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INTRODUCTION

This Third Semiannual Progress Report on the Maternal and Child
Health/Child Spacing Project being conducted in Dahomey, The Gambia, and
The Kingdom of Lesotho will be limited to an account of the Field Conference
held in Cotonou, Dahomey, in November and December, 1972. The proceedings
of this Conference provide a rather comprehensive view of the activities,
events and settings of the project. In reading this report, it should be
remembered that the University of California/Santa Cruz technicians had been
in Africa for nine months at the time of the Conference and that this was
the first occasion where all of the technicians and counterparts had
assembled to discuss project objectives and developments.

During the period covered in this report a number of Africans
had the opportunity to visit the campus here in Santa Cruz.

Mrs. Ts'idi Nts'ekhe was in Santa Cruz from November 4 through
November 11 before attending the International Confederation of Midwives
Conference in Washington, D.C. Mrs. Nts'ekhe, who is a public health nurse
in Lesotho and one of the designated counterparts of our technician,
Ms. Patricia Goodale, devoted most of her stay in Santa Cruz to working in
a local hospital and in two rural family planning centers. Mr. Joe Bufelo,
Director of the Department of Community Development in Lesotho, also visited
Santa Cruz from November 10 through November 13, 1972.

On November 14, 1972, a delegation from The Gambia came to Santa
Cruz on its way to the General Assembly meeting of the United Nations. Among
the Gambian visitors were the Honorable Mr. Andrew Camara, Vice President of
The Gambia; Mr. Eric Christensen, Secretary General of The Gambia; and

Mr. Omadi Diarra, Deputy Permanent Secretary of the Ministry of External

Affairs.
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The Chaacelior of the University, Dean E. McHenry, gave a
reception for The Gambian visitors. Following the reception a meeting was
held in the office of Carl Tjerandsen, Dean of University of California
Extension/Santa Cruz. This meeting was extremely fruitful in providing an
opportunity to review project status in The Gambia and to discuss plans for
future program implementation.

Before proceeding to the report on the Cotonou Conference, we
would Tike to note that the Fourth Semiannual Report will be devoted to
an examination of goals and objectives addressed during the first full year
of project operations. This report should be completed prior to the end of

September, 1973.
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INTRODUCTION

Background

When the UCSC MCH Project was originally conceived, a conference to
be held in Abidjan, Ivory Coast, was planned to enable all UCSC field staff
and U.S. project director's office staff to meet and discuss project develop-
ment and implementation. The original conference date was scheduied for
June, 1972. Because of several month's delay in getting field staff into
their respective countries, the conference was postponed and the date and
planning of the conference placed in the hands of the Chief of Party,

Dr. George Walter.

In correspondence from Dr. Walter in late September, 1972, it
was decided to hold the conference in late November and early December. There
were two major changes made in the original planning: First, because of
financial considerations, it was decided to hold the conference in Dahomey
instead of the Ivory Coast. This decision was also based on the added
advantage of having access to project facilities and programs in Dahomey for
demonstration purposes. The second change was to add field staff counterparts
to the list of conference participants. (See Appendix A for complete list
of conference participants.)

The purpose of the conference was expressed by Dr. Walter as being
"an opportunity to share experiences and compare programs, develop better
understanding, foster the team approach, affirm the status of the counter-
parts, provide in-service education for all, and tap the resources that are
contained within the group".

Another purpose was "to clarify and define some of the administra-
tive and communication relationships between the field technicians and

University Extension in Santa Cruz".
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In developing the conference agenda, Dr. Waiter solicited
suggestions Trom all planned participants. After receiving these suggestions
it was finally determined to hold the conference in Cotonou, Dahomey, from
November 29 through December 5, 1972. It was agreed that the Santa Cruz
office would assume responsibility for coordinating all travel arrangements
and travel advances, and the Central Administrative Office would make all
hotel arrangements.

At this stage the Santa Cruz office worked directly with AID/Washing-
ton to secure permission for international travel for all staff in Lesotho,
The Gambia, and the United States and approval from in-country AID and Embassy
officials to hold the conference. Fieid technicians in The Gambia and Lesotho
simultaneously contacted their Ministry of Health supervisors to gain
permission for their counterparts to travel to Dahomey for the conference.

The decisinn to include field staff counterparis in the Conference
was made because the success of the project depends on the extent to which
we can establish effective working relationships with them. In addition to
this reason, it was felt that a review of the project's activities to date
would not be valid without the participation of the counterparts.

The decision to include counterparts posed the problem of making
the Conference bilingual. The Dahomean counterparts do not speak English
and the rest of the project staff, with the exception »f those in Dahomey,
do not speak French. To solve this problem, seven bilingual interpreters,
most of them English teachers, were hired in Dahomey and were given a brief
exposure to the vocabulary and ideas of material and child health. In shifts
of two, they sat next to the Dahomean counterparts and translated the
Conference discussions into French as they were taking place, The project

staff in Dahomey translated the contributions of the Dahomean counterparts

into English.
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Having to take the time to translate everything that was said
necessarily slowed the Conference proceedings. However, the full participa-
tion of the Dahomean counterparts in the Conference more than made up for
this fact.

The presence of interpreters resulted in two other important
benefits. The first was that it forced us to speak more precisely and clearly.
The second had to do with what the interpreters themselves learned from the
Conference. To virtually all of them, it was an educational experience. This
fact came out during the Conference evaluation in which the interpreters

participated.
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THE_ CONFERENCE

A1l Conference participants arrived on schedule in Cotonou,
Dahomey, on November 28, 1972. James Franks, Dale Flowers, Ts'idi Nts'ekhe,
0live N'Jie, Dick Keyes, Ione Armstrong, and Alberta Brasfield arrived
early in the afternoon via Dakar, Senegal, and were greeted by the Walters,
the Parks, Judy Migdal and Susan Malder. In the early evening Pat Goodale,
Margaret Mokhothu, Ivy Monoang, Mokuba (Eliazar Petlane), Sunny Fong, and
Robert Minnis came in on a dependable old DC-3 from Lagos, Nigeria.

After clearing customs and being taken to the hotel for rest and
recuperation, everyone reassembled at the home of Tom and Kitty Park for a
get-acquainted dinner. The Dahomean counterparts, Mesdames Ouendo and Facia,
joined the group at this dinner which enabled all participants to meet cach
other in an informal setting.

NOVEMBER 29, 1972 (DAY 1)

On Wednesday morning, lovember 29, 1972, Conference part{cipants
met on the patio of the Hotel de la Plage for breakfast and, after waiting
for one hour for cafe au Tait et croissants, left for the 8:30 a.m. opening
of the Field Conference. Ve had all learned somethinu of the Francophone
admiration for long, leisurely dining.

Introductory Addresses

The Conference was opened by Dr. George Yalter, who introduced
all the participants and set the stage for the Conference by distributing
an agenda and briefly discussing the purpose of the meeting.

Anbassador Anderson

Ambassador Anderson, U.S. Ambassador to Dahomey, in a welcoming
address gave an account of some of the projects in which the United States

was engaged in Africa and, more specifically, in Dahomey. He stated that
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he was ver. supportive of and hopeful that this Maternal and Child Health
Project would be of great help to the people of Dahomey. He described it
as a self-help project reaching into a critical area of need in Dahomey.

Dr. Gustave Perrin

Dr. Gustave Perrin, Director of Preventive Health in Dahomey,
then made the following introductory comments:

"Evcellencies, Ladies and Gentlemen, Conference Members,
it is for me a pleasure to find myself among you this morning
representing the Ministry of Health in welcoming the conference
members coming from the United States, The Gambia, and from
Lesotho. ‘

This is without doubt an international gathering, a gathering
which will be devoted to a week-long discussion of maternal and
child health within the framework of family planning.

Your presence here in Dahomey is due to the assistance given
by the University of California at Santa Cruz to three developing
countries in Black Africa: The Gambia, Lesotho, and Dahomey,
countries which take great pleasure in welcoming you and which
will do all they can to make your stay as pleasant as possible.

Two Anglophone countries, one francophone, although
African all three, it's necessary to honestly admit that foreign
colonization has faded in its original conception. [ hope, dear
friends, that what's left of these attitudes will not be an
obstacle to the carrying out of your work, so that together in
your eyes, these three privileged countries profit from the ,
University of California's efforts and support the extension of
this program to other African countries.

Maternal and child health must be and can be the best method
of making Africa accept family planning.

Indeed, if in the African family we could help the mother to
be healthy, if we could help her keep her 4, 5, or 6 children in
good health, she would realize for herself the burden that places
on her, and thus, spontaneously, she would proceed to seek advice
on planning her family. This is a Tong-term matter, and I am
convinced along with you that it must involve every class of popu-
lation.

The 85 to 95% of the rural populations are the most deprived.
Thus, I'm thinking that, in your discussion, you ought to
especially consider the ways and means of coming to their aid
through MCH services. This is to say that the way is long, but
it is not a reason for the UC/MCH project to become discouraged.

Dear conference members, I wish you a pleasant stay in
Dahomey. I want you to work seriously because you ere here to
help a great continent in its social and economic d=velopment."

s



Dr. E. S. W. Bidiell

Or. Bidwell, WHO representative for Dahomey, gave an extersive
address on the organizational structure of WHO and the role WHO plays in
Africa. Dr. Bidwell, speaking in French and English, pointed out that
Congo, Brazzaville, is the South of Sahara regicual office of WHO and is
responsible for the implementation of policies <stablished in Geneva.

Or. Bidwell then stressed that nations in Africa should . tart MCH
projects bec«ise the "most precious task in Africa is the care of children
and mothers who r.nresent 655 nf the population". He next listed some facts
concerning mortality and morbidity among African children:

1. Thirty to 40% of the babies born in Africa never reach five
years of age.

2. The mortality rate of babies 0-1 year ranges from 150-300 per
1,000; the mortality rate of babies 1-5 years is 40-50 time. higher than
in developed countries.

3. Thirty to 50% of the children born in Africa die before
adolescence.

The major child afflictions in Africa in order of importance:

1. Acute respiratory infections

2. Gastrointestinal infections

3. Protein-calorie malnutrition

4. Childhood infectious diseases, such as measles, whooping
cough and their complications.

5. Malaria
6. Tetanus
7. Anemia
8. Tuberculosis

9. Cerebrospinal meningitis
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Dr. Bidwell stressed that all of the diseases listed above can
be prevented and the MCH center is the unit for preventive medicine. In
the United States or United Kingdom, for example, it is not the duty of the
MCH center to care for sick children; but in Africa, reality dictates that
the center must care for sick children because African mothers bring their
children in when they are 111 and they cannot be turned away. Dr. Bidwell
suggested that a goal ¢f 50% time be spent on curative functions and the
MCH center should strive to spend the other 50% time on preventive work.
The important duties of an MCH center were listed as follows:
1. First aid treatment of most common diseases.

2. Organization of evacua*ion system for the seriously
ill.

3. Preratal care of pregnant mothers.
4. Supervision of deliveries.
5. Post partum care.

6. Health education including:

a. Nutrition
b. Personal hygiene
c. Immunization against communicable diseases

7. Supervision of all preschool age children (0-5 years
of age).

8. Immunization of all children.

9. Consistent with health policies of the country,
a. Distribution of medications
b. Distribution of supplementary facts
c. Education for voluntary procreation

10. Simple system of recording.

11. Selective home visits.

Dr. Bidwell also discussed the role of traditional midwives in

In the opinion of WHO they must be brought into the care because 25% of

Should these people be recognized as having a role in MCH?
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African babies are born in the bush. We have the task of bringing them
into the official MCH program which often involves convincing the government
that these traditional midwives can play an important role.

In his closing remarks, Dr. Bidwell reminded Conference partici-
pants that family planning had been practiced in African society for many
years. The system of polygamy, breast feeding, separation and other tabcos
had assured that women wou'd not conceive more frequently than about every
three years. He also reminded the group that family planning can never be
justified for demographic reasons south of the Sahara where the total
population is only 265 million. (Please see Appendix B for the complete
text of Dr. Bidwell's presentation.)

Dr. B. Rayo-Perez

Dr. Rayo-Perez, WHO/MCH Advisor in Dahomey, who was introduced at
the beginning of the session, made several interesting contributions during

Dr. Bidwell's presentation.

Discussion of Structural and Functional Level of MCH Project

Margaret Mokhothu - MCH Project, Lesotho

The remainder of the first day's session was spent discussing
the structural and functional level of our project. Mrs. Margaret Mokhothu
opened this discussion with an extensive report on the project in Lecotho.
Major statements that came out of her presentation were as follows:

1. The purposes of the project were not well understood at any
Tevel in Lesotho until project implemeritation began.

2. The project is operating at the planning level within the
Ministry of Health.

3. The flow of communication within the Ministry of Health as
related to our project is excellent and flow is both upward and downward

among various levels of medical personnel.
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Mrs. Mokhothu prepared a paper on Community Organization in
Lesotho which is attached as Appendix C.

Susan Nalder - MCH Project, Dahomey

Susan Nalder then made a similar presentation concerning the
organizational structure and level of operation of the project in Dahomey.
The major pcints made in the presentation were:

1. that the Chief of Party, Dr. Walter, and the Deputy Chief
of Party, Tom Park, are an integral part of the Dahomey project because the -
Central Administrativc "ffice is located in Cotonou;

2. that the project has not been operating close to the planning
level within the Ministry of Health;

3. that a power vacuum exists in the area of preventive medicine
at the mid-management level in Dahomey; and

4, that the project is well understood at the operational level
and project implementation has recently improved greatly.

Alberta Brasfield - MCH Project, The Gambia

Alberta Brasfield completed this portion of the Conference by
presenting a paper on the project setting in The Gambia. (See Appendix D.)
There was one significant fact that was brought out by Miss Brasfield--that
communications in The Gambia project needed to be examined and improved.

Business Meeting of UCSC Staff; Cultural Event for Counterparts

Two different activities took place on the afternoon of the first
day: The staff members of the University participated in a business meeting,
while counterparts took advantage of the time to visit the Ethnographic
Museum at Porto Novo.

At the afternoon meeting, it was agreed that time be set aside

during the Conference to deal with specific business problems as they were
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jdentified in the regular scheduled sessions. It was also agreed that
counterparts would participate in all future business sessions so that they
could observe the problem-solving methods used by Santa Cruz staff, assist
in the identification of administrative problems, and contribute to their
solutions.

NOVEMBER 30, 1972 (DAY 2)

Examine Problems of Resistance to Prodject

Problem Identification

The morning of the second day was spent examining factors which
are causing or have caused resistance to our project and some possible
solutions to overcome these problems. The following 1ist contains those
which were discussed as being the most significant.

1. Lack of communication between agencies and

between levels of government structure.

2. Leaders not available to project personnel.

3. Leaders do not follow through to own staff.

4. Project not understood.

5. Fear of increased work load.

6. Without consent of leader, no one can do

anything.
7. Concept of "Public Health" not well understood.
8. Roles poorly defined:

a. VWomen vs. men

b. Doctors vs. nurses

c. Professional snobbism

d. Spoils system

e. Nepotism

9. Delays
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10.
11.
12.

13.
14,

15.

16.
17.
18.
19.

20.

21.

22.
23.
24.
25.
26.
27.
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Staff too busy to take on project.

Lack of money at multiple levels.

Difference in motivation and commiitment between
Teader level and worker level.

Instability of government.

Difficulties of counterparts selection and
technician selection.

Value system conflict:

a. Expectations

b. Attitudes

c. Time sense

Fear of CHANGE.

The term "Family Planning" not well understood.
Poor utilization of existing resources.
Unrealistic time schedule:

a. Time schedule artificial.

b. Time schedule is out of context.
Problem-solving method inappropriate. It may
in itself cause resistance.

Role of and use of statistics not understood
(includes medical records).

Competition between donor agencies.
Possessiveness.

Stereotyping

Paradox: It's YOUR project; follow OUR rules.
Conflict between motivating and training others.

Inadequate local involvement in planning.
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28. Coordination between tie two technicians--counter-
part team in each country (Lesotho particularly).
29. Counterpart designation and expectations of them
are not compatible with Tocal status system.
Alternatives
A number of ideas were advanced to address this resistance.
These were finally lumped into six general solutions to reduce resistance:
1. Take advantage of counterparts--both the role and
the person.
2. Emphasize availability, visibility, familiarity of
project personnel: good public relations.
3. Frequent meetings with leaders.
4. Constant reinterpretation of project.
5. Reconsideration of project purpose.
6. Cooperative planning.

