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Abstract

At the request of the U.S. Agency for International Development (USAID)/Angola, a team
performed an assessment of the Angolan health system in August 2005. The purpose of the health
system assessment is to inform the Mission’s development of a new health program for 2006—2011.
To conduct the assessment, the team tested a new health systems assessment approach developed as
part of the global Mainstreaming Health Systems Strengthening Initiative of USAID’s Office of
Health, Infectious Disease and Nutrition. The team found several weaknesses including a lack of
human and institutional capacity and supervision; and insufficient public health financing of basic
inputs for service delivery (e.g., supplies, drugs, equipment, electricity, potable water) contributing to
user fees being charged by some public facilities. Strengths included the quantity of nurses, Ministry
of Health and donor plans to increase staff capacity, the dedication of public sector health staff at
multiple levels, implementation of some quality guidelines (IMCI and maternal health); and
public—private partnerships in health.

Angola currently presents some windows of opportunity because it is in a post-war transition
period; Angolans are open to change and anxious for improvement; the young population (60 percent
of Angolans are under the age of 18) has a shorter memory of the war; elections promised for 2006;
Angola’s long-term economic outlook is very positive; and other donor investments in health system
strengthening are in progress or planned (European Union, U.N. Development Programme/Global
Fund, World Bank) with convergence of goals and strategies. On the other hand, Angola faces certain
threats, including the risk that elections in 2006 could generate a flurry of facility construction that is
not part of a rational plan or part of the health budget for recurrent costs. The country’s cost structure
is exceptionally high.

The team’s recommendations for health system strengthening activities are consistent with the
Mission’s proposed strategy statement, Africa Bureau’s new Strategic Framework (in which Angola
is classified as a fragile state), and other donor initiatives. The team’s findings and recommendations
were presented at a stakeholder workshop where participants worked in small groups to review and
provide feedback.
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1. Background

At the request of the U.S. Agency for International Development (USAID)/Angola, a three-
person team performed an assessment of the Angolan health system from August 6—19, 2005. The
purpose of the assessment was to inform the Mission’s development of a new health program for
2006—-2011. The team comprised team leader Catherine Connor, of the Partners for Health Reformplus
(PHRplus); Quality Assurance Project technical specialist Ya-Shin Lin; and USAID health systems and
financing specialist Yogesh Rajkotia. Dr. Paula Figueiredo assisted the team extensively with interviews,
data collection, and analysis/interpretation.

In addition to assessing the country’s health system for USAID/Angola, the team tested a new
Health Systems Assessment Approach that was developed as part of USAID’s Office of Health,
Infectious Diseases and Nutrition’s (HIDN’s) global Mainstreaming Health Systems Strengthening
Initiative. The purpose of the mainstreaming initiative, launched in September 2004, is to find new
cost-effective ways to put the combined knowledge, expertise, and tools of USAID Global Health
Bureau’s health system strengthening projects at the service of USAID’s large bilateral health service
delivery projects in order to improve these projects’ capacity to achieve USAID health impact
objectives.

PHRplus is developing the assessment approach in collaboration with Rational Pharmaceuticals
Management Plus (RPMplus), Quality Assurance Project (QAP), and other Health Systems Division
projects. The Health Systems Assessment Approach is meant to:

a»  Allow Population, Health and Nutrition (PHN) officers to conduct an assessment of a
country’s health system, possibly during early phases of program development (with the
assistance of experts/consultants if necessary). This will include diagnosing the relative
strengths and weaknesses of the health system

»  Help improve the capacity of bilateral projects to achieve USAID’s health impact objectives
through increased use of health systems interventions

A Help health systems officials at USAID to conceptualize key issues, increase the use of
health systems interventions in technical program interventions, and improve the role of the
Health Systems Division.

The first phase of the work (January—June 2005) entailed conceptualizing, designing, and
drafting the approach. The second phase consists of pilot testing it in at least two countries and
revisions. Angola is the first country in which the tool is being pilot tested.

