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EXECUTIVE SUMMARY
 

At the request of the Government of Chad and with funding by

the United States Agency for International Development, a
 
technical advisors' team from 
 the Harvard Institute for
 
International Development arrived in October 1985 to implement

the Health Planning Restoration Project. This Project, with a
 
financing of $1.8 million over two years, later extended to three
 
years with an additional $600,000 funded in part by The United
 
Nations Development Program, called for the training and
 
establishment of a team of planners within the Ministry of Public
 
Health and the implementation of a disease surveillance system.
 

The Project team's preliminary studies showed that Chad's
 
health services system had been seriously damaged during the war,

and that the health information system was barely functioning.

Given this situation, the Project team, with the concurrence of
 
Ministry officials and USAID, reoriented the Project's objectives

to emphasize the development of a national health information
 
system which would improve planning and management capacity at
 
all levels in the health system.
 

Confronted with severe human resources and financial
 
constraints, the Chadian Ministry of Health, through its
 
Commission on the Health Information System, and with the help of
 
the Harvard team, carefully examined during a full year the
 
panoply of choices available. Based on a consensus building
 
process, it selected a management oriented routine reporting

system in which every health facility in the country participated

through a monthly activity and disease report, and through an
 
annual inventory of resources. Given the lack of management and
 
analytic capacity in the regions, it was decided that all reports

would be sent at the central level to the Bureau of Statistics,
 
Planning and Studies (BSPE), which would be responsible for data
 
analysis and feedback.
 

In 1987 and 1988, the Harvard team assisted the Ministry to
 
implement the system nationwide, through training seminars for
 
the health personnel, through the development of a computerized

data management system in the BSPE, and through training on the
 
job of the BSPE staff.
 

Presently, 84 percent of the health facilities are
 
participating in the system and are regularly sending in their
 
reports. The BSPE provides feedback reports to all levels in the
 
health system. In November 1988, it published, with the help of
 
the Harvard team, the Statistical Yearbook for Health, the first
 
since 1977.
 

The high participation rates and the general acceptance of
 
this highly idiosyncratic health information system result more
 
from the methods used by the Harvard team in the development of
 
the system, than from its actual shape. Accepting the local
 
decision-making process; identifying the system's indicators
 



starting from Chadian planners' and managers' objectives rather
 
than under pressure of international donors; tailoring the system
 
to the human resources and the equipment available in the
 
peripheral facilities; taking into account the management
 
information needs of the peripheral health services supervisors;
 
and respecting and reinforcing existing administrative
 
structures: these were all methods that created a high sense of
 
consensus about the need and utility of the information system
 
among the future users of the system. They are probably the most
 
significant contribution of this Project and could be applied in
 
the development of similar information systems in third world
 
countries.
 

Nevertheless, the system is not flourishing at all levels.
 
Some indicators used in the system lack relevance or validity.
 
Maternal and child health activities are not well covered by the
 
system. The implementation of the central data management
 
component in the BSPE is not well established. Even the low
 
annual recurrent cost of $63,000 represents about 20 percent of
 
the total operating budget of the Ministry.
 

In order to maintain and institutionalize the information
 
system, the Harvard team recommends further strengthening of the
 
administrative capacity of the BSPE, presently the most fragile
 
part of the system. In the long-term, some data analysis
 
responsibilities could be transferred from the central Ministry
 
to the regional directors after their management and analysis
 
capacities have been improved. Long-term solutions should also
 
be identified by the Ministry of Health to finance the recurrent
 
costs of the system. One of these solutions could be community
 
financing of the local costs of the system.
 

In order to adapt the system to a quickly rehabilitating
 
health system in Chad, we recommend that, based on an in-depth
 
evaluation, a full-scale revision of the health information
 
system take place in the near future, using the same decision
making methodology. Funding for this new investment could be
 
provided by USAID under the planned Child Survival Project.
 

No matter how "appropriately" designed the information
 
system may be and how great the benefits it eventually produces,
 
in a extremely poor country like Chad, it puts additional strain
 
on the limited financial and human resources. Supplemental
 
external assistance will be required fcr some years to come if
 
the innovations are to take hold as permanent features of the
 
Ministry of Public Health's routine functioning. The original
 
two-year Project design failed to take into account the realities
 
on the ground. The lesson here is one that we need to keep
 
relearning: good development projects take five to ten years.
 

ii
 



SOMMAIRE
 

A la demande du Gouvernement du Tchad, et avec financement 
de l'Agence pour le Developpement International des Etats-Unis 
(USAID), une equipe de Harvard Institute for International 
Development (HIID) s'est installee a N'Djamena en octobre 1985 
pour mettre en oeuvre le Projet de Restauration de la 
Planification Sanitaire. Les objectifs planifies de ce Projet

dtaient la formation et l'tablissement d'une dquipe de 
planificateurs au sein du Minist~re de la Santd Publique et la 
mise en place d'un syst~me de surveillance dpidemiologique. A
 
l'origine planifid pour une durde de deux ans avec un financement
 
de $ 1,8 millions, le Projet a dtd prolongd pour une annde avec 
un financement suppldmentaire de $ 600.000, fourni en partie par 
le Programme des Nations-Unies pour le Developpement. 

Les 6tudes preliminaires entreprises par l'equipe de Harvard
 
montraient que le systeme de santd du Tchad avait serieusement
 
souffert pendant la guerre civile, et que le systeme
 
d'information sanitaire dtait pratiquement inoperationnel. Devant
 
cette situation, l'dquipe du Projet, avec l'accord du Ministere
 
de la Sante Publique et de I'USAID, a reoriente les objectifs du
 
Projet pour viser le ddveloppement d'un systeme d'information
 
sanitaire national qui devrait amdliorer les capacites de
 
planification et de gestion des services de sante A tous les
 
niveaux du syst~me.
 

Avec l'aide de l'quipe de Harvard, le Ministere, a travers
 
la Commission du Syst~me d'Information Sanitaire, a examine
 
pendant toute une annde la panoplie de choix possibles dans
 
l'organisation d'un syst&me d'information, tout en tenant compte

des contraintes sdv~res en ressources humaines et financieres
 
dans le pays. Basd sur un processus de prise de decision par
 
consensus, il a optd pour un syst~me d'enregistrement de routine
 
axd sur la gestion des services de santd. Toutes les formations 
sanitaires du pays rempliraient chaque mois un rapport

d'activites mensuels et participeraient & un inventaire annuel
 
des ressources. Dans l'absence d'une capacitd de gestion et
 
d'analyse au niveau prefectoral au moment de l'elaboration du
 
systeme, il a ete decide d'analyser les donnees dans une unite
 
centralisde du Ministere, le Bureau de Statistiques,
 
Planification et Etudes (BSPE).
 

En 1987 et 1988, l'equipe de Harvard a assiste le Minist~re
 
de la Sante Publique dans la mise en oeuvre du systeme A travers
 
le pays. A cet effet, des seminaires de formation du personnel
 
ont ete organises, un systeme de gestion de donnees informatise a
 
ete developpe, et le personnel du BSPE forme a assurer la gestion
 
du systeme.
 

A 1'heure actuelle, 84 pourcent des formations sanitaires
 
participent dans le systeme d'information et envoient
 
regulierement leurs rapports. Le BSPE fournit des rapports de
 



r~troinformation a tous les niveaux du syst~me de sante. En
 
novembre 1988 il a publie un Annuaire de Statistiaues Sanitaires,
 
le premier depuis 1977.
 

Les taux de participation eleves et la reception favorable 
en gdndral du systeme, semblent plut6t dtre le resultat des 
methodes utilisees dans le developpement du systeme que du 
systeme en soi. Ainsi, accepter le style de prise de decision 
utilisd dans le pays; ddfinir les indicateurs du systeme & partir 
d'objectifs exprimds par les nationaux, plut6t que sous la 
pression des bailleurs de fonds; adapter le syst~me aux 
qualifications du personnel et A l'dquipement prdsent dans les 
formations sanitaires; tenir compte des besoins d'information des 
superviseurs des services de santd pdriphdriques; et respecter 
les structures administratives existantes pour implanter le 
syst~me; toutes ces mdthodes ont crdd un consensus parmi les 
utilisateurs du syst~me sur le besoin et l'utilite du systbme. 
Elles sont probablement la contribution la plus significative de 
ce Projet et pourraient dtre appliquees dans le developpement de 
systOmes d'information sanitaire dans d'autres pays du tiers
monde. 

Ndanmoins, le systOme n'est pas sans faille dans tous ses
 
aspects. Certains indicateurs utilisds dans le syst~me ne sont
 
pas trds pertinents, d'autres manquent de validite. Les activites
 
de santd maternelle et infantile ne sont pas bien couvertes par
 
le syst~me. Le syst~me centralisd de gestion des donnees au sein
 
du BSPE n'est pas suffisamment dtabli. Le coit de fonctionnement
 
faible du syst~me, dvalud A $63.000, represente toujours 20
 
pourcent du budget de fonctionnement global du Ministere de la
 
Santd Publique.
 

Afin d'institutionnaliser davantage le syst~me d'information 
sanitaire mis en place, l'quipe de Harvard recommande de 
renforcer la capacitd administrative du BSPE par la nomination de 
personnel qualifid additionnel et par une assistance technique 
prolong4e. A long terme, certaines responsabilites d'analyse 
pourraient dtre ddlgudes aux Mddecins-Chefs de Prefecture apres 
avoir amdliord leur capacite de gestion. Des solutions & long 
terme doivent aussi dtre identifiees pour financer les frais de 
fonctionnement du systeme. Le codt local en imprimes et en 
fournitures de bureau pourrait 6tre pris en charge finance par la 
participation communautaire. 

Le developpement rapide des services de sante dans les
 
derni~res annees, nous mene -'recommander dans un futur pas trop
 
lointain une revision globale du systeme d'information sanitaire
 
basee sur une evaluation en profondeur, et en utilisant les m~mes
 
methodes de prise de decision. Le financement de ce nouvel
 
investissement pourrait 6tre assure par I'USAID dans le cadre de 
son Projet de survie des enfants, qui est actuellement en 
elaboration. 
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Aussi bien "adapte" que le systeme mis en place puisse 6tre,

aussi grands les benefices qu'il apporte, et aussi faible son
 
cot, dans un pays pauvre comme le Tchad, il greve les ressources
 
limitees disponibles. Ii faudrait 
donc un support exterieur
 
supplementaire dans les annees 
& venir, pour garantir la survie
 
du nouveau syst~me d'information et pour son
 
institutionnalisation au sein du Minist~re de la Sante. 
Le temps

de vie de ce Projet, initialement prdvu pour deux ans, ne tenait
 
pas du tout compte de ces rdalitds. C'est une legon &
 
rdapprendre, que de bons projets de d4veloppement durent cinq &
 
dix ans.
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INTRODUCTION
 

In the face of limited resources and seemingly unlimited
 
health needs of their populations, governments, in developed and
 
developing countries alike, are always searching to plan and
 
manage more efficiently their health services systems. In this
 
spirit, the Government of Chad, in 1984, asked the United States
 
Agency for International Development (USAID) to finance a project

to reinforce the planning capacity of the Ministry 
of Public
 
Health. ?n 1977, USAID had supported a similar project which,

before its premature closure by the outbreak of civil war, had
 
published a statistical yearbook. When Chad renewed its request

for this assistance, USAID responded favorably.
 

On August 7, 1984, a Project Grant Agreement for a Health
 
Planning Restoration Project (part of the Chad Rehabilitation and
 
Assistance Project) was signed between Chad and United States.
 
This agreement, with a financing of $1.8 million over two years,

called for the training and establishment of a team of planners

within the Ministry of Public Health and the implementation of a
 
disease surveillance system.
 

In 1985, after competitive bidding, the contract was awarded
 
to the Harvard Institute for International Development (HIID).

By October 1985, the team of three long-term advisors had taken
 
up residence in N'Djamena: Dr. Theo Lippeveld, Chief of Project/

Health Planner, Dr. Anne-Marie Foltz, Epidemiologist/

Statistician, and Sarah Combs, Training Coordinator. 
 (See
Appendix 1 for a full list of personnel during the life of the 
Project.) 

The objective for Project to restore the
the was health
 
planning capabilities of the Ministry of Public Health 
through

the re-creation of a health planning unit. 
 This unit was "to
 
serve as a clearing-house for information at a central level, 
to
 
assess health needs and priorities, to...coordinate activities of
 
donor agencies...and to 
use scarce resources in a cost-effective
 
manner.,,
 

However, when the Project was launched, the critical
 
elements needed to carry out these activities were missing:

there was no information about resources, no data to assess
 
health needs, no centralized information on public sector health
 
activities, and no such information on donor supported services.
 

The Project team's preliminary studies showed that the
 
health services system had been seriously damaged during the war
 
and that most health centers were barely functioning. In this
 

1 USAID-N'Djamena, Request for Proposal. Work Statement for
 
Health Planning Restoration Sub-Activity of Chad Relief and
 
Rehabilitation Projebt. Section C, page 8.
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situation, the Project team, with the connurrence of Ministry
 
officials and USAID, reoriented the Project's objectives to
 
emphasize the development of a national health information system
 
which would improve the management capacity of central, regional,
 
and local officials and which could, in the long run, function
 
within the constraints of Chad's limited fiscal and human
 
resources.
 

By the end of December 1987, the new information system had
 
been developed and implemented, but it was not institutionalized.
 
Therefore, Harvard sought and received an extension of the
 
Project through December 1988, its $600,000 funded in part by
 
USAID and in part by the United Nations Development Program
 
(UNDP). The Harvard team was modified to meet the objectives of
 
the extension. Two new long-term advisors were added: John
 
Barton as information management specialist, and Dr. Isaline
 
Greindl as health services management specialist. Sarah Combs
 
left the Project, while Dr. Anne-Marie Foltz changed her role
 
from a long-term advisor to a short-term consultant. At the time
 
of this writing, the Project has received a second extension 
which will take it through October 1989. 

This final report of the Project is in three chapters: 
Chapter I reviews Project activities and accomplishments from
 
July 1985 to December 1988; Chapter II examines the development
 
of Chad's information system and its lessons for developing
 
information systems appropriate to third-world countries; Chapter
 
III presents the Project's recommendations in the light of these
 
activities and experiences.
 

This report was drafted by Theo Lippeveld and Anne-Marie
 
Foltz with conceptual assistance by Isaline Greindl and John
 
Barton, and with editorial assistance by Drew Factor and
 
Christine Brown. The opinions in this report are our own and do
 
not reflect those of other individuals or any organizations.
 

The Harvard team would like to thank the Government of
 
Chad, the Ministry of Public Health, USAID-N'Djamena, and UNDP
 
for their support in carrying out this Project. Our thanks also
 
go to rempresentatives of donor organizations in Chad who assisted
 
us in our work: AEDES, Cooperation Frangaise, Cooperation Suisse,
 
MSF, UNAD, UNICEF and WHO. We would like to thank particularly
 
the Chadians with whom we worked daily in the Ministry of Public
 
Health, the Director-General, the Directors, the Medecins-chefs
 
de prefecture, and our colleagues in the Bureau of Statistics,
 
Planning, and Studies (BSPE).
 



CHAPTER I: ACTIVITIES AND ACCOMPLISHMENTS
 

In this chapter we will describe in chronological order, the
 
activities and accomplishments of the Project from July 1985 to
 
December 1988 (see Appendix 2 for a summary table). 
 This chapter

is in six parts:
 

I. 	 Preliminary studies
 
II. 	 Development of the Health Information System

III. 	Implementation of the Health Information System

IV. 	 Instituuionalization of the Health Information System

V. 	 Project Assistance to Other Health Planning Projects and
 

Activities
 
VI. 	 Supervision of the Population Advisor
 
VII. 	Publications and Presentations by Project Team members
 

I. PRELIMINARY STUDIES
 

1. Preparatory Phase
 

The first mission to Chad was from July 15 to August 11,

1985 when Dr. Theo Lippeveld, Chief of party, met with Chadian
 
Ministry of Public Health officials and with donor agencies'

representatives. The entire Project team, Lippeveld, Anne-Marie
 
Foltz, epidemiologist/statistician, and Sarah Combs, training

coordinator, assembled at Harvard for two weeks the end
at of
 
August with Al Henn, Harvard Project coordinator and Saleh
 
Ramadan, Director of the Training and Studies Division in Chad's
 
Ministry of Public Health. (See Appendix 1 for a full list of
 
project personnel). During these meetings, the team discussed
 
the preparations necessary for the team's installation in
 
N'Djamena and laid out the approaches it would take after
 
arrival. The team also studied the types of hardware 
and
 
software suitable if 
computers were to be installed in Chad's
 
Ministry of Health.
 

The Harvard team settled into N'Djamena by October 15 and,

in close consultation with Ministry officials, began to develop

the first year's work plan. The Ministry suggested, and the team
 
concurred, that the Project would work most closely with 
the
 
Division of Statistics and Studies, at that time under Saleh
 
Ramadan's direction.
 

2. Studies of the Existing Health System
 

Our first priority was to study the existing health system,

to assess its resources in personnel and equipment, to assess
 
health needs, and to understand the administrative structure
 
within which these resources functioned. We paid particular

attention to examining how data on health needs and health
 
resources were gathered and analyzed.
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With our colleagues in the Ministry, we developed a
 
structured questionnaire to guide us in surveying the health
 
system. Between November 1985 and June 3.986, we took eight field
 
trips together, visiting 10 of the 14 prefectures (one was still
 
occupied by Libya). In each prefecture we visited hospitals,
 
medical centers, and clinics. We used the visits to correct the
 
Ministry's outdated lists of health facilities and to add
 
information about personnel. We evaluated the skills and
 
training of local health workers and observed the methods they
 
used in collecting data. We discussed with regional health
 
officers and local health workers their needs for data and the
 
difficulties they encountered in using the existing methods of
 
data collection.
 

The health data gathered by the Ministry and by private
 
organizations proved to be of poor quality and limited range.
 
Health personnel were inadequately trained to fill out forms
 
which used ambiguous terms and which required sophisticated
 
standards of diagnosis. Moreover, the Ministry and private
 
organizations used at least seven different types of forms.
 
These used different ways of classifying diseases and reported
 
different information. Most reports did not include information
 
on clinic activities nor hospitalizations.
 

Health facilities filled out and sent reports to the
 
Ministry in a desultory manner, when they did so at all. During
 
1985, the Ministry's Division of Statistics and Studies had
 
received reports from only 59 of the more than 350 health
 
facilities in the country. Of those that reported, on average
 
only 3.9 of the 12 monthly reports arrived. Thus, analysis of
 
management or epidemiological data was impossible given the
 
aleatory nature of the information.
 

To complete our picture of the activities and organization
 
of the health sector, the Harvard team with its Chadian
 
colleagues held long discussions with central Ministry officials
 
as well as with representatives of donor organizations in the
 
health sector. These studies resulted in four reports. The
 
first two analyzed the organization of Chad's health system--and
 
particularly, the health information system; the second two
 
demonstrated the difficulty of obtaining reliable data from the
 
existing system:
 

-Une Note sur l'Organisation des Services de Sante au Tchad
 
(A note on the organization of Health Services in Chad), April 6,
 
1986 (see Appendix 3).
 

-Le Systeme d'Information Existant (The Health Information
 
System at Present), May 15, 1986 (see Appendix 4).
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-Etude Preliminaire des Problemes de Sante au Tchad
 
(Preliminary Study of Health Problems in Chad). February 10,
 
1986.
 

-Etude Preliminaire des Ressources en Personnel de Sante 
au
 
Tchad (Preliminary Study of Health Personnel in Chad). March 25,
 
1986.
 

3. Other Studies
 

To assess the implementation of a USAID-funded computerized

health information project in Niger, Dr. Foltz and Nabia Kana, a
 
statistician in the Ministry of Health, spent a week in Niamey in
 
April 1986. From their meetings with the technical advisors and
 
their Nigerian counterparts, they reported back to Chad on
 
several points that proved critical to the Chad project. First,
 
surveys to assess childhood mortality are extremely expensive and
 
difficult to carry out in Sahelian countries; second, to change
 
systems of collecting data is difficult unless all interested
 
parties are involved and convinced of its necessity; third,
 
national counterparts need to he involved in system development
 
every step of the way to ensure institutionalization. Foltz and
 
Nabia also learned technical information on computer hardware and
 
electrical backup systems which was then used for purchasing and
 
installing Chad's computers.
 

To assess the relationship of the Chadian health information
 
system to international data collection instruments, Dr.
 
Lippeveld and Mahamat Adjid Oumar, a Ministry health planner,

visited the Organization for the Fight against Endemic Diseases
 
of Central Africa (OCEAC) in Yaounde, Cameroon in May 1986. This
 
organization collects and analyzes epidemiologic data from six
 
member states, of which Chad is one. Lippeveld and Adjid Oumar
 
reviewed with OCEAC officials how Chad's data collection system

could be improved and how it could report the epidemiologic data
 
desired by OCEAC.
 

Since the design for this Project had foreseen the
 
establishment of mortality and morbidity surveys at regular

intervals and since our field visits and consultations with
 
Ministry officials had raised questions about the feasibility of
 
such surveys, we asked the Bureau of the Census (BUCEN) to
 
evaluate the situation for us. They sent consultants, Susan Enea
 
and Karen Stanecki, to Chad at the end of September 1986 for a
 
three week visit. These consultants found that Chad lacked the
 
elements necessary for a successful system of surveys, such as a
 
sampling frame, qualified personnel, and long-term financial
 
resources. They advised the Harvard team to give priority to
 
the development of a routine reporting system and not to consider
 
surveys until the former was firmly in place.
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II. DEVELOPMENT OF THE HEALTH INFORMATION SYSTEM
 

From our field studies and from our discussions with
 
Ministry officials, it became evident that even if one improved

the existing system of data collection, it would still not
 
provide the information the Ministry needed. The alternative was
 
to develop a totally restructured system which would be new in
 
content, in methods of data collection, in methods of report

transmission, and in methods of analysis. The Harvard team had
 
three concerns for such a system: first, considering the scope
 
of the reorganization envisaged, that all parties who had an
 
interest in the system as collectors or as users be involved in
 
all stages of development; second, that the administrative
 
structures be appropriate to the resources and financial means of
 
a country which was rebuilding after more than 20 years of civil
 
war; third, that the technologies used be those appropriate to a
 
country which was one of the poorest in the world.
 

1. Creation of the Bureau of Statistics, Planning, and Studies
 
(BSPE)
 

In March 1986, the Ministry of Public Health underwent a
 
major reorganization in the course of which the small bureau of
 
statistics and studies which had been in the Division of Training

and Studies, was renamed the Bureau of Statistics, Planning and
 
Studies (BSPE) and moved to the office of the Director-General
 
where it would occupy a more important position in the Ministry.

According to the official Ministry text, the BSPE was charged
 
with:
 

-Collecting and analyzing health data
 
-Assisting the Director-General to plan health actions
 
-Developing, planning, and carrying out national projects;
 

The BSPE was thus destined to become the administrative unit
 
responsible for implementing the health information system and to
 
serve as well as the setting for the Project. At the request of
 
the Director-General, the Harvard team prepared a paper detailing
 
the tasks of the BSPE and the personnel necessary to carry them
 
out (see Appendix 5). During the next two years, the Ministry

gradually expanded the BSPE staff from 3 to 9 persons including a
 
bureau chief.
 

During 1986, with Project funds, a wing of the Ministry's

central building was rehabilitated and enlarged to permit

installation of the enlarged BSPE and Harvard Project personnel.
 
The Project also funded the purchase of furniture, training

materials, and computer hardware and software. In October 1986,
 
when the work was completed, the BSPE staff and Harvard team
 
moved into their new quarters.
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2. Creation of the Commission on the Health Information System
 

In 1983, following the end of the civil war, the Ministry of
 
Public Health had created a Health Action Coordinating Committee
 
(CCAS) to coordinate the activities of donors. Members of this
 
committee were the senior officials of the Ministry and
 
representatives of donor organizations. During the next few
 
years, this 'Committeehad successfully resolved several difficult
 
issues, such as the adoption of a list of essential medications
 
for use throughout the country, and the distribution of food aid
 
during the drought of 1984-85.
 

Shortly after the arrival of the Harvard team, the Ministry

created a commission of the CCAS which was given the task of
 
setting objectives for gathering health data in Chad and of
 
establishing the methods to produce reliable data for the
 
Ministry. This Commission on the Health Information System

(CSIS), culled its membership from among all those responsible
 
for health in Chad and thus was well placed to serve as the
 
institutional setting for development of an information system

that would be acceptable to data gatherers and users at all
 
levels of government and within the private sector as well. The
 
first meeting of the CSIS took place on October 17, 1985.
 

3. Design of a New Information System
 

The CSIS, presided by Dr. Guelina, Director of Preventive
 
Medicine and Rural Health, met regularly during the next year and
 
a half. The Harvard team, with the BSPE staff, served as
 
secretary for the Commission's meetings. The Harvard team
 
prepared work documents and option papers which were distributed
 
before the meetings and served as the basis of discussion.
 
Frequently, one of our team members would meet indiviaually with
 
Commission members before meetings to brief them as fully as
 
possible and to facilitate the decision-making process.
 

At the second meeting, we asked ComL..ission members to state
 
their and their bureau's needs for data, their objectives in
 
seeking such data (e.g. for what planning or management purposes

would they use it), what indicators they proposed, the methods of
 
collecting such data, and their estimated costs in terms of human
 
and financial resources which would have to be allocated. The
 
Harvard team analyzed the responses and drafted a work document
 
which synthesized the needs for data and methods proposed.
 

From this document, the Harvard team developed an options
 
paper for a new health information system. The principle was
 
that its source of data would be routine reports from health
 
facilities and it would comprise a limited number of indicators
 
which could be easily gathered by local health workers and which
 
would be useful for planning and managing the health system. The
 
choice of routine reports over surveys was dictated both by the
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costs (human and financial) to carry out surveys and by the fact
 
that only routine reports from health clinics could provide the
 
Ministry with the data it needed to supervise health services.
 

On June 30, 1986, the option paper was adopted after much
 
discussion and some amendments (see Appendix 6 for the minutes of
 
that meeting). The CSIS made the following decisions:
 

1. The health information system requires standardized
 
routine reports from all health facilities, hospitals, medical
 
centers, infirmaries, and clinics, public as well as private. On
 
the basis of these data, occasional surveys limited in scope on
 
specific topics may be carried out to supplement data from
 
routine reports.
 

2. Three routine reports for health facilities are adopted:
 

2.1. Monthly Activities Report
 

-Includes data on health problems treated and
 
activities carried out during the month;
 
-Two forms are used: one for basic health facilities;
 
another for sentinel sites which provides more data;
 
-Criteria for selecting those facilities serving as
 
sentinel sites are based on qualifications of the
 
personnel, equipment, and geographic distribution (all
 
health centers and hospitals are included).
 

2.2. Inventory of Resources
 

-Includes data on personnel, equipment, buildings,
 
estimates of the population in the health center's
 
catchment area, and community health activities;
 
-Questionnaire 
year. 

sent to all health facilities once a 

2.3. Official Weekly Telegram 

-Includes 
diseases; 

data on a few serious, highly infectious 

-Data sent only by a limited number of health centers
 
able to communicate rapidly with the capital by
 
telephone, telegraph, or radio.
 

3. All reports are transmitted by the health center to the
 
Regional Health Director (Medecin-Chef de Prefecture) who
 
transmits them to the BSPE in the Ministry. The one exception is
 
the Official Weekly Telegram which is transmitted to the
 
Preventive Medicine Division so that rapid action can be taken
 
when necessary.
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4. The BSPE becomes responsible for assembling and
 
analyzing data from these reports, as well as for disseminating

feedback to national, regional, and local officials.
 

These decisions were approved by the Ministry and ratified
 

by Ministerial Decree on June 27, 1987 (see appendix 7).
 

4. Development of the Monthly Activities Report
 

4.1. Development of consensus on indicators
 

During the next six months a subcommission of the CSIS met
 
to define the indicators for the monthly reports. The Harvard
 
team and BSPE staff, serving as secretary to this subcommission,
 
prepared work documents, and final documents as decisions were
 
made. Not infrequently, members of the subcommission found
 
themselves on opposite sides of an issue as to whether an
 
indicator should or should not be included. At such times, the
 
Harvard team would prepare documents showing areas of agreement

and disagreement, and possible solutions to the differences. The
 
Harvard team also gave guidance about those indicators which were
 
likely to be most useful for planning and management, as well as
 
those indicators which were most likely to be reported with 
some
 
reliability and validity.
 

Given the need to arrive at a consensus, the indicators
 
chosen were often compromises which did not necessarily satisfy
 
everyone. However, by December 8, 1986, the subcommission
 
presented to the CSIS, at a meeting presided by the Director-

General, the final document on the indicators for the monthly
 
reports (see Appendix 8).
 

The indicators selected were as follows:
 

-Monthly Activities Report/Basic Health Centers
 

-Curative care: total consultations and new cases by
 
patient's age and place of residence;
 
-Health problems: a list of 24 conditions easily

diagnosed without medical equipment by patient's age;

-Preventive care: total consultations and newly

enrolled by patient's age and place of residence for
 
children 0-4 years old and for pregnant women;
 
-Births supervised by health center personnel;
 
-Confirmed tuberculosis cases brought under treatment
 
and proportion receiving regular follow-up care.
 

-Monthly Activities Report/Sentinel Sites
 

-Same indicators as above;
 
-Health problems: 17 supplementary health problems
 
requiring more sophisticated diagnostic techniques;
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-Hospitalizations: mortality, mean length of stay, mean
 
occupancy rate, by hospital service;
 
-Laboratory tests: Number of sputum analyses and
 
cerebra-spinal fluid analyses and percentage of
 
positive tests.
 

4.2. Design of Data collection forms
 

During December 1986, the Harvard team, following the
 
definitions of indicators established by the CSIS, designed
 
notebooks, worksheets, and reporting forms for the new system.
 
Since the CSIS had not opted for individual patient record forms,
 
all data would have to be collected at the health centers in six
 
different types of notebooks.
 

The notebooks, worksheets, and report forms were pretested
 
in two rural hospitals, one rural clinic, and two urban clinics.
 
After revisions, the worksheets and reporting forms were printed.
 
The Project purchased supplies of notebooks. (See Appendix 9 for
 
the monthly report forms for sentinel sites and for basic
 
facilities.)
 

Using the definitions and criteria for classification
 
established by the CSIS, we drafted two instruction manuals: a
 
163-page one for sentinel sites, and a 118-page one for basic
 
facilities. These manuals describe in detail the methods for
 
gathering data (including models of notebook formats), for
 
totalling a month's worth of data in the notebooks or on
 
worksheets, and for filling out and transmitting reports. These
 
manuals have proved useful for supervisory physicians to assess
 
activities in local clinics as well as for the BSPE in teaching
 
procedures. With the standardized manuals in every public and
 
private health facility participating in the system, the Ministry

has the means to ensure uniformity of data collection throughout
 
the country.
 

5. Design of the Weekly Official Telegram
 

The CSIS had selected the indicators for the Weekly Telegram
 
at the same time as those for the Monthly Activities reports.

Selected sentinel sites were to report weekly the cases and
 
deaths by age group of five diseases of an urgent or epidemic
 
nature: measles, meningitis, cholera, yellow fever, and sudden
 
unexplained death.
 

Harvard team members, in consultation with the Ministry's

Division of Preventive Medicine and Rural Health (DMPSR),
 
developed the format of the reporting form. Although this
 
weekly report was to be implemented simultaneously with the
 
monthly reports, as of this writing, it is not yet in place.
 
Several factors are responsible: first, a pre-existing weekly

telegram continued to circulate; second, the DMPSR which is in
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charge of implementation, preferred to wait until the Ministry

had installed radio communications with the sentinel sites; and
 
finally, given the preceding factors, the Project team found it
 
prudent to give priority to implementing the other parts of the
 
information system for which it was responsible.
 

6. Development of the Inventory
 

From November 1987 to April 1988, a second subcommission of
 
the CSIS met to decide on the indicators which would be used for
 
the inventory of health resources. The procedures were the same
 
as those used earlier, with the Harvard team providing option
 
papers, work documents, and minutes of the meetings. As earlier,
 
documents were revised many times before they were accepted by
 
the subcommission and the CSIS.
 

The CSIS and the Ministry adopted six documents:
 

-1. Objectives of the Inventory (See Appendix 10)
 

-2. Classification and enumeration of health facilities;
 
Criteria for classification of health facilities: First
 
level (primary care) clinics; and second-level
 
(referral) facilities such as hospitals and medical
 
centers;
 

-3. Classification of Personnel;
 
Classifies personnel in terms of educational level,
 
administrative classification for public employees, and
 
actual function in health sector;
 

-4. Classification of buildings and equipment;
 

-5. Estimation of the population in the health center's
 
catchment area (10 km around the center);
 

-6. Community health activities in the health center's
 
catchment area.
 

At the beginning of May 1988, the Harvard team designed the
 
inventory questionnaire. We pretested the questionnaire in a
 
rural hospital, two urban clinics, and one rural clinic. After
 
revisions, we completed the final questionnaire in mid-June (See
 
Appendix 11).
 

7. Development of Computerized Data Management System
 

The Ministry had decided to centralize the collection and
 
analysis of data within the Ministry itself because, at that
 
time, regional and,local health officials lacked the capacity to
 
carry out these functions. In light of the large volume of data
 
which would have to be handled, and the limited staff available
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in the BSPE, it became inevitable that the information system
 
would have to be computerized.
 

From what was available on the market in 1985, we selected
 
two IBM-XT's with 20 Mb hard disks for data processing and a 20
 
Mb Bernoulli box for data storage. We selected IBM rather than
 
a clone and a Bernoulli because the Ministry of Planning already

had such equipment. This would permit the two Ministries to
 
communicate and to exchange parts. The sole computer dealer in
 
N'Djamena supported only IBM equipment, another determinant in
 
the choice. To protect the system from the frequent power surges
 
and even more frequent outages in N'Djamena, we purchased a
 
battery charger, an ordinary 12 volt battery and an invertor
 
This permitted the equipment to run at least 5 hours after a
 
power failure.
 

The computers arrived in Chad at the end of June 1986.
 
Peter Foltz, our computer consultant, set them up at the
 
beginning of July and conducted the first computer course for our
 
Chadian colleagues.
 

Using DBase III+, Dr. Anne-Marie Foltz with her Chadian
 
colleagues established the first database, an updated list of
 
health facilities in Chad. For programming data entry and
 
processing the monthly activities reports, we asked BUCEN for
 
assistance. Project staff sent to BUCEN specifications for the
 
system and dummy output tables. BUCEN consultant, Leo Hool,
 
developed programs in Washington and came to Chad from April 22
 
to May 6, 1987 to install the programs and train the BSPE staff
 
in how to use them. After returning to the States, he developed
 
programs for output tables. This work was continued by Peter
 
Foltz during a consultation in August-September.
 

Additional programming was carried out by Dr. Anne-Marie
 
Foltz, by John Barton, the information manager who joined the
 
Project in October 1987, and eventually some also by the Chadian
 
programmer whom the Ministry assigned to the BSPE by the end of
 
1987. For the inventory questionnaire, we used DBase as well,
 
but added Epi-Info to the tools for analysis.
 

We should note that the computers had their greatest
 
popularity in the Ministry, at first, as word-processors. As the
 
Project and BSPE secretaries became adept at Wordperfect, demands
 
for word-processing became so great that those working with data
 
(the reason for which the equipment had been purchased), had to
 
fight to get access.
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III. IMPLEMENTATION OF THE HEALTH INFORMATION SYSTEM
 

1. Monthly Activities Report
 

The task was to train nearly 2500 people working in health
 
services to use a new system of routine reporting. We launched
 
our activities on February 5, 1987 by an Introductory Day at
 
which Ministry officials and the Harvard team presented the new
 
system to all senior Ministry officials and to donor agencies.

This "Day" received wide publicity in the press and radio so that
 
the country, as a whole, became aware of the Ministry's

determination to implement a routine reporting system for all
 
health facilities.
 

1.1 Training personnel
 

We opted for a strategy of training trainers so that
 
knowledge of the system would snowball. We began by training the
 
BSPE staff and senior officials in the Ministry in charge of
 
services as well as the regional health directors. We did this
 
at a series of three national seminars, each lasting five days.

These were held in N'Djamena in February 1987. We also trained
 
the directors/medical directors of health services under private

and voluntary auspices. These persons then trained their own
 
staffs while the Ministry trained public sector personnel. We
 
had earlier provided out-of-country training for Katymia Ezechiel
 
of the BSPE at a seminar in human relations planning in Bamako,

Mali from August 25 to September 20, 1986. As the training

seminars progressed, Katymia became the lead person in the BSPE
 
for preparing and presenting training materials.
 

Training methods within the seminars, which had usually 25
 
to 30 participants, combined prepared presentations using

transparencies and reference to the instruction manuals, with
 
practical exercises and small group discussions. Each
 
participant completed a final exercise so we could assess how
 
much of what had been taught had been absorbed. The results of
 
these exercises permitted the BSPE to spot those persons and
 
their facilities that might need additional supervision.
 

Each participant also filled out an evaluation of the
 
seminar to give us feedback on our performance. We used these
 
evaluations to improve subsequent seminars.
 

As we moved from the national to the regional seminars, BSPE
 
staff and regional health directors gradually took over more and
 
more of the training until the 7th Regional Seminar in Mongo was
 
handled entirely by the BSPE and local medical staff.
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We held three national, eight regional, and two facility
specific seminars:
 

National I. N'Djamena, February 9-13, 1987
 
II. N'Djamena, February 16-20, 1987
 
III.N'Djamena, February 23-27, 1987
 

Regional I. Bongor, April 7-11, 1987
 
II. Moundou, April 27-May 1, 1987
 
III. Sarh, May 11-15, 1987
 
IV. Abeche, May 26-31, 1987
 
V. N'Djamena, June 15-19, 1987
 
VI. Mao, July 14-18, 1987
 
VII. Mongo, November 23-27, 1987
 
VIII.Faya, June 19-24, 1988
 

Facility Specific
 

Polyclinique/Centre Assiam Vamtou, N'Djamena
 
September 29-October 6, 1987
 

Central Hospital, N'Djamena, October 13-22, 1987
 

In order to assure that the monthly activities report became
 
a routine activity in all health centers, the BSPE with the
 
support of the Harvard team, launched two additional training

activities. The first is an ani.jal course on Chad's health
 
information system conducted by BSPE staff for nurses-in-training
 
at the National School for Public Health and Social Services.
 
The Harvard team worked with Katymia Ezechiel to develop a
 
teaching module on the health information system. Katymia with
 
support from Harvard staff taught this module to student-nurses
 
and midwives in 1987. In 1988, Katymia taught the course with
 
his BSPE colleagues, thus achieving the institutionalization of
 
student-nurse training.
 

The second activity was for BSPE staff, accompanied by a
 
Project team member, to make follow-up supervisory visits after
 
the regional seminars to verify the quality of data collected and
 
to provide training where necessary. During 1988, we made seven
 
field trips, visiting 13 of the 14 prefectures. In each area,
 
the BSPE/Harvard team discussed with regional health directors
 
how they could improve their supervision, and provided training

for them to supervise collection and transmission of reports.
 

1.2 Organization and Distribution of Forms/worksheets/notebooks
 

Our goal was to set up a distribution system that would
 
assure the continuous availability of report forms, worksheets,
 
and notebooks to the localities at minimum cost to the Project

during its life, and later to the Ministry. We had designed all
 
forms and worksheets using the Project-purchased computers. A
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local press printed the report forms and some worksheets; the
 
Ministry mimeographed other worksheets in-house using the
 
Project-purchased mimeograph machine; and we bought commercially

available notebooks and showed health personnel how to draw
 
columns to standardize data entry. Later, we discovered that
 
locally preprinted notebooks cost no more than blank commercial
 
ones, so these were substituted. This substitution assured that
 
the notebooks distributed were not likely to be appropriated for
 
other purposes.
 

During the first two years, the BSPE provided these forms
 
directly to each health center. This proved 
an onerous
 
administrative task for BSPE staff who had to maintain an up-to
date stock list for each center and replenish supplies whenever
 
needed, despite problems of transport. From this system,

however, the Harvard team and BSPE staff developed a consumption

profile for each health facility which, in turn, became the basis
 
for a decentralized system introduced in 1989. In this new
 
system, the BSPE sends the Regional Health Director twice a year

the forms necessary for his prefecture, which he, in turn,
 
distributes.
 

1.3 Implantation of Routine Reporting System
 

The training and distribution system produced a
 
participation rate among health facilities which far exceeded our
 
expectations of what could be accomplished in a country 
as
 
resource-poor as Chad. As the training progressed, the number of
 
facilities reporting to the BSPE grew: 44 facilities in April

1987, 112 in May, and 182 in July 1987.
 

By the end of 1988, 294 out of 349 health service centers1
 
(84 percent) were sending monthly activity reports. These 294
 
facilities managed to send their reports so regularly that 87
 
percent of expected reports arrived (see Table 1). Participation
 
rates were high in all prefectures except the northernmost one
 
which was still recovering from Libyan occupation. Health
 
personnel, by their participation, made it clear that the system

of routine reports was not too burdensome. They also voiced some
 
satisfaction with what they learned from collecting data.
 
Moreover, both they and the Ministry found transmission of
 
reports much less onerous than expected, even during the rainy
 
season.
 

As to the quality of reports, we found that during the
 
first six months many reports were of less than optimal quality.
 

This number includes hospitals, medical centers,
 
infirmaries, clinics, and a few other facilities. Excluded are
 
social centers, leprosaria, handicapped care centers, and health
 
posts.
 

1 
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TABLE 1 

REGULARITY OF MONTHLY REPORT TRANSMISSION
 

FORMATIONS SANITAIRES RAPPORTS MENSUELS
 

Nombre Form~ee
 
Total au Syot~me Requs


PREFECTURE en 1987- Attendu8
 

1988. Nombre % Nombre %
 

Batha 17 16 94,1 163 140 85,8
 

Biltine 7 6 85,7 84 61 72,6
 

Borkou-Ennedi-Tibesti 7 1 14,3 12 11 91,6
 

Chari-Baguirmi 51 43 84.3 417 377 90,4
 

Guera 13 100 96 65 67,7
IIt 
Kanem 17 15 88,2 178 140 78,6 

Lac 13 10 76.9 111 105 94,6
 

Logone Occidental 25 18 72,0 213 197 92,5
 

Logone Oriental 39 37 94,8 400 369 92,2
 

Mayo-Kebbi 38 37 97,4 420 347 82,6
 

Moyen-Chari 59 46 77,9 499 456 91,4
 

Ouaddal 28 20 71,4 230 191 83,0
 

Salamat 8 4 50.0 48 48 100,0
 

Tandjil6 31 28 90,3 314 261 83,1
 

TOTAL 349 294 84,2 3 185 2 768 86,9
 

N'inclut pas lea centree sociaux, postes de sant~a
 
UNICEF, lee lproseries ni lee centres d'handicap~s.
 

