design and implement? Several answers are noted in the literature,
+ but the technique almost universally recommended is some form of survey. Sur-
" veys have many advantages aver registration or reporting systems: speed, adapta-
bility and better quality data are among the most important. In addition, sur-
Veys, depending on type and scope, may be less expensive,. . t perhaps even
~ more important, the survey may be the only way to obtain deffired data (A4).
Survey methods have been in use for a long period of time so that training and
cénsultation 1in the use of these methods are readily available (A9). Another
. advantage of surveys is that they cag be carried out before and after some

néitive to chanées in the'phenomeﬁaA

. i

« . P

A




¢ : e oo
o € . )

program is put into effett so that comparidom or evaluation is possible.
Survey data are sometimes regarded as "soft" in comparison with death data
from hospital autopsies (where no registration system exists) but they may’
be much "harder" as predictors of needs and demands for health services and
the extent to whichk such services are used. In reality, they may be much
“more useful fqr planning purposes (A9). Questions of validity, reliability,
response rate, coverage and bias all must be taken into account, but ‘the
same is true of mortality and morbidity data derived from professional. and
institutional records. Indeed the literature gives examples (A38, A40) of.

’

~

." how estimates derived from such systems areeg sily biased. Furthermore, in-
stitut%onal and professional .records in developing countyies may be grossly .
'_inaccgyate (A40). - . o . , N
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EVALUATION OF HEALTH PROGRAMS

While evaluation is considered an integralk part of the health planning
process, it is a subject not as widely discussed as planniﬁg. The omission ™ .
is due mainly to the stated belief thak,planning i{s a coptinuous, neverending
.process (A7, Al9, A23, A34). This assumes that evaluation also is continuous
since new plans or .program redirections must. be based on what has been found
e out about the program. Another reason that evaluation is less prominantly
mentioned is the gemerally accepted view that the same indices used to plan
‘health programs will be used in their evaluation (Al3, A2l, B8, B62, B63).
More important still, most discussions of health planning assume that lqng'u'
and short term objectives are developed in the planning process. Though not
always explicitly noted, objectives have expected time limits, e. g. 1mmungze',
50% of first graders within the next year, or reduce the incidence rate for
new cases of tuberculosis by*25% in the next five years. At the end of the
stated time, the pfogram should have the data which makes it possible to
* determine if its objectives have beén met. ' ‘ (
" «.  0f course, "The best laid schemes o' mice and men gang aft a-glay.”
The problems of evaluation are complex and should not be-passed over too
lightly. Evaluation should take into account the -effectiveness and efficiency
of health services (A9). e essential relationships between effort expended
and regults achieved iné?:{Ztiqn to a plan and its implementation can be ex-
pressed by the following four factors: E : :
" A. Effort planned
o . By Effort achieved
, " C. Results planned
D. Results achieved.
P The ratios formed by the four factor provide.some b@sic information about pro-
- gram accomplishments. For instance, C/A can be refetred to as the planned !
efficiency which may be compared with D/B, achieved efficiency. The discrepancy .
between planned and achieved results given by C/D might be ‘the subjqect of a
. special study. e ' «
The following important terms used in evaluation were defined/by a WHO
Expert Committee (A9): ' : '
Efficacy: The benefit or utility to the individual of the service,
treatment regimen, drug, preventive or control measure advocated or
applied. o -
Effec{lveness: the effect of the activity and the end-results,
' outcomes or benefits for the population achieved in relation to the
stated objectives. - N -
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Process:  the procedures, methods or arrangements by which
the effort was expended and the effect achiéved.,
Structure: - the human resources, knowledge, technology, .
organization, facilities, equipment and finances that assist
, OF constrain the expenditure of effort and the achievement of
‘effects or end-results. ' .
Efficiency: ‘the effects or end-results achieved in relation
to the effort expended in terms of money, resources, and time.
Controlled~clinical trials are generally regdrded as.the most objec-
five means to evaluate the efficacy of drugs, surgical,*and medical procedures - *\
as well as administrative .agd management procedures. One publication suggests
that the first step in the evaluation of existing services might be an exami-
nation of evidence for the efficacy o? various procedures and regimens re-
commnended for use by the health services (A9). o
The measurement of effectiveness is also difficplt. However, as sug~
gested earlier, clear statements of obje¢ctives make measurement of effective~ -
ness relative easy, whereas ambiguous or obscure statements make 1t difficult
or impossible. Wherever possible, biplogical results expected should be ,
clearly stated, e.g., disappearance of parasites from the blood within 60 days
after treatment. Other clear measurements might be days of inactivity, dis-
‘ability, or discomfort. - T ' S e
Preventive geasurés, diagnostic investigations, surgical operations and -
‘ therapeutic-tegimens_are all means directed towards the achiévement of stated
end-results. The volume and natiire of these procedures in relation to the
N '~ known risks and benefits can be reviewed by various forms of medical ‘audit.

~ This process usually becomes a self—regqla;ory_device for determining not
only the medical care given to.individuals, but also the nature and‘avail- .
ability of services to the population. Though it 1s’ true that the ultimate - -
results are the most relevant basis' for dssessment from the patients' point* .
of view, various stages in the process of providing services can be identified.
Such identification helps to clarify plans and suggest ways in which health

~ services can be organized and monitored. | ' o
- S - Examination of the arganizational structure, facilities, and équipment ,
through which services are provided 1s related to process analysis. The-study
of institutions, staff patterns, payment and financing mechanisms, and of
the characteristics of the health services themselves, 1s useful as a mesns
of finding the(Tauses of variations in the final results or in effectiveness
and efficiency. , . . .
Efficiency relates to how economically the final ézsh%ts‘axé achdieved.

- The problem of relating expenditures to functions performed requires scienti- ..
fic accounting practices. To improve efficiency in the delivery of health )
services requires first the acceptance that all are jointly responsible for

“the health care of the population concerned. Failure to do the best job pos-
sible reflects ad%ersely on professional and “technical personnel and on the
institutions serving that population. Second, an approptiste'%nformation _
system must exist. Such a system must provide information related to the prob-
lems and objectives of the organization and make it possible to change plans

-@nd practices when those are shown to be uneconomical or faulty.

COMMUNICABLE DISEASE -PROCRAMS

The following brief notes extract from the literature reviewed relevant
highlights about many, of the diseases discussed in the accompanying manual

. -
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~on communicable disease control program planning and evaluationm. The;é are

" in no way & digest of the extensive material published about each of these
diseases: .the literature review undertaken here was not 1ntended to do that.
The literature search as outlined at the start of this paper was ‘oriented to
publications that dealt with planning and evaluation methods for communicable
disease control programs: the following summaries are also concerned with
those aspects programs which déal with the.specific diseases of interest.
Filariasis :

One 1nvestigstion carried Qut along the Liberian coast found that

between 22 to 28% of the population was infected with filariasis (Bl).
0f those infected, 12 to 25% suffered with hydrocele and someyhere between
18 and 252 had elephantiasis. About 6% of the total population exhibited
- the more severe symptoms of the diseasq. Another survey in Ethiopia which |
utilized volunteers and prisoners found a marked reduction in filariasis }
in the central highlands where infection had been common (B3). I pilot {r”
trial in Recife, Brazil, diethylcarbamazine was administered orally for
- 40 days, then added to the salt for one year. This medication removed almost
all the microfilariae from the blood, caused no untoward effects, seemed
quite acceptable to pstients, and was simple to administer (B2). The authors
recommend further i{nvestigation to see if this method is suitable for mass
filariasis control programs.-

»

. 2
Immunizable Diseases .

In developing countries communicable disease occurs in the mass and
J'/must, therefore, be dealt with largely in the mass by means of mass cam-
paigns which must embrace & total and rigid geographic coverage of the popu- -
lation at risk as well as fufure additions to that population by birth,~
immigration, or both. The aim of a mass camapign is to achieve a speedy
interruption of the cycle of-transmission for the disease under attack. Thes
. methods which may-be used are: - T
- .extermination vectors
~ destroying the agent
- destroying the intermediate host .
~ 1increasing the resistance of the host
~ improving the environment to reduce equsure-(A28).
. Immunization (& method of increasing host resistance) is generally
gccepted by many health professionals as a simple, inexpensive, long lasting
_method of control for)communicable diseases. Childhood diseases are believed
" by one author to be precipitating factors of severe protein-energy malnutrition
and he suggests that a major obstacle to better child health services in deve-
loping countries 1s the heavy demands made on the available resources of
manpower and finance by large numbers of cases of preventable ‘disease. Immu-.
nizatibn is a fairly simple and inexpensive procedure: the cost is between §1
and $2 per child for comprehensive {mmunization. This cost is estimated even
in countries where per capita expenditures on health are low to be only 2% to
58 of the .annual health budget (B6).
~ Agreement 1is ngt general, however. Another view (Al8) urges that a
national network of basgic medical units which-are sccessible to the majority
" of the population and geared to curative and preventive medicine are needed.
While the value of immunizations are recognized, it is suggested they are not
better than food. Only when gssic medical units have been widely established
throughout the rurgl areas inWest Africa will malaria control, odf-going im-
munizat{on programs, and nutritional and health education so vital for the
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' . public.health, in general and children’ in particular, become really feasihle
(A18). ' . : - : :
' ‘Stild another view described an attempt to use immunology as "a measure
to control the natural history of infection (B7): The idea grew out of the
observation that in many areas at any given time, there were many susceptible
o ‘persons despite routine immunization programs. In immunization drives, often
the same persons were repeatedly immunized-and the susceptibles were not
o only left untouched, but ‘they accumulated so that whenever infectden occurred
' in.an area, there was émple potential for its spread and maintepance. The
auther.argued that while it was very difficult to immunize 100%Z of a popula-
tion, it was desirable to protect every body from some infections. Such pro-
tection can be achieved by providing an optimum degree.of herd immunity., An
,  attempt t® immunize five villages rather than the villagers'was made. Every
£ household was contacted and cayds were preparad for .ach family. Results

- A - were 952 of children 5 and under received the first dose of vaccine and about
80% received the second dose. . ' ‘ ' '
3 While herd i ty 5 an interesting theoretical concept, in the immuni-

zation campaign depi ted,,however,'cheopﬁimum level of herd.immunity required-—
for diphtheria and whooping cough in this case— to insure that no transmission
of disease occurred, was never ment ioned, Furthermore, the'study did not
differ significantly from a great many other immunization campaigns whose de--
tails are given in the literature. ‘ '

L Smallpox. 1In the fight to eradicate smallpox in Bangladesh, some
valuabl® lessons well worth reporting were learned. '
(a) Study the enemy--know its epidemiology in the region in
which you are working as well as its clinical manifestations.
(b) Study the people's perception and realize that confidence is -
buflt on effective action in dealing with the real needs at .
the village leyel. S '
(c) Measure the problem: rewards instead of punishment for re-
porting ;g: outbreaks changed the attitudes of health staff

L

.. and villggers. , (
(d) ' Establish\a single line of authority and responsibility.
(e) Establish a clear achievable plan of work.
~ (ﬁ[ Establish quantifiable targets.
(28) Provide adequate and approfriate logistic support: transport,
_ equipment, supplies, funds, and facilities.
/’(h) Encourage public participation. Success or, failure often de~
' pends on the cooperation of village leaders.’ '
(1) DeveldP\programs to meet quansif%able objectives and implement
them gradually with concurrent assessment to identify deficiencies
(B51)< ‘ : .
I An evaluat f a measles-smallpox vaccination program in a rural area
- of the Ivory Coast demonstrated that a positive history of prior measles or
prior measles immunization was not a good indicator of measles seriologic a
status. The smallpox vaccination major reaction rate was 93%.and 917 of child-" -
. ren with a recent vaccination scar serio-converted to measles vaccine. Thus,
- the smallpox scar read at the second visit proved the best clinical marker \.
. fgt determining both. coverage and immunologic efféctivensss of the campafkn
(B4). Do t '
. In an urban population of Indian children under 10, it was found that
. - vaccination against smallpox was satisfactory-~97%, but that for BCG, triple
& ©oral polia vaccine, ‘and TAB/TABC (an abbreviatioﬂ_for typhoid-paratyphoid A

.
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and B and cholera) immunization was poor— 23%, 12%, 10Z,-and 1% respectively.
Immunization status and parental awareness of the need for vaccines was
related to higher. socioeconomic status, community involvement, maternal -
literacy, nuclear family, and infant delivery at a private nursing home (BS).

. Measles. As already noted, some authorities are strongly in favor
of immynizations for children (A28, B6). In the Ivory Toast, of 95% of
children initially susceptible to measles, 90% showed sero-conversion after
immunization (B4). . " e .
Hendrickse argues agailnst measles immunization in developing countries
(A18, B9). He indipates that He does not believe that measles vaccine will
measure up to expectation either in respect of reducing costs of treating the
sick or in reducing childhood mortalit&.—‘ﬂe suggests that mortality figures
are grossly exaggerated because they are extrapolated from hospital data.
- Further, a major determinant of morbidity and mortality is protein-energy
malnutritfon (Cook (B6) agrees) and freedom from measles will not guarantee
the survival of many children in whom the interaction of malnutrition and in-~
fection gontinues to occur (B9). Cook, hoyever, sees measles as the preci~ . -
pitating cause of severe protein-energy malnutrition. Hendrickse states -
also that t?& cost of the vaccine and the requirements for successful de-
livery preciude the general use of measles vaccine in most developing coun-
tries. Measles vaccine can be made available only if more rudimentary health
‘services are not funded and in the long run that would prove wasteful and
would fail (B9). - . o -
pport for Hendrickse view comes from other authoritiaes (B15) who
sugg that the cost of measles vaccine even with bulk orders would absorb
a verY large percent of the health budgets of most poor-resource countriest
And furthermore, most people in these poor countries could not afford to pay
the cost- themseélves. The authors attempted to fractionate the vaccine dose
to reduce the cost, but concluded that there was.no certain way of reducing
‘the cost by Bimiting dosage ‘'to below half. Their recommendation is toc use: .
measles vaccine for the limited objective of protecting "at risk" children
and groups; additionally, ‘to offer the vaccine in clinics when available.

i Poliomyelitis. Poliomyelitis in many tropical and subtropical countries
1s-static or'acfually increasing. Where data are available for less developed
countries in Africa, Asia, and Central and South America, they show that
poliomyelitis increased between 1951-1955 and 1961-1964, Two problems are
noted: live polio vaccines in tropical countries have not been successful
in producing antibody response in a high proportion of cases; and it has been
difficult to maintain adequate immunization campaigns in under-developed
‘tountries (Bl4). : . ' . ‘ -

In a survey of 10,000 households in Indig, poliomyelitis incidence in .
. children under eight was found to be 4/1,000 for urban residents and 6/1,000
for rural-Tesidents (B10). Poor seroconversion rates to oral polio vaccine .
were documented in Indian children aged three months to six years (Bl1l). In
one group of children without antibody to polio, conversion after two doses
of vaccine was 287 to type 1, 77% to type 2, 50% to type 3. In angther group
after two doses of trivalent vaccine eight weeks apart, the seroconversion
rates were 35% to type 1, 76% to type 2, 48% to type 3. Loss of vaccine po-
tency, interference of enteric viruses and interference among thé three vac-
‘cine virus types were “excluded as the cause of the poor responses observed.
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» In‘:\;hsyey conducted in Chana to assess ‘the impact of end e polio- -
- myelitis, investigators found a.prevalence of lameness attributabl® to
. polio of 7 per 1,000 school-age children and estimated the annual inciderce
. of polio to be at least 28 per 100,000 population. These estimates are con-
sidered conservative, yet they compare with rates in the “USA and Europe during
years of severe apidemics. The authors-felt the price of natural acquisition
of impunity was too high and recommended a higher priority for polio {mmuni-

zation (B12). . _ “"
: - From a survey made by mailed questionnairea, it was estimated that€£;
ness due to poliomyelitis throughout Ghana was 6.per 100“school-aged chi
and the annual incidence of paralytic polio was 23 per 100,000 populatioh. -
Official rates ranmge from 0.1 to 2.1 per 100,000: this suggests that 90% of
cases are not reported. The high rates did not appear to be due to unreported
;  epidemics. The results were interpreted to mean that the angual incidence in
tropical countries with endemic transmission has always been as great 1f not
" greater than in temperaff®e countries during epidemic periods. They deduced also
that paralytic p?&iomyelitis throughout the world has been reduced by only 25%
since the use of polio vaccine.(B13).