NDefine the Role of Women in an African Professional Health Structure

A Tlively discussion took place around the subject of the role
of women in an African professional and health structure. Constance
Facia started this afternoon session by discussing the situation of women in
Dahomean society and painting a "not too bleak" picture. The fact that
there are probably equal numbers of boys and girls attending schools in the
urban areas was advanced as a sign of the decay of traditional roles which
saw only male children attending school. Madame Facia saw a positive future
in the health profession for Dahomean women because women have a greater
facility or ability to make contact with the rural population then do men.
Susan Nalder entered the discussion with the observation that there is a

fear that the modernization and liberation of women will make them sexually

-
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permissive and will Tead to the destruction of the traditicnal African
society.

The session then turned to Lesotho when Pat Goodale explained that
men generally played a more important role than women, largely because women
were disorganized and were often their own worst enemies in making their
rights and wishes known. Ts'idi Nts'ekhe did not agree completely with
Ms. Goodale and was quick to point ou* that women in Lesotho won the right
of equal pay for equal work in Aprii, 1972. Further, she named a number of
Basuto women who were currently holding important governmental positions,
although no women hold positions at the minis*erial level.

Dale Flowers was then asked for his views on the role of women
in the professional world. Mr. Flowers summarized his views by suggesting
that behavior patterns are formed within the personality, and though the
mind may be changed by 2ducation, the semi-automatic behavior may persist.
This works both ways. It is important that males understand the féminine
elements of their personality and vice versa. Oppression is a symbiotic
relationship. An oppressor cannot exist without the presence and permission
of the oppressed; or stated more simply, women are downtrodden and dominated
because they permit it. If the plight of women is to be changed, the women
must do it. Factors controlling the evolution of the traditional role of
women are often religion, tribal culture, and political milieu. We should
remember that women's 1ib grows out of sufficient security on the part of
the women to have the argument. Therefore, it cannot but represent the
well-to-do or middle classes. It may, therefore, be completely inappropriate
in an African setting. We, in this project, should ask ourselves if we have
the right to press for women's 1ib in developing countries that have a

small middle class? Mr. Flowers believes, however, that the status of women is

ey LW

important to the project and to health in general, because their role affects



Vet e

sy

- 14 -
the health of women, and women represent a major national resource in any

nation,

Alberta Brasfield then discussed The Gambia:

"The role of women in a traditional professional and
health structure and ministry should be viewed from the point
of view of the role of women in the larger society. from
discussions with colleaques and observations in our setting,

I would say the main role of the woman is a homemaker; that is,
to bear children and raise food for her family. Farming is
done mostly in the villages by women and it is considered

part of their role as mothers to provide food for their family.
0f course, a woman with an education who lives in the city

does not do any farming. [If she is married and works outside
of the home, it is usually in clerical jobs, traching or in

the health field. Many village women who have migrated to the
city and do not have an education work as domestics.

We must remember that the role of women in the society
today evolved from historical traditions, religious beliefs
and tribal influences. Our society is predominantly Moslem
and the largest tribe is Mandinka. Under these two influences
the women are relegated *o having children and farming. Histori-
cally, female children were not encouraged to attend school
and in many instances the village children did not attend school
at all. Therefore, we have a limited number of cducated women
in any professional field.

Our elected officials are predominantly Moslem and most
of them belong to the Mardinka tribe, which means the same two
forces which shaped the role of viomen in the past are in the
position to reinfcice the existing role.

Women unfortunately share in their own domination due to
nc fault of theiv own. Since the culture supports the submissive
role of the woman, she grows up believing and living in such a
way as to accomodate the system. Another influencing factor is
the employment situation. The government is the major employer
which 1imits the alternatives a person has to choose from. As
a civil servant it is not likely that a woman would challenge the
status quo, because she knows in advance she cannot win in a
male-dominated society, so the oppressive cycle continues.
However, I predict in the future that the role of women will
change very gradually. As more people become educated and more
alternatives for employment are available the role of women will
have to change. This will occur if the leaders become more aware
of the fact that human resources in the form of skills and
education are needed in order for a society to progress as a
whole."

i
b

- b
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0iive N'Jie added that women are free to express their views in
The Gambia and that their role in the professional world is increasing.
Richard Keyes, at this point, voiced the opinion that U.S.
project staff should carefully examine whether women's liberation was a

valid concern for the UCSC/MCH Pfoject. Mr. Keyes made the suggestion that

~this might constitute intervention into African social systems with problems

of major concern only to Americans. The other participants agreed that this
was a valid question, but there was no general agreement as to whether U.S.
technicians should or should not be involved in the subject of women's
professional relationships with men in the three project countries.

Discussion of How Field Staff Gained Acceptance in Existing Structures

The topic of how technicians in this MCH Project proceeded in
gaining acceptance into the institutional structures of the three project
countries was next on the agenda.

Judy Migdal stated that being introduced by the director bf the
PMI as a project participant helped her more than any other factor in being
accepted by the Dahomean health professionals.

Sunny Fong felt that being a male had helped him "break in" in
Lesotho. Mr. Fong emphasized that it was important to Took for concrete
evidence that you and the project were being accepted. He cited several
examples among which were:

1. The Lesotho Ministry of Health had assigned two
counterparts in health education while the original
agreement only called for one.

2. The Ministry had established a section for Health
Education on August, 1972.

3. Construction in the Mafeteng district was proceeding

well, five housing units already completed.



o

- 16 -
Mokuba added another important indicator which was that other
Ministries besides Health were involved in the project.
Alberta Brasfield stated that she and Ione Armstrong had not yet
been accepted at a meaningful level in the governmental structure. The most

useful tactic they have employed to gain acceptance has been face-to-face

discussion. Miss Armstrong pointed out that they were accepted at the working

level which would eventually help them gain acceptance.

DECEMBER 1, 1972 (DAY 3)

Visit to a Project Pilot Zone

Centre Social d'Akpakpa

The third day of the Conference began with a visit to the Centre
Social d'Akpakpa which is the headquarters for the pilot zone activities in
Dahomey for which Constance Facia and Susan Nalder are responsible.

Tour of Akpakpa Zone (Service Area)

Conference participants were driven through the Akpakpa zone to
observe the population which the Centre serves. At the Centre Ms. Nalder
discussed preschool activities taking place at the Centre that morning.
Participants then returned to the Conference room.

Discussion: Introduction of Preventive Care in a Curative Setting

"How do you introduce preventive care into a strictly curative
setting?" was the opening topic the third day. Ivy Monoang, Lucie Quendo,
Olive N'Jie, and Ts'idi Nts'ekhe pooled the.r knowledge to develop the
following Tist of areas to stress in introducing preventive care:

[. Health Education

Home Management
Waste Disposal
Personal Hygiene
Sanitation and Water
Nutrition
Preventable Disease
Health Maintenance

OMMOO®@>



IT.

I1I.

Iv.

VI.
VIT.
VIIT.

IX.

XI.
XIT.
XTIT,
XIV.

B )
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H. Health Surveillance
I. Human Relations

Staff
Students
Community

Prenatal-Postpartum-Interconceptional Care

Immunization of Pregnant Women
Medical History and Record
Vitamin Supplementation
ledical Consultation Available
Breast Feeding and Weaning
Teaching of Grandmothers

TMMmMoOoO O >

Demonstrations

A. Nutrition

B. Child Care

C. Gardens

D. Teaching Methods

E. Child Spacing

F. Sanitation and Water

G. Home Construction

H. Home Management

Visual Aids (Chance to Involve Men)
Posters, films, etc.

Radio

Family Planning-Child Spacing

Public Health in Training Curriculum
School Health Program and Preschool Program
A. Teachers

B. Students

C. Services

D. Environmental Health

Teamm Approach - Use of ALL Personnel
Transport

Comnunication - Record and Referral Systems
Supply System

Inter-agency Coordination

Community (Village) Involvement
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XV. Child Care Centers

XVI. Accjdent Prevention
Discussion: How»ﬁb.Perform Organizational Work in a Village for Health
Purposes U

In the afternoon Eljazar Petlane discussed how to perform organi-

zational work in a village fur health nurposes. Below is an outline of the

major points he made in his presentation:

1.
2.

10.
[RIR

"Know Thyself"
Know the Area

Climate
Geography
Economy
Employment
Demography

D Q0O oo

Know People

Politics

Race and Tribal Organization
Customs and Beliefs
Religions

Traditional Medical System

QO T

Know Leaders

a. Chiefs
b. Village Leaders

1) Official
2) Unofficial

Make use of existing village organizational structures.

Know what it is that you wish to do; get ynurself
organized.

Don't just talk--demonstrate what it is that you want
to do.

Help villages understand their problems.
Help them to find their own solutions.
Follow through and reinforcement.

Evaluation.
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Motivation of Untrained Workers and Volunteers

‘ Following Mr. Petlane's presentation, Constance facia and Ivy

Monoang talked about motivating untrained workers and volunteers. Madame

Facia suggested many ways in which a health professional might work to

motivate others. Among her recommendations were:

1.
2.

6.

Ms.

Form village groups.

Do not bring in ready-made solutions for problem
solving.

Be available for consuiiation and to provide assistance.

Demonstrate a personal concern and involvement for
their personal lives.

Introduce son: diversions.
Know the area in which you are working.

Monoang listed the following as ways she has found to motivate

paraprofessionals and volunteers:

‘ | 1.

2.

11.
12.

‘ 13,

Be on the spot.

Establish trust.

Clarify problem ("bad") before advancing solution ("good").
Identify influence holders.

Use established system as much as possible.
Convince of need for change.

Build on strengths; play down weaknesses.
Relate your approach to their interest.
Reconcile "scientific" and "folk" knowledge.
Employ indirect techniques.

Demonstrate concepts or content.

Share responsibility; transfer yours to them.

Do not be discouraged by failure.
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14. Encourage a sense of responsibility.
15. Use peer group trainers.

DECEMBER 2, 1972 (DAY 4)

Visit to PMI-Maternity - Cotonou

Saturday opened with a vicit to the PMI and Maie mity in Cotonou.
The PMI-Maternity is the pilot zone activity for which Judy and Lucie are
responsible.

Upon arrival at the PMI, participants observed a health talk
(causerie) being delivered to about 150 Dahomean wmothers. The talk was %
delivered in Fon by Mme. Elisha, a staff nurse at the PMI who had been .
trained by Madame Quendo and Miss Migdal. The subject of this talk was the
dangers of poliomyelitis and how polio could be prevented by polio serum.

Following the health talk, a tour of the PMI and Maternity was
conducted by Miss Migdal, Madame Quendo, Or. Walter and Dr. Assani, director
of the PMI-Maternity. Participants were also introduced to Dr. Lawson,

Director of the PMI, and Dr. Rossnel.

How to Organize a Health Education Program at the Ministry Level

Sunny Fong opened the discussion on how to organize a health
education program back at the Conference room following the visit to PMI.

Mr. Fong directed his comments to organization at the Ministerial
level. First, he noted that Lesotho operates under a five-year development
plan in which each Ministry states its objectives for this period. An
examination of this plan was necessary to determine how our MCH project
objectives were or could be included in the objectives set by the Ministry
of Health. (See Appendix E for a statement from the Lesotho Government
on their plans to implement Health Education in Lesotho schools.)

Second, Mr. Fong worked with the Ministry of Health to assist in

the establishment of a Health Education Section in the Department of Public
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Health and Social Services. (See Appendix F for a description of the :
organization of this Section.) As part of this activity it was necessary
to identify and cooperate with organizations such as Save the Childrens Fund
(SCF), WHO, and Catholic Relief who were already involved in health educa-
tion activities.

The third step in organizing health education at the ministerial
level was identified as planning for implementation of the educational
progranm.

How to Organize a Health Education Program at the Institutional Level

Lucie Quendo and Judy tMigdal then discussed how to organize health
education at an institutional level; e.qg., hospitals, clinics, schools,
health training institutions. They related this discussion to their expe-
riences in Dahomev. Major points made were that under the present organi-
zational structure in Dahomey:

1. Health Education is recognized as providing
advice only when a sick person comes in for
information.

2. There is no mass health education program in
Dahomey nor a concept of formal health education.

3. Someone must be selected at the institutional
levei and designated as responsible for health
education. In the case of our project, this became
Madame Ouendo at the PMI.

4. The health team at the PMI at first resisted the
concept of health education, but it was pointed out
that everyone from the doctors to the Towest levei
staff have a task in presenting health education.

5. A two-week in-house education program was carried
out at the PMI in which it was stressed that health
education must be carried out at two Tevels: person-
to-person and person-to-group. The training also ‘
stressed the use of visual aids and demonstrations on E
how to use them were conducted. 1

6. Health talks were given by the newly trained staff
and were critiqued on the basis of content and style
of presentation. An important point was noted: that B
each talk should only address one subject. Discussing 1
family planning and vaccinations at the same time, for E
instance, only breeds confusion. k!
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7. Once the staff of the PMI had accepted the necessity
of health education, several problems arose which
should be anticipated in the future:

a. Staff wanted extra pay for this new job they were
performing.

b. Staff wanted certificates for their training.
¢. Staff wanted stipends to attend training.

d. Some professional staff felt that the health
education program placed an extra burden on Tower

level staff.

Additional Comments - Healtn Education in Schools

Sunny Fong made a few additional comments about introducing
health education in the elementary and secondary schools. Mr. Fong made
an inceresting observation that health education does not require a new
curriculum for its introduction. Health can be included in most subjects.
For instance, in geography the concepts of water and land pollution can
‘ easily be discussed. Even in math a teacher can design health related
problems. Example: A family of five live in a rondavel; how mu:h space
does each have if the rondavel is 20' x 2J'. Or Papa earns 10 Rand per
month; there are five in the family; how many Rand per member of the family
and how much food does two Rand buy. He also pointed out that the Lesotho
Five-Year Plan includes provisions for providing running water and latrines
at every school.

Introduction of Public Health and Preventive Medicine into the Curr1cu1um
of Health Training Institutions

Alberta Brasfield then discussed her experiences in introducing
concepts of public health and preventive medicine into the curriculum of
t health training institutions.

The Gambia has a School of Nursing and Midwifery with a staff of

four tutors, one tutor-in-charge who also teaches, one clinical instructor,

one public health tutor and one midwifery tutor.
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During the first part of their assignment in The Gambia, Miss
Brasfield and Miss Armstrong were asked by the tutor-in-charge to assist her
and the faculty in reviewing and up-grading their curriculum.

In discussing the curriculum, many questions were asked and
answered in reference to the sequence of subjects and the content. The
nursing curriculum covers three years and is divided into six major areas.
First is the skills such as T.P.R., B.P., bedbuaths, etc. Some practice
is done in the laboratory, but practice in the clinical setting is preferred.
The next area to which the students are rotated is Maternal and Child Health,
which is about 14-16 weeks after the students enter the nursing program. MCH
is a very important part of the curriculum as well as the country as a whole.
If one had to identify the priority group for health care in The Gambia, one
would readily agree that mothers and children are top priority. Since this
is the case, the students are required to study care of the mother during
pregnancy, delivery, lactation, and care of the newborn early in the
curriculum. This indicates that the cur.iculum is designed to educate the
nurses to deal with the health problems of The Gambia.

To introduce public health concepts and preventive medicine into
the curriculum was rather easy, because the faculty was opan to new ideas
and welcomed help with the curriculum. It was suggested that the public
health aspect of the curriculum be integrated into each of the other areas,
i.e. teach the public health aspect of each area as opposed to teaching public
health as a separate unit. This suggestion was accepted. Prevention of
disease through health education was also incorporated to help the students
become aware of the importance of prevention as well as learn the skill of
teaching patients in the clinical setting and in the community.

The public health aspect was included in major areas, such as

Care of the Sick Child (Pediatrics), Care of the Adult Patient - Part I,

kv
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which deals with the younger adult, and Care of the Adult Patient - Part II,
. which deals with the older adult with degenerative problems due to age.

Public health and preventive medicine are major concerns of the
faculty because they discussed the expense involved in focusing on curative
care to a limited number of people as opposed to focusing on keeping people
healthy through prevention of disease through education. The faculty also
recognizes the drain on the country's resources when curative care is given
priority over preventive care.

It was apparent that the faculty of the nursing school was interested
in change and was ready to incorporate public health and preventive medicine
in the curriculum.

Introduction of Puonlic Health Education at the Rural Level

Miss Brasfield's comments were followed by a presentation from
Eliazar Petlane on how to organize health education at a rural level.
Mr. Petlane spoke first of the Lesotho setting in which he was working then
of community development techniques which could be utilized to implement a
rural health education. For a complete summary of his presentation see
Appendix G.

Slide Presentation on Lesotho

That evening Sunny Fong gave an excellent slide presentation on
Lesotho. The slides presented a good view of the terrain in Lesotho and
some idea of the health conditions that exist in that country. In addition
to being informative and entertaining, the slides demonstrated how visual
aids could be used in health education presentations. Dr. and Mme. Assani,

Mr. Facia and Mrs. Yalter joined the Conference participants in this event.
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DECEMBER 3, 1972 (DAY 5)

Visit to Grand Marche

After four days of concentrated work, Sunday was set aside as a
day for relaxation. Several individuals attended church services before
joining others at the Grand Marche, the large open market held every Sunday
in Cotonou.

