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A view from the South:
Why a Southern African School for Maternal
& Child Health ?

Situation analysis

A Global Impact on Regional Public System

A Human Resources Crisis in Health / the Kampala declaration
A Reversal or stagnation in MDG 4 & 5 in Southern Africa

Challenges for Academic institutions in Health

A Burden of disease in the region demands unconventional approaches from
maternal and child health systems,

A Human resources crisis continues as parallel systems and funding continue to
exist fuelled by donor driven control and demands for results,

A Health Systems and Educational Systems still not receiving the funding to
take up their internationally suggested role: stewardship, leadership and
ownership remain hollow phrases!

Potential solutions for the regions health systems

A Creating time and area for change by a deliberate regional approach

A Rejoin maternal and child health systems

A International recognition for Regional Professional Colleges + HPA

A Life cycle approach the conceptual basis for a continuum of care



20 years global impact on regional public
systems in SSA

Public spending (health - & education systems) halved last 20y. due to
imposed SAM & neo -liberal donor policies.

Health reform, user -fees, private sector maintaining a selective health
infrastructure. Private sector hardly addressing the increased major

burden of disease (HIV, Tuberculosis , Malnutrition) and consequential
increased human resources requirement in sub - Saharan Africa. Equity

gap!

International donors shifted funding to NGOs running vertical programs

(i.,e. PEPFAR: 16 % governmentaland 84 % NGO services and
establishment of parallel education postgraduate institutions by US

universities), employing foreign (fully paid) and local staff at 2-4x local
salaries, preference to interventionist/deliverables approach and data

collection and control, at the cost of health service delivery.

AOQur communities donodét include a frien
preterm delivery like GAPP has in Seattle! While we have 5 times more
premature deliverieso



Human Resources Crisis In Southern Africa
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Erosion of health
salaries result in a

demoralized and
low utilization, coverage

and ety of care
health systems.

Therefore the regional WHO minimum
stagnation in MDG 4 & 5 standard




Reversal and stagnation of U-5
Mortality iIn SADC region

[ No data o 2
Y More than 2 years of humanitarian
crisis between 1992 and 2004
Sourca: World heatth report 2005, Geneva: World Haalth Organization; 2005.




Why are the preventive and interventionist
activities for MDGs on track in SADC, and
do they fail on health systems ?

Pp.46 -47 2008 Countdown Tracking progress
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Professional'Education and Health Profession
Associations are missing in MDG 4 and 5

2003 Lancet Maternal &
Child Survival Series focus
on interventions and the
way forward:

Leadership

Collaboration and country

capacity support

Evidence based guidelines

Developing systems that help
monitor coverage, equity and
progress towards achieving MDG
48&5



