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EXECUTIVE SUMMARY
 

The Ministry of Health (MOH) of the Islamic Republic of Mauritania
 
is stressing planning and programming operations as a direct result of
 
the 	 need to expand health services to rural areas, where the majority
of the Mauritanian population lives. The recommendations included in
 
.1 fourth-year health plan (1981-1985) are very clear in this regard.
 

They specify that:
 

a. priority is to be given to preventive medicine; 

b. health interventions are to be oriented toward rural areas; 

c. primary health care (PHC) services are to be generalized; and 

d. aspects of management and data collection in all health units 
in the country are to be improved. 

The Commission to Strengthen the Health Information System (CSHIS)
 
was created in October 1981. This action set in motion a plan to es­
tablish a simplified health information system (HIS).
 

The consultant for this assignment was asked to provide technical 
advice to the CSHIS and to organize a workshop (conducted on October 
21.-24, 1981) on issues dealing with the improvement of an HIS in 
Mauritania. 

Under a four-week cuntract (May 3-30, 1982) to the International
 
Health Programs Division, American Public Health Association (APHA),

the consultant provided technical assistance to Mauritania in several 
areas; for example, he: 

a. 	 helped to improve the current HIS of the Ministry of Health; 

b. 	 helped to conduct a seminar on the use of the HIS; 

c. 	 assisted in improving the current research and evaluation 
component of the Rural Medical Assistance Project (RMAP), and 
helped to conduct the preliminary analysis of study data; and
 

d. 	 worked with the Ministry of Economy and Finances to complete 
the section on health in the fourth-year health plan (1931-1985). 
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The 	outcomes of the consultant's activities were as follows:
 

a. 	complete methodology to reshape and modernize the HIS was
 
developed with the collaboration of Mauritanian health
 
personnel.
 

Specific recommendations, adapted to the Mauritanian
 
situation, were to:
 

--define objectives:
 

--select data;
 

--design procedures to store, record, process, and
 
analyze data;
 

--identify constraints to the current HIS; and
 

--devise a strategy to implement the HIS.
 

A discussion of the problems that are supposed to be corrected
 
by implementing a given recommendation is also presented in
 
the attached report. Alternative. are recommended wherever
 
it appears that the current situation in Mauritania would not
 
be conducive to full implementation of the proposed solution.
 

b. 	The director of the Statistical Division, Ministry of Health,
 
accompanied the consultant on all his visits and interviews
 
and was closely involved in the actual elaboration of the
 
recording forms and in the technical discussions which the
 
consultant had with CSHIS officials. The director received
 
personal training in the use of the HIS during special ses­
sions with the consultant.
 

As a collateral activity, the consultant advised the Statis­
tical Directorate of the Ministry of Economy and Finances on 
a suitable curriculum for training in statistics for Ministry
 
of Health personnel.
 

c. 	The policies, methods, and procedures used by the RMAP were 
revised completely. A preliminary analysis and an evaluation 
of the research component of this project, which includes 
census and household surveys, were made. 
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d. 	The consultant was assisted in writing the final draft of
 
the health section of the Five-Year National Plan, prepared
 
under the auspices of the Directorate of Studies and Program­
ming, Ministry of Economy and Finances. Background in this
 
section was taken from the document "Health Policy Options
 
for Mauritania," prepared by the consultant (R. Delgado-Garcfa
 
1981b).
 

In summary, the consultant's mission to Mauritania was a useful
 
and enjoyable experience for all the parties involved.
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I. INTRODUCTION
 

Background
 

Until recently, the Ministry of Health (MOH) of the Islamic Republic

of Mauritania had neglected the crucial subject of health statistical in­
formation. Consequently, the collection, dissemination, and use of health
 
data are not well-developed. The National Fourth Development Plan (1981­
1985) requires that the health sector attempt to implement better schemes
 
to provide health services, including delivery of services to rural 
areas
 
of the country.
 

To properly fulfill this mandate, it was deemed necessary to obtain
 
enough information about the kinds, quantity, and distribution of illness
 
to guide the planning and programming of health services during the quin­
quennium. A purposeful approach to strengthen the health statistics sys­
tem was taken by setting up the Commission to Strengthen the Health Infor­
mation System (CSHIS). The first activity of the CSHIS was to organize
 
a technical workshop (conducted on October 21-24, 1981) on the subject of
 
health information systems (HIS). The workshop was to be a forum to dis­
cuss the kinds of appropriate strategies that the Ministry of Health should 
adopt to improve the gathering of health statistics throughout the country. 
The program for the workshop included the following important items: the 
reasons for collecting health statistics; the basic categories of health­
related statistics; the identification of bottlenecks in udLa gathering;
the sequential steps required to develop a functional health statistical 
system; the factors affecting the delivery of health services in Mauri­
tania; a critical analysis of the current structure of the Ministry of
 
Health; and a recommended timetable for developing an improved health
 
information system in Mauritania.
 

The consultant was invited to participate in the workshop as a senior
 
technirc1 rlviser. From the workshop emerged a technical committee, com­
posed or lea ing Mauritanian officials, charged with setting in motion the
 
most suitable plan to create conditions favorable to the establishment of 
a simplified health information system, given the limitations of human and
 
physical resources of the Ministry of Health. After six months (November

1981-April 1982), the committee produced a format for a simplified monthly
 
report (see Appendix A) to be completed by all the health units in the
 
country. This format was submitted to the consultant at the beginning of
 
his new mission to Mauritania (May 3 1982) for technical appraisal.
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Purpose of the Mission
 

The 	purposes of the assignment were to:
 

1. 	Work with the Ministry of Health in Mauritania to complete
 
the development of a national health information system.
 

2. 	Conduct a seminar for health personnel on the use of the system.
 

3. 	Improve the current research and evaluation component of the
 
Rural Medical Assistance Project (RMAP) and assist with the
 
preliminary analysis of data.
 

4. 	Work with the Ministry of Economy and Finance, Directorate
 
of Planning, to complete the health section of the Five-Year
 
Plan (1981-1985) elaborated by the Government of the Islamic
 
Republic of Mauritania.
 

Outcomes of the Mission
 

Mission activities led to the following outcomes:
 

1. 	The joint development, with officials from the Ministry of
 
Health, of a simplified health information system for
 
Mauritania.
 

2. The basic training of the Mauritanian officer in charge of
 
the Statistical Division, Planning and Studies Service, Public 
Health Directorate, Ministry of Health, in the use of the 
simplified HIS for Mauritania.
 

Plans were made to provide training in basic statistical pro­
cedures for eight health officers from the Ministry of Health
 
(June 21, 1982-July 3, 1982) at the Statistical Division of
 
the Ministry of Economics and Finances. A second group of 
12 registered nurses (Ris) will be trained afterwards. These 
nurses will be attached to each of the 12 regions of the coun­
try, where they will work as regional statistical officers.
 
The curriculum for training was suggested by the consultant, 
in accordance with the specific needs of the health information 
system that was being considered. 

3. 	 The complete revision of the norms, techniques, and procedures 
used by the Rural Medical Assistance Project (Trarza Region) 
to "animate" the project-selected villages, to train and super­
vise the community health workers (CHis), and to gather infor­
mation on primary health care (PHC) activities. The research 
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and evaluation component of this project was also reviewed,
 
in particular, the census schedule and the household survey.
 
A preliminary analysis of the data gathered with these instru­
ments was proposed. All these activities were carried out in
 
close collaboration with the project's health supervisor and
 
adviser in health education and personnel training.
 

4. 	The completion of the health section of the Five-Year Develop­
ment Plan (1981-1985), developed jointly with the officer in
 
charge of the Directorate of Studies and Programming, Ministry
 
of Economy and Finances. This activity was the logical con­
tinuation of earlier work by the consultant on the development
 
of a range of health policy options for Mauritania (R. Delgado-

Garc fa, 1921b). 

The scope of work for the mission was completed in its entirety.
 
The considerable amount of work required to carry out the various 
activities imposed a heavy burden on the consultant's working time. 
Seven days each week were necessary to adhere to the proposed scope 
of work within the 28I days allocated to the mission. The field trip
 
alone took 14 days, excluding the time to prepare and revise materials,
 
thus necessitating a considerable amount of extra time. The schedule
 
for 	some of the field vi'sits appears in Appendix B. Only the most 
important supporting documents are included as appendices to this
 
report. 
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II. PROBLEMS AND RECOMMENDATIONS
 

The mission requested recommendations in six specific areas which
 
appear to be the most critical for strengthening the health information
 
system in Miuritania. The areas covered in this report are:
 

1. Objectives to Develop an HIS
 

2. Selection of Data
 

3. Collection of Data
 

4. Processing and Analysis of Data
 

5. Constraints Against Operating an HIS
 

6. Strategies to Implement an HIS.
 

Ali the recommendations contained in this report were discussed with
 
Mauritanian health officials from the Ministry of Health and Social Affair!
 
Each recommieidation is preceded by a statement of the problem for which thl 
solution has been proposed.
 

Define the Objectives of the National Health
 
Information System
 

A. Problem
 

The provision of health care to populations involves the coordi­
nation of interrelated parts of an organization to achieve the objectives 
of providing care. The entities that comprise the Minis.try of Health at 
the central and regional levels in Mauritania are not so interconnected 
that they can function as parts of a whole body. Consequently, the health 
information system can absorb no more rough data than can be collected in 
six months or one year from the monthly morbidity reports of the health 
units that report, more or less regularly, to the Directorate of Health. 
Ho supervision, no monitoring, and no control are evident; consequently, 
collected data are not analyzed. In summary, the health information is 
not used for management or for planning or programm' ng in Mauritania. 
In fact, it has no real purDose. An organigram of the Ministry of Health, 
with many isolated 'inits surrounding the Directorate of Health, is pre­
sented in Apoendix C.
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B. 	Comments
 

The 	five main objectives of a health information system are to:
 

1. 	Assist in the administration and coordination of health services
 
in any particular community, region, or country.
 

2. 	Promote short- and long-term planning of health services, both 
locally and nationally. 

3. 	Assess whether health services are accomplishing their objective
 
(effectiveness) and whether they are doing so in the best possi­
ble way (efficiency).
 

4. 	 Aid the study of particular problems of health and disease and 
their effect on the administration of health services (for
 
purposes of operational research).
 

5. 	Provide the background data that health service agencies, legis­
lative bodies, international organizations, and the public may
 
require from time to time.
 