Nombre de rapports attendus de la part des formations initi~es
 
au syst~me A partir de Ia date de formation.
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When the data were unusable, BSPE staff systematically sent back
 
the reports to the oftending clinics with an explanatory note and
 
a copy to the supervising regional health director. The BSPE
 
staff brought certain persistent errors to the attention of
 
regional health directors, particularly during their supervisory

visits in 1988, so that the 
 quality of reports improved

considerably, while relatively little information was lost.
 

2. Implementa1i3n of the Inventory
 

The BSPE sent out Inventory questionnaires in mid-June 1988,

using as much creativity as possible to find ways of transporting

them to 401 health facilities scattered across Chad. Because
 
the questionnaire for large institutions (hospitals and medical
 
centers) was particularly long, the Harvard team trained BSPE
 
staff to assist administrators in these institutions. The
 
Harvard/BSPE team also trained 
regional health directors to
 
assist smaller institutions to complete the questionnaire. T h e
 
Harvard/BSPE team carried out this assistance in the northern
 
prefectures during their supervisory visits. Two 
 Chadian
 
surveyors from the National Center for Nutrition 
(CNNTA) joined

the team for this work. In the south, The BSPE staff, joined by

Dr. Madi of Physicians without Borders (MSF), made a two week
 
field trip to supervise this work.
 

Although we had had to send out questionnaires in the midst
 
of the rainy season, health centers had returned 355 of 401 (88.5

percent) of the questionnaires by the end of September (see Table
 
2). By '.ype of facilit the results were as follows:
-


Hospitals 
and Medical centers 100.0 
Infirmaries 96.5 
Clinics 86.5 

This is 
arrived 

a remarkable rate of return. Additional questionnaires
after September, when the rains had abated, but these 

late arrivals could 
not be analyzed in time for the Statistical
 
Yearbook which was already in production. The quality of the
 
data in the Inventory questionnaires was generally acceptable,

requiring us to return few questionnaires to their authors for
 
clarification.
 

3. Management of the Information System in the BSPE, Ministry of
 
Public Health
 

We engaged in three types of training activities to develop

the computerized data management and information system:
 
computer training; office and data management training; and
 
training for data analysis:
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TABLE 2
 

INVENTORY TRANSMISSION
 

INVENTAIRES I1%RECUS PAR TYPE DE FORK.SANITAIRE 
En- IH~pit. Infir-I Disp. Poste Autre 

PREFECTURES voy~s* Requs % C. Med. merie Clin. Sant6 -

Baths 16 16 _0, 100o.0 100,0 100,0 - -

I+ 
IBiltine 7 1 7 100,0 100,0 100,0 -

Bork. Enn. Tib. 18 6 33,3 100,0 100,0 20,0 -

Chari-Baguirmi 56 53 94, 6 100,0 I00,01 97,5 60,0 "I000 

IGuera 14 14 1 0 0 , 0 1 100,01 100,01 100,01 - I 100,01 

Kanem 

Lac 

22 

131 

19 [.86,3 100,01 

12f 92 3w10, 

100,01 

IOO.O 

84,61 

91,6[ 

80,0 

-__ 

100,01 

-

Logone Occi. 23 23_1 100,0 _100,0 100,01 100,01 - 1100,01 

Logone Orl. 40! 36 1 90,01 100,01 100,01 93,i 60,0 100.01 

Mayo-Kebbi 4 5,1 100,01 100.01 8 

Moyen-Chari 62 57 91,9 100,0 100,O 88,31 100,0 100,01 

Ouaddal 29 26 89,6 100,0 100.0 87,5 - 100,0 

Salamat 6 5 83-3 100 0 50,0 100,0 - 100,0 

ITandjil 33 26 7 8,7 1 100,01 100,01 75,0 - 1 100,01 

Adm. Centrale 15 j 15 100,0 ..... 

in. I 
ENSEMBLE___ 401__ 355 _ 0,I 9.,51 86,21 82,8! 90,0188,5 


Envoy.s 	 Le BSPE a envoy6 un questionnaire A toutes Lea formations
 
sanitaires ouvertes au 30/06/88
 

Autres Maternit6, Centre d'Handicup6, LCOproaerie, Secteur DMPSR
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3.1. Computer training
 

When the Harvard team arrived in Chad in 1985, no one within
 
the Ministry had had any significant experience with computers.

The team's training combined formal courses (three in-country and
 
one out-of-country) with on-the-job training. 
 The first formal
 
training course (July 8 to August 12, 1986), was taught by our
 
computer consultant, Peter Foltz, immediately after the arrival
 
of computers in Chad. Because rehabilitation of the Ministry

offices had not been completed, the course was held at the

offices of USAID. Three 
BSPE staff, Katymia Ezechiel, Nabia
 
Kana, and Neldjibaye Tingata, participated as did a staffer from

the Nutrition unit. 
Mr. Foltz trained them to understand how the
 
computers functioned, to do routine maintenance, to understand
 
the basic functions of DOS, and introduced them to Wordperfect

and Dbase III+.
 

The best student during this course, Nabia Kana, was

fortunate enough to win a three-year fellowship to study

demography abroad shortly after the 
course ended. His and Chad's
 
long-term gain were the BSPE's and the 
Project's immediate loss.

After two 
additional statisticians and an epidemiologist were

added to the BSPE during the fall of 1986, we asked Peter Foltz
 
to organize 
a second computer course from December 22, 1986 to

January 10, 1987. These three 
new BSPE staff plus Neldjibaye

took up again the training.
 

Finally, a third course was conducted by Peter Foltz in

N'Djamena from July 15 to August 5, 1987. The four BSPE staff

who had attended the previous course were divided into two
 
groups; 
beginners who learned more about Wordperfect and DBase

while also learning how to enter data from the monthly activities
 
reports (the system had been inaugurated in May); and the more

advanced, Neldjibaye and Asndaye Namoudjingar, who received
 
instruction in Lotus 123, graphing, and 
creating databases in
 
DBase.
 

In August, the Harvard Project provided a four-week course

organized by Tulane University at the School of Public Health in

Kinshasa for Asndaye and Neldjibaye. We had expected them 
to
 
learn DBase programming, but the course organizers felt that they

needed still to review basic concepts. Although they did improve

their knowledge of DOS and Wordperfect, they did not make much
 
progress in DBase.
 

The Project secretaries, Adoum Chaouri and Rose Manleau, had

also participated in our computer courses to 
 learn word
 
processing and 
they, in turn, trained the BSPE secretary who was

finally brought on board in September 1987. They also trained
 
his successor in early 1988.
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Outside of formal courses, the BSPE staff received on-the
job training in the course of their daily work. This training
 
was provided by Dr. Anne-Marie Foltz, by Leo Hool during his
 
consultation in Chad, and, after October 1987, by John Barton.
 

3.2. Office and Data management training
 

One of the results of the Ministry's decision to collect and
 
maintain all data within one bureau, the BSPE, was that a great
 
burden fell upon this small office which had had little
 
experience in managing large amounts of information.
 

The Harvard team helped the BSPE staff organize two
 
libraries: books and documents; and maps. To prepare the book
 
and document library, Sarah Combs, had visited Geneva, the
 
headquarters of the World Health Organization in September 1985
 
and obtained, with Project funds, books and pamphlets useful to a
 
planning and statistical unit. To supplement these documents,
 
the Harvard team collected, with the help of BSPE staff, Chadian
 
planning documents which had been scattered among various bureaus
 
and ministries during the civil unrest.
 

To plan health resources the Ministry needed maps which the
 
Project staff purchased in France (the only place where maps of
 
Chad are available). A complete set of detailed maps on a scale
 
of 1/200,000, was then housed in a specially designed cabinet.
 
The BSPE used these maps for determining the catchment areas
 
around health centers (an area determined by the Ministry as
 
approximately two hours walking time or 10 kilometers distant).
 
The BSPE, with the help of the Harvard team, also used maps of
 
less detailed scale to plot locations of health facilities.
 
Three such maps were completed and placed in the Minister's and
 
the Director-General's offices.
 

The major task was to manage the flow of data. The BSPE's
 
first database had been created in July 1986 during the first
 
computer course. It was a record of all health facilities in
 
Chad with as much information as could be gleaned from the BSPE's
 
field visits as to their status and their personnel. One BSPE
 
staff member was charged with keeping the file up to date as new
 
information came in and with assigning identification numbers
 
(each facility has one) as new facilities were "discovered" or
 
created. Once inventory questionnaires began to be returned in
 
late 1988, this database was broken out into several linked
 
databases and updated to use the wealth of information collected
 
in the inventory (see Appendix 12).
 

Meanwhile, the main work was to manage the flow of monthly
 
activities reports. With nearly 300 reports expected monthly, we
 
helped the BSPE design a system to manage this burden of paper.
 
The BSPE secretary logged in reports in a notebook and then
 
placed them in the computer room. The four BSPE staff assigned
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to data processing (eventually, each staff member was responsible

for certain prefectures), logged in and entered the data in the
 
computer. The actual report 
forms were then stacked, some

needing further work (incomplete data, requests for letters or

supplies), and others to be filed. 
 One person was responsible

for filing.
 

For the BSPE these tasks involved organizing the personnel

and assigning people who would be responsible (and carry out the
 
work) as well 
as organizing the physical environment which would
 
facilitate the work (Project purchase 
of filing cabinets and
 
stacking trays, for example). In a country which had been
 
ravaged by war for so 
long, and where the BSPE had had no office

equipment before the Project began, the habits of storing data
 
and having them available for reference were new. BSPE staff
 
were also trained to maintain the computers through a schedule
 
posted as to who was responsible when.
 

3.3 Training for Data Analysis
 

Ultimately, the most important function for the BSPE was to

analyze and disseminate the information they collected, a task
 
for which until then the staff had received little training.

Beginning in September 1987 when a sufficient number (182) of
 
monthly activity reports for the month of July had been received,

the Harvard team worked with 
BSPE staff to produce tables from
 
the data, with the BSPE staff learning how to make table formats
 
from DBase and learning to design tables which would be in a 
format useful to Ministry officials. 

During the next 
tables, particularly 

ten months, 
to meet the 

the BSPE 
needs of 

produced monthly 
the immunization 

program. We 
also produced two reports which we considered as
 
training documents for preparing the Statistical Yearbook:
 

Feedback Report, July-September 1987: This report

presented tables of activities and diseases diagnosed at

health centers for the first 
quarter of reporting. The
 
tables were a first test of the utility of the data and were
 
sent to Ministry for commentary. The report was
 
disseminated in January 1988.
 

Feedback Report July-December 1987: This half-year report

was more extensive than the previous one. Accompanying the

tables were commentaries to help health officials analyze

the data more easily. In April 1988, this report was sent
 
to Ministry, regional, and supervisory officials for
 
commentary.
 

Statistical Yearbool: for Health: In August 1988, we began

preparations for this document which included 
one year of data

from the monthly activity reports (July 1987 to June 1988) and
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data from the inventory questionnaires. The BSPE was intensively
 
involved in developing this document during the next three
 
months. Twice a week the BSPE staff and Harvard team held staff
 
meetings to discuss the most appropriate formats for tables, the
 
clearest ways of presenting data, analyses of time trends, and to
 
assign responsibilities for future tasks. Staff designed new
 
tables, as needed.
 

The Yearbook was published on November 30, 1988, the first
 
such document published by the Ministry of Public Health since
 
1977. Volume A which presents national and regional data is
 
designed to be of interest to national planners and managers. It
 
is in four parts: Demography; Health problems (diseases) of the
 
Population; Health resources; and Health services utilization.
 
Volume B is a supplement which presents region by region detailed
 
tables on local health services resources, utilization, and
 
needs.
 

4. Use of Health Information for Planning and Management
 

The principal objective of health information systems is to
 
produce data useful for planning and management of health
 
services. Most Chadian administrators in the Ministry of Health
 
had not been in the habit of working with structured data, mostly
 
because none existed, but also because few of them had received
 
training for it. One of the Harvard team's objectives was
 
therefore to show administrators how using data could help them
 
in their work as planners or managers.
 

The Project team had taken advantage of frequent meetings
 
with Ministry officials to discuss with them those data which
 
already existed, however, bad they were. Shortly after the
 
BSPE's computers were installed, we invited the Minister, Deputy
 
Minister, and Director General, as well as two groups of Division
 
Directors at separate sessions to a demonstration. We used the
 
then-rudimentary data-base on health facilities to show how they
 
could query it for information on the distribution of health
 
centers by type or ownership.
 

At the Ministry's request, in September 1986, the Project
 
sent Dr. Abderamane, the medical director of the Salamat
 
prefecture, to a three-week seminar at the Free University of
 
Brussels. This seminar, which was on the organization and
 
evaluation of health services in developing countries, included
 
an important component on the management of data.
 

With the growing availability of data, particularly during
 
the last year of the Project (1988), the Project team devoted
 
considerable time to on-the-job training for central and regional
 
administrators. Increasingly, the BSPE's offices became the
 
locus for information dissemination, giving the Project team many
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occasions to discuss with officials the feedback tables which the
 
BSPE was producing.
 

Training regional medical directors how to use the data from
the Monthly Activity Reports was also one 
of the objectives of

the supervisory field visits undertaken by the BSPE and Project

staff members during 1988. To assist them in this work, 
the
 
Project team drafted a memo entitled "Objectives of the Monthly

Activities Report."
 

The culmination of this training was the seminar we held in

N'Djamena on December 2-3, 1988 for nearly 80 Ministry directors,
 
program directors, regional health directors and other

supervisors of medical facilities. The principal objective was
 
to review with them the Statistical Yearbook and explore the ways

its data could help them in planning and managing their programs

and facilities. We also asked these collectors and users of data
 
to critique with us the functioning of the information system

during its first two years. This discussion led to a series of

recommendations which are presented in Appendix 13 
with some of

the lectures Project team members gave at the seminar on the use
 
of data.
 

IV. INSTITUTIONALIZATION OF THE HEALTH INFORMATION SYSTEM
 

In the long run, the smooth functioning of the health

information system which this Project has 
put in place, will

depend on three elements: the motivation of local health
 
personnel to collect data; the management capacity at the central
 
level; and the availability of financing for the system.
 

1. Local Data Collection
 

Judging by the participation rates, the motivation of local

health personnel appears high: 
 84.2 percent of health facilities
 
were sending monthly activity reports by the end of 1988; these

facilities managed to send in 86.9 
percent of the expected

reports; and 88.5 percent 
of health facilities responded to

inventory questionnaires. Local health workers appear to 
have
 
greeted this system with 
interest, even enthusiasm, something

they stress on 
their visits to the BSPE offices in N'Djamena or
 
when the BSPE makes field visits.
 

2. Central Management Capacity
 

Because of the paucity of trained personnel and because all

data-gathering was centralized within 
the BSPE using

sophisticated computer technology, the management of data within

the proved be
BSPE has to the most difficult and vulnerable
 
aspect of institutionalizati-.n of the health information system

within the Ministry of Public Health. During the course of the
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Project, we worked to create an environment favorable to the
 
system's survival. Thus, we worked with BSPE personnel to
 
delineate tasks and make sure that every person had a task
 
description and a clear notion of what his responsibilities were.
 
Such job allocations, however, needed to be constantly readjusted
 
as personnel were frequently moved in and out of the BSPE.
 

For example, in latu 1986, the BSPE lost its only fully
 
trained statistician, Nabia Kana, when he went abroad to study
 
for three years. Since he was not replaced during the life of
 
the Project, lesser trained statisticians took on tasks for which
 
they were not qualified. Two computer programmers, in
 
succession, had been seconded to the BSPE from the Ministry of
 
Finance but in both cases, after a few months during which they
 
received on-the-job training, they returned to their home base.
 

Since the Ministry did not at first appoint a chief of the
 
BSPE bureau, the Project team, by default, served as supervisors
 
for the first year. After January 1987, when Ouadjon Ouarmaye, a
 
graduate of the hospital administration program of the University
 
of Rennes (France), was appointed bureau chief, the Project team
 
helped him gradually to learn about the monthly reporting system
 
which had just been developed and to organize the work of the
 
BSPE for implementing the system. In order to reinforce his
 
management skills, the Project financed a seminar (in French) in
 
management for him at the University of Pittsburgh from June 19
 
to August 20, 1988.
 

Thus, despite our efforts of in-country, out-of-country, and
 
on-the-job training, the central management of the information
 
system remains today the most fragile piece in terms of long
term survival. How much of this can be attributed to the
 
mobility of personnel, how much can be attributed to the lack of
 
qualified personnel, and how much to the inexperience of the
 
bureau chief is not easy to sort out. It does suggest that this
 
aspect of the system will need continued technical assistance
 
until it is stabilized.
 

3. Availability of Financing
 

The costs of developing the health information system,
 
except for the salaries of Chadian personnel were borne by the
 
Project. These costs included the rehabilitation of the offices,
 
purchase of office furniture and computer equipment, purchase of
 
office supplies and printed materials, and training both in
country and out-of-country. In the long run, the costs of
 
maintaining the offices and supplies, and assuring training will
 
have to be carried by the Government of Chad.
 

To assist the Ministry assess recurrent costs of the health
 
information system, we commissioned a study from the Bureau of
 
Counsel and Studies of the University of Chad, Faculty of Law,
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Economics, and Management. The University team was assisted by

Paul Libiszowsky, technical advisor 
from the Sahelian Regional

Financial Management Project, financed by USAID.
 

The study showed that the total operating costs of the

information system were rather modest, $110,000. 
 Excluding

personnel costs and amortization costs of equipment already

purchased, the actual annual costs of training and supplies 
are
 
about $63,000. However, in Chadian terms, this is 
a great deal
 
of money considering that this sum represents 20 percent of the
 
Ministry's total 1986 total budget allocation. It is evident
 
that as with the central management capacity, the Chadian
 
government will have to look to external assistance for some time
 
to come to maintain its health information system.
 

V. PROJECT ASSISTANCE TO OTHER PLANNING PROJECTS AND ACTIVITIES
 
IN CHAD
 

Since the BSPE had been created as the bureau to coordinate
 
information and planning at the national level, the Harvard team,

from the beginning, became involved in 
other data gathering and
 
planning projects within the Ministry. Working closely with the

BSPE staff, we participated in the development and implementation

of many projects, of which those on which we spent the most time
 
are discussed below.
 

1. Projects for Reinforcement of Planning and Management
 

Our Project was the first of this kind to reinforce national
 
planning and management capacity. Project team members were
 
therefore asked to assist the Ministry in planning to continue
 
and expand this activity at the central and regional levels.
 

One of the effects of instituting the information system was
 
to point up the lack of management and planning resources and
 
skills among the regional health directors. To remedy this
 
situation, the Project team worked with the Ministry to develop a
 
program of technical assistance to regional health directors and
 
thereby to develop a modicum of decentralized management in
 
Chad's varied and diverse topography. The European Development

Fund (EDF) funded a five-year project for the nine northern
 
prefectures through a contract 
with the European Association for
 
Development and 
Health (AEDES). The Project team developed a
 
close collaboration with this group, thereby permitting, 
among

other activities, the joint sponsorship of the December 1988
 
national 
 seminar organized for launching the Statistical
 
Yearbook. This collaboration also extended to a similar project

in the Mayo-Kebbi prefecture, a project directed by Physicians

without Borders (MSF). We also participated in the development

for two southern prefectures of a similar project to be financed
 
by the Italian Cooperation.
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To provide continued assistance at the central level, we
 
worked with the Ministry to develop the Project for Institutional
 
Reinforcement which will be funded by the African Development
 
Bank. As of this writing, that Project has not yet begun.
 

2. Activities concerning Maternal Mortality
 

Early in 1986, Dr. Destanne de Bernis, medical consultant
 
for the French Cooperation (FAC), had designed a patient record
 
form for the N'Djamena Maternity and had begun to collect data on
 
all deliveries. He asked Dr. Foltz to assist with this project
 
which eventually led to the redesign of the patient record form
 
and to the analysis of more than 6000 Maternity deliveries in
 
1986. The resulting maternal mortality rate of nearly 800 per
 
100,000 deliveries, was sufficiently alarming that the Ministry
 
formed a Commission on Maternal Mortality to work on the problem.
 
Dr. Greindl and the BSPE served as secretary to this commission
 
whose work has resulted in a national standardized maternity
 
patient record form and as well further studies and the
 
development of programs to combat the problem.
 

3. Assistance to the Nutrition Unit, Ministry of Public Health
 

Harvard team members worked with the Nutrition unit and the
 
Famine Early Warning System (FEWS) advisors to assist them in
 
developing their computer capacity (including training some of
 
their staff). We also worked with the Band-Aid financed MSF
managed project to train surveyors for the Ministry of Public
 
Health. During 1987, Dr. Foltz and Katymia taught sessions for
 
the student-surveyors on techniques of data gathering and on the
 
national routine reporting system.
 

4. Meningitis Epidemic, February to May, 1988
 

When a meningitis epidemic struck N'Djamena in February
 
1988, the Ministry called a meeting of Emergency Health Action
 
Committee (CASU) and created a Crisis center, conferring the
 
responsibility for the secretariat to the BSPE and the Harvard
 
team. The BSPE offices became the general headquarters for the
 
battle against the epidemic. The staff kept a daily tally of
 
cases, deaths, and meterological data such as temperature. By
 
centralizing data collection, the Harvard/BSPE teams made it
 
easier for the Ministry to use efficiently the flood of donor
 
assistance.
 

The Harvard/BSPE staff helped develop a standardized patient
 
record form which allowed for subsequent analyses of the
 
epidemic. The staff also assisted research by teams from
 
Bioforce (France) and Centers for Disease Control (USA).
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5. Survey of Family Planning Knowledge, Attitudes, and Practices
 

In June to August 1988, a team led by Dr. Jean Taffoureau
 
from Columbia University (USA) surveyed family planning

knowledge, attitudes, and practices among 1000 users 
of maternal
 
and child health and social services in N'Djamena. The Harvard
 
team consulted extensively in the development of the survey and

supervised the BSPE staff which participated in the survey and
 
data entry.
 

6. Development of a National AIDS Program
 

AIDS (Acquired Immune Deficiency Syndrome), as a health
 
problem, began 
to concern the Chadian government in 1987. In
 
December 1987, the Harvard team assisted 
a team from the World
 
Health Organization to prepare a short-term action plan for AIDS.
 
In March 1988, the Ministry formed a Committee Against AIDS with
 
the BSPE as a working member. In July-August 1988, Dr. Lippeveld

participated in the development of a national strategy to combat
 
AIDS.
 

VI. SUPERVISION OF POPULATION ADVISOR
 

At the request of the Ministry of Public Health, USAID
 
financed a family planning project designed to lay the groundwork

for the integration of family planning activities into health
 
services delivery in Chad. USAID asked the Harvard Institute
 
for International Development to hire a population advisor 
to

work under the supervision of Dr. Lippeveld. Leslie Brandon
 
took up the post in N'Djamena from November 1986 through December
 
1988. During this period she worked under Dr. Lippeveld's

supervision, principally on four activities:
 

-Draft a law to abrogate existing laws which outlawed use of
 
contraceptives; 
 and draft a new law to regulate
 
contraceptive use;
 

-Identify the demand for family planning and
services 

identify the socio-cultural context in which these services
 
should be developed;
 

-Identify training needs for health personnel and organize

in-country and out-of-country workshops and seminars;
 

-Organize an international conference on Family Planing held
 
in N'Djamena on October 16 to 21, 1988.
 

In general, the results from this Project were encouraging.

In a country such as Chad where the subject of 
family planning

was taboo until fairly recently, there is now a National
 
Committee on Family Planning, while the international conference
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was held on the premises of the Grand Mosque under the patronage
 
of the President of the Republic.
 

VII. PRESENTATIONS AND PUBLICATIONS
 

Since the beginning of the Project, Harvard team members 
have presented their work at international conferences. Several 
of these papers are being prepared for publication: 

Foltz, A-M., Henn, A., Combs, S. and Lippeveld T., "Planning
 
without Resources: Health Information in Chad," African Studies
 
Association Meeting, Madison, WI, November 1986.
 

Lippeveld T., Foltz A-M., Combs S. and Henn A., "Designing a
 
Health Information System for Chad: A Challenge for Public
 
Health Managers," World Federation of Public Health
 
Associations, 5th Annual Meeting, Mexico City, March 23-27,
 
1987.
 

Foltz A-M., "Institutionalization and Fragmentation of Maternal
 
and Child Health Services in Chad." Harvard Institute for
 
International Development, Development Discussion Paper No. 260,
 
February 1988.
 

Foltz A-M., Lippeveld T. and Henn A., "Monitoring Health for All
 
in the year 2000: Information Systems Tailored to Third-World
 
Needs," National Council for International Health Annual Meeting,
 
May 21, 1988.
 

Lippeveld, T. "Le Role du Systeme d'Information Sanitaire dans la
 
Gestion des Activitds de Bien-Etre Familial au Tchad," (The Role
 
of the Health Information System in Management of Family Planning
 
Activities in Chad). Conference on Family Planning, N'Djamena,
 
Chad, October 16-21, 1988.
 

Foltz A-M. and Foltz W.J., "The Politics of Health Reform in
 
Chad," Harvard Institute for International Development,
 
Conference on Development Reform, Marrakesh, Morocco, October 26
30, 1988.
 

Foltz A-M., Lippeveld T. and Henn A., "Appropriate Technology for
 
Health Data: The Case of Chad," American Public Health
 
Association Annual Meeting, Boston, MA, November 16, 1988.
 



CHAPTER II: DESIGNING INFORMATION SYSTEMS APPROPRIATE TO THIRD-

WORLD COUNTRIES: 
 ANALYSIS OF THE CHAD EXPERIENCE
 

Introduction
 

The Harvard team's preliminary studies had been persuasive

that the Project's primary task should be to create a functioning

data collection system for the country as a whole, and a central
 
Ministry planning and statistical unit where these data could be
 
analyzed and published.
 

How to develop a health data collection system for a country

is not a self-evident activity. Even in developed countries, the
 
systems for collecting and analyzing health data are
 
idiosyncratic. They are the result of a long social and
 
political history, of trial and error. 
How much of what is done
 
in the developed world is necessary or even useful for third
world countries? How much of what is done in the developed world
 
is feasible in the third world, much less in one of
Chad, the
 
poorest countries in the world?
 

These were the questions we, the Harvard team, addressed

with our Chadian colleagues as we confronted the choices in
 
selecting and implementing a health information system. The
 
system that Chadian officials selected, with the HIID team's
 
help, is at least as idiosyncratic as that of any developed

country. In many ways, it provides much less 
information than
 
other systems, particularly those recommended by international
 
agencies. 1 But it satisfies short-term Chadian needs for
 
information while laying the basis for long-term system
a and
 
while operating within severe budgetary constraints (i.e.

virtually no resources allocated by the Chadian government).
 

In the following section, 
we will analyze the constraints
 
and choices the Chadian Ministry of Public Health faced in
 
selecting its health information system. Next, we examine
 
Chad's style of decision-making, and then examine the effects of
 
Chad's choices, both good and bad. We conclude by examining what
 
Chad's experience may tell us about methods 
for developing

information systems appropriate for third-world countries.
 

1 See, for example, the World Health Organization's booklet
 
on the development of health indicators: 
 Development of
 
Indicators for Continuous Monitoring of Progress toward Health
 
for All in the Year 2000 (Geneva, World Health Organization,
 
1981), Series Health for All No. 4.
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I. Constraints and Choices in selecting a health information
 
system
 

1. Constraints, economic, human, administrative
 

1.1 Economic constraints
 

Awareness of the Chad's limited resources underlay all dis
cussions of an information system. Despite political stabiliza
tion since 1982, Chad's ecnnomic prospects had not fared as well.
 

Chad, a country composed of at least 110 different ethnic
 
groups, saw its fragile coalition break apart after independence
 
during a Civil War that lasted nearly 20 years. The legacy of
 
this war was the destruction of buildings, infrastructure (no
 
maintenance of the few roads that had been built), and the dislo
cation, exile, or death of large segments of the population par
ticularly, the small elite. Meanwhile, the Government still had
 
to drive the Libyans out of the northern third ofthe country.
 

When central government control was reestablished by
 
President Hissein Habre in 1982, the ecunomy was nearly entirely
 
dependent on foreign aid and agriculture. Foreign aid was the
 
largest sector of Chadian economy in the 1980's (see Table 3).
 
Agriculture, dependent as it was on the rains, on the absence rf
 
locusts, and on the price of cotton on the world market, was hard
 
hit by a drought in 1984, the drop in cotton prices in 1986, and
 
'3y locusts in 1986-1988.
 

The health sector fared no better: donor investments
 
represented 8 to 10 times what the Chadians were able to
 
contribute (see Table 3). The Chadian government was dependent
 
on donor support to carry out most of its health activities.
 

USAID, by providing more than $2 million to the Chadian
 
government for this Health Planning Restoration Project, made it
 
possible to overcome the financial constraints and to develop an
 
information system, the crucial element for health planning. The
 
understanding was that when the Project ended the Chadian
 
government would take over its management and costs. Given
 
Chad's limited resources, this was probably an unrealistic
 
expectation in 1984 when the Project was designed, although no
 
one could foresee the drought which that year was to shake an
 
already fragile economy. Nevertheless, the fact that the Project
 
was originally given a life of only two years (later extended to
 
three years with additional help from UNDP), meant that we, the
 
Harvard Project team, and the Chadian government were wary of
 
involving the government in costly information schemes which
 
could not be sustained.
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TABLE 3
 
CHAD FINANCES
 

Population (est.1987)1 
 5.3 million
 
Gross Domestic Product (GDP), 19872 
 $729 million
 
GDP per capita, 19872 
 $138
 

External aid for all public activities,
 
(gifts and loans), 19872 $240 million
 

External aid as percent of GDP2 
 32.9%
 
External aid for Health activities, 19863 $16 million
 

Ministry of Public Health
 
Average annual expenditures, 1983-853 $1.2-$1.6 million
 

Statisticjues Demographiaues du Tchad. 1985-86-87-88, 1987.
 

Personnel costs, 19864 
Budgeted $3.2 million 
Estimated allocation $1-2 villion 

Operating costs, 19865 
Budgeted $1 million 
Actual expenditure $250,000 

IGovernment of Chad, Ministry of Planning and Cooperation, 

2Government of Chad, Ministry 
of Planning and Cooperation,

Comptes Economiques: 1983-1988 -Document Provisoire- (Donndes

recueillies au 31-12-87).


3World Bank, Tchad Situation Economigue et Priorites, 18 juin
 
1987.


4Republique du Tchad, Dotation de Fonctionnement des Pouvoirs
 
Publigues, 1986.
 
"Government of Chad, Ministry of Public Health, Rapport


d'Activitds. 1986.
 

TABLE 4
 

CHAD HEALTH DATA
 

A. Health Resources, 1988 per 100,000 inhabitants
 

Physicians 2.13
 
Dentists 
 0.11
 
Qualified nurses 17.74
 
Pharmacists 
 0.34
 

Hospitals/Med. centers 0.58
 
Dispensaries/clinics 5.90
 
Hospital beds and
 

places for beds 74.00
 

B. Death rates
 

Infant mortality estimate, 1907 210/1000

Maternal mortality rate for births
 

at N'Djamena hospital, 1986 786/100,000
 

Source: Government of Chad, Ministry of Health, Bureau of
 
Statistics, Planning, and Studies
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Given these financial constraints, the basic question posed
 
in the Commission for Health Information Systems (CSIS)2 was,
 
what is the minimum package of data required for management and
 
planning? Nothing would be collected unless the potential use
 
and users of the data could be identified. To be efficient, the
 
Ministry would have to use indicators which could be collected at
 
low cost with an acceptable level of reliability and validity,
 
and the Ministry would have to avoid redundancy and duplication.
 

1.2 Human Resource Constraints
 

Chad's human resources were at least as limited as its
 
fiscal resources. A large proportion of the qualified health
 
personnel had been lost during the Civil War, whether through
 
death or exile. Even by 1988, the number of available personnel
 
was unusually low (see Table 4). With fewer thaii 80 Chadian
 
physicians and 45 expatriate physicians for more than 5 million
 
people, the burden of an information system would fall on nurses
 
of whom fewer than half had as much as two years professional
 
training after a junior high-school education. Many health
 
centers, particularly in the northern prefectures, were run by
 
men who could barely read and write and whose only training was
 
on-the-job. Although the government was training new nurses, and
 
although physicians were being 
continue to be seriously short of 
least 10 years to come. 

trained 
qualified personnel 

abroad, Chad would 
for at 

1.3 Administrative Constraints 

The new government restored central authority throughout the
 
country only gradually. In some areas, the force of central
 
government had not been felt for many years. Communications
 
with the regions were extremely poor: roads were poor if not
 
non-existent and transport possible only with occasional trucks,
 
there being no public transport. For many years, the major form
 
of communication between the capital and the provinces was via
 
military radios.
 

To strengthen ties between the local health centers and the
 
Ministry of Public Health, the government in 1983 had established
 
a health director (medecin-chef de prefecture) in each of the 14
 
prefectures. These directors were responsible for overseeing
 
the health activities of their regions. However, in a historical
 
anachronism, they were paralleled by the earlier established
 
preventive health directors (medecins chefs de secteur) who were
 
in charge of infectious disease control and who reported not to
 
the regional health director but directly to the Preventive
 

2 The CSIS was formed by the Ministry in 1985 to design a
 
health information system for Chad. For details, see Chapter I,
 
stctions 11.2 to 11.6.
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Disease Division of the Ministry. These administrative
 
relationships needed clarification if the Ministry were to

regionalize its administration, but the Ministry also needed to

give the regional health directors some resources (administrative

assistance, vehicles, training) if 
it expected them to supervise

and plan regional activities.
 

The Ministry therefore 
had to balance three different
 
interests: its desire to maintain central control 
over decision
making (having only recently achieved it); its desire to

decentralize administration to the regional health directors in
 
order to improve local health services; and its interest (often

under external 
pressure) to maintain centralized vertical
 
programs such as the Expanded Program on Immunization (EPI).

Since all the administrative structures were fragile, tinkering

with an information system would affect them all.
 

2. Choices
 

From the panoply of choices in selecting a health

information system, governments historically have rarely had the
 
luxury of making these decisions consciously, as Chad did in
 
1986-1987. In most countries, information systems "just grow'd,"

like Topsy. 
 Thus, Chad's experience becomes an instructive case

for examining the trade-offs a country makes in selecting its
 
methods of collecting data.
 

For developing information systems one faces three types of

choices: choices about the objectives which users have for the

data and the types of indicators that best meet these objectives;

choices about methods of data collection; and choices about the
 
administrative structures within which data will be 
transmitted
 
and analyzed.
 

By grouping these choices, we do not mean that they are

independent of one another, but that 
they represent different
 
issues which need to be resolved to set up a system of data

collection. We shall show that in case
the of Chad the
 
administrative and fiscal environment closely constrained the
 
choices the government could make, but, in turn, freed it to make
 
some unconventional choices in terms of international 
norms.
 

2.1 Choices about Objectives
 

In 1985, when the CSIS began its debates, the Ministry and

donor organizations were already collecting at least seven

different types of health data. 
 Rather than start from existing

systems, the CSIS asked each of its members, all of whom were
 
potential users of data, to draft detail
in the objectives for

which they would collect data. CSIS members were potential data
 
users because of their positions in the Ministry as managers of
 
programs (such 
as maternal and child health, immunization,
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nutrition), managers of resources (personnel, facilities) or
 
planners of resources and/or programs. Representatives of donor
 
organizations were potential users in the same way.
 

CSIS members detailed their objectives, indicators, and
 
methods in a table format designed by the Harvard Project team to
 
elicit the following information.3
 

1. 	Objectives of program, service or organization;
 
objectives of the Central Ministry;
 

2. 	Indicators to measure progress toward objectives; data
 
needed for indicators;
 

3. 	Sources of data and methods to gather data;
 

4. 	Costs, both fiscal and in terms of personnel (estimates
 
on a scale from 0 = negligible to 5 = very expensive).
 

The process of creating these documents was in itself
 
instructive both to the CSIS members and to the Harvard team. 
While some divisions and programs had clear objectives capable of
 
being operationalized (e.g. evaluate number of health personnel
 
by population of a geographic area), others were much less
 
certain about their objectives. For some, the task of defining

objectives was not one which they had undertaken before.
 

When the Harvard team analyzed the objectives and
 
indicators, it found that the primary objectives health officials
 
desired were management-oriented. Administrators wanted data
 
which would permit them better to supervise health centers.
 
Central Ministry officials wanted input (resource) indicators and
 
process indicators. They wanted detailed descriptions of the
 
location, personnel, and equipment of every health center. They

wanted counts of activities in the health centers, numbers of
 
immunizations delivered, number and types of health personnel and
 
geographic distribution of health centers. There was little
 
demand for epidemiological data except from the few who had been
 
working on infectious diseases, or except to meet reporting
 
requirements of international organizations.
 

That Chadian health officials wanted managemnent-oriented

data was not surprising considering that the country was still in
 
early stages of reconstruction; that communications between the
 

3 The Harvard team's method to elicit objectives and
 
indicators has points in common with the presentation by Ngoie
 
Mbuya Mutombo, "Information Systems for the Management of
 
National Health Programs," Technical Discussions of the 30th
 
Session of the Regional Committee, World Health Organization,
 
Technical Papers AFRO, No. 19, Brazzaville, 1984, pp.7-28.
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localities and regional centers 
 were poor; and that
 
communications between regional centers and the capital were not
 
much better. Chadian officials saw the health information system
 
as a way of improving their administrative system. Simply the
 
act of having to report something would improve communications.
 
Also, Chad's administrators wanted to use its limited resources
 
efficiently and to monitor them as closely as possible. 
In this,

Chad did not differ much from other third-world countries except

that its resource constraints were perhaps greater than
 
elsewhere.
 

Health officials, and particularly donor representatives,

did have objectives oriented toward planning, but to lesser
a 

degree. For planning purposes, the major requests for data were
 
in regard to certain diseases which could be indicators of needs
 
in particular geographic areas.
 

Aside from these input (resource) and process indicators,

health officials also requested some indicators for assessing

outcomeE 
 of health services or health activities. For the
 
nutrition program, these involved measures of malnutrition in the
 
population; 
for the maternal and child health program, they

involved measurement of infant illnesses; 
 for the immunization
 
program, they involved finding new cases of target diseases.
 

The CSIS, in having solicited objectives for the information
 
system from central Ministry program and management directors,

haO already made an explicit choice that the major users of the
 
system would be central and regional officials. Nevertheless,

CSIS members wanted also 
to include process indicators that
 
clinic managers could use for their own work and not just for the
 
Ministry: the collection of information, such as average length

of hospital stay and detailed patient diagnosis data recorded in

notebooks, but not in the monthly reports, could motivate clinic
 
personnel to participate in the new reporting system. Although

the information system did not develop individual patient record
 
forms nor algorithms to improve patient management, the system

did not preclude their development and the instruction manual
 
even encourag;d health supervisors to do so.
 

Confronted by these choices, by the need to minimize costs
 
the CSIS opted for information about resources (facilities,

personnel, equipment); information 
 about health services
 
utilization; information about new cases of certain diseases; and
 
for a few limited cases some outcome indicators for evaluating

certain programs.
 

2.2. Choices about Methods for Collecting Data
 

In gathering data, 
either one can collect the universe or
 
one can sample. In either case, can collect the
one data
 
routinely or one can collect it by occasional investigations.
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The two basic universal systems of data collection are
 
censuses of the population and collection of vital statistics
 
(births, deaths, marriages). In Chad, neither system was
 
available. The last census had been completed in 1964 and
 
although donor agencies were making plans for another, everyone
 
recognized it would not be completed for many years to come.
 

As for the vital statistics system, it had never been
 
strongly in place except in a few urban areas and had completely
 
broken down during the Civil war. At any rate, both these
 
systems were outside the domain of the Ministry of Health, the
 
census being in the Ministry of Planning, and the vital
 
statistics, insofar as they existed at all, were in the Ministry
 
of the Interior.
 

In terms of collecting data from a universe, the only source
 
for the Ministry of Public Health was the health centers
 
themselves. This fit well with the objectives enunciated by the
 
CSIS members: to use data for managing and monitoring the health
 
services system.
 

For a country such as Chad, reliance on surveys had
 
disadvantages. From 1984 on, many donors had helped organize
 
surveys, most often on nutrition (or rather, malnutrition), but
 
also surveys on immunization coverage and the prevalence of
 
diseases through serum sampling or questionnaires. When the
 
Project team with the assistance of Bureau of the Census (BUCEN)
 
consultants reviewed these surveys, we found severe
 
methodological problems in organizing surveys which, in turn,
 
engendered high costs for relatzively little reliable return.
 

Among the problems of surveys we identified were the lack of
 
a sampling frame (to overcome this would require a preliminary
 
mapping project), lack of appropriate estimates of standard
 
errors for results (and failure to report confidence limits of
 
estimates, in any case), and lack of local staff with sufficient
 
expertise to plan, manage, and analyze surveys, although there
 
were available some who could administer questionnaires under
 
expatriate direction.
 

The results of these surveys proved to be of more use to the
 
donors which sponsored them rather than to Chadians. The surveys
 
helped donors evaluate their own activities or pinpoint needs for
 
their activities. They did not build an information gathering
 
capacity within the Ministry of Public Health.
 

Given Chad's fiscal and human resource constraints and given
 
that the information system was to serve as a management tool,
 
the CSIS selected as its major source of data the collection of
 
universal/routine reports from all health facilities. These
 
reports took three forms: an annual inventory of resources; a
 
monthly report on preventive and curative activities, and on
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morbidity data; and a special monthly report from health centers
 
designated as "sentinel sites" (hospitals and medical centers)

which included supplementary data on hospitalizations, lab tests,

and supplementary morbidity data.
 