Preceding this assessment, in February 2005, a team from USAID/Washington reviewed the
Mission’s current health program in terms of its breadth and depth as well as to realign the program to be
in sync with Africa Bureau’s Fragile State Strategy and Angola’s transition after 30 years of civil war.
The February team’s findings and subsequent discussions recommended streamlining the health program
to focus on the following areas: HIV/AIDS, malaria, family planning, structural reform/health system
strengthening, and private sector engagement.
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On June 30, 2005, Angola was announced as one of the first three countries to be included in the
U.S. President’s Initiative on Malaria in Africa. An interagency team conducted a rapid assessment of
the status of malaria prevention and treatment interventions in Angola during the same timeframe as
the health system assessment (August 8—18). The two teams coordinated data collection and
interviews.
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2. Country Overview

General

The Republic of Angola is located on the west coast of sub-Saharan Africa (SSA). It is one of
the largest countries on the continent, with a surface area of 1.2 million km.? Its growing population is
estimated at 14—17 million inhabitants, of whom about 60 percent are less than 18 years old.

The country is multicultural and multi-linguistic. More than 18 national languages are spoken,
and modernity and ancestral ways of life coexist. Politically and administratively, Angola is divided
into 18 provinces, 164 municipalities, and 557 communes.

o f,J 0 100 200 km
Cabinda ¥ ° N
W DEM. REP.
"SD:.rr.‘r OF THE CONGO
.Ambriz
*LUANDA
-M.-alania
Porto
_Arnbn:rin
Lusna
. Morro =
LUbIIEr_ I.Ir]'.e Mo
Benguela *Huambo
Lubango Menongue
/ i ZAMBIA
Mamibe
ﬂ
NAMIBIA

Angola gained independence in 1975, following 500 years of Portuguese rule and 14 years of
armed struggle between the colonizers and the Angolan nationalist movement. The nationalist groups
were unable to share power upon independence. With the support of Cold War sponsors and mineral
wealth, the groups engaged in a brutal civil war that lasted 27 years. The two largest groups to emerge
during this time were the Movimento Popular de Libertacao de Angola (Popular Liberation
Movement of Angola) and the Uniao Nacional para la Independencia Total de Angola (National
Union for the Total Independence of Angola, or UNITA in Portuguese). The battle between these
groups lasted until the death of UNITA’s leader in 2002. All told, as many as 1 million Angolans
were killed, 4.5 million became internally displaced, and another 450,000 fled the country as
refugees.
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The prolonged war left the country’s infrastructure in ruins, its interior areas heavily mined, and
much of its social fabric in tatters. Political and economic institutions, which during colonial times
were centralized to serve the interest of a select elite, remained centralized and were adopted to serve
the interest of the ruling parties.

Not surprisingly, Angola falls near the bottom of most global measures of socio-economic
development. The U.N. Development Program’s (UNDP’s) most recent Human Development Index
places it 166 out of 177 countries. While the World Bank estimates average per capita income at
$740, relatively high for SSA, Angola’s Poverty Reduction Strategy notes that 68 percent of the
population lives below the poverty line of $1.70 per day, with 28 percent living in extreme poverty on
less than $0.70 per day. Annex H presents a series of comparative indicators for Angola and SSA:
economic, governance, health financing, human and physical health resources, pharmaceutical,
private sector, and health information systems (HIS).

The tragedy is that Angola is an enormously wealthy country. Angola is the world’s fourth
largest producer of rough diamonds; diamonds represent 95 percent of non-oil exports, and
production is expected to reach $1billion in 2005, with Angola’s diamond deposits still largely
untapped (Partnership Africa Canada 2004). More importantly, Angola is the second largest oil
producer in SSA and the seventh-largest supplier to the United States. Production currently stands at
1.6 million barrels per day and is rising. Oil accounts for almost half of gross domestic product (GDP)
and about 75 percent of government revenue. It, along with the potential that a stable, prosperous
Angola has for deepening stability and spurring economic growth in the region, gives the United
States a strong reason to be a stakeholder in Angola’s stability and prosperity.