In summary, an HIS should be established to facilitate:
 

-..
management;
 

--planning and programming;
 

--control;
 

--operational research; and
 

--data base.
 

The 	most important reason is health management.
 

Within the structure of the Ministry of Health, there are various 
management positions occupied by directors. The directors are responsible 
for the production of information; they also require information for 
decision-making. 

Those who occupy managemnent positions in the health system must act
 
both as receivers and perceivers of information or signals from the en­
vironment, decode this information, decide courses of action, and compose 
and transm it messages designed to influence others in the system to act 
in iccordance with these decisions (Howbray, 1975). 
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Any given specialist-manager could be located in a three-dimensional
 
matrix (see Figure II-I). 
 The first dimension can be defined by managerial
 
roles: management (giving direction and leadership to the organization);
 
coordination (ensuring that the various parts of the organization are co­
ordinated as required); and control (controlling, mnnitoring, evaluating,

and assessing). The second dimension 
can be defined by levels of decision­
making and action; policy decisions (defining long-, middle-, or short­
term objectives for the organization); administration (establishing the
 
methods to carry out policy decisions); and operations (doing whatever is 
necessary to achieve the objectives of the organization). The third di­
mension is concerned with the variety of tasks of the organization (the
functions of the director of health, etc.). 

The purpose of management is to make decisions, a process which must 
precede action. There are three kinds of processes: technical, administra­
tive, and political, which, when interrelated, lead either to an intended 
action or to an action itself. The technical process specifies the action;
the administrative process enables the action to be taken; and the political 
process mobilizes support for the action. Thus, progress toward an action 
blends the necessary objective or technical evidence with the equally es­
sential administrative and political elements (Levin, 1972).
 

C. Recommendations 

The Ministry of Health and Social Affairs, through the Director­
ate of Health, should define the purposes and objectives of a simplified
health information system for Mauritania. In doing so, it should consider 
the plan of action outlined in the health sector chapter in the Five-Year 
Development Plan (1921-1985). This HIS must be comprehensive and include 
information originating in all directorates, services, divisions, and 
health units of the Ministry, as well as information on population and 
vital statistics.
 

The only way to implement a usable information system is to rein­
force the Central Service Office of Planning and Studies and the Statis­
tical Division. Personnel need to be trained in statistics, and at least 
one person with such training should be placed in each of the 12 regions
of the country. This core of technical personnel must have logistical 
support, equipment, office supplies, office space, and operating bud­an 
get. Without this core personnel, it will be impo sible to organize an 
HIS- moreover, personnel who lack the minimum resources will not be able 
t perform. The investment that is required to reinforce the Statistical 
Division is within the budgetary constraints of the Ministry of Health 
and the regional health districts. 

Most of the technical aspects, the analysis of health resources,
health policy options, and specific recommendations that appear in this 
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Figure II-I 
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report were prepared by the consultant (R. Delgado-Garcfa, 1981-1 and 
1981-2). What is required now is a political decision to define explic­
itly the HIS and its purposes.
 

There are no alternatives to this recommendation; at the least,
 
the action proposed should be taken.
 

Select Kinds of Data to be Gathered Continuously
 

A. Problem
 

The only health statistics available in Mauritania in a time
 
series concern number of diseases (primarily diseases diagnosed from
 
symptcms described by the patient during a brief interrogatory, not
 
follow2d by physical examination or confirmed in a laboratory), number 
of health establishments, number of health personnel and, e,"entually,
 
number of consultations. In general, this information is provided by
 
the administrative region and compiled annually. No analysis is at­
tempted. The information needed to assess comprehensively, systemati­
cally, and timely the state of health and nutrition of the population
 
is unavailable. Vital statistics are not collected systematically;
 
demographic data are reduced to a series of tabulations from the 1977
 
census; no target population is defined by age group or other indicator;
 
no denominator is used; no rates are calculated. A few studies on dis­
ea,,e prevalence have been conducted by sampling methods. Most existing
 
health data are merely estimates. The population covered by health care
 
is estimated to be between 25 percent and 30 percent and is mostly lo­
cated in urban settings.
 

B. Comments 

The continuous compilation and issuance of health data entail
 
considerable effort and significant expenditures. The heed for compara­
bility !-etween countries and time periods makes the situation more complex. 
A careful selection of the kind of data that are needed must be made by 
responsible government officials. These persons must also decide what 
needs to be done to obtain the data, how the information can be collected, 
and how the outcome can be evaluated. That some data are collected, com­
piled, and published is irrelevent, if the data are unreliable, out of 
date, or cannot he used for some purpose. Both producers and users of 
data ShOUld indicate which of the series of data they consider to be the 
least significant. 

Criteria to determine need and acessibility are very important. 
The criterion of need ,iust be based on an understanding of commitments 
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and requirements for national and regional planning and support to
 

implement established policies. The criterion of accessibility must
 
take into account such factors as ease with which new data can be
 
collected, the existence of suitable conditions for data processing,
 
and the rapidity with which data can he disseminated. The presence 
or absence of these factors will depend on cooperation between the 
central level and the regicnal branches of the Ministry of Health, 
and the motivation and enthusiasm of the collectors and users of the
 
data.
 

C. Recommendations
 

The Ministry of Health and Social Affairs, through the Direr
 

torate of Health, should identify the type of data to be gathered
 
continuously (i.e., in a time series). The following list is illus­
trative of the principal categories of health-related statistics that
 
should be collected.
 

@ Data on the Population
 

Number of people and their attributes, such as age, sex,
 
ethnic group, urban-rural , sedentary-nomadic, and geo­
graphic distribution (region and department).
 

* Vital Statistics
 

Live births; deaths (including fetal deaths), by sex, age,
 
and cause; marriages and divorces; and migration (internal
 
and external) and settlement.
 

e Health Statistics
 

Morbidity, by type, severity, and outcome of illness or
 
accident; and notifiable diseases (including pestilential
 
diseases), blindness, incapacity, etc.
 

@ Statistics Bearinq Upon Health Services
 

Numbers and kinds of services available and distribution of 
personnel and facilities; features of services and rates; 
organization of government and private health care systems 
(Croissaolt r nd budget and expenditures, by2e j.rC others); 
type 'e.g., operation and investmert ) and geographic dis­
trlbution; and payment echanisms and related information. 



e Ocher Related Data
 

a. 	Numbers of malnourished children under five years of age; 
per capita energy (calories) intake and food consumption; 
per 	capita intake of protein; and total and per capita
 
supply of energy (calories).
 

b. 	Specific activities of maternal and child health care (MCH)
 
programs: attendance, by sub-program; numbers and types of
 
deliveries; number of abortions; number of children regis­
tered in nutrition and recuperation programs, and outcomes;
 
and data on birth-spacing.
 

c. 	Activities of specific programs, such as vaccinations, and
 
anti-tuberculosis and anti-leprosy campaigns; health educa­
tion sessions, and number of attendants; and family planning 
(FP) information. 

d. 	Supervision activities at the national, regional, and local
 
levels, by type of supervisor and health unit supervised.
 

e. 	Administration, logistics, and maintenance information; per­
sonnel on payroll; condition of buildings and facilities;
 
and number and condition of vehicles, electric plants, and
 
technical equipment. 

f. 	Provision, turnover, dnd inventory of drugs, by region,
 
department, and health facility.
 

g. 	Quarterly and annual reports of all central service units
 
of the Directorate of Health (eight are listed currently).
 

D. 	Alternatives
 

The 	following are suggested alternatives.
 

1. 	Data selection is a delicate decision. Some criterion must be 
applied in the selection process, because it is obvious that 
the current situation of the Ministry of Health in Mauritania 
is not conducive to the establishment of a thorough health in­
formation system. Accessibility and need are the most important 
criteria for choosing relevant data; by using these criteria, 
it is possible to revise the illustrative list presented in the 
preceding pages and select a minimum of data for each category. 
This action constitutes a feasible alternative. 
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2. 	To think in operational terms, special attention needs to be
 
given to the feasibility of the proposed information system
 
and its collection mechanism, given statistical realities in
 
Mauritania. The aim should be to design a basic, easily at­
tainable program with the potential to produce quick and sig­
nificant results, even if the investment period is compara­
tively long. Even the most realistic and basic program will
 
take time, although once it is working, accurate and relevant
 
health statistics can be produced relatively quickly and
 
cheaply. It must be remembered that it is neither the sta­
tistical officer nor the actual user of the information who
 
provides most of the raw data on health statistics, but the
 
administrative and technical personnel who are responsible
 
for delivering health services. The latter often resent the
 
added burden.
 

3. 	Simplifying existing records and reducing unexploited record­
keeping--legacies from the colonial period--are both actions
 
that have been approved by the Commission to Strengthen the
 
Health Information System. Such streamlining, ds well as
 
the 	collection of administrative data each quarter, will help 
to facilitate the operation of the system.
 

4. 	Even the most basic and viable program takes time to implement 
and produce results. Far-reaching or dramatic changes in policy 
should not be expected within a few years. The statistics which 
reflect relevant changes often are difficult to obtain and may 
become available only after a considerable time lag.
 

5. 	When Mauritania has a well-organized statistical system, the 
Ministry of Health should seek to obtain a series of data to 
calculate infant mortality rates and age-specific death rates. 
Currently, these data are incomplete and unreliable. The 
same is true of data used to calculate most of the rates used 
in population and epidemiological work. For now, it is sug­
gested that the pupulation and vital statistics data projected 
and estimated by the Bureau of Statistics be used. 

6. 	Table 11-1 presents the kinds of population data that should
 
be collected. This information should be obtained by making a
 
special request to the Directorate of Statistics and National
 
Accounts, Ministry of Economy and Finances. 

7. 	Table II-2 presents a series of health statistics that should 
be collected. Tis information should be obtained from the 
various health service delivery units in the country and from 
the 	central service bureaus of the Directorate of Health, 
Ministry of Health.
 