In terms of data about activities this system of polling

monthly all health centers was indeed a universal system.

However, in terms of disease data, this system constitutes a form
 
of sampling and a biased one, at that. It includes data on only

those cases of diseases that actually present themselves to a
 
health center for treatment (and which are correctly classified).

In a country where access to health care is limited, this is like
 
measuring the tip of an iceberg which, depending upon where it is
 
located, may represent from 5 to 75 percent of the total actual
 
mass.
 

Chadian health officials were willing to live with this

iceberg phenomenon because it would be sufficient to identify

trends and because it could, at any time, be supplemented by

surveys to identify particular disease incidence in particular

geographic areas.
 

The Chadians did select one form of sampling to be carried
 
out routinely: 
 this was the weekly official telegram containing

information on five highly infectious diseases 
from selected
 
health facilities which had the means to communicate quickly by

radio, telephone, or telegraph with the capital and thereby serve
 
as an early alert system for infectious diseases. 4
 

As for occasional sample surveys, the CSIS foresaw 
that
 
these could be used to supplement the data gathered through the
 
routine reporting system, but made no formal provision for them.
 

2.3. Choices about administrative structure for transmitting, and
 
analyzing data
 

Given the decision source
that the major of data would be
 
monthly reports from health centers, the Ministry then had to
 
choose how health centers would transmit that data to its final
 
destination and who would analyze and publish the data.
 

Nurses of the health centers would themselves be responsible

for maintaining daily records of consultations and using these at
 
the end of each month to fill in a report. The regional health
 
directors, only recently in place, would 
find these data useful

for monitoring the health centers. However, since at the time

and at least in the short-term, these regional health directors
 

4 This weekly telegram, which was based on earlier
an 

operating system, was the only element planned by the CSIS which
 
was not implemented by the end of 1988.
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had little management training, no staff, and no budget, they

could not become responsible for analyzing or even compiling the
 
reports.
 

Thus, despite a policy to decentralize health administration
 
by creating and empowering regional health directors, the data
 
collection system reinforced centralization by relieving the
 
regional health director of any administrative task other than to
 
collect monthly reports and to send them on to the Ministry. The
 
regional health directors became trainers and monitors of the
 
data collection system. They could use this information to
 
supervise their districts, but, at least in the short-run, until
 
they had more administrative back-up and more training, they

would not analyze the data themselves. This was emphasized by

the way reports were transmitted. Health center personnel filled
 
out two copies of the reports; one copy stayed at the health
 
center; the other copy went to the regional health director who
 
reviewed it and then sent it on to the Ministry. Whatever
 
analysis a health director wanted to do, he had to do during the
 
brief period when he actually had possession of the reports.
 

Meanwhile, the task of data analysis and dissemination was
 
placed in the central Ministry within the BSPE. This decision
 
was dictated by the lack of capacity for analysis at the regional
 
level (even though this was where, logically, most management

data would be used), and the need for a national data set. That
 
these functions should be housed in the BSPE was inevitable once
 
the Ministry had designated its formation in early 1986 and once
 
it became evident that the Ministry would have to concentrate its
 
limited supply of skilled personnel in one bureau in order to
 
produce a national data system.
 

II. Styles of Decisicn-making
 

Whether by tradition or by legacy from the colonial period,

Chadians are used to hierarchical relations in governmental
 
affairs. However, this hierarchical approach is tempered by a
 
belief that all should be heard before decisions are made. This
 
style of decision-making was most evident in 1988 at Chad's
 
second party congress where delegates were frank and open in
 
their early discussions and where no opprobrium attached to
 
voicing strong opinions. However, once a decision had been
 
reached, further discussion was discouraged.
 

This style of decision-making was used to good advantage by

the Ministry in setting up the CSIS. In the beginning of the
 
CSIS's history, discussions were long and occasionally heated.
 
As the work progressed, Harvard team members took advantage of
 
what they had learned about the participants to help search for
 
areas of consensus. Eventually, as the basic decisions were made
 
and as the CSIS turned toward working out details, members who
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were constantly in demand to 
serve on other committees, attended
 
less frequently. 
 The group which worked on the final technical

decisions was, in the majority, composed of expatriate technical

consultants. However, it
when came time to ratify the final
 
decisions, the CSIS turned out in full.
 

The utility of this approach for a donor-supported

information system was not lost 
on Ministry directors. In early

1987, when a new Minister of Public Health met with senior

Ministry officials and donor representatives to review donor

projects, 
each project received careful scrutiny and heavy

criticism from officials. When 
this Project was presented,

however, the exposition was met by silence. The Minister invited
 
comments of the assembled officials and he, too, was answered by

silence. Finally, one of the senior directors explained to the
 
new Minister that this particular Project was one which had been
 
so thoroughly discussed and subsequently approved by all of them

that there was no need for commentary. They knew what was going
 
on and they approved.
 

III. Effects of Choices: the Good, the Bad, and the Indifferent
 

The result of Chad's choices was a routine reporting system

in which every 
health facility in the country participated

through a monthly activity and disease report and through an

annual inventory of resources. These reports were tailored to

the skills of the nurses who filled them out, thus severely

limiting the sophistication 
and amount of data gathered.

However, the reports' 
simplicity guaranteed high participation

rates and relatively high reliability and validity on those items
 
for which information was obtained.
 

We will examine the effects of these choices in three

specific areas: the 
content of the information system; the

organization and costs .,f the information 
 system; and the
 
ultimate uses 
of the data. In each case, the effects were
 
predominantly good, but often mixed.
 

1. Content of health information system: Indicators
 

The Ministry had deliberately restricted the number of
indicators which would be collected to assure that, at least for

this limited number, one could assure some reliability and could

minimize the amount of time health workers spent collecting data
(as opposed to providing health care). To assure reliability and

validity, the CSIS 
had defined criteria for classifying each
 
indicator and the Harvard team had incorporated these definitions
 
into an Instruction 
Manual which the Project published and
 
distributed to all health workers.
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Indicators for diseases did not necessarily follow the usual
 
international diagnostic categ.ories. The word, "disease," was
 
replaced by "health problem" which was a sign, a symptom, a
 
disease, or a group of diseases. The health problem had to be
 
one that could be easily identified by a nurse with only a
 
thermometer as diagnostic tool and it had to represent an
 
operational entity which would orient the health worker toward a
 
solution for the patient's problem. For example, since the major
 
treatment for diarrhea, regardless of its cause, is prevention of
 
dehydration, classifying diarrhea by its cause (viral infection,
 
bacterial infection) does not add information needed by the
 
health worker to make treatment decisions. Nor is this
 
information needed to estimate diarrheal disease incidence, nor
 
to evaluate the effectiveness of diarrheal disease prevention
 
programs. The more sophisticated classifications, by cause, are
 
useful for epidemiological research. Chad was willing to forego

such studies for its national reporting system in the interest of
 
simplifying health workers' tasks so they could deliver better
 
services. Moreover, such studies could always be carried out
 
through targeted surveys when the need arose.
 

The final list contained 24 health problems which were
 
reported by basic facilities; sentinel sites reported on an
 
additional 17 proolems since these facilities with more qualified
 
personnel and equipment had the potential of giving more specific
 
diagnoses. (See Table 5 for health problems reported by Chadian
 
facilities.)
 

How well did this unorthodox system fare? Generally,
 
extremely well. What the Ministry lost in the number of
 
different indicators, it made up for in the quality of the data
 
from those indicators which were reported.
 

Although only 24 health problems were listed on the reports,

they accounted for 75 percent of all conditions identified for
 
which patients sought treatment. This finding reassured the
 
Ministry that the reporting system was indeed identifying most of
 
the major diseases in the country.
 

Categories such as diarrhea, dysentery, and cough of less
 
than two weeks duration accounted for high proportions of
 
children's reasons for consultations and helped ninpoint child
 
health needs. The category of fever proved to be a good proxy

for malaria, that is so difficult to diagnose correctly. The
 
first year seasonal variations of fever showed exactly the
 
expected pattern with its rates rising as the rainy season spread
 
across the country during the summer months and falling again as
 
the rains subsided. Conjunctivitis, which had not been well
 
reported before, was shown to be a major problem in northern
 
prefectures during the dry season.
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TABLE 5
 

CHAD MONTHLY ACTIVITIES REPORTS, 1988
 

A. 	Health Problems Reported by Basic Facilities
 

Measle.

Of which Measles with confirmation of vaccination
 
Meningitis

Neonatal tetanus
 
T9tanus, other
 
Diarrhea
 
Dysentery

Cough lasting 15 days or more
 
Coyqh lasting than 15 days
.e!ss 


Otit is/Tonsillitis

Conjunc~ivitis

Hematuria
 
Purglent Urethritis
 
Genital Ulcer
 
Urinary Infegtion

Of which Urinary Infection accompanying pregnancy

Su!picion 	of Leprosy

Skin Infections
 
Trauma
 
Intoxication Poisoning

Post-partum Complications

Fever
 
Muscular/Head aches
 
Kwashioror
 

B. Supplementary Health Problems reported by Sentinel Sites
 

Meningitis*

Of which Confirmed Meningococcal Meningitis


Diarrhea*
 
Of which Dehydration


Dysentery*

Of which Confirmed Amoebic Dysentery


Cough lasting 15 days or more*

O which Pulmonary Tuberculosis
 

Cough lasting less than 15 days*

Of whigh Bacterial infection


Coniunctivitis*
 
Of which Trachoma
 

Cataract, 	simple

Cataract, bilateral
 
Hematuria*
 

Of which Urinary.Bilharzia

Intestinal Bilharzia
 
Viral Hepatitis

Purulent Urethritis*
 

Qf which Gonorrhea
 
Skin infectlon*
 

Of which Anthrax
 
Of which Guinea worm
 

Hypertension

Hypertension with pregnancy
Malnutrition
 

*These health problems are reported by the basic facilities as

well, but 	the subcategories are unique to sentinel sites.
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The classification also proved to be a good management tool
 
for some diseases. Any patient recorded as having a cough
 
lasting two weeks or more had to be sent for laboratory tests for
 
tuberculosis. By instituting this system, we found that 20
 
percent of these chronic coughers actually had tuberculosis.
 

However, some indicators which were omitted from the basic
 
facilities' report because of the des-re to keep the list short,
 
probably should have been included. Dehydration, a problem
 
reported only by sentinel sites and one easily identified by

health workers in basic facilities, had been omitted in the
 
interest of keeping the health problem list short. Its inclusion
 
would have greatly facilitated the evaluation of oral rehydration
 
programs. The Ministry also learned that some definitions needed
 
fine tuning.
 

Indicators on resources gathered through the inventory were
 
relatively straightforward, except on the matter of personnel

where the Harvard team working with their Chadian colleagues
 
developed a new system which permitted classification of health
 
personnel, both public and private, by level of training and by
 
function.
 

As for indicators on activities, process indicators, such as
 
numbers of the nurbers of new cases and of consultations for
 
curative care, were reported reliably and proved useful for
 
clinic supervisors. More problematic were indicators on programs

for which the Ministry had not established a clear strategy. For
 
example, preventive care visits for children were misreported
 
because the maternal and child health program was not really

functioning and because nurses did not understand what a
 
preventive visit was; data on the follow-up treatment of
 
tuberculosis patients was also misreported because the Ministry

had established no directives as to what appropriate follow-up
 
treatment should be. The lesson from these experiences is that
 
it is useless to gather data on activities for which there is no
 
policy as to how they should be managed and for which there is no
 
supervision.
 

Some of the few outcome indicators included in the monthly
 
reports met with resistance. The CSIS had hoped to evaluate the
 
effectiveness of the immunization program by having nursing staff
 
note each child who completed a full series of three DPT or polio

immunizations within a year. The CSIS believed this would
 
encourage clinic personnel to complete the series in a timely
 
fashion. As it turned out, few clinic staff understood the
 
concept and the data collected on this indicator proved
 
meaningless.
 

The short list of diseases elicited criticism from
 
international consultants. The CSIS, in keeping short its list
 
of indicators, had decided to use "tracer" diseases to survey
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effectiveness of immunization programs. These tracer 
diseases
 
were those that could be easily and correctly classified by
 
nurses. 
Measles was the tracer for measles immunization; Tetanus
 
was the tracer for DPT and polio immunizations (since neither
 
diphtheria nor pertussis nor polio could be diagnosed with any
 
accuracy and since the DPT and polio immunizations were most
 
often given together). Although this simplicity was sufficient
 
for Chadian health officials to assess the efficacy of their
 
immunization campaigns, outside consultants on behalf 
of the
 
donor-funded Expanded Program on Immunization (EPI), without
 
having looked into the merits of the situation, reported flat out
 
that Chad did not collect the data necessary to evaluate its
 
program because it was not collecting information on cases of
 
polio or diphtheria or whooping cough. Such narrow thinking from
 
the international community could only make Chad's task harder.
 

2. Organization of the system
 

The information system reinforced an ambiguous

administrative structure which, at different levels 
 of
 
government, was promoting both centralization and
 
decentralization. 
The information system promoted centralization
 
by having all data transmitted to the Ministry where it was
 
centrally processed for dissemination. It also promoted

regionalization (decentralization) by emphasizing the regional

health director's role to monitor and supervise the collection
 
and transmission of data. In general, the regionalized system

has been more successfully implemented than the centralized
 
system.
 

At the local and regional levels the information system has
 
worked well. By the end of 1988, 84 percent of health centers
 
were sending monthly reports and most reports were of an
 
acceptable quality. The Harvard team invested a great deal of
 
energy in training at the regional and local levels, particularly

training of trainers and this has paid off.
 

Simplicity of technology has worked well for nurses who find
 
the notebooks and reports easy to fill out, to use, and to
 
transmit. They are interested in doing so because some of the
 
information they gather can be used in their daily work.
 

Regional health directors use the notebooks and the monthly

reports to supervise the clinics in their regions. They have
 
also found feedback reports from the BSPE useful for their work.
 

In the Ministry of Public Health itself, despite

considerable efforts in training particularly within the 
BSPE,

implementation of the health information system has been much
 
less well established. For example, the technology of
 
computerized data base entry and analysis has not been implanted

despite three in-country and one out-of country computer courses,
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two out-of-country management courses and continuous on-the-job
 
training in office management and computer skills.
 

Reasons for this relate to the scarcity of human resources
 
in Chad. A centralized data system depends upon skilled
 
management and skilled staff. Finding, training, and keeping
 
such a staff is not easy in a country where the civil service pay
 
is held at 60% of 1979 salary levels (as it was through 1988).
 
The problems also stem from other sources: distraction of
 
external events (such as the political party congress or the war
 
with Libya--a not unreasonable distraction); lack of a
 
sufficiently-trained bureau chief who could not develop the
 
necessary skills in time to manage the expanded BSPE; lack of
 
sufficiently trained statisticians available to the Health
 
Ministry (most were assigned to the Planning Ministry); lack of
 
computer programmers (they could be found only in the Finance
 
Ministry); and finally, frequent reassignments of staff.
 

To overcome these problems would require some reorganization
 
of the administrative environment. Among the strategies that
 
should be considered are the following. First and simplest, but
 
insufficient by itself, would be to provide more intensive
 
training for the current BSPE staff. A second and more useful
 
strategy would be to assign to the BSPE more of the type of
 
personnel needed, such as qualified statisticians, programmers,
 
and surveyors. This strategy would be most likely to work if the
 
BSPE could offer them incentives to stay. Hence, a third
 
strategy might be to move the BSPE office up to the level of a
 
Division within the Ministry so that higher level (and
 
consequently better paid) officials might be willing to work
 
there. A final strategy would be to lessen the administrative
 
burden on the central Ministry (and the BSPE) by decentralizing
 
some data analysis tasks to the regional health directors.
 
However, such a strategy would be feasible only after their own
 
administrative capacities had been strengthened. Otherwise, the
 
whole national data collection system could collapse.
 

The health information system was designed to be low cost.
 
When the Harvard team commissioned a study of recurrent costs, we
 
found that total annual costs of the system, excluding personnel
 
and amortization costs amounted to $63,000. Although this seems
 
like a modest amount, to Chadians it represents 20 percent of the
 
Ministry's 1986 operating budget. Since the information system
 
does not appear in the Ministry's budget as a line item, it has
 
a particular problem to get funded. The information system's
 
regional and local costs (notebooks and report forms) are less
 
than $20,000, but Chad would have to institute some kind of
 
community cost recovery system before these outlays could be
 
financed locally. Despite the information system's relatively
 
low costs, the Ministry will continue to be dependent on foreign
 
assistance for some time in order to maintain the national data
 
collection and analysis system which the Project has put in
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place. Given Chad's economic history, this need should not come
 
as a surprise.
 

3. The Use of Data
 

An evaluation of the uses of the data collected must take
 
account of the relatively short period during which data have
 
been available. 
 The monthly report system was first introduced
 
in March 1987; the first year's worth of data from about 250
 
health centers is for the period, July 1987 to June 1988; the
 
inventory was carried out in mid-late 1988; the analyses from
 
these data were published in the Statistical Yearbook on November
 
30, 1988.
 

In general, Ministry officials were not well prepared to use
 
the data generated by the information system. Most officials had
 
little or no training in public health or public management.

Therefore, once data became available, part of the task of the
 
Harvard team, was to show Ministry officials how they could use
 
these data. We did this using computer demonstrations, then
 
working with individual officials, and finally, through the
 
seminar on the Statistical Yearbook in December 1988.
 

The first and most continuously used source has been the
 
data base of health facilities which the Harvard team developed

with the BSPE staff in mid-1986. As a result, Ministry officials
 
were constantly requesting lists of facilities, grouped by type
 
or by affiliation to permit them to review the distribution of
 
facilities and plan for new ones.
 

The Expanded Program on Immunization (EPI), which had
 
formerly collected its own data, arranged with the BSPE to obtain
 
tables of immunization activities 
as soon as a month's worth of
 
data had been entered in the computer. Although, at first, they

had worried that they would not be able to 
obtain data quickly

enough for program management, they soon found that the formats
 
of tables generated by the BSPE were more convenient and
 
efficient than those they had used earlier.
 

Other uses data were on an ad hoc
of more basis. Donors
 
used data to pinpoint geographic regions which might need more
 
assistance; regional health directors used quarterly halfand 

yearly reports to monitor their regions.
 

The utility of the information system was particularly

brought into focus in early 1988 during a meningitis epidemic

when the BSPE became the center for data management and, because
 
all data were collected there, it also became the center for
 
management of the epidemic, as well.
 

As Ministry officials began to demand more and more special

tables from the BSPE, this created a problem for BSPE staff who
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were swamped by requests. Once Ministry and regional officials
 
began to understand what might be available, there seemed to be
 
no way for the BSPE to limit demands. And since the BSPE was
 
having trouble just keeping up with data entry, and since the
 
BSPE was being managed fairly loosely, these demands tended to
 
throw the office into confusion. At the end of 1988, the BSPE
 
drafted a list priorities for responding to requests for
 
information, but even the bureau chief was uncertain it would be
 
able to stick to it if political pressures were applied. Success
 
clearly generated its own problems.
 

The true usefulness of the system will begin to be known
 
only after several years of routine data collection. In the
 
meantime, the technical assistance teams of the European

Development Fund and African Development Bank projects will
 
continue to work with central and regional Ministry officials to
 
use these data for planning and management. In this way, the
 
Ministry will gradually uncover the full potential of its routine
 
reporting system.
 

IV. Appropriate Information Systems for Third-world Countries
 

The experience of the Chad Project in developing a national
 
health information system produces some simple lessons which, in
 
retrospect, might seem self-evident but certainly did not seem so
 
when the Project began. The major lessons have to do with the
 
methods used to develop such systems. These methods may turn out
 
to be more important than the actual shape of the final system.
 

The first method we employed was to accept indigenous

methods of decision-making. Although this made for a slow
 
process and although it did not necessarily follow our notions of
 
bureaucratic decision-making, it created an environment of
 
consensus for the policies that emerged.
 

The second method was to use the objectives and needs for
 
data perceived by national planners and managers as the
 
determinant criteria for designing the system. By tying data
 
collection to their needs and not to external pressures from
 
international organizations, Chadians developed a vested interest
 
in their data collection system and how they would use it.
 

The third method was to tailor the routine reporting system
 
to the skills of local health workers, to the equipment available
 
in the smallest clinics, and to the management needs of local
 
supervisors.
 

The final method of proceeding was to structure the data 
collection system to conform as much as possible to existing 
administrative structures and to reinforce them. Thus, no new 
administrative entities were created to implement the information 
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system and the information system was seen as reinforcing
 
existing structures.
 

These four methods created a high sense of consensus about

the need and utility of the information system and yielded high

participation 
 rates among public and private facilities.
 
Nevertheless, as 
we have already said, this did not necessarily

translate into a system flourishing at all levels. It is here
 
where we must come back to the constraints. Chad is a very poor

country whose financial and human resources are stretched to the
 
breaking point 
just to maintain the status quo of government

services. No matter how "appropriately" designed the information
 
system may be and how great the benefits it eventually produces,

it puts additional strain on those resources. Supplemental
 
resources will be required 
for some years to come if the
 
innovations are to take hold as permanent features of the
 
Ministry of Public Health's routine functioning. The original

two-year Project design failed to take into account the realities
 
on the ground. The lesson here is one 
that we need to keep re
learning: good development projects take five to ten years.
 



CHARER III: RECOMMENDATIONS
 

These recommendations stem 
from our observations and our
experience in developing and implementing a national data

collection system for Chad. 
 The first four recommendations are

directed toward strengthening and maintaining the information
 
system which the Ministry of Public Health has put in place

during the last three years. The last recommendation is directed

toward the development of data collection systems in any third
world country
 

1. Strengthening the administrative capacity of the BSPE,

the central processing unit of the information system:
 

As we have said throughout this report, the most fragile and
critical part of the information system, as currently

constituted, is within the BSPE in the Ministry of 
Health. To

take advantage of the system 
that has been instituted, this

central part 
 of the system must be reinforced. Several

strategies should be considered, perhaps simultaneously:
 

a. Add personnel to those already in the BSPE: Two

senior staff need to be added permanently: a computer
 
programmer (since those temporarily assigned from the
 
Ministry of Finance do not stay long, leaving the BSPE

with no Chadian capable of programming the system); and
 
a senior statistician to work 
on data analysis; In
 
addition, at least two additional staff members 
are

needed and should be selected from among those
 
surveyors trained by the Nutrition unit (CNNTA). This
 
would give the BSPE competence in surveys as well as in
 
routine reporting systems.
 

b. 
Provide continued technical assistance to the BSPE
 
staff for several 
 more years in order to assure
 
additional training in 
 management, organizational,

computer, and analytical skills: This Project has been
 
extended through October 1989. 
 After that, help should
 
be sought through the African Development Bank's
 
Institutional Reinforcement Project or through other
 
sources.
 

c. Transform the BSPE from a bureau under 
 the
 
Director-General to an independent 
division on a an
 
equal footing with the now existing sezen other major

divisions within the Ministry. As a division with its
 
own director and with higher status, the BSPE might

have more luck in attracting more skilled and 
more
 
motivated staff.
 

d. Decrease the work load of 
 the BSPE by

decentralizing 
some of its analytic functions to the
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regions so that the BSPE would not always work with
 
individual monthly reports but would work from data
 
aggregated by the 14 regional medical directors. This
 
is a long-term recommendation because each of the
 
regional medical directors would first have had to
 
build his management and analytic capacity for this to
 
work. Loss of data from only two or three prefectures
 
could entirely skew the national data collection
 
system.
 

2. Strengthening Regional and Local roles in the Health
 
Information System:
 

a. In the short-term the survival of the system will
 
depend on the quality of supervision of health
 
facilities and their data collection carried out by the
 
regional health directors. These directors are also
 
major regional users of the data system. Therefore,
 
the current EDF project, administered by AEDES, and the
 
MSF Project to strengthen the management and analytic
 
skills of regional medical directors in 10 prefectures
 
should be maintained. More important, this technical
 
support should be extended to the regional directors of
 
the remaining prefectures where more than one-third of
 
the population lives, if one is to a assure a truly
 
national system.
 

b. In the long-term, if the technical assistance
 
program discussed above is successful, some data
 
analysis responsibilities could be transferred from the
 
central Ministry to the regional directors, who will be
 
using a major part of the data.
 

3. Financing of Health Information System:
 

At present, the Chadian financial responsibility for the
 
health information system extends only to the provision of
 
personnel. All other costs have been met by this Project.
 

a. In the short-term, the Ministry of Health will have
 
to identify continuing external sources of funding for
 
the information system up through 1991 or until longer
term solutions have been found.
 

b. In the long-term, the Ministry will have to find
 
funds to maintain its basic operations. One way of
 
helping to assure continued funding for the information
 
system would be to make it a line item in the budget.
 
One can always strike line items, but it is even harder
 
to fund a functioning entity when it does not even
 
appear in the budget.
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c. As long as general government funds continue to be 
allocated so sparingly to the Health Ministry, the 
Ministry will have to start considering other ways to 
finance its activities. Since the information system
does improve the quality of care, one obvious way to 
obtain funds is by introducing self-financing schemes 
through patient fees or community financing. Since 
the data gathered in the information system go to 
monitor the of it is not
quality care, unreasonable
 
that patient fees or communities should pay for this in
 
the same as for the care
way they would pay itself.
 
Community financing could, for example, pick up the
 
local costs for the information system, notebooks,
 
report forms, and envelopes.
 

4. Evaluation and Revision of Information System:
 

Any system needs revision from time to time. This system,

being innovative, 
included some new and useful indicators, but
 
also some that have proved less useful over time. Even though we
 
recommend revisions, we recommend also that certain aspects of

the system be maintained. These are: 1. using consensus to make
 
decisions on indicators; 2. keeping to a minimum 
the data
 
collected so local health 
workers are not overburdened;
 
3. keeping the formats simple and easy to fill out;

4. maintaining many of the indicators already 
in use to permit

analysis of time trends.
 

a. In the short-term we recommend evaluation 
of
 
certain indicators to see which are relevant to
 
managers and planners; to assess existing indicators
 
for validity and reliability; and to see which
 
indicators of activities, particularly in the field of
 
maternal and child health and family planning, should
 
be added. These studies can be carried out by the
 
Project extension during 1989.
 

b. In the long-term, by 1992, using the studies
 
carried out above, we recommend that the CSIS have
 
completed a full-scale review of the monthly reporting
system to make whatever revisions are necessary. Some
 
technical assistance should be found to help the CSIS
 
to review and redesign monthly reports. Such help

could come from the African Development Bank
 
Institutional Strengthening Project or, since much of
 
the data collection focuses on child health, could be
 
sought from the proposed USAID child survival project.
 

c. In the long-term, health information would increase
 
greatly in Chad if the Government could tap two other
 
sources: a population census; and a vital statistics
 
birth and death registry system. Donors have begun to
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encourage work on a population census although its
 
occurrence may still be some time off. A reliable
 
birth and death registry system is complex to
 
administer and therefore seems even farther off, but
 
ultimately, it could provide some of the most useful
 
information about population trends and mortality.
 

5. Probably the most significant contribution of this
 
Project was the methods we used to assist the Chadian government
 
to design a data collection system tailored to its own needs and
 
resources. This has created a system that is idiosyncratic, but
 
appropriate to Chad at the time and place it was created. The
 
methods used a process of consensus which was, by necessity,
 
slow. This process, as successful as it is for developing a
 
consensus and thereby high participation, was also a hazard for
 
the Project which was designed to last only two years. Thus, we
 
recommend that for projects such as this which involve technical
 
assistance for developing and implementing systems that
 
sufficient time be allotted to carry out these tasks.
 



HEALTH PLANNING
 
RESTORATION PROJECT
 

APPENDIX 1
 

Health Planning Restoration Project Staff
 

Final Report, March 1989
 



APPENDIX 1
 

HEALTH PLANNING RESORATION
PRW STAFF 

1. TECHNICAL ASSISTANCE STAFF DATES PRESENT 

1.1. Long Term Advisors 

Dr. Theo Lippeveld, Health Planner and Chief of Party 7/15/85 - 1/3/89
Dr. Anne-Marie Foltz, Epidemiologist/Statistician 9/26/85 - 12/31/87
Ms. Sarah C(mbs, Training Coordinator 9/14/85 - 9/13/87
Dr. Isaline GreirdU, Health Services Manager

and Chief of Party starting 1/3/89 1/18/88 - present
Mr. John Barton, Information Manager 2/2/88 - present 

1.2 H.I.I.D. Hae Office Support 

Dr. Albert Henn, Director of Health Programs 11/4/85 - 11/16/85 
3/3/86 - 3/15/86 

7/22/86 - 7/30/86 
2/25/87 - 3/8/87 
7/23/87 - 7/25/87 
8/16/88 - 8/20/88 
12/3/88 - 12/5/88Ms. Kristan Scholtz, Project Ooordinator 8/16/88 - 8/20/88 

L.3 Short Term Consultants 

Dr. Anne-Marie Foltz, Epidemiologist/Statistician 4/19/88 - 5/10/88 
16/8/88 - 24/9/88 

11/29/88 - 12/21/88
Mr. Peter Foltz, Coputer Systi 7/8/86 8/12/86-

12/22/86 - 1/10/87 
7/15/87 - 8/5/87

Mrs. Susan Enea an Mrs. Karen Stanecki 
(Bureau of the Census) 9/30/86 - 10/18/86

Mr. leo Hool (Bureau of the Census) 4/22/87 - 5/6/87
Team of Bureau d'Etude et de Conseil 

(University of Chad), directed by
Mr. Chetima Ali Kassane 8/87 - 9/87

Mr. John Barton, Information Management 10/12/87 - 1/12/88 

ADMINISTRATIVE SUPPOR STAFF
 

- Secretaries: - Mrs. Nimat Orozi 11/85 - 4/86 
- Mr. Adoum Chaouri 4/86 - 9/87 
- Ms. Rose Manleau 11/86 - present 

- Drivers: - Mr. Pierre Gueradoudje 11/85 - 7/86 
- Mr. Jonas Djongoto 11/85 - present 
- Mr. Ngamari Manasse 8/86 - present 
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HEALTH PLANNING RESTORATION R AcIEVEmES 
JULY 15, 1985 TO DECEMBER 31, 1988
 

SUMMARY 

jI.~ uaR StUI Completion Date 

1. Preparatory Phase
 

Identification Mission 7/15/85 - 8/8/85 
H.I.I.D./Cambridge Workshop 8/26/85 - 9/6/85 

2. Studies of the Existing Health System 

Report: N'Djamena 11/85 - 12/85
Report: Mayo-Kebbi, east 2/27/86 - 3/1/86
Report: Chari-Baguirmi, rural 3/5/86 - 3/7/86
Report: Karem and Lac 
 3/24/86 - 3/29/86
Report: Salamat 4/1/86 - 4/2/86
Report: Mayo-Kebbi, west and 

Iogone Occidental 4/15/86 - 4/20/86
Report: Moyen-Cari 4/28/86 - 5/2/86
Report: Batha and Guera 
 6/2/86 - 6/6/86 

Paper: "Preliminary Study of Health 
problems in Chad" 1/23/86

Paper: "List of health facilities 
in C1ad" 1/23/86

Paper: "Preliminary Study of health 
personnel in Chad" 1/23/86

Paper: "Organization of Health Services 
in Chad" 5/15/86

Paper: "A note on the Reorganization
of the Ministry of Health" 5/15/86

Paper: "The Health Information System
of Chad" 5/15/86 

3. Other Field Studies
 

Report: Niamey, Niger: Visit to
 
health planning project 
 4/8/86 - 4/14/86

Report: Visit to OCEAC, Yaounde, Cameroon 5/6/86 - 5/10/86
Report: Study of the Feasibility of 

Morbidity/Mortality Surveys 
(BUCEN) 9/30/86 - 10/18/86 
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II. 	 DEVEIOPMENT OF THE HEALTH INFORMATION SYSIEM 

I. 	 Creation of the Bureau of Statistics,
 
Planning and Studies
 

Paper: "The Bureau of Statistics, 
Planing and Studies" 

Constitution of BSPE team
 
- 1 Medical Assistant 
- 1 Mid-level Statistician 
- 2 
- 1 Epidemiology Technician 
- 1 Administrator/Chief of Bureau 
- 1 Programmer (replaced in 7/88) 
- 1 Secretary (replaced in 5/88) 

Office rehabilitation 


2. Creation of the Commission on the Health
 
Information System
 

First meeting 


3. Design of a New Information System
 

Paper: 'Neds for health information" 

Paper: "Synthesis of information needs 

and methods for putting in place 
a routine reporting system" 

Adoption of a routine reporting system
 
by the CSIS 


4. Design of the Monthly Activities Report
 

Consensus on the Indicators 

Design of Report and Recording forms 

Pretest: Report and Recording forms 

Final design of Report/Recording form 

Instruction Manual: Sentinel Sites
 

ist edition 

2nd edition 


Instruction Manual: Basic Facilities 
Ist edition 
2nd edition 

Distribution of report/recording forms
 
Selective 

General 


Completion Date
 

8/15/86
 

11/85
 
7/85
 
9/86
 
11/86
 
2/87
 
9/87
 
9/87
 

10/7/86
 

10/17/85
 

12/9/85
 

6/7/86
 

6/30/86
 

12/8/86
 
12/86
 
12/86
 
1/87
 

1/87
 
8/87
 

2/87
 
10/87
 

3/87
 
7/87
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Completion Date
 

5. Design of the Weekly Official Telegram
 

Consensus on Indicators 12/8/86

Design of reporting form 1/87
 

6. Design of the Inventory
 

Paper: "The Objectives of the Inventory" 11/6/87

Paper: "Classification and listing of
 

health facilities" 2/2/88

Paper: "Classification of Personnel" 2/24/88
 
Paper: "Classification of Buildings and
 

EquipTint" 3/17/88
Paper: "Estimation of Population in the 

health center's catchnnt area" 4/29/88
Paper: "Ccmmuity health activities in the 

health center's catchment area" 5/7/88
Consensus on indicators Early 5/88
Design of questionnaire 5/88
Pretest questionnaire Early 6/88
Questionnaire final form available Mid 6/88 

7. Development of Computerized Data Managenent System
 

Installation of 2 IBM-XTs 
 6/86

Creation of database on health 9/86 and
 

facilities and personnel ongoing

Creation of data entry screens and 3/87 and
 

data bases for monthly reports ongoing

Design of feedback tables and programs 4/87 and
 

ongoing

Creation of Inventory databases 5/88 and
 

ongoing
 

III. l4PUD1PQATION OF THE HEALTH INFORIATION SYSTEM 

1.Monthly Activities Report
 

1.1 Training Personnel
 

Paper: "Study of training needs in relation
 
to the health information system" 5/15/86


Paper: "Survey of French-speaking public
 
health institutions in Africa" 5/15/86


Paper: "Objectives and Content of training" 9/30/86

Paper: "Training Plan for National Seminars" 11/1/86

Paper: "Training Plan for Regional Seminars" 3/31/87
 

National Seminars, I, II, III 2/9/87 - 2/13/87
 
in N'Djamena: 65 Participants 2/16/87 - 2/20/87
 

2/23/87 - 2/27/87
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Regional Seminar I, Bongor 
30 Participants 4/7/87 - 4/11/87

Regional Seminar II,Moundou 
28 Participants 4/27/87 - 5/1/87

Regional Seminar III, Sarh 
28 Participants 	 5/11/87 - 5/15/87


Regional Seminar IV, Abeche
 
34 Participants 	 5/26/87 - 5/31/87


Regional Seminar V, N'Djamena
 
24 Participants 	 6/15/87 - 6/19/87
 

Regional Seminar VI, Mao
 
25 Participants 	 7/14/87 - 7/18/87
 

Seminar for the Polyclinic and MCH
 
Center, N'Djamena
 
29 Participants 	 9/29/87 - 10/6/87
 

Seminar for Central Hospital
 
41 Participants 	 10/13/87 - 10/22/87
 

Regional Seminar VII, Mongo
 
16 Participants 	 11/23/87 - 11/27/87
 

Regional Seminar VIII, Faya
 
11 Participants 	 6/19/88 - 6/24/88

Training supervisors of 40 private
 
facilities to train personnel 	 10/87
 

Paper: "Training Module on the Health 
Information System for
 
ENSPSS Students" 	 10/8/87
 

Paper: "Cbjectives of Health Information
 
System's Supervisory Trips" 	 2/88 

Report: Supervisory Trip in 
Mayo-Kebbi and Tandjile 3/15/88 - 3/25/88

Report: Supervisory Trip in 
Logone Oriental and Occidental 4/19/88 - 4/27/88 

Report: Supervisory Trip in 
Mayen-Chari and Salamat 5/11/88 - 5/24/88

Report: Supervisory Trip in 
Batha and Guera 6/3/88 - 6/9/88 

Report: Supervisory Trip in 
Ouaddai and Biltine 6/18/88 - 6/26/88 

Report: Supervisory Trip in 
Lac and Kanem 7/10/88 - 7/14/88 

1.2 	Organization and Distribution of Forms,
 
Worksheets, and Materials
 

Paper: "Annual Needs per Prefecture 10/88
 
in printed supplies"
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Comletion Date 

1.3 Implantation of Routine Reporting System 

Participation rate of health facilities = 84% 6/88
Transmission regularity = 87% 6/88 

2. Implementation of the Inventory 

401 questionnairEs sent out 6/88
355 (88.5%) questionnaires returned 9/88
 

3. Management of the Information System in the BSPE 

3.1 emOper training 

1st course - 5 participants 7/8/86 - 8/12/86
2nd course - 4 participants 12/22/86 1/10/87-
3rd coirse - 4 participants 7/15/87 8/5/87-
Training on the job ongoing 

3.2 Office and Data Management 

Implementation of BSPE library 10/86
Control - Entry - Filing of MAR 

- 4635 reports 5/87 - 12/88
Control - Entry - Filing of
 

Inventory questionnaires
 
- 355 questionnaires 9/30/88

Paper: Administrative Organization
of the BSPE 12/14/88 

3.3 Training for Data analysis 

Monthly feedback reports monthly
Feedback Report
 

July - September 1987 1/88
Feedback Report 

July - December 1987 4/88
Health Statistics Yearbogk

July 1987 - June 1988 11/88 

4. Use of Health Information for Planning and Management 

Paper: "The objectives of the Monthly

Activities Report" 
 2/88 

Report: National Seminar of Evaluation
 
and Follow-up of the Health
 
Information System 
 12/2/88 - 12/3/88 
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Completion Date 

IV. INSMI'IrONAJIZATION OF T=E HEALTH INFORMATION SYST=M 

Paper: 'Tecurrent Cost.Study of the Health 
Information System within the 
Ministry of Public Health" 9/30/87 

V. CVr OF COUNIRY TR~faNC 

Trip to study the information system of Niger 
(Mr. Nabia Kana) 

Trip to Cameroon to study OCEAC's 
information system 
(Mr.Adjid Oumar) 

Seminar on human resources planning, 
Bamako, Mali (Mr. Katymia Ezechiel) 

International oourse of the evaluation 
of primary health care in 
developing countries, 
Brussels, Belgium (Dr. Abderamane Djime) 

Comuter course, Kir-.asa, Zaire 
(Mr. Neldjibaye Tingata and 
Mr. Asndaye Namoudjingar) 

Development Managont Seminar, 
Pittsburgh, USA (Mr. Ouadjon Oaarmaye) 

4/8/86 - 4/14/86 

5/6/86 - 5/10/86 

8/25/86 - 9/20/86 

9/9/86  9/26/86 

9/19/87  10/17/87 

6/19/88 - 8/20/88 
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UNITE-TRAVAIL-PROGRES
 

Republique du Tohad
 
Miniotro de la Sant& Publique 
Direction G&n~rale
 
Direction des Etudes *t de la Formation Professionnolle
 

Projot de Reotauration de I& Planification Sanitmire
 

UNE NOTE SUR LIORGANISATION
 

DES SERVICES DE SANTE AU TCHAD
 

6 Avril 1986
 



UNE NOTE,SUR
 

L'ORGANISATION DES SERVICES DX,4PAXTE AU. TIAD
 

Lebu do co momaire cat d'*labarr lJorganiation dea 

aervicea do mant*, au Tchad af in do connaitre IIinfratruoture A 

travera laquelic on compte planigll y& tt& dlinformation 

manitaire. On a* borne A d6crire I& myatimo tel qu'il fonctionne 

A a* moment umna ap~culor mur lea changemwnts qui wont moun 

conaid6ration A priment. 

ft ma&liQlo des 42!Igtig 

Ben quo de efforts ant *t& faits pour lea integror tl 

exiate, en cffot, plusiurm mystkmow Qu±I artagent l.a 

reaponibilit~m administratives des services de aant* au Tchad 

(voir Tableau 1). 11 exiate un ayat*m-,.du-aecteur ,ublique et 

un syst~me du acteur privd. Dan. I& moateur publique il faut' 

diatinguor dmabord lo ueoteur milltaire du scoteur civil# ce qui 

neat pan toujoura facile parce qulil y a des formationa o6 lea 

reaponsabl.o militaire. at civil. . aa*.A~tencote-& cot. pour 

soigner lea militaires et lea civils. Ensuite, il taut 

diatinguer lea moins de mant* organim&cm'par-le iniuthre do la 

Sant& Publique des mona organima par le inint~re des Attairea 

Sociale ct de a Promotion Feminine. .. 

Dan= le iecteur priv* se trouvent lem formations sntoire. 

gere. per lea organisatione conf essione.le, comme 

BELACD/SECADEV, Miesion Evangblique Uni-, Baptist Mid-Miasiona. 

II y a kgalement lea diepensairen qu'&tahiseent lea entrepaisee
 

priv~es pour leura employka (SONASUT. Coton-Tchad, etc.).
 

http:essione.le


Pour compliquer ce tableau on doit nrendro note du fait quo
 

plusiours organiamem jouent un rolw Important dens Ia geution 

indirecta des formations fixes publiques. 
 En 1985 M&decin. Sane
 

Frontikran uupervissit A pou prim t1 for"Otiona unitmirem
 

uurtout dens lam nouf pr6fectures du nord du pays, tandis quo la
 

Cooperation Suisse en mupervisait mix ot In Cooperation Italienne
 

on superviuait quatre.
 

En plum, il faut d&crire un mymtkme manitaire qui fonctionne
 

A troim niveauxt central, r*gional, -t .Acal. A cause do.
 

