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This article provides a framework for the design of future eradication programmes so that the greatest benefit
accrues to health systems development from the implementation of such programmes. The framework
focuses on weak and fragile health systems and assumes that eradication leads to the cessation of the
intervention required to eradicate the disease. Five major components of health systems are identified and
key elements which are of particular relevance to eradication initatives are defined. The dearth of documen-
tation which can provide “lessons learned” in this area is illustrated with a brief review of the literature.
Opportunities and threats, which can be addressed during the design of eradication programmes, are
descnbed and a number of recommendations are outlined. It is emphasized that this framework pertains to
eradication programmes but may be useful in attempts to coordinate vertical and horizontal disease contro!

activities for maximum mutual benefits.

introduction

Strategies for disease control. elimination and eradi-
cation are derived primanly from the epidemiologi-
cal characteristics of the disease, the intervention
available. the logistical 1cquircments. and the re-
source needs. While control measures usually de-
pend on routine seivices bemng instituted and
maintained in a long-term perspective. eradication
activities are characterized as ime-hmited. often -
tensive, targeted and organized in circumscribed
programmes with campaign elements as promnent
features.

Eradication/elimination programmes (EP) have
therefore been considered to be dominated by
nonsustainable activities Lhat may bypass or. at
worst, even compromise the development of the
health sector, especially m the poorer developing
couatries. Experience from ongoing eradication pro-
grammcs calls this assessment into question and indi-
cates that they may have positive impacts on health
services and systems that stretch beyond the narrow
benefits of eradication of a single diseasc Taylor &
Waldman (7) have stressed that “past polarization
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between proponents of primary health care and
eradication represents an exaggerated example of
continumg coniroversics beiween vertical and hori-
zontal programs. It 1s time 1o admit that this is a false
polarization which has become unnecessarily emo-
tional and irrational”

The challenge that arises is 1o design current
and future eradication and elnnination programmes
in such a way that they provide maximum benefits to
national health systems withoutl jeopardizing the
eradication efforts Eiadication and elimination ac-
tivities can make substantial contributions to sustain-
able health developmicnt. This article addresscs that
challenge.

We describc major elements of health systems.
the areas most relevant 1o eradication and elimina-
tion programmes. and identify the key issues that
relate Lo such programmes. Selected major opportu-
nities and threats 1o health systems are identified
m a framework for the design of [uture eradication
intiatives.

The focus 15 on developing health systems and
services in developing countries with weak or fragile
health systems. assuming that m countries wilh
strong systems the potential negative effects of eradi-
cation effoits are less pronounced.

Health systems and eradication
programmes

A national health system can be defined as the set of
activities in a country which provide health services
to the population and health results. The following
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are commonly recognized components of health
systems (2):

— hcalth policy, regulatoly and stratcgic planning
functions:

— definition and development of insututioos!
organizational arrangements:

— mobilization and allocation of financial

resources:

— mobilization and allocation of human resources;
and

— management and delivery of health services.

This framework provides a basis tor 1dentifying and
examining elements of the health systems thar per-
tain to eradication strategies and they ofter particu-
lar opportunitics and/or threats (sec Table 1)
Eradication can be dcfioed as ~“permanent 1e-
duction to zero of the worldwide incidence of infec-
tion caused by a spccfic agent as a result of
deliberate efforts. intervention measures are no
Jonger needed™ (3). The cessation of control meas-
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ures is impottant and distinguishes eradication from
elimination. It has been argued that this makes
eradication particularly favourable in cost-benefit
terms. Such savings could be channelled to benefit
other areas of health services. The benefits from po-
homyelitis eradication 1n terms of savings on the glo-
bal health budgel has been estimated at USS 1700
mullion per year tor direct costs only (#). The indirect
benefits are considered to be substantially higher.

The sustainability of health svstems can be de-
fined as the ability to deliver an appropriate level of
benelfits tor an extended period of time after major
financial and technical donor assistance has been ter-
minated Sustainable health development thus re-
Jates 1o countries where donor assistance 1s available
1o the health sector. Since eradication programmes,
by definition, aim at being tcominated when success-
ful. 1t follows that the question of sustainability is
relevant o health svstem elements which are not
dedicated to eradication nihatives.