-13-


Table II-I
 

ILLUSTRATIVE POPULATION SERIES,
 
CLASSIFICATIONS AND INDICATORS
 

Category and Time Series Classifications Indicators
 

I. 	Population Data
 

A. 	Size and Structure
 
in Population
 

1. 	Size of the Population Sex, Age Size of the
 
(m'J-year: 1982, 1983, Population: Total
 
etc.) and Percentage Department, and Percentage by
 
Annual Distribution Region, Nation 5-Year Cohorts
 

National or National or Ethnic
 
Ethnic Group Groups as Percentages
 

of Total Population
 

2. 	Population Change
 
and Rates per
 
1,000 Persons
 

a. 	Births (annual Sex, Age Rates of Live Births
 
eF.,t 	m.tes) in Total Population
 

National or and per 1,000 Females
 
Ethnic Group of Childbcaring Age
 

Age 	of Mother Gross or Net
 
Reproduction Rate
 

Department,
 
Region, Nation
 

b. 	Deaths (annual Sex, Age Number and Rate of
 
estimates) Deaths in Total
 

National or Population
 
Ethnic Group
 

Infant Mortality and 
Department, Maternal Death Rates 
Region, Nation 
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Table 11-2
 

ILLUSTRATIVE HEALTH STATISTICS SERIES,
 
CLASSIFICATIONS AND INDICATORS
 

Category and Time Se-ies Classifications 


II. Health Statistics
 

A. 	State of Health
 

1. 	Mortality and
 
Length of Life
 

a. 	Number and Sex, Age 

Rates of Deaths 

(annually) 	 Geographical 


Areas 

tDepartment, 

Region, Nation)
 

b. Expectation of Sex, Age 

Life, Selected 

Ages (annually) Urban, Rural 


National or
 
Ethnic Origin
 

2. 	Morbidity,
 
Impairments, and
 
Handicaps
 

a. 	Number and or Sex, Age 

Incidence of 

Selected Diseases Urban, Rural 

of Public Health 

Importance Geographical
 
(monthly) Areas
 

Ca 2s: 
Conference and 
Laboratory
 

b. Number and Sex, Age 

Proportion of 

Persons with Urban, Rural 

Chronic 

Functional Impairments and 

Disabilities Handicaps 

(every 5 Years)
 

B. 	Nutrition
 

1. 	Annual Rate of Age 

Marasmus among 

Children Urban, Rural 


Geographical 

Areas
 

Nutri4ion
 

Standards
 

Indicators
 

Proportions among Live
 
Births.of Infant and
 
Maternal Deaths: Urban,
 
Rural and Total;
 
Geographical Areas
 

Rates of Death:
 
Ages: 1-4, 5-14, male
 
and female; Ages: 15-24,
 
25-64, 65+
 

Expectation of Life:
 
Male and Female;
 
Ages: 0, 1, 15, 45;
 
Urban, Rural dnd Total
 

Number and or incidence
 
in Population of Selected
 
Diseases of Public Health
 
Importance
 

Rate in Population of
 
Blindness, One or More
 
Extremities Missing,
 
Sequelae or Polio, etc.:
 
Male and Female; and
 
Urban, Rural, and Total
 

Percentage of Children
 
with Marasmus:
 
Ages: 0-4; Urban, Rural,
 
and Total; Geographical
 
Areas
 

http:Births.of
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8. 	Table 11-3 is an illustrative list of health service statistics
 
that should be collected. This information should be obtained
 
from the various health service delivery units in the country.
 
Data that are related more directly to health interventions
 
should be gathered monthly, and data dealing with logistics
 
or supervision should be collected quarterly. Some data are
 
needed only at the beginning and end of each year.
 

Design Appropriate Forms for Data Collection
 

After data have been selected, the next step is to design an instru­
ment to collect the statistics. First, it is necessary to know who will
 
fill out the data sheets; second, where these persons will be located,
 
and third, how the forms will be channeled to the department, region, or
 
central level, whichever is appropriate.
 

The 	 persons responsible for collecting the information in the field 
are 	members of the health team. The health team includes:
 

MDs Physicians
 

TSs Nurse-Trainers/Supervisors (PHC)
 

RNs Registered Nurses
 

RMs Registered Midwives
 

LPNs Auxiliary Nurses (Licensed Practical Nurses)
 

NAXs Nutrition Auxiliaries
 

MAXs Auxiliary Midwives
 

TMWs Traditional Midwives 

NHEs Nurse-Helpers 

CHWs Community Health Workers 

The field data collectors have a broad educational background, ranging 
from university study (physicians), to illiteracy (some traditional midwives 
and CHWs are illiterate). Special forms need to be designed for the pro­
fessionals, the mid-career level staff, and the auxiliary personnel. 



Table 11-3
 

ILLUSTRATIVE HEALTH SERVICFS SERIES,
 

CLASSIFICATION AND INDICATORS
 

Category and Time Series Classifications 


III. Health Services
 

1. Activities of Health Urban, Rural 

Units 


Geographical 

a. 	Number of Visits and Area 


Controls to Service 

Units 	(monthly) Hospital 


Departmental
 
b. Number of Hospital Service 


Discharges 	(annually) 

Health Service 


c. 	Number of Beds per Unit 

1,O00 Population
 

(annually) Maternity 


d. 	Occupancy Rate of Patient's Sex 

ospital Beds and Age: 

(annually) 	 0-11 Months, 


1-4, 5-14,
 

e. 	Number and Destination 15-64, 65+ 

of Referrals (monthly) 


f. 	Number and Type of 

Health Personnel, By
 
Service Unit (annually)
 

2. 	MCH Activities Prenatal 


a. 	Patients' visits Postnatal 

and Controls, by 

Sub-Program aell-Baby
 
(numbers, by month) Clinic 


b. 	Children Attending Sick-Child 


Nutrition Recuoerazion Clinic 


Centtrs (monthly
 
turnover by reason of Urban, Rural 


entry and discharge) Geographical 


Areas
 

Type of Service
 

Unit 

Indicators
 

Number of Daily Visits
 
and 	Controls, by Type
 
of Personnel and Type
 
of Health Unit
 
Urban, Rural
 
Geographical Areas
 

Occupancy of Hospital
 
and 	Maternity Beds, by
 
Type 	of Service
 
Geographical Areas
 

Proportion of Referrals
 
among Number of Patients
 
Treated in Given Health
 
Unit
 
Geographical Areas
 

Ratio per 10,000
 
Persons of Health
 
Service Personnel:
 
Geographical Areas
 

Volume of Services, by
 

Type of Sub-Program in
 

Each Service Unit and
 
by Geographical Area
 

Proportion of Children
 
in Nutrition Recuperation
 
Programs Clssifiae
 
Monthly as.
 

s New 

. Lost for Control 

* Recuperated
 

e Dead
 

* Referred
 



Table 11-3, cont.
 

Cateoorv and Time Series 


c. 	Children Attending 

Nutrition Recuperation 

Centers, 

Nutrition Status at 

Inscription (monthly) 


d. 	Children in 

Special Nutrition 

Surveillance Prnaram 

(monthly)
 

e. 	Number of Pregnant 

Women under Control
 
from MCH Care Centers 

(monthly)
 

f. Number of Births 

Attended by Trained 

Health Personnel in 

Health Units 

(monthly)
 

g. Number of Referrals 

from High Risk during 

Eighth Month of 

Pregnancy (montnly) 


h. 	Type of Delivery and 
its Outcome rmontnly) 

i. 	Nume, cf Thildren 

Born ,4:h less tnan
 
2500 *-rs fmonthly) 


^lassifications 


Age 


Urban, Rural 


Geographical
 
Areas 


Age 


Urban, Rural 


Geographical 

Areas
 

Age
 

Urban, Rural
 

Geographical
 
Areas
 

Type of Health 

Personnel who 

Attended 

Deliveries 


Delivery Point
Delthr fain
(health facility,
 
domicile)
 

Urban, Rural
 

Geographical
 
Areas
 

Urujn, Ruril 


Geographical 

Areas 


Jrban, Rural 


Geographical 

Areas 


Urban, Rural
 

Geographical
 
Areas
 

Indicators
 

Proportion of Children
 
in Nutrition Recuperation
 
Programs Diagnosed at
 
Inscription as:
 

s Marasmic
 

@ Kwashiorkor/Matrastic
 

* Hypotrophic
 

@ Diarrheic
 

s Other (specify) 

Outcome of Nutrition
 
Surveillance Speciul
 
Groups of Children:
 

* Prematures
 

* Hypotrophic
 

@ Twins, Triplets
 

Proportion of Births
 
Attended in Health
 
Facilities
 
Proportion of Births
 

Attended by Supervised

Traditional Midwives
 

Proportion of Pregnant
 
Wor .nReferred during
 
Eighth Month, Diagnosed
 
as High-Risk
 

Morbidity and Mortality
 
motner and child)
 
Resulting from Deliveries
 
tended inHealtn
 

Facilities
 



Table 11-3, cont.
 

Category and Time ! ries 


j. 	Number of Detected 

Abortions in Health 

Facilities (monthly) 


k. 	Number of Twins, 

Triplets Born
 

1. 	Number of 

Educational Sessions 

and of Attendants, 

by Session (monthly) 


3. 	Activities of Anti-

Tuberculosis Campaign 


a. 	Number of Diagnosed 

Cases, Classified 

by Entry and 

Discharge Status
 
(monthly) 


4. 	Activities of Anti-

Leprosy Campaign
 

a. 	Numbet of Folnow-

Up Cases Classified 

by Entry and Discharge 

Status (monthly)
 

Classifications 


Urban, Rural 


Geographical 

Areas 


Urban, Rural
 

Geographical
 
Areas
 

Health Education 


Nutritional 

Education
 

Nutrition 

Demonstrations 


Sewing Sessions
 

Literacy Sessions
 

Home Economics
 

Sessions
 

Urban, Rural
 

Geographical
 
Areas
 

Age Group: 0-5, 

5-14, 15-64, 65+ 


Sex 


Urban, Rural 


Geographical
 
Areas
 

Leprosy Type: 


a Leprosy 


* Undetermined 


* Tuoerculosis 


Urban, Rural
 

Geographical
 
Areas
 

Indicators
 

Proportion of Abortions
 
among Pregnancies
 
Urban, Rural
 
Geographic Areas
 
(annually)
 

Volume of Health Education
 
Activities, by Type and
 
Geographical Area
 

Volume of Educational
 
Activities of Social
 
Value, by Type and
 
Geographical Area
 

Prevalence of TB among
 
Population (by 10,000)
 

Proportion of TB Cases,
 
by Patient Visits
 
Geographical Areas
 

Prevalence of Leprosy
 
Cases among Population
 
(by 	10,000)
 

Proportion of Leprosy
 
Cases, by Patient Visit
 

Geographical Areas
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Table 11-3, cont.
 