*vknements depuim 1979 at mam 
avant. "t A caume du manque de
 

rommourceu 
A toum lea niveauxv low structures r~gionales at
 

locales ant *u tandance 4 
 d~velopper ure inlOpendenca vim-&-via
 

low structures centrale.
 

En examinant do prhu l'organigramme du Ministre de In Sant*
 

Publique (Tableau 2) on trouve la 
programmes cat6goriques comma
 

In Nutrition, Sant& Haternolle et 
 + -,SNZ)..'t Soins do
 

Sant* Primaire (SSP) au 
main do la Direction do In Sant* Publique
 

aummi bion quo I& 
Programme Elargi do U-ccination (PEV) au mein 

do la Direotion de. Grandam End&mien (SGV). Can programmes ont 

tendance A so d~veloppor d'une facon vewtcamlo mans intigration 

r&elle dans la services do manti de'bae.... 

A regardor out I& fait quo tr-: - .- a* Santk Publique,
 

Grandee Enddmies, et Genie Sanitairm., cr. touten des
 

fonctionnaire. au niveau r~gional 
sans cI' . y eit ces liens
 

formels entre bux ni 
lea moyens de coo- sAtion. Deux d'entre 

elles, Sent Publique et Grandee Endmit4-, g6rent direc1ement des 

formations sanitaires. 

Par contre le secteur priv , - . - 'r If manque de 



gotion central& at r~gionale. Le BELACD/Sg!CApEV . commenck A
 

*tudier lam pommibilittm d'une mtructare.,coordinatrice. Lem
 

diff6rentem formations do. Protestant.p jB gIr~e. uniquement au 

niveau local.
 

11 ot important de noter quo ,p9 inion entre, lea 

sectourm publique et priv& nIeat pan facilp.#atteindra parce 

qulil nly a do liens formelm entre eux qu'au niveau central au 

main do. comit6 de coordination coma!e,1Cornit* da-jRoordination 

de l'Action Sanitaire (CCAS) et lo Comit* d',4ction Sanitaire 

d'Urgence (CASU).
 

Au niveau local, le mocteur publique domino avec 213
 

formations dont 5 hopitaux, 17 centres medicaux, 21 inlirmarie, 

et 138 dimponmairem, 1 polyclinique, 7 leproa6ries, 8 formations 

dee Services do. Granda. Endimios, et-.l6centrom wociaux (Voir 

Tableau 3). HSF supervise plum quo Ia moiti4 do cean formations. 

BELACD/SECADEV avec 2 hopitaux, 3 ingirmories, 23 

dispenmairem ot 2 centre. pour lea handicapm-eat l'organiaation 

conleamionello qui domino le mecteur priv* maii i eat muivi do 

prks par la Mission Evangelique Unie (22 formations) at Baptist 

Mid-HMimionu (21 formations). * -,' ' 

Au total* il y avait au debut do 1986 a peu prbm 328
 

formationsmanitaires en fonction au Tchad parmi lesquellom on
 

trouvajent 9 hopitaux, 20 centres w~dicaux, 24 inf±rmries, et
 

239 dispensairea (Tableau 4). On a bien prkf~r6 de dire 0& peu
 

pros" parce que lea informations et lea r~alitbs changent de jour 

en jour et puisqu'on avait laissa de cot6-les formations 

sanitairea militaires et lea centres SMI aul commencent depuis 



pou A ouvrir leur= portes.
 

S'il eat difficilo de d6crirv As reponms.bilit6s de
 

gemtion, 1ow responmsabilitlm de financsmeint montencore 
plum 
compliqu6em. En princip. toutem 1ow d6pensem du secteur publique
 

mont pay6em par le gouvernament .t lem-dpenmem.du mecteur priv*
 
par low organiuationu non-gouvernmEntae.'m."En r~aitb une partie
important& dom d6pensem du mecteur publique emt aamurke par lea
 

*' 3 L4. I 

organimmem donateurm du Tchad coums le FAC, FED, UNICEF, MSF, at
 

US/AID. A pr6sent 
lw informationm n'ont pan 6t6 recueillieu
 

pour permettre une analyse qui pourrait d6gager Ia 
 r~partition
 

dem reoponmabilit6m de financement.
 

De catte revue brive de l'organiontion manitaire on pout 

tirer quatre obnervationm
 

1. Les organimation 
internationaem et non-gouvernmentales 

jouent un role important pam meulament dang 1& financement du 

mymt~me de mant* maim aummi danm l.'tmblI!uement et Is gomtion 

des formations manitairem. Ce role aboutit A une situation 

anarchique mu point de vuo de I planification den services 

manitairem parc quasucune orgunimation ne coordonno l'utiliuation
 

ni des fonds, ni du personnel.
 

2. Le paralleliame du fait d'avoir trois directions,
 

chacune avec ma propre geation r6gionale au sain du Minist~re de
 

Ia Sant6 Publique, entraine un 
manque de ccordination que lea
 

responsables locaux peuvent trouver bien difficile A surmonter.
 

3. 
 L'ambiguit6 des roles de& programmes cut~goriques comme
 
lea Grandes End~mies, le PEV, SMI, SSP, et Nutrition vis-A-vis
 

http:lem-dpenmem.du


lea services de santk de base. Cett* tendance A perceler lea
 

activit~m par programme cat~gorique peut espbcber le d~veloppement 

d'une infrastructure capable de fournir des aoins intkgrs et 

globaux. En plus, ell& peut amenerA-..unw duplication de maoins de 

.ant* ni quelques uns de cea programmes insistent sur 

l'6tabli±mement de leurs propres formations sanitaires ou 

n~gligent d'intdgrer leur personnel aux formations eximtantes. 

4. Le fait que la sant* de Tchadiens dlpend du 

fonctionnement de trois minist~res et d'au moins une douzaine 

d'autres organimations provoque I& pensae Qu'un pays qui se 

trouve dana lea difficult~A &conomiques ne peut pan ne permettre 

1& luxe de ne pan coordonner lw activitkn de tous ces organismes. 



TABLEAU4_ . 

ORGANISATIONS AU TCHAD QUI S'OCCUPENT DES
 

SOINS PREVENTIFS OU CURATIFS'OU"DU GENIE SANITAIRE
 

GESTION DIRECTE
 

92G&R EmblAgug 

Ministbre de Is Sant& Publique 'L, 
Miniutir. d. Aflaire. Sociol?&-;et p .p p"opton Feminine 
Miniutire de Is D~ienue' Force. Armles Nationales Tchadiennes
 

gneu erixt
 

Confeusionnel
 

Action Chr6tienno du Tohad
 
Baptist Mid-Mimsions
 
BELACD/SECADEV
 
Egli.e Adventist*
 
Eglime Bahai
 
Egli.e Pentecotale
 
Mission Evangplique Unie.
 
Autrsel p. e. LODI, Guerisswuru'traditionei
 

Autres '1, ;1
 

Industrieus SONASUT, Coton-Tchad, Bramseries, Cyclo-

Tchad, Manufacture de Cigerettem du Tchad, etc.
 

Autres oliniques, xtdecins, at infirmiers privls
 

GESTION INDIRECTE: SUPERVISION DE FORMATIONS SANITAIRES PUBLIQUES
 

M~decins mans Frontiireu-Belgique (MSF)-

Comit* Allemand Midecin. de-Secoure-. CAMS)
 
Cooperation Italienne
 
Coop~ration Suisse de Dkveloppement
 

ORGANISMES DE FINANCEMENT
 

Fonds d'Aide et de Coopdration (FAC)
 
Fonds Europ~en de D~veloppement (FED)
 
Ligue Internationale de la C'oix Rouge (LICROSS)
 
Organisation Mondiale de la San-, (OMS)
 
Programme des Nations Unies pour le D6veloppement (PNUD)
 
UNICEF (Fond. des Nations Unies pour le'Enfance,
 
US/AID
 



TIA 
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TABLEAU 3
 

FORMATIONS FIXES SANITAIRES EN FOMCTION AU TCHAD*
 

PREFECTURE MINISTERE DE LA SANTE AUTRES
 
PUBLIQUE
 

HOP. CM. INFIRM. DISP.
 

Batha 0 1 2 13 1 Centra Social 

*Sectour 6 (SGE)
 

Biltine 0 1 2 3
 

B.E.T
 

Chari-

Baguirmi 1 1 3 22 3 Dimp. 3ELACD/SEC.
 

A DiMp. industries
 
*Secteur I (SGE) I Diap. MEU
 
'Polyclinique I DI.ap. Pr~voyance
 
vL~promerie Social&
 

I Clinique Iza 
I wtarnit* Al Afia 
7 Centres Sociaux 

Guera 0 1 3 3 2 Die. BELACD/SEC.
 

4 Dimp. ACT 
*Lkpromerie 1 Disp. Industrie 

Kanem 0 1 1 10 1 Centre Social 

,*Souu-Secteur I (SGE)
 

Lac 0 1 0 7 .1.'--trs Social 

Logone
 
Occidental 1 0 2 6 2 Diap. BELACD/SEC.
 

I Centre Handicap&
Lpromerie BELACD/SECADEV 
oSecteur 3 (SGE) I Hop. MEU 

3 D!'.p. Induetriea 
I :.rtre Social 

Logone
 
Oriental 0 1 3 iC 2 "'". 2ELACD/SEC. 

^ .4. ap. Mid-Mission 
+I L~proserie 2 . Mi,MEU 

I Diap. P-ntecotiste 
J. -- rr .vb LODI 
5 Diap. Industries
 

c----oca
 



--------------------------------------------------------------------

--------------------------------------------------------------------

--------------------------------------------------------------------

--------------------------------------------------------------------

--------------------------------------------------------------------

TABLEAU 3 (SUITE)
 

PREFECTURE MINISTERE DE LA SANTE AUTRES
 
PUBLIQUE
 

HOP. CM. INFIRM. DISP.
 

Mayo-Kebbi 1 3 1 16 1 Hop. ACT
 
I Dipp.,ACT,
 

+1 L&proserle 2 Infirm. BELACD/SEC.
 
*Seotour 2 (SSE) 4 Disp. BELACD/SEC.
 

I Centre Handicmpk
 
BELACD/SECADEV
 

3 Dinp. MEU
 
5 Dimp. Industries
 
I Disp. Guerieseur Trad.
 
I Dimp. Cooperative
 

Moyen-Chari 1 4 0 19 1 CM Bap.Mid-Mission
 
I Disp. Bap. Mid-Mission
 

*L&proserie I Dimp. Bahai
 
*Sectour 4 (SGE) 2 Hop. BELACD/SECADEV
 

8 DIap. BELACD/SECADEV
 
5 Dimp. Industries
 
2 Centrew Sociaux
 

Ouaddai 1 0 3 19 	 1 Diap. Industrie
 
I Centre Social
 

*Sectour S (SUE)
 

Salanat 0 1 1 1 	 1 Dilp. Industrie 

*Soua-uectour 4 (SGE)
 

Tmndjil* 0 2 0 9 	 2 Diup. ACT
 
I CM Adventiste
 
1 Infirm. BELACD/SEC.
 
I Diup. BELACD/SEC.


11 DtsF. MEU
 

.3 Diup. Industries
 
I Centre Social
 

TOTAL 5 17 21 138 VOIR CI-DESSOUS 

+8 Secteurs et sous-secteurn 
+1 Polyclinique 
+7 Leproseries 

(SGE) 

--- -- -- -- -- ---- -- -- -- -- -- -- -- -- ---. -- -----------
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TABLEAU 3 (SUITE)
 

69899- MA
 

Minist6re de 
Affair.. Sociales et de la Promotion Feminine
 
16 Centres Socimux
 

ErAy#
 

BELACD/SECADEV
 
2 Hopitaux
 
3 Infirmerion
 

23 Dispensaires
 
2 Centrem Handicapi.
 

Baptist Mid-Mission
 
I Centre Medical
 

20 Diupensaires
 

Mission Evangdlique Unie
 
I Hopital
 

21 Dispensaires
 

Action Chr~tienne du Tchad (ACT)
 
I Hopital
 
3 Dispensaire.
 

Autrem
 
I Centre Mdical Adventist*
 
I Centre Mkdical LODI
 
I Dispensaire Bahai
 
I Dispensaire Pentecotinte
 
I Dispenmaire Gueriuneur Traditionel
 
I Dimpensaire Coopdrative
 

30 Dispensaires industries
 
I Maternit* priv*
 
1 Clinique priv,
 

*Les formations sanitaires militaires, lea centreb SMI, et lee
 
r~seaux 
des agents de sant& villageois ne sont pas inclus.
 

15/3/86 - Minist~r io la Sant6 Publique
 
Division dea Statictiquea
 



TABLEAU 4
 

FIXES EN FONfTON AU TO-lAD -'FORMATIONS SANITAIRES 

PRIVEE 

PUBLIQUE CONFESSIONNEL.LE AUTRE TOTAL 

H6pitaux 5 4 - 9 

Centres M~dicaux 17 3 - 20 

Infirme'ries 21 3 - 24 

Dispensaires 138 71 30 239 

Autres Formations 
Lhproserie 7 - - 7 

Secteurs (SGE) 8 - _ 8 

Centre:handicape - 2 - 2 

Polyclinique/C 1 - 1 2 

Maternit- - I1 

Centres Sociaux 16 - - 16 

(197 MSP) 

(16 MASPF)
 
328
213 	 83 32
TOTAL 


MSP - Ministate de la Sant6 Publique 

et de la Promotion FdminineMASPF 	 - Ministere des Affaires Sociales 

",entres de Sant6 Maternelle* 	 Formations militaires, postes de scins et 

et infantile non inclus. 

Divison des Statistiques 
MISI? 
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LE SYSTEME D. .IFORUATIONSANITAIP.E AU TCHAD 

TITRODUCTION 

S'il y a un consensus parmi 1-3 .'cesponnables de sant' au Tclad, 

c'est parce quo le systme d'information sanitaire tel qu'il existe 

neest ni fiablo, ni efficaoe'. Ii manque e la fiabilit4 parce quo 

les informationa rocueilliea no re tent PrS fidlelaent la r6alit6. 

Il manque do 1iefficaci+t parce quo Ing infomntions reueillies no 

servont au~x roaponsablo ni pour planifi'-r. ni pour arO1uz les pri

oritdA. 

Co rapport a pour objootif J.Ian,2lAvisq Aw. Bystelmo d'±nfoxination 

sanitaire exz:;ant pour examiner oommer. on peut abou-..r hL un,sys

tbme qui pout mieux rpondre aux besoins ". le planific4tton sanitairo. 

4 . 

O rapport ost n quatre parties. La premiere pear'ie est une des

cription do. m~thodos d'onrogiutrement de -outino utilisa3 par les or

.aniames publics et pr'± s.e La deuxirmG pa-rtie dcrit le flux d'infor

mtion dana le systbme existent pour 4valuor los blocages. La troi

sime partie 4value la fiabilit6 des informationc reques du systbwe 

oxistant* Enfin dans la quatr±sme -' rcsuron noo resultats,m..s 


at sugg8rons quolques conclusions.
 

I.,-IESCRIPTION DU SYSTE=E D,'.WORMATION ACTUEL
 

A pr4sent le Uinist~ro do la Santg Publique est Ia source 

la plus importanto d'inforaations canitaire., Il y . deiti systmes 

auz soin du Minist6r:e colui de la Di:7octior. de la Sant4 Publique et 

oelui do la Diroction des Grandos Fnmi-.r En principe, toutes ces 

informations doivont Stro transmises & lzn iision dO Statistiques 

.omme 

souvont lo cas. Dono, ±1 y a deux ?yetem- paxallel.s qu± se ohe
at de la Planification, mais nous &II.ons voir, oeoi niest pas 

+ ,
vauchent. 

'I La Direction do la S8.nt4 ?ubiilque uti1Ist qualre £iche8 u 

forniulaires diffterents (Voir Tableau 1). Le plus r~pandu est le 

Relv ionsuel des Sympties et e ls alions trouv6 
4
 4 4J44 !+++ .44 '+e~ n + :+? ,i: ++ 1 . .. •.... , 

aum~s5 vesosdans dos. 'on t1leS 'J'"l j.+ + o +
 414 44+ d+ ' + ...... 
* Cette fiche dernande les donnies ,4 li3w iiuveaux (Qs444A'features4 444 + .. + - . ... 4+] !/+::? . ..
 

44 4 4 4 4 44'+++o++ *?4,4,4\444$+.,,., 
4 + ::i+,4 '" ++,444, '4.4* 44 + 44. 4+ 44+ 



d'environ 55 maladies. Parmi les autres fiches de la Direction, le bulletin 
do recensement n'est utilisd depuis 1984 (et cette ar.ne-la, on avait man
qug do faire l'analyse des informations regues). Les deux fi.cies SMI sur los
 
"activit~s de contr~le infantile" et sur lea femmes enceintes sont tout rg
cemment introduites aux centres SII.
 

La Direction des Grandes Endgmies se sort do cinq catCdories de fiches
 
pour l'enregistrement de routine. En plus, elle utilise des enquftes ponc4
 
tuelles sur lea maladies apdcifiques.
 

Le Tdldgramme hebdomadaire comprend des renseignewents sur 9 maladies 
tranamissibles (Choldra, peate, variole, fikv~m jaune, rjeningite, rougeole, 
varicolle, h4patite, diarrh4es). En pr.ncipe,.ce rapport hAbdomadaire ne vient
 

que do poates sentinelles.
 

La deuxi~me fiche eat la fiche OCEAC qui eat mensuel ot qui doit 9tre
 
remplie par le Mddecin Chef de secteur. La fiche OCEAC a gt6 cr6e par l'or
ganisation basde A Yaoundd pour standardiaer le recueil de donndes sur 31 
maladies tranamissibles des six pays membres. Los responsables des dispen
saires remplsisen' chaque mois une liste polycopi6e qui comprend los 31 ma
ladies transmissibles do la fiche OCEAC (fiche laladies T.ransmissibles).
 

'uisque la fiche OCEAC 
 a dt chang6e e..sez fr6quemiont, *,-- y a actuelleiment 
plusieurs versions en circulation. Las Grandes End~mies collectent ausji des
 
rapports mensuels sur la tuberculose, la hbpre et la trypanosomiase. Cos rap
ports arrivent irr~gulibrement et 
lea aonnges recueilios no 
repr sentent au
cunement la situation 4pid~miologique sur le terrain. Le ProLarne Elargi de 
Vaccination (P.E.V.) au sein dej Grandes Enddmies a sapronrt fiche de collects 
de donn~es qui leur fournit l'information aur los vaccinations et la ,estion
 

des vaccine.
 

Toujours dans le secteur publique le Minist~re dee Affaires Sociales 
et de la Promotion Feminine recueille des donn~es sur le siulvie des onfants 
dans le coentres sociaux.l Jsqu'h prdaent, il r'y a pas d'lchar 9 d'infor
mation entre ce minist~re et celui do la Santd Publique.
 

Dans los formations san~taires supervises par Liddecins Sans Prontires 
un ayst~mb t par4 de reoueil de donnges a 6t4 d~velopp6. Ils utilisent une
 
fiche diffdrente en 
fonction du niveau de la formation. Les h8pitaux et les
 
centres m6dicaux recueillent ainsi dea donn~es 
.pid.mIo.Io ee sur A maladies. 

Los dispensaires remplissent une fiche simplifi~e a'ec de do,% ea 
sur 25 maladies. I1 y a encore des fiches separes pour les examens de labo
ratoire et la consomimation des pharnaceutiques. 

http:pr.ncipe,.ce
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Dana le secteur privd, BELACD/SECADEV a un Rapport Trimestriel
 

dActivit6s, Oi lea formations notent les consultations ouratives,
 

prdventives, vaccinations, maternitd, et Ie nombre de nouveaux cas
 
., ~ '.h &a •".". 

et do ddcs do 32 maladies.
 

Dana les h8pitaux et centres mdicaux quid~pendent des Uis-"
 

sions Protestantes , on fait souvent un xapport annuel qui est
 

envoy6 direotement au Winistbre de la , .o...formatdo ce
la. rapport
 

n'est aucunement standardisi. " '.. ,
 

Coton~chad utilise pour toutes ses formations un rapport mensuel
 
qui ressemble beaucoup h oelui do la -irectlon,. e la Sant4 Publique
 

mais qui no cite quo 54 maladies (au lieu )
 

Do cette brbve revue on pout constater,qVil y a beaucoup duplication 

d'effort dans 1e remplissage des diffdrentes fiches de recueil de donnes. 

Ii y a aussi beaucoup de variation on ce qui ooncerne le type d'in

formation et les personnes responsables du reouil. 

II. LE FLUX D'INFORLMATION 

En principe, tous les rapports do la Direction de la jantd Publique
 

devraient Stre rassembldes h la Division des Statistiquais et do la Plani

cation Done, toutes les plus de 300 formations sanitaires au Tchad 

devraient nvoyer I. rapport mensuel par l'intermdiaire du prdfet sani

taire qui devrait les acheminer h lijam6na. En rdalitg, noes evens cons

tatd quo tr6s peu d'information n'arrive ni. au niveau do la pr6fecture,
 

ni au niveau central. Pendant 1985, la Division dos Statistiquas n'a regu 

des relev6s quo do 59 formations sanitaires avec une moyonne de 3,9 mois 

sur 12 (Voir Tableau 2). Trente pour cent de ces rapports venait de for

mationssupervises par BELACD/SECADEV. Des fois los formations envoyaient 

los rapports directement au USP aveo oopie au prdfet sanitaire. Des fois 

elles toe onvoyaient sans copie au niveau pr6feutoral. Par contra, dans 

deux prefectures, les formations envoyaient los rapports au prfet sanitaire 

qui lea gardait et ne los envoyait pas h IDJamnna. 

La Direction des Grandes Enddrnies n'a gu~re plus de succ~s avec seas 

rapports. Les chefs de secteur des Gra des Enddnjies choisissent des for

mations fixes pour servir comme poste: sentinelles. (Jusqu'a maintcriant 

nous nfavons pas pu ddtermin(r par iu2i. critres cps fora o ot t 

choisies). 



En principe, chaque poste sentinelle doi* ehvoyer au m~decin chef 
du sectour chaque semaine un t4lgramme hebdomadaire et chaque mois une
 
fiche "Maladies Transmissibles". Le Mddec.n Chef ou 
8on statistician
 
d~pouille ces informations et puis lea acbowi4eqt vers rfJamena.
 

Lh fait, le mdeoin chef no reoit qu,. ju4quqq t6.1lgramnies par

semaine, pas toujours des mgmes 
 formations. 1 Les fiches "Maladies Trans
missibles" arrivent 
irr~gul.6rement aussi. Pezqdont 1985, les aecteurs
 
ont regu on moyonne do 29 
h 66 pouroont des fig.4esqu'ils attendajent des 
postes aentinolles (Voir Tableau 3). Les respqqableas ont notd que ce
 
n'6tait pas toujours lea m~mes formationq,9ui bn~voyainnt le; fiqLes

chaque moia co qui veut 
dire qulil y a une inconsistance dans lea rdsultats. 

Ainsi, lea diffdrences pergues dans lea ohiffres mensuels des ma
ladies sur la fiche OCEAC no r~fl~tent pas q6cessairement des diffdrences 
rgelles rais peuvent Stre le rdsultat du fait que lea fo-mations qui
 
rapportent ne sont pas lea m6mes d'un mois 4 l'autre.
 

Les USP ont institud des fiches qui remplaoaient celles du LISP dans
 
lea formations qu'ils superwiaalont. Ils regoivent des rapports de la
 
plupart des formations, mais cos rapports ne sont pas 
de routine oom
muniquds au LSP.
 

Les rapporta do CotonTchad sont 
envoyts r~gulieriment au sige h

Loundou rais no 
sont pas communiqudBs auLASP, Par. contro, ls fortations 
sous contrdle do B LACD/SECADEV do routine envoiont lea rapports au ni
veau coentral 
qui le ddpose onsuite au MSP, 

Oa as trouvent lea blocages? Il n'est pa 
difficile de lea identifier.
 
D'abord, dans h peu prbs un quart h un tiers des formations fixes, on no
 
remlit pas lee fiches. En plus, ceux 
q'4 les-remplisient, ue les rem
plissent pas tous lea mois parce qu'ils manquent les fiches vierges ou 
tout simplement parce qu'ils n'ont pas le temps. 

Deuxibmement, si on remplit les fiches. A moins que la formation ne
 
so trouve hk NDjamdna. il faut trouver un moyen pour envoyer lea rapports. 

"L'occasion" est la soul. mthode d'envoi entre lea villages et les
 
villej p6riphdriques 
et lea sibges de la prifecture ou le secteur des
 
Grandes Endgmies. Les responsables sur le terra.in 
conztatent que lea
 
ra1~orts envoyds des grandes villes h ND'mna 'ar 1&. .Pozte peuvent 
!ett .u quatre L six semaines pour arriver L Th.amena La-c, -es pr6fecj,3 
saiitai.res et lea chefs de secteurs se s,!rveont .iussi de "l'occasion" 
pour envoyer leurs rap!orts. Com:ne on r't s'i .iner. ci .'ost jaS Ufl 
mrt2tinodu efficace pour aosurer l'arriv * *- , e ,t dd_ iLrfor.,ttio:,. 

http:terra.in
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au niveau central.
 

Troisi~mement, la proliferation do f..ohes et l'incertitude de
 
la structure administrative soulbvent la auestion h qui les informations
 
doivent Itre envoydes. Certains responsables de formations remplissent
 
Jusquth cinq diffdrents rapports mensuels. On nou-s a cit6 
des cas oa 
la rivalitd administrative empchait un resporksble d'envcyer ses rap
ports ' un autre. Egalement, on a cit6 des infirmiers majors tellement 
conscienoieux dans leur travail qu'ils envoyaient les rapports on 4 exem
plaires destinds comme suit: prdfet sanitaire, mddecin chef do secteur, 
Minist~re do la Santd Publique, Organisation privde qui supervisait la 
formation. Ce milieu administratif confus donne aux prfecs sanitaires, 
aux mdeocins chefs do secteurs et aux infirmiers majors de difficult~s
 
majeures pour bien gdrer le systbme d'information.
 

III. PIABILITE DES INFORMRATIONS 
La qualiti des informations regues par !e MISP ddpend essentiellenent
 

de la qualit6 des donndes que 1infirmier note d'abord dwns son cahier ou
 
rigistre et comment il los transfer, au "apports. La fiabilit4 ddpend dono
 
do la capacitd do l'infirmier do bien -lassif. ,rlea ear, les maladies, 
los 8ges, at de sa prdcision en los notant et los additior.nant. 

CLASSIFICATION: Les fiches en circulation p2z'sentent uae vari6td
 
de classifications des maladies at des trmiches drgb.
 

Los fiches varient do 25 h 55 maladies et dympt~mes demand r,:h 
plus, il n'y a aucune correspondance entre .1sdiffdrentes clasCifications 
des fiches comme nous avons constatd lors de notre Etude Pr~liminaire des 
Problbmes de Santg au Tchad. Les critbres de classification diff'.nt do 
fiche en fiche et des fois ne sont -a: sycifi4a (Voir abl4. 4). Ce quo 
nous avons pu constater sur le terrain, c'est quo la plupart des infirmiers 
manquent ou bion la formation ou bien l'4quipement n~ce: jaire pour bien 
diffdrencier toutes les maladies. Egalement la clasoification d'un malade 
qui se prdsente avec deux maladies soul~ve des difficult4s: quelques in
firmiers le nctent comme deux maladies ec 
dorc deux ca-; d'Vitrcs choisis
sent une maladie et ne notent que celle-lZ.. Les infirmzicr 
 re font pas tou
jours non plus la distinction entre leo Gonsultati¢rs ( los notiveaux cas. 

PRECISION: Nous avons not4 qut. ",u tousz !e- --.,ort.J reui 
p)resentaient des errours d'aritunetioe , !'int~rt-u:'. lzzcc quu le jystbme 
de collecte de donri4es ust assez compliq, et ,rce ,..c :owavnt l'infii'nier 

http:diff'.nt
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re.ige son rapport entre deux consultations , on peut Otre certain qu'il 
y a en plus des erreurs d'arithm6tique et de typog~aphie dans le transfert 
des,donn~es h partir des registres aux rapports, qui doiven Stre copies '
 
la main souvent en 4 ou 5 exemplaires.
 

IV. 	 CONCLUSION8
 

Les informations recueillies h prdsent ne servent pas vraiment 
au
 
Iinistbre do la Sant6 Publique. II faut.dabord dtablir quels sont los
 
objectifs du systbme d'infoxuatiin. Pour la bonne gestion des services do
 
santd, on a besoin au moins d'information sur la couverture sanitaire, sur
 
l'utilisation des services et sur lea maiadies prioritaires. 
 En vue des
 
difficultds renoontr4es dans le systbms existant nous offrons cinq propo
sitionh pour l'a=4.lioror. 

1. Ii faut d'abord reconnastre qu'on ne pout pas tout faire danis un
 
systbme d'information at qu'il vaut mieux faire la oollecte do peu d'in
formation qui.eat fiable quo do faire la colle-te do beauccup qui n'a pas 
de valeur. Puisque los crit~res do clasaificetion sont tr~s importantes, 
il vaut mieux so borner b enregistrer dans les rornations rixes les maladies 
quo les infirmiers sont susceptibles h classifier correctew.ent. 

En plus, cot enregistrement devrait avoir comme bui plutSt l'am41ioration 
de la gestion des services do santg, quo la surveillance gpidiniologique. 

2. Pour les donnies dpid~miologiques, il vaut mieux s'appuyer sur los 
informations on provenance do postes sentinelles. Ces postes doivent 8tre 
choisies on fonction de oritbres bien o.-4cifids. En plus, ces postes sen
tinelles doivent Stre capables do foux'i-I des rapports exacts et r6Lullers. 
Pour lea donn~es dpid~miologiques pas 1zoo.eptibles d'Stre relev6es par des 
formations fixes, on doit so baser sur des anqu8tes ponctuelles, mais on doit
 
tenir compte du fait que cos onqu8tes peuvent coater ti-s chbres. On doit
 
8tre certain qu'elles peuvent donner l'information pertinente L la plani
fication sanitaire au Tchad. 

3. Touts tentative de restructuration du syst ,te d'information sani
taire doit Otre accompagn4 d'u,, progzamme do formation et de recyclnge de 
tous ceux qui sont impliqu~s dans le syszbmo,de llinfi_-ier du plus petit 
dispensaire Jusqu'au pr-'fet sanitaire. 

4. Le flux d'infonnation doit 8tre sinplifi,:. L'informationi n. cjjsaire 
it la planification doit Otre centralisce dans un bureau oi'u sunt d6poskes et 
trait6es toutes les donn4es en provenance dos fornmiutionm6aitbires :)j.vesc 



aussi bien publiques. Ce bureau doit servir aus3i comme coordinateur des
 

enquOtes spdciales mgme si d'autres services so chargent de leur ex6cutiono
 

5. Tout le long de la chatne d'linormavion, lea recponsables qui col

lectent et envoient lea donnges ont besoin d'Stre motives pour le faire.
 

Une fagon de les motiver est de leur assurer la retro-information. Cette 

demande de retro-information a gt6 soulevde fr4quemment lots de nos vo

yages sur le terrain. Ii faudra aussi stimuler lea responaable3 locaux 

et r~gionaux h utiliser d'une fagon directe la donndes recuoillies pour 

un meilleur fonctionnoment du service.
 



TABLEAU 1 

FICHES ET FORMULAIRES LES PLUS UTIL1CES 

RAPPORTS DE ROUTINE DES FORMATIONS SANITAIRES 

i.l INISTERE DE LA SANTE PUBLIQUE 

Direction do la Santd Publique . 

1 e*Relev4 Mensuel des symptfmea&t-,141adies,.
 

nouveaux oas d'envfron 55 maladies 
 par sexe. et tranche d'Ae;
 
no. consultants et consultations; no. d'accouchements. Rempli par infir
mier major do la formation sanitaire (plusieirp. versions).
 

2o *Bulletin do Recensement des F6z6ations Sanitaires"
 
Rapport annuel sur lea ressources do la formation; 
 pas util.;.s6 depuis 1984. 

3. "Rapport Mensuel d'Aotivit6s do Co.itrOle Infan-ile (SMI);" 

ouivis des onfants vaccinations; Rempli par le responsable du centre SMI. 
4. "Rapport Maternit6 (SMI);" hensuel; rempli pa- le responsable 

du centre SlI. 

Directi6n des Granjdes Enddmiqs .
 
1 , 
 "Bulletin Hebdomadaire do Surveillwace gpid6miologique
 

(T14gramme hebdomadaire):' 9 maladies: cholera, peste, 
 variole, fitvre
 
jaune, meningite, rougeole, varicelle, h6patite, diarrhdes; rempli par
 
leL responsablas do formations sentinelios et coinmuniqu- au mdecin chef
 
de secteur qui l'envoie h NDJam~na par t4l6ramme. 

2. "Fiche Wensuelle OCEAC:" nouveaux cas at docbs de 31 maladies
 
transmissibles; 
 activit4s do ddpistage et do vaccinations; romplie par le 

chef do secteur pour transmission h ! jam4na. 

3. "Fiche Milensuelle Maladies Transmissibles": 
Reprend & peu prbs lei donndes do la fiche OCEAC; Remplie Par le respon
sable des formations sentinelles et transmise eu chef de secteur (plu

sieurs versions) . 

4. "FicheTuberculose," Fiche Lpre,t iche rYpanoorawe:" 
riches remplies par le mdecin ou infirmier soignant pour ti'anmis-ioi a 

D amd na . 

5o "lProgra , e Elargi de VtcCrinr- ion (. .V.). .. q. L(0:, urt 
... ensuel;" Vaccinations des enfants et dts fe:nmec enleidt':; *+eu tio, dej 
vaccins; remplie par [e responsable du h' do la fozr.tntio;, de la r:.. ',n,
 

u.,e l't quipe mobile.
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TABLEAU I (suite)
 

I.inistere des Affaires Vociales et de la Promotion Feminine 

1 . Fiche sur le suivie d'enfants aux centres sociaux; re,,plie par le 

responsable.
 

L(Adecins Sans Fronti~res 

1e Relev4 Epiddmiologique Liensuel des Hdpitaux ot de CLI: 

INombre do consultationa, d'hospitalsdug dscis et nouveaux cos de 54 maladies 
par tranches d'SUe; activitds des services; raripli par la responsable de for

mation. 

2* Relev4 Epidgmi)logique Vensuel des Dispensaires: 

Nombre de oonsultationL, ddcbs et nouveaux cas do 25 maladies par trenches 
d'fge; Rempli par le responsable du dispensaire supervisd par idS?. 

3. Relevg de Synthse Mensuelle des Relev~s des Dispensaireu:
 

Rempli par le superviseur des dispensaire.i. 

4. Relev6 sur la Consommation des phR. aneutiques et Sur lea exeviens de
 
laboratoire. Rempli par le responsable de la formation.
 

13)2LACD 

1. "Rapport Trimestriel dt Activitdo:' consulta.ois cur.tivbs, pro,ventives, 

vaccinations, maternitd, nouvea~x cas et d6o6s do 32 maladies; rezpli par le 
responsable do formation sanitaire sous cont.-Ile de BELAC. 

COTONTCHAD 

1 , "Relevd LIensuel des Sympt~meu et L .aladies;" nouveaux cas de 54 maladies 
par tranchos d'fgel accouchements; rempli par lo responsaULe du dispensaire 

et onvoyd au sibge do COTONTCIIAD. 

1I/,/bt.. 
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TABLEAU 2 

RAPPORTS UErSUh=s RECUES PAR LA DIVISION DiS 

STATISTIQUES 1985 PAR PREFUCTURE 

1rfecture Nombre de fiches Nor-bre de -ichies moyenne:-.. 

rogues formations formation 
envoyantesJ 

Batha 0 0 0 
Biltine 11 
 1 

LET 4 1 4 
Chari-Baguirmi 28 7 4 
Guera 
 33 12 
 2,8
 

Kanem 15 4 3,3 
Lao 0 0 0 

Logone Occidental 16 2 8 
Logone Oriental 39 6 6,5 
L.ayo-Kebbi 68 21 3,2 

,..oyen-Chari 10 5 
uuaddai 
 0 0 0 
;alamat 0 0 0 
TandJild 19 3 6,3 

YOT. L 233 59 
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RECEPTION 

AUX SECTEURS DE 

SECTEUR 


1. Ville do 

NDjamena 


(pas do rapports
 

du Chari-Basuirmi
 

rural 

2. Llayo-Kebbi 

3.•oundou 


(Locone Oriental, 

Logone Oct., 

Tandjild) 

4•Srh (Lloyen-Chari) 

5. Ab~ch6 (Ouaddai,
 

Biltine) 


6. Batha/Guera 


7. 1..ao (sous secteur 1) 


TABLEAU 3
 

DES FICIES "LILADIES TMhNSMISSIBLES" 

LA DIRECTION D S GRANDES END&,IES 1985 

Nombre do Nloubre Pourcentage
 

formations Moyen de de formations
 

Attendues Formations attendues
 

envoyant envoyant les
 

fiches/mois fiches
 

15 7,8 520o
 

I 

13 8,6 66,1
 

I 

4 10,0 29,4 

34 12, 3593
 

4 1,5 37,5
 

pas de rapports
 

pas de rLapports
 

I*
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VINISTERE DE LA SANTE PUBLIQUE 

PROJET DE RESTAURATION
 
DE LA PLANIFICATION SANITAIRE
 

B.P. 413, N-DJAMENA, TCHAD K ., 

Le Bureau de Statistiques, Planilication et Etudeu
 
du Miniatsre de Ia Sant& Publique (BSPE)
 

Introduction
 

Ce document a 6t6 pr~pard par I'6quipe d'assistance technique de
 
i'Univeruitd de Harvard dana 
le cadre du Projet de Reutauration
 
de la Planification Sanitaire au Tchad. 
 Un des objectifs

principaux de ce projet eat Ia restauration du systme

d'information sanitaire au Tchad dana le but de renforcer les
 
capacit~s de planification du M.nistdre de ia Sant& 
Publique
 
(.MSP). 

Le Bureau de Statistiques, Planification et Etudes a 6t&
 
r~cemment cr6 
 dana le cadre de Ia r~organisation du Ministdre
 
de la Sant& Publique. II eat appel& A jouer un r6le c1& dari
 
1'61aboration et la 
mise en oeuvre du syst~me d'information
 
ainsi que dans Ia planification sanitaire nationale.
 

Actuellement, le personrael place dana ce
en bureau eat
 
totalement insuffisant pour assumer ces lonctions.
 

Dans ce qui suit, nous passerons en revue lea fonctions et 
lea
 
besoins en personnel du BSPE. 
 Ensuite nous easaierons de
 
lormuler des r~commandations A i'intention des responsables du
 
Miniatdre de la Sant6 Publique en 
ce qui concerne la nomination
 
de personnel suppImentaire afin de rendre le BSPE op6rationnel.
 

15/8/86 
HARVARD INSTITUTE FOR INTERNATIONAL DEVELOPMENT 



1. FONCTIONS DU BSPE
 

Le nouvel orgznigramme du MSP d~finit lee fonctions du BSPE
 
ainsi:
 

"Le 	BSPE eat charg& de;
 

- Collecter et exploiter lea informations tanitaires.
 
- Assister le Directeur G~nral dans la planilicaticin des
 
actions eanitaires.
 

- DLvelopper et planilier lee programmes nationaux 
- Concevoir et 6laborer lee projets."
 

Dans aa r0union du 30 juin, le Commission du Systeme
 
d'Intormation Sanitaire (CSIS) a retenu le principe que toute
 
information sanitaire passe-a par le BSPE. Le BSPE sera ainsi
 
coordinateur et premiere source de l'information du secteur
 
sanitaire.
 

1.1. COLLECTER ET EXPLOITER LES INFORMATIONS SANITA1RES
 

Per cette fonction, le BSPE eat responsable de la structuration
 
et du fonctionnement dy systeme sanitaire sur l'ensemble du
 
territoire national.
 

S 

Notre analyse du systeme d'information existant (voir Rapport
 
d'Activit~s Trimestriel 16 janvier - 15 avril 1986 Annexe 10) a
 
d~montr6 que la restructuration de ce systeme est une priorit&
 
absolue dans la planification oanitaire au Tchad. Dans les
 
ann~es A venir, cette fonction du BSPE demandera une grande
 
partie des comp~tencee et dee efforts du personnel et
 
ndcessitera l'appui inconditionnel des responsables du Minist~re
 
de la SantL Publique A tout niveau. Toute tentative
 
d'optimisation de l'utilisation des ressources dane le secteur
 
de aant6 est conditionn6 par I'influx d'information pertinente
 
et fiable.
 

La restructuration du syst~me d'information sanitaire a&
 
d~compose en plusieurs 6tapes:
 

a. 	 D~finition des indicateurs n~cessaires pour la
 
planification sanitaire.
 

b. 	 Choix des m~thodes de recueil des donnLes.
 
c. 	 Restructuration du syst~me d'enregistrement de routine
 

dane lee formations sanitaires fixes.
 
- Standardisation et 61aboration des instruments
 

de collecte des donn~es.
 
- Organisation du syst.me de transmission des
 

donh.6eS. 

- lPormatIcrI et I-LcyclciyL du pL:r-SoraIrL1 ; tou, 

- Su'vt lllarace coritliiue du tl .t-n.' v@r il Ic:at.ota 
des inforniations. 



- R~cup~ration de rapports et 
de donn~es non
 
recvues.
 

- Evaluation du syst.me.
 
d. 	 Informatisation de la 
saisie des donn~es.
 

- Elaboration de banques de donn~es sp~cialisaeo
 
(voir exemples en annexe 1).
 

- Formation en inlormatique du personnel.
 
- Entretien du materiel d'informatique.
 

e. 	 Analyse des diff~rents rapports requs.
 
i. 	 Wdaction des rapports OCEAC et 
de l'annuaire de
 

statistiques.
 
g. 	 Organisation d'enqudstes en 
fonction des ressources
 

disponibles.
 

Le BSPE dispose actuellement de deux ordinateurs IBM-XT avec
 
disque dur de 20 HO ainsi que d'une bolte Bernouilli avec 40 MO
 
de capacit6 de stockage suppi.mentaire. Ceci devrait suffire
 
pour constituer et mettre A 
jour lea banques de donn~es
 
n~cessaires A la planification sanitaire nationale.
 