Legrosx ‘ o o . ‘ S . .
The effects of three medsures for the control of leprosy were evaluated

by a population survey in ¥ area of Indonesia. The three methods were segre-
gation of patients, mass chemotherapy, and BCG vaccination. Leprosy .incidence
following the introduction of sulphone in 1950 declined. A mass BCG vaccination
program was carried_out in 1957. The conclusions drawn were that segregation .-
- 8 did not affect incidence. The major decline was due to mass treatment, but the
immunization campaign contributed to the additional decline of tuberculoid
leprosy (B19).  Another evaluation of antileprosy measures in Bombay demon-
strated that case holding was a more urgent priority tham case detection (B18).
Trials confirmed the effectiveness of dapsone chemoprophylaxis for contacts

. of infectious index cases in crowded households:. It was determined also that.

outpatient treatment was more cost-effective than hospitalization. Health mea-

sures recommended were health education of patients, their relatives, and‘frienda{

screening of high risk groups in case detection; and priority given to mini-
mizing the defaulter rate (B18). A resurvey of school children in ten areas ‘
on chbay highly endemic- for leprosy found a prevalence of 10.8 per 1,000 with
a range of 2 to 15 per 1,000. Prevalence was higher in those 14~16 than in the
group 5-7 and lower in' children who had received BCG (B17). The results sug-
gested that surveys of schools in endemic areas should he given high priority
in urban control programs.
Malarfa - ' | ' v
Malaria eradication campaigns have not achieved their goal. The WHO

eradication campaign launched in 1956 was spectacularly successful. Following
~early sugcesses, there was a rapid décline in training malaria workers and in
drug research. Other problems identified were mosquito resistance to insecti-
cides; resistance of parasites to drugs, and the identification of vector mos-
quitoes which feed outdoors. The net result was a serious resurgence of malaria
in the tropics (B28, B30). In Indg, additional setbacks were caused by late

¢ receipt of insecticides and refusal to accept spraying But the most unfortu-

xﬂ\‘\nate part of the malaria eradication program was a 752 government tax levied
on DDT which was in scarce supply and expensive. Cléarly, government policies
did not support the eradication program (B20).

In Tanzﬁgia, prior spraying of houses in the South Pare area with dieldrin
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" had greatly reduced the transmission of malaria. By 1970, the vectors and the
“theoretical inoculation rates had retufned to pre-spraying levels, yet the

prevalence of malaria parasites in the population was still gignificantly less -
than formerly. .Serological findings, however, indicated that more transmission

was occurring than was demonstrated by the parasite rates. - The widespread use

of anti-malaria drugs was an important factor in the delayed fesurgence of
malaria (B21). In other parts of Africa, spraying of houses over many years,
though it failed to stop malaria transmission, achieved much that is often ig-
nored (B25, B26, 829) Spraying had a direct effect in lowering malaria indices:
furthermore, a significant improvement occurred in the health statuqfof the o
population and was apparent even in areas where malaria prevalence and incidence , ’
was ‘not drastically changed by insecticiding.

In the Americas, countries and territories fall into three groups with

' respect to their malaria programs. Group I includes 12 countries or territories

where malaria has been eradicated. Group II includes 8 countries wh;gh have a

- good prospect of achieving eradication in a short period. Group III encom-

passes 14 countries which are in a maintenance phase. Some cannot ‘expect eradi-

“cation in the foreseeable future and they should concentrate on keeping gains

already made (B27).

Some recent research on malania demonstrated that malaria affected the
labor force by incapacitating the individual worker or by reducing his efficiency
when he was able to work. Additionally, workers'who were ill were not readily

replaced by other family members or neighbors, as was generally believed, so

that there was both a decrease in the amount of work done‘and substantial dis-
ruptions in the normal pattern of work. Malaria also affected expansion .of pro-
duction for internal consumption and for export, and diversification of diet

(B24). In southern Africa, prevalence surveys were npt sensitive enough, in-

vestigators feund, to assess the malaria situation where transmisgion was atya

very low level. It was found, also, that the method of collect;ng blood speci-

mens— filter paper or capillary tube-gave different infection rates when com-

pared with fmmunofluorescent antjbody tests. In an attempt to identify the oL
major factors which might have influenced serologic test results, inves:iga- 2 *

‘tors found that complications arose from the variation inherent in test "proce-

dures and materials which were not standardized. Interpretation of results -
depended, in addition, on the sensitivity and specificity of the teft ‘and the
definition adopted for reactivity. Standardized terminology and methodology
were necessary to compare test results (B23).

Trials in Kenya with a new insecticide, fenitrothion, showed that after

- two years of spraying, the prevalence of infection fell from about 60% to 15%

and in infants, there was a 96% reduction in the force of transmission. The .\
investigators felt that the insecticide could be recommended for ma‘aria con-

" trol, but its high cost limited its use (B22). *

Finally, the earlier work of several researchers on the development of
malaria vaccines appeared promising, but a good deal of. additional work remained
to be done (B28).

Onchocerciasis

The most recent estimates suggest that 20 million people, at a minimum,
dre infected with onchocerciasis, a disease that occurs mainly in Africa. Other
areas in which the disease occurs are Yemen, Central and South America. The
blackfly vector requires fast flowing rivers and streams for breeding and, (as
a consequence, the distribugdon of the disease is predominantly focal and affects
primarily those who live clgge to fertile river valleys (Al2).




A survey in Gemu Gofa Province, Ethiopia, found that the northern
areas of the province were affected while imhabitants of the southern por-
tion were Tm Further, people who lived in densely populated towns and
villages were fot infected. The disease was more common in men than in women
and in adults of middle age rather than-cﬂildrep. The disease was, also,
more prevalent in coffee. producing areas and in areas closer to the Omo
‘River drainage. Infected 1ndividuals did not appear to be greatly affected
by the disease—a finding attributed to the small number of parasites per
slide (B32). A study in the Mo river valley, Togo Republic, used a new .
membrane filter concentration technique to identify infected individuals.
This new technique yielded substantial increases in detected prevalence of
the disease (B34). : _ L

- A review of the effectiveness of ground application (larviciding)
- compared with aerial application (larviciding and adulticiding) as measures
to control $imulium vectors of onchocerciasis concluded that ground larvi-«
ciding was preferable. It achieved the best results at less cogt in those -,
‘foci where the vectors ugually breed in small, densely wooded streams. o

-

~ Schistosomiasis o SR '
Schistosomiasis has been cggled.the greatgst unconquered disease now
afflicting man and animals. Recently, it was estimated that. schistosomiasis
affects some 180 million people in Asia, Africa, South American and the Carib—
bean (B42). _ _ o T
"\ ' The primary factors used to determine the importance of schistosomiasis
are\geographic distribution, prevalence, intensity of infection, morbidity
and wortality, and trapsmission pattern. These, in turn, are influenced by
~ environmental conditions, efficiency of intermediate hosts, agricultural -prac-
tices, and human béhavior. One author using Egyptian data estimates that '
1.5 million individuals in Africa are permanently digsabled by the disease and
. that ﬁpeir removal from a productive existence - costs abdut $212 million o
annually. An additional $308 million annually is lost if one umes that
those with only moderate disease lgse 10Z of their working capacity (850) 4
_ Prevalence estimates for schistosomiasis vary widely. The discrepancies
are due!to a lack of real data as well as differences in definitions of the
disease and the enthusiasm of the estimator, Diagnosis based on skin test or
serologic test will yield higher prevalence estimates tham will diagnosis
based on demonstration of eggs in excreta. In uride surveys,. some children
pass too few eggs to be detected. This may explain why it 1is possible to find
more cases by skin or serologic tests (B46). .
A seven year snail control project was undertaken im Egypt during the

late 1960°s: its effect on the endemicity of Schistosoma haematobium in an
area of the Nile delta was also estimated. The :authors who reviewed the pro-
Ject results concluded that a previous evaluation of the project results ‘
after a period of two years gave /premature and ‘unjustifiedly optimistic N
results. They felt a four-year period of observation was necessary to draw
legitimate conclusions. The dy design was faulty in some rather important
respects: it did not follow a cohort of uninfected children through the

years of minimal to maximal prevalence of infection in the aréa, it did not
study intens#ty of infecdtion simultaneously, and it did not make comparisons
with a similar untreated control area. Incidence was incorrectly calculated
since the study group was constantly diluted by the addition of children who
had very low infection rates (B40). They felt, further, that the rate of
natural loss 8f {nfeection in children in an area where disease transmission
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- had been interrupted and chemotherapy had not been used should be asgessed. .~ .

. Sampling should have deen stratified én the basis of prior prevalence data.
Finally, it was their opinion that mollusciding alone in the Nide delta and
similar environments was unlikely to interrupt transmission signuicantly
over several years (B44).

A study to estimate the prevalence of S. haematobium in childten aged
6 months to 10 years in three villages near Cairo found rates of 27% to 68%
in the village with the lowest standard of living. The nextshighest rates,
were in the village with the highest standard of living— 7% to 47Z. Preva-
lence was lowest dn the village with the intermediate standard of living,
0% to 33%. The impact of schistosomiasis on the health of childrem was con-
sidered mild except in heavily infected children (B35).

A household survey of the Qalyub regibn of the Nile delta found the
prevalence of infection with S. mansoni was 40.5%, much higher than pre-
viously reported in the area. Conversely, S. haematobiuym prevalence was
27%Z, much lower than expected. The increase in S. mansoni infection was ~
thought to be due to use of a very sensitive parasitologic tethnique. Snail
surveys in the area indicated a marked drop in the levels of Bulinus species

- possibly related to .ecological changes bronght abqpt by construction of the
‘Aswan high dam (B43).
: In Kenya, mulluscides prevented infestation of schistosomiasis snail
hosts in the Ahero Pilot Scheme, an irrigation and land use demonstration
project.  This conclusion rests only on the small numbers of smail hosts re-
: . covered during routine sampling: no control area was used. The author pre-
- sumed that snails would probably have become established, as occurred else-
where, in the absence of control program. The snail control program cost
$11,000— a negligible amount compared to the production value of the rice
crop: $1,213,304 (B39). i i
In an Ethiopian study of the clinical manifestations of S. mansoni in-|
fection in children aged 7 to 16, prevalence was found to be 88%, but an even -
higher rate of 95% was found in 12 year olds who also showed the greatest %
intensity of infection. Frequency of liver enlargement rose with increasing
egg count and uninfected boys performed better in a 12-minute walk-run, but
‘otherwise infected children seemed no worse of f than uninfected children. The .
authors concluded that morbidity in this population was minimal and in line | -
with the low intensity of infectfon (B45). A study of S. haematobium in the
Gambia found the prevalence reached 100% by age 40; but infection rates de-
" clined during the second and third decades (B49). Additional laboratory studies °
by. the same investigators led them to conclude that some infected individuals
showed evidence of a defect in cell-mediated immunity (B48). : :
In Iran, mass chemotherapy with niridazole was used as a method to con-
trol schistosomiasis. The control program was directed villages with a. -
" prevalence of 10% or more. Criteria of interrupted transikission were (1)
total absence of snail hosts near the village and (2) minimum age of infected
- children of not. less than three years. The study detected 7,317 cases and
treated 6,488 (88.6%). At followup three months later, only 3% of some 3,700
treated ’ subjects were excreting eggs: at 6 months, only 2.1% of 325 persons
examined were still positive. It was estimated that BOZﬁ_cases wvere cured
in each village (838)
* Study of a rural community with 1,056 inhabitants .in Puerto Rico, found
149 of some 700 interviewed infected with S. mansoni. Each of the infected
group was matched with am uninfected control. Palpable livers were more fre-
' quently found in the infected group but other data cast doubt on S. mansoni
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as the cause. The authors concluded that morbidity from S. mansoni was low
in the surveyed community (Bﬁl). -

Trachoma ‘ _ : -t
N Trachoma today is still the most important single cause of preventable
blindness in the world (Al12). The digease additionally is responsible for
the partial loss of vision which subséhuently reduces educational and vocational
Ce aptitudes. Reliable data on trachoma prevalence do not exist, but a. widely
' quoted estimate 1s 400 to 500 million infected individuals throughout the
world. Possible control methods are mass antibiotic treatment, improved .
standard of living to the point that trachoma dieg out, or immunization. How~
ever, at present, development of a trachoma vaccine seems only a remote
ssibility (B52). Realistically, the only safe method of large-scale treat-
nt in developing countries is topical therapy with tetracycline ointment.’
Research on trachoma vaccines suggests that the problem of vaccine-induced
sensitization may be more difficult to solve than the eénhancement of resist-
ance to infection (BS1). o ‘ ) S )
In Haryana State, India, a school survey found a preyalence of 42%.
Females had a higher prevalence than malas primarily because of the use of
eye makeup. The infectious stages of the disease were more prevalent in "younger
 than older children, Children in the lower soccioeconomic groups were more
frequently affected (B53). '

Tuberculosis ’ S
A review of worldwide tuberculosis morbidity data indicates that the
‘highest tuberculosis rates are found in the eastern fringe of Asia, the,
southern and northwestern parts of Africa, and the middle of the western
, coast of South America. ‘Mortality rates are highest in the Philippines and
. .Macao—more than 60 pe? 100,000 population. Mortality though has become an
unreliable measure because of the steady decrease in the proportion of treated
atients who actually die from tuberculosis. Areas which still have high
uberculosis mortality rates are the Western Pacific region, the southern _
- part of Africa, and South America. Present estimates indicate that there are
about 7 million infectious casges worldwide, an annual incidence of about 4
¥ million and % million deaths each year (BS5).

WHO has repeatedly stated that the succegs of any modern tuberculosis
control program depends mainly on the availability of well-developed, ambula-
tory care facilities. WHO has also recommended that financial resources and
manpower for.tuberculosis control be used to organize ambulatory programs
rather than to support hospital treatment. Despite this, some countries show

. - an upward trend in tuberculosis hospital beds. Hospital or sanitarium treat-
ment for tuberCulqsis with prolonged beéd rest and dietary supplements is
- usually unnecessary and serves only to praolong patient incapacity and to in-
~ crease the cost of treatment (B56). : ) ¢
' The use of BCG vaccine to reduce tuberculous disease is a cost effective
method of control with infection rates of 2 per 100 to 2 per 1,000 population.
- However, at an infection rate of 2 per 10,000' population, it is too costly a
.¥ 'method'of'control (B60)." These results were obtained by computer simulation
techniques. : o .
In a survey of the East Central State of Nigeria, it was found tlat there
were: 108 cases of tuberculosis instead of the 4 known to, authorities. The
authors suggest that adding tuberculosis diagnosis and treatment to rural
‘yj?j - medical care services costs almost nothing (B58).
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Repeated tuberculosis surveys of the pédiatric popdiation in India ._ fﬁ
over a period of 25.years has proved the value of BCG vaccine, particu-— .

~ larly in malnourished children. In older children, chemotherapy and BCG
. immunization on a massive scale has been valuable’ in the controlV of tuber-

culogis. However, tuberculosis control programs should be integrated with
general health measures and shoyld involve community health workers as part

" of the team at health centers in order to reach the rural population (B61). -

SUMMARY AND CONCLUSIONS S

. -

£

_ A review of the literature which deals with communi able disease;con—"
trol program planning and evaluation was made. The books, monographs, and

papers which have been published on national health planning methods include

sufficient detalls so that the methods can be understood and probably followed.
The literature contains little about implementing plans once they have been .

" developed: this is a rather important omission. Discussions of evaluation
" methods are rather moré limited than descriptions of ‘planning methods.” A

generally accepted viewpoint is that if one has planned carefully; developed s
measurable objectives and gathered data during the operation of the program, "

" then evaluation is carried out by utilization of the same indices used to

plan the program but with the updated information gathered. This concept is
rather 'faulty as a simple reading of Section IV (Evaluation of Health Programs)

will show: measures of the efficiency and effectiveness of program services,

for instance, are not usually available during the planning stage and even if
they were, might not be used for planning purposesr '

There is general agre~ment among authorities that data are vital to both
planning ,and evaluation and further that useful data in developing countries
are scarce. However, the requisite data are described in elaborate detail as

" are the modern techniques that can be used to acquire them. . of course, like’

most ocher,ghingé in developing countries, trained personnel to design data

~collection systems or surveys are limited, but WHO may be .able to supply both.

consultants and computer programming and processing services. Some very useful
mathematical'modgls which ¢an be used to choose the best.program strategies are .
also described. _ , _ _ - .

The literature on communicable diseases is primarily devoted to small
segments of problems with specific diseases in limited areas.. Planning and
evaluation of comprehensive communicable disease control programs are pot the
subject of many published papers. Moreover, the planning literature offers
conflicting points of view: many authors recommend planning on a national
basis only in order to make the most of scarce resources; others insist that
it is not possible to set priorities and attack all problems at once.

The major difficulty the potential planner of a communicable- digease .
control pfhgram faces is the sheer bulk of material that must be read and
wedghed before a decision can be made. If advice on national health planning
is desired, a few basicgmonographs present almost all the methods currently
used. No such publications deal with communicable disease control program &
planning and evaluation at the present time. This deficiency is due primarily
to the marked variations in the incidence, severity, and patterns of infectibus_
diseases’ which are encountered from countTy to country. ( o "L
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- Abel~-Smith, B.

AN ANNOTATED BIBLIOGRAPRY . . p)
: . FOoR ‘ S
CQMMUNICABLE DISEASE .CONTROL & | : &

4

An Interﬂatiaﬁal-Stu

- of Health

'The‘authof'collected‘data from Eﬁout 26 countries in order to dete?mine what .
proportion of funds in any country was spent on health. Not all information

' - sought was provided by each country. This study was undertaken because it is

- not known if changes in health services affect economic growth in developing

countries, and b

ecause in order to allocate scarce resources certain basic in-

 formation is needed: '(1)'the-propprgion of total resources in the country al-.
. ready devoted to health; (2) the proportion’of resources given to health by.

other Gountries

at a similar level’ of development; (3) the share of budgets.

~actuall¥ﬂ&pent on health by different countries; (4) contributions by other

(5) the proportion of Funds given to preventive and curative services;

- and (6) the prpportion devoted to education, training, construction and speci-
fic _health campaigns. The author found it noteworthy that even  these basic

data were not easily or at all available. The percent of gross national prndhcf"A

- glven to health

greatest component. :

' .