Eradication programmes must be implemented
cven m siluations where health systems arc weak or
absent. The implementation of poliomyelitis eradi-
cation in countries afflictcd by war has been achieved

Table 1: Key elements of health systems and examples of the opportunities and threats presented by the
implementation of disease eradication or elimination programmes

Examples of the impact of eradication/elimination activibes

Health system element

Polential opbortumties

Potential threats

Heallh policy regulatory and strategic
planning function

Inshtutional arrangements

Financial resources maobifization and use

Human resources. number, mix and
quahly

Service management and delivery

« Policy strengthening of national health
policy development

» Stakeholders increased transparency
and broadened commitment ic health

.

Management systems systemalic
introduction ot targets and indicators

Decentrahzation mechamsms for
delegaling authony to districls

.

Resource mobilizalior improved
advocacy and mobilization
mechanisms

Pnvate sector resources expanded
role of private sector in public
heaith

Incenlive schermes niroduction cf
performance-based .1cenlive
models

Traning: ccord ation ¢f strong traning
comocnent ¢ th national plans

Access to sen ces ‘ncreased access
and utlizalion of health serices

Surveillance: estaohshing surveiilarce as
a key 100! In cisease control

« Strategic planning compromising local
decision-making

« Imposition of external prioriies

« Managcement processes. nsk of
establishing paralle!l slructures

* “und-raising and resource allocation
diversion of scarce financial resources

* Human resources diverston of personnel

as opposed 10 Inc-easing praductivity

« Uncoordinaled in-service traning

» Service delivery: disruption of routine
service dehvery
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by negotiating between warring factions, so that im-
munization campaigns could be carried out on days
of tranquilhty. In such situations, eradication activi-
ties may contribute to the imtiation of ncw cfforts in
health system strengthening.

Major issues in health systems
development and eradication and
elimination programmes

Overall health policy and strategic planning

Central 1o all national health systems is an overall
health policy and the strategic planning required to
implement that policy. The pohcy should reflect the
national health priorities based on the proportional
burden of disease and available resources. both
human and financial, to address those priorities.
ldeally, the strategic planning to reach those goals
mcludes the dclineation ot specific objectives with
detailed strategies. thc implcmentation of which
can be monitored through both health outcomes
and process indicators. Unfortunately. in many
countries, particularly thosc in the most difficult cir-
cumstances, health policies arc often vague or out-
dated. il they exist at all. These same countnes are
trequently the last reservoirs of organisms largeted
for eradication. Since donor agencics may exert a
substantial influence on the policy development
in such countnes, stakeholders in eradication initia-
tives can temporarily exert a strong effect on this
process.

Eradication/elimination programmes are char-
acterized by clearly defined policies and strategies.
As a result, the adoption and implcmentation ot an
eradication programme can facilitate the need [or a
country to establish defined hcalth goals with specific
strategies and indicators for evaluation and monutor-
ing. Basic eradication policies are often generated
from the experience of countries and regions with
good hcalth systems. These policies are then adopted
by the global commumty when the feasibility of the
EP target has been demonstrated. Subscquent adop-
tion in poor countrics can be influenced by the strong
promotion of the global policy as its unplementation
is a prerequisite for the successful achievement of
targets.

Eradication strategies are generally standard-
ized with limited leeway for national adaptation and
interpietation. Despite endorsing the goal ot polio-
myelitis eradication. some countries are reluctant to
implement the WHO-recommended strategies. es-
pecially countries in Afnca. For example, Ghana ini-
tially resisted vertical disease control initiatives
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including eradication because they werc considered
detiimental to overall health systems development
(5) Opportunties to strengthen the national health
policy process may be missed when eradication strat-
egies are advocated for their own sake.

Organization of health systems:
Structures and processes

National health systems require an established struc-
ture with well-defined hnes of authority, responsibil-
ity and accountability. Eradication programmes give
an emphasis to the need for strong management ca-
pacity and processes Countries with a good health
management structure can exploit the eradication
initiative to further strengthen that structurc. In
countries where this structure 1s fragile or particu-
Jarly weak, an EP could undermine pre-existing lines
of management authority if a separate system 1s es-
tablished in parallel. The management demands of
an EP may divert staff time away from routine pro-
grammes, as in Mozambique where a large share of
the EPI management umec was used to plan NIDs.
However, a negative effect 1s by no means universal.
In Cambodia, the planning and implementation of
the first NIDs in the carly 1990s provided a mecha-
rusm by which a recently revitalized Ministry of
Health could demonstrate its capacity to conduct
nationwide hcalth initiatives while strengtheming the
weak lines of responsibility.