1.2. 	 ASSISTER LE DIRECTEUR GENERAL DANS LA PLANIFiCAT1ON DES
 
ACTIONS SANITAIRES
 

Par cette fonction nous comprenons que le BSPE aura la
 
reaponsabilit6 de:
 

a. 
 D~finir et analyser leu probl~meu de uantd aux poiitb

de vue &pidLmiologiques, socio-culturels, 
6conomiques
 
et politiques.
 

b. 	 Analyser le financement du secteur sanitaire et 
la
 
disponibilit6 et la repartition de 
reasources en
 
infrastructure, en &quipement et 
personnel.
 

c. 	 Fixer les priorit~s en fonction des analyses
 
pr~c~dentes et aider A la formulation des po.itiques de
 
santb du pays.


d. 	 Concevoir et d~velopper le plan sanitaire national en
 
collaboration 
avec lea services comp~tents du Ministbre
 
du Plan.
 

e. 	 Evaluer l'ensemble du processus gestionnaire pour le
 
d~veloppement sanitaire national.
 

f. 	 Promouvoir la comprehension de la planification
 
sanitaire chez lea responsables dans le MSP et dans les
 
autres secteurs.
 

1.3. 	 DEVELOPPER ET PLANIFIER LES PROGRAMMES NATIONAUX
 

Le plan sanitaire national 
est compose de diII~rents programmeo

nationaux. 
Le BSPE en collaboration 
avec des coriseillers de
 
programmes est responsable du d~veloppement d~taill& de ceE
 
programmes. Ceci implique:
 

a. 
 De fixer Leo objectilu desp rLJrj.rTIrne-.
b. 	 De chcoisir dte: 1nd1cajtL:-u1 appx iUpi e-'E ell VU(.' di-

1'6valuation des proylaume.s. 
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c. De developper un plan d'operation pour chaque 
programme. 

d. D'assurer une r~partition des ressources compatible 
avec l'ensemble du plan sanitaire national. 

e. D'svaluer lea programmes et de les r~ajuster en 
fonction des r&sultats de l'&valuation. 

1.4. CONCEVOIR ET ELABORER DES PROJETS
 

Le BSPE derni~rement remplit aussi le r6le de bureau d'&tudes
 
pour lee projets. Coordinateur de l'information pas uniquement
 
sanitaire mais aussi en provenance d'autres secteurs, le BSPE se
 
trouve dana une position favoris~e pour remplir cette Ionction.
 

Ainsi lee t&ches principales li~es A cette fonction sont:
 

a. 	 En fonction des priorites retenues par le plan national
 
identifier et concevoir des projets dans le domaine de
 
la sant6.
 

b. 	 Entreprendre des 6tudes de factibilitt- de projets.
 
c. 	 Elaborer lea projets.
 
d. 	 Identilier dee sources de financement nationales et
 

exterieures.
 
e. 	 Assurer le suivi technique des projets en cours.
 

(le suivi financier 6tant assure par la Direction des
 
Affaires Adminietratives, Financi~rea et du Materiel)
 

f. 	 Evaluation des projets.
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2. PERSONNEL DU BSPE
 

La cumplexit6 des fonctions et des taches du BSPE nI cebitrht la 
mise en place d'une &quipe pluridisciplinaire avec une formatiun
 
sufliBamment diversifie pour 
permettre d'appre.-cier let:
 
interrelations des dilfdrentes fonctiuns 
de la planilicatior

sunitaire et son 
integration dans le d~veloppement soclo
6conomique national.
 

L'UMS (Rapport technique NO 456) distingue 
trois categories:
 

*a) Planificateuresanitaires q.ne*aux. 
 Cette cat~gorie
 
est celle des planificateurs dont la 
comp6-terzce couvre la
 
totalitt du 
domaine sanitaire. 
 Elle lournit le.i dirayeantw
 
des activitss de planification sanitaire dont le 
r6le est
 
d'int~grer les contributions des divers types de
 
sp~cialistes. La meilleure formule serait 
que ce:
 
planificateurs travaillent A 
plein temps, A l'I'chelorn
 
national ou 
A celui des grandes divisions du pays, mais
 
qu'ils assument aussi d'autres taches A 
c6t& de leur
 
travail de planification lorsqu'ils sont 
places aux
 
6chelons subalternes des 
services sanitaireu.
 

C) Conseillers de proaranine. II s'agit en qer-1.i'xa de 
cadree mdico-sanitaires ep~cialih .s danB des domairlek
 
comme ceux de la tuberculcse, de l'hygi.ne du milieu, dv la
 
protection maternelle et 
infantile et 
des Hois infirriers,
 
et s'occupant habituellement de l't tablisemerit des 
riormes
 
techniques, d'adminiatration des programme, 
 d'assistance
 
technique et de recherche. Ilb peuvent en outi-e 
contribuer
 
A la planification sanitaire en 
6laborant plusieurs

politiques sanitairee pousibles dans leur 
spcialit&, en
 
conatruisant des modules de morbidit& 
ou d'utilisation des
 
moyens, en faisant des 
travaux de prospective ou en
 
modifiant les objectifa des programmes.
 

b) Planificateur s anitaires adloints. 
 Cette cat~gorie

comprend des 6conomistes, des pid.niiologistes, des 
statisticiens, des sociologueB et 
des sptcialistes de la 
m~thodologie, dont le r6le eat d'ex&cuter des taches
 
particuli~res soua 
la direction du planificateur ianitaire.
 
Selon les circonstances, i1s 
seront employds dans le
 
secteur sanitaire A 
plein temps ou pour des p~riodes
 
limit~es ou 
pour des tAches particulitre."
 

Le tableau I donne un 
aperqu des diff~rentes tnches A 
remplir
 
par le personnel 
du BSPE et lea attribue aux dilui-renteu
 
catAigories 
en fonction des com;tterices.
 

Ld restiructurutluli du syta;tnte. (.liifiI.JrI .ddlz I I a t- t-a- l
IU IL r, ln PFIO01 t.1 ILL, du h.'iI'[' . [-' I (t L dit " ' : ,,( _' 

nLc'-esa x-es cA l IruP iI- Cette IUiL- ti LJII LdU.IV(-t ?l " ll.L. i.1 pladcet e 
le plus vite possible. Au Iur et i m.- uz. d dt'vt-cjppement des 

http:l'hygi.ne


TABLEAU 1: DESCRIPTION DE TACHES DU PERSONNEl. BSPE 

F O N C T I O N S PLANIFICATEURS 
SANITAIRES ADJOIMS 

2.1. SYSlIEE D'INFORMATION SANITAIRE 
- DWfinition indicateurs 
- Choix des m~thodes de recueil 
- Restructuration systeme d'enre-

trement de routine 
- Informatisation de la saisie 

des donnes 
- Analyse rapports 
- Rdaction rapports OCEAC/ 
- Organisation d'enqutes 

P1 
P 
P 

A 

P 
P 
A 

A2 
p 
P 

P 

P 
P 
P 

A 
P 
P 

A 

P 
P 
P 

A 
-
-

A 

A 
A 
A 

A 
-

A 

A 

-

-

A 

-

-

-

-

-

-

2.2. PIANIFICATION SANITAIRE 
- D6finition/analyse probl nies 
- Analyse ressources/financement 
- Priorit~s/politiques de sant4 
- Plan sanitaire national 
- Evaluation processus gstimmire 
- Promouvoir compr.hension de la 

planification sanitaire 

P 
P 
P 
P 
P 

P 

A 
A 
-
-
-

-

A 
A 
-
-
-

-

A 
P 
A 
A 
A 

A 
A 
A 
A 
A 

P 

-

-

-

-

-

2.3. PROGRAMMATION 
- Fixer objectifs 
- Choix indicateurs 
- Plans d'opration 
- Allocation ressources 
- Evaluation 

P 
P 
A 
P 
P 

-
-
-
-
-

A 
A 
A 
A 
A 

A 
A 
A 
P 
A 

A 
A 
A 
A 
A 

P 
P 
P 
A 
P 

2.4. PROMJETS 
- Identification - Conception 
- Etudes de factibilit4 
- Elaboration 
- Identification somnes fixacemut 
- Suivi technique 
- Evaluation 

P 
P 
P 
A 
P 
P 

-
-
-
-
-
-

A 
A 
A 
A 
A 
A 

A 
A 
A 
P 
A 
A 

A 
A 
A 
A 
P 
A 

A 
A 
P 
A 
A 
A 

P! 
A2 

= 'che 
Thche 

princixile 
d'assistance 
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loflctiofl6 de p.lanification, de prograinination et d'Ltudes, le
EBSPE 
4&1argira Be8 effectif's en fonction des 
taches & accoruplir.
 

Afin d'aideurer d~s le d~part l'int~gration de toutis les
fonctions du 
BSPE A travera 
une 6quipe,coh~rente, la nomination
d'un chef de bureau avec lea qualilications de pIlinificateur

sanitaire g~n~ral e'av~re n~cessaire dans l'irmm.diat.
 



3. SITUATION ACTUELLE DU 
PERSONNEL DU US,'IL
 

Le personnel actuellement en place dans le 
BSPE est insullisant
 
pour accomplir 
lea tAches, m1me celles prioritaireu, tellew que

6num~r~es ci-dessus. Depuis le d~but du 
Projet de Restauration
 
de la Planification Sanitaire la 
situation de ce personnel a 6W
 
extr~mement fluctuante 
(voir tableau 2). Durant la plus grande

partie du projet, il n'y avait pas de chef 
de bureau (ou

division) nomm6, ce qui cr~ait 
une incertitude soutenue quant 
A
 
le repartition des tAches.
 

Mr. 
 Mahamat Adjid Oumar, planificateur, a 6t6 nomm& chef du
 
BSPE par interim en juin. Sa nomination comme Directeur de 
la
 
Formation Professionnelle et 
de l'Education pour la Sant6 un
 
mois plus tard obligera de facto le MSP de chercher son
 
remplavement.
 

Mr. Nabia Kana, 
ing~nieur statisticien, quittera le. BSPE
 
probablement en 
d6but septembre poui continuer 
ums Otudew w.n
 
d~mographie pour 
une p~riode de deux ans. 
 Noua regrettons

d'autant plus son d6part parcequ'±l venait de Iinir un 
courE
 
d'intormatique 
au sein de projet.
 

Mr. Saleh Maharep et Mr. Abakar Sou ont 
participh activement aux
 
visites uur le terrain 
mais leurs tAches importuntes au vein de
 
la Division de la Fornation sont incompatibles avec 
le travail
 
immense A accomplir dans le BSPE.
 

Ainsi Mr. 
Katymia Ezechiel, inspecteur sanitaire, eat pour le
 
moment'la 
seule peroonne activement impliqu~e dans le projet.

II 
vient de finir un cours d'informatique de cinq semaines.
 

Mr. Djekilebert, administrateur, 
et Mr. Adoum Djibrine,

technicien sup~rieur en genie sanitaire sont actuellement
 
responsables des projets. 
 La plus grande partie de leur temps
 
eat dhdi~e au suivi technique des projets.
 

II n'y a pas de personnel formellement charg& des fonctions de

planification et de 
programmation. Debut 
septembre il n'y 
aura
 
plus aucune personne qualifie en 
atatistiques ou &pid~miologie.
 

Le BSPE eat donc de 
facto conatitu6 de trois personnes A plein

temps, dont seulement une s'occupe pour 
le moment du systeme

d'information sanitaire. 
 Nous avons demandb le translert au
 
BSPE de Mr. 
Neldjibaye, adjoint technique en statistiques, qui 
a

suivi le cours d'informatique orjaniB, par 
le projet. uuelques
fonctionnaires sont pour le moment en iolmation s Ixtot rieul,
 

qu'en juillet 1987.
 



ALLEAU 2: FkRJET DE RESTAURATION DZ LA PLANIFICATION SANITAIRE 

985 OCT. 

MAYANGAR 

DAVID 

PERSONNEL NATIONAL IMPLIUEE 

MAHAMAT NABIA KATYMIA SALEH 
ADJID IANA EZECHIEL KAHAREP 

ABAKAR 

SOU 

NELDJIBAYE 

TINGATA 

NOV. 

98G 

DEC. 

JAN. 

FEV. 

MAR. 

AVR. 

MAI 

JUIN 

JLIL. 

AOU. 

SEP. 

OCT. 

NOV. 

DEC. 



4. 	 RECOMMENDATIONS
 

Le Projet de Restauration de la Planification Sanitaire prerndra
 
fin 	en Heptembre 1987. Afin d'assurer la continuit& des efortE
 
fournis par lea conaeiliers techniques de ce projet et de rendre
 
oprationnel au plus vite le BSPE, nous recommandons la mise en
 
place d'une &quipe stable et tBuffiaamment qualili-e.
 

En dehors des elfectifs actuellement en place, il faudrait donc
 
nommer au minimum et par ordre de priorit&:
 

1. 	 Un planificateur sanitaire Qat'ri-al -(chef de bureau)
 

Lea qualifications de cette personne doivent Otre
 
suffisamment diversifi&e3 et comporter au minimum:
 

Un d~gr6 sup~rieur en sciences mdicales ou sociales 
(wndecin, technicien supt.rieur) 

- Notions approfondies en planification, 6pid~miologie, 
statistiques, 6conomie. 

Vu lea comp6tences de cette personne nous suggeronf qu'on
 
lui 	accorde une position administrative Buffisamment
 
avantageuwe afin d'awsurer une stabilit& de poste.
 

2. 	 Trois statisticiens (dont au rainimum un inygnieur)
 

Leurs t~ches principalew aerunt likes A la restructuiation
 
et A l'informatisation du ayut~me d'information anitaire.
 

3. 	 Un 6pidiniologiste (niveau Technicien Supd-rieur au 

minimum)
 

Sea 	taches principales seront li~es A la restructurati.on et
 
l'informatisation du systems d'lnformation scnitaire. II
 
sera responsable de 1'analyse des donrtes 6pid~miologiques.
 
II assistera aussi lea planificateurs A la planification et
 
A la programmation. 

4. 	 Un planificateur sanitair gen~ral (niveau Technicden 
Sup~rleur ou minimum) 

II sera plus sp&cifiquement charg6 de la planification et de
 
la programmation en collaboration itroite avec le cheI de
 
bureau. Dane un premier temp: il assistera aussi le
 
personnel responsable du syst~me d'information 6anitaiie.
 

jlpla 	 .1 X I. cA1 'L lV t*jU5. 	 U 1 1 (- at ekir/t- 1CcJnoM tL -' ' I 1 ( N 
Technicie-n Supirieui au mnimru.i ) 

II a~sistera le perUrinlc du H'5'JE darn s t r . t-fsimb1 , 

qui concar.inu; l.- aspect . e't;tJrILAIIIcque_ cL lidL&ci - d& 1 
p lartif icati1uri. 

http:restructurati.on


En dehore de ce personnel profesaionnel ii faudrait prLvoir

l'engagement de deux secrdtaires.
 

Au fur et A mesure du d~veloppement des activit a 
du BSPE,

d'autrea personnels pourraient rejoindie l'&quip. A temps p.ein
 
ou A temps partiel. 
 Nous pensons plus spciliquement A

l'engagement d'un spcialiate en 
d6mographie dans le cadre de

l'arriv~e d'un conseiller technique en 
matire de population en
 
septembre 1986.
 

Le tableau 3 donne un 
aperqu de la composition proposue du BSPE.
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TABLEAU 3: COMPOSITION PROPOSEE DU BSPE
 