Az,

services varies from 2.5 to 6.3: hospital expenditures were the

L4

» oo .
.- .
LI

. Abe1~smitﬁ..3; ‘Hﬁat:Prioriti Health? Tasks'and Priorities 1n.thé§0rgdniza¥t ’
tion of Medical Services. Israel J Med Sci, é(3&:350-§67, 1968 . , '

*

The thesis is prééented that historical and cultural factors have shaped health

planning in the
ning which takes

developing‘countries. That procedure should give way to plan-
into account economic factprs,and,qu&ntitatiVE‘background in- . .

formation. Equally, measurable objectives must be established and weighed to -~

determine which

are the most valid when resources are severely limited. For

example, the economic¢ burden of chronic disdbility may be far'greater for a

community than t

' bg maintafiped but chronically disabled individuals do. Costs for preventing <

.various diskages
effectively.

A3, .

Inecisive look a£

Y

he burden of premature death S{nce those who die do not need to

and deaﬁhs are required in orddr to set objectives and plan -
) / . ’ Coe MY .

1

hY . . _ : e

N .

- . - Abel-Smith, B.' Health Priorities®is Developing Countries: The Economist's
"+ Contributioen. Int J Health Serv, 2(1):5-12, 1972/ ot » .

the role of economists in heai;h plénniés. The éuthor‘deplores

-

. : - - . ‘ . ’ .
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- the burgeoning model building and jargon which chscures a wellknown fact' "Before

we spend money, we should think out carefully what we. expect to get for it." '
This is at the bottom of rational planning in health--the difficulty in applying N
the' yardstick is that physi ians and other health workers refuse to think of mea- -
suring health in crude economdc term®. Some _acceptable measure of health output
must be found. The author suggests that progress can be made by a study of the.
total effects &f particular programs: 1t is unrealistic to belfeve that health Y

- priorities can be determined for all programs in a given country say, at the ’
present time. The author illustrates the value of cost-effectiveness ‘studies
by using as an example the_expansion of medical education in developing countries,

. +, which could be contribdting substantially less .to health than 1f the resources .
' were used in alternate ways. ° . . . _ .
. ' ) ;.‘
AA- - . ‘ . ' ) — v [
e " Armitage, P., Linder, F. E., Manceau, J. N.,-et;al.“;Sampling Methods in Morbidity
. Surveys ‘and Public Health Investigetions. WHO Tech Report No. 336, Geneva, 1966,
29 pp. P . oL . _ |

' . * s
Good discussion and description of sample surveys as a means to investigate var-
ious aspects of a population’s health. The advantages of sampling over re-
S _ gistration systems are noted: speed, adaptibility, better quality data, cheaper.
’ In developing countries surveys may he the only way to obtain data since maybe
. .no permanent statistical system is in uperation.. The paper.gives a clear, non-.
technical description of the various aspects of sample design, selecfion and
“size determination. Sampling and non-sampling errors are discussed as are meth- .
ods to deal with these errors.  Included also is an outline of how to analyze, S
evaluate and report sample results and how to generalize fram sample estimates
o to ¢he population. : :

t

- Barlew,gk.. Applications of .a Healtb Planning del in Horbccu. Int J Health
Services, 6(1) 103-121, 1976 b -

H .
U (1 : . -
. fu"'.‘:\ . .

Gocd'pqper which argues that public § i g&planning shculd be gui&éd by the prim~ "
c sle of output maximization. The objlectiVes of the health sector (program) ' ’
hduld_be’ specified and measurable forms of output sshould be Herived m the -
statements of purpose. ' The objectives and output- measurement and the contribu- -~
tions that various comBinations of imputs make toward.output, allow calculation
. of that use of available inputs which will maximize owufput. Included is _a‘'dis-
"cussion of the objectives or forms of output in a public health System both. human-
itarian and economic. A mpdel of such a system for an underdeveloped country is
- " constructed which identifies the relatiomships which must be knownggf -spending
- - decisions are to succeed in maximizing output. ‘Th the Moroccan model, the res-
pective contributions of general hospitals and of mass vaccination programs to- ’
‘f‘ward the objective of reducing mortality are estimated. The preventive activi-
. . % ties (mads vaccinations) are found to be a much cheaper way of saving lives than
- - — are the»curative activities (general hospitals). - , .y : _ ) v
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‘Barz{lai, I. Some Reflections on Developing Health Services. Israel J Med Sci,
4(3) :384-389, 1968, o o ) o oo ,
Some scattered comments on problems in the developing countriks with relatiom to -
the development of health services. He touches on the scarcity of personnel,

. funds, technological knowhow and, despite these deficiencies, -the necessity to
continue to plan with whﬁtéVer‘meang.are availlable, rather than do nothing,.

':'x . ] . & - o *

. *
- ‘ 4

© AL : - SIA T

Bengoa, q;M;,'Beath,-G.H.. Some Conce ts'and'Practical Considerations in Plan-
ning and Evaluation. WHO Monogr Serx 13222, 1976. o, -

Useful article .on planning and evaluation. Author indicates that a strictly
empirical approach is fio longer acceptable. Judgments must be_ made and plans
prepared only after careful review of the best information available. In addi-
-tion, the quality of the available information must be continually upgraded.
Five basic steps in the planning and process are defined: . :
1. identification of the problem and definition of objectives; :
2. determination of alternative solutioms; : : . ¢
3. sconsideration of the suitability and relative costs of various solu-
tions for particular communities; s ' -
4. selection and implementation of programs;
5. provision for evaluation, . . ‘ § ' o
The author also stresses: that planniiig is not a one-time activity: 1t is a-
cont inuing process that permits and éncourages modification of program approaches
as conditions and raesources change." ‘ . . .

r

A8,

Blum, H.L."friorggx Se{}ing‘for Prcblggs!-Solutions, and Projects by Means of
Selected Criteria. Int J Health Sci, 2(1):85-99, 1972, - L

Iﬁterestin& paper which offers a 1list of criteria and‘a weighting scheme for
use with the suggested criteria in sett’:iﬂg priorities for health problems and - |,
their pgssible solutions. The criteria, absolute weights for each criteriom

and a rating scale are given in a table. 'The criteria are divided into 4 groups:
technologic. aspects, health aspects, general social concerns and planning con~,
cerns. Fifty-three criteria are l{sted in these 4 general groups. They act as
reminders of things which should not be forgotten in planning or seeking solu= .
tions to problems. The criteria, hbwever,rare'probably not teo useful for de-

k\_~_‘%glgping countries where the health problems of most immediate concern are ap-
arent. . . . :

‘F

A9. | | L o R

Brotherston, J.H.F., Cerkovnyj, Cs:, Ferrero, C., et.al. Statistical Indicators

- for the Planning and Evaluation of' Public Health Programmes. (14th Report of
the WHO Expert Committee om Health Statistics). . WHO Tech Report No, 472, Geneva,
1971, 40 pp. - ) ‘ . : '

Excellent, cbmprehgnsive discugéion of the %Ends of data needed for planning and
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evaluation of health programs. Defines health planning, kinds of health planning

and how the process proceeds. Suggests a more scientific approach based on ap-

propriate methods and typeg of information is needed. Discusses evaluation and'

its problems, the kinds of evaluation possible and the kinds of data quired

to make evaluative judgments. The most effective and productive planning. approach

is that in which planners and statisticians work together. Reviews the kinds of

o data usually available in some degree in various countries but also indicates

S characteristics of the data which make it most useful for planning. Health in-

C formatidn systems for planning purposes are described alsp: mnine kinds of data
should ultimately be included:in such systems and they may be collected by a
variety of methods. ‘ -

© i AlO. , . ‘ . .

'Cattét,:L.J. Development in the Poor Nations: How to Avoid Fouling the Nest.
Science, 163:1046~1048, 1977. . ' ) ‘

.

The author points’ out that little thought has been given to environmental pro- -
blems that headlony development of poor nations may bring about. The price of ﬁg}{}
development has included pollution problems, loss of farmlands and habitat (for '
people as well as wildlife) and even ‘the spread of disease. :He points to the

need for ecological studies and careful planning. He alsb describes conferences

convened to review this problem and presents many examples of environmental pro-

blems resulting from economic development projects. . Pressure ¢an be exerted by

- international aid-granting institutions for developing countries to plan better-

but it is eonsidered ikely that governmment agencies such as AID can because
- of the political cons rations involved. Ultimate solution may lie with pub-
. lic awareness and pressure plus research and education.
. . ] ‘ . : , 7 ) ]
All. C - _ o : e

Chiahg, C.L. Thé Making of Annual Indices of Health. Hé&lcﬁ services Res,

Starting with the thesis that mortality can no longer be regarded as a sensitive
indicater of those faétors which affect a community's health, the author devel-
ops a stochastic model which recognizes various states of health as well as death.
The central concept is that health is a continuum which extends from some optimum
- gtate of well-being to death. - The health spectrum must have the following pro-
perties: (1) the states must be clearly and unambiguously defined both concep-
tually and operationally; (2) the states must be mutually exclusive and exhaus-
tive; and (3) the operational definitions of states associated with the health .
spectrum must make it possible to collect reliable and valid data. While the /.
derivation is complex, the formulas obtalned are not. However, data must be col-
' lected in order to use the formulds. The suthorsuggests surveys which record
i information over a six-week period on siccessive samples, selected throughout the
- year. Data collection should ‘include perspnal interviews at the start and end
¥ of the period and maintenance of a daily diary.

-

. "-
A412. Cruickshank, R.,(Standard, K.L., Russell, H.B.L. (Kds.). Epidemiology and
Community Health in Warm Climate Countries. Churchill Livingstone, Edingurgh,
1976, 492.pp. ' . - = '

'Interestiﬁg book which includes 39 chapters on epidemiology,‘plahn{ng and
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evaluation of control measures and descriptions, with epidemiology and control
measures, on various - communicable diseases. Except .for the* chapter on planning
and evaluation of contrgl measures, the book does not .deal to any great extent
with that subject. However, the chapter on plqnning and evaluation contributed
by B. Cjvetanovic ig brief but clear in outlining many of the considerations:which
are important in planning and evaluating communicable disease control programs.
Civetanovic stresses the desirability of continuous evaluation of control programs
in order to detect and correct weaknesses and the use of models to assess the
. cost-benefit and cost-effectiveness of alternative strategies. He, emphasizes also
the utility of simulation techniques which-are most readily adapted to computers
but which may akso be carried out with less sophisticated technology.

A

Al3, o Jf o | | .

Cvjetanovic, B. Use of Mathematical Models in the Plénning and Evaluation of Con~
' Infectious Diseases. J. Egypt Pub Health Assn, 47(2):121-

128, 1972,

Clear, well-written articig which makes a plea for use of practical cogt benefit
Aanalysis in the health field. The model is based on functional transcription of
the natural. history and4epidemiologicpl characteristics of the infeetious dis-
ease into mathematicaé formulas that are suitable for use in computers. - Popula-
tion states which nee .estiméteS'are:-_suSceptihle, immunes, sick persons, carriers,
etc. Transitions from one state to another are expressed in terms of proportions
or probabilities. ¥Newborns or immigrants may enter the population; deaths and
emigrants leave. Once all the relevant factors have been determined, computer
stimulation can be used to determine vhat happens with changes in any of the fac-
tors. These models are extremely useful tools for health planning and evaluation
as well as for cost benefit and cost effectiveness analysis. ‘While computers may
not be available locally in underdeveloped countries, they may be available
nationally, ‘ : : ' :

]

Feldstedn, M.S. Health Sector Planning in Developing Countries. Economica, 37:
139-163, 1970, , , * '
- This paper describes a method of allocating scarce health funds, manpower and
facilities of an underdeveloped country to different disease control programs
and individugl activities in a way %hich ylelds optimum reductions of mortality,
- morbidity and economic losses. The method uses a linear analysis of a given
health sector: a vector of inputs and a vector of outputs is associated with
.each health activity. This leads to an optim{zation procedure which uses®a lin-
€ar programming algorithm. The model is complex and quite detailed--probably
too complex to be utilized in the developing countries. P '

AlS. 3 - K

Fendall, N.R.E. Primary Medical Care in Developing Countries. Int J Health Sci,
2(2):297-315, 1972, ‘ ‘

#

Common tec all developing natioms are lack of financial resources and trained

.
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manpower, illiteracy, high fertility, a traditional society based on attachment to
the soil and diseases related to undernutrition, infections and vector-borne 111~
nesses. The distribution of well-trained medical personnel is poor. While there
1s no lack of knowledge or understanding of what to do about these problems, there

is insufficient application of such knowledge toward practical solutions. One can-,

‘not take a pattern of service froft one country and apply it in its entirely to an-
other. Principles and concepts need to be modified and adapted to suit local con-
ditions. Realistic planning of primary care will utilize non-professional workers

_ operating from planned centers. The pattern of disease in developing countries is
changing from highly endemic infectious diseases to epidemic outbreaks of some
diseases and with the increasing presence of non-infectious diseases. However,
major attention should be given to childhood diseases and those diseases assoclated

with poor hygiene and unsafe water supplies. - - : -

. Al6. ‘ - A '

Gordon Smith, C.E. Prospects for the Control of Infectious Diseése. Proc Roy
Soc Hed,‘63:1181-;189,_1970. - '

Sufficient knowledge exists to control many severe infectious diseases and this
has’'been accomplished in' developed countries. In many developing countries pro-
blems still exist because they are unable to exploit existing knowledge. Re~
search is needed to determine the costs of controlling and of not controlling var-
ifous diseases so that the best use can be made of the resources available. That
is, a method is needed by which priorities can be established logically. For res-
piratory diseases, the best control method, if available, is vaccination. For

< fecally transmitted diseases, environmental sanitation is the best method. Other
Lypes of infectious disease and their control methods are -also discussed. Little
attention is focused on how control of infectious diseases is to be achieved in
developing ccqgtiies except through the assistance of prosperous, developed coun-

. tries. '

4
-
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Gupta, R.B. Impact of Partial Elimination'of,Specific Causeslof Death 6n the
Human Survivorship: ' An Indian Situatiom. Ind Jour Pub Hlth, 19{1):11-¥%®, 1975.

Using methods developed by Bayo, Greville and Forden, the author examines the )
effects on the expectatidon of life at birth and at various ages of the elimination
of particular causes of death--complete and partially. Findings show that the
maximum gains in expectation of life at birth would be achieved by elimination of
diseases like cough and fevers. - Elimination of infant deaths aloné also adds sub-
stantially to the expectation of life at birth. A 50% reduction in all causes of
death would add about 10 years to the expected length of life at birth.

t

A18.

Hedrickse,rk.c. Health Probleﬁs in Pre-School Children: (6) West Africa., J

Trop Ped, 14(4):253-256, 1968, Z

The autiit¥~describes a broad spectrum of bactérial, parasitic, viral, genetic and
nutritional diseases which affect the health and dgvelapmen; of West African

..



pre-achool children. He mentions also that non-medical problems, primarily econo-

mic and political, also disrupt life in the developing countries of West Africa

and affect the health of children. His belief is that a national network of basic .
medical unitg which are accessible to the majority of the population and geared to
curative and preventive medicine are needed. While he recognizes the value of
immunizations, he suggesats they are not better than food. He states his view that
only when basic medical units have been widely established throughout. the rural

areas in West Africa, will malaria control, on—going immunization p ograms and
nutritional and health educstion, so vital for the public health in ‘general and
children in particular, become really feasible. ' ' :

L]
A . -
>

Al9.

. ‘Hilleboé, H;E., Barkhuus, A., Thomas, W.C. Approaches to Néticnal Health Pianning.
;f Public Health Papers No. 46, WHO, Geneva, 1972, 108 PP. )

A valuable publicggion which gives a philosophical background for health planning
-and illustrates health planning in varioys parts-of the world: India, Russia;
Sweden, South America,.United States, Peru, Taiwan, Turkey. Also distinguished
are pragmatic and systematic health planning_appgoaches;,or what is called the in-
: tegrated approach. The authors point to four steps required for planning to be
?//r‘. complete and effective: (1) need accurate, relevant'data; (2) the desired ends
' must be identifi¢d as a result of problem analysis and in the light of explicated
~values; (3) feasible and satisfactory, 1ir not optimal, thoices have to be made
among available alternatives; ,(4) projected actions must be understood and ac-
cepted by those who will carry them out if they are to govern organizational be-
ILB'VLDT. - )
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ﬁ.ﬂééﬁdﬁﬁ, B.E.C. Organization for Health. Léncet,‘11(7941):915:916, Nov. 8, 1975,

The*duthor suggests that it ts widely Belleved that investment in pr,vention_at A
an increased level would lead to a reduction in the cost of hospitals and other,:.-
curative centers. However, he points out, it has not happened in the Third World.
Examples of preventive measures which subdtantially reduced disease in industrial-
1zed countries are given,%'tt is -alsc noted that prevention was not only better
than cure, it was the only practical thing to do because there were no cures. In .
developing countries now the choice in controlling disease lies between the im--
provement of sanitation and the provision of immunization or the use of a wide
spectrum of efficient drugg. The 10 cardinal purposes of a health service in de-
veloping countries are 8 preventive and 2 curative yet the 2 curative absorb 80%
"of the available resources. Thée author suggests a reorganization of health ser-
vices to distribute funds equitably between ﬁ_major health functions: food, en-

- vironment, preventive health and curative services.’ :

.