2.2 Health

2.2.1 Health Status

Angola’s health indicators are some of the worst in SSA. The infant mortality rate is 154 per
1,000 live births, and the under-5 mortality rate is 260 per 1,000 live births (Ministry of Planning
[MOP] and UNICEF 2003). The total fertility rate is estimated to be 7.2 births per women, and
average life expectancy is only 40 years. Malaria is reported to be the principal cause of mortality and
morbidity in the country, with a total 3.25 million cases and 38,000 deaths due to malaria reported in
2003 (USAID 2005). A small number of diseases, namely malaria, acute diarrhoeal diseases, acute
respiratory infections, measles, and neonatal tetanus, are directly responsible for 60 percent of child
deaths, despite the fact that it is relatively easy to prevent or treat these problems at the level of the
primary health care (PHC) services, and through better practices and care at household level (Ministry
of Health [MOH] 2004b). Malnutrition is the main associated cause of mortality. The rate of maternal
mortality was estimated to be between 900 and 1,300 maternal deaths per 100,000 live births, which
is 12 times higher than in other developing countries (MOP and UNICEF 2003). Contraceptive
prevalence nationally is estimated to be only 6 percent among women age 15-49 who are married or
in de facto unions (MOP and UNICEF 2003). Higher contraceptive prevalence (17 percent) was
found in three municipalities in Luanda (Management Sciences for Health [MSH] and Consaude
2002). These health indicators reflect a series of contributing factors such as lack of access to health
services (see Table 1), water, means of excreta disposal, personal and food hygiene, food security,
housing, household income, and health care knowledge and practices in communities and households.
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Table 1. Health Service Indicators

. Angola Sub-Saharan Africa
Indicator Measure
Source Year | Data | Source Year Data
Doctors in the public | Doctors per 100,000 inhabitants MOH 2000% | 5 HDR 1991 32
sector WHOSIS | 1997 | 7.7 | WHOSIS | 1995- | 16
2003
Access to drugs % of the population with access to WHO 2001 | 20
essential drugs
Vaccination coverage | % of children 12-23 months MICS 1996 | 24 SOWC*® | 1999 46
for DPT (3rUI dosage) | vaccinated 2001° | 34
Vaccination coverage | % of children 12-23 months MICS 1996 | 28 SOWC*° | 1999 48
for polio vaccinated 2001° | 63
Deliveries in health % of deliveries attended by trained MICS 1996 | 22 SOWC*® | 1995- 39
facilities health personnel 2001° | 45 2000
Pre-natal % of pregnant women who attend MICS 1996 | 64 SOWC*® | 1995- 64
consultations one or more pre-natal consultations 2001° | 66 2000
Contraceptive use % of women of reproductive age MICS 1996 | 8
who use any method of 2001° | 6
: c | 1995-
contraception SOWC 2000 22
MSH 2002° | 17

Source: adapted from Vinyals 2002
Notes: WHOSIS = World Health Organization Statistical Information System, HDR = Human Development Report (U.N. Development Program), MICS

= Multiple Indicator Cluster Survey, SOWC = State of the World’s Children (UNICEF), MSH = Management Sciences for Health
a)  Estimate based only on doctors in the National Health Service, as published in Anuério Estatistico do MINSA (MOH 2000).

b)  MICS 2001 (MOP 2003) only covered areas accessible during the war.
c)  UNICEF (2002).
d)  Survey (MSH and Consautde 2002) covered only three municipalities in Luanda province.

Environmental health problems are significant. For example, a 1998 survey indicated that only
56 percent of the population of Luanda had access to piped water at home or from public pipes, and

42 percent bought water from private vendors who charge high prices compared to the tariffs on

piped water. The semi-urban populations live near mounds of uncollected rubbish and stagnant water.
Less than a quarter of the population of Luanda is served by a sewage system (Hodges 2004). Based
on an analysis of registered deaths in Luanda, the government’s accelerated plan to reduce maternal
and child mortality (MOH 2004b) observed that “...environmental causes are more important than
biological causes in determining the mortality of Angola children.”
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2.2.2 Health System

As defined by the MOH, Angola’s health service system consists of the ministry and the national
service delivery network of both public and private providers (see Figure 1). The public health system
was decentralized in 2001 as part of a broad government reform. The MOH’s role is defined by law to
focus on regulation, technical guidelines/orientation, planning, evaluation, and inspection. The MOH
carries out its technical guidance role through a variety of national health programs, most of which
are heavily dependent on external assistance (e.g., malaria, epidemiological surveillance, expanded
program of immunization (EPI), reproductive health, nutrition, essential medicines, tuberculosis
(TB)/leprosy, and integrated management of child illness (IMCI). The provincial government is
responsible for provincial and municipal hospitals, health centers, and health posts, though, as will be
explained in the health financing section, funding flows do not exactly match responsibility. The
municipal government-level role is not well defined and capacity is reportedly weak.