Visit to the Floating Village of Le Ganvie

A visit to the village of Ganvie was scheduled for the afternoon
and was one of the highlights of the entertainment that was planned during
the Conference. Ganvie is a village of 20,000 inhabitants who live in houses
built over a natural lagoon.

DECEMBER 4, 1972 (DAY 6)

Observe Health Education Talks at PMI - Cotonou; Report on Dahomey

The PMI Conference participants began the day with a return visit
to the PMI to view another health talk presented by Mme. DeHoue. Madame
Quendo continued the discussion on how to organize health education programs
by presenting a report on Dahomey. Madame Ouendo related much information
about the setting in Dahomey and spoke of organizing health education at the
institutional level in her country. (See Appendix H for this report on
Dahomey . )

Dr. Gustave Perrin added that a new interest and emphasis was
being placed on health education. Dr. Perrin also discussed traditional
medicine in the context of health education stating the President Mathiew
Kerekou was interested in studying traditional medicine and putting it into
proper perspective in the overall health service of the nation.

Madame Ouendo's presentation completed what might be considered as

the first phase of the Conference in which background information and activity
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reports from representatives of three project countries were presented in
a lecture-discussion format. The next phase of the Conference began with a
discussion of the process of learning. The remainder of the Conference then
emphasized workshops and evaluation exercises that utilized experiential
learning techniques.

Dale Flowers discussed research that had been done into Tearning
retention and explained that material retained was directly related to the
method used in presenting the material. For example, on an average only 7%
of the information presented by the lecture method is retained. If visual
aids are used to supplement the lecture, 337 of the information is retained.

However, if learners participate in an exercise and use the
information that is being presented, their retention rate is 68%. Mr. Flowers
then presented a Tearning model that would be used in a team-building
exercise.

1. Experience (Do it.)

2. Identify (What did I see and feel?)

3. Analyze (What did I learn?)

4. Generalize

Team Building

Dale Flowers and Richard Keyes then led a team-building exercise
designed to determine how Conference technicians and counterparts were
working together to achieve the goals of the project and to assist them in
identifying their roles. The participants were divided into four teams: an
administrative team composed of J. Franks, B. Minnis, T. Park, and G. Walter;
a Dahomey team with C. Facia, J. Migdal, S. Nalder, L. Ouendo; a Gambian
team with I. Armstrong, A. Brasfield, and 0. N'Jie; and a Lesotho team with

S. Fong, P. Goodale, I. Monoang, M. Mokhothu, T. Nts'ekhe, and E. Petlane.
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Each individual was asked to record on a tablet what tasks he

believed were the responsibility of each of the members of his team, including
his own responsibilities. After completing these lists the team compared
results and discussed areas of disagreement in an effort to improve each
other's awareness of the tasks and responsibilities necessary to carry out
their mutual assigniments. A more complete description of this exercise and
one additional exercise follows:
_ Thie statt of the University dctermined that an experiential approach
to team building might put people more in touch with how they interact with
members of their team, than a discussion of the issues. Therefore, the
team-building session was composed of two exercises:

1. Role Clarification Exercise

2. Housebuilding Exercise

Role Clarification Exercise

Purpose

The purpose of the Role Clarification Exercise is to provide an
environment where the staff of a small team can compare their perceptions of
the roles of team members in order to determine how well roles are delineated
and communicated among the members of the team.

Method

Team members review goals and objectives of their project. After
a review of project goals and objectives they move off as individuals and
outline the ro]eé nf each member of the team including themselves. After
each individual has outlined the roles performed by each member of his team,
the group returns and each member presents his outline. After the out.ines
have been presented the team members discuss the areas of similarity and the

areas of difference in their outlines.
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Exercise

Instructions for the exercise were given and each team, including
the management team, moved off to a separate room to complete the exercise.
Since we were short of facilitators for the groups, it was very difficult to
observe the group interaction. However, at the end of the exercise
individuals were brought into a fishbowl to discuss the experience in terms
of:

1. What did I Tearn by doing this exercise?

2. How can I use it in my work?

The Lesotho team, which was larger than the other teams and had a
much broader area of responsibility, took Tonger than the other teams and,
therefore, missed the analysis segment of the exercise. Some of the comments
from this exercise are included in the "Evaluation of the Dahomey Conference"
seclion under "Feedhack".

Housebuilding Exercise

Using the same learning model as before, another team-building
exercise employed by the UCSC staff was the "Housebuilding Exercise". The
Housebuilding Exercise is designed to have people perform a task as a team
and then examine how they operate. It also provides them with the oppor-
tunity to be observers of a team performing the housebuilding task. The
purpose of the exercise is to enhance the awareness of participants of their
behavior in a work group. It tends to identify behaviors like who withdraws,
who is supportive, can individuals delegate tasks, can they share, etc. The
Conference participants were divided into three groups. Each group operated
inside a fishbowl (or microlab) with six people on the inside and six people
outside. The inside groups were each given one piece of paper that, when

placed with the other five pieces, would form a two-dimensional paper house.
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The participants were given a ten-minute time limit to complete the house.
After the housebuilding group completed the task the observer group was
asked to report what they observed among the group members while the task
was being performed. They were cautioned to report only what they observed
in the here-and-now and not to specuiate on the implications of the behavior.
After each group completed the exercise and listened to the observers'
report, the rules for housebuilding were changed and a new group became the
housebuilders. After all teams had participated in the exercise, there was
a short discussion by the total group. The topics of the discussion were
"What did you learn about yourself in this exercise", "What did you learn
about operating in a team".

That evening Judy Migdal and Susan Nalder hosted a dinner of

special Dahomean dishes at their home. It was an enjoyable evening and a
delightful dinner. Following the dinner two films on reproduction which were
brought to Dahomey from the UC Berkeley film Tibrary were shown and reviewed
for possible use in health education programs.

DECEMBER 5, 1972 (DAY 7)

After completing the first team-building exercise, Conference
participants broke down into small groups to begin a series of Maternal and
Child Health Workshops:

Workshop I: Nutrition Education Leader: Margaret Petlane
Participants: A. Armstrong, I.
Monoang, L. Ouendo, D.
Flowers (recorder),
J. Migdal (recorder)

Nutrition education was defined by the workshop participants
as educating the public in proper diet, the relationship of food and
illness and local taboos, and teaching in terms of foods rather than in
terms of elements; i.e., energy, calories, calcium content, etc. The

discussion then turned to planning a nutrition education program.
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At A Ministerial Level

1. Do not assume that everyone knows what is involved in
nutrition education.

2. Use examples and comparisons to illustrate the points of
instruction you seek to establish. Report the nature of the problem using
records, statistics, reports of food production and distribution.

3. Stress the prevention aspect of nutrition education.

4. 1t is advisable to contact all Ministries (such as Health,
Education, Melfare, etc.) who could become involved in nutrition education.

5. Show the Ministers how your work fits into the needs of the

country.

6. Use statistics to demonstrate the relaiionship between diseases

and diet.
7. Look at who is providing nutrition education; include volunteer
agencies, schools, and dispensaries.

8. Find out what resources are available to you to conduct the

program.

a. Food (In Lesotho there is a shortage of foods;
in The Gambia and Dahomey the problem is unequal
distribution and improper usage.)

b. Personnel

c. Participants

9. Examine the country's transportation system.

At An Institutional Level:

1. Make a distinction between service organizations and education

organizations, then:

Complete a needs assessment.

Develop a plan.

Help the institution undertake the program.
Evaluate the success of instruction.

Move on.

(1 N N o BN « i 1]
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2. How do you plan a nutrition education program at a rural

Tevel?:

[o1]

Work with village leaders and other appropriate
individuals.

Work in the preschool programs.

Work with community development personnel.

Use Tocal resources.

Summary by country:

o QO T

Lesotho: In Lesotho where villages are distributed all
over the countryside, it is necessary to work with village committees where
people participate in a variety of activities--gardens, sewing, food
preservation, laundry. Nutrition should be inserted wherever possible.

A problen exists with people demanding certain food commodities. You have
to insist on using local foodstuffs and raising products locally.

Dahomey: In Dahomey contact with village chiefs is
important. Through them the community worker brings the food of the village
and prepares it in front of the women. These community workers are through-
out the country. In their own locale they have their own gardens which is
their food supply for demonstrations.

The Gambia: In The Gambia, one must see the chief, study
local resources and Tocal preparation. Then correction of diet begins on
this basis, using local resources. It is often said in Gambja, "No one goes
to bed hungry, but what did they eat." There are certain social connotations
to food which must also be recognized.

Workshop II: Health Surveys Leader: Susan Nalder
Participants: R. Minnis (recorder),
E. Petlane, I. Armstrong,

P. Goodale, C. Facia. T.
Nts'ekhe, 0. N'Jie, J. Franks

Miss Nalder began by referring to the General Plan of Action,
page 2, of the Memorandum of Agreements between the MOH of Dahomey and UCSC

Extension and cited Item 1 which states that the project will collect
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demographic, health statu., and knowledge attitudes and practices haseline

data in the pilot area.

Methodology and Techniques

Health survey in Dahomey: Miss Nalder spent two months getting
acquainted with the area (Akpakpa) and outlined the procedure which was

used:

1. Got tc know area--researched previously published materials

on area, MOH material, etc.

2. Acquired maps--if aerial photos have been made, obtain them.
3. Questionnaire--met in committee--formed by our project:

Miss Nalder, Dr. Assani, Dr. Walter, Miss Migdal.

a.
b. Brainstormed.
c. Developed questionnaire--looked for objective data

1) One questionnaire for men.
2) One questionnaire for women.

Reviewed interview scheduie (and removed questions).
MOH removed questicns.

25-question maximum on questionnaire.

Questions must be concise; ex: a fisherman (prime
occupation) may also be traditional midwife.

Be sure translation into tribal Tanguages is concise.
(Fx: In Fon "ditto" means doctor, nurse social aid,

etc.)

= W -~h (D O

Methodology: Administering the Questionnaire (population of 20,000 people)

1. Decisions must be made by how much money to allocate to survey

resources.

2. Hold survey to 200 families in ten villages, randomly selected.
3. Who was to administer questionnaire?

a. Health training students were selected and paid
by project.

4, Training of surveyors.,

Background of our project--team building.
Lecture on public health terminology.
c. Ran through some practice interviews--role

playing.
d. Techniques of interviewing.

o o
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5. Team composition--leader and five interviewers--two teams.

6. Two families were interviewed each day by each interviewer=--
no more, no less.

7. Talked to each village chief prior to conducting interviews;
chiefs cooperated and had people stay home.

8. Political chiefs appointed by the government; they are
department chiefs; survey is only as good as the questionnaire.

Types of Questions

1. Closed: Ask ques*ion and present alternative answers
(See Question 3 or 10, Appendix I).
2. Open and Closed: (See Question 18, Appendix I).

Some Important Questions and Points Thev Made in the Discussions

1. How did interviewers get to Akpakpa: By taxi to staging
area, then to Akpakpa by project vehicles daily.

2. Chiefs must accomodate interviewers if survey is to work.

3. Problems: People were expecting health services; sick were
gathered; evacuated for medical service.
Workshop III: Referrals and Records Leader: Judy Migdal
Participants: L. Ouendo, I. Arm-

strong, I. Monoang, C.

Facia, T. Park, J. Franks,
T. Nts'ekhe, A. Brasfield

The group initially discussed the rationale for the development
of a record and referral system. The following reasons were cited:

1. Continuity of care.

2. Prevention of duplication of services.

3. Better follow-up of patients.

4. Maximum utilization of existing services.

5. Helps to uncover the needs of an area or the need
for services.
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6. Promotion of high quality care.
Members then discussed the precise nature of the problem of
records and referrals in their respective countries:
The G-mbia
1. The records do not yield the information desired.
2. There is an insufficient supply of record forms.
3. There is a failure to use the Ilesha growth curves.
Lesotho

1. There is an inadequate budgel for the development
of a record systen.

N

Standard records are not used; each has his own
system.

3. The records do not permit continuity of service and
follow-up.

4. There is an excess of record forms which could be
combined.

Dahome
1. Information on forms is incomplete.
2. There is no coordination between services.

3. There are too many forms which do not permit continuity
of care for each patient.

Noting, thus, the difficulties encountered with their existing
record systems, the group proceeded to define what makes a good record.
The following qualities were stressed. The record must:

1. Give desired information.

2. Be concise and functional.

3. Be durab]e.

4. Be constructed for family or individual.

5. Be in a working system of identification.
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Finally, Susan proposed and explained the use of the Weed System
of Records as a method of improving the record and referral system.

Workshop IV: Content and Activities of Leader: Dr. G. Walter

a Rural MCH Project Participants: E. Petlane, B. Minnis
(recorder), M. Mokhothu, O.
N'Jie, D. Flowers, A. Bras-
field

Dr. Walter opened this workshop by presenting a theoretical

structure for a typical ministry of health:

lMinister

,,—fPermanent Secretaryl

Chief of
Medical Services

T - e

' Chief Preventive ! Chief Curative
i
l Health g

| Planning Comn1ttee
U —_—

Members of this workshop then assumed the role of the Health
Plasaning Comnittee. Dr. Walter assumed the role of MOH or Chief Preven-
tive. Dr. Walter then passed out two maps, one of the West Province and
one of the second prefecture showing in detail the area requiring preventive
health services. (See Appendix K.)

Members of the planning committee began the session by asking
Dr. Walter a number of questions:
Bertie (Q): What are the health facilities of this district?
George (A): Hee'.h facilities are:

Capitol: Maternity Hospital, Clinic, General Hospital

Provincial Capitol: Maternity Hospital, Clinic
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District City: Small Maternity Hospital, Dispcisary

Santa Cruz: CDispensary with 1 dresser--dispenser and one

assistant.

Capetown: First aid station at mine with one ex-patriot nurse.
Moscow: Nurse on staff of Mission--noc organized clinic.
Joburg: Daily informal sick call by nurse on staff of Mission.

Bertie (Q): What is the population?

George (A): Population of Second Prefecture: Total - 20,000
Usual patiorn badly skewed, for /0% of males over 15 join
migrant work force in other parts of the country and are
therearter only transient residents of the prefecture. 60%
of children are under 15; 259 of women are over 15; 15% of men
are over 15; average age span, 43 years. Per capita income,
$40 per year; but ratio upset by 600 mine workers who each
earn $800 per year, |

Mokuba (Q): What means of communication is there?

George (A): Telephone line from District City to Mine. There is a telephone
in the gendarmeria at Paris, Santa Cruz, and Capetown. No other
lccal subscribers. Post office stations at each village except
the three fishing villages.

Dale (Q): What means of transportation is there?

George (A): Occasionally-graded dirt road from District City to Paris, Santa
Cruz, Capetown, and Mine.

Unimproved bush roads:
Capetown-Bathurst-Moscow
Santa Cruz-Dakar
Santa Cruz-Peking-Berkeley-Saigon

Paris-London-Joburg



Bertie (Q):

George (A):

Dale (Q):

George (A):

Bob (Q):

George (A):

Dale (Q):

George (A):

Bertie (Q):
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Unorganized bush taxi service to and from District City.
River: Dugouts, etc., ply it from District City tc Santa
Cruz, otherwise not navigable.
Ocean: Small boats pass along coast to Capitol.

Airport: Nearest bush airport at River Port. Jetport at

Caino].
What are the local products?
Crops
Pineapples  Brown Beans  Coconuts Palm Qi1  Various Greens
Mangos Lemons Manioc Papayas Bananas
Maize Grapefruit Tomatoes  Peanuts Oranges
Yams Rice

Local Animals

Goats Chickens Rabbits
Pigs Turkeys Agouti
Deer Rats Pigeons

How are the towns (villages) governed?

Smaller villages organized around chief, which may be male or
female. Larger villages not organized. Regions fall into
former domain of three king lines. Population fails into three
divisions by major language families, with total of 41 different
clans, many of which have their own dialects.

General Language: Wombi

Business Language: Falani

Official Language: English

What diseases occur in this area?

Tuberculosis, leprosy, malnutrition, gastrointeritis, pneumonia
(dryer season), parasites.

What voluntary agencies are there?

Mone available.

Infant mortality and population?

|59
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George (A): Population of Second Prefecture - 20,000.

Santa Cruz - 5,000 Capetown - 3,000

Bathurst - 2,000 Paris - 1,500
Joburg - 1,000 London - 800
Dakar - 700 Mine - 600
Moscow - 600 Saigon - 300
Peking - 250 Berkeley - 175

No vital data is available.