• 
w 

~~~..-
I) 
-

1 a[EF DE BUREAU/
Planificateur Sanitaire g~n~ral A NOMMER P 1 P P P 

3 Statisticiens A NOMMER P A 2 A A 

1 Epid~miiologiste A NOMMER P A A A 

1 Inspecteur Sanitaire EN PLACE P A A A 

1 Planificateur Sanitaire G6nerai A NOMMER A P P A 

1 Economiste/Exp. Firances A NOMMER A P P A 

1 Adninistrateur EN PLACE A A A P 

1 Technicien Sup. G~nie Saitaire EN PLACE A A A P 

P1- TAches principales 
A2- T~ches d'assistance 



HEALTH PLANNING
 
RESTORATION PROJECT
 

APPENDIX 6
 

Minutes of the Meeting

of the Committee for Health Information Systems
 

June 30, 1986
 

Final Report, March 1989
 



REPUBLIQUE DU TCHAD UNITE-PROGRES-TRAVAIL
 
M-INISTERE DE LA SANTE PUBLIQUE
 
SECRETARIAT D'ETAT
 
DIRECTION GENERALE
 
BUREAU DES STATISTIQUES. PLANIFICATION ET ETUDES
 

PROJET DE RESTAURATIOn DE LA PLANIFICATION SANITAIRE
 

COMPTE RENDU DE LA REUNION DE LA COMMISSION
 

DU SYSTEME D'INFORMATION SANITAIRE (CSIS)
 

DU 30 JUIN 1986
 

La r~union s'eet tenu dana Ia salle de r~union de Ia
 
Direction G~n'rale du Minist~re de Ia Sant6 Publique.
 
Etant presents:
 

Dr. Gu~lina Amane, Prdsident de I. CSIS, Directeur MPSR
 
Dr. Ch. Randriamanana, Coordinateur de l'OMS et Vice

pr~sident de Is CSIS
 
Dr. Amoula Ways Houma, Directeur de Ia Mdecine Hospitali~re
 

et Urbaine
 
Dr. Mariam Alladoumgue, CNTA
 
M. Y. Ba, CT/SSP
 
Dr. Kono Noudjalbeye, SMI
 
Dr. Claire Bourgeois, MSF
 
Dr. Brigitte Lamur-Sergent, SMI/MSF
 
Dr. Ch. Jeanmaire, Cooperation Suisse
 
Dr. Laure, CT/MPSR
 
Mme Gossingar Acta, Africare
 
M. Abbas Abel, USAID
 
M. Mahamat Moussa Abba, DGSA
 
M. NGarbeye NGarndoussou, WVI
 
M. Mahamat Adjid Oumar, BSPE
 
Dr. Anne-Marie Foltz, BSPE
 
M. Katymia Ezechiel, BSPE
 
Mme. Sarah Combs, BSPE
 

Le nr. Guelina ouvre la seance a 9h 15 en rappelant que Ir
 
but de l.A r~union eat de reviser l'ancien syst~me d'information
 
sanitpire afin d'arriver & un conscnsus sur un nouveau syst~me
 
qui d.nnera au MinisfAre des info?-,ations fiables.
 

Ensuite, le Dr. F-.itz a present6 le document ce travail
 
pr~par6 par le Bureau de Statistiques, PlanificrFion, et Etudes
 
(BSPE). Ce document p!opose un syst~me d'enregipirement de
 
routine sur l'ensemble du territoire national A L.L&e de quatre 
types r-. rapports A remplir par les formations sanitaires. Ce 
nouveri -.st~me d'enregistrement i-- lique la mise en place d



tout 	un eyst~me d'information sanitaire en commengant avec lea
 

cahiers d'enregistrement et lea nouvelles formulaires A remplir
 

au niveau des formations sanitaires, en passant par des moyens de
 

rv-ueil et de transmission des donn~es au niveau du Mdecin Chef
 

de trfecture (MCP) jusqu'A l'informatisation et l'analyse des
 

niveau du Bureau des Statistiques, Planification,
informations au 

et Etudes au sein du Miniatbre de la Sant6 Publique. Enfin, il
 

implique une obligation de la part du Ministbre A la
 

retroinformation.
 

Apr~s une discussion our lea grandes lignes des propositions
 

du document, Ia Commission a d~cid6 d'accepter un systbme
 

d'enregintrement de routine des formations fixes bas6 sur lea
 

quatre rapports proposes dana le document. C'est A dire:
 

(toutes lee formations)
1. Inventaire de ressources 

2. 	 Rapport mensuel de base (toutes les formations sauf
 

lee postes sentinelles)
 
3. Rapport mensuel de pastes sentinelles
 
A. 	 T6lgramme hebdomadaire officiel (postes
 

sentinelles)
 

En plus, il a &t6 convenu que chaque formation sanitaire
 

remplira un rapport our la consommation des m6dicaments. Ce
 

rapport fers partie int6grale du Rapport mensuel de base (2) et
 

le Rapport Mensuel de postes sentinelles (3) et sera 6labor6 par
 

une noun-commission ap~ciale.
 

Le MCP aura la responsabilit6 de transmettre lea rapports 1,
 

2, et 3 directement au BSPE. Le quatribme rapport , le
 

tlgramme hebdomadaire officiel qui n~cessitera une intervention
 

immkdiate au niveau de Ia region, passera du MCP au M1decin chef
 

du Secteur, A Ia Direction de la MKdecine Preventive et Rurale et
 

puiu ensuite au BSPE pour information.
 

Ce syst~me d'enregistrement de routine a 6t& adoptb en
 

tenant compte que des enqu~tes ponctuelles en fonction des
 

besoins pourraient Otre entam~es par le Mlinistbre de la Sant6
 

Publique. Or, de telles 6tudes eventuelles ne devraient 6tre
 

entreprises qu'apr~s qua le syst~me d'enregistrement de routine
 

soit dEJA en place et que lea ressources n~cessaires soient
 

disponsibles.
 

Ensuite la Commission s'est retourn~e pour examiner en
 

d~tail lee composantes de chaque rapport et lea options A
 

choisir. Les d~cisions erx-Ltes pendant la reunion Boiit
 

pr~sent~es .Iilns Tableau I.
 

I. Inventair de ressources:
 

ce rnpport a subtitle une discussion
La p~x__2icit6 de 

soit annuel afin de permettre lee
vive. Lea uns sugg.rent quo ce 
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directions A pr6parer leurs rapports annuels pour le Ministbre et
 
pour lea organismes internationaux et aussi parce que lea
 
ressources en 6quipement et v6hicules peuvent changer rapidement
 
d'une annie A une autre. Lea autres proposent un rapport tous
 
lea deux oO cinq ane parce qu'un rapport annuel pour le BSPE
 
representerait un travail dont l'ampleur pourrait nuire A d'autre
 
t~ches. En tous cam, si lea directions tenaient inform6 le BSPE
 
sur lea changemerts de personnel et de 1'6quipement celui-ci
 
pourrait toujours faire sortir lea rapport. annuela avec lea
 
amendements incorpor6s.. A I& fin on a r6solu qu'on va d~buter 
avec lew inventaires annuels. Si cela s'avere impraticable, on 
pausera aux inventaires bisannuels. 

Comme ineicateurs, on a choisi le Personnel, lea Biatiments,
 
1'Equipement, la Participation Communautaire (p.e. agents de
 
sant6 villageois, comit~s de sant6 villageois), et Ia Population
 
dana le rayon de couverture de la formation anitaire. En
 
l'absence d'un recensement de la population, on a 6voqu6 un peu
 
de scepticisme quant & Is validit6 des estimations de Is
 
population maim on a d6cid6 quand m~me de retenir cet indicateur.
 

L'6aboration de cen indicateurs sere Ia tache d'une Sous
commission qui 6tait conseill6e par l'assembl~e de ne pas
 
demander aux formations trop de dtails sur le personnel et
 
l'bquipement (p.e. pas le nombre de tabourets) afin de ne pas
 
ddcourager lea responsables de remplir lee inventaires.
 

Quant ou bilan financier, l'assemble a estim6 qu'il ne
 

devrait pas faire partie de IVinventaire. 

2. Rapport Mensuel de Base
 

Ce rapport were rempli par toutes lee formations sanitaires
 
au Tchad y coipris lee centres Sant6 Maternelle et Infantile
 
(SHI) sauf celles choisies commes postes senti-elles. Celles-ci
 
auront A remplir le rapport 3 qui eat plus extensif.
 

Afin d'assurer que lea informations soient collectionn~es 
d'une mani~re systematique, l'aseembl6e a d6cid6 que lee 
responsables des formations sanitairem remplisseront lee rapports 
tous lea mois. On a report6 Is d6cision sur Is ;eriodicit6 de 
transmission des rapports au MCP, A savoir tous lee mois ou tous 
lee trois mois. Alternativement on a coniider& Ia possibilit& 
que Ira responsable.i pourraient transmettre let rapports to, i lee 
mois t:u MCP qui lea transmettrait tous lea trois mois au BSI F. 

A'nnt de mettre en place ce nouveau aysteme, il faut 
convenir quelle date exacte constitue la fin du mois afin de 
standardiser le rec t-.il des informations dans IJt le pays. 
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Lee indicateurs suivants ant t retenus:
 

a. 	Nombre de nouveaux cBs et anciens cao (donnant 

un chiffre total de consultations); 

b. 	Soins de prevention:
 
Inscrits et visites, enfants 0-4 ons;
 

Inscrits et visites, femmes enceintes;
 
Vaccinations: inscrites et complet~es
 

(enfants et femmes enceintes);
 
c. 	Relev~s de probl~mes de sant6:
 

Nombre de cm de 10-15 maladies/symptames;
 

d. Village d'origine den consultants;
 

e. 	Trenches d' ge pour lea soins de prevention
 
et pour lea maladies/aympt8mes (0-1, 1-4, 5*);
 

f. Consommation des m6dicaments.
 

On s'est posh la question si on ne devrait pas noter lea cas 
de mortalit6. Main on a constat6 que lea informations venant de 

ces rapports seraient tout A fait biaises et qu'on recuperait 

des informations plus fiables sur la mortalit6 des maladies
 

graves en utilisant le t6l~gramme hebdomadaire officiel.
 

Lea trenches d'ige meront utilis~es pour les informations 
our lee soins de pr~vention et our lea maladies/sympt~mes. Ceci 

permettra au programme Santb Maternelle et Infantile de bien 

suivre lea enfants lea plus A risque. 

On a not6 aussi que la responsabilit6 pour la 

retroinformation restere aussi bien avec le MCP qu'avec le BSPE. 

Vu la relation ktroite entre lea rapports 2, 3, et 4, fait 
qui a 6t6 moulev6 maintes fois pendant la discussion, il a 6t6 

convenu que In Sous-camminsion charg~e d'6Iaborer le rapport 2, 

le rapport mensuel de base, sera charg6 6galement d'6laborer lee 

rapports 3 (postes sentinelles) et 4 (t6l gramme hebdomadaire). 

3. Rapport Mensuel: postes sentinelles
 

Lee critbres proposs par le BSPE pour choisir lee postes
 

sentinelles ant 6tb accept~s en principe avec la constatation
 
qu'il fallait les raffiner. Lea critbres sont les sui'ants:
 

a. Qualifications du personnel en matiere diagnot~tic
 
b. DiE;onibilit6 de 1'6quipement d- diagnostic ngcessaire
 
c. Repr~sentativit6 g6eographique, d!mographique, culturelle
 

d. OrgL-nisation de la supervision d: personnel et du 

cc.J!8le de qualit& du labora..'re. 
e. InfrFHtructure de communicationn 
f. Regulc-it& de trn:.hmission. 

La selection des cr.;'' ! a devrait Otre telle qt,',-n puisse 
.hoisir i:-e vingtaine A %.L- quarantaire de formatio. fixes 
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sanitaires au Tchad. Si, par exemple, on exigeait qu'un poste
 
sentinelle sit In capacit6 de diagnostiquer le paludisme par Ia
 
goutte 6paisse avec une pr~cision de 90 pourcent, on aurait du
 
mal A trouver plus que quelquee postes sentinelles dane tout Ie 
pays. Ce travail d'6laboration des crit~res de slection comme 
celui sur lea indicateurs fera partie du travail de la Sous
commission sur lea rapport. 2,3,4. 

Le rapport des postes wentinelles aura lea m~mes indicateurs 
que I& rapport mensuel de base (2), c'eat A dire, lea indicateurs 
a, b, cd,., et f. En plus, Ies pastes sentinelles ajouteront 
lea informations our: 

g. 	Relevs de 20 A 25 maladies/eympt'mee 
suppl~mentaires; 

h. 	Nombre d'hospitalisations: raisons
 
d'hospitaliuation; dur'e;
 

i. 	Coo de mortalit6 et causes de mortalit6 parmi
 
lea hospitaliadu.
 

Vu Is difficult6 d'avoir lea donn6es fiables sur lee mesures
 
anthropom~triquee, il a &t* convenu de ne pas lee inclure dane
 
lee rapport. des postes sentinelles. Ceci n'exclut pas Ia
 
possibilit6 que In Sous-commission pourrait lee ajouter si on
 
pouvait d6terminer un indicateur de l'6tat nutritionnel plus
 
facilement mesurable.
 

L'assembl~e n'est pas arrivke A se prononcer sur
 
l'importance d'inclure lea accouchements ni le suivi des l6preux
 
ou des tuberculeux, ni comment on recueillera lea informations
 
des 6quipes mobiles de vaccination. Ces questions seront
 
ddcid6es en Sous-commission.
 

4. T616gramme Hebdomadaire Officiel
 

On a accept6 le principe qu'un nombre restreint (5-10) de
 
maladies graves sera choisi pour surveillance par incidence de 
can et par mortalit6 dane des pastes sentinelles. En plus on a 
soulev6 Ia possibilit6 que n'importe quelle formation sanitaire 
pourrait remplir et transmettre une fiche si le responsable 
trouvait un cos de d~ces d'une de ces maladies.
 

Aprbe ces d~cisions sur lee rapports qui constituent ia base 
du ntuveau syst&me d'information e znitaire, le Dr. Gu&lina a 
encouiag6 lea sous-commissions A 6, mettre au travail aussi -te 
que possible et a indiqu6 qu'il aimerait avoir lee r~sultat2 le 
leurs deliberationR avant la fin de septembre. 11 a demand6 que 
le BSPE assiste A a lee sous-commissions coordiner leses ...r 
travaux. La comp.;-it :on des sous-commission .,." I suivante: 
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Soux-Commission our l'Inventaire Annuel
 

Dr. Amoula Ways Houma, Pr~sident
 
M. Haliki
 
Dr. Gu~lina Amane
 
Dr. Bourgeois (MSF)
 
BSPE
 

Sous-Commission our Rappports 2, 3, et 4, 

Dr. Helena, Pr~sident
 
Dr. Gu6lina
 
Dr. Amoula
 
Dr. Kono
 
Dr. Bourgeois (MSF)
 
Dr. Morin (BELACD)
 
Dr. Jeanmaire (Cooperation Suisse)
 
Dr. Randriamanana (OMS)
 
BSPE
 

Sous-Commission sur 1. Consommation des Mdicaments
 

M. Berou
 
Dr. Bourgeois (MSF)
 
Dr. Morin (BELACD)
 
BSPE
 

La s6ance a 6t6 close & 12h40.
 

Lea Rapporteurs 

Katymia Ezechiel
 
Anne-Marie Foltz
 



SYSTEHE D'ZNFORMATION SANITAIREs
Diclaionw arracees le 30 juln l986 
R~unlon de I Commission our le Syst~me d'lnformatton Sanitai-e 

EnregisLtremnt de Routine 	 Options A convenir 
 Tranamalnion
 

(Un exemplaire
 
rente our place)
 

1. Inventmire Annuel Toutes lea 

aanitaire, 

et pr

formation= 

publiquem 
iviem 

MrCP (i ex) 

a. 

b. 

Personnel 

Bitiment 
BSPE (I ex) 

c. Equipement 
d. 	 Participation communautai!t 
 D.C.
 
a. 	 Population entimie dont le centre
 

eat remponsable_
 

2. 	 Rapport Mennuel de Bese Toutem lea formations 
saitamres msuf celles MCP (1 ex) 
cholmile comme poste. 
sentinellsm 

a. NO 	de nouveaux et ancienm can BSPE (I ex)
 
b, Solna de r-.rvention
 

Inscrito et vilote, enfanto '3-4 ans
 
lnmcrits at visites, femmes anceiptes 
 D.C.
 
Vaccinationsl 	 Inmcrit. et completfes
 

(enfants et faa-e* enceintes)
 
c. 	 Relevts de probl~me de want& 

Cam de 10-15 aaladie/symptoass 
d. 	 Village d'orlgine den consultpts
 
0. 	 ?p%-nches d'Age (0-1, 1-4, 5o)
 
f. 	 Consommation dr ztdlcsuvnts 

(A 	#laborer par noun-comminson our lea
 
pharmaceutiques)
 

3. 	 Rapport Mensuel des Formations dsign~em MCP (1 ex)
 
postes sentinelle I par leo critires precis
 

3.b~c.d.e.f. comne Rapport henuuel de Bame 
 8SPE (t ex) 
g. 	 Relev.% de probltme sent#
 

20-25 maladies/sy-ptomes de plus A-7juchements
 
h. 	 NO d'hospitallmstion i nombres dur ej Buivies de 16preux, D.G
 

raison d'hoe italisatl- TB
 
i. 	 k* cam de mortalIt* et causes de
 

mortalit& pral le hospitalisos Rapportage d°&quipe
 

mobiles
 

4. 	 T#Iigramme Hebdoad.lre For tons dgn4 aCP '.) 
Officil pmr le crltbres pr cP$ 

IICSS (I ex)
NO 	nouveau can at d ctn de 5-10 maladies groves
 

6 crarcthrm- pidalologlque t susceptible A 
den mhsurec de pr6cve:aions par '$r.terventlon 9PErMS -BP Prapide 


D.G.
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REPULIQUE DU TCHAD UNITE-TRAVAIL-PROGRES 
MINII7TERE DE LA SANTE QUE 

SECRETARIAT D'E[T 
DIR-ECTION 'GEN-ERALE 

iU)EAU DESSTAIIjTIQ~E 
PLANIFICATION ET ETUDES 

N -TZI/MSP/SE/DG/BSPE
 

Visas: DAAFM\< 
DMPSR
 
DFPE-90 

DIHU 1J
 
DSSP
 

DPHLA1t
 
Arr~t6 N'fMSPSE/DG/BSPE/87
 
portant miss an place d'un
 
nouveau syatome d'enregintrement
 
do routine dana le8
 
Etablissements de soins publics
 
et priv6a au Tchad.
 

Le Minitre de la SantO Publique
 

1 - Vu 1'Acte fondamental de la Rdpublique.
 

2 - Vu le D6cret n-25/PCE/SGCE/82 du 18 octobre 1982 portant
 
publication de l'Act fondamental do la Rdpublique,
 

3 - Vu le D~cret n 0 201/PR/CAB du 21 mar& 1986 portant remaniemenL
 
minst~riel,
 

4 - Vu I D~cret n" 320/PR/SGG/86 du 2 ]uin 1986 autorisant ia
 
r~organisation des miniatbres par arrhti mzniat~riel,
 

5 - Vu la n~cessitd de disposer d'un syst~me d'information
 
sanitaire fiable
 

ARRETE
 

Article ler Un nouveau syst~me d'enregiatrement de routine eat
 
atis en place dana lea Etablissementa de soina publics et privds
 
du Tchad.
 

Article 2 Le nouveau systdme d'enregiatrement de routine
 
comprendre lea auatre 6lementa auivants:
 

- 1. Un inventaire annuel des iormatAons et de ieurs 
ressources en personnel et en 6quipement qui sera dreass par 
toutes lea formations sanitaires. 

- 2. Un rap~ort mensuel d'activit~s (poste Bentirelle) qui 
sera &tabli par lea formations choisies comme poates sentinlles 



- 3. Un rapport mansuel d'activit~s (formation do base) qui
 
sera 
rempli par toutes lea formations sanitaires sauf calles
 
choisies commae postes sentinelles.
 

- 4. Un t~ldgramme hebdomadaire officiel qui sera rempli par 
lea postes sentinelles. 

Article 3:
 

Eat consaiderd commae 
poste aentinalle tout 6tablissement da
 
soins public ou priv6 qui rApond aux critbres zp~cifiquea retenus
 
par le MinistAre.
 

Tout autre 6tablissement qui 
ne rApond pas A ces crit6res
 
eat consider& comma formation de base.
 

Article 4: 
Toute formation sanitaire publique ou privde devra
 
terminer la 
r~daction du rapport mensuel d'activitAs du mois
 
dcould avant le quatriAme jour du mois suivant. Un exemplaire du
 
rapport eera envoyd au msdecin-chef de pr4fecture avant 
is
 
huiti±me jour du mois suivant. Un autre exemplaire sera gardd

dana lea archivea do la formation eanitaire et pourra Atre
 
conaultd & la demande de toute personne habilit~e par le
 
MniAst~re de la Sant6 Publique.
 

Article 5: Chaque formation sanitaire devra ddaigner un
 
responaable de 1s r~daction du rapport mensuel dana une 
formation
 
poste sentinelle. Dan* un diapenaaire ce sera en principe le
 
responsable mue do la formation qui va 
r6diger le rapport.

Dana lea grandes formationa nanitaires, Ia responsabilit6 de la
 
r6daction du rapport pourra 4tre donnde A unc 
ou plusieurs
 
infirmiers majors.
 

Article 6: Le modecin-chof de prefecture eat responsable de la
 
collecte et de Ia transmission des rapportz mensuels d'activit6a
 
de as prefecture.
 

Au plus tard la 20. jour du mois qui suit celui pour leQuel

le rapport eat 6tabll, Is m~decin-chef do prefecture envoie tous
 
lea rapports requa (n un colic mu Bureau des Statistiquae,

Planification et Etudes du Ministbre de la Sant6 Publique. Lea
 
raFporta qu. lui parviennent apr6s cette date seront 
envoyde avec
 
le colis du mola suivant.
 

Le m~decin-chef do prAfecture tiendra l'information concernant l.a
 
collectc et la transmission dos rapport& dana un cahier de
 
r~ception aelon le modAle auggerA par le Minist~re.
 

Article 7: Le Bureau dea Statistiques, Planification et Etudes du
 
in.st~re de I* Santd Publique eat responsable de la collecte de
 

l'analyse at do l'inventaire et des rapports mensuels d'activit~a
 
de l'ensemble du pays.
 

II four-nira de fagon 
r 9uliere ia retroinformation aux
 
responsables centraux at r6gionaux, sous forme de rapports.
 



Article 8: Les Mxdecins-cheifs de pr6fecture et lea eutrea
 

responsables des formations sanitaires doivent disposer du manuel
 

d'instructions dtabli par I* Ministbre afin d'asaurer
 
l'enregistrement journaliejr des donn6e& nt la redaction selon lea
 

normes dtablin du rapport mensuel.
 

Article 9: A partir de la mise en place du nouveau ayatbme
 

d'enreqistrement de routine tous lea autres documents de
 

transmission d'informmtion sur le systbme aanitaire national ne
 

seront plus utilisa sauf avec accord prdalable du Miniatkre.
 

Article 10: Le present arr~t6 prend effet A compter de la date de
 
oa
siqnature et sera enregistrd. publi6 et communiqud partout 


besoin saera.
 

N'Djamena, le 27 Juin 1987
 

Le Miniatre d -laai -ublique 

:MI ' 
MAR MA' NOIJR MALLA 
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RAPPORT SUR LES TRAVAUX DE LA 
SOUS-COHMISSION SUR
 

LES RAPPORTS 2, 3, ET 4
 

DE LA COMMISSION DU SYSTEME D'INFRMATION SANLTAJRE
 

5 D~cembre 1986
 

La Eoum-Cm.alon nous 
In pr~aidence du Dr. ielena et la
sous-prdaidence du Dr. Amou!a a'eat charges de concr~tiar lea
dhcisions prison de In Coimisajon (CSIS) lors de sa 
reunion da 30

juin 1986 atln d'aboutir A In r~daction den rbpporta mensuels
 
pour le" 
formations de base et lea poaes aentinelles ausai blen

qu'6 Ia 
r6dactlon du tdl.ramme hebdomadaire olflciel.
 

Membrea de le 
Soua-Commlanion
 

Lea membres de Ia Soua-Commicsion 
aont le~a uivanta:
 
Dre. Helena, Amoula, Gulizna, Kono, Tratar6, 
Goemare, Jeanmaire,

Morin, Cordoliani, Foltz, Lippeveld, et Messieurs Katymia 
et
 
NeldJibaye.
 

Q ig__Aation et M1thodea de Travail
 

La Sous-Commlsanon s'est reunle r~guli~rement du 13

septembre qu 25 novembre deux foa 
 par semalne. 
Elie a axamin;
tous lea indIcateurs qui devanent Otre inclus dana lea 
rapports
 
en utilimant den procddurea mdthodiques. 
 Pour chaque indicateur
 
on min en conald6rmtion: lea objectils pour leaquela on
utiliaersit un 
tel ladicateur; 
lea critAres de claasificaLion; X.
 
prdciulon et 
la fiabilit*; 
et lea ucayena et lea contraintef,

opdrationela. Enfin, a
on *valu6 l'importance de l'inclur- dnLb 
un rapport vu low coutrainte. do reasouxces et de fiibilitd. 

Dpciasona Arret ea 

I. La Sous-CommInaion a 
Ylx6 toutes lea decisions
 
n~cessa.res pour In redaction du rapport menauel de bvse, du
 
rapport mensuel des poastes sentinelles, 
et du telgramme

hebdostadaire. (VoIr 
lea broujllona de ces 
rapporta ci-joints).
 

2. Lea nauveaux 
rapporta neront accompagnea d'un mbnuel

d'instructione qui 
sera r~dig6 par le BSPE A base dea decisouns
 
prises par la Sous-Commisslon.
 

3. Pour eiftctuer la mie en place du nouveau tyttm de 
rapports, le Miniat~re orguniaera dea memtininuire nuxionaux et 
regionaux. 
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4. Pour toun lea rapporta on a choisi d'utilioer lea
 
tranchea d'age de 0-11 moi, 1-4 ens, et. 5 onn et plus.
 
Exceptiona font ler rapporta aur le troinu preventifa dea enfantu 
(vaccinations, nouveaux inscrits) oi on a irna xr& lej tranches 
d'aae 1-2 ann et 2-4 ans, et our la soins pr ventlfa dea femmes 
Lbncei~ites o> lea tranches d'aqe sont: maina de 15 arts et 15 ari 

tt plus. 

5. Chaq,.e lormation notera la zone d'or:gine d'un nouveau 
caa. Troia zones sont retnuen t
 

Zone A: Vlle/village meme oQ la formation est aituete 
Zone B: Priph6rie jusqu'A 10 kilmetr&B 
Zone V: Zone de 10 kilomdtres et plus. 

Le BSPE aiders lea reaponsables des formations A determiner pour 
lour formotion particulire lea villages qui se tro-.vent dana leu 
zones B et C. , 

6. Le mois eat d&finI comme I mion civil: du premier 
juaqu'mu dernler jcur du mots. 

7. Ce ayastme de rapports preauppose un syateme 
d'enrdglatroment de routine avec ou cik.a registres ou dta liches 
individuelles. 

8. Le responsable de la formation eat charge de remplir le 
rapport mensuel dana un dlai qe trol jours aorea la fin du mois 
et de le transmettre ou h~decirs Chef de Prefecture le 4&me jour 
du mwis. De eon cot6 le HldeLin Chf eat charg6 de transmettre 
&u BSPE tous lea rapports mensuels de sa prefecture avksnt le 
206me du moa.
 

9. L5 Direction de Ia Mdecine Preventive et S.znt6 Rurale 
eat charg'e du re-cueil des donn~es concernant lu .Lpre,le suivi 
des lepreux, l. trypnoasomiase, et l'onchocercone. File remettra 
annuellement ces donnea au BSPE. 

10. Lsa crit~res des posies aentinelles inai qutr IE-ur 
locallation gdagraphique ont 6t6 arrettzs (voir leu dcicuntetia 
ci-joints). Ceci implIque I mise en place du pertioane. 
suffisamment qualifi6 en diugnostic et de l'6quipewrrit ndceasaire 
dan certains des pnetes sentinellen avant le dmarcksyo du 
nouvLeu yat.1%Me. 

11. La bonne gestioct des laboratoires da-a 1, .. pc*item 
sentinellea presuppooe la mise en place d'un ayste,,.. ut_ 
aurveillance dee laboratairea.
 



12. Le T616gramme Hebdomadaire Offliciel 
sera rediqt

uniquement par lee postes sentinelles qui ont un acc&s de
 
communication avec N'Djamena (radio, t&16phone, etc. 
) et

comprendra lea donn~es our 
lea maladies infectieusew A caract~re
 
urgent du paste m6me et des autres formations sanitaires qui
 
seront toutes likes A un 
paste sentinelle d.termine.
 

13. Lee indicateurs retenus pour chaque rapport wont 
lee
 
suivants:
 

Rapport Mensuel de Base (Rapport 2)
 
Code do Formation
 
Nom/localit6 de Formation
 
Pr4Iecture
 
Mois, Annie
 
InFormation our le remplissage et transmission du
 

rapport
 
Observations/Remarques
 
Sons curatifs
 

Consultations totales
 
Nouveaux cas: 
 par zone d'origine: A,B,C
 

par trenches d'age: 0-1, 1-4, 5+
 
par problwme de sant6 par tranches d'age
 
(voir ci-dessous)
 

Soins preventifs
 
Enfants
 

Visites Totalea
 
Nouveaux inscrits: par zone d'origine: A,B,C
 

par trenches d'age: 0-1,1-2,2-4,5+
 
Femmes enceintes
 

Visites totales
 
Nouvelles inscrites: par zone d'origine:A,B,C
 

par trenches d'age: <15, 15+

Vaccinations par trenches d'age, 0-1, 
1-2, 2-4, 5+
 

(nombre de s~ries complet.ed en mons d'un an)
 
Enfants: 	 DTC
 

Polio
 
Rougeole
 
Anti-amarile (Fievre Jaune)
 
BCG
 

Femmes Enceintes: Vaccin Anti-Tetanique
 
(VAT)
 

Accouchements
 
Accouchements au centre mome
 
Accouchements assist~s au 
domicile
 

Suivi des Tuberculeux
 
Nouveaux cas pris 
en compte 	pendant ce mois
 
Nouveaux cas pris en compte pendont ce mome moiE 
de V'nne pr~ckdente 

DONT hombre de cas avec minimiuma U moin dt: 
suivie 

http:complet.ed
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ProblJmes do Sant* par tranchos d'ag. 
101 Rougeole 
102 DONT Rougeole Vaccin~e 
103 Mningite (pour lea personnes ages de cinq 

ana et plus)
 
104 Thtanoa n6onatal
 
105 Thtanos autre
 
106 	 Diarrh~e
 
107 Dysent~rie
 
10a Toux de 15 jours et plus
 
109 Toux de maina de 15 jours
 
110 Otite moyenne/Angine
 
III Conjonctivite
 

112 H~maturie
 
113 Ur~trite purulente (chez lea hommes)
 
114 Ulceration g~nitale
 
115 Infection urinaire
 
116 DONT Infection urinaire ET grossesse
 
118 Suspicion de L&pre
 
119 Infection de la peau
 
120 Traumatisme
 
121 Intoxication
 
122 Complications du poat-partum
 
123 Fivre
 
124 Douleurs musculalres et articulaireu
 

/Cephaldes
 
125 Kwashiorkor chez l'enfant SANS autres
 

probl~mea de sant&
 
150 Autres problmes
 

425 	 Kwashiorkor chez l'enfant AVEC d'autres
 
probl~mes de sant6
 

Rapport Mensuel: Paste Sentinelle (Rapport 3)
 

Le rapport du paste sentinelle comprend tous lea indicateurs
 
ci-dessus avec certains indicateura suppli;nentairea dont la liste
 
suit:
 

Hospitalisations:
 
Malades hospitalisns, occupation moyenne et stjour
 

mayen par service y compris la maternitL
 
Laboratoire:
 

Crachats BK: nombre total, nombre positif
 
LCRz nombre total, nombre positif
 

Problbmei de Sant* 
101 Rougeole 
102 DONT Rougeole Vaccir 
103 M~nIngite (pour lea peraoiran agf de 

. cinq ars et plus) 
203 DONT Mt.ail1t JcLuL-k 

104 TttEtanos ndcnatal 
105 T~tanaa autre 



106 

206 


107 

207 


226 

227 


108 

208 

109 

2C9 


110 

111 


211 

228 

328 


112 

212 


113 


213 

114 

115 

116 


118 

119 


219 


319 

120 

121 


229 

329 


122 

123 

124 


125 


230 


250 


425 


430 


Diarrh~e
 
DONT Deshydratation
 

Dysent~rie
 
DONT Dysent.rie amiblw-nn confirme
 

Bilharzioce inteatinale
 
H~patite virale
 
Toux de 15 joura et plus
 

D)NT TubL.rculose puli,wu1re 
Toux de moins de 15 Jcurk 

DONT Infection Bacte±it-anne, voies 
respiratoires
 

Ottte moyenne/Angine
 

Conjonctivite
 
DONT Trachome
 

Cataracte simple
 
Cataracte bilat6rale
 
Hmsturie
 

DONT Bilharziose urirEiit
 
Urdtrite purulente (chez 1L-a hommes)
 

DONT Gonorrh.e
 
Ulceration g6nitale
 
Infection urinaire
 

DONT Infection urinair- ET 
Grossesse 

Suspicion de L~pre 
Infection de la peau 

DONT Charbon (forme cutiar, e) 
DONT Vera de Guin~e 

Treumatisme 
Intoxication 
Hypertension essentielle 

DONT Hypertension e L-rtitlle ET 

Grossesse
 
Complications du post-partuia
 
FPivre
 
Douleurs musculaires et articulaires
 

/Cephalea
 
Kwashiorkor chez i'enfant UlANL3 
autres
 
problbmes de nant&
 

Malnutrition chez l'enfant 
(poids/taille
 
mons de 80X) SANS sutrea probl~mes de
 
sant6
 

Autres problmes
 

Kwashiorkor chez 1'enfant AVEC d'autrei
 
probldmes de aant&
 

Malnutrition chez 1'enfarit 
(poids/taille
 
moins de 80%) 
AVEC d'autr., pcobl~mes
 
de saanttte
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T616qramme Hebdomadaire OQficiel (Rapport 4)
 

Maladies infectieuses A ceract&re urgent: nombre de cas
 
et de d~c~s par tranches d'age:
 

Rougeole
 
Mningite
 

DONT ?i~ningite confirmde
 
Suspicion de Choalra chez I'adulte
 
Suspicion de Fi~vre Jaune
 
Autres probl6.mes:
 

Hort aubite inexpliqu~e
 
Autres--sp~cifiez
 

Recommendations
 

1. D~s quo lea d~cisions sur le nouveau aystt.n& et le mode
 
de transmission des rapports sont arrOt~s par le Minist~re, on
 

devrait lea codifler dans des arr~tbs ministeriela.
 

2. La responsabilit6 d'organiaer la mise en place du
 

nouveau syat.me sera confide au BSPE. Celui-ci rapportera
 
r~gulirement au Directeur Gdndral et A la CSIS l'avancement des
 
activits.
 

3. La mise en place demande une mobilisation iniportante des
 
ressourcen du Hinint~re et la disponsibilit6 permanente du
 

personnel pour faire la formation des responeables a tous lea
 
niveaux.
 

4. D~o qu'une formation sanitaire commence A utiliser lea
 

nouveaux rapports, lea anciens seront automatiquement supprims.
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REPUBLIQUE DU TCHAV U.ITE-TRAVAIL-PROGRES
 
MINISTERE DE LA SANTE PUBLIQUE
 
SECRETARIAT DETAT
 
DIRECTION GENERALE
 
BUREAU DES STATISTIQUES, PLANIFICATION ET ETUDES
 
07/16/87
 

RAPPORT ?ENSUEL D'ACTIVITES: POSTE SENTINELLE
 

1. 	Codet
 

2. 	Nom de Formation/Localit __ 

3. Appartenance:
 

4. 	Prifecture:
 

5-6. Ann~et - Mois:
 

7. 	Date de 1'6tabliesement de ce rapports
 

Peruonne rempliasant ce rapportt
 

Qualit6 dr, cette personne_
 

Signature:
 

8. Date d'exp~dition mu M~decin-Chef de Prefecture:
 

Remarques/Observmatonst
 

TRANSMISSION 	DU RAPPORT:
 

9. 	Date d'arriv~e nu MHdecin-Chef de Prefecture:
 

Visa:
 

10. 	Date d'exp.dition au BSPE, MSP:
 

Visa:
 

11. 	Date d'arriv~e au BSPE, MSP:
 

Viea:
 



2 VACCINATIONS
 

0-11 12-23 24 mals TOTAL
 
moi mais et plu)3
 

22.0 BCG
 

1,5-11 
23. 0 i)1C 	 Bois ..............................................
 

.. . .. . .. ... .. . .. .. . .. . .. ... .. . .. .
 

2
 

3
 

23.4.Srie Complette dans un 
dkili de roina d't~n an 

23.5.Rappel ............
 

Poi 24.0o Poli u................. *ou.......
. ..... 	....
24.0 	 MOIR 


2
 

3
 

24.4.Sbrie Complet~e dana un
 

dilmi de mains d'un an
 

24. 5. Rappel 	 ? ~ ____________ 1 
6-11 	 .... ;:.:..:
 

25.0 Anti-amarile
(Fi*vre Jaune)
 

9-11
 

26.0 Rougeole 	 in __________ ____________ ___________ 

Fes es
 
on :ge
 

27.0 	Vaccin Anti-Tktanique de 

(VAT) procrber Autres TOTAL 

2 

27.3.Srie Complet~e dans un 
d~lai de mons d'un an' 

L ---	 --- f -------- Code

27.4 Rappel 	 I
 
- -	 I Mois: 
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sgIHL_ RE~y~g 

lnhents 

E 

0-11 
mois 

12-23 
mois 

AGE 

2-4 
ans 

5 ans
et plus TOrAL 

30. Visites toteles 

31. Nouveaux inscrits 

32. Zone d'origine des 
nouveaux inscrits 

A 

j 

B C TOTAL 

Femem Enceintem 

33. Femmem enceintem visitei totales: 

Mains de 15 ins 
15 ans et plus TOTAL 

34. Femme nouvelles inacriten 

ACCOUCHEMENTS: 
35. Accouchemento au centre meme: 

36. Accauchrmentm nesiut~o b domicile: 

SOINS CURAT-TIS: 

40. Consultations Totales: 

H~uyeatAN Cam 
Zone d'origine 

0-11 
maio 

41.0. 

AGE 

1-4 
ans 

Nouveaux Cas: 

5 &no 
et plus TOTAL 

41.1. A 

41.2. B 

41.3. C 

41.4. TOTAL 

41.5. AGE/ZONE INCONNU 

IAI.O. TOTAL 

Code: 

Mn s: _ 



SUIVI DES TUBERCULEUX
 

42.0. Nouveaux tuberculeux pris ea charge 
pendent 	ce oias:
 

43.0. Les tuberculeux pria en charge pendant
 
le m~me moi de I'ann~e pr~cedente t
 

43.1. 	DONT nombre de tuberculeux qui ont suivi
 
minimum 9 moi de traitement r6gulier:
 

TSS LABORATOIRES
 

1 2 TOTAL
 
Crachats BK
 

51.1. Nombre total d'examens
 

51.2. Nombre d'examens positifs
 

Liquideu cephaloruahidins (LCR)
 

52.1. Nombre total d'examens:
 

52.2. Nombre d'examens positifs:
 

Code: 

Moio: 



___ 

______ 

____ 

__ 

____________________________ _________ _______ 

PLE(S DE S"WEE I 

oislus Iconnu TOL ios ars plus Inconnu TOTAL 

|OI. Rougeole ...-==--- -T- 

102. 	 D(NT Roug le . 

103. 	 N...in.itw - ____ - ...... 

203. 	 DOWT Ningite A
 
ftningccoque.s .... _._ .
 

104. 	 TMtanos lMoniatalI ! .... 
W0-15 	 jotirs) ____ _______ 

........... .
105. Ttaos Ajtri 	 __... 

106. iarrht' 	 .. . . . .. . .. .. . . . . . . 

206. 	 D-NT D-s-ydratatiol _____.. 

107. 	Dysenttrie 

207. 	 DONT Dysentdrie - * - -Z77 ='-

auibienme confirvO
 

226.Bilharzios irtest.I 

........___ __ I.. ...
 
15 j. et plus { J___j ___ ___ ___ __10M.Toux de 

208. 	 DOWT Tuberculose --- ..........
 

109. 	 Tou winsde 15 

209. 	 T Infettion Iaco.de: 
voius respi ratoirva *-.~.. 

110.Otite moymewAlngine 	 l.LxLr .........
 

211. 	 DORT Tracoe ........
 ___ LVmple-22& 	 Cataracte == 
1 	 oi____1 	..--._____-TOT _____page5 	 ____ 

...... ....
 

. ........
 

328B.Cataracte biat~rale j 	 .... 

112. 	 Hmaturie 
DON. PiElharzic-se -- ITT-V 

~ 	 __ ce ___SoUlc-TaTNL, page r ____Ji 
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0-11 1-4 5 ins J 0-11 1-4 Saris 

nois ans et plus II~~riu TOT~L mois ins et plus Iricannu T0T~1. 

_ __I __ ___ -

rite ~uru1erite 

213. DOff 6owrr4~e ~ ___-. ___ 

114.U1c~rat~on gA~it.ale 
_____________________ .1 
115. Infection urinuire 

116. D~1T Thtectiovi uri.~==~ 
ET frosms. -----------------------

-*_-

---. - - _______ -

--

_______ 

-

-

. -. -

___ 

_______ 

____ 

-mm 

319. DOff '~'~rsde _______ ____ ___ 

120. Trausatisme ~ ~1 -~ ± - L~L.L 

121. Intoxicatlnn _______ -

229. Hypert ens Ion esserit. 

122 Co.phcahons du 

~ .~ 

~zZTii~ 
~ 

-

- mjmmmuW,1u 

_ 

123. Filyr. 

124. Do~lei~rs muscu1air~ 
it art./CiphaI~es 

125. 
proolims 

231. Na1nutritice~ S~S 

250. Autres Probl~aes 

1 

______ 

___ ___ 

- -

-

______I 
-

___ 

-

_ 

*.,* ~.. 

_______ 

41.0 1UT~. Nouveaux cas 

425. Kwas~orkor AVEC 
d'autres prob1~ues 

____________________________ 

431.Malnutritiori AV~C 
d' autres prob1~.es 

_______ _______I________ I 
______ I 

_______ 

- -

. 

-

_______ _______ H 
_________ I

I ______ i-i PicAs: 



HOSPITLISATIONS: ENTRANTS 

SERVICE Masculin 
SXE 

Fminin T 0 T A L 0-I1 mois 
AG 

1-4 am cinq an et + T 0 T A L 

Duirurgie 

MIdecire 
I rit erre 

PLMidatrie 

MaternitO 

Autres* 

65D. TOTAL 

SERVICE 

HOSPITALISATIOSi: 

(B) 

Nombre do 
Lits/Places 

OIIPATION MOTEWI ET 

(C) (D) 

Prsents Entrants 

EJOLUR MOYEN 

(E) 

Sortants 

(F) 

Dkld~s 

(G) 

Evadits 

(A) Nombrv do joursmoils: 

(H) 
Occupation 
morn" 

~Cx2 
A x 

(I) 
SkJour 
Moyen 

E +F-+§ 

60. 

61. 

[Dirurgie 

Pkdecire 
Interne 

62. Ptdiatrie 

63. 

64. 

Maternitt 

AutresI 

65. TOTAL __ 

Codes
 

_*Specifier: __is: 



,1fPUBLIQUEDU 	TCHA' UNITE-TRAVAXL-PROGRES
 

MINISTERE DE LA S! ,rE PUBLIQUE
 
SECRETARIAT D'ET,.
 
DIRECTION GENrtLE
 
BUREAU DES STA'ISTIQUES PLA,41FICATION. ET ETUDES
 

07/18/87
 

RAPPORT MENSU.L D'ACTIVITES: FORMATION DE BASE
 

I. Code:
 

2. Nom de Formation/LocalitY:
 

3. Appartenance:
 

4. Prefecture:
 

5-6. Annie: 	 sin:s
 

7. 	Date de I'6tmbl±.sement de ce rappor'.: 

Personne remplimsant ce rap,,orti 

QVL1it* 	do cette F.!rmonnei
 

Signature:
 

8. Date d'G Vpi.dition wu Mkdecin-Chef de Prefecture_
 

Remmrquem/ib &.rvmtir.i.t 

I ....!..............
 

TRANSMISSION DU 	RAPPORT:
 

9. 	Date d'arriv~e au M~decin-Chef de Prdfecture:
 

Visa:
 

10. 	Date d'exp~dition au BSPE, MSPt
 

Visa:
 

11. 	Date d'arriv~e au BSPE, MSP:
 

Visa:
 



________ ___ ___ ___ ___ 

2 VACCINATIONS
 

0-11 12-23 24 moi. TOTAL
 
main soi et plum
 

22.0 	 BCG
 
1 5-11 .... ............ .......................
....
....:::::::::::::........ 


:.... :.................
 . !! : ...... t... 
o s....... ! ....... .......................
CB
2 3 0D 


I 

2 

3
 

23.4.S~rie Completd& dans un 
dklai de maoin d'un an 

__ 
23.5.Roppel 	 " .. ..... :...
.".'!. :..... .....
::=z::::::.-."i : il!' !!
i:"::.
 

24.0 Polio 	 main ......... ......................... ...
.................................. 

. . . . . . . . . .......... ..............................
 

I 

2
 

3 

24.4. krie Completk* dons un 
dklai de moin d'un an 

24.5.Rmppel 	 _________ ___________ 

.... •.. ..... ":""....
' ............
. . . .	 . . . .. .Bois ..... .i ..... 

25.0 (Anti-amariloFikvre Jaune)
 

......-.i 	...................
9-11 	 n ..
---.. .:. 


26.0 Rougeole
 

Feum.m 
en age 

27.0 	V-ccin Anti-Tktanique de
 
(VAT) procr6 r Autrem TOTAL
 

1
 

2
 

27. 3.S~rie Complet~e dana un
 
dblai de moins d'un an 
 Code:
 

27.4 Rappel	 [ Mo i:
 



SOINS PREVENTIFS
 
AGE
 

Ingants 

30. Visitez totalen 

0-11 
moti 

12-23 
main 

2-4 
ens 

5 ans 
et plus TOTAL 

31. Nouvemux inacrital 

32. Zone d'origine des 
nouveaux incr.ts 

A B C TOTAL 

emmes Enoeinten 

33. Femmem enceinte. vimitem total.s: 

Mains de 15 ans 
15 an et plus TOTAL 

34. Femmes nouvelles inmcritem 

ACCOUCHEMENTSt
 

SOINS CURATIFS:
 

NOUVOGUN Cmm 
Zone d'origine 


41.1. A
 

41.2. B
 

41.3. C
 

41.4. TOTAL
 

35. Accouchement. au centre meme_
 

36. Accouchement. ammistkm & domicile:
 

40. Consultations Totales:
 

41.0. Nouveaux Cas:
 

AGE
 

0-11 1-4 5 an.
 
maim anm et plus TOTAL
 

41.5. AGE/ZONE INCONNU
 

41.O.TOTAL
 

Codet
 

Mois_:
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SUIVI DES TUBERCULEUX
 

42.0. Nouveaux tuberculeux pria en charge
 
pend ce mim:
 

43.0. 	Les tuberculeux pris en charge pendant

le meme main de l'ann~e pr~cedente:
 

43.1. 	DONT nombre de can qui ont suivi minimum 
9 main de traitement r~gulier: 

tttttt#ttttttttt*** 
 t9tt99t *9*999.99tttt 9*t99t #99*999999 t #ttt 

Code:
 

Mois:
 



PUBDE9KE 0-11 1-4 '!' I -1 1-4 15 ev. Icv1 OA 

102. DWT A'Agae 

103. 

104. 

W 

Ttitsaso NWwwmtal 
(0-15 jom"I-------- --

.Ef- -----

___________________ 

-

-

105. Tttwmo Arire______ 

106. Dim tdrie 

106.Torte de 15 j.wt plus ___ ________ 

10g. Tortusois de 15j._ _ _ _ _ _I___ 

110.Ut ite mwyt'w/%Aqiv*e________-

Ill. Conjorctivite ........ 

112. 

113. 

Hisatuie 

"Write pvurr dvt _______ 

_____ 

_______________ 

114.Ulctratiofl q4Yitale ..._...------_ 

115. JIfection~ wrivnuire 

11I&DONTf1wfection~- = 

___tR 

- = 

118 9srpiciovi do ihwe 

119. Infection --- ~ '2J 

120. rmutisueI 

122 	 Coop1ictions du -= -

post-partum_____ 

124.Domiewri.uwairts 

el at./Cohalds___ ___11 

autres Prc'IAUSe~__ 

150. 	 Autm rt5 bitws __ 

41.0 	 MAL Wjcu'veaux cas I 1 I 
- -- IN Ccod 

42.Kwaif4cl* AM'EC I I I 
d'autrvs Pff I~ I I 

moi ________ 
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REPUBLIQUE DU TCHAD UNITI . TRAVAIL- PROGRtS 

MINISTERE DE LA SANTE PUBLIQUE 

SECRETARIAT D'ETAT 
DIRECTION GENERALE 
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NO /MSP/SE/DG/BSPE 

CSIS : SOUS-COMMISSION DE L'INVENTAIRE ANNUEL
 

0 B J E C T I F S 

(Document edopt6 lors de la 
runion du 6 novembre 1987)
 



COMMISSION DU SYSTEME D'INFORMATION SANITAIRE
 

SOUS-COMMISSION SUR L'INVENTAIRE ANNUEL
 

OBJECTIFS DE L'INVENTAIRE ANNUEL
 