Figure 1. National Health System

Regulation
Guidelines
Planning
Evaluation
Inspection

NATIONAL NETWORK OF HEALTH SERVICES

NATIONAL HEALTH PRIVATE
SERVICE SECTOR
MOH SERVICES AND
INSTITUTIONS FOR PROFIT
NOT FOR PROFIT
OTHER PUBLIC ENTITIES NGO Church

Source: Republic of Angola, MOH (2005)

Angola’s health service delivery infrastructure was damaged during the long civil war, and
reconstruction is in process. Health service delivery is divided into three levels of care (primary,
secondary, and tertiary) corresponding to levels of government (national, provincial, and municipal):
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4 Primary care (municipal level) consists of approximately 250 municipal hospitals and health
centers'; 729 to 926 health posts, an unspecified number of company health units, and
community health agents.

s Secondary care (provincial level) consists of provincial hospitals across the 18 provinces.
There are also an unspecified number of private, mostly religious, hospitals.

a  Tertiary care (national level) consists of 27 to 100 national and specialized hospitals.

Angola has an estimated 850 doctors and 16,0376 nurses employed in the public health system.
Total doctors per 100,000 inhabitants is estimated to be 7.7, which is low compared to the SSA
average of 16. On the other hand, the number of nurses, at 144.5 per 100,000 inhabitants, is higher
than the SSA average of 79 nurses per 100,000.

Total expenditures on health are estimated to be 5 percent of GDP in Angola, about the same as
other SSA countries. However, government expenditures on health are 4.1 percent of total
government expenditures, which is low compared to the SSA average of 9.5 percent. All government
health expenditures flow to public sector service delivery and administration, and national health
programs. There is no national health insurance or social security system.

' The law defines the difference between a municipal hospital and a health center in terms of facility
characteristics and staffing; however, among actual facilities, the distinction is blurred. The MOH is planning to
conduct an inventory of all facilities to have a more accurate number and definition.

2 Different numbers of facilities are cited in different MOH publications.
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3. Methodology

3.1 Framework for the Health Systems Assessment Approach

The current assessment used an approach developed in Mainstreaming Health Systems
Strengthening Initiative: Health Systems Assessment Approach. Draft Framework. A revised version
of the framework, with lessons learned from the Angola assessment, is forthcoming.

3.2 Description of Assessment Tools

A PHRplus design team in collaboration with RPMplus, QAP, and other Health Systems
Division projects developed a set of assessment tools organized into six health system function areas
or modules: (1) stewardship/governance, (2) health financing, (3) human resources and health
facilities, (4) pharmaceuticals, (5) private sector engagement, and (6) health information systems. In
addition, there is a core/contextual module that is meant to provide background information for the
assessment. Each module (other than the core module) is divided into three components of increasing
level of assessment effort. The first component consists of 10-15 quantitative indicators that users are
to answer from international secondary data sources. The second component consists of 15-20
questions or indicators to be answered by consulting country reports and other secondary resources.
The third component consists of 15-20 questions or statements that users are to answer based on
interviews with stakeholders.

3.3 Pre-assessment Desk Research

The first phase of the Angola assessment consisted of desk research. Background documents (see
Annex A) about the Angola health system were identified via internet research, recommendations
from USAID/Angola, and Dr. Figueiredo, the local Angolan consultant (and an author of this report).
Data for Component 1 indicators were collected and compared to the corresponding figures for sub-
Saharan Africa (see Annex H). In addition, the design team drafted a final assessment report outline
and identified four areas of consideration into which assessment findings and final recommendations
would be organized: (1) USAID/Angola priorities, (2) USAID Strategic Framework for Africa, (3)
donor mapping, and (4) priorities of the government of Angola (not in order of importance).
Documents delineating the four areas were identified and collected.