Category and Time 	Series Classifications Indicators
 

5. 	Activities of
 
Vaccination Campaign
 
(EPV)
 

a. 	Number of Children Mobile Units Volume of Immunized
 
Vaccinated Against Children and Percentage

Specified Diseases: MCH Care Units Immunized
 
Triple, Polio, 3CG, Urban, Rural
 
Measles Other Geographical Areas
 
(fully scheduled
 
vaccinations); Urban, Rural
 
Identify Those
 
Children of Less Geographical
 
Than 1 Year Areas
 
(monthly)
 

b. 	Total Number of Same as Above Number of Applied
 
Applied Vaccinations Vaccinations by Type and
 
per Month Type, Dose D,;e Scheduled
 

Scheduled
 

6. 	Administration
 

a. 	Personnel Listing by Name, Title, Ratio per 10,000
 
Employee on Payroll Family Status, Persons of Health
 
(Quarterly) Type of Activity, Services Personnel:
 

Professional Geographical
 
Status (annually)
 

Geographical
 
Areas
 

b. 	Number, Type, and Urban, Rural Ratio per 10,000 Persons
 
Condition of Health of Various Types uf Health
 
Facilities Geographical Facilities: Geographical
 
(quarterly) Areas Areas (annually)
 

c. 	Number, Type, and Urban, Rural Ratio per Health
 
Condition of Venicles Facilities: Geograohical

Assigned to Soecific Geographical Areas (annually)

Posts guarter>Y) Areas
 

d. Number, Type, ano Urban, Rural Condition of -iuioment
 
Condition of in Various Health
 
Eouipment Assigned Geographical Facilities or Special
 
to Health Facilities Areas Programs: Geographical
 
- Special Programs Areas (annually)
 
(quarterly)
 

e. 	Budget Status, Approved Operational Budget Status,
 
According to Accoroing to Plan of
 
Transactions Made Spent Expenditures: Health
 
(quarterly) Facility, Geograpnical
 

Balance 	 Areas
 
(quarterly)
 

Geographical
 
Areas
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Table 11-3, cont. 

Catecorv and Time Series Classifications Indicators 

f. Amount, Distribution, Quantities at Drug Use, According 
and Consumption of Beginning and to Amounts of Stock 
Drugs Allotted Each End of Period and Supply during 
Semester the Period (quarterly) 
(quarterly use) Health Facility 

Geographical
Areas 

7. Supervisory Activities 

a. Number of Formal Type of Health Assessment of Supervisory 
Supervisory Facility Visits, According to 
Visits by Type of Scheduled Plan 
Health Facility Geographical (quarterly) 
(quarterly) Areas 
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Using the roll of health personnel, a select list should be made 
of those staff with specific responsibility for the completion of
 
registration forms (e.g., Patient's Registration Log, or PRL) and those
 
staff in charne of the monthly report (MR) or quarterly report (QR).
The persons who are responsible for the reports should be trained and 
supervised, and they must act, within their health units, as trainers
 
and supervisors of other personnel who complete the PRLs.
 

The personnel in charge of collecting data in the field are located
 
in various health units throughout the country. The approximate number
 
of units, as of January, 1983, and their respective categories, are
 
listed below.
 

Type of Facility Number
 

Hospitals 12
 

Polycl inics 1
 

TB and Leprosy Units (SNAT, SNAL) 15
 

School Health Centers 6
 

Mobile Team Units (EPV, Vaccination) 12 

MCH Centers (Mother and Child) 26 

Nutrition Recuperation Centers (CENR) 21 

Health Centers 

A" 26 

"B" 30 

"C" (Dispensaries) -65 

Health Posts (Primary Health Care) 15U 

364
TOTAL 
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The list of units in each of the 12 regions and in Nouakchott needs
 
to be updated. Each health unit needs to be identified by number. A
 
six-digit numeral, for example, could be used for identification. A
 
suggested method would be:
 

s 	First Two Digits: Number of Region
 

01 Hodh Oriental
 

02 Hodh Occidental
 

03 Assaba
 

04 Gorgol 

05 Brakna
 

06 Trarza 

07 Adrar
 

Ol Nouadhibou 

09 Tagant
 

10 Guidimakha
 

11 Tiris Zemmour
 

12 Inchiri
 

20 Nouakchott
 

e 	Third Digit: Number of Department (1, 2, 3, etc,)* 

s 	Fourth, Fifth, and Sixth Digits: Continuous Numbering of 
Health Units in Given Region, by Category 

001 - 010 Hospitals
 

Ol - 020 Polyclinics
 

* 	 The maximum number of departments, by region, is 6. 
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021 - 030 TB and Leprosy Units 

031 - 040 School Health Centers 

041 - 050 Mobile Team Units
 

051 - 060 MICH Centers
 

061 - 070 Nutrition Recuperation Centers 

071 - 090 Health Centers "A" 

091 - 110 Health Centers "B" 

111 - 150 Health Centers "C" 

151 - 999 Health Posts (Village-Level) 

All the forms and reports should carry the number of the correspunding
health unit; for example: 

i 1!i n 
Region
 

Department Number of
 
or Health Unit
 

Neighborhood
 

The numbers should be assigned by the Health Statistics Division of the
 
Ministry of Health.
 

All the statistical forms completed ir a given health unit should 
be sent to the person responsible for the reporting in the unit. This 
person should channel the report to the corresponding gathering point.
The various gathering point: are listed in Figure 11-2, which also shows 
how the data would flow. 
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Figure 11-2
 

FLOW CHART OF COLLECTED HEALTH INFORMATION,
 
FROM HEALTH UNITS TO DECISIONMAKERS, MOH
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The data should first be registered in the log book in each health
 
unit. Generally, the MOH furnishes a printed copy of the patient's

registration book of hospitals and health centers. On the left sid? of
 
the book appears the following information: 

--date;
 

--name of patient;
 

--diagnosis;
 

--code of disease or illness diagnosed; and
 

--prescribed ,reatment.
 

On the pages on the right side of the book are the days of the month
 
(a mark is made here to indicate the day of the revisit). Patients
 
who are listed on the left side of the book are called "consultants"
 
(diagnosed cases), and marks on the right side correspond to "con­
sultations" (revisits and controls). The registration book needs to
 
be filled out properly; unfortunately, in most instances in Mauritania,
 
the entries are inaccurate.
 

At the health posts (PHC), special data sheets are needed because 
of th! low education level of the CHWs. Special data sheets were de­
signed by the consultant, in collaboration with the primary health care 
personnel. A sample of the forms appears in Appendix D. Currently,
the forms are being tested in more than 50 health posts. Eight forms 
can be used to collect data. The following data may be recorded on
 
the forms: 

s Disease/ lIness (morbidity) Code 

Diarrhea 005 

Whooping Cough 016 

Anginas (amygdalitis) 017 

Measles 025
 

Malaria 031 

Intestinal Parasites
 
(helminthiasis) 043
 

Nalnutri tion 066 

Anemia 067 
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Conjunctivitis 	 0/5
 

Otitis 078
 

Bronchitis 089
 

Dental Diseases (cavities and
 
infections) 097
 

Fractures 141
 

Wounds and Slits 145
 

Hemorrhages 146
 

Snake Bitus 150
 

a ealth Services
 

Prenatal Visits
 
and Consultations 401
 

Postnatal Visits
 

Health Education Sessions
 

Meetings with Community
 

and Consultations 402
 

Deliveries 420
 

and Visits 434
 

Health Commission 801
 

* 	Vital Statistics
 

Newborns 421
 

Deaths 810
 

The forms are designed to collect a variety of information, including
 
sex and age (e.g., female,children under five, or male patient); type of
 
patient (e.g., consultants [red ink] and consultations [blue ink]); date
 
(month and day); number of patients per day; and type of disease or ill­
ness in females, children under five, and males.
 

The forms should be left with the community health worker, who should
 
keep them in the medicine Lit provided by the project. During the super­
vision visit, the nurse-trainer/supervisor should collect the monthly
 
information and bring it to Nouakchott for processing.
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The code is modeled on the seventh revision of the International
 
Classification of Diseases and Injuries, which lists 150 causes of
 
death and rubriques for morbidity classification. In several years, 
when the clinical laboratories in the hospitals have been strengthened
 
and have the capacity to diagnose a broader spectrum of diseases, it
 
would be feasible to extend the code to the 999 causes adopted during
 
a conference to revise the classification an eighth time. The same 
list of 150 causes should be used to record morbidity in health centers
 
and hospitals, because the HIS is a nationwide system.
 

The major categories in the proposed classification are provided
 
on the following page.
 

Given the considerations described above, a set of four forms was
 
designed to report information obtained and registered in the field.
 
These forms are:
 

Code Type of Report Frequency Reported By
 

SIS-000 Weekly Report Weekly Chief Regional Physician
 

SIS-001 Monthly Report Monthly All Health Units
 

SIS-002 Monthly Report Monthly Hospitals
 

SIS-003 Quarterly Report Quarterly Regional Directorates
 

A. Weekly Report SIS-000
 

SIS-O00 is a weekly telegram, officially notifiable by the main
 
health authority in the region, who is the chief regional physician.
 
With this telegram, the region informs the director of health about two
 
groups of diseases:
 

a Diseases Subject to Regulations
 

(001) Cholera (including cholera caused by the El Tor vibrio)
 
(011) Plague 
(024) Smallpox (including variola minor or alastrim)
 
(026) Yellow Fever 

* Diseases under Surveillance
 

(030) Louse-Borne Typhus 
(031) rlalaria 
(033) Relapsing Fever 
(090) Influenza 
(022) Poliomyelitis 
(019) Meningitis C.S. (or, instructions from MOH) 



-28-


Major Categories in International Statistical
 
Classification of Diseases, Injuries, and Causes of Death 

Category Morbidity/Mortality Cause ICD No. A B C 

I Infective and Parasitic Diseases 000-044 * @ 

II Neoplasms 045-061 * 

III Endocrine, Nutritional, and Metabolic 062-066 * @ 
Disorders 

IV Diseases of Blood and Blood/f/Organs 067-068 * @ 

V Mental Disorders 069-074 * 

VI Diseases if the Nervous System/Sens Organs 075-079 * @ 

VII Diseases of the Circulatory System 080-088 * r 

VIII Diseases of the Respiratory System 089-096 * @ 

IX Diseases of the Digestive System 097-104 * @ 

X Diseases of the Genito-Urinary System 105-111 * 

XI Complications of Pregnancy, Child Birth, 112-118 * 
and Puerperium 

XII Diseases of the Skin and SC Tissue 119-120 *
 

XIII Diseases of usculoskel/Connective Tissue 121-125 *
 

XIV Congenital Anomalies 126-130 *
 

XV Certain Causes of Perinatal Morbidity/ 131-135 *
 
Mortality
 

XVI Symptoms and Ill Defined Conditions 136-137
 

EXVII Accidents, Poisonings, and Violence (Ex) 138-150 *@
 

NXVII Accidents, Poisonings, and Violence (In) 138-150 *(
 

Code: A* Morbidity reported in these categories by physicians. 