A21 . B ( L i

Idrisé, A.A, Lolik P., Khan, A., Bényoussef, A._ Sudan: National Health Programme "
and Primary Health Care. 1977/78-1983/84. Bull WHO, 53:461-471, 1976. .

In 1974, the Sudanese Government devéiaped a 7éyeér‘héaltﬂ.plan for‘the period
1977/78-1983/84. In that plan 8 priority programs in health and rural development

- -
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. .
were speci%?gig Primary health care, malafig} schistosomiasis comntrol, safe water,
environmental Yealth, food, onchocerciasis, the last relates to primary health
care for selected regions, especially to those areas where the population is pre-
dominantly rural and nomadic. 1Im this article, the methods used in formulating '
the primary health care program are discussed. The general approach followed was * -

. first to identify the health related problems of prime concern. The second was °
to analyze the problems identified by use of the relevant data available on demo-
graphy, economic and social development, health (including facilities and person-
nel), environméntal health, unit costs and the policy for development of health
gservices. Criteria for defining problems were established and weighted; objec-
tives were set and health strategles determined after analysiq‘of constraints
which might affect proposed activities. 8 :

: o
A22, .

' ‘ . .
Isely, R.B., Martin, J.F. The Village Health Committee: Starting Point for Rural
Development. WHO Chron, 31:307-315, 1977. .

~ This article describes the successes and setbacks encountered in a project in
which village committees were established and put into action in south—gentral
Cameroon. 39 village health committees were established in a 2-year period. The .
 committee is an organization of village leaders that assesses the-health needs of
the villagers, jdentifies health problews, plans and implements programs to deal .
with these problems and generally promotes the well-being of the population. Ex-
perience with these village health committees in this project leads the authors .
to conclude such committees can genetrate purposeful and effective action--latrine
construction, water source protection aqg'simfiar projects. The committee is also
of critical importance in legitimjzing health-promotion activities that might ecause
resistance if they appeared to be imposed from outside. The committee also seemed
to have a catalytic effect on other aspects of village life. Thus the village
-health committee is a feasible startinglpoint for integrated rural development.

A23.

.

Jongalwalla, N., Abel-Smith, B., Hilleboe, H.E., et.al. Nafional Health in De-
veloping Countries. (Report of § WHO Expert Committee). WHO Tech Reép Ser No.
350, 40 pp. 1967. - . . oo

" Excellent review of the situation in developing countries with regard to planning.
Outlines the characteristics of developing countries which make planning difficult,
how health planning should be)organized, planning methods and the training needed
by health planners. Health lanning suffers in developing countries because of -
communications difficulties between regions, soclal groups or sectors of activities.

' The consequences are difficulties in educating anvilliterate population in health
matters, the limited ability of the marketing structure to provide the populdtion
with supplies adequate for their needs and an outmoded agrarian structure which
impedes the production of food. Uneven economicidevelopment has produced stand-
ards of living so low that even the more elémenfaxy health needs cannot be met.
This leads to a vicious circle of poor nutrition and low productivity, For these
reasons, plans for health services should be closely integrated with the plan for
the whole economy. C
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;Krishnaswamy; A.K. Economic Aspects of Communicable Disease Control Programme.
Indian J Pub Health, X1(1):28-31, 1967. o o ' .

This paper is a summary of the Papers given at’a symposium on factors in‘ socio-
economic development and its affects on communicable disease control programs.

The paper is not very.informative and in some instances the passing of 10 years re-
versed achievements made a decade ago. Smallpox is all but eradicated today while
malaria has recrudesced; the viruses of hepatitis A and B have been identified _
though immunization ands specific therapy are still unavailable.  Many diseases re-
- main significant problems: tuberculosis, hookyorm disease, malaria are a few and
provision of pure water and disposal of sewage remain serious problems for much
of the worl. _ : e

A25,

Liang, M.H., Eichling, P.S., Fine, L.J., Annas, G.J., Chinese Health Care: .
Determinants of the System. -Am J Pub Health, .63(2):102-110, 1973.

. Few statistics on”pedble treated, diseases diagnosed, etc. are available in China.
Therefore, this article is valuable only because it points out how little is known
about disease. in China at present and how much information about disease incidence, !
‘Prevalence, mortality gnd health servgées generally is unavailable. It follows.
that estimates of how much health and wedical services have improved are unreliable.

AZ6. | ’!‘ o o - |
Lopes da Costa, 0., Halter, S., Lutwama, J.S.W., et.al. Training in National Health
Planning. (Report of a WHO Expert ommittee) WHO Tech Rep Ser N;Q 456, 1970, 59 pp.
Discusges in some detail the kinds of personnel needed in health planning and the.
type of course work which should be included in training. Throughout the emphdsis

is on national health planning--an activity 'which must be integrated with econo- ‘
mic and political factors in any gfven country. A general model of health plan- ,
ning is preserited: {t includes 12 basic characteristids. Planning for health is:
Iinked with other sectors of society concerned with socio-economic development;.
planning 1{s under the charge of political executives or administrators; planning
involves a plurality of insights--health professionals, economists, systems ana~-
lysts, politfcal analysts, information sbecialists and social scientists; planning
must use ¥rational -and explicit methods; planning is integrally linked with exe-

cution and evaluation; planning 1is dymamic and is being continually revised in the .

light of new information. These are probably the most important characteristics
of national health planning. . '

! A27-

Mahler, H. WHO at the Crossroads. WHO Chrom 31:207-238, 1977.
‘ , ' . S "
Interesting article ‘about WHO's plans for health expenditures and activities for .
1978-1983. Actuél amounts budgeted for each pProgmm are not given-but goals are
* defined-~long and short range--prioritias are stated and the strgiegies to be used

42 ' :
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outlined. The health program for the next £ive yeays is subdivided into six major
areas of concern: (1) development of cagfrehensive _egléﬁ,services; (2) disease
prevention and control; (3) promotion of qnvironmental health; (4) health man~
power development; (5) promotion and devélopment of biomedical and health services
- research, and (6) program development and support. The long-range goal of WHO is
stated to be an acceptable level of health for the entire world population by the

year gODO.

[N

A28,

Manuwa,'s, Mass Camggigh.As an Instrument of Endemic Disease Cbnfrbl in Developing -

;Chnntries. Brit Med J, 4:634-636, 1968. : _ .

"In the underdeveloped areas...release of the countries from the tangled undergrowth
of magss disease is a prerequisite of development... Somehow governments will have

to findce the capital requirements of health,"--United Nations (1952). 1In de- -
-veloping countries communicable diseases occur in the mass and must therefore be
dealt with largely in the mass by means of mass campaigns. These campaigns must
 embrace a total and rigid geographical coverage of the population at .risk and also
"of future additions to. that population by birth, fsmigration, or both. The prin-
cipal aim of a mass campaign is to achieve a speedy interruption of the cycle of

 transmission for, the disease under attack.  The methods which may be used are:

" (1) exterininating vectors; (2) destroying the agent; (3) destroying the interme-

diate host; (4) increasing the rggistance of the host; (5) improving the environ-

. ment to reduce exposure. ‘It is most economical to attack one disease at a time
and it is also more effective in building up a trairied program. staff.

-

A29.

Measures of Health Status (Editorial) Ind Jour Pub Hlth, 19(1):1-2, 1975.

Pist measures of health have been crude: age-adjusted death wates, infant mortal-
ity rates and expectation ofalife. A study of such indices by a WHO .study group
recommended only three generally accessible mortality measures as useful to mea-
sure a nation's health: (1) expectation of life at birth and at one year; (2)
crude death rate, and (3) the proportional mortality ratio. These measures fail.

to provide an index of the well-being of people. Currently, more attention is given

to the economic and social consequences of illness in evaluating health levels and

" . the importance of health problems. Their consequences include not only death but .

prolonged disability, reduced productivity and the need for care. Morbidity them .
should be included in a measure of ‘health but as a concept it should incorporate '

the disabling consequences of disease and injury."Such information can be ob- %

. tained from agpual health interview surveys.

-

f

A30. . - s

¢

" Mendia, L. Environmental Health in Developing Countries. ,Israel J Med Sci, 4(3):
415-527, 1968. o ) S . . :

Not generally useful for commmicable disease program planning and evaluationm.
Notes that more modern view of healt is not absence of illness but a broader one
which encompasses physical, mental social well-being. - Does note that problems
common to all kinds of environments are water supply, sewage disposal, solid waste
disposal and housing. . S ' -
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- Montoya~Aguilar, C. Health Goals and the Political Will. 'WHO Chron, S1:441-448,
1977. - ' \ _ c ' '

-

All over the world, peopi:\gre expressing the hope for better health, yet plan-
‘ning 1s clearly necessary for those hopes to be realized, Planning in turn can
be successful only when governments have a clearly stated and understandable
health policy and when health plans lie within the framework of that policy. Too
often health and other policies are faultily generated; inadequately expressed;
internally inconsistent or inappropriate to the real needs and demands of the
people. | As a result planners and other administrators aye often misled and they -
fail to {influyence policy towards what is possible; efforts and resources are
wasted and ‘the, community is deceived. The author suggests that a scientific ap-
rroach fo the understanding of policies is needed so that policy can be influ-
enced an intelligent way.. The author presents a scheme for review and analy-
sis of national policy based on the tenets of political science. Political.
science eventually then will play a role similar to that which epidemiology now
" plays in health planning--helping to explain the problems and find their
solutions. . : ‘ : : ‘

- \ ‘ - . ) . _ ——
L \ - ‘

a2, . . S y

Olivier, L.J. The Economics of Human Parasitic Infections. J Parasitenk, 45:
. 197-210, 1974. = ¥ = , 3

A platitudinous paper which concedes that the consequences of disease and their
control are part of a complex which involves many social and economic factors:

. theréfore the consequences of disease should not be measured without comsidering
.those related factors. The parasitic diseases are considered not only because -
they simplify a complex subject but because  they tend ot be chronic and so may
‘cause great economic loss. However, the author feels that the evidence of ero=~
nomic impact is inadequate. He.cites 7 ways that parasitic disease can have
economic consequences but points out that economic factors also influence the
prevalence and severity of parasitic infections and also aFféct the success of
control programs. Better data on the economic impact of parasitic disease are
very badly needed. These data should be collected by teams composed of ecomo-
mists, statisticians, disease experts and others who caf}y(out surveys in highly
endemit areas.- ‘ - :

e ,
A33. ‘ S

Pandit, C.C. " E¢onomic Aspects of CommunicableﬁniseasesACdn:rol'Program. Indian
e LAY

- J Pudb Health,*ll(l):ZSsBI, 1967. : )

This paper summarizes tﬁe pépers given at a symposium on factors in socio~econo- .
mic development. Because of that, the paper is quite general in summarizing ‘

‘achievements made in comtrol of communicable diseases in India over the previous

50 years. E ‘ ' :

.

3
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A34. s

Popov, €.A. Principles of Health Planning in the USSR.: Puhlic Health Papers NO.
43, WHO, Geneva: 1971 172 pp. T
A detailed desoription of the health planning process in the Soviet Union. De-
fines health planning and gives principles of health planning as well as the types
of data needed to set the planning process in motion. Discusses priorities in
health planning and someleconomic principles utilized 'to set priorities in the
USSR, though the author does point out’ that health planning is not done for ecomo-
mic reasons only but for humanitarian concerns as well. Health planning in the
Sovigt Union is analytical primarily but other methods are also used: expert
evaluation based on pre-set norms; cost-benefit analysis; balancing of needs and
resources; optimization of pay-off for expenditures; mathematical modeling; com—
puter simulation; operations and systems analysis and queuing theory, By and
large, the Soviet experience and expertige is too sophisticated for wide applica-
tion to the developing countries. Those lesser developed countries have neither
- the technical nor. financial resources to make it possible to utilize the techni-
~~ques described in this monograph. Furthermnre, they-do not have the extensive
data which also makes it unlikely that they can a?ply sophisticated methodology
to planning. 3

o

Otolorin, M.P. Priorities in Medical Services. Israel J Med Séi, 4(3) :368-383,
1968. ' T ' . A ’ ‘ - : ~

. . - T . . . . 4
Reviews Nigeria's.experienissﬁith health planning and provision. of bedical ser-
vices. He suggests several principles used by Nigeria and indicates that each
country may have a different philosophy in dealing with health, but feels that
the following threé¢ points are of prime importance: * (1) the lans'must be capable
of execution under the system of government which exists; (2) other basic services
. must be ‘developed in parallel with health services--good water supply, good hou-
sing, good education, abundant food and optimum Jaber conditions; (3) in devel-
oping countries where a good proportion of deaths is due to preventable diseases,
preventive measures must be given the ewphasis they deserve. Other factors ,
which must be understood and taken into account 1in planning are finances; train-
ing of pergbnnel; specialists and super-specialists; and finally mobile healﬁh‘.
teams. : ) :

+

A36.

. . (Y
. - ’

' Raska, K. Concept of Epidemiological Surveillance of Communicahle Diseases.
~ Israel J Med Sci, 4(3) :402-414, 1968‘ ‘ : . , | o ‘

This paper presents a broad definition of surveillance as followe- "Surveillance
thus means the epidemiological study of a disease as a dynamic process involving
the ecology of the infectious agent, the host, the reservoirs and the vectors,

as well as the complex mechanisms coneerned in the spread of infection and the
extent to which this spread occurs.” The author suggests that it's not enough to
enumerate the number of cases of a disedse which occur, in what age groups, sexes,
.soclo~economic groups, etc.; it 1is important to study the comditions which

favor the spread of infections, the animal reservoirs, the vectors as well as
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- their biological properties and their resiatance to inféction in reservoirs or’

S to insecticides in vectors, Other factors alsc merit attention: events which

L ~.may influeace the,spread of infection and the incidence of diseases such as social
' and ecqnomic changes in the country, population movement, large industrisl and '

agricultural investment projects, and international trade. '

~

Al37.

Rice, D.P. Jﬁgtimating the‘gégs of - Illness. Heésth Economics'Set;es‘No. 6, PHS

‘While genmerally mot applicable to the developing countries--morbidity, mortality .
and cost data are unlikely to be available in those countries--the publication
suggests some measures to be used in evaluating health programs. :

a

A38.

~

b
Shepafd,‘D.S., Neura, R. A Pitfall in Sampling Medical Visits.: AJPH, 57(8):743-
i 749, 1977. . . ~ - . _ : : . .

Health planners often need estimates of the number of people with particular con-

- ditions seen annually in clinics. Ordinarily, these clinics: do not have a patient
roster from which a sample can be drawn and so the alternative of drawing a sample
of patient visits is often used. The authors point out that such samples may be
biased because patients with more frequent visits are ovér_represented.'.The au- .
thors present a weighting procedure ip which each sampled visit is weighted.in-
versely to the number of clinic visits made by a given patient during the sample
period, which avoids the bias inherent in the sampling method. -

A, o ] - o

Snyder; J.C. Population and Disease Control. Am J Trop Med & Hyg. 21(4):386-391,
¥ 1972“. ’ . . . ) . . .

Quoting Alexander Langmuir, the author states "...the most important health pro-
blem in the world is population; the second is nutrition; the third is tubercu- .
losis.;' The author, sketches the growth of population in three types of societies:
high birth, high death rates; high birth, low death rates; and low birth, low
death rates. His conclusion is that the process of demographic transition to low
birth and low,death rates must be completed as quickly as possible for the two-
- thirds of mankind now in the first two categories, and that is no simple matter. -
His solution is that fertility co 1 services should be an integral part of

-basic health care for families ev here, in all socio-economic circumstances.

In addition’ resources and ingenuity should be used to deal more effgctively with

the common causes of illness and disability whether or not the conditions lead

to a fatal outcome, since improved control of disease and disability will contri-

bute importantly to the stabilization of the world's’#opulatien. -

) L]
- - .
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A“o . ' . . : oo

swift, P.N., Hamilton, P.J.S. Evaluation of Pedistric Care from Routine Hospital
Records: Report of a Study at Mbale, Uganda. J Trop Med Hyg. 75:300-315, 1973.

Because the existing hespital record system was inadequate for the purpose of im-
proving standards of care, a’study was made of 10,125 in-patients under six who
were discharged from Mbale Hospital between June 1, 1969, and April 30, 1971

(23 months). The existing cdse record was used but the accuracy of data-entered
on the record was checked on daily ward visits and on discharge or death by the _
clinician in charge. The case record was used as the primary document from which:
data was extracted. A comparison of the data obtained by the study with that of
the hospital records system for a 12-month period showed vast discrepancles in
diacharge diagnoses and in deaths. Comparative data, presented in much detail,
was highly informative about seasonal variations in discharges and outcomes, age
and sex of patients, distance from hespital, length of stay, bedr occupancy and
various other factors. It was: found that the data were quite valuable for medis
cal care planning. . :

/v,'

) . . ) b . ) .
Tell, R, A Realistic Approach to Health Planning. Hosp Adwin, 14(4):90-98,
- 1969.. ' o . S . _

..