3.4 In-country Key Interviews

Preparation. A team of three assessors was identified to conduct Components 2 and 3 of the
assessment. Each assessor was responsible for collecting data for two modules, assigned according to
assessor background. In preparation for the in-country assessment, the assessment team participated
in two meetings before the assessment. The purpose of the first meeting was to review and discuss the
modules with the design team, and the second was to plan assessment strategy and logistics, and draft
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a detailed schedule for the two-week in-country assessment period. Each assessor assembled a list of
interviewees, mostly by function and title, which a design team member combined into a single list.
The local Angolan health consultant conferred with USAID/Angola to identify stakeholders and
experts corresponding to the interviewee list and set up an interview schedule.

In-country assessment. Over the course of 14 days, the in-country assessment team interviewed
numerous stakeholders at the national and provincial health service delivery levels (see schedule on
next page). Responses were hand-recorded by the interviewer in notebooks, as were relevant
comments. Categorical response data were hand tabulated and narrative responses were examined for
identification of patterns across stakeholders. Each assessor summarized findings for his or her
assigned modules, and then together the team summarized the results, highlighting key findings
across health system performance indicators, and developed recommendations. Findings and
recommendations were presented first to USAID/Angola and then to a workshop of stakeholders,
who included representatives from USAID/Angola, the Ministry of Health, donors, private sector, and
nongovernmental organization (NGO) community.
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Angola Health System Assessment Team TDY Schedule August 6-19, 2005*

Sat Sun Mon Tues Wed Thurs Fri
6 7 8 9 10 11 12
Team lunch 2:00 Team 8:00 USAID 8:30 Review draft 8:00 USAID security briefing 8:00 Mauricio, National Health 9:00 U.N. Development
meeting meeting to presenta-tion for Inspection (HIS) Program

review 9:00 Dr. Fortes, MOH USAID staff 9:00 Isilda Launda, provincial

3:00 Meeting technical Infectious Disease training director of health 10:00 Ana Vaz, director of 11:00 Dr. Daniel,
with Paula and discussion on National Epidemiological National Drug Program
Judy health systems | 10:30 UTCAH (Tech 14:30 Dra. 12:30 Dr. Van-Dunem, vice Surveillance

strengthening

Unit for Assistance

Adelaide, National

minister, MOH

15:00 Jacques Mataieu,

(presentation) Coord.) Director of Public 10:30 NGO meeting U.S. Centers for
Health 14:00 CONGA (Network of Intl Disease Control &
Lunch with USAID NGOs), Christian Children’s 11:00 Mtgs with Dra. Aida, Child | Prevention
15:00 Dr. Bastos, Fund, Mary Daly Health/IMCI, Dr. Manassas,
14:00 Pick up rental car | Angolan Medical MOH Essential Drugs 16:30 Cabinet of
Organization 16:00 Matthew Olins, U.N. Statistics and Planning
15:00 Dra. Teresa Technical Coordinating Unit 14:00 Private large employers (GEPE)
Cohen, National 17:00 Diana meeting
Assembly deputy Swain, USAID 17:00 Cicci pharma importer Team check-in
mission director 16:00 NovoBanco Write-ups
13 14 15 16 17 18 19
Drafts of each 9:30-11:00 10:30 Mario Ferrari Yogesh and Judy 9:00 Evelize Frestas, MOH HRD 7:30-12:30 Catherine and Ya- 8:30—-14:00 Stakeholder

subsection by
14:00

14:00-16:00
Review of
subsections

Team meeting

11:00-1:00
Debrief malaria
team

2:00-4:00
Team meeting
to identify
options

UNICEF country
representative

1:30 Dr. Mariano,
Americo Boa Visita
Hospital

16:30 Presentation on
health systems for
USAID staff

in Huambo

9:00 Malaria team
meeting with
NGOs

14:00 WHO
country
representative

16:00 Dr. Raul
Feio, European
Union

10:00 Dr. Paula, HIS and 9
municipal representatives

13:00 Susan Grant, Save the
Children

Yogesh and Judy back from
Huambo

15:30 Leave for Esso reception

Shin visit helath center in
Cucuaco

14:30 Mtgs with UNICEF,
Provincial health
directorate/Luanda

15:30 Debrief USAID

17:00 Debrief Ambassador
Cynthia Efird

Prep for stakeholder meeting

workshop at Hotel
Tropico

14:00-15:00 team
meeting

15:30 Debrief USAID

*Schedule of Visit to Huambo Province by Judy Weigert and Yogesh Rajkotia

17:30: Visit to the Informal Market/ Pharmacy

Tuesday, August 16, 2005

08:30: Arrive in Huambo

09:00: Meeting with the Provincal Director of Health Elias Finde

11:00: Visit to the Cacilhas Health Center, meeting with TBA and Soba
13:00: Visit to the Central Hospital of Huambo: Director Jodo Chicoa
14:30: Lunch