B: rorbidity reported in these categories by TS, RN, RM, and LPNs. 

C@ Morbidity reported in these categories by CHWs and TMWs. 
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The group of "diseases subject to regulations" must be reported by
 
telegram or telex to the World Health Organization (WHO) in Geneva
 
within 24 hours of awareness of the first case of a disease subject to
 
the 	regulations. The group of diseases under surveillance should be
 
reported weekly. 

B. 	Monthly Report SIS-O01
 

SIS-O01 is a report that should be produced by all the health
 
units in the country. It has six parts (see Appendix E):
 

s Principal Diseases/Illness/Injuries
 

A coded list of 54 diseases is presented. The list includes
 
diseases that can be diagnosed with relative ease under the
 
current conditions of most dispensaries and outpatient wards
 
(e.g., overcrowding of patients, poor or nonexistent labora­
tory facilities, and insufficiently trained personnel).
 

* Movement of Patients
 

Numbers of patient visits, patient controls, patient hospitali­
zations, and patient referrals (including site of referral)
 
may be listed.
 

* Sex and Age of Consultants (301-312)
 

Age groups that may be considered are: less than 1 year,
 
1-4, 5-14, 15-64, and 64 and older.
 

e MCH Activities (401-433) 

The 	following information on MCH activities may be collected:
 

1. 	Attendance at MCH services, by sub-program, including
 
numbers of consultants and consultations in each sub­
program (401-406). 

2. 	 Attendance at nutrition recuperation centers (NRCs) 
including registration, movement, and discharge, by 
category of events (407-413). 
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3. Handling of pregnancies and deliveries, including

registration, movement, and discharge, by category 
of event (414-420). 

4. Type and outcome of the delivery, including classifi­
cation of the delivery and status of the child, numbers 
of abortion cases, and numbers of twins, triplets, etc.
 
(421-423).
 

5. Nutritional status of children at time of registration
 
in the NRC and classification of children under special
 
surveillance (426-433).
 

6. Educational activities at MCH renters and NRCs, including
 
numbers of sessions and numbers of participants, by
 
categorical activity (434-435).
 

9 Activities of the Anti-TB and Anti-Leprosy Programs
 

The following information may be recorded:
 

1. Anti-TB Program (501-510)
 

Numbers of patients, by sex and age, classified according
 
to registration, movement, and discharge.
 

2. Anti-Leprosy Program (511-513)
 

Numbers of patients, according to type of disease, and 
classification according to registration, movement, and
 
discharge.
 

* Activities of the Vaccination Campaign (EVP) (601-612)
 

The total number of vaccines applied monthly and the total
 
number of fully vaccinated children, by type of vaccine
 
and health unit, may be recorded. Prenatals vaccinated 
anainst tetanus also may be recorded. 

. Montly Report 3TS-002 

SIS-002 should be produced by the hospitals (national and
 
regional). Included on the form is a coded list of more than 100
 
diseases. This list identifies diseases that are difficult to
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diagnose; that require a physical examination, and the skill and
 
knowledge of a physician; and that, on occasion, must be confirmed
 
by laboratory test. This list should be used by hospital personnel

(physicians or RNs who are closely supervised by physicians and who
 
have access to a clinical laboratory).
 

The information on monthly cases ol J'iseases must be compiled

by the officer in charge of hospital reporting. The clinician's
 
registration book can be used for this task. The 54 diseases listed
 
on Form SIS-O01 should also be included among the diseases reported

by the clinician. In other words, hospitals' monthly reports should
 
consist of accumulated data from form SIS-O01 (all health personnel
 
who examine patients including MDs, TSs, RNs, RMs, LPNs, etc.), and
 
accumulated data from Form SIS-002 (physicians and, in some instances,
 
auxiliary or paramedical personnel who are closely supervised by a
 
physician). The entire compilation constitutes the single hospital

monthly report, which should be signed by the regional medical chief
 
or by the director of the hospital. Hospitals' monthly reports should
 
be sent to the Statistical Division of the Planning and Studies Service,
 
Directorate of Public Health, in rouakchott, during the first week of
 
the folluwirig month of the report. 

& sample of Form SIS-002 appears in Appendix F.
 

D. Quarterly Report 003
 

This report contains data on health services and has two parts:
D-l, Administrative Aspects (see Appendix G), and D-2, Supervisory 
Activities (see Appendix H). 

The first part (D-l) should be reported by the regional health
 
director each quarter. Among the reported items should be: 

-- personnel data; 

--number, type, and condition of health facilities;
 

--number, type, and condition of vehicles assigned;
 

--number, type , and condition of equipment assigned;
 

-- budget status and expenditures during the quarter; and 

-- amount of drugs at the beginning and end of the quarter. 
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The second part (D-2) should also be reported by the regional 
health director each quarter. Among the reported items should be: 

--type of health personnel making the superviqory visit; 

--type of health facility receiving the supervisory visit; and
 

-- number of supervisory activities during the quarter. 

Reported information on supervision will be included among the 
data accumulated each month in each regional health directorate. The 
monthly data should include all supervisory activities in the region, 
including those in the central offices of the Ministry, the regional 
directorate, the departmental dispensary, the mobile unit, or the 
headquarters of special programs. 

Store, Process, and Analyze Data 

According to Specific Heeds 

A. Problems 

Storage, processing, and analysis of health service statistics
 
are still rudimentary in Mauritania. Special quidelines for improving 
these activities are urgently needed. 

The respons ibhili ty for storing, processing, and analyzing health 
statistics has been left to the central offices of the Directorate of 
Health. The accumulation of unprocessed data from 12 regions and the 
District of Nouakchott creates a tremendous burden on these offices. 

ContinuoS administrative control of health services at the re­
gional level requires the timely processing of health statistics and 
health services. The regions should he responsible for processing 
selected data ;o thai. they can properly manage their health programs. 
Current.ly, this is not hanpeninn in Mauritania. 

Papid feedback of informatLion to the lower levels is essential to 
motivi he local personnel to obtain good quality data. This condition 
is not present in rauritania at this tive. 

B. Comments 

in precedinq sections of this report., some aspects of kinds of 
data an record forms were reviewed. The following ouiline presents the 
general principles for sWoring;, processing, and analyzing the data col­
lected by the proposed healthL informat ion sysLem. 

http:Current.ly
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Several facts have been stressed: One, data should be relevant
 
to the objectives of the health system; two, data and information 
should be easy to obtain; three, data should be reliable and complete; 
and, four, data shIould he timely. 

C. 	 Recommendations 

The following recommendations are designed to improve the 
collection, storage, processing, and analysis of data in Mauritania. 

1. 	 The Ministry of Health and Social Affairs, through the 
Directorate of Health, should establish the procedures 
an(d the organization to store, process, and analyze 
data for the health information system. 

2. 	 The decisions to conduct such activities should be dis­
cussed thoroughly and approved by the regional director­
ates.
 

D. 	 Guidelines 

The following outline may help the Ministry to develop the
 
corresponding guidelines.
 

1. 	 Storage of Information 

It is important that data be registered by the person respon­
sible for collecti or producinqg tile information, and at the 
moment the data are obtained. An attempt should be made, 
whenever possible, to avoid transcribing data from other forms 
to the regi ster, because this procedure may result in errors. 

Registry books or forms should always he kept at the corres­
ponding heaIth unit,. 

The infrrmation for weekly, monthly, or quarterly reports 
should he oltained from the registry. 

For' 	 (ata recordini and processing, written instructions should 
specify who is to perform which tasks. Instructions should be 
prepare(d for routin g data; these should specify when and how 
frequently the forms shoul d be sent. 
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Units that send or receive documents should keep a register 
that indicates the number and type of documents, classified 
by date or by a number corresponding :o the forms included 
in the dispatch; in this way, it should be possible to iden­
tify the material in case of loss. Personnel at the local 
level should also keep an account of :he record forms that 
are dispatched. 

At 	 the local level, before data are tabulated or sent to 
other levels, the statistical record forms should be checked 
for omissions, clarity of entries, and other aspects of qual­
ity, so that the documents can be corrected immediately, using 
information available in the service unit. A review system
 
should be implemented at the central or regional processing
 
unit to correct errors found in the documents. When errors
 
are not serious, techniques such as sampling or assignment
 
of classification based on probable incidence may be used.
 
If the system is computerized at the central level, the
 
data should he cleaned before processing to detect and cor­
rect omissions and inconsistencies.
 

Data should be stored at the local, regional, and central
 
levels, as indicated below.
 

e 	At the health unit, the information should be kept
 
in the register. A copy of any report sent should
 
be filed in order.
 

* 	At the regional and national levels, five filing
 
boxes or drawers should be provided, as shown in
 
Figure 11-3.
 

Box 1 	 For health statistics, with three divisions 
(monthly, quarterly, and annual reports). 

Box 2 	 For health services, with two divisions 
(quarterly and annual reports).
 

Box 3 	For supervision, with two divisions
 
(quarterly and annual reports). 

Box 4 	 For vital statistics, with two divisions 
(births and deaths, by geographical area). 

Box 5 	 For population data, with two divisions 
(mid-year population, by sex and age, and 
target population es tiimated for eaclh health 
unit.). The setting should he by geographical 
areas and urban-rural distribution). 
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Figure 11-3 
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2. Information Processing
 

The levels which process and analyze data should conform to
 
information requirements. It must be determined in advance
 
whether the processing will be done manually, with conven­
tional or electronic equipment, or with a combination of
 
procedures. Simultaneously, the various levels of processing
 
should be defined according to the frequency (monthly, quar­
terly, annually, etc.) with which the information is required,
 
the availability and training of the human resources involved,
 
and the use that is to be made of the information. 

If the information is to be processed manually, tabulation
 
forms and record forms must be designed.
 