Another paper with some good general comments but nothing substantial for the
neophyte. "Realistic health planning is within reach but awaits the realistic
health pl3nner," the paper proclaims. Realism implies avoiding planning mytho--
logy such as that planning is a science, or that pﬁanning principlesijare - immu—~
table. ‘Instead we should realize that the principles of planning, if accepted,
should be seen as temporary insights into particular problems at a specific
time and therefore are always subject to change. ; - A

v . [

A4l | C S

' Thomas, W. Healcthlanning and Realism. Hosp Aﬁmin 1&(4):16434,‘1969.

This paper is much too general to be useful: 1it)discusses various eyﬁplhn—
ning and gives some definitions but nothing veryispecific. Exampf Planning
is 'to promote. rationality in the use of*agpropri te means to aécomplieh the end
in view; planuing .should maximize the chances of lsuccess; planning should be
-systemstie fn the use and Interpretation of data;|rationality, is irrelevant to
the thoice of goals--it has to do only with'the relationship between means and

goals; goals are generated in the community while\planﬁing merely discovers these

goals. - ) \ ‘

A43. - e - | .\ '

| ¢

Waksman, B.H.  Infectious biseese in Afriea. A Peréonal Viéwpoiﬂf of ‘Research
and Control'Heasures. Yale J Biol Med, 48:239-249, 1925.

The author discusses his impressions of research and control measures for in-
“fectjous disease in Africa after a six-week tour in 1974~75. He pcints out

T

- -



b

A

- Health and Medical Practices. N Eng J Med, 296(-13) : 716-721, 1977.

. cation of resources bé“guidgd by considerations of cost in relation to expected

] .
‘ . . B ' ’ . X X C -
[y

- « . . .
many problghs, scientific and non-scientific, which hamper efforts to control in-
fectious diseases, Some of these: problems are: poor communications due to a
large group of independent blocs; a welter of aéencieéJaré involved in the work
and they funnel most funds through a limited number of medical apd .scfentific in-

~stituc16ﬁb. Political change greatly affects work in progress and. often brings

. it, tq a complete halt. . Difficulties ariSe also from a lack of coordination among
{ b

government agencles, unwillingness of educated Africans to leave ‘urban centers : ..
and ‘the breakdown of equipment. The problems though large are not.totally in- : '
soluble. The author stresses. that infectious diseases of animals also need at- _
tention and that malnutrition and overpopulation, because they . go together, are o
-as important as’ infection in killing children. o ' N '

Adh.

Weinsten, H.C., S}ason;_H.B, Foundations” of Cost-Effectivedess Amalysis for

. e S i, .
Limited health-care resources make it impefative that decisions about the allo-
benefits., In. cost-effectiveness analysis, the ratio of net health-care costs to
net health benefits provides an index by which priorities may be s@t,_ The meth-
ods described are not particularly complex or difficult but they depend on.esti- -
mates ‘'of ‘gosts.or- actual costs and data unlikely to be availsble in most develop-

ing countries. However, the idea is-useful and applicable. to a wide’ variety of - | \' f
\Problems. - ' e b - . ' o : A
(A4S, o i -

. . X i . . .o B . . R Lo ]
White, K.L., Henderson, M.M., (eds). Epidemiology ag'a Fundamental Science. .
Oxford U Press, New York, 1976, 235 pp. : , r . | r—-—-q5‘

¥
F'S

B . . . . ¢ “ - . Pl . e

The book is a collection of papers on the use of epidemiplogy in health services
planning, administration ahd evaluation. Unfortunately it is.directed almost ex-
c¢lusively to examples and applications from the English §peaking developed coun~
‘tries.¢:Evalugtion gets little attention in this volume, so that there {s little.

of value for developing coufitries. What does seem clear is that money glone_does »

not insure good health eéven in the developed countries,

. .

X

[

A46. @ - v o

L T ) . : i . ' . . : e, ' o

Worid Health‘brganization. World Health Organization Publicatipns Catalogue, .
1947-1973. WHO, Geneva, 1974, 206 pp. T '
' . . ) . " - . ) ', ) . o .
Tﬂis catalog lgqts all WHO publications printed between 1947 and 1973. A réview
df the titles listed under communicable diseases, general and the various com— °
municable' disogse special sections indicates that no publications deal with ptd-
gram planning and evaluation. The ggction on public health administration lists
niné‘publications which deal with health planning but none deal with communi- -

y4cahle disegses specifically. .

-

., e . :.
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B2.

X

A4?. A : '

Zhdanov, V, H Tg;pical Diseases. Ierael J Med Sci, 4(3):390-401, 1968,

r
The author discusses the major tropical diseases which affect the lesser &evel—
oped countries. In this group he places cholera, smallpox, malaria, epidemic

j'helminthuses (schistosomatosis type)y-hemhorrhagic fewer viruses and trepanema-

toses.. In addition, malnutrition ‘and nutritional diseases are widespread in .
tropical lands. A plea is made that priority also be given to the establishment 1
of adequate national pubiie health services. _ ) - _ .

Bl S | | | S -

&

Brinkman U. K.( Egidemiolqg}cal Investigations of Bancroftian Filariasis in the
Coastal Zone of Liberia. Tropenmed Parasit, 28:71-76, 1976.

\

\
. Five areas along the Liberian coast were selected for a study to gain informa-
- tion on the prevalence of bancroftian filariasis. Surveys to gain similar infor-

mation had been carried out in 1947, 1950, 1953, and 1955 in four of the areas
studied in the present investigation. One of the purposes of the study was to
determine if filariasis had spread much. Where comparisons were possible, the

‘authors conclude cautiously, it did not appear that filariasis had spread much
‘(these data are not presented in the paper). However, the area with the highest

prevalence in the present study ‘was not surveyed in the 1250 s. Another question

' considered important by the Liberian Health Authorities was: Are the, rural foei

of filariasis a threat_to-the large urban capitol Monrovia? Again the data did

‘not give a clear afiswer. The authors estimated that 16,000 to 20,000 1ndividuals
"in a population of 71,000 are infected with filariasis ard that 2,500 to 4,000 -

men suffered with hydroceles and that 3,700 to 4,000 had elephantiaeis. There-
fore, bancroftian filariasis must be regarded as a- -health problem in coagtal

i

\
e N -

‘Hawking, F., Magaues,-R.J; Cohtroi of Bancroftian Filariasis by Cocking Salt

Hedicated'with Diethylcarbamazine. Bulletit WHO, 37:405-414, 1967.

?ilarial infection can usually be reduced to low levels by oral administration Qf
diethylcarbamazine in small-scale pilot trials.” However, in mass campaigns it .
is often difficult to perssade largé numbers of people to swalﬁuw the tablets.

- The authors believed that the compound could be incorporated into cooking salt in

order to
quine to ¢

vercome this difficulty. ™ A similar technique has beé¢h used with chloro-.
trol malaria. Laboratory trials showed that cooking the compound in.
food did not e it toxic or diminish 1it's antifilarial activity. A pilot trial
in Recife, Braz used 0.4% diethylcarbamazine for 40 days thea 0.1%2 of the
compound in salt for a year. This medication was simple to administer; quite *
acceptable to the subjects; caused no untoward effects and removed almost all the
microfilariae from the blood. The guthors recommend further investigation to

see if this method can be used for mass campaigns to control filatiasis.

%
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,‘~Gbmmunities in the central highlands apd sou;hwestern 1awlands of Ethiopia were .
surveyed for the presence of W. bancrofti. Volunteers from the highlands were .

B3.
McConnell, E., Asfaha, W., Dennis, D.T. A Survey for Wuchereria B‘androfti“in.-' e
Ethiopia. Ethiop Med J, 14:31-36 1976. . . : A

selected from adults who attended local health centers or who were in prison. In®
the lowlands,'volunteers were selected from the general population. Microfilare-

mias were detécted only among inhabitants of the southwestern lowlands. No in-
fections were fourd in the central highlands vhere bilateral elephantiasis of the

lower extremeties commonly ogcurs.

B4. o | | | | . :

- Breman, J. G., Coffi, E., Bomba-Ire, R.K., Foster, S.0., Herrmann, K.L. Evalua—

tion of a Measles-Smallpox Vaccination ggggaign by a Sera-gpidemibl_gjc Method. .

Am J Epidem, 102(6) 584-571, 1975

In ‘a rural area of the Ivory Coast during the maintenance phase of a measles-
smallpox vaccination program, 1,762 children from 0-72 months were inspected.

The campaign achieved a coverage of 53.6% of the children in the target group.

Initially, 94.6% of children in the study were susceptible to measles and after T

- vaccination 90.2% showed sero—conversion. .The authors found that a positive his- ' .

tory of prior measles or prior teasles-vaceination was not a good indicator of T
measles serologic status. The smallpox vaccination major reaction rate was 93

91.4%Z of children with a recent vaccination scar sero-converted to measles vac—

cine. Thus, the smallpox scar read at the second visit proved the best clinical

marker for determining both coverage and immunologic effectiveness of the cam-
paign. , - . N .

r 4

BS- . : . ) . .‘ " o .‘ " .o®

-

Chansoria, M., Taluja, R.K., Mukerjee, B., Kaul, K.K. A Study of Inmunization B .

B6.

Status of Children in a Defined Urban Population. Indfan Pediatrics, XII{?):
8?9-888“ 1975 '

A study of 2,249 children under 10 from 1,000 randomly selected families in

Jabalpur Cantonment indicated:&hat immunization against smallpox was satisfactory
(97.3%) but that for BCG, 'triple OPV and TAB/TABC immunization was poor (23, 12,

10 and 1X respectively). Revaccinations for smallpox fell sharply while those

for other vaccines were negligible. Immunization status and parental awareness

of the need for vaccinations was related to higher socio-economic status, com— {
munity, maternal literacy, nuclear family and infant delivery at a private nur-
sing home.

-

Cook, R. Immunization Programmes in the Context of Preventf§:‘;f Malnutrition.
WHO Monogr Ser (62) :268-276, 1976,

- The authar presents a divergent view of the value of immunization.and nutrition

(see Hendrickse, Stanfield and Bracken). He sees the diseases of childhood as .

S0 e R
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precipitating factors of severe protein-energy malnutrition and suggests that a
major obstacle to better child health services in developing countries is the ‘l
. heavy demands made on the available resources of both manpower and finance by
large numbers of cases of preventable disease. Immunizaticn. 'in his view, is’a
fairly simple and inexpensive procedure. It is difficult to reconcile these
divergent points of view especially as he estimates the cost of comprehénsive .
immunizatioh as between $1 and $2 per child and suggests that even in countries
where per capita health expenditure 1s low, such costs would amount to oply 2%

to 52 of the annual health budget. , .

. " ’ ) ) C
B7. LT \

AN ~

Deodhar, N.S. Immumization of a Village, a New Apprqach to Herd Immunity. Prog
Dtug Res, 19 252—256 1975.

¥

‘While imunizations-are ‘available-against various commmicable diseases, these
have generally been used on an individual basis. No serious attempt seems to be
made to utilize imminology as a measure to control the natural history of in~
fection. While {t is very diffjicult to immunize 100% of a population, it is
desirable to protect everybody from some infections. This can be achieved by -.
providing an optimum degree of herd immunity. This paper describes an attempt to
immunize 5 villages rather than the villagers, in the Poona district. The vil-~
lage people were involved at all levels of the program. Every household was con~
 tacted and cards were prepared for each family for ease of identification and
record of immunizations. On the day of {mmunization, local volunteers and field
staff ensured tiie attendance of all the children from the assigned area. Re-
- sults were 95% of children 5 and under received the fI&st dose of vaccine and
about 80% received the second dose. o ~

4
[}

. rvmaries, tin r/\
Grab, B., and Cvjetanovig B. Simple Method=tor Rough Determination of the Cost—

Benefit Balance Pointwof Ymmunization Programmes. Bull WHO, 45:536-541, 1971.
Funds available for health programs or the lack of them is one of the most im—
portant comstraints in planning health services. Limited resources makes it
imperative that such resources be used as effectively as possible. Selection of
the most profitable course of action is particularly important in developing
countries where the needs are so great and the resources to restricted. The
authors present a simple aid in planning control measures against acute com—
awunicable diseases of bacterial origin against which there are effective vac-
cines. To use the method some essential information is needed: (1) incidence,
if possible by sex, age, race, geographic area, soclal.structure, etc.; (2) cost
of treating a case; (3) cost of ipmunizing an individual and (4) vaccine ef-~-
fectiveness in.preventing disease and length of protection. With this basic
information, comparisons can be made in the costs of treating or immunizing seg-~
ments of the population. Nomograms are constructed and the method illustrated.

'B9. E

Hendrickse; R.G. Problems of Future Measles Vaccination in Develqping;Countries.
Trans Rdy. Soc Trop Med Hyg, 69(1):31-34, 1975.

The author discusses current beliefs about the benefits of measles vaccination



‘in developing countries.and states that he does not believe that vaccination will

measure up to expectation either in reshect‘of_reducing costs of treating the

gick or in reducing childhood mortality. He believes that mortality figures are

grossly exaggerated because they are extrapolated from hospital data, that a major

determinant of morbidity and mortality is protein energy malnutrition, and finally

freedom from measles will not guarantee the survival:of many children in whom the
¢  1nteraction of malnutrition and infection continues to occur. Further the cost

of the vaccine and the requirements for successful delivery preclude the general
™ use of measles vaccination in most developing countries. This ‘can be done only if

more rudimentary health services are nbt funded and. in the long run that would

prove wasteful and would fail. : _ ' -

B10. : S ‘ '

" Jhala, C.I., Goel, R.K.D., Dave, S.K., Dave, A:D. Morbidity Due to Poliomylitis
" 1in Urban and Rural Area of Gujarat in Pediatric Population—--A House to House
Survey. Indian Pediatrics, 13(11):821—825l 1976.

. .

In' a house-to-house survey, 10,000 households covering'51,393 urban inhabitants.
and 10,042 rural households (57,435 individuals) were included. A.total of

23,914 children under 8 were identified. Poliomyelitis incidence in those under

8 was 4.23/1,000 for urban residents and 5.8/1,000 for rural residents. Age {

at onset for over 95% of .cases.was under 5 years. .

B1l, , ' S A R .

John, T.J., Jayabel, P. Oral‘Poiia Vaccination:of Children in the Tropics.
L._. The Poor Seroconversion Rates and the Absence Of Viral Interference. Am J
Epidem, 96(4):263-269, 1972. . ' : o '

This study found, as had other investigators previously, that thé sero-conver-
sion rates to oral polio vaccine were unsatisfactory in hot climates. The study
reported here was carried out in Vellore, Tamil Nadu, India on a group of chil-
dren aged 3 months to 6 years. Among 40 children without antibody to polio
types 1, 2 or 3 after 2 doses of vdccine, seroconversion rates were 28% to type
I3 77% to type 2; 40% to type 3. In another group of 191 children, prior to
vaccination 72 were ‘seronegative to type 1, 93 were seronegative to type 2 and
~ 94 were seronegative to type 3. After two doses of trivalent polio vaccine
given 8 weeks apart, their seroconversion rated bere 352 to type 1, 76Z to type
2 and 48% to.type 3. Loss of potency of the vaccine, interference of enteric
viruses prevalent at the time and interference among the 3 vaccine virus types
were excluded as ‘the cause of the poor serologic response observed.

. } %

- Bl2.

Nicholas, D.D., Kratzer, J.H., Ofosu-Amaah, A., and Belcher, D.W. . Is Poliomye-
litis a Seriods Problem in Developing Countries?--The Danfa Experience. Brit
Med J, 1:1009-1012, 1977.

f

#

&

Children were examined for lameness in the Danfa Project district of rural
Ghana to assess the impact of endemic poliomyelitis and to test the hypothesis
‘that paralytic polio is relatively rare in such rural districts--i.e. less than -
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1 per 100 affected children. The study found a prevalence of lameness attributable

.-to polio of 7 per 1,000 children of sehool age and estimated the annual incidence’
of polio to be at least 28.per 100,000 population. Because of the way in which
the study was carried out, these estimates of prevalence and incidence are conser-
vative yet they compare with rates. in the USA and Europe during years of severe
epidemics. Authors conclude that in this district a high price is being paid for
natural acquisition of immunity and recommend a higher priority for polio immuniza-
tion.

.

B13, | ;
*

B R o

Ofosu-Amaah, S., Kratzer, J.H., Nichulas, R.D. 1s Poliomyelitis a Serious Prob-
lem in Developingfpountries?--Lameness in Ghanian Schools. Brit Mid J, 1:1012-
1014, 1977. . '

A survey made via mailed'qzestionnaires indieated that lameness attributable to
poliomyelitis throughout Ghana was 5.8 per 100 children of schoel age and annual
- incidence of paralytic polio wes 23 per 100,000 population. Official rates range
from 0.1 to 2.1 per 100,000 population which suggests that 90Z of cases are not

reported. No evidence was found to suggest unreported epidemics accounted -for
these high rates. The authors believe that these findings’ suggést that mean an-
nual incidence rates in tropical countries with endemic transmission have.always
been as great if not greater than in temperate countries during epidemic periods.
They deduce also that paralytic¢ poliomyelitis throughout the world has been re-
. duced by only 25% since the use of polio vaccine. ® . '
Bl4. . - -
'Editorial. Poliomyelitis as a World Problem. Med J Aust, 710, oct 1, 1970.
ﬁ N L . .. > + )
W.C. Cockburn and S.&. Drozdov .are quoted: these authors‘éhrVEYed world pollio-
myelitis trends ‘and showed that in many tropical and subtropical countries the
~disease was static or actually increasing. Inethe less well developed countries
" of Africa, Asia and Central and South #America, insofar as figures are available...
the number of reported cases of poliomyelitis increased between 1951- 1955 and 1961~
@ 1964. Live poliovirus vaccines in tropical countries have not been successful
in producing sn antibody respomse in a high proportion of cases as in temperate
' climates, possibly because of the large number of competing enteroviruses. An-
other is the mere logistic difficulty of maintaining adequate vaccination cam-
paigns in underdeveloped cnuntries.