15:45: Visit to the Clinica Arquidiocesana (private)

16:30: Visit to the Refugee Camp

18:00: Cocktail with NGOs and U.N.
21:00: Sleep at Advance Africa Guest House

Wednesday, August 17, 2005

08:00: Review of visit

09:00: Visit to the Municipal Hospital of Cahala.
10:00: Depart Luanda







4. Strengths and Weaknesses of the

Angolan Health System

This section describes and analyzes the strengths and weaknesses of the Angolan health system.
Because a country health system is broad and complex, the analysis breaks the system down into six
subtopics: governance, financing, human resources and facilities, private sector, pharmaceutical
sector, and health information systems. The section ends with a summary of findings across all the
subtopics.

4.1 Governance

USAID classifies Angola as a “fragile state,” which calls for a country strategy that supports
stability, capacity development, and reform. In accordance with USAID/Africa Bureau’s Strategic
Framework, the Mission has assessed the sources of fragility in Angola and identified weak
governance as a key issue. Therefore, governance is a particularly important element for the
assessment of the Angolan health system.

Governance is broadly defined as the set of traditions and institutions by which authority in a
country is exercised, including (1) the process by which governments are selected, monitored, and
replaced, (2) the capacity of the government to effectively formulate and implement sound policies,
and (3) the respect of citizens and the state for the institutions that govern economic and social
interactions among them. Governance in the health sector specifically is “The careful and responsible
management of the well-being of the population; the very essence of good governance” (WHO 2000)
and includes:

4 The continuous process of developing, revising and enacting health policies and regulations

» Raising awareness and mobilizing communities, institutions and individuals to promote
effective health policies and practices

Ao Assuring an environment in which the government, NGOs, private enterprises and individual
health practitioners can operate effectively and efficiently

In the following sections, the strengths and weaknesses of health system governance in Angola
are assessed along five dimensions: health information capacity, regulation, policy formation and
planning, external participation and partnerships, and accountability.
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411 Background

Overview

The quality of governance overall in Angola is weak, though it has improved slightly in the last
few years. (See Figure 2, which compares Angola to all of sub-Saharan Africa in terms of various

governance indicators.)

Figure 2. Selected Governance Indicators for Angola and SSA

Voice and
Accountability

___w Sub-Saharan Africa

Control. of Government
Corruption Effectiveness
-0.65

Rule of Law

Source: Transparency International 2004

Almost 30 years of civil war hampered the evolution of democratic practices and institutions,
and severely limited pubic spending in social sectors. Public revenues from oil and diamonds account
for half of GDP but are not fully accounted for, despite multiple initiatives® in this area by the
Ministry of Finance, International Monetary Fund (IMF), and the World Bank. There is a pattern of
regressive allocation of public assets and resources to an elite minority, at the expense of the larger
society. For example, from 1997 to 2001, public expenditures on the Overseas Evacuation Fund

® For example: a new, still incomplete, financial management and information system (SIGFE); the Public
Finance and Modernization Program launched in 2002 and ongoing; and the World Bank’s Economic
Management Technical Assistance Project.
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(Junta Nacional de Saude) to evacuate the elite for overseas medical services consumed 13 percent of
the total public health expenditure, compared to 17 percent for primary health care (Vinyals 2002).
Angola does very poorly on indicators taken from the Corruption Perceptions Index (CPI), both in
terms of absolute value and compared to SSA. The indicators for quality of law and contract
enforcement, police, and the level of violence are particularly low.