Historically, EPs required the crcation of new
health management structures in many countries,
because of the lack of an existing capacity. More
recent mijtiatives have been implemented within the
existing health management set-up even though 1t
may be less developed. This may contribute to over-
all strengtheming of the management capacity be-
yond the programme. The management of EPs is
centrally driven and often leaves limited scope for
change and adaptation by district authorities. Inno-
vation at the peripheral level to successfully achieve
nationally established performance indicators re-
mawns possible. These efforts can. and do. exploit the
commitment and encrgy that develops among health
staff and in the community for other health activities
To capitalizc on the opportunities for health systems
development the eradication stratcgies must concen-
trate on existing organizational arrangemcnts, assess
their strengths and weaknesses. and ensure that the
management of the EP is designed to strcngthen
established structures.

Financial resources: mobilization and use

Health systems requirc substantial resources, the
majority of which must be identified locally, for
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Fig. 1 Per capita costs of selected health interven-
tions compared with average public expenditure on
health in low-income countries.
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both capital and recurrent costs. Eradication pro-
grammes utilize relatively less funds (in comparison
to overall hcalth svstems development). primanly
from exiernal sourccs m the poorest countries. and
for a ime-hmited period. The relationship is illus-
trated in Fig. 1 for poliomyehtis.

There is a widespread perception that the lunds
used lor eradication programmes divert resources
that would be available for health systems develop-
- ment in a country. There is a paucity of hard data
with which 1o evaluate tlus point. but both recent and
previous e1adication initiatives have been capable of
raising substantial additional resources compared
with the underfunded routine health services Al-
though the capacity to raise substantial resources tor
eradication is partly due to the mnherent nature of
such initiatives, these programmes may provide les-
sons in resource mobilization for the health sector.
since they are more cfficient 1n both the raising and
use of resources.

Gyldmark & Alban (6) emphasize the need for
economic evaluations of eradication programmes.
with particular attention paid to the potential oppor-
tunity costs of using resources on eradication than on
other morc urgent health care problems. However, a
sizable proportion of the rcsources that go to EPs
might not be available tor development aid at all.
much less for the health sector. Striking cxamples of
this are Rotary International's US$ 450 million for
pohiomyelitis eradication and SmithKline Beecham's
recent donation of drug supplics worth more than
US$ 2000 million for lymphatic flariasis cradication

The actual public spending from national
sources on eradication activities i poor countries is
small; in the poorest countries it is cstimated that the
maxmwum public sector spending on poliomyelitis
eradication in a year will be US$ 0.025 to USS 0.03
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per capita. It can be argued that the cost for the
poorest countries should be covered by the donor
community. especially since they will benefit from
successful eradication (7).

Private sector involvement and volunteer con-
tributions in-kind are much more common in crads-
cation programmes and rcmam an undertappcd
source for the health sector. These programmes may
be a model to both central and peripheral level
health authorities for promoting public—private sec-
tor coopeiation to achieve health goals.

Human resources: number, mix and quality

Even in those countries where human resource plan-
ning provides tor the proper number and mix of
personnel, the effectiveness 1s often compromisced by
the low performance common to the underfunded
public sector. This affects the productivity of the
health labour force. The impact of introducing an
cradication programme. with 1s substantial human
resourcc rcquirements. into such a setting must be
considered.

Increased staff resources (in time if not in actual
personnel) are required at both the central and
peripheral levels for cradication activities. Whether
these extra resources are mel by expanding staif at
the central level or increasing the work load for all
existing staff, there remams a concern that this could
in turn divert staf[ time from routinc tasks. Unfortu-
natcly. there is only anecdotal information on this
1ssue. There are no dala to determine whcther the
introduction and implementation of an eradication
programme increases the productivity of the health
sector as opposed to diverting energies to the detri-
ment of other programmes. Evaluating the opportu-
mty cosis of any new programme in a decveloping
country setting 1s complicated by the generally low
productivity ot the public seclor

The Taylor Comnussion (8) highhghted both
the commitment and positive attitude of staff during
poliomyeliis eradication in the Americas but also
the frustration over the prioritization of staff ume to
this disease. The incentives which are somctimes in-
troduced for certain eradication functions, such as
surveillance, scldom if ever exist 1n the routine serv-
ices. Such rewards have attracted staff to eradication
and increased their comnutment, while discouraging
staff who aie not involved. In the more recent pro-
grammes. howevel. rewards are usually foregone in
preterence Lo rexmbursement of actual costs — pos-
sibly a feasible modc! for ymproving the productivity
of the health sector 1n genetal.