&

B15.

. | o _
Stanfield, J.P., Bracken, P.M. Evaluation of Methods Designed to Reduce Cost of
Measles Vaccine Programmes. Trans Roy Soc Trop Med Hyg, 69(1):26-28, 1975.

\ The authors point out that the cost of one dose of measles vaccime 1s about 15 ,
pence sterling and that this level of expense even with bulk orders would absorb 4
a very large percent of the health budgets of most poor-resource countries. .
Further, most people in these poor countries could not afford to pay the cost.
themselves.: The authors then examined the possibility of ‘fractionating the dose
and degided that there was no certain way of reducing the cost of measles vac~
‘ cine by limiting QQSage at least to below half. They recommend use of measles

/ . . . .
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vaccine for the limited ohjective of profRgting "at risk" children and groups and
offering the vaccine in clinics when and where the vaccine 1s available.

' v
Bl6. o -

'Elvebdck, L.R., Fox, J.P.; Ackerman, E., Langworth, A., Boyd, M., Catewdod, L. An
- Influenza Simulation Model for Imnunization Studies. Am J Epidem, 103(2):152-165,
1976. - S ' ' S ) :

A stochastic simulation epidemic model based on disctete timé intervsls and appro-
~priate for any infectious agent spread by person-to-person contacts’is presented.
The model is simple to use and can be varied easily to add, subtract, or change =
variables and their values. It can be used. to determine, for. instance, what pro-
_ portion-of-the population at various ages should be immunized to halt epidenic
spread of a disease. Use of the model requires the ‘availability of .computers and -
technically trained personnel. : ' o

* »

Ganapati, R., Naik, §.§., Ackarekar, M.Y., Pade, S.S. Leprosy Eudemicity in
" Bombay: An Assessment Through Surveys of Municipal Schools. Lepr Rev. 47:127-

© 131, 1976, (

'Earlier surveys of randomly selected schools in Bombay in 1970-1971, identified
"~ areas with high endemicity for leprosy. Rates were on the order of 10 per 1,000
in these endemiccwockets located primarily in the. northern suburbs of the city.
A resurvey was made of 83,413 children in 148 schools in 10 presumable endemic
localities. The survey covered from 77 to 87 percent of children enrolled in
E these 10 areas: 733 leprosy cases were identified for an overall prevalence rate
\\\“ﬁ? ~ of 10.8 per 1;000, range 2.0 to 14.5. Prevalence was higher in the 14-16 year
S olds than in the 5-7 group and lower in children vaccinated with BCG.. The auth-
- .ors feel the results suggest that intensive surveys of schools in endemic areas
should be given high pridrity in urban control programmes. ;

B1S8. -

Kéticha, K.K., Nair,‘P;R.R. Antiléprosy Measures in Bombay, Indig: An Analysis

of 10 Years“~Work. Bull WHO, 54:67-77, 1976, , ").'
> ; . . : \

Although the data collected on different aspects of leprosy during the 10-year
period 1963-72 are hospital-based and retrospective, their analysis provides a’
useful indicator of the possible situation in the field. The significance of
health education in relation to early detectiod of leprosy is analysed. However,
it is demonstrated that'tase holding is a more urgent priority than case detec~
tion. Trials confirmed the effectiveness of dapsone chemoprophylaxis for con-
tacts of infectious index cases in crowded households. Comparison quEnnual ex-~
penditure perx outpatient in leprosy clinics with that for inpatients a leprosy
hospital demonstrates greater-cost-effectiveness of outpatient treatment. Con-
trol measures ‘are recommended: these emphasize health education: of patients,
‘their relatives and friends; priority to minimizing the defaulting rage; screen-
ing high risk groups to increase the. yield of case detection effogta.

.
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& B19. ' ¢
* Leiker, D.L., Fischer, P. The Incidence of Leprosy Between 19%3 and 1973 in a >
Hyperendemic Area, Before and After the Introduction of lLeprosy Control. Measures.
Lepr Rev 47: 115-125 1976. . .

- [

The effects of three measures to control leprosy, segregation of patientg, mass
chemotherapy and vaccination with BCG was evaluated by a survey of the whole pop-
-ulation of the villages of Wandamen Bay, Indonesia. = In the period 1943-1952 seg~
regation of 1“fe°t;f“s patients was ®pe only control measure used. In 1950, sul-

phone treatment was.introduced and all segregated patients were treated. Subse-

: . quently, an intensive,casefinding and mass treatment program was implemented._ Bev -
¢+ tween 1958 and 1960, leprosy incidence declineddgﬂa:ply whereas segreggtiqn did
.- not-affect. the incfdence. 1In'-1957 a mass BCG vaccinmation program wgs carried out.

The authors concluded that tﬁ major decline was due to the mags trtatment campail

‘but that the yaccination camp contributed to the additional _decli:*ot‘. tubers

culqid'lgprosy. : g Y, . S

B20.

Bangrjge, N. Malaria Back Again. J Indian Med Assn, 65(6):186-188, 1975. .
s Despite incensgkp campaigns to contrg} malaria in India, malaria incidence has

been increasing steadily since 1966. “The control programs suffered setbacks -
.. caused by late recelpt of insecticides, refugal to accept spraying and resistance
- of the vector to insecticides. But the mos unfortunate part of the malaria era-
dication program was occasioned by a 75% government tax on DDT vhich was in scarce
supply and expensive. Government policies must be reversed if maléria eradica-
tion is to be successful. = o & L . , gg

e . . . . «

- B21.

- Draper, AC c., Lelijveld J.L. M., Matolg4‘L G., White, G.B. Malaria in the Pare
Area of Tanzania. IV.) Malaria in the Human Population 11 Years After the Suspen~ -
sion of Residual Insecticide Spraying with Special Reféerence to the Seroclogieal .

- Findings. -Trans Roy Soc Trop Med Hyg,.66(6):905-912, 1972% ' v \

In 1970, a parasitological and serological survey was made in the South Pare area
of Tanzania. At eight month intervals for a period of three years from 1956 to
' 9, houses in this area had been sprayed with dieldrin, a residual insecticide.
' insecticide spraying had greatly reduced the transmission of malaria. By
_f 1970, the vectors, A. gambiae and A funestus, and the theoreticdl inoculation .
rates had returned to pre-spraying levels yet the prevalence of malaria pathsites
in the human populations was still significantly less than formerly. Serological
find{ngs, however, indicated that more transmission was occurring than was de-
monstrated by the parasite rates. An important factor in the delayed resurgence

of malaria was the wide-spread use of anti-malaria drugs. ——

B f T - «. ‘ . . -
B22. . "‘ N ) , ' .
Fontaine, R.E., Pull, J.H. Malaria Control: Field Testing of a New Inseccicide. ‘
- WHO Chron, 31:102- 105 1977. : : ' .

WHO 1in cooperation” with the Ministry of Health and th turallpopﬁlation concerned,

\ e ' . 3




wa

" Kenya. ‘the evaluation zone, 8 clusters of people were selected for obser—
~vation:’4 similar clusters were selected in t comparison zone, Information was-
kept on malaria incidence: a diagnosis of malaria was based on presence of malaria
parasites in the blood. For one year prior to spraying, baseline data were col~
lected. Over the next 2 years, spraying with fenitrothion was carried out every

3 months. In the following year, a surveillance program to detect fever cases was °
carried out. Follow up showed that for adults, the .prevalence of infection fell
from about 60 to 15% and in infants there was a 96% reduction thgaggtce of
transmission. The infant mortality rate fell from 153 per 1,000 Yo per- 1,000.
While the insecticide can be recommended for malaria control, its current high

. cost limits its use. '
£«

carrieij;g; a field trial to évaluate fenitrotMo as an aid to malaria control in

B23. A | R

. ' / L /- ' ' '
Gpb, B., Pull, J.H. Statistical Considerations in Serologic¢al Surveys of Popu-
lat on with Particular Reference to Malaria. J Trop Med Hyg, 77(10):222-232, 1974.

. The or objective of the paper is to identify the major factors which may in-
fluence serologic test results and so lead to a hore.accurate interpretation of
the findings. The authors‘demonstrate that serological test results are subject
to great ‘variability, A statistical analysis of  serological results when, ,as is
usually: the case, tHe number of simultaneously interacting parameters is large
and the experimentgl material rathey limited dbes not always gllow definite conclu-
'sions. Further c lications arise from the additional variation inherent in test
Pprocedures and erials which are not yet standardized. Kecurate interpretation
of results depends also on the sensitivity and specificity of the test and the
definition adopted for reactivity. In order to compare test results, a standar-
dized terminology and methodology will have to be adopted. ‘ ' ‘

B24., AN .o - 3 - | e
o - ; |

/
¢

The Impééi;bf Malaria on Economic hevelopment.' WHO Chron, 30:223-228, 1976.

- .-r- *,/ g Al ‘ . v . . . N4
In an-effort to determine the economic impact qf jllness, the Pan American Health
Organization sponsored a 22-mont study in Paraguay. The paper describes the. :
‘study and its findings. Families in/the easternmost. region of paraguay nefi:the s -

Parana River were studied. They were classified into 3 groups on the basis of B

economic variables the degree of impact mglaria had on'the family. The study
showed that malaria affects the labor force by incapacitating the individual
worker or by reducing his efficiency when he is able to work. The study alsc
found that workers whe were ill were not readily replaced by other family members
or neighbors (as is sometime believed) so that there was both a decrease in the
amount of work done and subs antialvdisfuptions in the normal pattern of work.
Malaria also caused the restriction of the area cleared and hence the rate of.
investment of these .families. Malaria also affected other economic plans—~

i.e., expansion of production, both for internal consumption and for export, and
~ divefsificaﬁtﬁn of diet. ' '

-

-

é



tE

B25.

3

Kouznetsov, R.L. Malaria Control-ﬁg_Agg;icacién of Indoor Spgayigg of Residual

Insecticides in Tropical Africa and Its Impact on Community Health. Trop Doctor,
o 7:81-91, 1977. , ' o

¥
F o ‘ ' L
. Over the:past 30 years, most malaria eradication pilot projects in Africa failed .
& to achieve their primary objective though they did achieve a . considerable degree
of malaria control. At that time programs changed from antilarval operations to o
house-spraying with DDT and BHC. House spraying alone failed to imterrupt malaria S
transnission and the Second African Malaria Conference recommended” that insectici~ | .
- dal attack be supplemented by chemotherapy (1955). This also was unsuccessful due
in all instances to spraying operations that were below the required level.. Exper- -
ience during these 30 years indicates that malaria could be-brought to a very low .
level of endemicity or even be eradicated in semi~desert areas, remote African !
islands and in highland davanna areas with sub-tropical and temperate climates; it
could be reduted from high endemicity to hypo-endemicity in tropical areas in the
- forest zone, in the islands near the mainland and in parts of the highland savanna
. gone; it could be reduced from.high endemicity to low meso-endemicity in the low-
land savanna zone. These achievements are related tod the quality.of spraying

operations, the size of the area, and population ecology. o {
e P " PR
o, . : -, o
’ Kouznetsov, R.L. Malaria.Control: Benefits of Pact Activities in Tropical Africa. )
" WHO Chrom, 31:98-101, 1977. . ‘ B _ : j/// :

Antimalaria activities in tropical Africa have gemerally failed to achieve the
' objective of interruption of malgria transmission. House spraying with DDT or

HCH (hexachlorocyclohexane) was begun on a large scale in 1948 in six sub-Saharan
countries. At the end of 1960, 4% million people in these countries were 1living

in areas where the walaria eradication proggsm was in a late phase and another

6% million were Iiving in areas still in tM@Pattack phase. But in 1961 on the

basis of a réview by the WHO Expert Committee on Malaria, antimalaria activities
were ‘abandoned- apd; emphasis shifted to development. of basic health services. The
gainS\whi§£ resylted from these programs have beemn often ignored. Inmsecticide
_spraying had a direct ‘effect in lowering malaria indices: additionally a signi-
ficant improvement occurred in the health status of the population and was apparent
even in areas where malaria prevalence and incidence was not drastically changed -
by insdcticiding. B ' ’

-

B27. | ¥

. . - | -t . o
Liang, KXQ. The Priority of Malaria Eradication Programs. Bull PAHO, IX(4):
295-299, 1975, T | - ,

\ ' : . g | i

For ‘many &ears the Governments of the Americas have assigned high priority to
‘ combat ing \malaria.. The planning of health activities begins with the setting of
- _priorities--i.e., the selection and arrangement of the problems‘to’bé,gttagkedr o
R in an ordet comsistent with their gravity and the ‘possibilities that exists for .
’ the aqoptidn,of effective measures for solution. As matters now stand in the
- Americas, countries and territories can be placed into one of three groups with
respect to their malaria programs. Group I-~12 countries or territa;iss/where

'
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.. malaria has been eradicated. Their activities should ensure they remain free of

T @

. .

L.y

disease. Group II--8 units--have good prospect of achieving eraﬁiﬁgfion in &

short period. Here the highest priority should go to elimination of residual foci.
Group IIX--14 units--are in a maintenance phase. Some cannot expect eradication
In the foreseeable future and they should concentrate on keeping gains already
made. o . . . '

§
B28.

Peters, W. Current Concepfs.in'Parasitology: Malaria. N Eng J Med, 297(23):
1251*1274, 1977. ' L . :

4

Betause of the spectacular early successes of the WHO malaria~eradication campaign
launched in 1956, there was a rapid decline in the training of malaria workers

and in drug research in the following S years. Since then problems have been iden-°
tified: mosquito resistance to insecticides; resistance of parasites to drugs

and the resistance of man to'the intrusion of malaria-control workers into his

houses. The net result is a serious resurgence of malaria in the tropics. Inview’
of the difficulties which now beset eradication programs, what is to be done? New
drugs are needed not only for_chloroqkine~resistant falciparum malaria but for vi-

vax malaria against which only primaquine is of value today. Additional work must

be done on the development of malaria vaccines: earlier work by several research-

ers is premising. But wore money and maopower must be put into research in tropical
-diseases. WHO has launched a masaive‘néw campaign of research in these diseases.
For malaria) two scientific working groups have been established==one for chemo-
therapeutic and the other for the immunologic .aspects of the problem. However,
more support for basic research is needed. S

T
B29.

@

)Fgmith,vA.; yanéford,IQ.F.; Thomson, J.F, Malaria Control: Egidemiological Re-

search in Southern Africa. WHO Chrom,- 31:105~107, 1977. .

The objectives of the study described here were to increase knowledge of malaria’
epidemiology through longitudinal studies; relate épidemiological findings to the
timing ‘and quality of"control operations; and to attempt to dinterrupt malaria
‘transmission in limited areas with residual igsecticides. The project area was
a rural area of Sibasa district in' the morth of the Transvaal which has a popula~

- tion of 17,000 located in 22 Vvillages.. The investigators found that prevalence

surveys were not sensitive enough to assess the malaria-situation where transmis-
slon was at a very low level. Not a single case was detected in 6m000 blood
samples taken im prevalence surveys but the screening of fever cases detected 42
ses. It was also found that the method of collecting blood specimens, filter
paper or capillary tube, gave different infection rates in immumofluorescent anti-

body tests. Annual treatment of houses with residual insecticides over a 30-year
period, had a profound effect on the anopheline mosquito population.

o | IR )

Weller, T.H. World Health in a Chaﬁging World.“ J Trop Med Hyg, 77(9):54—61, 1974.

e : o
An enthusiastic, time~limited antimalarial campaign was. accomplished with finite .
financial support in 1955-1965.Since then all supporf has markedly declined. HThe
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author uses mnln ia as an example to 111ustrate that economic assistance to de-
‘'veloping countriés has been provided but that scant consideration was. given to the

health component. of the process of development. Appeals have been made to health
planners nnd fiscal soutces to rectify this situation. 2 '

B3l. _ ot

- Editorial. Nutritional Survefllance in thn Ogaden. Lancet, §L1-912, Qctober 29,
1977. ‘ ' ’

{" Points out the difficulties of recognizing famines aand of obtaining accnrate data
~gbout the nutritional status of people im the affected areas. Furthermore, it is
difficult to assess the value of practices instituted to alleviate nutritional
deficiencies when the methodology used is not clearly detailed in published re-
ports. This is particularly true when dealing with nomadic peoples. Many vari-
.ables affect the quality of the data obtained on nutrition: sampling techniques,
‘sampling sites (1.e., aecessibility). time of day, livestock prices, and many
othera. .