Olive (Q):  Economy?

George (A): CEmployment--Mine at Capetown; v00 male workers who Tive full-time
at Mine. The remainder of the employment is personal. No other
concerr in the prefecture hires more than five people.

Self-Employment Includes:

Petty Commerce Fishing

Farming Herding

Harvesting Harvesting
Coconuts Paim Nuts

Bertie (Q): What is the education system?
George (A): Capitol
Junior College
Nurses training school - 20 per class in three-year course
Sage-femme training school - 20 per class in 4th year
continuation of nurses training school.
High school and a trade school.
River Port
High school and a trade school.

Provincial Capitol

Elementary school through 8 grades.

District City

Elementary school through 6 grades.
Santa Cruz

E]ementar{ school through 6 grades (2 schools, 6 teachers in
each).



Date (Q):

George (A):

Bob (Q):

George (A):
Mokuba (Q):
George (A):
Mokuba (Q):

George (A):

George:
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Capetown
Elementary school through 6 grades (1 school, 1 teacher)
Bathurst
Elementary school through 3 grades (1 school, 1 teacher)

Paris

Elementary school through 3 grades (1 school, 1 teacher)
Joburg

Elementary school through 3 grades (1 school, 1 teacher)
NOTE: Families must pay 50¢ per child per month to attend.
[s there any radio?

No.

Are there funds available?

The MOH has assured that there are funds avaiiable.

Who are village leaders?

Don't know.

What are the taboos?

Don't know.

Land Tenure System

Land is either owned by chiefs er held i trust by the
government.

Each man receives a basic allotment of two acres.

For each wife, he gets two additional acres.

For each child, he receives one additional acre.

Agriculture Report - Soil

Rocky, but fertile, in mountains. Alluvial along streams,
alkaline around marsh. Otherwise moderately good for
agriculture.

Sanitation

No sewer system anywhere.

Government sanitation engineer came through several years ago
and talked about digging pit privies, but there was no
follow-up.

Disposal of garbage and human excrement takes place in the bush.

Pigs and goats scavenge.
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Group
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Sanitation (Contd.)

The Mine has an adequate pit privy system, but the workers have
not been taught to understand the importance of its use.

Water Supply of Second Prefecture

Moscow - river Bathurst - river
Capetown - river Dakar - river
Santa Cruz - unprotected Berkeley - swamp
wells and river Saigon - swamp
Peking - swamp Paris - unprotected wells
London - swamp and river
Joburg - unprotected Mine - protected, safe well

wells and river

What shall we plan?

Nutrition, FP/CS. personal hygiene, program evaluation, sani-
tation, home econemics (budgeting), gardening, (KAP) health
survey, resource survey, wimunization, transport system,
communication, water S.op.y, maternity care, health education,
accident prevcn®t”in, drug !ictribution, records, fisheries,
animal hustandry, hcuc:nc, preschool programs, school health
programs, home vi-its. vell-child supervision, training health
rersonnel, tra . facilities, community education., coordinate
with curative v 'ich, Miniscry of Education and Agriculture,
community analysis.

Priorities

1. Talk to Ministry ¢. Education and Agriculture.
Talk te curati. people and statistical.
Talk to Mission= in the area.

2. Train health personnel.

3. Community Analysis

4. Resource Survey

5. Health Survey (KAP)

6. Etc.

Staffing

1. Sanitary Inspector 9. Janitor

2. Community Development Worker 10. Record Keepers

3. Nurse - midwife 11. Local Wombi speaking
4. PHN surveyers

5. Doctor or equivalent 12. Nutritionist

6. Health educator 13.  Agronomist

7. Laboratory technician 14. X-Ray technician

3. Driver 15. Statistician
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DECEMBER 6, 1972 (DAY 8)

The final day of the Conference was devoted to the subject of
evaluation, which took two forms. The first was a discussion of the kind
of evaluation of the project which would be necessary for marking progress,
program planning, and justification of future budget requests. There was
much concern as to whether or not USAID would expect an evaluation done at
the rather esoteric level of our stated project goal of reduction of
maternal and infant mortality and improvement of the quality of life--an
almost unmeasurable quantity--or whether we would be held responsible for
those intermediate types of activity-objectives Tisted in the various
letters of agreement, by which we hoped to contribute to our overall goal.
The discussion centered around those types of verifiable indicators which
could be used to measure the latter, and the impossibility of accurate
measurement of the former. The group conclusion was to request that the
Santa Cruz office obtain a written statement from USAID saying whether we
are to be held to:

the GOAL: Reduction of preventable maternal and

infant morbidity and mortality

or

the OBJECTIVE: Establishment or improvement and exten-
sion of basic MCH servires

The remainder of the time was spent in an evaluation of the
Conference itself, directed by Dick Keyes, Dale Flowers and Tom Park.
Several experiential exercises were used to provide answers to
the following questions:
1. What did you learn about maternal and child health
that you did not know before? Health education?

Preventive medicine? Nutrition?

2. What did you learn about teamwork that you did not
know before? Planning? Evaluation?
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3. MWhat did you learn from the project in the other
countries?

4. VWhat did you learn about people that you did not
know before?

What didn't you like about the Conference, or
where did you think it was weak?

[Sa}

The idea behind these questions was to determine how the partici-
pants felt about the conference and what information they had gained Lhrough
their participation. The responses to the questions listed above and the
results of the experiential exercises could be used as a basis to plan future
coni&rences.

The Conference evaluation was divided into three sessions. In each
session a different experiential exercise was used. The purpose of the first
session was to find out what the participants learned from the Conference.
The purpose of the second was to find out what was wrong with the Conference
or where it was weak. The purpose of the third was to find out what the
participants liked about the Conference. The different exercises will be
described along with the results of each session.

I. The Fisnbowl Session

The Conference participants were divided into two groups. Group
One, the inside group, sat in a circle. Group Two, the outside group, formed
a circle around Group One. Group One was asked a question like, "What did
you learn about health education that you didn't know before?" They were
given a five minute time limit to discuss what they had learned. After the
five-minute discussion the outside group, Group Two, was given two minutes
to judge Group One's performance according to the criteria: Did Group One
accomplish its task? Did the members work together? Did everyone contri-

bute? At the end of the first sequence the two groups changed places and
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the same question was asked. After each qgroup had discussed the question
inside the fishbowl, a new question was asked for another five-minute
discussion. The session was recorded on tape.

The responses to the question, "What did you learn about health
education that you didn't know before?" were:

1. Many of us overlook some problems that people have
when we Took from a curative point of view. (We) can
combat sickness by teaching people health education.

2. Sunny (Fong) explained methods of introducing health
education that are more subtle.

3. Dahomey has all workers informed that health education
is part of their job. (Editorial comment: We wish
that this were so, but unfortupately, it isn't.)

4, You don't have to stay in the health department to
start your health education.

5. What I have learned is how to introduce health educa-
tion into the schools.

6. I've learned new approaches to health education,
like using different personnel, approaching different
ministries and organizations, and incorporating new
concepts of teaching health.

7. For Lesotho I think I accomplished how to use two
concepts--how the health education team works and how
it should work with the MCH team.

3. Some of the concepts used in this training are exactly
Tike health education.

The responses to the question, "What did you learn about
preventive medicine that you didn't know before?" were:

1. It is the BCG vaccination that Teads to protection
against tuberculosis.

2. BCG vaccination by scarification is worthless. It is
only effective if given by intradermal injection.

3. I have learned the chemoprophylaxis for malaria.
Dr. Bidwell said that it is appropriate to (use) it
on our children from the ages of three months to
three years. Up until now it has been done in their
very first days of life.
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I'he responses to the question, "What did you learn about teamwork

. that you didr't know before?" were:

1. (I) became aware of the different ways people can
approach a problem and still make great contri-

hutions.

2. We have common problems even though at first glance
they may appear different. In fact, there is this
meeting that has allowed us to put together our diffi-
culties (and to) overcome them by helping each other.

3. (I) Tearned a few English words, different methods of
how to work, ard also understand much better the project
within which we have to accomplish teamwork instead of
doing it individually.

4. One thina I learned in the situation was the exercise
we had of perceptions of each other's role. Although
it was an exercise, it was very good for the four of
us in Dahomey to have this--that our perceptions
aren't so different and our ideas are pretty much the
same.

5. I learned how to come together and form a team--to bring
them together to achieve their goals.

Other unrelated responses were as follows:

1. What struck me is how much the Conference nas
touched many of our functions.

2. 1 feel the Conference was a success and should be
repeated more often, and next time it should not
be in Dahomey.

II. Feedback Exercise

The purpose of this part of the evalu ion was to find out what
was wrong with the Conference. To answer this question two lines of inquiry
were developed. The first was, "What was there in this Conference that
shouldn't be included in future conferences?" The second was, "What did
this Conference fail to provide?"

The participants were divided into groups of three. The task
of each group was to develop responses to these two Tines of inquiry. 1In

. each group one member took notes while the other two discussed their ideas

on one of the questions. After a five-minute time period the note-taker
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changed places with one of the discussants. The discussion of each question
was divided into three five-minute periods so that each member could become
a note-taker while the other two discussed.

In answering the 1line of inquiry, "What did the Conference fail to
provide?", four major categories were mentioned. These were counterpart-
related issues, health surveys, audio-visual aids, and program goals and
evaluation.

Counterpart-related issues were mentioned seven times as a failure
of the Conterence. The comments are Tisted below:

1. I was disappointed that the session on business
excluding the counterparts was of minimal value.

2. Not much information on school--kind of ultimate formal
training of the counterparts.

3. HWe should take input from the counterparts as well as
the technicians.

4. References were made to content but not to method.
We have not tested to see if the counterparts under-
stood the idea of process: "How do you do it?", not
"What do you do?".

5. The program was not followed; especially the counter-
part relations part. We did not get to this one.

6. There has been a meeting among Americans where specific
discussions took place. This meeting might have been
open to us.

7. Counterparts need to understand well &he budget in
order to know where we are heading.

Program goals and evaluation were mentioned six times as a
failure of the Conference. Below are listed the comments of the participants:
1. Not enough discussion about evaluation.

2. MWe expected a description of the organization of
the University of California by the people of Santa
Cruz.



i

- 46 -

3. As the project is only at its beginning, 1 think
that it is too early to take any optimistic or
pessimistic stand on its success. It would be
better if we wait for Phase II, especially if we
want to use statistics.

4. Not much information on program planning. No
information as to how the present Conference was
organized to enable us to use the same techniques
in the future.

5. There is no certainty that the process of evaluation
was understood.

6. Information about what any of the team are doing
about rewriting objectives. Project (written form)
is very technical. Objectives should emanate from
the field.

Audio-visual aids were mentioned five times. The comments are

listed below:

1. Technical advice on the use of audio-visual aids--why
was this topic scratched?

2. No technical advice on audio-visual aids; Sunny didn' t
have a chance to conduct a session on this.

3. This topic was not discussed. [ was interested in
information in this area on techniques, success and
failure of approaches from our health education team,
who have some experiences in Africa. [ was disappointed
because the topic was not discussed.

4. T was disappointed in whatever discussion there was on
visual aids because I had hoped to get more practical
ideas on the subject.

5. Audio-visual aids in health education--not discussed.
So it is difficult to say whether or not it is an
interesting subject.

NOTE: The planned workshop on visual aids had to be cancelled when
unarticipated program needs of the Lesotho team developed which made
it impossible for Mr. Fong to be free to conduct the session.

Health surveys were menticned three times as a Conference failure.

The comments were:

1. I think that there is still a misunderstanding on the

use of a health survey and I'm feeling that they aren't
complete.
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This topic was discussed in a workshop and the report
of the workshop was not given following the workshop
hecause of lack of time. We will receive the report
in the Conference summary. However, I would have
liked to have heard the discussion so 1 could have
asked questions of the people who had done a survey,
because we will he doing data collection in our pilot
area.

I was disappointed in the way the workshop on health
surveys was done; [ had anticipated participation from
the group. This was not so.

Other topics mentioned as causing dissatisfaction with the

Conference were as follows:

I.

Santa Cruz business meeting--we took a long time to
get the agenda and this caused us to lose the time

and interest in the discussions. Although the facili-
tator's idea was a good one, he blew it with all of
the confusicn of his recording. We still need to deal
with that agenda.

The business meeting of the University staff was a
disappointment. Although we could see the point of
the group exercises, they were perhaps inappropriate,
because we lost all of our meeting time, in an already
crowded schedule, just in developing an agenda. We,
therefore, neither uealt with the problems, nor were
we able to hold out much hope of being able to do so
during the Conference. This had three effects:

a. The exclusion of the counterparts from a strictly
Ihiversity business meeting had been a calculated
gamble. The worthlessness of the meeting made
the gamble not worth the risk. We lost . . . in
terms of counterpart relationships.

b. It Teft the technicians with an unresolved
frustration which affected their participation
in the rest of the Conference. They were
distracted by their own, unresolved problems.

¢. The failure to accomplish much in an entire after-
noon contributed to the necessity of telescoping
other portions of the Conference, thus aggravating
the complaint that other topics had to be left out,
and that there was too much scheduled for too
little time.

We discussed problems but we did not get a response
or an answer to the problems--how to solve them. This
pertains also to the resistance discussion.
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I would have Tiked to have had moye discussion on
teaching strategies and methods in the African setting.

The amount of time consumed by translation was not
considered in either the agenda, or by people with
prepared presentations, which tfrequently took twice
as long as the Lime allowed, thereby complicating
our already too-full agenda.

The use of a facilitator and of group techniques
considerably chanaes the way in which a seminar must
be conducted. This should have been included in the
planning for the Conference in order to avoid being
trapped by a prepianned and fixed agenda.  The flexi-
hility required by the group techniques was not able
to meet the expectations raised by the printed
aqgenda,

The second part of 4he feedback exercise session had to do with
|

what topics there wore in <his Conference which should oot be included in

future Conferences. Cach oroun of three participants discussed this

question in three five-minuie “ire periods, each member serving once as

recorder.

The results of tnis part clearly indicate that the Conference

schedule had ton many subiects and too 1ittle time in which to discuss

them. Listed below are 'he narticipants' comments:

1.

[ feel that time constraints had a real effect
on the Conference. HMayhe fewer subjects--but the
time period in days should not be longer. To
break the day in the middle for rest was good.

Too many subjects were scheduled for the short
period of time.

Time Timited and program congested,
Conference did not provide time to review the
Conference--a recapitulation of what went on.
Team review of conference.

Pushed--Conference had too many subjects.

Did not have more time to meet with Tow Park to
discuss specific administrative probleus.
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The rest of the responses to the question, "What was there in
‘ this Conference that | would not include in any future Conferences?", do not
fall into any particular cateqory. Delow are a miscellaneous listing of the
participants comments:
1. Visit to PMI--because I could not understand the
teachings the mother were given, the questions they
asked, and 1 did not like the set-up in the delivery

room. Why encouraqe people if they deliver outside
of the hospital.

2. The discussion on the organization of the ministry--
because in our country higher Tevel personnel are
inclined to make decisions without consulting others.

3. The two movies shown Monday night must be the bomb

of the Conference from my perspective,

4, PResistance--eventually this discussion seemed to
lose its value because although each of us got a
chance to add some resistance factor to the Tist and
cound see our problems, we never dealt with the prob-
lems except at a very superficial level. I left the
discussion feeling very dissatisfied.

5. Content activities of rural MCH--major reason for my
discontent is that I'r totally out of contact with
the rural population being based in the city with no
activities that even give me a glimpse of rural life.
Thus, not seeing any relevance to these subjects to
my work, I could not fully participate.

6. Content activities--noc a lively subject for discussion
because it is more narrative and does not give time for
people to say much.

7. Team building--not much of a subject for discussion as
the importance of team building is known to everyone.

3. Breaking into institutions--I had hoped for more of a
problem solving approach than a this-was-my-experience
approach.

9. 1 did not neod nutrition education at the ministry
level because it was already included in health education.

10. I would have liked to participate in all of the workshops
to hear difterent ideas from all persons. A report from
all workshops should have been discussed before the

. Conference ended.
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11. More time in next conference. "How do you teach others?"
needs to be stressed.

[11.__Session on "What I Liked Best"

The third and final session of evaluation was the simplest. Each
participant was to put down what he liked best about the Conference, whether
it was its organization, its content, its process, its composition, or
whatever.

Most of the participants' choices fell into four major
categories: the team concept; the organization of the conference; health
education; and program goals and evaluation. Of the four, the team concept
was mentioned the most often as what was liked best. It was mentioned
eleven times, followed by Conference organization ten times, health education
ten times, and program goals and evaluation five tines. The remainder of
the participants' choices are grouped by subject following the four major
categories.