Decentralization

To assess governance in the health sector it is necessary to understand the impact of
decentralization. As part of a broader administrative reform of the state in 2001 (Reforma
Administrativa do Estado), all service delivery was decentralized to provincial governments run by
governors appointed by the president (see Table 2). The MOH was left in charge of policy/planning,
regulation, training, national health programs, and procurement of essential drugs. There has been
greater decentralization of health financing than of administrative responsibility, so budget flows are
not consistent with the administrative hierarchy. National and provincial hospitals and the provincial

governments receive their budget allocations directly from the Ministry of Finance (MOF), even
though the MOH is supposed to oversee national hospitals, and the provincial government is
supposed to oversee provincial hospitals. Separation of budget control from administrative
responsibility interferes with governance and integration across levels of care; nevertheless, the direct
budgeting from the MOF to the hospitals has resulted in an increase in funds for these facilities.

Table 2. Angolan Political Structure and Public Health Service Delivery System by Level

Political Structure Health System1
Level
Executive Legislative Governance Health Facilities
President: National Assembly: Ministry of Health 27 to 38 national
Took office in 1979; 220 deputies elected | resPonsible for and specialized
elected in 1992 in 1992. policy/planning, hospitals
National regulation, training,
ationa Ministries by sector like | Parliamentary public health programs,
the MOH commission on procurgment of
health, environment, essential drugs
and social affairs
Governor appointed by None Provincial health 62 provincial
the president directorates responsible | hospitals
. for provincial and
Province Governor appoints staff municipal hospitals,
(18) to provincial health centers and
directorates for each posts.
sector (health,
education, etc.)
Administrator appointed | Municipal councils Municipal health Approximately
. by the governor (notin all sections have line 250 municipal
Municipal municipalities) responsibility for health hospitals and
(163) Municipal section for centers and posts, but health centers
social services (health, no budget.
education, other)
Commune Administrator appointed | Communal councils in 725 to 926 health
(532) by the governor some communes posts

'Does not include the military health system, which accounted for 6 percent of public health expenditures in 2001
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4.1.2 Health Information Capacity

At the national level, MOH documents for health planning, like annual sector plans and the five-
year development plan, present useful, relevant health data to substantiate proposed programs.
However, authority over the allocation of public health financing is concentrated in the MOF and
provincial governments, which do not appear to consider health data in decision making. For
example, Angolan health statistics point to the need for investments in public and primary health care,
but tertiary care (national and provincial hospitals) consistently receives the majority of public health
funding. At the provincial level, out of 18 provinces, only Luanda province has a health strategy that
includes health data.

The health information system is underfunded (e.g., inadequate funds to print/copy data
collection forms across all facilities), inefficient (multiple, parallel data flows), and underutilized for
policy and planning. Vertical information systems that rely heavily on external assistance, like
epidemiological surveillance, reportedly function well. The HIS is largely one-way flow of data from
the service delivery sites up to the national level with little capacity or incentive at any level to use the
data for decision making.

There is limited population-based data due to the lack of government commitment and, until
2002, lack of security to conduct household surveys. The last census was 1970. Household surveys
with health data include the National Institute of Statistics’ (/nstituto Nacional de Estatistica, INE)
Survey of Household Conditions in 1993 (5,783 households in five provinces), the State of Maternal
and Child Health in the Districts of Cazenga, Cacuaco, and Viana: Baseline Survey in 2002 (1,642
households in three municipalities) implemented by USAID’s Strengthening Maternal and Child
Health Services Project, and the INE- and UNICEF-implemented Multiple Indicators Surveys in
1996, 2001, and 2003. Angola has never conducted a Demographic and Health Survey (DHS).

There is a broader problem of lack of information and awareness among the general population
that is an obstacle to good governance and accountability. For example, one NGO reported doing a
community meeting and the participants were surprised to learn that Angola had oil reserves and
significant oil revenues.

41.3 Regulation

The “Basic Law on the National Health System” was approved in 1992 and provided the
framework for further legislation and regulation. Legalization of private sector health providers and
not-for-profit entities was passed in 1992 (Republic of Angola 1992). Decree 2/00” defines the
organization and functioning of the MOH, provincial, and municipal health administration, and
Decree 54/03 defines each type of public health facility. The level of detail may be excessive in some
cases, for example, defining the number of staff for every MOH department, and therefore constrains
management. In other cases, laws and corresponding regulations lack detail. For example, those
regarding user fees at public health facilities do not specify amounts, collection procedures, or
exemption policies. Generally, people interviewed at the national level said there is a gap between
laws and implementation. For example, the actual size and structure of municipal hospitals and health
centers is thought to vary significantly from the legal definition. Another example is the Decree 2/00
article 21, establishing municipal departments of health, which has not been implemented in many
municipalities.