Training for eradication is very target oriented
and generally dedicated, but often carried out with
httle attention to other health training activities.
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These, simularly. tend to be uncoordinated, thereby
compromising the dehivery of routine services.

Service management and delivery

The equity problem of ensuring access to services for
all population groups is particularly acute in coun-
tries where curative services in major population
centres receive prionty. Countnies with fragile civil
mstitutions and with limited financial resources are
especially susceptible. Eradication strategies must be
designed 1o ncreasc access to and utilization of
services beyond that normally achieved by routine
services.

To achieve this goal. eradication eftforts often
include campaign elements. While the interventions
are usually specific to the eradication mutiative,
the campaigns may offer opporturuties for the
addition of other interventions. Although such strat-
egies can deliver health interventions to thc entire
population, the impact on other health priorities
must be considered. Routine coverage has been re-
ported 1o drop immediatcly following national im-
munzation days in some countries, but subsequently
has usually chmbed back to supular if not higher
levels.

Routine information systems are often frag-
mented and unrebable and improvemcnts can be
compromised by the development and consolidation
of survcillance for eradication. if it is initiated as a
parallel and specific actiity. This was a concern
when of the surveillance system for poliomyelitis
eradication was established in Cambodia (9), but the
system was gradually expanded to include other chs-
cases. Similarly the poliomyelitis surveillance system
played an important role in the cholera epidemic 1n
Latin America in the late 1980s. The surveillance
approach 1o diseasc control has significant potential
tor integration and expansion to other priority dis-
eases, as exemplified by the integrated disease sur-
veillance system being promoted in the African
region with pohomyelitis surveillance as one of a
number of central functions.

Performance monitoring is rare in the health
sector but common in eradication programmes. A
broader adaptation of performance indicators may
enhance the quality of other health services.

Conclusions and
recommendations

Eradication and elimination programmes otfer both
opportunities and threats to health systems develop-
ment. While carly eradication efforts were imple-
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mented as vertical operations — often in the absence
of a service delivery system — more recent pro-
grammes have ncreasingly utilized and worked
within the frame of the existing health system (70,
11). This has sometimes led 1o diversion of resources
and disputes over the priority accorded to eradica-
tion when a global objective is pursued in countries
which do not share this prioritization

Increasingly. evidence is being collected on the
beneficial impacts of eradication efforts on the
health sector and it has become apparent that care-
fully designed programmes may produce benefits
beyond the eradication goal (8, 12). The framework
presented in this article provides guidance for the
design ot future programmes to maximize the sup-
port 1o national health systems development and
thus increase the impact on the hcalth status of the
populations.

The framework is applicable primarily to cradi-
cation imhatives but may be adapted to other tar-
geted (“vertical”) health programmes tn order to
strengthen the coordination of health systcms devel-
opment and discase control efforts for mutual ben-
efit. The following main recommendations arc pui
torward:

* EP policy and strategy development should be
uscd to stimulate and support national health poh-
cies development and become components of
these.

¢ Stakeholders in eradication should use their influ-
ence to promote health systems development as a
secondary objective of eradication.

* Management systems lor eradication should be
designed with reference to existing systems and
gradually integrated mto these

* Strengthening of existing organizational structures
and management processes, including wide use ot
performance indicators, should rccetve prority
over the establishment ol ncw systcms.

e Donor commitment to eradication should be ex-
tended to other hecalth system investments.

e Savings from cessation of eradication programmc
activities should accrue to health sector develop-
ment tollowing aclnevement of eradication.

¢ Specific traiming activitics should be planned and
coordinated with other training programmes.

* Strategics for service delivery for eradication
should be more widely used by other health
services

» Surveillance should be expanded as the most es-
sential function of disease control.
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