A series of tabulations was suggested earlier (see Tables II-1,
 
11-2, and 11-3), to process the following kinds of information:
 

e Pqpjlation Size and Structure
 

1. Mid-Year Size and Structure
 

2. Population Change and Rates per 1,000 Persons
 

v Health Statistics
 

A. State of Health
 

1. Mortality and Length of Life
 

2. Morbidity, Impairments, and Handicaps
 

B. Nutrition
 

* Health Services
 

1. Activities of Health Units
 

2. Activities of M.H Programs 

3. Activities of Anti-TB Program
 

4. Activities of Anti-Leprosy Program 
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5. Activities of Vaccination Program
 

6. Administration
 

7. Supervisory Activities
 

For each item, specific tabulations were recommended and a list
 
of indicators was presented. To process this information, man­
ual tabulation or electronic processing may be used. In any
instance, a minimum of trained personnel in statistics will be 
required (at least one person from each region and a small 
group
 
in the central Statistical Division of the Ministry of Health),
 
so 
that the system can be set in motion. An appropriate curric­
ulum and the required teaching materials must be adapted to
 
accomodate actual needs.
 

A flow chart, graphically illustrating the steps required to
 
produce the various reports, either by hand-tabulation or by
electronic processing, is shown in Figure 11-4. If electronic 
processing is used, the information will be stored and secured 
in the computer as a data bank.
 

3. Data Analysis
 

The plan for tabulating and analyzing information should reflect 
consideration of the purposes and objectives of the system. It 
is necessary to specify the indicators or special methods of 
analysis required by the Directorate of Health. The indicators 
should be used for rational decision-making, particularly for
 
the distribution of resources according to needs. 

Tables 11-1, 11-2, and 11-3 should be reviewed carefully when
 
decisions are made to tabulate and analyze the selected infor­
mation. The first two rows in these tables may be used for 
tabulation and analysis at the regional level,'and the last
 
row (indicators) for tabulation and analysis at the central
 
level. 

In general, the denominators recommended for several of the 
proposed tabulations are population (mid-year) or service 
users (patients), and population targets for services (e.g., 
the percentage of the population in an area that should be 
covered by a given service). 

The proposed indicators were developea L, measure the achieve­
nent of specific program objectives. Some of the indicators 
may be used to make comparisons of similar units or similar 
services, or to document trends over time for units of services. 
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Figure 11-4 
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The indicators may also be used to control or supervise oper­
ating units. In all these ways, indicators may serve as the
 
means to rank the performance of units, or, more important,
 
to single out units for exceptional performance (inferior or 
superior) and to indicate appropriate supervisory attention.
 

The indicators presented in this document are illustrative of
 
a wide range of available indicators, and they are not meant
 
to be a definitive list to be used without reservation. The
 
same is true for the proposed tabulations.
 

Broadly, indicators may be classified in five categories fnr
 
analytical purposes:
 

* Volume
 

* Coverage
 

e Quality
 

* Effectiveness
 

e Efficiency.
 

Examples of types of indicators are:
 

a Volume
 

Number of patients or controls, by service unit; and
 
number of beds, by thousand population.
 

* Coverage
 

Proportion of births attended in health facilities;
 
percentage of immunized children; and proportion of
 
births attended by supervised traditional midwives.
 

e Quality
 

Proportion of pregnancies referred during the eighth
 
month, diagnosed as high-risk; percentage of special
 
referrals among total clients; and morbidity and mor­
tality (mother and child) resulting from deliveries
 
attended in health acilities.
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m Effectiveness
 

Maternal mortality by cause; and outcome of nutritional
 
surveillance in special children's groups (e.g., pre,
 
matures, hypotrophic, twins, etc.).
 

* Efficiency
 

Number of deliveries per person per year of personnel
 
time; and bed occupancy rate.
 

Some commonly used vital and health statistics are presented in
 
Table 11-4, making possible more meaningful comparisons of the
 
measures than can be obtained from crude (whole population)
 
figures. Unfortunately, the question of age may be raised as
 
an example of the uncertainty inherent in Mauritanian census­
taking.
 

Identify Major Constraints Affecting HIS 

A. Problems 

As in many other developing countries, the economic situation
 
in Mauritania makes if difficult to develop reasonably good health
 
statistics. Human and physical resources of the necessary quality and
 
quantity are lacking. However, the government has decided to attempt,
 
during the period 1981--1985, to improve the delivery of health services
 
to the rural population through better planning and programming. One of
 
the strategies it plans to follow to accomplish this task is to improve
 
the health information system. 

At the central level, there is a statistical division, but it has
 
limited resources. There are no trained personnel in health statistics,
 
no data processing equipment, no vehicles for supervision, no counter­
part personnel at the regional level, and few supplies.
 

At the rejiunal level, there is no statistical structure; conse­
quently, health personnel are not motivated to collect, process, or 
analyze health statistics or health service data. The result is poor­
quality information, data that are irregular, incomplete, and unreliable. 
Lack of supervision and feedback are cause for worse conditions, exacer­
bating the difficulties of health management. 

At the local level, resources are still more limited, so much so 
that many health units (do rot have registration books for service activ­
ities or forms for monthly or quarterly reports. 
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To compound these problems, physicians are not motivated to parti­
cipate in activities in which health statistics are collected; nurses
 
are overwhelmed by the daily nuober of patients (more than 100 in many
 
cases).
 

B. 	Recommendation3
 

The following recommendations are designed to overcome the
 
constraints anainst implementation of a successful and fully opera­
tional health information system.
 

1. 	The Ministry of Health and Social Affairs should identify the
 
major constraints affecting the current health information
 
system in Mauritania and make a substantial effort to correct
 
these deficiencies.
 

2. 	At the central level, the Statistical Division of the Planning
 
and Studies Service of the Directorate of Health should be
 
strengthened. This can be done by hiring personnel trained in
 
statistics; by purchasing conventional equipment for data pro­
cessing, and vehicles for supervision; by training in health
 
statistics the personnel of the Statistical Division, at least
 
one person from each of the regions, and, in Nouakchott, one
 
person for the National Hospital and one person for the central
 
polyclinic; and by allocating an appropriate budget to operate
 
the entire health information system.
 

3. 	At the regional level, a small statistical office should be
 
established and fitted with minimum equipment (e.g., conven­
tional processing equipment and one vehicle for supervision
 
within the region). One statistical officer who could be a
 
registered nurse should be trained.
 

4. 	At the local level, the necessary supplies (e.g., registration
 
books and monthly and quarterly report forms) should be provided 
in a timely manner. The personnel in charge of reporting should
 
be supervised systematically.
 

5. 	At all levels, health personnel should be trained and motivated 
to collect health service statistics. Motivation can be in­
creased by creating incentives for producers of good-quality 
data and by establishing a feedback system to illustrate to low­
level personnel the importance of the data they have collected. 

6. 	An effort should be made to enlist the collaboration of the
 
Statistics and idatirnal [ccounts Directorate of the Ministry 
of Economy an<. Finances and the Bureau of 'ensun . This ccin 
be done by maioinr; these groups active memhers of the Commit­
tee to Strengthen the Health Information System. 
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Choose Progressive, Step-by-Step Strategy
 
to Implement HIS
 

A. 	 Problem 

Given current circumstances, it would be difficult to improve

the 	 health information system in Mauritania in a short period of time. 
The process of change will probably take an entire quinquennium. It is,
 
therefore, necessary to plan a step-by-step strategy that takes into
 
account the progressive solution of the major constraints discussed above.
 

B. 	Recommendations
 

The following recommendations should be implemented to promote
 
the use of a step-by-step strategy to implement the HIS.
 

1. 	The plan to strengthen the health information system using an
 
integrated approach to improving the national health delivery
 
system should be considered. Information alone cannot be
 
substantially improved if the working conditions of the health
 
personnel are not improved simultaneously. Various aspects of
 
training (recycling) and the establishment of career incentives
 
for all personnel will have to be carefully considered. Realis­
tic job descriptions should be developed for all mnembers of the
 
health team. It should be kept in mind that it will be more
 
efficient to do well a reasonable number of activities than to
 
overload each worker with unreasonable demands. For example,
 
it would be impossible to expect good-quality work from a reg­
istered nurse who is consulting 100, 150, or 200 patients each
 
day; no RH with this many cases could be expected to do good
 
clinical worl, to do a reliable data registration, and, to
 
make an acceptable monthly report. The development of norms, 
techniques, and procedures for the different activities of the 
health personnel is a necessary pre-condition to the organiza­
tion of the health information system. 

2. 	The following steps are recommended to strengthen the health
 
information system in Mauritania.
 

Step I: Groundwork
 

The improvement of the current health information system does 
not imply expansion of the system with the addition of more 
elements, but reappraisal of the existing organization and 
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adaptation of the usable portions of that system to the proposed
 
technical approach. Thus, the preliminary steps aside, the eval­
uation of the existing system should encompass defining the ob­
jectives of the new system, developing a plan for tabulation and
 
analysis, determining what data are to be collected, establishing
 
the processing procedures, designing appropriate forms, estimating
 
the necessary resout ;es, and training the requisite personnel.
 
The consultant did all this groundwork, which is documented in
 
this report. The efforts should be repeated, in the precise se­
quence described here, by a Mauritanian multidisciplinary team
 
composed of statisticians and producers and users of information, 
so that each group's various views can be considered and a system
 
that meets the needs of all concerned can be developed. With
 
the background presented in this report, it should be possible
 
for the Committee to Strengthen the Health Information System to
 
organize a workshop for selected representatives of the Ministry
 
of Health (from the central, regional, and local levels), statis­
ticians, demographers, and planners. Within several days, it
 
should be possible to reach a consensus on the specific charac­
teristics of the new health information system for Mauritania.
 

After the groundwork has been completed, the following steps
 
should he f.ollowed. 

Step IT: Field-Testing
 

The newly designed system, or the substantial changes made in
 
the old system, will have to be tested before final adoption.
 

Despite the limitations inherent in testing, a test should
 
nevertheless provide valuable information on the design, the 
ease with which the forms can be completed and handled, the
 
clarity of the instructions, and the practicality of proce­
dures. Moreover, testing will help to identify those aspects 
which should be given special attention during the training of 
personnel.
 

The system should be tested at its various operational levels.
 
Generally, it is advisable to conduct the testing in several
 
places, because by recognizing differences in certain easily
 
identifiable aspects, it is possible to determine which factors
 
influence the functions of the system. At each place, a complete
 
trial run of all the programs of the system should be made involv­
ing all the staff who will he operating the system after it has
 
been introduced. There seem to be several ideal places to test.
 
the system in Mauritania, including Nouakchott Health District
 
(because of the strength and complexity of its health units); 
the reqional health ci rconscription of Irarza (because it has 
a considerable number of health posts for primary health care 
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which are well-supervised); and the regional health circon­
scription of Adrar (because of its geographical situation in 
the northern part of the country, its ethnic composition, and 
its difficult communication network). The regional health 
circonscription of Assaba might be an alternative site, because 
of its comparatively modest health resources. 