* The second number, after the slash, refers to the year the law was established.
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There is ample legal framework for regulation of the public and private health sectors. The
MOH’s General Health Inspection unit is responsible for developing and enforcing regulations. It has
a staff of inspectors. Each province also has an inspection department. Luanda province has 34
inspectors who are actively visiting public health facilities in an effort to inventory and reclassify
them. The regulatory function as currently exercised is very basic (see if the facility is functioning,
water/electricity, number of beds), and not a quality assurance initiative that would affect how
services are delivered. On the other hand, the private sector is highly regulated across all economic
sectors in terms of bureaucratic requirements to the point of being a barrier to market entry:

a»  Company start-up comprises 14 steps that take an average of 146 days and cost the
equivalent of 884.6 percent of gross national product per capita.

4 Labor laws restrict hiring, firing, and working hours.
a  Regulations governing registration of property can take 335 days.

s Legal procedure for enforcing contracts is bureaucratic (47 procedures), but not considered
effective (World Bank 2004b).

41.4 Policy Formation and Planning

Power is concentrated in the executive branch, and the national assembly is quite weak. The
national assembly has a Commission for Health, Environment, and Social Action that is not very
active. However, two private sector entities, one NGO and the Angolan Medical Association, cited
examples of working with the commission to develop decrees on health.

The MOH has issued, with some external assistance, good planning documents like the Health
Sector Program 2005-2006, the Annual Sector Program 2005, the Sector Development Plan for 2000-
2005, and the Accelerated Program to Reduce Child and Maternal Mortality. These documents
present noble, measurable (albeit ambitious) goals focused on Angola’s priority health problems.
However, there is a gap between plans/intentions and actions, including resource allocation.
Government representatives who were interviewed readily acknowledge gaps, and several
commented along the lines of “we have beautiful plans but we do not implement them.” For example,
budget execution is surprising low. Between 1997 and 2001, the MOH executed only 60 percent of its
health budget on average. An exception has been the medical evacuation program that consistently
executes a higher percentage of its budget (Vinyals 2002). Resource allocation strongly favors
hospital care and overseas treatment for a minority over primary and public health care, in
contradiction of sector goals to reduce infant and maternal mortality. People interviewed in and out of
government most often blame weak implementation on the lack of human capacity (especially
leadership) and financial resources. Another factor is political will. There is an official policy and
planning process that is relatively participatory in terms of donor participation, and produces
reasonable policy direction. In parallel is an unofficial process that reflects the concentration of
political power and other priorities for resource allocation (e.g., the delay of essential drug
procurements). Decentralization was not cited as a cause of the MOH not being able to implement its
policies and programs in the service delivery system.
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4.1.5 External Participation and Partnerships

There are at least 16 multi- and bilateral programs in the health sector (see Annex F), plus
numerous international NGOs. Several of these programs include health system strengthening
activities (see Annex G) and representatives interviewed shared similar perceptions of priority areas:

A

Increase the utilization and quality of PHC services
Shift from top-down planning to data-driven, bottom-up planning

Shift from strategic planning to operational and mirco-planning that facilitates
implementation and action

Increase supervision of public health workers, especially formative supervision
Integrate the vertical public health programs at the provincial level and below

Expand sharing of resources across the donor-funded vertical public health programs to
maximize efficiency (training events, vehicles, etc.)

While external funding of the health sector in Angola is less significant as a percentage of total
health financing compared to other SSA countries (8 percent in Angola versus the SSA average of 20
percent), there is still a significant need for donor coordination. Previous assessments (including
Frankel 2003), as well as MOH, donor, and NGO representatives all cited the need to improve
coordination in the health sector. If good government/donor/NGO coordination is defined as
consistent, dynamic, productive, government-led, with the right people meeting at the right level and
effective at achieving synergies, then neither of the existing mechanisms are functioning
satisfactorily:

A

Technical Unit for Assistance Coordination (known as UTCAH, for its Portuguese name) is
the official government agency responsible for NGO coordination as well as donor
coordi