1. Oblectif q~n~ral

L'inventaire annuel fait partie int~qrante du systbme
 
sux autorit6s
d'information sanitaire qui devrait fournir 


senitaires nationnux et r~gionaux lee 616ments d'information
 

nceesnires A planifier et g6rer lea services de santL A travers
 

le pays.
 

La Politique Sanitaire Nntionale du Tchad depuis 1977 est 

essentiellement bnnse our l'apprache de Soins de SsntA Primnires. 

Apr~s len 6v~nements de 1979-1982, le r~seau des services de 

snnt6 6tnit presque compl6tement an~anti. Le Gouvernement du 

Tchad dnns sea effortn de rohnbilitstion n clairement opt6 pour 

un modble do a-rvlcenc do onnt6 axA our I d~veloppement d'unit r 

dp snnt6 fncilps A aror ("district onnitnirp" dana In 

terminoloqiP OHS), (voir nwa ni le proqrnmme SSP au Tchsd). Ces 

Unit~s ont 6t6 provisolrempnt identifi6es nvec lea prefectures 

dont i chef-lieu rernit Io centre de coordination des activit s 

dp snnt6, et de colnaboration avec lea nutrpa sectvurs de 

dveloppnmnnt. Ainn., le notivel orqnniqrnmme do 1986 rend le 

H6decin-Chef de Prfc.r-turn renponsabl de In qention de 

Venneinhle des cervicon de sant6 de In pr@fecture. 

Len servicen dn nnr,t 4 nont donc structurbs en deux niveaux: 

LP premier niveau onure le premier contact entre lea 

servicos de ssnt6 t in pcrwlstion. A travers In participation 

communn.utnire, cnrtninn 616mnents du coit de fonctionnement de c " 

niventi pourraient 1tro nriur~a par un nysttme d'autofinancement 

et nuomrnter ainci In qurjlit6 des eoinn fournis. 

L.e n -veau de re-fe once, doit r6soudre lea probldmea de santA 

wit tYi'rni tent tnt, concentration de roseources et sera en mime 

te-npr renponsable de In nupervision du premier niveau. 

L'inventaire annuel, tout comme lee autree 6i6ments du 

syst?me d'information nanitaire, doit donc permettre aux 

renponnables de Is £nnt6 d'Avaluer I'ad~quation de ce module (Is 

rbpnrtition der, dintrlctR, l'efficacit4 du premier niveau et du 

nivenu de r6frence ot.c) '-t de planifier en consequence le 

d6voloppement den norvic:-n de sant.6 banA our ce modle. 
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2. Obj ect_ifef. p4ciiqtu ec.:
 

2.1. ClasEificat.ion et receneement den ressources:
 

Pour lee troin cnt.qoriea de reennurces pr~vuen dens
 
l'invPntnire annuel (formntions sanitnirpn, pernonnf.l 
et
 
e.quipemnt/b, timent) les objectife donn&s pnr lee 
 participants 
de In Soun-Comminnion vent tous dans le d'am~liorer Iseens 

qention de cea ressourcea afin d'optimnlier la prestation des
 
coins.
 

p.P. 	"Fournir den dotntions en m~dicaments adapt.s aux
 
qualifications du personnel."
 

"Connalcance et supervision de l'infrastructure. W 

"Connaltr- le personnel n~ceenaire & nesumer lee
 
.
fo.-tion dVtqn.eia pour rendre fonctionnel les 

formationn rnnitaires. " 

Dnns le context- duin od~le de d.veloppement de.s services de 
nnnL6 nu Tchad prnnrit6 noun l'objectif q~n~ral on pourruit donc 
fnirtiler Jos obJectifr d- In classificntion et.neux du 
r'.onrnpment des r. noircr'n des servicrn de cont6 de la fa;on 
nuivnnte:
 

Cln-.n If.cntion:
 

"fIl4trminer lee critL.i-"- f-n termes de pernonnel, 
 d'6quipement vt
 
dr' hA, mpnt qul devrnlioil. Atre diponlbl.n dnns une formntion
 
cnnitnire nfin qu'elr rittiase ad~quatoment remplir nee fonctionc
 
de:
 

- structure de jrn;-mirr niveau 

- structure de ic-Uei-ence. "
 

Recnsemen t1:
 

wric:cr.,1fr lee formnti,-v-: nnitairee et le type de personnel, le 

nr'nrf-	 dquipement (L. Ir, hAtiment qul y sort nctuellement 
dinponibles, efin de plnnifier une 
re-pnrtition fonctionnelle du
 
pny en dintricts annitniren et une distribution des ressources
 
dnn lee formations rnn.iLnires qui correspond aux crit~res
 
d .critR dans Ia clan.nlflontion, tout en tenant compte de
 
len'emble des reasourc-n disponibles, actuellee et futures, au 
Tchad. " 

2.2. 	 Eatimation de_]n rrpulntion cible: 

lpn p-opositionn ,'- jnr ticipnntn, qunrit A l'objectif 
d'pnt.iripr In populatcin th e peuvent npr? rr.umer de la fIn on 
n.uivnilte! 

"PIInnfter limplnntntt i, de. formntinrnn nnnitnjren et In 
dintrilhutlnn des ren.n(urr-,'n par rappnrt A In population. " 
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2.3. Activit~s de participAtion communnutnire:
 

Tr6n peu de participants ont propan6 des objectifs quant nu
 
recensement dee activit~s de participation communautaire.
 

Nous citons:
 

- "Eatimer In capncitd d'autoprisn on charge do Ia sant6 par
 
Ia population."
 

- "Estimer lea reenources communautnires potentielles." 

- "Estimer le potentiel de participation financi6re ET
 
d'autogeation de le population."
 

Ainni, conform6mont 6 l'objectif q#nsrnl, cette cat4gorie de
 
l'inventnre dolt permettre nu Minist~re de In Snnt? Publique de
 
recueilllr Inn dorinndis n~ceasaires pour l'orqnniIaLion d'un
 
Pynt.lmn d'aaLofinnceinnvt et pour grndttrIinrr-rnL renforcPr In
 
capacit6 d'nuttprine en chnrqe de Is snnts par In populntion.
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REPUBLIQUE DU TCHALi UNITE-TRAAIL-POGRES
 
MINISTERE DE LA SANTE PUBLIQUE
 

SECRETARIAT D'ETAT
 
DIRECTION GENERALE
 

BUREAU DE STATISTIQUES.
 
PLANIFICATION, ET ETUDES
 

INVENTAIRE
 

L'objectif de cet Anventaire eat de permettre fu Ministare de la

Sant6 Publique de falre le bilan du personnel et des ressources des

formations sanitaires du pays, 
des activittrs de sant6 au 
village et
 
d'eztimer Ia population cible de chaque formation.
 

La renseignements demandis sont 6galement utiles priur votre
 
formation sasnitaire, *samyez 
den conserver une liate.
 

LISEZ ATTENTIVEMENT TOUTES LES 
INSTRUCTIONS AVANT DE REMPLIR CE
 
QUESTIONNAIRE.
 

En baa de cette page vous trouverez le nom et le 
num~ro de code

de votre formation sanitaire. Veuillez inscrire le code sur chaque
 
page de ce questionnaire.
 

Ce questionnaire comporte plusieurs pages. 
 Veuillez remplir
toutes lea pages. Sur chaque page, remplissez toutes lea cases. Ne
laissez pas des cases 
ou des lignes vides. Si la r6ponse eat z6ro,

inscrivez 0, si la r6ponse eat OUI NON, barrer Ia 
mention inutile.
 

V~riflez voun-m~me our 
le t.rrain toutes lea informations (p.e.

inventaire de mobilier en 
6tat et hors d'usage) avant de remplir le
 
questionnaire.
 

Quand vous 
aurez rempli le questionnaire, mettez-le dana

l'enveloppe pr~vue et envoyez-le par la 
vole la plus sore avant
 
le 31 juillet 1988
 

%u Bureau de Statiatiques, Planification, et Etudes 
(BSPE),

Ministre de la Sant6 Publique, B.P. 440, N'Djam.na.
 

Nom du responsable de la 
formation:
 

Date de I'6tablineement de ce rapport:
 

Personne remplissant ce rapport:
 

Quallt  de cette personne:
 

Signature:
 

Dute d'expditioi 
au BSPE: 

Date d'arriv-e au BSPE:
 

Visa:
 

http:N'Djam.na


C O D E : . . . . . . .
 

ESTIMATION DE LA POPULATION AUTOUR DE VOTRE FORtIA'rImr SAIIITAIRE
 

Pour vous permettre d'entimer Ia couverture de ...Lre
 
formation sanitaire nous VouR demandone d'estimor ].n pnpulation
 
des Zones A et B. La Zone A eat I ville ou villnae inAme otl 
se
 
trouve votre formation; Ia Zone B correspond A Ia zorn situ~e
 
jusqu'A 10 km autour de la formation et ne tient pan compte dep
 
limites administratives.
 

Faites une enqudte auprds des responsables adminintratife,
 
religieux ou traditionnels (par exemple, chefs de quenrtier, chni
 
de villages, responsables des secteurs ONDIR) pour e -limer Ia
 
population de Ia Zone A et de chaque village de In 7ncv B.
 

Notez 4galemnent si Ia population eat principaleii.nt de
 
caract~re
 

S~dentaire : Inocrivez "S"
 
Nomade : Inscrivez ON"
 
Mixte : Inscrivez OH"
 

Si on a d6JA fait un recennement par une mtthodr, plus 
precise, de preference ircrive7 les chiffres de cF- r-.censement, 
village par village, ET indiquez Ia m~thode utilis~e ( per

exemple, recensement de Ia population compt.e percnnr pnr
 
pereonne; ou recensement du nornbre de concessione v11nige par
 
village en appliquant une moyenne d'habitants par cor,'csion).
 
Utilisez le code suivant pour indiquer Ia m~thode uti tise:
 

Enqucte t Inscrivez "E"
 
Recensemerat par pertnnne : Inpcrivez "RP"
 
Recensement par Concession : InRscrivez "RC"
 

Zone A
 

NOM DE DISTANCE POPULATION CARACTERIST. HIETHODE
 
VILLE/VILLAGE EN Kh. ESTItIEE S, N, ou II F',,RE, ou 
 (
 

.° .9 

http:principaleii.nt


CODE:
 

ESTIKATION DE LA POPULATION AUTOUR DE VOTRE FORIIATIOU SANITAIRE
 

Zone B
 

NOM DE VILLAGE DISTANCE POPULATION CARACTERIST. METHODE
 
EN KH. ESTIMEE 9, N, ou K EQ,RE, ou RC
 

I _ _BT........ni...
f Zone -... ........... .BPSE/19
 

http:T........ni
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INVENTATRE Du rERcO1I1fiUL /AGPFFlTS Dr.. L't-FAT
 
(Rp'ulfernnt Fonctiornairps Pt Journnhiern pnyoR prnr I'Etnt)
 

d- pi~r" Frhi, Jti'rrkI i ri d'int6- fn~~ 
PwPo 'ir01idntjtO Cat. Ech. Cl I r4.M Fr h. arationt 

NOTES ExPLICATIVES
 

(2) Num~ro Aie pAce d'idekntit6 voir ptnge 4 

(3) - (6) Clneement _des_ Fonctionneires 
(3) Cat. = Cnte-orle:1 A B C 1 I
 
(4) Ech. =Echs-1ip: 1, 2 1 3, 4 5,6 7,1 
(5) Ci. =Classet tiniqmi-ment pour lesr fonctinymntlres de In 

cnt~qorle A
 
(6) Ech~e.lon = 1, 2, 3, 4, 5, 6, 7, 8, 9, 10J, 11 

ou1C horR cncir.-
Cu S = Etagiaire 

(7) -8)Cinement desJourne ie- q
 
(7) Cmi-.. =Cntocqor-: 1, 11, 111, IV, nu V 
(83) Ech. =Echelon- 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 

(9)_D~i.~d nf , rr P enftrfeint~qrt~in: A Lrn fnnrl:1 'ripuhliqlin-. 
(tfltn.-II- vh.iffl-f-FT: p. e. IF- 6 rrptemfir- IQIU = 6-9-fli11r' 

(00)-Ann~p -Avanc.
Artne-r- du dfr irr nvnces-rit. 



COM.:
 

INVENTAIRE BATIMENTSt Inscrivz tous Is bitiments Qui aooartierment A Is formation sanitaire y copris, pour It secteur public, ls logesents du personnel 
qui appartierment au inistire de la sant# publique. 

Inscrivez un des codes sulvants
 
pour les colonnes (4) et (5) z
 

(4) Mat~riaux de Construction (5) Etat 
DR = dur B - bon 
SD = semi-dur A - mssez bon 
PP = pot-pot M - mauvais 
PR = provisoire (secco, tente) 

(1) (2) (3) (4) (5) (6) (7) (8) (9) 
Nombre total des btiuents: -

I Nombre I I Construction Dernifre Rehabilitation 
I de IMatirjau dulI 

Num6ro Utilisatior, principale I piftes I Construction I Etat Date I Source de financement Date I Source de financement 

5
 
6 

7 

10
 

Installations sanltaires de votre fformation z
 

LItrintm/WCt Nombre Intkrleur en ktat 
 Dauchos Nombre intrieur en t t
 

Nombre ext~rleur en 6tat Nombre extLrieur en &tat
 



CODE: - ----- -
APPROVISIONNEMENT EN EAU
 

Pour chaque question dont Is r~ponse 
(st OUI N01, bnrrez In 
mention inutile 

Eat-ce qu il y a un 
point d'eau dens l'enceinte de votre
 

formation? 
 0111 NON
 

Si oui, note2 le nombre de points d'eau dnns 
In came nppropre-:
 

Illor
 

Type 
 En Etat Umnqe I Total
 

Adduction d'eauj
 
(our forage, STEM
 

Forage sans
 
adduction d'eau
 

Puits sans 
pompe
 

Puits avec pompe
 

Autres
 

Si non, A quelle distance se trouve le po.nt d'enu Ir. plus

proche ? 
 moins de 100 m OUI NON
 

APPROVISIONNEMENT EN ELECTRICITE 
 OUT NON
 

Si oui: 
 Permanent O11 NON 
Posnibilite- d'6clairagr- 011 NON 

Possibilit6 de brancher des appareilm 
 OUT NON
 

Capacito& I Fn Etat
 
Source 
 KVA nui/non
 

Raccordement STEE
 

Groupe Electrog~ne
 
Diesel Essence
 

Panneaux Solaires
 

TELEPHONE 
 Nombre:
 

Numeros d'appel: 

RADIOPIIONIE
 

Dote de mi~ 
 Lc'rgluP r d 'onde I'l Etat 
n servic~e- Type 
 - d m ion ,,,i/non 

...-.. ....... "........... K.......'.

r"r'F/19iF 



CODE: . . . .. ..
 
MOYENS DE TRANSPORT
 

Lee moyens de trasport, nppartennnt ; tine pr.Tr--vmne & tifir. 
priv6, ne seront pes mentionne. 

Vhicules Nombre Intal: 

Essence Dnte H1- miselFn *"t~t Orgenti-mrn 
Marque et Type ou Diesel en pr.iy-ice loii.-'r,on donetr.i,y 

2 _ 

3 _ _ 

4 " I
 

Motos/moby ettea flmhre Totnl.: 


IDate (I- mirepln AtntIOrganI rmrI 

Marque et Type en rprvice oui/non dinetr.l-

I
 

2
 

3 _ 

4
 

Bicyclettes Nombre To r:I 

Date dc mime Fn At6.t Organi-m 
en Eervice oxi/non dont. 

2
 

3
 

5 .......
 

4 

I -. . 

Au-tree (Type et nombre A np~cif .er):
 



CODE: 

APPROVISIONNEMEUT EN MEDICAMENTS
 

Plusieurs r~ponses sont possibles
 

1. Est-ce-que vous fourninnez vous-m~me den m~dicamerte A vos
 
malades 


Si oui:
 

1.1 Origine des m~dicaments regus durant Ia 


- PASPW 
- Achat 6 Pharmat 
- Achat 6 O1G** 
- Dons 
(Si OUI, pr~cisez l'origine _.._ 

1.2 Syet&me de distribution
 

- Paiement forfaitaire 

(prix fixe pnr consultntion
 
qui comprend m6dicnments)
 

- Paiement par mdicament 

- Gratuit 


2. Eat-ce-qu'il y a 

OUI NOI1 

derni6re annp
 

OUI N0l 
OUI NO11 
OUI NO11 
OUI NON 

OUI NCII!
 

Oui NOl
 

OUI NON
 

une rihermocie oti un dO.-6t de phnv-tqcie dan'l
 
la ville ou 
le village o6 votre formation anitaire r-t situ~e 

GUI N01J 

Si oui: 

Pharmacie A but lucratif (commerciale) 
 OUI N011
 
Pharmacie A but 
non lucratif 
 OUI NCll
 
(p.e communautnlrp, 
mission catfInlique)
 
Pharmacie pilate MSPw-* 
 OUI NO1;
 

PASP : Pharmacie d'Approvisionnemot du Sect-,ir 
Public

our) t Organiention Hon Gouvernemr,-tale 
MSP
* : Minist~re Snntd Publique
 



CODE I
 

SANTE 	AU VILLAGE
 

NOTE: 	Un agent de aant6 communautaire veut dire une personne
 
choisie per Ia communaut6 qui a requ une formation de
 
courte durde et qui remplit certaines t~chea simples done
 
le domaine de Is sant6 (curstif, pr~ventif, 6ducation,
 
animation). Un agent de sant6 communautaire ne fait pas
 
partie des services de sant6 et son indemnisetion si pr6vue
 
eat prise en charge per In communaut6. Le terme "agent de
 
sant6 communautaire" inclut lea personnea dont lee titres
 
peuvent Otres
 

agent 	de *ant6 villageoin, hygi~niste, secouristev
 
matrone, accoucheuae traditionnelle, auxiliaire, etc.
 

,I t!
i. 1 ,*. 

1. 	 Existe-t-il done votre sous-prdfecture des orgnnismes qui
 
appuient des initiatives de sant eu village? (pnr exemple,
 
comit6 de sant6, agent de sant6 commimnnutaire, rhlarmacie
 
villegeoise, participation financi6re par Is communnutb
 
m0me).
 

OUI NO11
 

SI 	OUI:
 

Duel eat ou quels sont ces organlamr.?
 

Minist~re de Is Sant6 Publique? OUI NlI
 
Autres?
 
Specifier:
 

2. 	Eat-ce qu'une peraonne affectke A votre formation eanitair- n
 
particip6 A Ia formation des agents de nnnt6 communautaire?
 

OUI NON
 

3. 	Eat-ce qu'une personne affectbe done vntre formation asnitnir
participe actuellement A Ia supervision des agenta de sant6 
communautaire done votre sous-pr~fecturp ? 

OUI NOMI
 

4. Eat-ce que parmi lee personnes qui vir-nnnt conriliter dans 
votre formation sanitaire, certainee 6t6t r 6res 
explicitement par un agent de aant6 cnini,iirinutair- de votre 
sous-pr~fecture ? 

(l11 i NON 



CODE i 
INVENTAIRE EQUIPEMENT
 

Faites le recensement de votre 6quipem-nt. Pour chaque

objet inscrivez le nombre en 6tat ET le nomhre hare w,ege ET le
 
Total. Ne laissez pae de cases vides.
 

Le mat~riel qui eppartlent A une perP.orne 6 tityr' privL ne 
sern pes mentionn6. 

TYPE 
NOMBRE NB. HORS D'ALIM EN-

MOBILIER EN ETAT USAGE TOTAL TATION 

Lits
 

Bureaux 
r".Tables r.R i
 

Chaises
 

Tabourets 
 1j!R " I 

Etag~res (meubles) I-I 

Armoires 
 . 

bunco
 

Tables d'examen 
 m---vI= rw " 

Moustiquaires de lit I""r ~ll i
I " 13114ll Il,,!- I 

Climatiseure 
 I' 

Groupe 6lectrog~ne
 

" - "; .... gJ 'It1 ll 11m llfll "+ 

MATERIEL PEV 
 ujuF
 

R36friqh.rateur
 
Fr NtVM- 1"WW Mr Fp W42AIMO I

Cong lateur
 

Ppdoj et /Immoj etI
-. - - --.. . . . . .- ) ... -.-.. 

BSPE/19" ' 



CODES-

NOKBRE NB. HORS 
EQUIPEMENT MEDICAL DE BASE EN ETAT USAGE TOTAL 

Autoclave 

Poupinel 

Thermombtre medical 

Stethoscope 

Marteau & r~flexe 

Tensiomtre 

Otoscope 

Ophtalmoscope 

P~se-personne 

P~se-b~b6 

Toise 

Brancard 

Pied A perfusion 

R~chaud A p~trole 

Poissonnibre 

Boite suture/petite chirurgie 

Microscope - objectif 40-c 

Microscope - objectif 40x et lOOx 

Colorants pour Ziehl Nielsen _______ OUI NON 

Autres (A sp6cifier) flM- $l 4 

BSPE/19A8 



CODE: -___ 

NOlIBRE JNB. HORSj
 
EQUIPEKENT DE LABO. SPECIALISE Ell ETATj USAGE 
-~TOTAL
 

H~mog1cibinombtre (Sahli/Lovibund) 
 - ____ 

Centrifugeuse-
 ___-_____ 

Lampe A alcool-{
 

Colorante pour GRAMf NVW 
 OUI hNOH 

Set pour groupage sanguin 

Autres (6 ap~cifier) Wt"B 

EQUIPEMENT D'ANESTHESIE 

Appareil A ancoth~sie 

Laryngacope 

Oxygd'ne *d~tandeur 

fat~rieI d'intubation 

Humidificateur 

[ISP E/1988
 



CODE: 

HOMBRE NB. HOPS I 
EQUIPEMENT DE CHIRURGIE EN ETAT USAGE TOTAL 

Table opratoire 

Scialytique (24V - 220V) 

Electrocoagulateur 

Aepirateur 

Boite & petite chirurgie 

Boite abdominale 

Boite amputation 

Autres (A spPcifier/ MUM3 

BSPE/1988
 



CODE: 

JZMBRE NB. HORS 
EQUIPEMENT DE RADIOLOGIE EN ETAT USAGE TOTAL 

Equipement radiographique complet i 

Appareil radioscopie 

Table pour examens radiologie 

Tablier plomb 

Autres (A ap~cifier) 1 I Mw=J WIT""j 

EQUIPEMENT DE GYNECO-OBSTETRIQUE 

Table d'examen 

Table d'accouchement 

Ventouee 

Forceps 

Botte c~sarienne 

Bofte accouchement 

Bolte de curettage 

Sp~culum m~tatlique 

Autres (A specifier) , -

BSPE/1988 



'lb 

CODE: 

NOMBRE NB. HORS 

MATERIEL ADMINISTRATIF EN ETAT USAGE TOTAL 

Machine A 6crire (manuel/61ect.) 

Machine rondo 

Photocopieuse 

Autres (A specifier) Au MM Ii 

MATERIEL D'ENTRETIEN/HYGIENE 

Pulv~risateur 

Aspirateur 

Incin~rateur 

Charriot A ordures 

Autres (A op~cifier) 

MATERIEL EDUCATIF 

R~troprojecteur 

Projecteur diapositives 

Tableaux 

Planches didactiques 

Boitem A images 

Autree (A ap~cifier- I 

BSPE/ 19'
 



HEALTH PLANNING
 
RESTORATION PROJECT
 

APPENDIX 12
 

List of the health facilities in Chad
 
1988
 

Final Report, March 1989
 



LISTE DES FORMATIONS SANITAIRES
 
DE LA REPUBLIQUE DU TCHAD EN 1988
 

CODE S/PREFECTURE LOCALITE TYPE AFFI SYST. OUVERTE 

LIAT INF. OUI/NON 

99 PREFECTURE Batha 
1011302 Ati Am-Djamena Dispensaire Min.S.P FB oui 

1011301 Ati Ambassana Dispensaire Min.S.P FB oui 

1011101 Ati Ati Centre M01dical Min.S.P PS oui 

1011601 Ati Ati Sect.MPSR 6 Min.S.P PS oui 

1011602 Ati Ati Sect. Mobile 6 Min.S.P PS oui 

1013001 Ati Ati C.Social Ati Min.A.S FB oui 

1011308 Ati Birny Dispensaire Min.S.P FB oui 

1011312 Ati Koundjourou Dispensaire Min.S.P FB oui 

1011313 Ati Yao Dispensaire MIn.S.P FB oui 

1021201 Djedaa Djedaa Infirmerie Min.S.P FB oui 

1031303 Oum-Hadjer Adjob Dispensaire Min.S.P FB oui 

1031304 Oum-Hadjer Am-Sack Dispensaire Min.S.P FB oui 

1031305 Oum-Hadjer Asnet Dispensaire Min.S.P FB oui 

1031306 Oum-Hadjer Assafick Dispensaire Min.S.P FB oui 

1031307 Oum-Hadjer Assartini Dispensaire Min.S.P FB oui 

1031309 Oum-Hadjer Dopdop Dispensaire Min.S.P FB oui 

1031310 Oum-Hadjer Haraze Djombo Dispensaire MIn.S.P FB oul 

1031311 Oum-Hadjer Koundjar Dispensaire Min.S.P FB non 

1031202 Oum-Hadjer Oum-Hadjer Infirmerie Min.S.P FB oui 

*. PREFECTURE Biltine 

1111301 Am-Zoer Am-Zoer Dispensaire Min.S.P FB oui 

1121302 Arada Arada Dispensaire Mlin.S.P FB oui 

1131101 Biltine Biltine Centre Mdical MIn.S.P PS oui 

1131304 Biltine Matagene Dispensaire Mis.E.U FB non 

1141303 Guereda Aramkol6 Dispensaire Min.S.P FB oui 

1141201 Guereda Guereda Infirmerie Min.S.P FB oui 

1151202 Iriba Iriba Infirmerie Min.S.P FB oui 

1151305 Iriba Tine Dispensaire Min.S.P FB oui 

99 PREFECTURE Borkou-Enn-Tib. 

1211311 Borkou Bathanadjdne Dispensaire Min.S.P FB oui 

1211101 Borkou Faya Centre Mdical Min.S.P FB oul 

1211315 Borkou Faya Disp.Garnison Min.D. FB oul 

1211306 Borkou Kirdimi Dispensalre Min.S.P FB oul 

1211307 Borkou Kouba-Oulanga Dispensaire Min.S.P FB oul 

1211305 Borkou Yebbi-Bou Dispensaire Min.S.P FB oui 

1221303 Ennedi Bao Dispensalre Min.S.P FB oul 

1221302 Ennedi Berdoba Dispensaire Min.S.P FB oui 

1221201 Ennedl Fada Infirmerie Min.S.P FB oul 

1221308 Ennedi Gouro Dispensaire Min.S.P FB oui 

1221301 Ennedi Kalalt Dispensaire Min.S.P FB oui 

1221309 Ennedi Mourdi Dispensaire Min.S.P FB oul 

1221304 Ennedi Ounianqa-Kebir Dispensaire Min.S.P FB oul 

1221312 Ennedi Ounianoa-Saher Dispensaire Min.S.P FB oui 

1231202 Tibesti Bardai Infirmerie Min.S.P FB oul 

1231313 Tibesti Wour Dlspensaire Min.S.P FB oul 

1231310 Tibesti Zouar Dispensalre Min.S.P FB oul 

1231314 Tibesti Zoumri Dispensaire Min.S.P FB oul 



to PREFECTURE Chari-Baguirmi
 
1311704 Bokoro Arbouchatak Paste de Santo Min.S.P FB oui 
1311202 Bokoro Bokoro Infirmerie Min.S.P PS oul 
1311316 Bokoro Maigana Dispensaire Min.S.P FB oui 
1311322 Bokoro Moyto Dispensaire Min.S.P FB oul 
1311314 Bokoro Ngama Dispensaire Min.S.P FB oui 
1321309 Bousso Ba-Illi Dispensaire Min.S.P FB oui 
1321310 Bousso Bouram Dispensaire Min.S.P FB oul 
1321101 Bousso Bousso Centre Mdical Min.S.P PS oul 
1321311 Bousso Bousso Dispensaire Cot.Tch FB non 
1321337 Bousso Miltou Dispensaire Min.S.P FB oui 
1321323 Bou3so Onoko Dispensaire Cot.Tch FB non 
1331333 Massakory Baltram Dispensaire Min.D. FB oui 
1321706 Massakory Gredaia Paste dc Sant6 Min.S.P FJ oul 
1331204 Massakory Massakory Infirmerie Min.S.P PS oui 
1331708 Massakory SidJe Paste de Sant6 Cath. FB oui 
1321705 Massakory Tourba Paste de Sant6 FB non 
1341701 Massenya Bougoumene Paste de Sant6 FB non 
1341313 Massenya Dourbali Dispensaire Min.S.P FB oui 
1341335 Hassenya Dourbali Dispensaire Min.D. FB oul 
1341203 Massenya Hassenya Infirmerie Min.S.P FB oui 
1351331 Ndjamena Abou Gave Dispensaire Ilin.S.P FB oui 
1351709 Ndjamena Chedide Paste de Sant6 Cath. FB oui 
1351324 Ndjamena Danouna Dispensaire Min.S.P FB oul 
1351702 Ndjamena Djermaya Paste de Sant6 C.R. FB non 
1351312 Ndjamena DjimtIllo Dispensaire Mlis.E.U FB oul 
1351330 Ndjamena Douguia Dispensaire Min.S.P FB oui 
1351703 Ndjamena GuittL Paste de Sant6 Cath. FB oui 
1351327 Ndjamena Karal Dispensaire Cath. FB oul 
1351332 Ndjamena Koundoul Dispensaire Min.D. FB oui 
1351315 Ndjamena Linia Dispensaire Min.S.P FB oui 
1351334 Ndjamena Loumia Dispensaire Min.D. FB oul 
1351317 Ndjamena Mallao Dispensalre Min.S.P FB oul 
1351318 Ndjamena Mandelia Dispensaire Min.S.P FB oui 
1351319 Ndjamena Mani Dispensaire Min.S.P FB oui 
1351320 NdJamena Massaguet Diapensaire Min.S.P FB oui 
1351321 Ndjamena Melezi Dispensaire Min.S.P FB oul 
1351001 Ndjamena Ndjanena H6pital Central Min.S.P PS oui 
1351201 Ndjamena NdJamena Infirmerie Sonasut FB oui 
1351301 Ndjamena Ndjamena Disp.Bololo Min.S.P FB oui 
1351302 NdJamena Ndjamena Disp.Chagoua Min.S.P FB oui 
1351303 Ndjamena Ndjamena Disp.Farcha Min.S.P FB oul 
1351304 Ndjamena Ndjamena Disp. M.Arrdt Min.S.P FB oui 
1351305 Ndjamena Ndjamena Disp.P.Nord Min.S.P FB oui 
1351306 Ndjamena Ndjamena Disp.Ridina Min.S.P FB ouj 
1351307 Ndjamena Ndjamena Disp.Hyg.Sco. Min.S.P FB oui 
1351308 Ndjamena Ndjamena Dispensaire Cot.Tch FB oul 
1351325 Ndjamena Ndjamena Disp.Notre Dame Cath. FB oui 
1351328 Ndjamena Ndjamena Disp.G.IMosqu~e Min.S.P FB oul 
1351401 Ndjamena Ndjamena Maternit6 Afia Priv& FB oul 
1351601 Ndjamena Ndj]mena Sect.IMPSR 1 Min.S.P PS oul 
1351602 NdJamena Nd)amena Sect. Mobile I Min.S.P PS oul 
1351801 Ndjamena Ndjamena Polycli.N01 MIn.S.P PS ou 
1351802 Ndjamena Ndjamer, a CNEMI/BF Vamtou MIn.S.P PS oul 
1351803 Nd)amera 
1351901 Ndjamena 

Ndameria 
Nd lrneria 

Clinque Iza 
L:p o ez ie 

Priy, 
Min. S. P 

FB 
FB 

oui 
oui 

1352001 Ndjamena Ndjameria C.Handicap6E Cath. FB oui 
1353001 Ndiamena Ndlam&na C.Socxal I Min. A.S FB oul 
1353002 Ndjamena Ndlamerna C.Social 2 Min. A.S FB oui 
1353003 Ndjamena Nd ameria C. Social 3 Min.A.S FB oui 



1353004 Ndjamena Ndjasena C.Social 4 Min.A.S FB oui 

1353005 Ndjamena Ndjamena C.Social 5 Min.A.S FB oui 

1353006 Ndjamena Ndjamena C.Social 6 Min.A.S FB oui 

1353007 Ndjamena Ndjamena C.Social 7 Min.A.S FB oui 

1351804 Ndjamena Ndjamena Clini.St Julien Priv6 FB oui 

1351338 Ndjamena Ndjamena Disp.PNUD PNUD FB oui 

1351339 Ndjamena Ndjamena Disp.IARA Iara FB oui 

1351002 NdJamena Ndjamena Hbpital Min.D. FB oui 

1351340 Ndjamena Ndjamena Dispensaire CNPS FB oui 

1351341 Ndjamena Ndjamena Dispensaire CNPS FB oui 

1351342 Ndjamena Ndjamena Dispensaire STEE FB oul 

1351343 Ndjamena Ndjamena Dispensaire ASECNA FB oui 

1351344 Ndjamena Ndjamena Dispensaire Mairie FB oui 

1351326 Ndjamena Ndjamena-Fara Dispensaire Min.S.P FB oui 

1351329 Ndjamena Ngonba Dispensaire Min.S.P FB oui 

- PREFECTURE Guera 

1411301 Bitkine Ab Touyour Dispensaire Min.S.P FB oui 

1411203 Bitkine Bitkline Infirmerie Min.S.P FB oui 

1411304 Bitkine Bitkine Dispensaire Mid.B.M FB oui 

1411306 Bitkine Dadouar Dispensaire Cath. FB oui 

1411309 Bitkine Korbo Dispensaire Mid.B.M FB oui 

1411312 Bitkine Mokoulou Dispensaire Mid.B.M FB oui 

1421307 ManqalmL& Eref Dispensaire Min.S.P FB oui 

1421201 Mangalm6 Mangalm6 Infirmerie Min.S.P FB oui 

1431308 Melfi Gogmi Dispensaire As.C.T FB oui 

1431202 Melfi Melfi Infirmerie Min.S.P FB oui 

1441302 Mango Baro Dispensaire Cath. FB oui 
1441901 Mongo Manjino L6proserie Min.S.P FB oui 

1441101 Monqo Mongo Centre M~dical Min.S.P PS oui 

1441313 Mango Niergui Dispensaire Min.S.P FB oui 

it PREFECTURE Kanem 

1511301 Mao Am Dobak Dispensaire Min.S.P FB oul 

1511706 Mao Dondra Paste de Sante UNICEF FB oui 

1511101 Mao Mao Centre M6dical Min.S.P PS oui 

1511309 Mao Mao Disp.Mosqu6e Min.S.P FB oui 

1511310 Mao Mao Disp.Mao Moto Min.S.P FB oui 

1511312 Mao Mao Disp.Garnison Min.D. FB oui 

1511601 Mao Mao SSect.MPSR 1 Min.S.P PS oui 

1511602 Mao Mao SSect.Mobile 1 Min.S.P PS oui 

1513001 Mao Mao C.Social Mao Min.A.S FB oui 

1511705 Mao Moal Poste de Sant& UNICEF FB oui 
1511304 Mao Mondo Dispensaire Min.S.P FB oui 

1511703 Mao Motoa Poste de Sant6 UNICEF FB oui 

1511704 Mao Mourzougui Poste de Sant& UNICEF FB oui 
1511702 Mao Sidi Mallari Poste de Sant6 UNICEF FB oui 

1511701 Mao Wadjigui Poste de Sant6 UNICEF FB oui 

1521302 Moussoro Cheddra Dispensaire Min.S.P FB oui 

1521303 Moussoro Michemir6 Dispensaire Min.S.P FB oui 

1521201 Moussoro Moussoro Infirmerie Min.S.P FB oui 

1521308 Moussoro Nqall Dispensaire Min.S.P FB oui 

1521311 Moussoro Salal Dispensaire Min.S.P FB oui 

'5231202 Nokou Nokou Infirmerle Min.S.P FB oui 

1531313 Nokou Nokou Disp.Garniiri Min.D. FB Oui 
1531305 Nokou Ntiona Dispensaire Min.S.P FB oui 

153130b Nokou Rig Rig Dispensaire Min.S.P FB oui 

1531307 Nokou 'iguey Dispensaire Min.S.P FB oui 



** PREFECTURE Lac
 
1611309 Bol 


16ili01 Bol 


1613001 Bol 


1611313 Bol 

1611315 Bol 

1611314 Bol 

1611305 Bol 


1611306 Bol 

1611308 Bol 

1621312 Ngouri 

1621310 Ngouri 

1621311 Ngouri 

1621301 Ngouri 

1621302 Ngouri 

1621303 Ngouri 


1621304 Ngouri 

1621307 Ngouri 


t PREFECTURE Logone Occ.
 

1711302 Beinamer 

1711304 Beinamar 

1711312 Beinamar 


1711321 Beinamar 

1711323 Beinamar 


1721001 Benoye 


1721303 Benoye 

1721305 Benoye 

1722001 Benoye 


1721309 Benoye 

1721322 Benoye 

1731301 Moundou 

1731306 Moundou 


1731325 Moundou 

1731307 Moundou 


1731401 Moundou 

1731310 Moundou 

1731311 Moundou 

1731313 Moundou 

1731314 Moundou 

1731002 Moundou 

1731315 Moundou 


1731316 Moundou 

1731317 Moundou 


1731318 Moundou 

1731319 Moundou 

1731320 Moundou 

1731601 Moundou 

1731602 Moundou 

1731901 Moundou 


1733001 Moundou 


1733002 Moundou 

1731326 Moundou 


9 PREFECTURE Loqone Or.
 

1811102 Bebed~ia 


1811333 Bebedlia 

1811337 Bebedjia 

1811213 Bebedjlia 


1811706 Bebedjla 


Baga Sola 

Bol 

Bol 

Daboua 

Kinjeria 

Kiskira 

Liva 

Megui 

Tataveron 

Ameron 

Dibinentchi 

Djiguidada 

Doum Doum 

Haikoulou 

Isseirom 

Kouloudia 

Ngouri 


Beinamar 

Beinamar 

Leokassi 

Pala Koundja 

Tapol 

Bebalem 

Beladja 

Benoye 

Benoye 

Doher 

Sargouin 

Bao 

Bira Manda 

DadjilL& 

Deli 

Doguindi 


Dispensaire 

Centre Mdical 


Centre Social 


Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 


Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

H6pital 

Dispensaire 

Dispensaire 

C.Handicap6s 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Maternit6 


Krim Krim 

Mbalkabra 

Mbalkabra 

Moundcu 

Moundou 

Moundn, 

Moundou 

Moundou 

Moundou 

Moundou 

Moundou 

Moundou 

Moundou 

Moundou 

Moundou 

Moundou 


Bebedjia 

Bebedjla 

Bebedlia 

Danqdili 

maw 


Douala Paysanna Dispenseire 

Dispensaire 

Dispensaire 

Dispensaire 

H6pital 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Sect. MPSR 3 

Sect. Mobile 3 

L~proserie 

C.Social I 


C.Social 2 

Dispensaire 


Centre Mtdical 

Dispensaire 

Dispensaire 

Dispersaire 

Poste de Sant6 


Min.S.P 

Min.S.P 

Min.A.S 

Min.D. 

Min.D. 

Min.D. 

Min.S.P 

Mis.E.U 

Mis.E.U 

Min.S.P 

Min.S.P 

Min.S.P 

Min.S.P 

Mis.E.U 

Min.S.P 

Min.S.P 

Min.S.P 


Mih.S.P 

Cot.Tch 

Min.S.P 

Mis.E.U 

Min.S.P 

MIs.E.U 

Mis.E.U 

Min.S.P 

Cath. 

Cot.Tch 

Mis.E.U 

Min.S.P 

Min.S.P 

Mid.B.M 

M in.S.P 

Cath. 

Mis.E.U 

Min.S.P 

Min.S.P 

Cath. 

Min.S.P 

Cot.Tch 

Hlerie 

M.C.T 

Bserie 

Cy.Tch. 

Min.S.P 

MIn.S.P 

Min.S.P 

Min.S.P 

Min.A.S 

Min.A.S 

Min.S.P 


CSDB 

Min.S.P 

I.R.C.T 

Mis.E.U 

Cath. 


PB 

PS 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 


FB 

FB 

FB 

FB 

FB 

PS 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

FB 

PS 

FB 

FB 

FB 

FB 

FB 

FB 

PS 

PS 

FB 

FB 

FB 

FB 


FB 

FB 

FB 

FB 

FB 


oui
 
oui
 
oui
 
oui
 
oui
 
oui
 
oui
 
non
 
non
 
oui
 
oui
 
oui
 
oui
 
non
 
oui
 
oui
 
oui
 

oui
 
non
 
oui
 
non
 
oui
 
oui
 
oui
 
oui
 
oui
 
non
 
oui
 
oui
 
oui
 
non
 
oui
 
oui
 
oui
 
oui
 
oui
 
oui
 
oui
 
oui
 
oui
 
oui
 
non
 
oui
 
oui
 
oui
 
oui
 
oui
 
oui
 
non
 
oul
 

oui
 
oui
 
ou.
 
non
 
non
 



1811335 Bebedjia 

1811324 Bebedjia 

1811325 Bebedjia 

1811708 Bebedjia 

1821306 Dabs 

1821704 Doba 

1821308 Doba 

1821701 Dabs 

1821311 Dabs 

1821312 Dobs 

1821334 Dabs 


1821336 Dabs 

1821101 Daba 

1821201 Daba 

1821314 Dabs 

1821901 Dabs 

1823001 Dabs 


1821310 Dabs 


1821317 Dabs 

1821320 Dabs 

1821321 Dabs 

1821323 Dabs 

1821707 Dabs 

1831305 Gor 


1831703 Gor6 

1831307 Gor6 

1831315 Gor& 

1831316 Gor6 

1831202 Gor6 


1831318 Gor6 

1831319 Gor6 

1831702 Gor6 

1831326 Gor6 


1831332 Gor6 

1831710 Gor6 

1841301 Mbaibokoum 


1841303 Mbaibokoum 

1841309 Mbaibokoum 


1841705 Mbaibokoum 

1841322 Mbaibokoum 


1841203 Mbaibokoum 


1841327 Mbaibokoum 

1841328 Mbaibokoum 

1841709 Mbaibakoum 

1841330 Mbaibokoum 

1841331 Mbaibokoum 


t PREFECTURE Mayo-Kebbi
 

1911310 Bangor 

1911001 Bangor 

1911308 Bcngor 

.1911601 Bangor 

1911602 Bangor 


1913001 Bongor 


1911703 Bongor 

1911705 Bongor 


1911303 Bangor 

1911301 Bongor 

1911315 Bongor 


1911333 Bongor 


Mbalkoro 

Mbikou 

Miandoum 

Mokassa 

Beboto 

Bekoura 

Bembare 

Betedje 

Bodo 

Bodo 

B6nganfa 

B6ti 

Dabs 

Dabs 

Dabs 

Dabs 

Doba 

Dobiti 

Dosaiti 

Kara 

Kara Mango 

Madana 

MaInanga 

Beboto 

Bedya 

Bekan 

Dodang 

Donis 

Gor6 

Gor6 

Gor6 

Kabs Roangar 

Miladi 

Miladi 

Timberi 

Andoum 

Bam 

Bessao 

Koumao 

Larawanaye 

Mbaibokoum 

Mini 

Oudoumia 

Ouli Bangala 

Pao 

Yamada 


Billiom Oursi 

Bangor 

Bangor 

Bangor 

Bangor 

Bangor 

Bt'r& 

Diao 


Dispensaire 

Dispensaire 

Dispensaire 

Paste de Sant& 


Dispensaire 

Poste de Sant& 


Dispensaire 

Paste de Sant6 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Centre Mdical 

Infirserie 

Dispensaire 

L6proserie 

C.Social Dabs 


Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Dispensaire 

Paste de Sant6 

Dispensaire 

Paste de Sant6 

Dispensaire 

Dispensaire 

Dispensaire 

Infirmerie 

Dispensaire 

Dispensaire 

Paste de Sant& 

Dispensaire 

Dispensaire 

Paste de Sant& 

Dispensaire 

Dispensaire 

Dispensaire 

Paste de Sant& 

Dispensaire 

Infirmerie 

Dispensaire 

Diapensaire 

Paste de Sant6 

Dispensaire 

Dispensaire 


Dispensaire 

Hapital 

Dispensaire 

Sect.MPSR 2 

Sect. Mobile 2 


C.Social Bonqor 


Poste de Sant6 

Poste de Sante 


Cath. FB oul 

Mid.B.M FB oui 

Mid.B.M FB oui 
Cath. FB non 

Mid.B.M FB oui 

Cath. FB non 

Mis.E.U FB oui 

Cath. FB non 

Min.S.P FB oui 

Mid.B.M FB oui 

Mid.B.M FB oui 

Mid.B.M FB oui 

Min.S.P PS oui 
Mid.B.M FB oui 

Cot.Tch FB non 

Min.S.P FB oui 

Min.A.S FB oui 

Min.S.P FB non 

Mid.B.M FB oui 

Min.S.P FB oui 

Mid.B.M FB oui 

Min.S.P FB oui 

Cath. FB oui 

Min.S.P FB oui 

Cath. FB non 

Min.S.P FB oui 

Mis.Fr FB oui 

Cath. FB oui 

Min.S.P FB oui 

Cath. FB oui 

Cot.Tch FB non 

Cath. FB oui 

Min.S.P FB oui 

Mid.B.M FB oui 

Cath. FB oui 

Pcotist FB oui 

Cath. FB oui 
Min.S.P FB oui 

Cath. FB oui 

Min.S.P FB oui 

Min.S.P FB oui 

Min.S.P FB oui 

Nin.S.P FB non 

Cath. FB oui 

Min.S.P FB oui 

Min.S.P FB oui 

Min.S.P PB aui 
Min.S.P PS oui 

Cat.Tch FB non 

Min.S.P PS oui 
Min.S.P PS oui 

Min.A.S FB oui 

UNICEF FB oui 

UNICEF FB oui 

Mis.E.U FB oui 

Min.S.P FB oui 

Min.S.P FB oui 

Mis.E.U FB oui 

Djaman Barissou Dispensatre 


Er6 Dispensaire 


Guelendeng Dispensaire 


Ham Dispensaire 




1911316 Bongor 
1911322 Bongor 

Katoa 
Kim 

Dispensaire 
Dispensaire 

Min.S.P 
Min.S.P 

FB 
FB 

oui 
oul 

1911104 Bangor Koyom Centre Medical As.C.T PS oui 
1911706 Bangor Malboum-Foulb6 Paste de Sant6 UNICEF FB oui 
1911707 Bongor Mogrum Paste de Sant& UNICEF FB oui 
1911324 Bongor 
1911702 Bangor 

Houlkou 
Nanguigoto 

Dispensaire 
Poste de Sant6 

?Min.S.P 
UNICEF 

FB 
FB 

oui 
oui 

1911313 Bongor Ngam Dispensaire Min.S.P FB oui 
1911901 Bongor Sieke L~proserie MIn.S.P FB oui 
1911327 Bongor Silia Dispensaire Mis.E.U FB oui 
1911704 Bangor Witi Witi Paste de Sant6 UNICEF FB oui 
1921101 Flanga Flange Centre Mdical Min.S.P PS oui 
1921305 Fianga Fianga Dispensaire Cot.Tch FB non 
1921334 Fianga Kaoran Dispensaire As.C.T FB oui 
1921318 Flange Koupor Dispensaire Cath. FB oui 
1921320 Flange LaI1 Dispensaire Min.S.P FB oui 
1921325 Flange Holfoul.ey Dispensaire Min.S.P FB oul 
1921203 Flange Ser6 Daws Infirmerie Cath. FB oui 
1921701 Fianga Sokoy Paste de Sant6 Min.S.P FB non 
1921329 Flanga Tikem Dispensaire Min.S.P FB oui 
1931309 Gounou-Gaya Berem Dispensaire Min.S.P FB oui 
1931306 Gounou-Gaya Djodo Gassa Dispensaire Hin.S.P FB oui 
1931302 Gounou-Gaya Domo-Dambali Dispensaire Cath. FB oul 
1931332 Gounou-Gaya Gounou Gan Dispensaire Cath. FB oui 
1931202 Gounou-Gaya Gounou-Gaya Infirmerie Min.S.P FB oui 
1931314 Gounou-Gaya Gounou-Gaya Dispensaire Cot.Tch FB oui 
1931328 Gounou-Gaya Tagal Dispensaire Cath. FB oui 
1941311 L~r6 Binder Dispensaire Min.S.P FB oui 
1941201 L~r6 Blssi-Mafou Infirmerie Cath. FB oui 
1942001 L~r6 Bissi-Mafou C.Handicap~s Cath. FB oui 
1941319 L~r6 Lagon Dispensaire Min.S.P FB oui 
1941102 L~r6 L'rd Centre Mdical Min.S.P PS oui 
1941321 Lbr6 Lbrd Dispensaire Cot.Tch FB non 
1942501 L~r6 L~r6 Service Communau Commun. FB oui 
1941323 Lbr6 Moursal Dispensaire Cath. FB non 
1941331 L~r6 Zaguere Dispensaire Min.S.P FB oui 
1951307 Pala Dar Dispensaire Min.S.P FB oui 
1951304 Pale Gagal Dispensaire Cath. FB non 
1951312 Pale Gagal Dispensaire MIn.S.P FB oui 
1951317 Pala Keuni Dispensaire Cath. FB non 
1951103 Pale Pale Centre Mdical Min.S.P PS oui 
1951326 Pala Pale Dispensaire Cot.Tch FB aui 
1951330 Pala Torrock Dispensaire Min.S.P FB oui 

* PREFECTURE Moyen-Chari
 
2011320 Koumra Balmani Dispensaire Min.S.P FB oui
 
2011318 Koumra Bangoul Dispensaire flin.S.P FB oul
 
2011705 Koumra Bendana 
 Paste de Sant6 Cath. FB non
 
2011704 Koumra Bendang Paste de Sant6 
 Cath. FB non
 
2011307 Koumra Bessada 
 Dispensaire Min.S.P FB oul
 
2011315 Koumra B~bopen Dispensalre Min.S.P FB oui
 
2011314 Koumra BLdaya Dispensaire Min.S.P FB oul
 
2011312 Koumra B~djondo Dispensaire Mid.B.M FB oui
 
2011313 Koumra B~djondo Dispensaire Min.S.P FB cul
 
2011309 Koumra BSkemba 
 Dispensaire Cot.Tch FB oui
 
2011712 Koumra Btkemba 
 Poete de Saijt' Catrt. FB non
 
2011322 Koumra Dobo Dispensaire Cath. FB oul
 
2011324 Koumra Gangara Dispensaire Cath. FB oui
 
2011002 Koumra Goundi 
 H6pital Cath. PS oui
 
2011325 Koumra Goundi 
 Dispensaire Mir.S.P FB oux
 



2011101 Koumra Koumra Centre Mdicnl Min.S.P PS oui 
2011102 Koumra Koumra Centre Mdical Mid.B.M PS oui 
2011330 Koumra Koumra Dispensaire Cot.Tch FB oui 
2011901 Koumra Koumra L~proserie Min.S.P FB oui 
2013001 Koumra Koumra C.Social Koumra Min.A.S FB oui 
2011333 Koumra Matekaga Dispensaire Min.S.P FB non 
2011337 Koumra Mouroumgoulaye Dispensaire Mid.B.M FB oui 
2011345 Koumra Toki Dispensaire Cath. FB aui 
2021319 Kyab6 Baltoubaye Dispensaire Min.S.P FB oui 
2021703 Kyab6 Boli Paste de Sant6 Cath. FB non 
2021306 Kyab6 Boum Kebir Dispensaire Min.S.P FB oui 
2021310 Kyab& Donio Dispensaire Mid.B.M FB oui 
2021103 Kyab6 Kyab6 Centre Mdical Min.S.P PS oui 
2021332 Kyab6 Kyab6 Dispensaire Cot.Tch FB non 
2021340 Kyab6 Ngondey Dispensaire Min.S.P FB oui 
2021713 Kyab6 Singako Paste de Sant6 Min.S.P FB oui 
2031351 Maro Bendana Dispensaire Min.S.P FB oui 
2031303 Maro Danamadji Dispensaire Min.S.P FB oui 
2031304 Maro Danamadji Dispensaire Mid.B.M FB oui 
2031707 Maro Djekedj'k6 Paste de Sante Bahal FB oui 
2031104 Maro Maro Centre Mdical Min.S.P FB oui 
2031338 Maro Moussoro Dispensaire Mid.B.M FB oui 
2041316 Molossala Bara II Dispensaire Min.S.P FB oui 
2041706 Molseala Bedegue Paste de Sant6 Cath. FB oui 
2041714 Moassala Bekamba Paste de Sant6 Cath. FB oui 
2041702 Molssala Boukinava Paste de Sant6 Cath. FB oui 
2041305 Molssala Bouna Dispensaire Mid.B.M FB oul 
2041001 Molssala B~boro H6pital Cath. PS oui 
2041308 Molssala B6kourou Dispensaire Mid.B.M FB oui 
2041302 Molssala Dembo Dispensaire Min.S.P FB oui 
2041701 Molssala Dobaden6 Paste de Sant6 Cath. FB oui 
2041354 Molssala Dobad~n6 V Dispensaire Bahal FB oui 
2041350 Molssala Gabian Dispensaire MIn.S.P FB oui 
2041352 Molussala Gohongon Dispensaire Min.S.P FB oui 
2041717 Molssala Gon Paste de Sant6 Cath. FB oui 
2041327 Molssala Koldaga Dispensaire Min.S.P FB oui 
2041716 Molssala Malissama Paste de Sant6 Cath. FB oui 
2041105 Molassala Molssala Centre MHdical Min.S.P FB oui 
2041334 Molssala Molssala Dispensaire Mid.B.M FB oul 
2041336 Molssala Molssala Dispensaire Cot.Tch FB non 
2041346 Mossala Molssala Dispensaire Bahal FB oui 
2041715 Molssala Nadili Paste de Sant& Cath. FB oul 
2041718 Molssala Ndinayo Paste de Sant6 Cath. FB oui 
2041339 Molssala Ngalo Dispensaire Min.S.P FB oui 
2041710 Molssala Ngonde Ngalo Paste de Sant6 Cath. FB non 
2041719 Molssala Satayan Paste de Sant6 Cath. FB oui 
2041353 Mossala Takawa Dispensaire Baha FB oui 
2051321 Sarh Balimba Dispensaire Mid.B.M FB oui 
2051317 Sarh Banda Dispensaire Sonasut FB oui 
2051301 Sarh Djoli Dispensaire Min.S.P FB oui 
2051708 Sarh Kemdila Paste de Sant& Cath. FB oui 
2051331 Sarh Korbol Dispensaire Min.S.P FB oui 
2051328 Sarh Koumoqo Dispensaire Min.S.P FB oui 
2051329 Sarh Koumoqo Dispensaire Cath. FB non 
2051349 Sarh Koutou Dispensaire Min.S.P FB non 
2051709 Sarh Koutou Poste de Sant Cath. FB oui 
2051003 Sa-h Sarh HOpital Min.S.P PS oul 
2051326 Sarh Sarh Dispensaire Cot.Tch FB oul 