There are no strict rules governing the duration of testing. 
It is expected that there will be an additional learning period, 
during which the new system may seem to be more complicated than 
the old system. As an arbitrary timeframe, the testing might be 
conducted for approximately three months, which would be the min­
imum time required to produce the main reports. Three months 
should he sufficierL time for the staff to learn the procedures 
and acquire skill in applying them. In addition, it should be 
possible to collect sufficient data to test local tabulations. 

When the trial period is over, the results obtained by the var­
ious observers at the different sites should be compared, and 
decisions should be made about design changes in the system. 
If necessary, the trial run should be repeated, incorporating 
the changes. 

This stage should not be considered complete and the system 
permanently instituted until the results of the testing have 
been deemed to be satisfactory. 

Step III: Monitored [xpansion
 

Before replicating the system in other regions of the country, 
a decision must be made about how to institute the system,
 
ensure the availability of human and material resources, and 
train personnel. Once the system has been instituted, its 
operation will have to he supervised. 

There are two alternatives to expanding the system: one, insti­
tute the system immediately on a fixed date in all the units, 
or, two, introduce the system gradually. 

The first alternative is preferable, because the data from all 
the units will he uniform from the same date onward. That date 
should, if possible, begin a period for which there are period­
ical publications; for example, at Lhe heginning of 1983. How­
ever, this approach will require sufficient training resources 
to cover ,-1 areas at 'he same time. 

If the system is to be introduced qradually, it may be necessary 
to transfer training sta-ff to the c:orrespond ing group of reqgions. 
In this case, it would be best to avoid simultaneously using both 
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the new and the old system. The workload that such a situa­
tion would imply mighz detracL from the alleged advantages
 
of the new system and create resistance among the personnel 
responsible for operating it. 

Any additional staff requirod ,y the new system should be
 
recruited before the system is instituted.
 

An estimate should be made of the quantities of forms and
 
instruction sheets that will be required at the various
 
operational levels, and a supply sufficient for several
 
months should be provided. It should be confirmed that
 
the supplies have been distributed before the system is
 
initiated.
 

The file cabinets, file boxes, calculating machines, and
 
other processing equipmeit should be available when the
 
system becomes operational.
 

The norms governing the functions and duties of the person­
nel involved in the system and the flow of information, as
 
well as instructions for completing the various statistical
 
forms, should be clearly specified in an operating manual 
for the system.
 

Ideally, practical inservice training for the staff who are
 
to operate the new system should be provided. Because this
 
probably is not possible in Mauritania, various teams should
 
be formed to carry out the training at the regional level,
 
bringing together groups of selected personnel from the ser­
vice units. These persons, once trained, would be responsible
 
for training at the local level. It is important that the
 
training also be extended to the regular program supervisors.
 

The directors of health at the regional level should, in addi­
tion to learning about the specific tasks they are to perform,
 
also receive training in the procedures at the local level, so
 
that they can better understand the preceding itage.
 

The director of health at the Ministry of Health should inform
 
the administrators at the various levels of the precise moment
 
that the new system will be activated.
 

fOnce the system las been institute2, either at the national or
 
the regional level, the training teams and the regular program 
supervisors should visit the service units and the levels at
 
which data will he processed (see Figure 11-2). This will en­
sure that the operation of the system is being supervised. 



-47-


Such supervision is fundamental, because after the system
 
becomes operational, additional problems may arise which 
were not discovered during the trial period.
 

Supervision should include a careful review of the data
 
recorded on the forms. The aim should be to improve the
 
instructions and immediately correct omissions and errors
 
in recording the data, before they become routine. 

It is recommended that after six months or one year of full 
operation of the system, an evaluation be made. The evalua­
tion should focus on the information provided b,. the system, 
the procedures, the organization, and the costs.
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Appendix A
 

SIMPLIFIED MONTHLY REPORT 
(Prepared by Committee to Strengthen 

the Health Information System) 
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__________________ 
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___________________ 

_________________ __________ 

_____________________ ______________ 

R .ubliue IsI~rnique de Mauritanme 	 Honneur -Fraternitd Justice 

MIlNISTtR' DE LA SANTE ET DES
 
AFFAIRES SOCIALES
 

RE GION _______ 

FORMATION SANITAIRE_____________ 

RAPPORT MENSUEL DWACTIVITE 
Mo1is dc__________ 198 

Principales Affections rencontr~es 

Norbr d cam Cat confirm&- per LABO Obevain 

002 Fievre Typhoide.......________
 

0(24 Dysenteric baclliiri __________
 

006 Dysenteric aroibienne .____.___._
 

M)2 Tuberculose respiratoirc
 

020 Pest. ____________ ___________ 

022 Charbon ­

0.10 Lepre 

022 Diph:erie ­

023 Coquejucne 

0Z0 Meningile C.rebro-Spin~le 

0:7 Tel~noi ____________ ___________
 

015~ Polwmveec aigue
 

050 Vmrole ____________ ___________
 

02.2 )ougeole __________ ______ 

060 Fw rc laune _
 

070 fle;.,iie mfecli2usc _____ ___________
 

G72 Orrillons___________ __________ 

07,6 Tr.chonje ___________ __________ 

091 S! plulis V Vote (Begel) _______________ __________________ 

033 ;nferlioV gonococcque . ________ 

1.0 Schmslo-njiase ____________________________________
 

1'.5 FiIariose -___________________
 

1' Anioostmme_________________ 


.64 Avtiruinose _________ ___________ 


:80 	 Anemie __ _______ __________ 

22Conriies ________ 

olhunmaliire *rlieu~aire aigi,___________ 

460 4C6 d"c 	 _____________________.%fler~lons ___________ 
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1 - Activites de Supervision 
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2 - Programme 6largi de Vaccination 
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III SERVICE NATIONAL ANTI-TUSERCULEU)( & ANTI-L PFZE!JX 

ueclsA~ - 5 ans 6 h 15 ans 16 an-, et ;lus T 

.m F M F I! 

- Souveaux cas _________ _____ __________ 

dont BE _ _ _ _ _ _ _ _ _ _ _ 

- En traitenent 

- En observalifn ___________________ _____________ ________ 

- Gudris___________ ___________ ___________ _______ 

- fiecnule _____ ________________ 

ii..1:1.FT. 

B L~pre - O5 ans 6 6 5 ans 16 ans et DIus TOTAL 
M F Ni F M F 

- En trailernent ______ ___________ _____________ ____________ 

- Nou%-cnux cas _________________________________ _______ 

- En observation _____I 

IV C R EN 

a) Frd-quentation 

- Elnfarits inscriis____________ 

*dont nouscauxt 

*Abandon 

*Gu~rison___ ____ 

-Dece~________________ 

'IIansrcr!ts au Ccrntre de Sant6 

*Narastne -_____ 

~wa~hcrK maatilfSi'u e __________ 

* tinrrliee atgu________________ 

AuLtres _________ 

r) Nrcmtrpsar ri'6rtjrt~nn 

http:ii..1:1.FT
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Autres pricislons at Renseignements divers 

Le soupcon de maladie peslilentielle doit 8tre signaI6 par Tdigrammo A DIRSANTE Nouakchott. 

NOTA : Cc rapport oat A adreoser tous las mois an doux axemplaires au M~docin Chef do I: 

Circonscription qui so chargora do In synthiso at do I'envoi A D I R S A N T Nouakchott. 

.4 Ile__, 

_O_ __ 

Tilre -

Signature 
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SCHEDULE F61R CONSULTANT'S FIELD TRIP
 
TO REPRESENTATIVE HEALTH UNITS
 

(Nouakchott Health District and Brakna anJ
 
Trarza Regional Health Circonscriptions)
 



R6pubiique Isamique de xauritanie 

ministLre de la Sant et des Horneur-Fraterrit&-Justice 

Affaires Scciales
 

Nouakchott, le 22 Avril 1982 
Direction de la Sant6 

No 167 LE DIRECTELE-U, 

Monsieur le Chef du Service 
du Pro -et Trarza 

arans le cadre de la restructuration des mtthodes de la 
collecte des statistiques sanitaires, le Professeur DEIZADO 
nous rendra visite en v-ue de s'informer et discuter avec 
nous les voles et movens de par-venir a une meilleure collecte 
des dor-n es statistiques, qui sont indispensables a une 
bonr.e planification. 

Vous trc nerez ci-Joint 1e Programme qui a 6t6 Crahli 
;our !a .ission du Professeur Delgado. 

Je voun de..ande de prendre toutes les mesures en vue 
de faci!iter cette mission qui rev;ot Un caractere particu­
lierement important. 

(signed)
 

Dr. Moharned Mahmoud Ould Hacen 

Directeur le la Sante_
 

B-i 
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Proranmne de Visite aux Formations Sanitaires et Entre'.-es 
avec les Resoor-sables de la Collecte des donn&es du 
Ministere de la Sante et des Affaires Sociales.
 