PR SR LT R SR

B32. K _..F

DeSole, G., Waltnn, J. C. Onchocerciasis in Gemu Gofa: An Anthropologieal and
Ecolqgical Survey. Ethiop Med g, 14-37—48. 1976 t :

A survey was made of tawns and markets in Gemu Gofa Province. The northern areas
of the province (Gofa Awraja) vere affected by the disease but not the southern
portion (Geleb Hamer, Bako Awraja)y Townspeople were not affected by the dis-
ease possibly because the vector:;ﬁ% not enter densely populated towns and vil-
lages. Onchocerciasis is more ¢ n in males than females and in adults of -
. middle age than in children. The disease was found to be moY¥e prevalent in
o | i‘ coffee producing areas than in non~coffee prodncing areas in a ratio of about

-3 to 1. It was also more pneValent in the areas closer to the Omo River drain-

+ "age. Infected individuals did not appear to B® greatly affected by the disease.
The authgq;sbelieve the low degree of symptamatology was related to. the small

. number of parasites per slide.
! ) B3 3- ' \'e . ‘ . . P
. - McMshon, J.P. A Revigw of the Control of Simulium Vectors of anhocerciasis.
* ; Bull WHO, 37:415-530, 1967. -

' This paper reviews the anilable 1nformat$on on the contrnl of Simulium vectors

of onchocerciasis in Africa and Central and South America. The efficacy of

ground application (larviciding) as compared with aerial application (larviciding.
. and adulticiding) is discussed. It is concluded that- ground larviciding is likely

to achieve the best results at less cost in foci where the vectors usually breed
_in small, densely wooded streams.
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B34,

Scheiber, P., Braum-Munzinger, R.A., Southgate, B.A., Agba, K.N., Epidefriological
Studies on Onchocerciasis by Means of a New Field Technique. Bull WHO, 53(4): :
472-475, 1976. T - o o .
A study was carried out in 5 villages ip the Mo rive . valley, Tcgolgse Republic.
The area is an important focus of onchcerciasis. A niw membrane filter concen-
tration technique for the detection and quantification\of Onchocerca volvulus
microfilariae in skin snips was compared for sensitivit . and efficiency with a
widely used "standard" technique. In each village an at\tempt was made to examine n
the whole Population present when the study team visited.\ Skin snips taken from
}.; ' each side of the bedy were examined alternately by the stindard.and the new teéch-
.niques (a measure to avoid bias). The new technique yielded an increase in the
detected prevalence and an increase in the mean and median icro%ilarial densi-
.ties observed._ These increases were substantial. No infg tio is giver on the
ease with which the new technique can be performed compared with \the standard or
_any differences im costs. ' ‘

CBIS. ' , !

[

Abdel-Salam, E.,'Abde1~Fattah, M. Prevalence and Morbidity of Schistqsdﬁa Haemato-
* bium {in Egyptian 'Children: A Controlled Study. Am J Trop Med Hyg, 26(3) :463-469,
1977 C e - ; e .

A study to estimate thé prevalence of S. haematobium in children aged 6 months to
"~ 10 years was carried out in 3 villages in-Giza, an area in upper Eg&pt near Cairo.
~ Children in the ,area in the age group under study nhumbered 8,403 and this consti-
tuted 54% of the total population of 15,562. The villages differed in social and
‘economic status and another aspect of the study was to determine if those factors
" also affected infection rates. The study found that the highest prevalence rates
were found in 'the village with the lowest living standard: ™27% in children aged
0-2; 63% in those 3-5; and 68% in children 6-10. However, the next highest rates

were in the village éith the highest standard of living—~6.7%, 30Z and 472 in the. . . -

., . . sSame age groups. The lowest.prevalqnce rates were found In-the village with an
intermediate standard of living: they were 0%, 19%, and 33% respectively. Inten~-
sity of infection measured by the heaviness of urinary egg output wgs unrelated
to prevalence findings, but intensity of infection correlated with severity of
clinical ‘symptoms. The impdct of schistosomiasis on the genéral health of chil-

~ dren was mild except in heavily infected children. , ' '

Pl . . . . ‘ k

B36. - B S )

: Andreano, R.L., Helminiak, T.W., Li, J-YH. The World Distribution of Schistoso-

‘ --miasis: Some Quantitative Economic Comparisons. J Trop Med Hyg, 77(9):170-176,
1974, o — |

The paper presents a statistical approach to understanding amd expldining the
world distribution of schistosomiasis.’ The authors used measures of economic -and
e socilal characteristics and schistosomiasis incidence on a national and geographic
‘ basis. The approach was first to estimate multiple regressions between prevalence
rates as the dependent variable and certain socio—economipézales as independent

vaziables. This was dpnme for all countries for which it wis possible to obtain
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these data. Second, a qualitative ranking was made of countries included in the

first analysis if there was additional information about severity of disease and, M
for countries not inmcluded in step 1, 1f survey data were available which indi- - L
cated the existence of schistosomiasis. Results were generally disappointing and

not useful for guiding public policy or planning. .

L} .=

- B37. . -

¢ ‘ : ' .
Adnreano, R.L. The Recent History of Parasitic Disease in China: The Case of
Schistosomiasis, Some Public Health and qunomic-Aspects. Int J Hlth Services,
6(1):53-68, 1976.

§This paper exanines the excent to which the prevalence of schistosomiasis may

_‘have increased in China during 1958-1964. Hypothesis mainly dealing with irri-

gation and water conservancy construction are examined, as are the probably eco-

nomic and demographic, effects of schistosomiasis. The author concludes that #~, T
schistosomiasis prevalence probably did increase but that the economic-demogra~- §
phic effects of thé increase were probably minimal. Statistical analysis to - ¥
demonstrate that a relationship exists between yield of rice per province, change
in population growth, proportion of cultivable land under Lrgigation, the rate

of growth of new irrigatien construction and the percentage of sown areas. in each
province in rice production produced unconvincing results. .

B Y

-

Arfee,.F.,‘Farahmandian, 1., Soleimani, M. Ewvaluation of the Effect of Mass
-Chemotherapy with Niridazole a&.a Method of Bilharziasis. Control- in Iren Trans
Roy Soc Trop Med Hyg, 64(1): :130-133¥ 1970. .

Prior to 1n&Cutition of mass chemotherapy, thorough surveys had been made of -
_ endemic foci of schistosomiasis in Iran. The survey Mentified 156 villages
which had a prevalemce rate of 10% or more for this disedse. On the basis- of C e
this information' it was degided fto treat all patients identified in each of the Lo
villages and go obtain evidence which would indicate if disease transmission had

been interruﬁ%ed. Criteria of interrupted transmission were (1) total absence

of snail intermediate hosts near the village and (2) minimum age of infected .
children of not less than 3 years. The study detected 7,317 cases in 139 local-
ities and treated 6,488 (B8.6%). At 3-month followup only 3% of some 3,700

treated subjects were excreting eggs and at six months 2.1% of 325 persons |
examined were still positive. It was estimated that 80% ef cases were cured

in each village. S

B39, - | ' N

!

Choudhry, AM. The Reaults of Five Years &f Snail Concrol at Ahero Pilot Scheme,
Kenya. Eas:\African Med J, 52(10): 573—-577 1975, |

Evidence 1s presented to indicate that the use of moiiusieides to prevent in- & . Lo-
.festation of the Ahero Pilot Scheme by schistosomissis snail hosts®was both fea-: '
sible and economical. ‘Though .no control area was used, the conclusion was drawn e
because only smallnumbers of the intermediate snail hosts were recovered during -
routine sanpling.TAT] ' :

, S ‘
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estsblished ‘as occurred elsewhere, in the absence of a snail vomtrol program. -No A
g  control area was used becauce experience elsewhere showed how diffiﬁ;lt it might If-‘) '
e L hage been to ‘eliminate snail populations if they had .become establi The cost '
of the snail control program ($11,000) was negligible compared to the production .
value of the ricg crop ($1,213,304", for the 5 years' of the study period. Total 4 '
'expenditure forqsaeration of the Ahero Pilot Scheme (an irrigation and land use - .
dgmonstration project) was 1, 414 608 dollars: snail control represented less than- .

. o o 1Z of the total - , ; S . , . e
‘6- '{" ' Baot . ! L ) . - | : 1-. ) ) . . - B ° . ’ & ’ "‘
Co. Chu, K.Y. - The Validigy of Baseline Data for Heasufingﬁldpidence Rates of . Schisto~ e
_+  soma Haematobium Infection in the Molluscided Area, UARJOQ@Q Project. Ann Trop - . .
Med Parasit, 70(3):365- -367, 1976. . : - :

- *

Thejeuth discusses statistical problems_associated with. the UARsOOAQ project
which st;§ied the effect of area-wide snail control on the endemicity of schis-
.\‘tosomiasis in_Egypt. The random sampling technique used was erronéous and the o
< study group on which incidence rates were calculated, was constantly diluted by o ~
" ‘adding to the group children who had a very low incidence. For fair evaluation,
the author notes, the same children should, be followed to a much older age while
youﬁger ones are- added o v ) b
SN - ) : .. Y
. A - ~ . - H
“Bei. ~

: Cline, B L., Rymzo, W.T., Hiatt R. A., Knight W. B., Berrios—Duran, L.A. Morbi-
. dity from Schisotosoma Mansoni 1n a Puerto Rican-Coﬂmunity. A Population—Based

S Study. Am J Trop. Med Hyg,lzﬁ(l) 109, 1977 : . L * ' .=
+ ! € f’ ' B . !
: The authors investigqted a rural community in eastern Puerto Rico with a popula— ‘ - R
“_ _  .tlon of 1,056, Seventy: pEreent of the inhabitants were interviewed and had phy-* ™ _
_ sigal and laboratory examinations. 149 were found to be infected: ‘an uninfected y -
foea control matched to each’case b age and sex was selected for comparison.” While

T the infgcted group had signif#eantly more infections with hoekw@&rm -and trichuria-~

~\ . sig apd a highes Ebsolute eoslnophilia, no difference was found In the signs and:
'syhptoms ‘of schistosémiasis. Further, while palpable livers were frequently

: B ~ found in ghe inf ted than in the controls, evidence seemed to case doubt on §. -
, mansoni infection he(cauqe. The authors concluded that their data indicated

gf_ﬁ t n# was low in the su§§fyed community--a finding con-

. sistent with the apparen ecline in S. mansoni Mprbidity in Puerto Rico in r ,
‘ cent decades and the relativ y low intensity of fnfectiom in this community. - =
While some aspects of the syfvey were omitted the results were unlikely to be .
fadically different at was reported.

. . .
- L L] . »

Bditprial. J Trop Med Hyg, 77{10) 222- 232, 1974.7 I
Two publications on schiétosomtasis are discussed' one which referred to it as . '
the greatest unconfjuered disease now afflicting man and animals and another .
.« which studled the association between social and econpmic' factor§ and the. -geo— . - \
‘ ' graphic occurrence of echistosemiesis. The editorial cautions that wnr&dwide " ‘ ‘

. w ’ . 1
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assessment of socio~economic factors in transmission may give a misleading impres-
sion of their true importance. : :

. l | | B '..‘ i . v

B43. -

El'Alamy. M.A., Cline, B.L. Prevalence and Intensity of Schistosoma Haematobium

and S. Mansoni Infection in Qualyub, Egyptg Am J.gfop Med Hyg, 26(3):470-472,-
1977 _ i : ’ :

A survey was made in’'the ‘qualyub region of the Nile Delta to determine the' preva-~

1gnce and intensity of S. Haematobium and S. mansoni infections. The last such .

survey was made in 1958 when .S. haematobium prevalence was estimated to be in the -

range of 50X to 70% while S. mansoni prevalence was about 5%. In the current sux- . ’

"~ vey, every 4th household in each of 8 villages was included in the sample. Of the .

9,456 household members picked . in the sample, 92% cooperated and provided stool
and urine specimens. The preielence of infection with S. Mansoni was 40,5%~-much
higher than previously" reported in the area. $S. haematobium prevalence was  found
to be 27%--much lower than expected. No explanation could be offered for the low
prevalence of infec¢tion with S. haematobium; the increase in S. mansoni was
thought to be.due to use of a very sensitive parasitologic technique. Snail sur-

- veys in the area do indicate a profound detrease in the population levels of

Bulinus species and that may be related to ecological changes brought about by
conetruction of the Aswan high dam. '

B44. L B '

Gilles, H.M., Abdel-Aziz Zaki, A., Soussa, M.H., Samaan, S.A., et.al\ Resuits of
a Seven Year Snail Control Project on the Endemicity of Schistosoma Hadyatobium

‘ metes of the endemicity: of Schistpsoma Haematobium in an area of the Nile delta, P

‘Hiatt, R.A. Gere;Medhin, M. Morbidity from Sehietosome_Hensoni Infections: An
' Epidemiologic Study Based on Quantitative Analysis of Egg}Excretion in Ethiopian

Infeqtion in Egypt. Annhgzop Med Parasit, 67(1) :45-65, 1993,

This paner reviews -a seven year snail control project which also obtained esti— : -

Egypt. The authors conclude that a previous evaluation of the project results
after a period of 2 years of control gave premature and unjustifiealy optimistic
‘results: & minimum of 4-years observation is necessary to draw legitimate con-
‘clusions. The study design was faulty in that it did not follow a cohort of un-
infected ¢hildgen through the.years of minimal to maximal prevalence of infection
“in the area, it-did not study intensity of infection simultaneously and it did

not make comparisons with a similar:untreated control atga. . Further, the rate of
nstn;gi‘lﬂss of infection in children in an area wherediﬁe disease transmission
has -bEen interrupted and chemotherapy has not been' used-should be assessed. Sam— -
piing should be.stratified on the basis of prior prevalence data. - Various other
desirable study characteristics are noted, and the opinion given that in the Nile *
,delta and similar environments, mollusciding alone is unlikely to lnterrupt trans-
mi sion significantly over several years. -

. . ¢
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“Children. Am J Trop Med Hyg, 26(3): 473—481 1977. . .

The clinical menifeststions of S. Hansoni infeetion vere examined in a Highland* -
v v L o
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Ethiopia school population aged 7 to 16 years. For 336 children (94% of those in
school) the following was obtained: stool specimens, clinical histories, physical

- examdnations which included anthropometric measurements and a venous blood sample.
Prevalence of infection was found to be 88% of 272 children for whom all informa-
tion was available. The highest prevalence and intensity was found in 12 year
olds: 951 were infected with an average of 300 eggs per gram. Schistosomiasis
symptoms were not significantly associated with intgnsity of infection but children
with higher egg counts more often reported blood in stools. It did appear that the
frequency of liver enlargement increased with increasing egg count, but anthropo-

.. metric measurements, average grades and school days absent were not related to.in~
tensity of infections. Physical performance in a 12-minute walk~-run was better in
uninfected boys. The authors concluded that morbidity in this population’was
mirfiimal and Jn line with the low intensity of infection. :

B46. - - @
. McMuILen, D.B. Discussion of the Paper by Willard H. Wright: "Schistosomiasis
-\ .. . as a World Problem". Bull NY Acad Med, 44(3):313-31¢, 1968, :

The difference in the estimates of prevalence for schistosomiasis are discussed.
The discrepancies are due to a lack of real data as well as differences in de-
finitions of sc histosomiasis and the enthusiasm of . the estimator. Diagnosis
based on skin test or serologic test»w%&l‘zigiﬁghigher prevalence estimates than
will diagnosis based on demonstration of eggf in excreta. In urine survgzz in
Rhodesia it was found that some children passed too few eggs in urine to bk de-

tected, and this may explain why it 1is possible to find more cases\positive by
skin or serologic tests. o

- B47T.

Rogsenfield, P.L., Sm}ﬁh, R.A., Wolman, M.G.‘ Development and Verification of a
Schistosomiasis Trangpission Model. Am J Trop Med Hyg, 26(3):505-516, 1977.
‘ . + .

A model to predict the prevalence of schistosomiasis in Khuzestan Provinceq Iran,
was developed. The model took into consideration theAfrac;ion of the population
iInfected with schistosomiasis, the rate at which infection takes place and the
rate ‘at which de-infection takes place. Additionally, the rate of infection was
a fungtion based on two variables--meters of accessible snail habitats since that
factor i§ an index of the likelihood of contact of uninfected individuals with
snaill infested water; and the size of the infected population since that factor
is most impertant in determining the level of miracidial contamination of snail -
habitats. The model was then verified by regression analysis on data from 54 )
villages in the area; the fit was quite good. However, most important of all the
model was. used to compare the costs and effectiveness of alternative disease con—
trol measures. Results indicate that 'a combination of mollusciding, chemotherapy
and engineering equipment used to cover snail habitats was the most cost-effec-
tive. S . .
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Wilkins, H.A., Brown, J. Schistosoma Haematobium in a Gambian Communi:x, 11
Tupaired Cell-Mediated Immunity and Other Immunolgg;cal Abnormalities. Ann Trop
‘Med & Parasitol, 71(1):59-66, 1977. '

. ) .
arasitic infections evoke in the host a complex immunological response which may
-be accompanied by a non-specific functionsl impairment,of the immune system. The
authors studied subjects from the hyperendemic Daru area of The Gambia (i.e.,
Schistosoma haematobium) and a controlegroup in the Keneba area where S. haemato-
bium is absent. The investigators found that the population heavily infected
with S. haematobium showed a decreased response rate in delayed hypersensitivity
reactions. Laboratory studies showed a depressed lymphocyte response to phyto-
fhemagglutinin in infected subjects. Together these findings suggest the presence
of a defect in cell-mediated immunity in some infected subjects.

B4Y. L

Wilkins, H.A. Schistosoma Haematobium in a Gambian Communjty. I The Intensity
and Prevalence of Infection. Ann Trop Med & Parasitol, 71X1):53-58, 1977.