A. Team Concept or Team Puilding

1. Roles and understanding our roles. You can only function on
a team if everyone understands his or her role and how that fits into a team,
and I think this was accomplished.

2. Supervision. [ chose this area for in Dahomey we need super-
vision on health, as anyone works like he wants. Ye have to learn how to
supervise; must get a dynamic supervisor who will be able to organize work
for the happiness of all.

3. Team organization. Within the area of preventive medicine the
work has to be done by teams in order to be well planned and successful.

4. Involves different people with different ideas working

together to solve problems.



- 5] -

5. The concept and the need to stress that we must work together
as a team. We believe that material at every conference must be built around
this concept.

6. To work in a team--had a good experience.

7. Participation was at a personally meaningful level, as well as
professionally. This served to leave (or introduce) a new way for myself
and my team to have open communications. We got off the immediate subject
and found we could deal with areas of working relationships that had not been
approached hefore.

8. The concept of a team in the health field is usually discussed
and supported verbally, but is seldom practiced in a meaningful way. The
practical exercise the groups performed was helpful because it not only
permitted observable behavior but an opportunity was provided to give the
participants a chance to discuss what they were feeling while going through
the experience.

9. The exercise in team building where we were to put a house
together taught how to restrain oneself from jumping in to help before help
is asked for.

10. The topic was, I think, quite important because I could sense
the equal input and interest of each of our country's team members. Up to
now I never thought my counterpart understood what the project was and what
we were trying to accomplish; nor that I adequately explained the project to
her. I also felt some separation from other technicians in the country.

I think the session on team building closed some of the gaps.
11. For the first time there was a sense of cohesion and common

purpose in the group.
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C.__The Organization of the Conference or Process

1. Inclusion of the counterparts.

2. Ideas came in from the field--should have had input from the
counterparts,

3. Development of the topics by the participants.

4. The possibility of having a facilitator for group process not
just MCH content.

5. The opportunity to meet and talk to each of our counterparts
provided me with as much information as did the formal sessions. The coming
together was of immense value.

6. People have been able to express their feelings about how much
they benefitted from the Conference and to see how they stand with their
tasks.

7. Discussions between participants on any given subject.

8. Comparison of experiences between the three countries of the
project.

9. Communications between groups--one word could mean altogether
a different thing to the other. The opportunity to learn the culture and
customs of the host country counterparts is essential for their contribution
in a deeper understanding of the culture of tre respective countries.

10. Learning about beliefs, taboos, faults of other countries.

C. Health Education

1. Decause it can be incorporated into any subject or activity;
can be done anywhere, anytime, and can be done cheaply.
2. Vas not aware before of the many aspects of our project that

are touched by health education.
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3. In Dahomey Lhe issue of information and education to the
masses is most important. It is critical to our achievement of the goals
of this project. Must incorporate it into the schools as well as the
government level,

1. Health education fits into every aspect of the project.

5. Before we came 1 did not really see how health education
could be incorporated into an MCH program, but after discussions on how
the projects fit into the respective countries, I feel that an MCH program
cannot succeed without health education because it is vital.

6. Sharing experiences of organizing health programs.

7. Organization at various levels, the presentations on health
education were informative and gave me ideas and helped me to broaden my
horizons. The sharing of ideas throughout the Conference was valuable to
me.,

8. Topic was interesting and important because it is an integral
part of the program. Various techniques discussed were most helpful.

9. Subtle ways of introducing health teachings. Education at all
Tevels of life.

10. Well presented by participants as it was able to point out how
it should be done and taught at various levels. It points out how important
it is to the project.

D. Program Goals and Evaluation

1. The session discussing the three phases of evaluation was
helpful. I Tearned that the subject of evaluation of the pruiect is still
unresolved, although we made progress in this area.

2. DBrought out the fact that UCSC is beginning to appreciate the

difficulties that technicians are experiencing in the field.
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3. Discussion of this topic helped to clarify the importance of
evaluating what you are doing and why. The discussion of goals and objectives
was educational, especially for The Gambia counterpart because writing
objectives was the most difficult experience I had--in helping the faculty
to understand how to write objectives so that they are measurable.

4, Without evaluation it is not possible to see the progression
of a project or the reqression of one's work. So an evaluation is necessary
to know where one stands and take appropriate measures to carry on the

project.

6. Without clearly knowing the goals and the best method to
evaluate, one cannot plan a meaningful program,

The remaining, "What [ Tiked best about the Conference" choices
are as follows:

1. Nutrition Education

a. tnowing the high rate of Kwasiorkor cases caused by the absence
of vitamins, (sic) I foresee that after education one should attack the
problem of malnutrition which can be solved. For Dahomey has numerous
nutritive products that are attainable.

b. Primary problem in Lesctho especially in preschool age at
weaning period.

c. Clear that ignorance of better nutrition is the cause of many
existing health problems in the three countries. Information gathering
during the Conference discussions and especially in the workshops was
excellent. A1l the steps we discussed about planning nutrition education
at (1) Ministry, (2) institutional, and (3) rural level will help me make

my work more effective.
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2. _Records_and Referrals

a. The impurtance of filing systems in a country like ours is
obvious. Even if it cannot be implanted on the government level (because
of the financial requirement), this system might be experimental at our
Tevel.

b. Records and referrals is an area where I would like to
enlarge my activities and, thus, I was interested in getting as many ideas
and viewpoints as possible.

c. It is my daily work which must be improved, as many patients
are lost if history and follow-up are not made.

3. Health Surveys

a. Health surveys are important as a first step. Entails a lot
of research and training. Brings you closer tu knowing more about the
people, their ways of life, their standard of living.

b. Helps in planning because you will learn more of the resources
and Tearn the customs and behavior of the community you are planning for.

c. Must, through a survey, know the community and existing
resources.

4, Visit to the PMI and Centre Social

a. The best event of the Conference was the visit to the PMI.
This visit provided me an opportunity to see what the health problems are
here in Dahomey. It also provided me with a charce to witness the two
"causeries" (health talks) that are a direct product of this project.

b. The treks (visits) to clinics were important because they
gave you the inside view of what goes on in other countries.

c. To me this was the most effective because practically I

was able to see where my failures are in someone who actually did the job,
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i.e., organizing the groups for lessons, the techniques, set-up and
demonstrations. [ was also able to learn by some of the mistakes made by
others.
5. _Training Personnel for Rural Areas
a. Urban areas reccive the wajority of health personmel and it
is only through trainina of rural personnel that we will reach all of the
people. This was shown in presentations of 0live and Ts'idi. This
Conference convinced me of the importance of rural trainina areas.
b. My interest in MCH content was because of the coverage of the
area of training personnel for rural areas.

6. How Do:ﬁ%gﬁhggpjgp Untrqiped Workers and Yolunteers?

a. How dc you motivate professionals, para-professionals? This
subject interests me as the experience of homoloques and technicians will
be of use to me in the difficult task of motivating people in a rural

community.

7. How Do You Organize a Village for Health Purposes?

a. Discussion on community development by Eliazar for reasons of
content--he proposed many ways of working which broadened my ideas and
helped me to get my head out of the in-titution and into the community.

8. Introducing Preventive Care Into a Curative Setting

a. This is one problem I am continually faced with and it was
good to set down in concise terms what areas need the areatest change,
especially in my own setting.

IV. Summary Comments

Since the feedback reflects the perceptions of the conferees, it
js reported here in as pure a form as it could be. We attempted to edit

as little as possihle in order to retain the tone of the Conference.
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Feedback cannot be evaluated as right or wrong, good or bad; it
simply reflects the participants' view of events. It is another segment of
information about the Conference.

We have attempted to retain the integrity of the responses so
that the reader can assess from them how well the objectives of the Conference
were communicated to the participants and how well it was received. The
process is intended to be rational and logical, but not necessarily scientific.
The information should be examined pragmatically so that planners can assess

how to approach the next phase of program development.

Following the sessions on evaluation, all Conference participants,
Dr. and Mmne. Perrin, Dr. and Mme. Assani, Mr. and Dr. Lawson, Dr. and Mme.
Rayo, Mr. Quendo, Mr. Facia, and the Conference interpreters gathered for
an early evening reception at the American Embassy in Cotonou. Ambassador
and Mrs. Anderson hosted the reception, which was a very interesting and
congenial event. Later that evening Dr. and Mrs. Walter hosted a final
project dinner at the Hotel de la Plage.

This dinner formally brought the First Field Conference to a
close. A word of appreciation should be extended to the Dahomean participants
and the U.S. staff in Dahomey for their cordiality in hosting the Conference
and to the interpreters, who did their vitally important work so well. A
special thanks goes to Dr. and Mrs. Walter for entertaining all the partici-
pants at luncheons given during the Conference, to Tom and Kitty Park for
a delicious opening-day dinner, to Susan Nalder, Judy Migdal, Lucie Ouendo,
and Constance Facia for an "authentic" Dahomean dinner, and to Ambassador

and Mrs. Anderson for a most enjoyable reception.
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Thomas PARK
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Audress of Dr. E. S. W. Bidwell, Resident Representative of

the World Health Organization in Dahomey, to the Seminar Organized by
the Project of the University of California (Maternal and Child Health
Project in The Gamhia, Dahomey, and Lesotho):

Your Excellency, Mr. Ambassador, Dircctor General of Public llealth,
Diractor of Social Affaires, Chief of the Project of the University of
California, Ladies, and Gentlemen:

I must first of all thank the organizers of this seminar for
having invited me to attend and to say a few words to you.

. The Decentralization of the World llealth Organization

I have been asked to begin by reviewing the organization of WHO.
As you well know, WHO is one of the specialized organizations of the United
Nations, which has its headquarters in Geneva, It is an organization which
has absolutely nothing to do with politics. It is dedicated exclusively to
the improvement of the state of heald#h of the entire world.

One unique thing about WHO is its complete decentralization,
which has as its principal objective the improvement of the services which
it renders to its member states. For this reason, we have six regional
offices; one at Copenhagen, for Europe; one at Washington for the Americas
and the Antilles; one in Alexandria for Africa north of the Sahara and the
Middle East; one at Congo Brazzaville for Africa south of the Sahara; cne
at New Delhi for South Last Asia; and one at Manila for the Western Pacific.
This decentralization is indispensable if one takes into account that the
health problems and priorities are different from one region to another.
The European regional office, for example, is concerned above all with
the problems of cardiovascular diseases, cancer, air pollution, and drug
addiction. The priorities of the African regional office are the training
of health personnel, the development of basic health services, the fight
against communicable diseases, and environmental sanitation.

In brief, I can say in a general manner, that our headquarters in
Geneva is responsible for making the grand scheme of our health policies,
but our regional offices have the task of applying them, taking into acccunt
the situation in each region.



APPENDIX B

)

- -
LI, Maternal and Child Health Activitlies

Since your daily activities are devoted above all to MCH, T will
Timit vost of my rvemarks to that subject,

MCH services are exceedingly necessary, for it is there that
the first step in the socio-economic development of our nations must be made.
As Dr. Brock Chisholm, first Director General of the World Health Organization
has said, "The Taraest, most important, and most precious task in the world
is Lo raise children." This declaration takes on a particular meaning in
the African region, where mothers and children constitute around 65 of the

total population. TIf children from 0 to 15 years represent 30 to 507 of

the population, those of 0 to 5 years constitute around Maternal and
infant mortality rates vary from one country to anothe: . are relatively
high everywhere. The infant death rate (0-1 year) is be.seen 150 and 300

per 1000. The mortality rate of children from 1 to 5 years is from 40 to
50 times nighovr than in the highly industrialized countries. Figures taken
from many field surveys indicate that 3C to 40, of live-born children die
before having attained their fifth year. Low birth weight is frequent among
African babies, and many women receive no medical care during their pregnancy
or at the time of their delivery.

Lven though there aren't accurate demoqgraphic statistics for our
Region, early field surveys showed that 30 to 507 of children 1ie before
adolescence. The period of weaning is particularly dangerous because of the
risks to the infant caused by the mother's Tlack of knowledge concerning
nutrition. The principal illnesses which affect the voung children by order
of importance are:

Acute respiratory infections

Gastrointestinal infections

Protein-calorie malnutrition

Infectious diseases of childhood, such as measles and
whooping cough and their complications.

Malaria

Tetanus

Anemia

Tuberculosis
Cerebrospinal meningitis
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The childhood mortality due to malaria alone is 6-77, of whom
more Lhan 907 are children under three years of ane,

Beotween 40 and 507 of neonatal mortality is due to tetanus. In
addition, approximately 6. of mortality of children from 0 to 5 years is
due to tetonus.

The most frequern: causes of anemia, which account for 5. of the
deaths of pres<hool age children, are the following: Bacterial infections,
malaria, anky.ostomiasis, and dictary deficiencies.

The supervision and control of tuberculosis 15 very poorly
organized in many countries in the Region. lMeonatal tuberculosis is very
frequent, and amonq school age children, tuberculosis is the contagious
disease most frequently causing death.

Almost all of these diseases could he prevented, whether by health
education, immunization, or other means. Therefore, we nust define the most
important tasks to which our MCH efforts should be directed. In fact,
what is an MCH center? To be sure, I would say right off that an MCH center
is not a dispensary, not a pediatric service, but simply a preventive
medicine unit which addresses itself first of all to well children, and whose
mission is to preserve their nealth without waiting till they fall i11. Now,
I'm sure you will agree with me that what exists in many African countries
at the momert is exactly the opposite. It goes without saying that in our
region, MCH accivities cannot be devoted exclusively to preventive medicine,
but "must be directed towards the care of the sick (mothers and children),
for the care of sick children constitutes the basic motivation in auxiliary
health traiiing". ©Dve, taking into consideration that fact, I would say,
anyhow, that yoi: ought to devote at least half your time to preventive goals.
And that, for reazsons scientific as well as economic, for our countries are
noor, and consequentlv, all sorts of waste should be avoided., Take, for
example, tuberculosis: One can prevent this illness in a child by simply
giving him an intradermic vaccination of BCG, using a vaccine that has been
carefully preserve<. A child thus vaccinated has an allergy to tuberculosis
(or, if you wish, an immunity) of the order of 80%, which lasts at least
15 years--all that for the price of 10¢. Contrast this to the $200 cost of
effectively treating a child with tuberculozis.
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HCH activities are equally divected tovard pregnant. woren,
maternity and post partum care, and nursing mothers. Among the problems
relaved to pregnancy, the delivery, post partum cave, infections, nutritional
problems, hemorrhage, toxemia of pregnancy and obstetrical dystocias come to
mind.

The period of preanancy is the most opportune ti.e for Lhe teacning
of tae future molher. She ought to be taught the importance of the following
points:

The necessity of adequate nutrition,

The advantages of spacing nregnancies to assure her own

best health and that of the children.

The advantaqges of adequate prenatal care.

[t goes without saving that one ought also to:

Discover and provide early treatment for complications.

Prevent and treat anemia.

Prevent comsiunicable diseases, particularly malaria.

One very important thing in the African region is that the percen-
tage of women who deliver in hospitals is very low. Decause of this fact,
the traditional birth attendants represent an extremely important group.
Should one recoqnize them? That is a policy to be clarified by each govern-
ment.

In summary, then, MCH activities ought to include:

Emergency care for most common ilinesses.

Transport for evacuation of the seriously i1l to
regional centers.

Care and supervision of pregnancy.
Maternity care.
Post partum care.

Health ecucation centered on: MNutrition, Personal
Hygiene, Immnunization against communicable diseases.

Supervision of children up to five years of age.

Immunization against certain communicable diseases.

In agreement with the health policies of the country:
Distribution of medications for chemoprophylaxis.
Distribution of supplementary food supplies.

Education and cnunsel regarding voluntary procreation.

Organization of a medical record system.

Home visits when the need arises.
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With regard to immunizations, the proqgram ought to include vaccina-
tion with BCG at hirth, followed by vaccination against diphtheria, whooping
cough, tetanus, and poliomyelitis, and finally, smallpox. Systematic
vaccination against measles is prohably not feasible at the present time in
most countries because of the economic factors.

Chemoprophylaxis against malaria is advised beginning at three
months of age and continuing at least until three years of age. Malaria is
almost unknown in infants under three months because nursing, which is almost
universal in the African region, gives the infant the necessary protection.

FAMILY PLANNING IN AFRICA

\

Family planning is not at all a new idea in the mind of African
society, for pulygamy and separation of the mother from the household until
three months past weaning have helped space births. MNevertheless, we must
recognize that the new techniques of family planning are much more certain,
and permit couples to live together all the time without the constant fear
of becoming pregnant.

Still, childbearing hy choice can never justify itself in the
African region for strictly demographic reasons, for the population of Africa
south of the Sahara is only 260 million, which equals only half the population
of India.