2051341 Sarh Sarh DIsp.Bbqou Min.S.P FB oul 

.C'51Ci42 Sax-h Set-h Disp. Ch. Lwanga Cath. PB oul 



2051344 Sarh 
2051601 Sarh 

Sarh 
Sarh 

Disp.1Kassal 
Sect.MPSR 4 

Min.S.P 
Min.S.P 

FB 
PS 

oui 
oui 

2051602 Sarh Sarh Sect. Mobile 4 Min.S.P PS oul 

2051711 Sarh 
2051902 Sarh 
2053003 Sarh 

Sarh 
Sarh 
Sarh 

P.Stb Parisara 
L~proserie 
C.Social Sarh 

Cath. 
Min.S.P 
Min.A.S 

FB 
FB 
FB 

non 
oui 
oui 

** PREFECTURE Ouaddal 
2111305 Ab~ch6 Abkhouta Dispensaire Min.S.P FB oui 

2111303 Ab~ch6 Abou Goudam Dispensaire Min.S.P FB oui 

2111001 Ab6ch6 Ab~chL Hapital Min.S.P PS oui 

2111302 Ab~ch6 Ab~ch6 Dispensaire lara FB oui 

2111328 Ab~ch6 Ab~chb Disp.M.Arrdt Min.S.P FB oul 

2111329 Ab~ch6 Ab~ch6 Disp.Garnison Min.D. FB oui 

2111601 Ab6ch6 Ab~ch6 Sect.MPSR 5 Min.S.P PS oui 

2111602 Ab~ch6 Abdch6 Sect. Mobile 5 Min.S.P PS oui 

2113001 Ab6ch6 Ab#ch6 C.Social Ab6ch6 Min.A.S FB oui 

2111306 Ab~ch6 Am L~iouna Dispensaire Min.S.P FB oui 

2111310 Abkch6 Chokoyane Dispensaire Hin.S.P FB oui 

2111314 Ab~ch6 Katafa Dispensaire Min.S.P FB oui 

2111317 Ab~ch6 Kolbo Dispensaire Min.S.P FB oui 

2111321 Ab~ch6 Marts Chechane Dispensaire Min.S.P FB oui 

2111325 Ab~ch6 Moura Dispensaire Min.S.P FB oui 

2121201 Adr6 Adr6 Infirmerie MIn.S.P PS oui 

2121315 Adr6 Borota-Hilleket Dispensaire Min.S.P FB oui 

2121313 Adr6 Hadjer Hadid Diapensaire Min.S.P FB oui 

2121316 Adr6 Kava Dispensaire Min.S.P FB oui 

2121319 Adr6 Mabrone Dispensaire Min.S.P FB oui 

2141311 Adr6 Molou Dispensaire Min.S.P FB non 

2121326 Adr6 Troane Diapensaire Min.S.P FB oui 

2131301 Am-Dam Abdi Dispensaire Min.S.P FB oui 

2131202 Am-Dam Am-Dam Infirwerie Min.S.P FB oui 

2131307 Am-Dam Arbochi Dispensaire Min.S.P FB non 

2131308 Am-Dam Biere Dispensaire Min.S.P FB oui 

2131320 Am-Dam Magranne Dispensaire Min.S.P FB oul 

2141324 Goz-Beida Daguessa Diepensaire Min.S.P FB oui 

2141203 Goz-Beida Goz-Beida Infirmerie Min.S.P FB oui 

2141312 Goz-Beida Hade Dispensaire Min.S.P FB oui 

2141318 Goz-Beida Koukou Augarana Dispensaire Min.S.P FB oui 

2141323 Goz-Beida Modeina Ditpensaire Min.S.P FB oui 

2141327 Goz-Beida Tioro Dispensaire Min.S.P FB oui 

#9 PREFECTURE Salamat 

2211201 Abou-Dela Abou-Dela Infirmerie Min.S.P FB oui 

2211305 Abou-Dela Am-Habil Dispensaire Min.S.P FB non 

2221101 Am-Timan Am-Timan Centre Mdical Min.S.P PS oui 

2221601 Am-Timan Am-Timan SSect.IMPSR 4 Min.S.P PS oui 

2221602 An-Timan Am-Timan SSect.Mobile 4 Min.S.P PS oui 

2223001 Am-Timan Am-Timan C.Social A-Tim. Min.A.S FB oui 

2221304 Am-Timan Am-Timan Disp.Garnison MIn.D. FB oui 

2221303 Am-Timan Djouna Dispensaire Min.S.P FB oui 

2221302 Am-Timan Goz-Djerat Dispensaire Min.S.P FB oui 

2221301 Am-Timen Zakouma Dispensaire Min.S.P FB oui 

2231202 Haraze Manguei. Haraze Manguel. Infirmerie Min.S.P FB oui 

tv PREFECTURE Tandjill 

2311101 Bbr6 BrL Centre Mldical Advtia FB oui 

2311302 B~r6 B~r& Dispensaire Min.S.P FB oui 

2311303 B~r6 Bbr& Dispensaire Mis.E.U FB oui 

2311307 B~r6 Dal& Dispensaire Min.S.P FB oui 



2311308 Bbr6 Delbian Dispensaire His.E.U FB oul 

2321301 Klo Bakchoro Dispensaire Min.S.P FB oui 

2321901 K61o Bayaka L~proserie Cath. FB oui 

2321304 K~lo Bitikim Dispensaire Mis.E.U FB oui 

2321305 Kblo Bologo Dispensaire Min.S.P FB oui 

2321311 K61o Dogou Dispensaire Min.S.P FB oui 

2321321 Kbio Kolon Dispensaire Min.S.P FB oui 

2321322 K61o Kouroumla Dispensaire His.E.U FB oui 

2321102 Kld K61o Centre MHdical Min.S.P PS oui 

2321319 KOlo K61o Dispensaire Cot.Tch FB oul 

2323001 KOo KLlo Centre Social Min.A.S FB oui 

2321331 K61o Mbala Dispensaire Mia.E.U FB oui 

2321325 K6lo Monogoy Dispensaire Min.S.P FB non 

2321327 K61o Hangassou Dispensaire Cath. FB oui 

2331306 La! Boumo Dispensaire Min.S.P FB oui 

2331310 La! Deressia Dispensaire Mid.B.M FB oui 

2331312 La! Domougou Dispensaire hin.S.P FB oui 

2331313 La! Dono-Manga Dispensaire Min.S.P FB oui 

2331314 La! Gabri Hgolo Dispensaire Min.S.P FB oul 

2331315 La! Gama Dispensaire Mis.E.U FB oui 

2331201 La! Guidari Infirmerie Cath. FB oui 

2331316 La! Guidari Dispensaire Cot.Tch fB non 

2331320 La! Kimr6 Dispensaire MflI.E.U FB oui 

2331318 La! Koblagu6 Dispensaire lia.E.U FB oui 

2331103 La! La! Centre MWdical Min.S.P PS oui 

2333002 La! La! Centre Social MIn.A.S FB non 

2331309 La! La! Dispensaire OMVSD FB oui 

2331323 La! Mebigu6 Dispensaire Mis.E.U FB oui 

2331324 La! Misser6 Dispensaire Mid.B.M FB oui 

2331326 La! Mouroum Touloun Dispensaire Min.S.P FB oui 

2331328 Lai Tcha Kandjilli Dispensaire As.C.T FB oui 

2331329 La! Tchaguine Ngolo Dispensaire Mis.E.U FB oui 

2331330 La! Ter Dispensaire Mis.E.U FB oui 
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SEMINAZRE NATIONAL DEVALUATZON ET DE SUVI
 
DU SYSTEME D'INFORMATION SANITAIRE
 

RECOMMANDATIONS
 

A la fin des travaux, les s~minaristes ont fait des
 
recommandations au Minist.re de la Sant6 Publique qui 
ont port6
 
our lea points suivants :
 

1. Qualit& des rapports envoy6s au BSPE
 

Alin d'am.liorer la qualit6 des rapports r~dig.s par lee
 
formations sanitaires, il faudra :
 

- doter tous lee m~decins-chefa superviseurs ont des moyens

de d~placement leur permettant de faire une supervision r6guli~re
 

- former et recycler lee techniciens des formations
 
sanitaires au nouveau syet~me d'information sanitaire ;
 

- mettre A la disposition des nouveaux agents sanitaires 
nationaux et expatri6s une documentation compl~te Bur le nouveau 
syst~me d'information sanitaire. 

2. Qualit6 et fiabilit. des indicateurs
 

Atln d'am~liorer la qualit6 et 
la fiabilit6 des indicateurs
 
utilia~s dans le systes, il faudra 
:
 

-
faire une 6valuation globale des indicateurs en vue d'une
 
r~vision future du syst~me. 
A cet effet, lea participants ont
 
sugg.r6 par exemple :
 

" d'allonger la liste des probl6mes de sant6 pour

satisfaire lee services sp~cialle~s
 

* de notifier lee cas de m6ningite chez leE enfants de
 

moins de 5 ans ;
 

" de distinguer paludleme de fi~vre
 

- recueillir lea donn~es sur la uortaliteL.
 

3. R troarrore~tao 

Alar, d'eaurer ure r'tronforma1irai plue rapide aux 
responrEables Eurit~tires r.g iorieux, il faudra : 

- dccenrti-ali er la it -troarfcjfrMbt0orn bu niveau deE 
p1'Lfecture per le biais d'fnaiyse partielle des rapports par les
m6deciri-chefs de pr~iecture carjitaire everit leur ervoi au BEPE 
tout er, respectant le delai de trarisrriEior, ; 

http:Minist.re


- fournir aux m~decins-chefs de prefecture sanitaire lea
 
supports logistiques pour Ia r~alisation de cette
 
d~centralisation (machine A 6crire, 6 ron~otyper, stencils,
 
encre, etc...) ;
 

- laisser aux m~decins-chefs superviseurs de sous-pr~fecture
 
Ia latitude de collecter lea rapports des formations relevant de
 
leur responsabilit6 pour analyse avant transmission aux m4decins
chefs de prefecture. Au pr~alable, ces m~decins devront
 
s'engager A respecter lea d6lais de transmission des rapports et
 
obtenir l'accord de leurs m6decins-chefa de prefecture qui en
 
feront mention au BSPE ;
 

- impliquer le Centre National de Documentation en Sant6
 
Publique dans Ia diffusion et Is conservation des documents de
 
r~troinalormation.
 

4. 	Communication entre le BSPE et Is p~riph~rie
 

Afin d'assurer une meilleur communication entre le BSPE et
 
Ia p~riph~rie, il faudra fournir les supports logistiques pour
 
permettre au BSPE d'entrer en contact radiophonique avec tous lea
 
m~decins superviseurs du pays.
 

5. 	Coordination entre le BSPE lea directions et lea
 
programmes nationaux du D&partement de la Sant6 Publique
 

Afin d'assurer une meilleure coordination entre le BSPE, lea
 
directions et lee programmes nationaux, il faudra :
 

- instaurer des reunions p~riodiques entre le BSPE, lea 
directions et lea responsables des programmes nationaux 

- associer 6troitement Is Direction de la Formation 
Professionnelle et de V'Education pour Ia Sant6 A toutes lea 
activit~s de formation du D~partement de Ia Sant6. 



RESUME DES PRESENTATIONS
 

Historiaue du nouveau Systt-me d'Informatior, Saritaire
 

11 a &t6 fait par M. OUADJON qui, apr~s avoir rappel6
 

l'impossibilit& d'avoir des informations fi.ables A partir de
 

l'ancien syst~me de recuei! de donn~es, a mis 1'accent sur la
 

ncessit6 d'une planification rigoureuse pour :
 

- grer avec parcimonie nos maigres ressources
 

- mesurer les probl~mes de santd dans leur r~elle dimension
 

- planifier les besoins de diverse nature afin d'am~liorer
 
la sant6 de nos populations.
 

Fonctionnemnt du systL'me en priph~rie
 

M. KATYMIA a expliqud% que malgr6 tout le travail accompli 

par le BSPE, il reste encore A ce jour quelques formations qui ne 

sont pas inici6es au nouveau syst~me d'enregistrement de routine. 
Aussi, il a demand6 aux mtdecins-chefs de pr@iecture sani.aire et 
aux responsables des organisations confessionnelles de poursuivre 
leurs efforts pour parachever cette oeuvre. 

Distribution des fourni.tures
 

Aprss avoir fait ressortir lee diificultt~e du BSPE
 
exptdier les fournitures aux formations, M. DJINGAR'rL a soulign:
 

la dtcentralLaation qui s'op~rera dd'sornais dans ce domaine. Une
 
t@tude? du profil de consommation par pr.%fecture a dt' laite pour
 
tvaluer lea besoins pour une anne.
 

Gestion au niveau central
 

M. ASNDAYE a expliqu6 tout le systbme de traiteme-rit des
 
rapports ailant de la saisie A la r~troinformation.
 

RtaIiotiong
 

Prt.±:ent- par M. OUADJON, ce chapitre a port6 eozentiellement
 
sur l'orqanisation des s~minaires, la formation au nouveau
 
eysttme des 6lves de l'Ecole Nationale de Sant6 Publique et du
 

Service Social et surtout i',ditlon de l'Annuaire des
 
t-ttLqUt1quL5: S.2nitaices, le premier depuis 1977. C tte 

reinarquable performanct- dot-e I& drpdrtetnent d'un excellent outil 

,At piLanifLC tLon .--t tie qest jor d- crv Ct' de i t, 

_. __ A ni L[ L -.: _ t-tU'L :q*>t'). ,. qL. Jil 5 ' : .' i ! l-t___ '_, . dj • t %J 

'. n d 1 i a (u ltu 'olflrua - t,:t:LLJIJA'r: 



Lez chilfiraL publi-- n ;rortt prii; avec r~serve, a dit 

,M. TEDANG, car ils rtsultent des projections et ne tiennent pas
 

compte des importants mouvements survenus ces dernidsres arnmes,
 

le dernier recencement ayant &tL fait en 1954. Puis', il a
 

explique la maniire dont ont 4t& cacultt s les diff~renta t.ux.
 



UTILISATION DES DONNES DEMOGRAPHIQUES
 
DANS LA GESTION DES SERVICES DE SANTE
 

(Dr. Theo Lippeveld)
 

Disposer de donn~es d~mographiques est une condition
 
essentielle pour la gestion et la planification des services de
 
sant6. En effet, les donn~es d~mographiques nous fournissent le
 
d~nominateur n6cessaire pour quantifier l'&volution d'un problrme
 
de sant6 ou d'une action sanitaire.
 

Avoir not6 100 cas de rougeole dans une population de 10.000
 
personnes est tout A fait diff6rent que de noter 100 cas dens une
 
populbtion de 100.000.
 

Vacciner 100 enfants dans une population cible de 150 est
 
tout A fait different que de vacciner 100 enfants dens une
 
population de 1.500.
 

Le Tchad, actuellement, dispose de donn~es d~mographiques
 
qui sont bastes sur des projections du recensement fait en.1964.
 
Pour Ia planification nationale et r~gionale, ce seront encore
 
pour longtempe lee seuls chiffres disponibles.
 

Au niveau des services de sant6 p~riph6riques, le Syst~me
 
d'Information Sanitaire a pour Ia premiere fois introduit Ia
 
notion de "d~nominateur". En demandant aux formations sanitaires
 
de compter la population des Zones A et B, les responsables
 
disposent au moins partiellement de donn~es leur permettant
 
d'estimer Ia population prise en charge par leur formation.
 

Actuellement, Is Zone B a 6t6 artificiellement d6termin~e
 
comme Ia zone jusque 10 km en dehors de la localit& oQ se trouve
 
Ia formation sanitaire. En fait, l'ensemble de Ia pop,llion
 
prise en charge par Ia formation sanitaire se trouve dans la
 
"zone d'attraction" qui d6pend de cette formation sanitaire et
 
peut 6ventuellement aller beaucoup plus loin que 10 km. La
 
determination de Ia zone d'attraction n'est pas une chose simple
 
et fait partie de l'tablissement d'un "plan de couverture" d'une
 
prefecture ou d'une sous-pr~fecture. Un exemple sch~matique d'un
 
plan de couverture est donn& dens Ia figure 1.
 

En attendant le d~veluppement de ces plans de couverture, Ia
 
plupart des formations sanitaires disposent actuellement de
 
chiffres de population dens les Zones A et B, certains avec
 
precision, d'autres A base d'estimations.
 

Ii suffit d~s lors de comparer les donn&es recueillies sur
 
les probi~mes de sant& et cur l'utilisation des services offerts
 
par le centre avec le dvnoyriinateur pour estifer ainai le taux de
 
ir~quentation pour chaque probimrre par la population et la
 
couverture de Ia populatiun par les activit&'s organist'es au
 
centre.
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Pour le calcul des populations cibles on 
peut utiliser des

estimations bases eur 
la situation d~mographique dens lee pays

du Sahel.
 

p.e. Nombre de nouvelles grossesses par an : 45 %. 
Enfants de 0 A 11 mols : 4 %
 
Femmes en age de procr~er 1 
 23 %
 

Ainsi, par exemple, dans Ia zone d'attraction d'un
dispensaire Y habitent 12.200 personnes, 
dont 5.000 dane la Zone 
A et 7.200 dane la Zone B. 

TABLEAU I : POPULATIONS CIBLES DANS LA ZONE
 
D'ATTRACTION DU DISPENSAIRE Y 
(exemples)
 

ZONE A ZONE B TOTAL
 

Population totale 
 5.000 
 7.200 12.200
 

Nouvelles grossesses par an 225 325 
 550
 

Enfants de 0 A 11 mois 
 200 290 
 490
 

Femmes en age de procr~er 1.150 
 1.655 2.805
 

En fonction des objectils fix~s et des chillres annuels en
 provenance des rapports mensuels d'activit~s, on peut maintenant
calculer Ia couverture de Ia population par certainew activit~s. 
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TABLEAU 2 : COUVERTURE DE LA POPULATION DE LA ZONE
 
D'ATTRACTION DU DISPENSAIRE Y/1988
 

Nombre
 
ACTIVITE OBJECTIF FIXE 
 Enregistr6 COUVERTURE
 

Consultation curative 
Zone A : I NC*/ 3.200 3.200 = 64 %
 
habitant par an 
 5.000
 

Zone B : 0,5 NC* 3.050 3.050 = 85 %
 
/habitant par an 
 3.600
 

Consultation pr~natale Zone A 
: couver- 160 
 160 = 72 %
 
ture de 80 % 
 225
 

Zone B : couver- 150 150 = 46 %
 
ture de 70 % 
 325
 
des grossesses
 

attendues
 

Vaccinations DTCoq 
 Zone A : couver- 160 160 = 
80 %
 
3 doses enfan.s 0-11 M ture de 90 % 
 200
 

Zone B : couver
ture de 70 % 120 120 = ;I% 

290 

NC : Nouveau Can
 

L'inlirmier du dispensaire Y voit tout de suite qu'il y a 
des mesures A prendre pour augmenter Ia couverture en Zone B des
 
consultations pr6natales et de la vaccination DTCoq des enfants
 
de 0-11 mois.
 

Conclusion
 

Le Systbme d'Enregistrement de Routine A condition qu'iI

dispose d'un d~nominateur liable de population peut fournir
 
directement les donnbes nbcessaires pour suivre Ia couverture de
 
Ia populat'on par lea services de sant6.
 

En interpr~taht lc 
 r'&ultats, 11 faut naturellement tenir
 
compte de la pertinence des objectifs et 
des hypotheses utilis~s
 
et de la fiabilit& mt'me des donn~es du systdrne 
et des donnd'es
 
d~mographiques.
 

Ii pr6Eente airjsE un outil puissant dana la gestion des 
services de s5jit& et 6vite l'utilisation d'enqu&tes de couverture 
qua coatent chores en temps, en personnel et en logistique.
 



PRESENTATION D'ANNE-MARIE FOLTZ, EPIDEMIOLOGISTE/STATISTICIENNE
 

L'Universit6 de Harvard, Cambridge, NA
 

au S~minaire National de Suivi et 
d'Evaluation
 
du Syst~me d'Information Sanitaire
 

du 2 au 3 d~cembre 1968
 

En octobre 1985, quand je suis arrive au Tchad comme
 
conseillk-re technique, j'avais une tache A 
 accomplir, une tache
 
approuv~e par le Minist~re de la Sant6 Publique et sign& dans la
 
convention entre celui-ci, 
I°USAID et l'Universit6 de Harvard.
 
Cette tache 6tait d'aider le hinist~re A publier un annuaire de
 
statistiques sanitaires dans un 
d~lai de six mois.
 

II 
n'y avait qu'un seul probl~me. En octobre 1985, il n'y

avait pas de EtatistIques sanitaires.
 

Aujourd'hui, apr's trois ans, grace & 
vous, lee re8ponsables

du Minist~re, les m6decins-chefs, lea infirmiers, lee rembres du
 
BSPE, la tache est accomplie. Le Minisatre a 
publi6 le premier

annuaire statistique depuis 1977. 
 Je vous en f£licite.
 

Le prtl-vement des informations sur lee probl~mes de santt
 
permet la gestion et la planification des services de sant&. 
 II
 
permet I'identification de personnes A risque et 
l'identilication
 
de besoins en 
personnel, iquipement, et m~dicaments.
 

Le Chapitre 2 de l'Annuaire nous donne un aper~u cur
 
l'incidence des probl.mes de nant& dans le 
pays. Les donn6es
 
proviennent surtout des rapports mensuels d'activit's de juillet

1987 A juin 1988. Ces informations sont compl6t6es par des
 
donn~es qui proviennent des enqutes du CNNTA et d'un rapport

sp6cial sur I'6pid~mie de m6ningite en f6vrier-avril 1988.
 

Vous verrez que dans lee tableaux du Chapitre 2 on parle de
 
"nombre de cas d6clar~s". Est-ce que ce nombre de cas 
d4clar~s
 
repr~sente la vrale incidence des probl'mes de sant6 
au Tchad ?
 
D'abord, il faut d~finir l'incidence. L'incidence d'un probl.me
 
de sant6 est :
 

Le hombre de nouveaux cas d'un probl~me.
 
Qui surviennent dans une population d4finie.
 
(p.e. du Tchad).
 
Pendant une priode d~finie
 
(p.e. de juillet 1987 A juin 19&8).
 

Le hombre de cas dfcle6Es est d'habitude une sous-estiffation 
assez rimpcrtarite de la vrai& ariciderice. Certaines lois c'est urie 
Sul -estiriatior. Pourquoi ? 

On peut distinguer xI× -aic.s pCuj quel IeE. le roabre de 
cas dclares ne repr6sertent pa . la vra -. -,cdence d'un probl&rre 
de sant6 :
 

http:probl.me
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I. Les malades ne se pr6sentent pas aux centres de sant6 et
 
par consequence leurs nouveaux problbmes de sant& 
ne sont pas
 
d~pists.
 

1.1. 	II y a des probl~mes d'accessibilit& : un manque 
de formations sanitaires ou un manque de
 
transport.
 

1.2. On n'ambne pas certains groupes de malades au
 
centre de sant6, par exemple, les nourrissons ou
 
lea Semmes.
 

1.3. 	On n'amne pas les malades frappes par lee
 
maladies particuli~res, par exemple, les hpatites
 
parce qu'on sait que lee infirmiers n'ont pas de
 
traitement efficace contre cette maladie.
 

1.4. 	La population n'aime pas le mndecin ou l'infirmier
 

et donc ne consulte pas.
 

2. Probl~mes dans le classification des probl~mes de santb
 

2.1. 	p.e. Pour distinguer si une toux est une "toux de
 
moins de 15 J" ou "de 15 j et plus", il faut bien
 
faire l'interrogatoire du malade. Mais ceci n'est
 
pas toujours le cas ;
 

2.2. p.e. Le CNNTA et le BSPE ont constat6 lore des 
tourn~es de supervision que beaucoup de postes 
sentinelles ne mesurent ni p~sent les enfants de 
mons de 110 cm. Donc le nombre de cas de
 
malnutrition d~clar~s en 1987-88 (N = 1776) est
 
sOrement une sous-estimation importante du vrai
 
nombre de cas.
 

3. Certaines lois, l'infirmier ne distingue pas correctement
 
lee nouveaux cas des anc~ens cas. 
 S'il 	note, comme nouveau cas
 
un malade avec la diarrhe, sans bien faire l'interrogatoire du
 
malade pour savoir si ce malade a d~jb consUlt6 pour les m'mes
 
sympt6mes il y a 
2 jours, il notera un exc's de nouveaux cas.
 

4. Le syst~me d'enregistrement de routine ne tient compte 
que d'un seul probl'me de sant6 pour chaque nouveau malade qui se 
pr'sente par jour. Par exemple, si un malade se pr6sente parce
 
qu'il s'est cae& 
 Xa jambe et si, en iaisant 1'exanen l'infirmier
 
constate que le malade a 6galement une toux de plus 15 jours,

I'infirmaer notera le cas comme trauma (la raison pour laquelle
le malade corjsulte) et l'irjiormatorn Lui- la toux de 15 jours est 
perdue. boric Ie yst~me d 'erjr L-g1.-tre- ,erit rmrine & une SouF
estimation. 

5. Les rapports regus ne repr&seitenjt que 6' % des 
formataons santaires du Tchad et parm ce. b5 % seulernerit 87 % 
de leurs rapports sontt parvernus au bS-'E. Ceci dor re &galement 
des ocus-Et ritaoi. . 
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6. 
Quand on calcule l'incidence des'probl&mes de sant& par

habitant, il faut tenir compte de la fiabilit& des estimations
 
des chiffres de population. Le taux d'incidence de nouveaux cas
 
d~clar~s est calcu16 de la fagon suivante 
:
 

Taux d'incidence de nouveaux cas a Nombre de nouveaux cas d&claras x 1000
 
d~clar~s pour 1000 habitants Nombre d'habitants
 

Si la population est aur-estim~e comme on a raison de le
 
croire dans quelques prefectures du nord du pays, la 
vraie
 
incidence saera sous-estim.e. 
 En contre partie, si la population
 
est sous-eatim~e, la vraie incidence sera 
sur-estime.
 

II faut toujours tenir compte de tous 
ces facteurs en
 
interpr~tant lea donn~es sur l'incidence des probl~mes de sant6.
 
En g~n~ral, ces donn~es sous-estiment le nombre de nouveaux 
cas
 
des probl~mes de sant6, mais quelques facteurs peuvent pousser
 
vera 
une sur-estimation (comme p.e. des sous-estimations des
 
populations).
 

Nous allons parcourir rapidement les tableaux sur les
 
probl~mes de sant6 en les 
commentant brivement. En regardant

chaque tableau, lisez bien les titres pour savoir de quoi 
il
 
s'agit 
: Est-ce le nombre de nouveaux cas ?
 

Le pourcentage ?
 
Le taux pour 1.000 habitants ?
 
Par tranche d'age ?
 

p.e. Le Tableau 11.1 pr~sente lea probl~mes de sant4 des
 
categories utilis.es par lea 
formations de base. 
 Mais
 
il inclut lea informations d~clar'eE par lea postes

sentinelles aussi bien que les formations de base. Au
 
total, il 
y avait 1,4 million de nouveaux cas de
 
probldmes de sant& en 1987-1988. Ce tableau vous
 
permet d'estimer les pr.Dbl-mes de sant6 lea plus
 
fr~quents par tranche d'age. 
Le tableau qui suit
 
montre comment visualiser ces pourcentages. Charue
 
mdecin-chef peut faire le 
merne tableau des
 
informations de sa propre prefecture pour voir quels
 
sont les probl~mLs lea plus frequents dans sa region.
 

http:utilis.es


PROBLEMES DE SANTE LES PLUS FREQUENTS
 

Tout Age
 

Fibvre 
 11,2 %
 
Toux de mons de 15 j. 10,0 %
 
Traumatisme 
 9,0 %
 
Diarrh~e 
 8,7 %
 
Douleurs musc. etc 
 7,2 %
 

Enfants 0-11 mois
 

Diarrh.e 
 21,9 %
 
Toux de moins de 15 j. 20,5 %
 
Fi~vre 
 13,6 %
 
Conjonctivite 
 7,7 %
 
Infection de la peau 
 5,8 %
 

Enfants 1-4 ans
 

Diarrh.e 
 15,9 %
 
Fi~vre 
 15,0 %
 
Toux de moins de 15 j. 14,1 %
 
Traumatisme 
 7,6 %
 
Infection de la peau 6,6 %
 

Les tableaux qui suivent pr6sentent les donn.ee sous des
 
formes difftrentes :
 

Le Tableau 11.2 pr6sente le taux de nouveaux cas 
par 1.000
 
habitants.
 

Le Graphique 11.3 pr6sente ce~tt rme information sous
 
forme de graphique pour les enfantc.
 

Le Braphique 11.5 montre les variations saisonni'res (par
 
mois) des probl.mes de sant6.
 

Le Graphique 11.6 montre lee variations g~ographiques (par
 
prefecture).
 

Le Tableau 11;5 pr~sente lee cat~goraes utiliseL par lee
 
postes sentinelles. 
 On note qua leE "ca de tuberculosec 
confirmtes copor tent 19 % de nouveaux cas de toux de 15 jour et 
plus. 

Avec ces donr,.eE, il ne manque pas d'analyces qu'on puisse
laire cur le payz antler w't cur les r~r,ionL du pays. Nous allonE 
mantenant passer dans les grcupes de. discuL0ions. Les questions

dWbatire suivent. 

http:donr,.eE
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PRESENTATION CHAPITRE III 
: LES RESSOURCES SANITAIRES
 
(Dr. Theo Lippeveld)
 

Le chapitre sur lee ressources sanitaires est r~parti en 

sections :
 

1. Les formations sanitaires du pays, leurs bAtiments,
 
leur 6quipement, leur syst~me de distribution de
 
m~dicaments, leure moyens de transport.
 

2. Le personnel de sant6
 

3. Le personnel de sant6 en formation
 

4. 
 Les activit~s de sant6 communautaire
 

5. Les ressources financi6res
 

En dehors de Ia derni~re section, toutes lee donntes.pour

constituer lee tableaux pr~sent~s proviennent de Il'Inventaire qui

m 6t6 r~alis6 par lea formations sanitaires du pays en juin 1988. 
Malgr6 Ia saison des pluies, nous avons eu un taux de retour
 
remarquable. 88,5 % des 401 questionnaires envoy~s ont 6t6
 
retourn~s, 100 X des h6pitaux et centres m6dicaux ont r~pondu,

96,5 % des infirmeries et 82,8 X des dispensaires (voir l'Annexe 
A de l'Annuaire). 

Les tableaux pr~sent~s ne contiennent qu'une partie des
 
donn~ee qui se trouvent actuellement dans une base de donnes
 
informatiese au niveau du BSPE. 
 Ile traitent lee donn~es
 
uniquement au niveau national.
 

Pour compl.ter lea explications fournies dans l'Annuaire, on
 
pr~senters dans ce qui suit quelques clarifications
 
ouppl~mentaires.
 

1. 	L'6Quipement dans les,formations sanitaires
 
(Tableau 111.7 et 8)
 

La Commission du Systeme d'Information Sanitaire, en 
traitant le probleme de Ia classification des formations 
sanitaires, a opt6 pour un syst~me de sant6 6 deux 6chelons
 
lee formations sanitaires de ler &chelon 
et lee formations
 
sanitaires de ref~rence 
(voir document en ann.xe).
 

Elle a propoc& de classer les diffIrents types de formations
 
sanitaires de la fagon suivante
 

- FormatiortE Sanitalres de 	r~lUrence :HOPITAUX
 

CENTRES MEDICAUX
 

- Formations Sanitalire 
 ler 6chelon INFIRMERIES
 

DISPENSAIRES 
POSTES DE SANTE
 



Dana le choix de l'quipement, dont on a examin6 l'existence
 
dans lee formations sanitaires, on a tenu compte des crit~res
 
fonctionnels pour chaque niveau de soins.
 

Ainsi, un dispensaire sans p~se-b~b6 ne pourrait pas remplir
 
correctement son r~le de formation sanitaire de ler 6chelon ; ou
 
un h6pital sane bolte abdominale ne pourrait pas remplir
 
correctement son r6le de formation sanitaire de rLf~rence.
 

Les donn~es d'6quipement (et aussi, de personnel) pourront
 
ainsl aider le Minist~re de la Sant6 A examiner la classification
 
des formations sanitaires et A prendre des mesures en
 
.conequence.
 

2. 	Le personnel de sant6 (Tableaux Ill.10 et 15) 

Ici aussi Ia Commission du Syst~me d'Information Sanitaire a
 
6tabli des crit~res de classification qui tiennent compte pour
 
chaque personne du :
 

I. 	Diplome de base (BAC, BEPC, CEPE, CM2, etc) 

2. 	Dipl~me professionnel ou certificat (p.e. Infirmier
 
Brevet6)
 

3. 	Service oQ elle travaille A temps plein
 

4. 	Fonction dans le service
 

Bas cur ces quatre crit~res, une codification a 6t6 6tablie
 
pour chaque type de personnel :
 

p.e. 1050 : 	Un mdecin avec sp6cialisation en chirurgle
 

p.e. 	1106 : Un infirmier brevet6 avec CEPE qui travaille
 
dana un dispensaire
 

p.e. 1302 : 	Un technicien d'Assalnissement dipl~m& d'Etat
 

p.e. 	1268 : Agent Sanitalre niveau CM2 qui travaille A plein
 
temps en radiologie
 

11 existe une liste nominative par prefecture et par
 
formation sanitaire de tout le personnel de sant6 du pays (voir
 
exemple en annexe).
 



PRESENTATION CHAPITRE IV : SERVICES DE SANTE
 
(Dr. Isaline Greindl)
 

La presentation se proposait de rpondre aux 2 questions
 
suivantes :
 

1. 	Quelle information est contenue dans le Chapitre Services
 
de Sante ?
 

2. 	Que peut-on faire de cette information ?
 

1. 	Quelle information est contenue dans le Chapitre Services de
 
Sant6 ?
 

- Information Directe : celle que l'on retire directement de
 
l'examen des Tableaux ou des Graphiques :
 

" utilisation des services de santd.
 
* fonctionnement des certaines activit&s
 
" charge de travail globale
 

11 s'agit surtout d'informations quantitatives, de
 
renseignements sur ce qui se fait3 sur le travail.
 

- Information Indirecte : celle qui est obtenue lorsqu'on
 
combine plusieurs informations :
 

" couverture sanitaire
 
" charge de travail/personnel
 
. efficacit6 impact
 

Que sait-on sur l'utilisation des services de sant6 A travers
 

le 	Chapitre "Services de Sant&" ?
 

Qui vient dans les formations sanitaires ?
 

" Enfants de 0-1l mois
 
" Enfants de I A 4 ans
 
" Personnies de 5 ans et plus
 

D'oQ viennent les consultants Zone A, B, C ?
 

Quels services sont utilis~s ?
 

* Soins curatifs
 
* Soins pr~ventifs
 
* Hospitalisation
 
* Laboratoire 

Combien de foas leL geris vienr-rent pour le .,trne prob&me ? 

Coricultations Total&-/ Noueaux Cas 
Consgultatic'ris t1'otalc./c uveaux Irncrits 



Que sait-on du fonctionnement de certaines activits ?
 

Le taux d'ach~vement des vaccinations. Un bon taux
 
d'ach~vement siqnifie un bon fonctionnement du service.
 

La r~gularit6 des tuberculeux : le nombre de tuberculeux
 
r~guliers donn6 une idle du fonctionnement du programme de prise
 
en charge des tuberculeux.
 

Que sait-on de la charge de travail ?
 

Information Directe 
: 	 -nombre de Consultations Totales
 
-nombre de Nouveaux Cas
 
-nombre de Nouveaux Inscrits
 

Information Indirecte : - nombre d'Activit~s par personne 

et par jour
 

- nombre de consultation curative 

personne qui consulte/jour
 

Due sait-on de Ia couverture sanitaire ?
 

- nombre de vaccins fait par rapport A la population de la
 
m~me tranche d'age
 

-nombre 
de nouvelles inscrites par rapport aux naissances
 
attendues.
 

2. Que peut-on faire de cette information ?
 

- Evaluer le travail du service
 

" en quantit6
 
" en qualit6
 
" en efficacitL.
 

- Am~liorer la rpartition des taches
 

- Organiser le temps en fonction de V'importance des 
activit~s 

- Pr~voir les reseources n~ce~saires 

- Prdvoiar lee rjouvellee Ectavit e, etc... 

P)ericr s un e-:eTpI& : 

DrE une niaterrite, il act irpcritatit de corinreatre la cha&.rgE
de trevbal pCur EEBvo.r Za : 

- le 	 pei-soriel e-Lt LuIa2arEt ; 
- le temps e-at bac-i1 gr-y ;
 
- Crl peCut GCrgir.aL r i-E: &ctavat-c
 
- or peut e-terdre Jec activat&-:.
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A la maternit6 de N'Djamena, par exemple, consid~rons
 
l'activit6 Accouchement :
 

de novembre 87 6 juin 1988 il y a eu 3.714 accouchements (8
 
mois) :
 

c'est-&-dire en moyenne 464/mois
 
c'est-6-dire en moyenne 15/jour
 

Y a-t-il suflisamment de personnel pour cette activit& ?
 

Le personnel de la maternit6 se compose comme suit pendant
 
la m~me p&riode :
 

- sages-femmes 12
 
- infirmi~re brevet~e accoucheuse I
 
- infirmi6res qualifi~es 18
 

Total personnel qualifiM 31
 
personnel non qualifid 21
 
m~decins 6
 

Personnel total 58
 

II y a donc 58 personnes par jour pour assurer 15
 
accouchements. Si l'on suppose des .quipes qui se relaient
 
toutes les 8 heures, on aura 5 accouchements en moyenne par
 
6quipe et par jour.
 

Chaque quipe sera compose de
 

- 4 sages-femmes ;
 
- 5 ou 6 infirmikres
 
et 2 m~decins.
 

A partir du mtme calcul, on peut analyser le6 autres
 
activit's :
 

- hospitalisation
 
- activit& chirurgicale
 
- consultations.
 

Ensuite, il faudra tenir compte des heures d'ailluence et 
prvoir des quipes plus importantes 6 certainew heures, plus 
l6gres 6 d'autres heurez. 

Le calcul de la charge de trav~al per.,et dorc de r~organrier 
le travail dun= le service pour &tr capable de. rrieux r&pondre 
aux beoans 



PROBLEMTES LIES AU SYSTEM1E D'INFORM1ATION 

1. 	 o 9&-tt Sai~i& deS 17A~PPOCtS 

- rappor-ts quelqueloiF; imrpossibles A -jaisir A cause de leUc

mau-vaise qualit& 

- qualit6 du recueii des donn~e!s- contetitable. 

D'o6i n~cessit6 de: 

- supervision permanente des agents;
 

- r~.vision du systt~me d'information.
 

2. RL'troirformation
 

- ddslai;
 

- multitude des destinaLeurs;
 

- demande anarchique;
 

- manque d communication avec quelques m~decina-chefM9
 

superv i:3ur:5. 

3. Pcob1.!mes d'ordre orpanisatione-l
 

A. Difficultt~s de rtalisaLion d'un vt i itable progLarimp 

Re~per-cussionj sur la qualits des inioi-mations (donn4~ez
 

incoinplt~tes ou peu fiable!).
 

D'o6C 	 rmcest utd' ie: 

- am~licrer le programmea
 
- t-evoir la pertinetrnce des indicateurs.
 

B. 	Difficult~s de coordination entre certainu prolramines eL_
 
ke BSFE
 

Exemples
 

- di-cc rdanzt pour la rnotif LcUation des vacciratiolzi 

PL.UCr I.? co.LrnptE9 (-4=,2jt oOi se dt~roulent. leS 
.1 rC%: 

* L~:1 	 .. l . n i L.: 'I .tI ~ridrU-10 P0 1r :U1 ' .1 L. 

e t L I ehn i LL J de pr,.qr a l-,: ; 

4. ilrobi nt - LitA,- hI CqdjLit>t dtes, tridxizteuri; 



REPUBLIQUE DU TCHAD 
 UNITE-TRAVAlL-PROGRES
 
MINISTERE DE LA SANTE PUBLIQUE
 

SECRETARIAT D'ETAT
 
DIRECTION GENERALE
 

BUREAU DE STATISTIQUES
 
PLANIFICATION ET ETUDES
 

CSISt Sous Commission de °IVnventaire Annue.
 

Recensement et classification des formations sanitaires au Tchad
 

(Document adopt6 lore de la r~union du 2 f6vrier 198 )
 

1. RECENSEMENT DES FORMATIONS SANITAIRES
 

Pour le premier recensement un questionnaire sara envoy& 
aux
 
formations sanitaires sous leur d6nominatlon en vdgueur (p.e.
 
h6pital, centre medical, dispensaire, etc) en se basant sur In
 
liste disponible au BSPE 
(base de donn~ea FOdRMSANI).
 

Lea donn~es recens~es ainsi 
our le personnel et l'quipement
 
permettront au Minist~re de Ia Sant& Publique de reviser Is
 
clas:ifcation des formations sanitaires selon lea crit~res
 
prcpo~as ci-dessous.
 

2. CRITERES DE CLASSIFICATION DES FORMATIONS SANITA]RES
 

En me basant our lea objectlis arretes lore de In r~union du
 
6 novembre 1987, lea crit~res ci-dessous sont proposes. Ces
 
crit~res seront appliqu6s 6 toute planificatlon de ressourceo
 
sanitaires A l'avenir. Vu lea ressources Iimitees au Tchad, lea
 
centres de sant6 qui A present rempliesent la plupart des
 
crit~res de centre de r~f~rence et qui en effet Jonctlonnent
 
comme tel continueront leur travail 
comme centre de r~Ierence en
 
attendant l'affectation du personnel n6cessaire (p.e. mdecin) ou
 
de l'6quipement n~ceasaire.
 

2.1. Formations sanitaires de r~firence
 

Types de formations sanitaires de r~lerence:
 

HOPITAL: minimum 
200 lits/placee
 
CENTRE MEDICAL: moins de 200 lite/placee
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Crtfrea d'rienttion pour. 101marntation 

1. 	 Chef-lieu de Prefecture.
 

2. 	 Certains chefs-lieux de sous-pr~lecture A condition
 
qu'ile soient situs A plus de I00 km d'un autre centre
 
de r~f&rence et couvre une population de minimum 50.000
 
personnes.
 

3. 	 Certaine chefe-lieux de eous-pr.fecture ou localit.e
 
qui sont A moins de i00 km d'un autre centre de
 
ri6frence mins qui couvrent une population de minimum
 
100.000 habitants dane un rayon qui est A mi-ddstance
 
du centre le plus proche.
 

4. 	 Affectation en permanence d'ou mone un m~decin.
 

NOTEs 	 Dane l'application des crit~res 2 et 3, certaine
 
facteurs pourraient modifier lee normes proposes
 
(p.e. obstacles g~ographiquee, centre d'attractlon
 
6conomique, etc).
 

CritUres fonctionnels
 

1. 	 Assurer la supervision technique et loglstdque des
 
formations sanitaires de premier niveau done lee
 
alentours.
 

2. 	 Possibilit6 d'hospitslisatlon comprenant au minimum
 

- service de garde (24H Eur 24H)
 
- transfusion sanguine
 
- traitement par voie intravedneuse.
 

3. Posaibilit& d'interventions chirurgicales au minlimum 


- laparotomie
 

- amputation
 

4. Posslbilit' d'interventions obst~tricales au minimum
 

- cdoarienne
 
- ventouse/forceps ou symphisiotomie
 

5. 	 Possibilit6 d'exnmen de laboratoire Bu ininanum: 

- Ebag: cytoJoqIe/recaercbe pIracTniod1 
- selles: reche).che. armbee/cieuic helr&rirthfir 
- urineE: cytolcgqife/recherche oeuie echactojEomee 

- LCR: cyto1ogae'/bact6'raoloqae 
- crachats: recherche fEi 

i 
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2.2. Formations sanitaires de premier niveau
 

Types de formations sanitaires de premier niveau:
 

INFIRMERIEs - infirmier qualifi6 avec minimum 2 ans
 
de formation professionnelle
 

- possibilit6 d'hospitalisation
 

DISPENSAIREt - inflirmier qualifi6 avec minimum 2 
ans
 
de formation profcssionnelle
 

POSTE DE SANTE: - personne formde mains de deux ens et 
salari~e par 1'Etat ou par un 
organisme extdrieur A Is communaut6 

NOTE: II faudrait reviser Is classification des dispensaires
 
atuellement dirigda par un manoeuvre journalier form&
 
sur le tee (voir sous 3).
 

Crit~res d'orientation pour l'imlpantation
 

1. 	 Distance de minimum 10 km d'une autre formation
 
sanitaire de premier niveau avec deux exceptions:
 

a. 	 Dens lea sous-pr~fectures A population de densit&
 
de mains de 9 hab/km2 distant de minimum 25 km.
 

b. 	 En milieu urbaln (communaut& de plus de 20.000
 
personnes) pas de crit~res de distance.
 

2. 	 Affectation en permanence d'un infirmier qualifi6 avec
 
minimum 2 ens de formation professionnelle.
 

NOTE: 	 Dana l'application du crit~re 1, certains facteurs
 
pourreient modifier les 
normes proposds (p.e. obstacles
 
g~ographiques, centre d'attraction 6conomique, etc)
 

Crit~res fonctionnels
 

1. 	 Assurer le traitement des problbmes de sant& courant et
 
refbrer les malades qui n~cessltent des scans 
spbclalis~s. 

2. 	 Assurer le suivi des malades chroniquea (tuberculoee et 
16pre). 

3. 	 Orqaniser des soinE prventifs pour les enilnte en bqe 
pr~scoleare et pour les ieinmes enceints. 

4. 	 Stamuler le participation de la population 6 prendre en 
char'ge see probl.,es de Earste. 
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2.3. Structures spcial~ 
 s.e4
 

-
SECTEURS ET SOUS-SECTEURS de Is 
Direction de Is 
hdecdne
 
Preventive ct Sent6 Rurale.
 

- POLYCLINIQUE, N'Djamena
 

-
CENTRE ASSIAM VAMTOU NATIONAL (SMI/BF), N'Djamena
 

- MATERNITES 

-
CENTRES POUR HANDICAPES
 

2.4. Structures litigieueea
 

- "Lee Secteurs du G~nie Sanitaire", actuellement classs
comme structures a~per6ee, 
pourralent &tre, rattaches sux
formations eanitelree de premier nivesu ou 
de reference.
Ceci facilitersit l'Intgration de leur personnel dens
l'6qulpe de sent6 et I'intgration des ecivit6a
d'&sealnieement dans l'ersemble des activitt 
 de oins desant6 primalres.
 

-
Lee Centres Sociaux: 
 inclure oui
l'Inventaire. ou non dane
La sous-commiEsion 
ne pouva1t pea 
resoudre
cette question puloque le repr~sentent du h1nrIntre des
Affaires Sociales et de Ia 
Promotion Fmjnane n'syant pas
de voix d6lib.ratif, 
ne pouvait peas 
se prononcer.
 
3. CLASSIFICATION DES FORMATIONS SANITAIRES
 

Quand toutes lea donnkes eur le pernonne 
 et l'.quipement
seront dleponlbles, Is claeslilcation de cheque lormation
antitalre 
sera examinee.
 

La conduite A tenir 
 devant
dnomination une formation eantalre dontne correspond Ispas aux crit.res 6tablic sere dicte
en 
fonction du besoin de services de premier niveau et de
r~f.rence et de la 
disponibilitt- dee reeeources. 
Deux options se
pr~sentent:
 

- Modifier le type de personnel et/ou d'6qulpement
 

p.e. mettre en 
place l 6quiperment r-C&h'e
chlrurqie ),our iSd'urqence dane uri ceritrc mediaca qu3 rie i'apas encore.
 

p.e. nomnc-r Uri ai r rr.imI er quE:1 aj:13f-
dira qe 

deric, tin cii cprc-cijpar urn bene-voje.
 

- Changer la 
 dte-rionTa rnt on d'unr- c i rnb ciit l i taa L.Ofn 

p.e. appel er crtr feda CEs) uric, ni a3rrir:ir(* qua corret;pondaux crate-re d 'urie Etructurc- ne xrE-ic -'nce. 