*

The intensity and prevalence of §. haematobium unfection was measured in a com-

- punity of the Gambia. The author found that prevaleénce reached 100%Z by age 10
and counts of more than. 1,000 eggs In urine samples takensat-noon (10 ml) were
commorni. During .the 2nd and 3rd decades, infection rates.declined and the mean
egg output of a cohort fell by approximately 50% every three years. In those '
'30, and over, sex differences 1in exposure and egg output suggested a possible
'effece of protectiv? immunity. . ‘

. ) \ : ’ | | L
\ S . v
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Wright, W.W., Schistosomiasis as a World Problem. Bull NY Acad Med, 44(3):301- .
312, 1968. ' . . - . } )

B50.

: ¥
The various factors to be considered in appraising the medical, public health ‘
and éf®onomic importance of schistosomiasis are primarily geographic distribu-

tiony{ ‘prevalence, intensity of infection, morbidity and mortality, and trans-
mission pattern which in turn are influenced by environmental conditions, effic-
iency of intermediate hosts, agricultural practices and human behavior. All of
these factors are reviewed: estimates of the prevalence of infection and econo-

mic cost are given but are considered to be conservative. Using data from Egypt,
the author estimates that 1.5 million individuals in Africa are permapently dis- '
abled by the disease and that their removal from a productive existence costs

about $212 million annually. An additional $308 million annually is lost 'if ome
assumes that those with only moderate diseage lost 10% of their working capacity.

~ - \\\\\ ¢ '
BS1. - = - : | - -

;  Foster, $.0. Sméllpox Eradication: Lesésons Learned in Bangladesh. ‘WHO Chron,
31:245-247, 1977. T | _ A
® _ o / o

. The author outlines some important lessens learned in the fight to eradicate
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smallpox in Bangladesh: He lists 8 points. First, study the enemy~-know its
epidemiology in the region in which you are working as well as its clinical mani-
fegtations. Second, study the people's p;rqeption and realizZe that confidence

ls built on effective action in dealing-with the real needs at the village levei.
Third, measure the problem: rewards instead of punishment for reporting new out-

-

"breaks'changed the attitudes of health staff and villagers. Fourth, establish a .

single line of authority and responsibility. Fifth, establish a clear achievable
plan of work. Sixth, establish quarit§iable targets such as "...detect 80% of »
new outbreaks within 15 days of the date of theé first rash in the first outbreak,' .
and "...stop 100Z of outbreaks within 15 days..." Seventh, provide adequate 5
and appropriate logistic support: tramsport, equipment, supplies, funds and facil~
itles. -Eighth, encourage public participation. §uccess or failure often depended

on the cooperation of village leaders. Finally, programmes should be developed

to meet quantifiable objectives and should be implemented gradually with concur-
rent assessmeut to ldentify deficiencies. ' . :

[

B52. - S - . | . '

Collier, L.H. Some ASpects of Trachoma Control and Provisional Estimates of the
Cost of Vaccine Production. Israel J Med Sci, 8(8-9):1114-1123, 1972,

.,
£

No reliablé data exist on trachoma prevalence since it is nonlethal and fdund

_mostly in. less devéloped countries. A widely quoted estimate is 400 to 500

million infected individuals, and though that may be an overestimate, trachoma v
appears to be a major public health problem still. The most satisfactory solution
would be to raise the standard of living to the point at which trachoma dies out,
but this appears to be hardly likely in the foreseeable future. That leaves mass
treatment campaigns with antibiotics.or possibly long-acting sulfonamides (if

‘problems of safe administration can be overcome) and the more remote possibility

of a trachoma vaccine as the available control methods. Because of the difficul-
ties of treating a large number of patients topical therapy with tetracycline
ointment 1is still the only safe method of large-scale treatment in developing
countries. Research on trachoma vaccines suggests ‘that the problem of vaccine-

" induced sensitization may be more difficult to solve than the enhancement of re-

sistance to infection. A great deal of rdsearch is needed before a ‘trachoma
vaccine is a4 viable proposition. : R

*x
B573.
Sharma, J.L., Lal, §., Chauhan, B.S., Singh, M., Singh, I. Epidemiological Sur~

vey of Prevalence of Trachoma Amorig the School Chtldren inm Haryanma State. Ind
Jour Pub Hlth, 19:63-68, 1975. '

- Trachoma prevalence among developing and growing primary school children was

studied by means of a school survey. It was determined that the prevalence rate
for all children included in the survey was 42.05%. Female children had higher
prevalence rates than did males, primarily attributable to the use of eye makeup.
Infect{ous stages of trachoma were more prevalent in younger children compared
with older children. Children in the Harijan caste and in lower socio-ecomomic ¢
group had higher prevalence rates. Dietary habits did not show anx.relation with
trachoma prevalence. - Lo . ,

»
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ndhresan,/T K., Assaad, F.A. The Use of Simple Epidémiolqgical Models in the
EviNuation of Risease Control Programmes: A Casé Study of Trachoma. Bull WHO,
48 70958714, 1973. : . ;

The ayChors -argue that too often inappropriate quantitative measures fail to
reflgct the full effect of control measures on many-faceted diseases. They use a
simple epidemiological model to demonstrate that the "force of infection” in tra-
choma is a sufficient parameter to describe the changes in the disease picture
after a control program had been in effect for 10 years. Data from a community in
-which two trachoma prevalence surveys were carried out in 1960-61 and again in
1968-69 were used. Simple exponential curves (the paper refers to them as cataly-
tic) were fitted to prevalence data with the help of a computer pragram. The
authors found that the ordinary measures used to describe the disease situatiom,
‘incidence, prevalence or the intensity of infection underestimated the reduction
in disease achieved by the control program. A prevalence measure suggested that
trachoma was' reduced by less than 307 in ten years while the control program had
1n\iact reduced the disease load to about two-fifths of 1its former level.

B5S.

Bulla; A. Tuberculosis Pacients--How Many Now? WHO Chron, 31:279-286, 1977.

>

A review of worldwide tuberculosis morbidity data--though risky and hazardous
because of the very diverse criteria used throughout the world for reporting
tuberculosis and obtaining bacteriological confirmation--indicates that the high-
est tuberculosis incidence rates are found in the eastern fringe of Asia, the

- southern and north-western parts of Africa and the middle of the western coast of
South America. The highest mortality rates are found (more than 60 per 100,000
population) in the Philippines and Macao. Mortality has become an unreliable
measure because of the steady decrease in the proportion of treated patients who
actually die from tuberculosis. Still there are areas in the world with high
tuberculosis mortality: these are mainly in the Western Pacific Region, the
southern part of Africa and South America. ‘A reliable-picture of tuberculosis
infection, morbidity and mortality will be obtained only after worldwide improve-
went in the epidemiological statistics on this disease. However, present best
estimates indicate that there must be about 7 million infectious cases of tuber-
culosis in the world, an annual worldwide incidence of about 3% million new cases
and % millgﬁ: deaths every year. -

L) .

B56. o | ~
Bulla, A. Tuberculosis Beds--Too Many Now? WHO Chron 31:287-293, 1977.

Despite the reliance on the use of %hospital and sanatoria facilities for the
treatment of tuberculosis patients in many areas of the world, the WHO Expert
Committee on Tuberculosis suggested in 1964 and again in 1973 that/the success
.of any modern tuberculosis control program depends mainly on the availability of
well-developed ambulatory care fagcilities. The Expert Committee also recommended
on gore than one occasion that financial resources and available manpower for N
tuggrculosis control be used to organize efficlent and widespread ambulatory pPrO~ .
grams rather than to support hospital treatment. Despite this, some countries/

e '
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ah§W‘sn upward trend in tuberculosis hospital beds. The answer to the qhestion

in the title is "yes." Hospital or sanatorium treatment of tuberculous patients |

with prolonged bed rest and dietary supplements 1s usually unnecessary and serves.

only to prolong the'pa;ient's*incapacityﬂand to increase the cost of treatment, '%

B57.

_Feldsteih, M.S., Piot, M.A., Sundaresan,fT.K. Resource Allocapfgé,Mndél for Pub~
‘1ic Health Planning: A Case Study of Tuberculosis Control. Bull WHO, Suppleqﬁ?t

to, Vol 48, 110 ppe 1973,

Comprehensive, detailed and difficult to apprehend description of a mathematical
model. tested here with tuberculosis ddta but presumably applicable to various
infectious diseases. The model claims to be able to account for blological and
epidemiological considerations as well as psychological and social dimensions.

The model defined in wuch the same fashion as the- health index constructed by
C.L. Chiang except that in this paper a linear programming algorithm is used to <
obtain the solution rather than a set of stochastic probabilities. In this model

too, the data required are not routinely available in developing countries and must =

be obtgined by careful survey. The model is quite flexible and allows for 100-age
and stratum-specific activity alternatives based on 15" fundamental tasks. Its -
major attraction is the allocation of scarce resources to obtain the maximum bene-

fits for the community or the comtry. It is probably too complex for widespread N

use in developing countries.. § y
: 5

B58.

Pust, R,E., Onejeme,,S.E;; Okafor, S.N. Tubercnlosis Survey in East Central

State, Nigeria: Implications for Tuberculosis Programme Develo ment. Trop

Geograph Med, 26:51-57, 1974. ‘ A C - : A

rior to the development of a tuberculosis control program to serve a rural popu~
lation in East Central State, Nigeria, the authors conducted a ‘tuberculosis survey
in a pilot area. Cluster sampling was used to gelect the population to be included
in the survey. The major objective of the survey was to deterpine basic tubercu-
losis epidemiologic indices for the area surveyed. Out of 2,285 persons given
tuberculin tests 2,093 were read. Of those read, 573 or 27.4% were positive-—had.
reactions of 10 mm or more to PPD RT-23 2 TU. Tuberculin conversion rate in the
population aged 0-9 was 1.64% and 6 persons were found to have acid fast facilli
in sputum, .Estimates of acid fast excretors for the pilot area and for the State
were made. A mobile "cowgh clinic" found an additional 38 cases of tuberculosis
and five health centers found another 64. The total of 108 cases was a consider-
able improvement over the 4 known cases before the survey was undertaken. Unfor-
tunately the autho¥s nexer discuss how to use thig information in program plan-
ning and evaluation thoudl they do state that\adding tuberculosis diagnosis and

treatment to the existing rural medi#al care costs almost pothing.
{ : \ ‘ '

B59. . . : o T : 'L.. -

Revellg,vct,'Fé¥ﬁman, F., Lynn, W. An<9pnimization‘Model‘of Tuberculosis Epide-
miology. Management Science, 16(4) :190-211, 1969. o g -

t

“The authors offer an epidemioiogicai model to be used in the management of

N - : ‘
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tuberculosis in developing countries. ﬁ&e mcdel however, requires the solution
to 9 differential equatioms,and the solutions are so difficult that approximations .

are nedqded. Furthermore, the model omits from consideration transmissiom via other

routes than person—-to-person. In many developing couptries where cattle particu~
latly are a large part of the economy and where cows' milk is part of the diet,
bovine tuberculosis may also be an important aspect of the transmission cycle.

Other animals may also ‘play a part in transmittiggfsuﬂfrculosis--e «g., monkeys

‘and goats. This model is too difficult to use r developing countries and the
authors have failed in theiré:;tempt to be fully cognizant of the epidemioclogic
facets of the tuberculosis preblem in developing countries. '

-

B6O. . - SRR :'i'&a o " : | .

‘Rouillon, A., Waaler, H. BCG Vaccination and Egjdemiolqgical Situation Adv
Tuberc Res, 19:64-126, 1976. .

Lengthy and detailed paper which describes a decision model for determining whether

or not immunization with BCG to prevent tuberculosis is warranted for a given set
of circumstances. Utilization of the decision model requires access to a cqmputer.
The wmodel incorporates clinicgl and epidemioiogic variabfé§y~economic factors, ¢
psychological factors (worry) and. uses these variables to determine when vaccina-
tion produces a greater benefit or gain than non-vaceination. After defining the ®
variables.to be used in the modcl, the authors used a computer to simulate the re-
sults aof. vaccinating 3 cohorts: 100,000 newborns, 100,080-school enterers aged 6.5,
and one of school leavers aged 16, at three different levéls of. infection 2, 0.2
- and 0.02%. The cohorts were follawed in the simulation for 15 years. Sim lation

results indicate that use of BCG at the highest level of infection id‘all thjee

. cohorts 1s cost effective. At the intermediate level of 1nfection,‘BCG vaccina-

" tion remains ‘cost effective but at the lowest rate of infection it is too costly.
The model presented {s easy to understand and'vary to account for different situa—

tions. , . ‘
B61. \
¥ ~ Udani, P.M,, Bhat, U.S., Bhava, S.K., quthachaq, S.G., Shetty, V.V, Problem gf
- Tuberculosis in Children in India: Epidemiology, Morbgdi;yj Mbrcali:y and Control
Programme. Indian Ped, 13(12):881-890, 1976. - R .

The problem of pubegculosis 1n‘children cannot be dibsociated from -the disease in

‘adedts who form the major reservolr of infection and of active disease. Repeete&

tuberculosis surveys pof the child populatian in the western states of India over‘

a period of 25 years has proved the value of direct BCGC vaccination of éhildren,

dhemotherapy and BCC vaccination on a massive scale has been valuable in‘the con-
\ trol of tuberculosis. However, tuberculosis control programs should he integrated
¢ with general health measures and should involve c0mmunity health workers asJtpart

of the team at primary health centers and sub- centefs tn order to reach the rural

; population. ‘ w
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Cvjetanoﬁic B., Grab, B., Uemura, K. demiblegjcal Model of Iyphoid Fever,and “ ‘
Its. Use in the Plenning,Evaluation of An 1typhoid Imuunication and Sanitation

P{Ogremme < Bull WHO, 45:5 1971, , _ ,
. The paper descifibes a sophisticated epidemi egieel model which takes into ac-

count populatign parameters guch as number of susceptibles, number of infected
and immune, trgnsition rates between the groups and assigns numerical values to
these parameterg in order to simulate realistically a situation in which typhoid
is of stable enddmicity. With changes in the parameters, it P¢_possible to see
L . .what effdct on disease incidence mass vaccination and general health improvement -
"and sanitation have. Simulation demonstrated that vaccination effects a consi- .
derable reduction in disease incidence but the gain is lost after a few years.
Repeated vaccination each 5 years produces further incidence reductions but the
_gains beacome successively ller. On the other hand, the model demonstrates that .
the effect of sanitatfonfs long lasting and thus gives better results than vac-
_ cination. The model was used also to make forecasts about préventive medsures for
7] a selected population. The model may also he used to predict future trends of -
. typhoid and material and manpower required for specific control projects. .The
model is a powerful tool but requires a good deal of detailed information and
trained statisticians or mathematicians to make the caleul&;ions.
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Cvjetanovic B., Grab, B. . gh Determinaticn of the Cost-Benefit Balance Peint
of Sanitation P:pgrammes.‘ Bull WHO, 54: 20?—215 1976.

' . *

, Since resources in developing countties are limited they must be used judicieuely
v to obtain the best possible effect and cost-benefit analysis is a tool which al-
. lows better utilization of scarce resources. The paper presents a simple méthod
: for rough determination of the cost benefit balamce point: 1little computation is
required, and monograms are included. The method is illustrated by use of data = v
on cholera, typhoid and. dysentery. ' The authors demonstrate that the financial ,
benefft of sanitation i{s related to the ‘cost of the disease and its incidence.
. As the incidence and/or cost of treatment rises, the benefits of sanitation in-
crease. - When the general state of health and standards of living improve, the,
- incidence of most bacterial enteric infections declines. However, the finenciel
benefit of sanitation does’'not necessarily decline proportionately since treat~
merit becopes widglg available, more sophisticated and more expensive. At very L
low incidence rates no. financial benefit is derived from control measures, but “
when that stage is Yeached the community is sufficiently wealthy to fight the in- :

. = fecfion on human%terian grounds. ° ¥ “’*-“‘f’—
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Cangarosa, E.J. A Perspective on the Glebal Problem of Enterie Diseases. Bull .
PAHO, 11(1):3-7, 1977

’

. i u} .
Progress has béen made in the anderstanding of the causes, pathogenesis and treat-
| " ment d¥ acute intestinml infections. Research on enteric discases has led to g S

B dramatic reductiop in the case-fatality ratio in cholera and to oral-fluid therapy ‘ p
. & ' of diarrhea regardlees of the etiology. While there heve been setbacks in attempts e
- e« n
t .
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to control enteric diseases using a single disease approach, therdhas also been

4 growing.awareness.that faulty water supplies and poor sanitation are at the root
of the problem. The ultimate goals of public health workers in the ehteric dis-
ease field are a

safe water supply and a population literate enough to maintain
sanitary standards naw found in industrialized countties.

B6S. U
.%. .

Willeox, RQR. International Asp

ects of the Venereal Diseases and Non-venereal
Treponematoses. Clin Obst & G

yne, 18(1);207~222, 1975.

Describes the worldwide distribution of syphilis, gonorrhea, chancroid, granuloma
inguinale,.lymphogranuloma venereum and the

nonvenereal treponematoses. Other-
wise, not particularly valuable with regard to infectious disease ‘tontrol plan- -
ning mqd evaluation. - |
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