The VWorld Assembly of Health and the Executive Council of WHO
recognize family planning as an important factor in the health services. They
also recognize that it is up to the individual governments to decide the
priority that they will give to family planning activities.

A seminar on MCH activities organized by the African Regional
NDffice of WHO in November, 1969, in which representatives of 26 of the 35
member sta*es participated, has considered that family planning is necessary
because it:

Permits more adequate care and nutrition of children.

Helps to reduce maternal mortality.

Improves the health and nutritional status of the nmother.

Avoids criminal abortion amongst the young women.
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AL Lhis same setinar, and at the one organiced by TPPE in
Cotonou in Hoverher, 1971, a1l the participants placed emphasis on the fact
that the relief of intertility {an enorvious problem in Gabon and in the
Central African Republic, tor exarple) is an inteqral part of «a famity
planning program. his s why one always savs that the representatives of
the donor countrics should fabe into account in their activities the socio-

cultural factors which c.i3t in the countries where they are working.
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‘ hy Margarct Mokhothu

Part |

A GENERAL INFORMATION ABOUT 'THE PEOPLLE OF LESOTHO, ‘11l CLIMATE AND

AVALLABLE TOODS.

L. The People of lLesotho

All the tribes that reside in Lesotho have their respective cultural patterns,
behavior, cte, but they have the advantage of speaking the same language and are
called by one common name, i.c. "BASOTHO,"

There i1s, however, an outstanding tribe in the extreme Southern border of the
contry called the "Thembus' , their language is Thembu descending from the Xhosa
origin, a language spoken by the Xhosas which is one of the tribes found in the
Republic of South Africa on  the Southern most district of Lesotho.

‘ Geographically lLesotho is o mountainous country wholly surrounded by the Repub-
Lic of south Africa, il.c. to the North and West lies the province of the Orange Free
state, to the South and Southeast, the Cape province and to the East, the province
of Natal. The total arca of Lesotho is approximately 11,710 square miles, and a to-

tal population of one million,

2. The Climate

Rainfall and Temperature

The climate in Lesotho is mostly sub-hunid and varices from semi-arid to humid
with wamm swmers and cold winters.,
(a) Rainfall: ‘the average rainfall in the Country is about 29", It varies from
less than 20" in the Orange River Valley to 25"-33" in the low lands, to over 40"

n the mountains. Most of the rainfuall is between October and April and very little

rain in the winter( {rom May to September).
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(h) Snow: May occur at anytime of the year in the mountains and some may Fall in
the Towlands during winter months, although for short periods.,

The Anual melt s of great importance in adding to the water supplied to the major
rivers of the country,

(¢) Temperature: Mean temperature over Lesotho varies accerding to altitude and
probably decreascs by 5 o for cach 1000 feet increase in height,

The mean temperoture in the Tow lands during winter is about 45 1P with average and
maxima and mintma of about 60 F oand 30 F orespectively.  Extreme toemperature as

high as 98 I' and as low as 1. I have heen recorded.

3. Crop Production for 1971, Bheat | maize and peas row well throughout the

country except in the meountain areas where thoy arce vrown on the mountain =lopes
or river vallers . o result fewer crops thrive well in the highhinds.

The following fizares are obhtained {rom the Durcau of Statistics Report of 1971

Maize  --733180

Sorghum --027181

Wheat  --219241 (Summer wheat)
319026 (Winter wheat)

Beans  --40470

Peas --31022 (Summer peas)

18159 (Winter peas)

N.B: The above figures arc bags of grain cach weighing 200 1Ihs.

lv
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A GLIMPSE INTO THE NUTRITIONAL DEFICIENCY DISEASES,

THEIR CAUSES AND TOW THEY AFFECT 'ITIE PEOPLLE

You alrcady know how many people there are in Lesotho, how their climate is and

how it influences the type of food they cat.

It is quite cevident that the climate is healthy, the food good, but we still have

a nunber of nutritional deficiency discases, and other health problems in the coun-

try.

et me first mention some of the deficiency discases prevalent in Lesotho be-

forc we go on to what their causes are.

I. Nutritional deficiency disecases:

2. Causces:

lgnorance:

1.

3

Marasmus
Kwashiorkor
Pellagra

Rickets

Fndemic Goitre
Sub-nutrition
Nutritional anemias
Scurvy

others

Some people can still not associate food with illness.
Mothers still do not understand the functions of food.

Food preparation is hopelcss because mothers still do not

know the value of food.

Poor Fumming Practices:
(a) Most Basotho are peasant fammers who live on subsistence economy. Farming

has been carried on for centuries and poor method have perpetuated through
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ages,  Foroinstance, one picce of Land s Rept for one crop every yvear
hecause our grandparents have been doing so withont supplementing the
plant food with manure or tertilizers. Nevertheless, this s bheginning
to change.

h) Urbanization is a hidden cause of malnutrition in Lesotho.  Parents
flock to the towns in scarch of better jobs wnaware that in towns they
pay for food, shelter, transport and clothing.  They are also not aware
that:
1) Their hard-carned money seldom reaches home.
2) Children are usually left to fend for themselves,
53)  Women and older children are left to cultivate the Lands which they

do with no success at all.,

4)  Others,

(¢) Famers will net bolieve that the soil, like people, needs to be fed and
nourished in order to be able to ¢ive a better vield.

(d) Most of the people in Lesotho will sell all the good quality products i.ce.
beans and peas, for better money and buy other cheaper valueless food items,

Crop Damage: Agriculture Census of 1971 reveals that 15,70 of our crops arce danaged

every year by

birds
insects
weeds

hatil

rodents

501l erosion
others

~ICS U = L D —
N M N N M e e

Draught: We sometimes experience terrible draughts where crops wither and die. Ani-
mals die,too, in great numbers duc to lack of water and grass. ‘This again is u
common causc of malnutrition particularly becausc 87.4% of the pcople depend on farm-
ing.

N.B.: (87.4% = Population Census Report 1966 Vol.1, page 95, Paragraph 13)
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COLTURAL_ PRTTERNS, CUSTS AND TAI 03

Fohave already mentioned that the different tribes in Lesotho have their re-

spective cultural patterns, behaviors, ete,

some of these are worth mentioning as their practice has caused malnutrition,

for example:

) Traditionally 1t is believoed that the main cause ol kwashiorkor is sexual
intercourse before weaning the child off the hreast or if a child who is
already weaned b5 viven milh of a cow that had already taken a bull.

2) Pregnant women arce not supposced to cat cpps and are to live mainly on liquid

and semi-solid diet, this is to make sure that the baby does not grow big

to cnable free nonwa! delivery,

5) 1t is popularly helicved that whatever illness the mother has, necessarily
will affect the chiltd throush the breest and as a result the child should
at once be removed fron the breast and in most cases has nothing left to
feced on.

) Young wnearriced cirvls are not allowed to cat cppes or the instdes of animals
because these are belicved to accelerate their sexual instinct before mar-
rlidpe,

50 Ummarried girls are not allowed to cat v meat that has crossed a river.

) ALL Thembu mates and females, both children and adults do not cat cgys at
all,

7) luther cats the best part of the meal in the family.
N.Br o These are some ol the beliefs that exist in the country and arce common

causes of malnutrition and other health problems.

Poor people cannot alford to buy good tood, il they do have some money it will
only buy the cheapest food and usually these will be the predominantly carbohy-
drate food which are cheaper in Lesotho.

In Lesotho poor people are never healthy to do fam work, if they have to do it.
It is never well done,as a result the yield is never good.

In my experience these are the Camilies with more childwen to bring up and these
are the people who i1l up the hospital beds. ‘They have so many problems that

a worker like myself in a country just starting to develop and with no facili-
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ties or resources Cinds horse U crving over a problem that she has no where

clue to reler to for a beltter solution,

I,

Among the infants

. sudden weanmy

v lancad diet

bo  lack ot o well-

C.ooovastro-enteritis
diarrien
whooping congh
meastes

Among the expectant other:

. Inadegrate diet
b, closely spaced deliveries
¢.  others

Anone the school children

d. Inadequate dicet

bo o traveling long distances to and {rom school
¢.  lack of rknowledee of the right Kind of foed

Among the general population

a. Luw oenergy output

b,  low camning capability

¢. low standard of educution
d.  low body resistance

¢. mental distress

f.  low learning capacity

<
’
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‘ PRACTTCAL WAYS IN TEACHTING NUTRETTON

May Iorepeat that we are very Tucky in that we speak the same Tanguage, as a
result we communicate much casicr.,

The Thembus speak and understand Sesotho, just as some of us speak and under-
stand Thembu. There are, of course, some Thembus who will not speak Sesotho but
will understand and follow all the same. Thercefore, it is clear that cach party
sticks to its own language and communicates that way,  Sesotho is an casy to follow
Language  Tor those who speak 1t because you still [ind people who have never been
to school beinge abie to read and write simple Sesotho words.

In cases where one does not read and write sesotho at all, it i1s not difficult
to communicate with, for as lone as there are school children in the compound  where
she lives, any written article that contains a message to be rcad or a hundout the

‘ people tn the compound or the school children often read and pass out the informa-

tion. There are, however, very few people who cannot canpletely read and write, there
are,however, many ways of reaching then.

[ shall give a very short accownt of how 1 communicate with the people in my

field.

[. lilm Shows:

: [t is not cveryone who can follow a film and be able to say clearly what it
real Iy was about. I have myself, had difficulty before in following a film even
if 1t is a sownd movie, because everything goes on so fast. We have shown many
motion pictures in cur clinic and we wanted to find out their impact on the mothers,
as a result we drew up a questionnaire (January, 1972) and asked a few simple

questions like:
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Py bow many homes were shown on the ilm?
2) which one was o happy home?

"Ib 5) what made that home to be sach a happy home?

O the Tos mothers, L wrote, 5 were not feeling well, 8 could not write at
all and 1o had troubie with their babics or mavbe they «Jid not want to cooperate,
Now, of the B mothers who wrote most of them had the right answers, and
SORC were somevhat confused.
With the result of the dssceasment we decided to continue to alternate health
tatks with a Ot show in oorder to:

a)  breal the monotony
by to stimulate interest

And the only successtul wav to really cet the message across would he to:
a) detiver the talk Qs csubiect)

b)  show the (il
¢) o ask o questions resarding the film

i

d) answer questions, i oany

In this wayv the teaching beconues reatly effoctive,

‘ 2. RADIO BROMTAST

- FAVAY

we speak che same langutse, cat the sane foods, enjoy the same climate and we
are all in dunger when discases creep in or when there are outbreaks.  We travel
freely from one point to the other using the same transportation, as d result we
have to take precautionary peasures that cach and cvery mosotho in Lesotho is well
informed about all the discases that ure prevalent in lesotho, so that:

1) one can identify discases and scek help before it is too late

2) discases that cun be prevented should be prevented before setting in.

3) so that we may be able to control its spread.

The fact is, we do not cover as many people in our clinics, schools, and vil-
lages during our daily activities as educators, therefore a radio being a mass media
covers a better majority cach day.

We have a " minute bi-weckly program which | think is effective as we are able

to capture the interest of the people.
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Our radio health talks are o success, this we have proven by:
[)  picking up a hy-nasser and interviewing him/her abont what he feels about

the health prop: .

2) letters coming in from the listeners.

3)  an cevaluation hy way of questionnaires also proved how effective the
broadcasts are,

4) 1972 has brought us another new discovery.  Listeners wrote into Radio
Lesotho requesting an increase ol another 15 minutes.  To us this is an
achicvement as we now have access to o larger andience than we have had
in the past yeuars.

Talking about the radio vou mioht be interested to know that most of our peopic

ownl radios,
The Government purchasoed cheap 2 and 5 wave radios for famers to be able to
[isten to their acricaltural prograns,

In 1000~ 1070 the Government acain purchased a mober of radio sets rom South
Mrica, America, cChina and Japan and were sold to people at a throw-away price.

To add to this, our people especially in the rural arcas like to come together

for o chat particularly in the evenings, therefere those who do not own radios are

alwavs welcome to share with neichbors, iriends and relatives,

So HOME VISTES AND FOLLOW- DG

Asobohave already mentioned, we have malnutrition which manifests itself in many
different wavs, and have different stages of severity depending on the:

Iy cause

2)  condition of the body
5) social status

J)  others

ALL cases that T oam made to lollow-up or visit are those that cause concern
because these are cases which will be admitted to the hospital, treated and dis-
charged but will in o short time return with the same condition in a worse state.

Having managed to trace the family with difficulty as most cases do not like
being visited at home, one is sure to find a number of problems confronting thesc
familics:

t)  too many children all looking about the sume age.
2) no ;



i

APPENNTX C

Y no Tood crcept o man e meal and o e commodi tion rationed gt the clinie
{ 'u't'.«[:en\] l"]l!(| ( Ill!it')

I by the Tather Jure desorted

Yoo o clothie tor the chonbdren

G mother nnemploved

Tyt bt e money che vadeen mavhe byoce T hing coses o vepetablen pays
cohool fecs or enabdles her to take other wmaller chitdren to the clinic
For the —ole parpose of rationing some food dtems and not for secking ad-
Viee o help s a e alt never Gihes any notice of any advice given her by
the clhimre statl,

S10ono vepetable carden

9) when one Tooksoat the samal ter chitdren, one setdom spots a healthy Tooking
chii L

Gty alter sach vicate and o close ameessnent of the fami Iy can oone really help
and i ect vaces where close follow-ups were made the families improved inomany
wirs nd s result nost oof then pever return to the hospital, but make full ase

of the clintes and health centers,

.o PHiso

these are conducted in the villages where the chicef is Cirst consulted and a
suttable place chosen by hin.
Pitso's are mostly successful because one 1s able to lecture and apply all the

croup dvniriics and 1s able to have open discussions,answers questions and in this

way be able to assess the group on the spot,

S.0 PRACTICAL DEMONSTRATTON

1) cookery

2)  housewivery

5) bhudueting

41 shopping spree

The first three always progresses very well and all the mothers show interest
as they are always involved in the demonstration.

d)  Shopping spree

Observations: 1 have observed that mothers who cannot rcad when they first
enter a shop to buy a baby formuls ¢he {irst thing they look for is the container:
colourful

1.
2.  1aeXpencive
5. picture of a hcalthy looking baby
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buring the shopping spree we selected ten mothers toe take them to a shop, and
with the pemission of the shop management they are allowed to choose the formula
they like just as if they were doing a nomal routine.

After which we note down cach fomula chosen and return to the Clinic and be-
fore we could together analyze our [indings we have one mother show us how she
prepares her own baby formula at home and should tell others how and when she feeds
her baby.

The lecture for that day will be detemmined by the mothers' answers.

1) il she did all the right things throughout the demonstration all [ usually

do is a short sumary.

2y if not, | start the demonstration step by step
3) question time
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PHE GNB LA SETTING OF THE PROJECT

The Gambiia consiata of a narrvow strip ol Lind (about 10 Kitometers in depth) on
both sides of the Fiver gambia, ronning inband for o distance of about 5200 Ki lom-
cters in oo straicht Tine fron the best Coast ot Mrica.

The population at the thme of the 1905 census was piven as 515 480, most of
whom are cncaced in aericulture, the cheet product being groundnuts. The only
avatlable vitel statistics are dor the ity ol bathurst, the capital, situated on
an isdand at the mouth of the river, with a popudation ol abour 20,000,

v MUH Prodect e aesioned to oworlo with the existing health care system.  Une
UESC technician s assivned to the Health Center in Mansa Konko, our pilot arca
with the dursing =ister in charee o the Health Center serving as her counterpart,
The UCSC Technician and her coimterpart ave to (1) bevelop a program for retraining
of the personnel in the fower River Division, (2) Assist in training village volun-
teer women to teach nutrition and intunt wnd child care, (3) Develop nmethods of
identifying hich risk mothers and counscling them about child spacing, (4) Develop
the tlealth Center at Mansa Konko ard the surrounding dispensaries to serve as the
center for continuing cducation for health workers outside of the Bathurst area
and also for the training of =tudent nurses.

This part of the projcct has been delayed because there 1s no permanent housing

for the UCSC Technician, in the pilot arca which is 112 miles from the city of

Bathurst.

The sccond UCSC Technician is assigned to the Ministry of Heulth and is supposed
to work witi: the Matron of the Country as a counterpart. Our main charges arc to:
(1) Develop an overall plan for the re-training of all existing health personncl,
to include health teaching and child spuacing methods for high risk mothers, (2) De-
velop a method cf regulur supervision of the 11 health centers and two hospitals

to assure that health tcach’ . 1g carried out, (3) Dere’~n a method of eval-



APPENDIX D

tittion of scrvices heing piven in the Health Centers.  This component is important
and necessary to give central support and o supervisory program for the pilot arca.
tnfortunately this component has not been started because a counterpart has not been
appointed for the Bathurst Techaician, 1 have related mostly to the Chicf Medical
Ofticer who is o physician.,

The structure of o Ministery ol Health is os follows:
The Mindster of Healrh s appointed by the President.  He may or may not be a Mem-
ber of Parliament. The Minister i assisted byoa Permanent Secretary. This posi-
tion is next to the Minister | have been told, because 1t pives stability to the
Mindstey, The Ministers chanee more Prequentiy than Permanent Secretaries,  The
Chief Medical officer is the head of the Medical and Health Department, which in-
cludes the hospitals, health centers, dispeasaries, snb-dispensaries and the Health
bepartment. The Chicef Medical Officer relates both to the Pemuent Secretary and
the Minister of Health as the liealth \dvisor to the Government of the Gambia. All
nursing matters which require administrative policy decision is presented to the
appropriate body by the thicef Medical Officer.,  The position of the Medical Officer
of Health is next to or assistant to the Chier Medical Officer. The person in this
position has been vacant for about five or six months. We have a physician whose
title is Medical Supervisor of Child Health, both in the Royal Victoria Hospital
and the outlyving health Centers.  There is a Medical Superintendent in charge of the
Roval Victoria Hospital and the Matron is also based at the same hospital. One
doctor, a Nursing Sister und supportive stafl are assigned to Bansang, the other
hospital in the country.,  BATHURST TO BANSANG 207 MILES. BANSANG TO BASSL
40 MILES.

The Health Centers are manned by a Nursing Sister with a supportive staff. Usual-
Iy one or two midwives, a dresser dispenser and auxillary nurses depending on the

aval lable staff and the size ol the tlealth Center.
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HEAL L ML

The heatth necds i The Geaabia one can assue ave simi Lar to the health neceds
i other developing commt e shere data has been collected to validate clincil
observations and Creatment.  ve have very dinnted statestie s on health problens in
Mhe Gambia, One sotrce cive s the Bol statiatics for the ety of Batleatoonly,
with o population of o000, There were byl Tive bivthe, 1a.2 per 1,000 popula-
Cion, an b W0 still bivthe G150 per 1,000 Tive bivthe) . The infant mortality rate
was oo (0 dnfant deather . brom observations in the Health Conters and the Royal
Victoria ospital, nutritional problens such s bwashiorkor and Mavasmus ave appar-
ent.  But wore =0 in the rural arveas. Cases of diarrhea and anincrease inomalaria
amon Childven darins the rainy censon. e have had sone casces of measles reported
this vear, the exact nwher of cases are not on record a0 o dates Tye infecs
tions in both ohildren and adults, Tocalized skin infections mostly in children,
fow cases of neonatal ter oand cases of tuberculosis exist in sporadic nunbers.,

since muny ol the conditions | have listed are preventab e through health od-
ucation, improved canitation, better nutrition throush cducation and increased pro-
duction and health supervision, it is helicved that our MU Project will contribute

to mecting somne of the health necds of a selected population,
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ANTIND 10 ACHEVE I HACTING OF AL TN 0T SO0

O LIGHTE MONTHL PROGREGS. REVIER, MARCH - OCTOBLR, 1970,

. i, |wlll'l }_'_(_.)nlu(tt ton:

Ao Objectives of the Lesotho Government: The Lesotho First cive-Year Development
Plany - 1970 to 19704

I

i, 0One
and
all

Mintstry ol Health:

a) "o improve the nutritional and health conditions of the population. ...
also a pre-requisite for economic development. ...

by “To dmprove the quality of medical services and expand ther to o Targer
section of the population and in particular to raral drcas.”

<) "o (eive) consideration to preventive wedicine which wili he developed
sthstantially over the Pive-vear perrod,”

Ministry ol Lducatiou:

a)y Toodetermine the povernment's policy on primaosy and sceondary education. ...
the ceducational svstom should be ¢eared towards tmproving both the quality
and quantity..oY

by "To place cmphasis on the maximun exploitation.. ..ol resources already
devored to oducation. ...

¢) "o improve the training of teachers and provision of basic cquipment
for schools.”

of the objectives of the UCSC-MCH/CS Project is oo cthe UCSC health educator
his counterpartis) will develop and test methods of health education.. .. for
ol Lesotho...."

[T, National School Tlealth Comnittee (NSHCE)

Ao Objectives:

l.

To pramote school health programs in health education, school health services
and healthtut school envivonment.

lo advise the Ministry ol Lducation on health curriculun and health services
in the primary and secondary schools.

To co-operate and improve the working relationship with all other agencies
which share services related with school functions.

8. Memberships consist of representations {rom the government and commmity sectors.

. 'The

present position of NSHC, as stated in Mr. PALTL. Rasckoai's October 19th

letter to NSHC, is:

"We {irmly believe that our lealth lducation cannot make any impact on the
nation if it is not ingrained in the minds of the students who are the
futurc citizens ol lLesotho."
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P Approache:
AL thabar rhepe bomenioal Voaenbtore rannine Copder, Thisern,
Lo Ihis School 1 o s edneattonal oo vear vocat tonal trainine pnstitation
for thooe whe heve completod ot Teast stondard VTS he oe ranees Do
(IR

Do the neealtn b o ey b e

bbb no e ettt o the schiool vear,

Vireed Lo Cvorine the ctudents o s understandinge of the e
Pationchoe e o head th g diceaee s Aot U o thi s e e
! !"”L“k' Cota '}’ }\' '.I“ln\

v vatod et ot e ol by health wordoer

droin Fod ot v bte both lons term teae babrty and e ffectivenes s of
tho o e Coteachine headthomn oo hoot,

Phies beabth ccond o cner T ouie wi LD e need ey 1070

[ATRIED RS BRAEN i o i, loru

booothre o e b chene which cover erade s raniny From bindercarden to
Foves Oy oneey She soth ek s This s an e ntal cchool selected by
the M ate o sl o

! IGHERES IR rrivuiie e e o it

Ay aie school Geadnicte o, her T teachors el the nealth edacation team

Do Diso the cotentials o and devclop a heatth carriculbae for the

stidents, Pocinnine with indercarden and s tandard 1
2 Cirain tecchers to o conduct eaverirental toactitne of the snepested
Boalth Tesson after cach discusoen,

3 Move onote the nedt hicher erade vhen we have conpleted one grade.

b) The health odincation team offers both technical assistance and materials
to develop tearnine ad teaching aids,

¢) Bducatior and health experts will be invited to Jead appropriated dis-
cussions, o.o., cducational psycholopist, psvehiatrist, pediatrician,
nutritionist, ote,

d) Lvaluation i a continuous process to assess the metnods, materials
teaching experiences; and the realization of curriculum for the country.

C. Teacher Training Workshops, Oacha's Nek.
1. Sckake Mission (Christ the kirg) has 17 primary schools, 0¢ teachery

1,800 studenis (standard | to VIT) and a School Committee which has 17
members.
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Nine o the mewbers coe vomen, i add Cional cchools ponsored byoother
misnsions hiwve anothicr ono tadent< o ol al e mommtann are:,

A two di worlshop o copdneted on e tober D and 02 for the teachers,
a) The objectives were:
Py o promote health teaching i the ohool,

20 e offer the teachers come boevre Do bedee abont Teealth and how to teash
heatth,

A1 to discuss haste attrtude s be et and Pehovionr that inthaence health,

Ty do establbish o positive relationshiop with the miscion in Lesotho for
teacher workshops and wochood head th crrricndam deve toprent

by The methods we are using:

) \nindformal aporaach,
J) N eeneral presentatyon followed heooospall discus<ion groups. ach
croup hewd oo tion whireh aimed to sock ansverss These questions were:

) What ts health
i) What nealth suhiects shoutbd e taueht in vour school?
) How chould these heooth subjects be tansht in o vour school?
) What Tearnine and teachine aids do vou necd to teach health?
V) How can voi be hetter prepared to teach health?
PV How e the scheot Committee help to offcct the health teaching
in o school?

fhe =mall group recorders reported their answers to the Taree group. A
question and answer scssion mmediatel fol lowed,

2. The Sty Prancis Mission, Qacha's Nek.  This is the largest mission in
Lesotho.  (schake Mission is the scecond largest.) 1t has 20 schools,
over 100 teachers, about 2,500 - 2,700 students and a School Conmittee.
[ serves over 45,000 people covering more than 150 square miles in the
mountan region,

The approach is similar to that of the Sckake Mission plus the usce of
films borrowed from the USIS in Lesotho.  This is conducted on
October 27-20, 1972,

3. The Butha-Buthe and Leribe Districts will be discussed in another cutline
when more demographic data becomes available.

The Butha- Buthe Teacher Workshop will he conducted on November 5-44, and

the Leribe Teacher Workshop will be followed on November -5, 1072,
Future plans arce:

‘ I. To assist the Ministry of lealth in achiceving thosce goals,
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COMMUNTTY ORGANISATTON BN LESOTTHO

1. Countiv:  Health fducation Section oy LM, Petlane
LR )

Geographical Position: Lesotho is a small enclave surrounded by the Republic

of South Africa. [t covers an arca of abeut 11,710 square miles, one third of
which is a low Iving arca where six out of the nine district towns are located.
[t must be clear that the boundaries of these six districts extend and cover

most of the dissected Maluti's--mountains of Lesotho where the remaining three

district towns are located.

[t is clear, therefore, that two thirds of our country comprises the

maluti mountains with several innavigable rivers and rivulets troversing her.
Climatc: Lesotho has cool sub-continental temperate climate with dry winters

and late suwmmer/autumnal rainfall.

Some Natural Resources

a) Water--Although Lesotho generally has a poor raintull, there is a lot of
ground water in the form of rivers which have been constantly flowing into
the Atlantic Ocean. It was only after attaining her independence in 196006
that Lesotho, with aids from outside countries, has been able to harness
her waters and use them locally on a small scale.

b) Manpower can also be classified as a natural resource in this country.

1) In almost all community development activities in Lesotho, like road
constructions, dams and other self-help projectis, manpower has played
a very important role--particularly wonmen.

2) Most illiterate and scmi-literate Basotho men, because of lack of
employment at home, flock into the mines in the neighboring Republic
of South Africa. A great majority of these mine workers present a social
and health problem when they come back home because of disability duce
to mine accidents and diseases like pulmonary tuberculosis acquired
there.

The People
The inhabitants of the Kingdom of Lesotho are called the Lasotho and

speak one common language called Sesotho. Population is about one million.

In the Southern district of Lesotho there is a particular group called
the Thembus., They are of Xhosa origin. Their language, customs and belicfs arc
different. They arc, nevertheless, called the Basotho. Lesotho has a high ﬁgg

agricultural potential., The mode of life in Lesotho is mixed farming.

C LA



In the lowlands the Basotho specialize mostly in agricultural farming.

Maize, wheat, and sorghum arc the main crops. None of these is grown for cxport.

[n the mountains livestock farming is practiced in a larger scale.
Cattle, sheep and goats are reared. Even though Lesotho does not have enough
for her own usc, she is able to export beefl cattle, sheep, goats, wool and

mohair as raw material into the Republic of South Africa.

The Basotho are a religious nation even before the arrival of the
French Missionaries who talked about Christ as the son of God, Basotho belicved
in the existence ol God, the Almighty. They believed that their grandparents
when they dic join a big family of their ancestors seated beside God. The
Basotho may believe that these ancestors have some protective power over them
and that their supplications to God can be submitted through these gods--

ancestors.

This traditional belief in God together with the western form of

religion has formed a very strong christianity in Lesotho.

There ave a lot of other beliefs which acutely affect our health
habits. For inscance, if a member or members of a certain family suffer from a
discase--cspecially infectious discases, it may be believed that the ancestors
arc showing anger and dissatisfaction with that family and, thus, foresaking it.
In order to appcase them the patients will be treated traditionally. This, on
many occasions, contributed to wider spread of infection--particularly among

the illiterate and semi-literate.

Malnutrition in children and other deficiency discascs are, in the
majority of cases, attributed to some beliefs, attitudes and behaviours related

to food.

Because of low income, and perhaps lack of cducation or its accep-

tance in some instances, health habits in the rural arcas are minimal:

1) Pcople may not cat balanced diet because they do not
have money to buy all the necessary stuff.

2) They do not know which food to buy.
3) They may not have the latrines becausc they do not see

the nced for latrines; they may shun to use latrines
becausc of some superstitions or fears.
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. 1) The Thembus will not wash because the  want to use
ochre and keep their traditional identity,

Nowadivs in Lesotho--with increase in Public tlealth Personnel--
people are beginning to identify some of their health needs and probloms.

Lesotho, although so much wunder-developed, is enjoving a high standard
of literacy.

In organizing anyv community or village the first leaders to work with
arc the chicfs.

Chiefs are the traditional leaders in anv village in this country and
they conduct a great influence in their community.  Chicefs are the only gateway
through which a health worker can get to the people and be accepted.

Second come the literate, scmi-literate, local healers, ministers of
religion, and politicians.

The people themselves in @ community need not be overlooked. Their

fears, beliefs, hobits and prejudices should be thoroughly understood.

In all dealings with the people, I as a health worker--in order to
organize a successful program--must have direct contact with the chief and

his supporting committces in the following manncr:

1. Informal self-introduction to the chief and his
subordinates.

2. Gencral discussion of health matters with the chief,
and heip him identify health neceds and problems.

3. Show him the nced for cooperative effort of his pecople
to solve health problems and that I am always at their
disposal for assistance.

It is very important when interviewing the chief, where possible,

to encourage him to invite his village advisory committecs.

Organization of Pitsos

[t may bc necessary, at this stage, to organize an cducative mecting

el % -

éf for every member of the community. This type of mceting in Lesotho is called
E a pitso. Pitsos are usually held in an open place which is conmonly used for
&

B . the purpose.

- ;.I:‘. - .
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Notification of a pitso is usually made by letter to the responsible

chiel who will in turn communicate with his subordinate chiefs and their
neople; a health worker may have to directly comnunicate with such chiefs
because instances do occur where junior chiefs would not recognize their
superiors.,

Another group of leaders who ciannot be overlooked in organizing any
programme in the rural areas are politicians because of their reasonat e
standard of cducation. Politicians, after being won to our side, will help
influence their followers to get involved in health activities. Somctimes they .

are cven better listened to than chiefs.

How to Conduct a Pitso

A local chiel or ward chief usually acts as a chairman and an open
speech covering all health related matters--especially those affecting that

community.

This will be followed by questions and answers by the lecturer and
participants themselves. This is a way to test their resourcefulness in

solving their health problems,

Domonstrations

During my stav at Mphaki Health Centre in the Maluti, teaching by
demonstrations had a great significance and communicated the health message to
the illiterate Mosotho. They begin to realize how easy it is to construct a
pit latrine or protect a source of water supply with minimal or no financial
Ccosts.

Demonstration on general cleanliness of body and clothes wovrked out
so successfully during the anti-typhus operation at Mphaki. The Thembus began
to gradually abandon the use of ochre and washed their clothes with soap and

water,

We had a high incidence of typhus among the Thembus who did not
wash., This sad state of affairs demonstrated to the whole Mphaki population

what hecalthful habits or lack of them can do for the community.
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It also helped to make them understand what is meant by healthy

buring the treatment of typhus cases at Mphaki, eggs were included
in the patients' daily meals.  This helpad to improve their nutritional standard
and also changed the Thembus' attitude towards cgg consumption; it was a
demonstration,

With cooperative efforts of Community Development, Agricultural and
Health persomnel, communial gardens have been estublished throughout the
country.

This has helped to (1) tfoster teamwork for the common good, and

i 2) improve nutritional standards by the use of what we pruoduce ourselves.

Home Visiting

Visiting villagers in their homes plavs a very important part in the
organization of a successful health program.

A health worker will be ahble to assess cach individual in his home,
identify their neecds, eliminate barricrs, and sce what stimulus or stimuli to
give 1n order to get a positive reuaction--particularly fathers.

Success will always be demonstrated by regular participation in all

organized health programs by members of visited families and their neighbors.

At all times close collaboration and coordination in community
organization with other government and non-government agencies like Agriculture,

Community Development, Food-Aid Programme must be exerciscd.

Agricultu~al Nutrition Agents and Agricultural Information Service,

- who are more skilled in the use of audio-visual aids, have been extremely

helpful in educating illiteratc communities on health related subjects.

Problems in Community Organization

The following are some of the difficulties confronted in organizing

rural communivies:

1) Inaccessibility of some communitics by road--for intensive
health program planning and follow-up.

2) To some extent attitudes, beliefs and behaviors affect
our efforts to bring the people together.

A e e,

N
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‘ 3) lack of cooperation by some community leaders.
4) Lack of adequitely trained staff and materials to be
used.
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A presentation by Mne. Lucie Ouendo:

Dahomey, a countryv called under-developed, on the way to develop-
ment, or to under-development, is sovereign. It occupies only a small portion
of West Africa--abeout 112,622 ki at the most., It has a population of about
three million. If one refers to the statistics for 1971, this population
is composed mostly of children and young peoplie, supported by a minority of
adults and elderly with limited resources. Eighty-nine percent of the
population is rural.

Since 1960 Dahomey has been divided into six departments, more on
an economic basis than upon population differences. These departments are,
from south to north, OQuémé&, Atlantique, Mono, Zou, Borgou, and Atacora.

Quémé

Quémé is abundantly watered and is the region of the oil palm and
the tollowing agricultural crops: corn, manioc, beans, and tarots. There
are experimental rice farms in the valiey of the Quémé River and a small
amount of sugar cane under the supervision of the MNationalist Chinese Agri-
cultural Mission. (Note: Since this speech, this aid has been withdrawn as
a result of Dahomey's reccgnition of mainland China.)

The chief city of the department is Porto-Novo, which is at the
same time a commune administrated by a deputy of the Government. Other
chief cities are the sub-préfecture towns of Sakét&, Pobé, Ketou, Avrankou,
and Adjohoun. Porto-Novo, in principle, the capital of Dahomey, is situated
on @ low plateau, and the rest of the department i< siustly very low hills and
shallow valleys. Throughout Ouémé, the soil is adobe, Here one finds clay
which is used in the making of pots, bowls, and cooking fireplaces. Tradi-
tionally, the houses are built of adobe blocks, sometimes fired, and roofed
with straw,

In Queme there are only two high schools: the Lycée Behanzin and
the Lycée Toffa The First. There is only oune under-equipped hospital with
several maternities and dispensaries where the sanitation is practically
non-existent. This region is inhabited by the Goun, the Toris, the Nagots,
and the Yoruba, with the Nagot being the dominant race.

OuémE& has a population of close to 535,000. One coulid add thai
the humidity of the region is conducive to tropical diseases such as ma’aria,

s
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trypanosomiasis, elephantiasis. The people raise significant numbers of pigs
and a few cattle and sheep.

Atlantique

The southern part of this department is bathed by the ocean whose
name it bears, and its population 1s around 426,000. The chief city of the
department is Cotoncu, which, like Porto-Novo, is also a commune directed
by a Government deputy. The villages around Cotonou are administered
directly by the préfet of Atlantique. The main towns are those of the sub-
préfectures: Abomey-calavi, Allada, Quidah. The department is almost
entirely a reagion of plains. The area around Cotonou is sandy because of its
proximity to the ocean. A1l the rest of the department has addbe soil, with
deposits of clay that can be used for making cnoking utensi - and fireplaces.
Houses are traditionally made of adobe with thatched roofs Tike Quémé, or
from bamboo, thatched with straw.

In Atlantique there is only one high school, the Lycee Technique,
and several secondary schools, like everywhere in Dahomey. There is only
one acceptable hospital, with several maternities and dispensaries. The
dominant. race of the region is the Fon. Principal crops are foodstuffs,
truck gardening; orchards and oil palms, though there are fewer than in
Ouémé. Basically, that which makes Atlantique different from Quémé is the
industrialization which one sees, in effect, at Cotonou, Ahozon, and Pahou.
One sees assembly plants and factories side by side. In addition, Cotonou,
because of its port, is the communication center with the rest of the world.

Mono

Well-watered by the Mono River, this area is the region of agri-
culture par excellence: 0il palm, root crops, and a]]ofoodstuffs grow there
quickly and well,

The region is densly populated by the Adja, Popo, or Pla; the Hougda
or Péda, and the Mina races. The raising of pigs is very widespread,

The chief city of Mono is Lokossa, which is at the same time a
commune. The department has a population of around 366,000. The principal
towns of the department are those of the sub-préfectures: Athiém&, Aplahoué,

Dogbo, and Bopa. Mono is generally sandy and flat with scattered low plateaus.

Houses are made of clay of a characteristic color, and thatched with straw.
Mono has no high school, hospital, or true maternity.

L
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Zou

Although Zou has little water ind a dry climate, agriculture is
nonetheless well developed. In addition to foodstuffs, crops for export
are the main products: tobacco, coffee, cotton, groundnuts, and jute for
making bags. There exists, therefore, in Zou, a beginning industrialization.
Bohicon is, after Cotonou, an industrial center which cannot be overlooked.
The major tribe is the Fon, with additional Mahi, and Yorubas who come from
Nigeria. Abomey, an historic city, and capital of the ancient kingdom of
Danhomé, is important because of its museum, which attracts tourists from
the whole world, just as do the lake village of Ganvie in Atlantique and
the national parks of Borgou and Atacora.

The capital of Zou is Abomey, which is at the same time a commune
administered by a governmental deputy. The main towns of Zou are Bohicon,
Dassa-Zoumé, Savé, Cové, Zagnanado, Savalou, which are also the seats of
government of the sub-préfectures.

Zou is basically adobe soil of a very dark color, and very dusty.
It has plateaus and hills of fairly goocd size. The houses are of adobe
with thatched roofs.

Zou has a population of close to 535,000. There is only one high
school in Zou, and like in the rest of Dahomey, there are both public and
private secondary schools. There is only one ambulance, quartered at the

hospital.

Borgou and Atacora

These two departments are difficult to separate in reality. Here
there is commercial production of groundnuts, castor oil, cotton, karité (an
0il), and foodstuffs, notably root crops and millet.

The Bariba, Soma, and Dendi are the major tribes in these two
departments. They have long had profitable farming methods. Traction plowing
has been recently introduced by FAQO and UNDP but is still in an experimental
state.

The capitals of Borgou and Atacora are Parakou and Natitingou,
respectively. The chief cities are those of the sub-préfectures: Malanville,
Djougou, Kouandé, Banikoara, Tanguiéta, Boukoumbe, Bassila, Ségbana, Kandi,
Nikki, Bimbereke. These two departments are very dry and mountainous. The
highest peak in Dahomey is Mount Atacora, which is 800 meters high. The soil
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is very hard, but where there is irrigation, it is fertile and well used.
Houses of the Somba are made like a clay fort, with the individual living
areas divided off and thatched with grass, which is cheap ard extensively
found throughout the area.

Borgou and Atacora furnish practically all of the meat for the
entire country. There is, however, very little fishing.

Dahomey is watered by the rivers: Ouémé, Mono, Zou, Couffo, and
by the lakes: Nokou&, Toho. Ah&m&, which provide fish to the people along
their banks. Lake Nokoué has one of the best supplies of fish in the world
but there is little use made of this source.

Dahomey has about 40,000 foreigners. On the basis of what we
have just said, one would note that Dahomey is essentially an agricultural
country. The efforts of the United Nations, through FAQO and UNDP, are now
trying to develop agriculture, fishing, and livestock raising.

The World Bank, the Financial Society, and the International
Bank for Reconstruction and Development, as well as USAID, work in Dahomey
in the same sense. The state has created the Mational Society for Rural
Development, the National Forestry Society, the National Society for Palm
0il1 Refining, the Society for the Development of the Ouémé Valley, and the
Dahomean Office of Port Workers, in order to develop and sustain the efforts
of both urban and rural population by fixing objectives and creating
employment .

The history of Dahomey is divided into three major periods.

The first is the pre-colonial period. During this period Dahomey was
actually divided into several kingdoms, which made war on each other, moti-
vated by the imperialistic desire for domination. The most powerful of

all the kingdoms was that of Danhomé, whose powerful army was composed of
valliant warriors and Amazons. They battled everybody, like the kingdoms
of the Baribas and of Bio-Guéra, who were fiercely beaten. During this
period, alsou, Dahomey was the victim of slave trade, which emptied it of
jts most valuable elements,

In 1894 Dahomey capitulated to the imperialism and the colonialism
of the French. During the second period, or the colonial era, Dahomeans
contributed a great deal to the French administration. Actually, this
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country, which was called the Latin quarter, furnished, in addition to the
key administrative posts, all the elite of the bureaucracy. In other words,
the Dahomeans became the founders and salesmen of all the various expres-
sions of the French culture,

[t was during the colonial period that the country was unified,
under the administration of France. Dahomeans were trained, either locally
or abroad, to work in the French administrative services of other colonies,
such as Ivory Covast, Mali, SénZgal, Guinéa, etc.

In the third historical period, the time since independence, in
order to resolve all these problems the new government decided to break
into the total backwardness of the country and establish an encouragingly
realistic, practical, and pragmatic program for all Dahomeans. Industriali-
zation constitutes one ray of hope, with the petroleum of S&mé, the cement
of Onigblo, the mineral water and the rivers which can produce electricity,
and which traverse the entire country.

"One can do so many things in Dahomey, for there is sa much
valuable human potential available." This sentence is taken from a reaiistic
book by René Dumont, L'Afrique Noire Est Mal Partie, published by les Editions
Marabout. This book asks many questions about under-development and

proposes some nearly adequate solutions.

Despite all the food products rich in vitamins, one notes
considerable vitamin deficiency, due to the fact that most of the rural
pepulation does not know how to use the foodstuffs in the most nutritious
manner. These deficiencies are not so prominent in the North, due to their
large consumption of meat, cheese, beans, and vegetables.

In order to help the peasants have better nutrition, there has
been constructed at Ouando a nutrition center, supervised by the Dutch
volunteers. There they train animators, who are then sent throughout the
region to teach their experiences to the masses, On their first visits, they
bring with them the produce from the gardens at Ouardo, to use in their
cooking demonstrations. Thus, the animators motivate the villagers to make
similar gardens,



Single Divorced B
Married Widower N
Separated

Incervicwer APPENDIX 1
[nterpreter
Date
INTERVIEW OF THE HEAD OF FHE HOUSEHOLD

Area Code i Village

Family B

Individual Number e

Home Number_ - o N

No Code

1 Age unknown (birth certificate)

2

(QUESTION 2 DELETED ON FINAL QUESTIONNATIRIE,)
3 Marital Status
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Place of Birth - City

Country

[nstitution

Midwife or Assistant at Birth

Tribe

e e ——— e ———.

Religion

— g —

Languages

EDUCATTON: LENGTH '

Village School

PLACE

Public School

Private School

Missionary School

Technical School

Apprenticeship

Other

None '

S
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‘ No Code
9 PROFESSION:
I'isherman Chauffeur :
4
FFarmer lHouse maid \
Worker !
Store owner _
Clerk
Other |
10 Number of actual wives |
|
|
J
|
11 Number of living children of cach wife (in marriage order)
1 5
2 0
3 7
12 Where do you go to be cured when you are sick?
Dispensary Charlatan
Healer Witch Doctor
‘;
Pharmacist Doctor (MD) ?
Midwife Matron A’
Nurse Other | ‘;
None
@
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What do you do to prevent sickness?

Bat well Witch Jdoctor

Wash . Medicine L

Clean water \V‘accination

Pray

~ Wear shoes

Mosquito netting

Nivaquine

14

Which are the common causes of sickness?

Bad spirits sent by someone

Other sick persons next to you

v cating or drinking poison

Bv eating or drinking old or spoiled food

Natural phenomena:

Sun Wind Thunder

Moon Rain__ Lightening

15

Do you secparate the sick and non-sick in vour house?

Yes NO

16

What kind of sicknesses require separation?
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'I' No

Code

17

Have you cver been vaccinated against:
TYPE No. of Times YEAR

Small pox

PLACE

Yellow fever

Cholecra

Thyphoide

Dyptheria

Pertussis

Tetanus

B.C.G.

Mcasles

18

Do you take something to prevent Malaria?

Yes NO

If yes, what?

19

Where do you find water for the houschold?
The well of the house
The river
The pond
The lagoon
The village wells (neighborhood)
The well for several villages _

Pump water

Nl
0

o
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No 1 Code
20 Where do you keep the water? }
In what container? !
i ————
21 Do vou have a septic tank? Yos No l
|
22 Do vou have a dry tank? Yes No
o 1
23 Generally where does vour family go to the bathroom? !
Someplace in the house
On the path _
On waste ground
In the ponds '
In the scptic tank l
.. !
In a receptacle that you clean at nignt i
In another placc
24 Where does your faimly bathe?

In the concession In the bathroom
In the house In the lagoon o
In the pond In the sca

In the puddle In the lake
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25 Who wears shoes?
Men Women Children
26 Do you have mosquito netting for each bed?
27 Do you raise animals in your house?
Pigs Poultry Goats
Dogs Ducks Lats
Cows Rabbits Deer Other
28 Do you have a special place reserved for raising the animals
in your concession?
29 Where do you throw your garbage?
In the concession On the path
On the waste heap In the river
In a hole In the lagoon
In another place
30 Do you have a well in your concession? Yes No
If yes, is it covered __? or Open ?
31 Do you have a well for th. whole village? Yes No

If yes, is it covered ? or Open ?

*
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Interpreter
Date
"I’ WOMEN
Arca code village
Family
Individual No.
lHome No.
No ; Code
1 Age unknown (birth certificate) %
2
(THIS QUESTTON DLLETED ON FINAL QUESTTONNAIRE.)
= 3 Marital Status
Single Divorced Married
Widow Separatedd
4 Place of Birth - City
County
Clinic
£ Midwife or assistant at birth
1 5 Tribe
o 6 Religion
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No

Code

Languages

8

LEDUCATION: DURATION

Public School

Private School

Missionary School

Technical School

Apprenticeship

Other

None

9

Does your husband have other wives? Yes

If so, how many

No

i éf’?{
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No Code
10 How many pregnancies have you had ?
Year Sex Birth Condition Abortion Alive or If dead at Father's niic
Term or StilT birth (which month) dead what age
remature i t_ T :
|
i
|
i
|
!
1
| |
; i |
| | |

Wi

2 |
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No Code
11 For each pregnancy:
‘ Place of Birth (maternity ward,
Year Delivered by whom clinic, dispensary, or at home) Complication during delivery
!
| E
: z
!
| sf
i
i
!
I
ﬂ |
| _
T
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No Code
12 During Pregnancy: Have you been sick during vour pregnancies?

Year [1lness During Pregnancy
13 After Delivery: Have you been sick after the birth of the child?

Year Postnatal Sicknesses

( XIAN3ddY
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I No Code
14 If you have never been pregnant, what do you do?
B What do you do when you do not want to became pregnant?
16 How long do you nurse your baby? .
[ to 3 months 4 to 0 months_ 5 to Y months
10 to 12" 13 to 15 " 16 to 18 "
19 to 2L " 22 to 24 ¢
L7 When you are pregnant, who do you consult: at what month?
A man who delivers in the village
A woman who delivers in the village
Midwife Charlatan A member of the family
Other Nonc I
18 Are vou planning to consult someone after the delivery?
Yes No [f yes, who?
19 Do you wait between pregancies?  Yes No

If yes, how

And how long ?

g
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(f ves, with your husband's agreement?  Yes No

[T ves, how?

ro
=
————— - ..___._._1._4 —

21 Who knows the methods to provoke an abortion? |
The men_ The women !
With what o i
I
4
— N
.
22 Where do vou go to be cured when you are sica”
Iispensary Charlatan ) Healer
Witch doctor  Pharmacist boctor_
\urse Other_ None
23 What do vou do when your children have:
Diarrhea
Whooping-cough _
Measles
Respiratory troubles }
Worms i
Fever ) !
Other sickness |
E They refuse to eat {
% i l
| |

g
| S
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‘ No Code
— B e e e e e e e B :

24 [ What kinds of things do you do to prevent sickness:

Bat well Wash yourself Pure water

Weat shoes WifCthCtO[_"‘wu Medicine

Vaccines Other

———— c— - - ————a e - - —t—

I~
(o2

What arce the vsual causes of sickness?

Bad spirits sent by somconce

———ie )

Another sick person near you

By cating or drinking spoiled or old food l

Natural phenomena:

Sun_ . \Vind__ Moon_ Rain ()thox:_v__

20 lfave you cver been vaccinated against:

TYPL No. of times YEAR PLACE

|
Smail Pox f
!

Yellow fever .

e e I

Cholera

Tyhphoid

Dyvptheria

Tetanus

B.C.G.

Measles §
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N

‘ No | Code

t
27 Do you take something to prevent malaria?
Yes N [ ves, what? !
T o !
28 At what age do vou stop nursing vour children?
29 What do vou aive vour children when you begin to wean them?
“
30 Do vou feed vour child milk because vou have weaned him?
Yes No
|
" |
31 At what month do vou give solid food, other than maternal milk, to
vour child? ‘
What food? !
t
!
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/ Prosinzial
CHrPITAL

Scala of Miles
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