Professeur Dr. Ramiro Delgado-Garcla
 
Mr. Hane Mamadou
 

Mai 1982
 

Lundi 3 07:00 	 D~part pour Aleg 
11:00 	 Entrevue avec le M6decin Chef d'Aleg
 

Mardi 4 07:00 	 D~part pour Bogh6
 
09:30 	 Entdrevue avec l'Infirmier Chef de Bogh&
 

Visite au Centre de Sant6 A, P.aI, Aquipe mobile
 
16:00 	 Dpart pour Boutilimit
 
18:30 	Arriv~e A Boutilimit
 

Mercredi 5 08:30 	 Entrevue avec le rsponsable du Centre de Sant6 A 
de Boutilimit 
Visite au Centre de Sant6 et i la PMI 

16:00 	 Dpart pour Nouakchott
 
18:30 	Arriv4e i Nouakchott
 

Jeudi 6 07:00 	 DCpart pour Rosso
 
Visite a un Centre de Sant6 C
 

11:00 	Entrevue avec le M6decin Chef de Rosso 
Visite i 1'H8pital, PMI et au Centre Sant4 A 

17:00 	D~part pour Nouakchott
 
20:00 Arriv~e i Nouakchott 

Vendredi 7 08:00 Entrevue avec le Mdecin Chef de la Polyclin-ique 
10:30 Visite a la PMI Pilote de Nouakchott
 
15-30 Visite l1a P.M du Ksar
 

Samedi 8 08:00 	 Entrevue avec Mademoiselle Fati.ata Sy, C-REN
 
10:00 	Entrevue avec Mme. BS 

Visite l1a PY! et aux Divisions de celle-ci 

Lundi 10 08:30 Visite au Centre M re-Enfant du 5Zme Arrondiss. 
15:30 	Visite g 'H6pital National de Nouakchott 

Mardi 11 08:30 	Visite au Centre National d'Higiene (CNH)
 
15:30 	Visite au Dispensaire du 6eme Arrondissement
 
17:00 	Visite au Service National Anti-Tuberculeux, SNAT
 

Mercredil2 08:30 Visite - l'Ecole Nationale d'Infirminers et des 
Saces-Femmes 

15:30 Visite au Programme d'Hygi ne Scolaire 

Jeudi 13 08:30 Visite au Dispensaire Inter-Entreprises 
15:30 Visite.. la Direction de Sant ilitaire 

Vendredil4 08:30 Visite P-ARMAPRO 
10:00 Visite PHIA..MARIM 
15:30 Visite au Service de Medicine Preventive
 

Samedi 15 08:30 Visite au Croissant Rouge Mauritannian
 

Lundi 17 08:30 Entrevue avec la Commission Nationale Charg6 du
 
Rerforcement du Syst~me d'Information sanitaire.
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STRUCTURE OF THE MINISTRY OF HEALTH OF THE
 
ISLAMIC REPUBLIC OF MAURITANIA
 

(1980)
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SERIES OF SIX DATA RECORD FORMS
 
FOR CHWS IN THE HEALTH POST
 

(Primary Health Care)
 
(Exhibits D-1 to D-6)
 



Exhibit D-1 

IUAOd/3AFICII~ 
. 6.C.;,.. 

flFPARTI]K,T tZ_ ____"_ 

VILLAGE 1 1. 
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_PMR 008 

U 

q~Il0(Vq fri rr yo yi Iv rA 
1 1oi1 13i 1 15-iT' 77 16 

Supervision N' 

Moto _____do 

L,1) 

ff, irJ) JO 1rorVYA I 
19 20 21 22h'T' -T2.­

067 , 

I!TICN, 
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Exhibit D-2 
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Exhibit D-3 

VH IL$ )/ -k N 

DEPARTLVI1ZT DE: 

VILLWL D1: 
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Exhibit D-4 
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Exhibit D-5 
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Exhibit D-6 
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SAMPLE OF FORM SIS-O01: MONTHLY REPORT
 
(For All MOH Health Units in Mauritania
 

With Government Health Attendants)
 



I# 	 l . Il If;.I IS AII IQIIL UE HAIRITANIC 
1INISTtRE DC LA SAME[ ET SE5 

AFFAIIIES SOCIALLS 
REGION_ 

DI1ECTION IE LA ANTE PUBhIQUE 	 Formation Sanitaire: 

Nuiiiro de ta Formation Sanltaire:
 

RAPPORT HEIISlUI. I'ACTIVITES 

193 	 Nom du Rapporteur:_ Hots de 

1. Prlncipalas Atfuctions Runcontre : 	 TiLre:
 

I IcoI1[. I.~( I I rI FVTO I ;f. 

(CcjE, AFFECTIOll 	 CAS I . I I I* A CT IO CAS I ,lr 
I .. 

, I II ! 	 a la j 

(jol I CHOLERA ............................. _ I t0)8 IlfecLIon Conncocci oe ......... ".
 

i I0 FiLvre TyphoTdc ...................... 0.19L Bilharzlose .........................
 
I. Ilyscnterl,. 11;ic llIire ............. I 	 II 1,41 I ,,r'.concolose ......................... _ _ _
 

2. I))ysrnLerle Amilenne ............... 1 0I2 1 Aikylos o .a ...................
 
iil _ J Ent~rit es et Au re. [ilarrlh es ........ L I ,,3 AuL , s lic minthiai l ................. _-'-- I 


W0f I Tubvrculose Puh.onal re ................. ______ I(2 | (06Lre Non-Tuxlqiu ....................I I I
 
101I I PI:STI .................................	.L012~j Ch,,rrtin .. ............	 _ [ I I U. 5 AAvl,umilioses CL Autres CarencesMa.lmltlr r Li. on... *................
I II (6()Z n 

..... _I _[ __
 .
 

)I I llruc lose............................ I 1 06IoLL Andmius ............................... I
 
0114jJ Upic................................ j 072-eItS2ln.ninte (AuLres) .................
 

015t I L .............................. II 074 Epi|lepsic ........................... I
rprt 

0161 CoqIliclh................................ .....................


0 7 1 1  

(17_ AIIg i tics ............................... 1I f I itLL.................................. I I
 

Cojnct v I 	 """........
 

01) MEIIIGITE 0 ArLlculul Agio .......... I I
CI:RI:1h'O-SPIIAI.E ......... IhrniLisu. 

______Lo 1. 'l,"L INos tNu.,ital .................... I I L I Al tL lnhi A its de Ihlllir. I at r---­

0 2 2. T iliaos I'nst-Piart.um ............... 	 J 090 r ..............................
I lpIu)i 


02_ Pull myl it Aigici. .................... __ I ! I Mal dicis des Ie.lS Lu du lrodowl c...fF
 
12 Iou,Il .............................J_ J - L Ii I . illcirra;iu tdc Ih, ;r(,iS.__: ..... _". _ ___' _"1
 

JAIINE21. 	FII:VIII: ........................ i liciorragIies . . .I 1 3 2. tie I'Accnuchum w,,. I
1 

, I 11102d31 I 6p .v ,al CLIU.,Is J Avorl ,tin,. .
................. I L I ......................... .I
 

O2 I. Varicelt .......................... J11[ I j Itrectnf lons i I'Accouch. t S. de (..I - -.
 
J ? 2. rr I I............................. _ _ _ . 1.. J Accuuu:u....... t 5 ....................... ­

02') I 3. Tra u ,chuc............... ...........- I III-' P)"l AllecLiuls de ha P .uuo L lu 'r= ws ... " I
 
112,17 4. (ae........................... I [ II 141 Fricituires.................... ......


T or TYIIIII EXAtJTIIEMATIQUE ................ _ I [l" IIlcIrru:s cC liii..................-"____
 
,I(13 I P l.idiS ,..... ........................I I 148i I llr uleuro ............................. I."_T-"'____
I-I .[hI (u ruI m ii- /Socoil, ....... ' . " $0- nr!,,ir s de Sir ,iu .............
lu I) 	 l , u i re) TI_ 

II9LI: ;I :,-Ol} -Join 19182 	 TOTAI ...... 

E-1
 

http:I'nst-Piart.um


--------

I E-2 

Ill. Sexe el Age des Consulltants­11. ACLIv|t s de la Formation Sanitaire: 

(201) 	Consultan ts. ........................ 

T__<__1 1-4 5-4156 5 1TTLI
 
(202) Consultations. I ........ 


(203) Ilospitalisation; .....-. .---.	 __ _____________ F 
H F m I' F m

(204) Jourriis d'lospitalisatlon ............ 


(205) EvacuatLion sur Nouakchot () ........	 I I I " " I I' -­

(206) Evacuations sur la Capitale R6gionalc. 	 i I I I I I
 
(207) Evacuations sur le Chet-Lieu UparL ________I
... 	 I I I I 

2 L1101121. jfLC 30? 
Formation Sanitatre InformanLe so 


(N) Si la 
crouve L Nouakchott, placer ici los
 
lva*ikla ionissur I'I1bpi Lai lational.
 

IV. ActiviL6s de Santl- Maternule UL Infantile (S.H.1.) 

2. Ir queintatLon au C.IP.IXII.I. Fr.quentation l Ia P.11.1. 

Inlmm - .......	 dhlit mnoib

I \1D1 IPre- loUst- C) ":0 -ltss (407) 	total. des onfanLb InscriL3 

____G ____Inf-

Nl. SItaaal A (4i) nouveauxlogi-ains TIladLuIM 	
(409 ) b i:,d o , ................................. --
............................ _.
... 

tu'.an ............................
(410) r-,,,r

(4-11) dcbs ..................................
A-


_________"__' 
, acuationb ............................
D. rI(1)ultatlow- Ilb {~~~,L11% I i
 

, { _ __/_ _, 	 (1.11) t unlanitb iicrito tin i, s5otal 
 ......... . -­

_____ ,01, 40.J402 1 
, [,05 406
i 
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et Infnt lIe (S.M.)
IV. Acttvir~s de Santd HaterneI le 
(cont .) 

4. Typo dlAccouchiemenL, Etal. de I I~ln.l. 
, {rossCsi!s eL Accouchinments: 

(414) 	(,rossesses sous surveillance d~but mols ... .:IhInte 

I 1_ r l ddnAccoi-ntt imrins do 29AOtrs -tr.',
1414) Nniivellus grossusses dlagnosLiu(ekjs6 ........ 


(4111 dunt. grousesscs 5 risque ................. 
 A. Normaux ..........
 

I . .......
Pr mat r.r6s I(41 G) l.nr Ilvacutues ............................ 


(417) 	 a:vjcu.LloIall8nc COts (total) ............ C. Dysochlues ......
 

Total ............
-.
41 P) (,rosses es sous ,surveillancefin du mois... 

_ 	 COU 421 42? 421 
(419) Accnucherr:nts ;ssisr.is Haternite ............ 

(42)) Accoucheinunts assi stds h doc Ie .......... (424) AvorLemloits .............................
 

(425) Jummecu ...........	 _........................
 

6. ActLvtLus d'ltduca lon:
 
5. lar :ititionnl I Ins.riptinn RE1); 

(426) irasie .................................. __
 

(471) rsl rkor ,ras a e ................. 	 CAT ORIES c rica ts
 

...................
(428) lyporr e................................ .. . .	 . A... rlhwitLjol S, i tLiare 


.). 	 Cu lion In....................
.........
(43u) ALurs................................... 

E. Alpluki Satim ....................
 

Cr hchet(enfants snugs surveillance); 1'.Al a l .................... 

(Ij) |prunitult'................................. _ * (J))t, 

(.1. I. .......................... . .y.ut .II,. . . . . . . 

(. ux . ...... . . . .ur.. . .. _isorvL1 ns5 .......................................................... 

.... . . . . . . . . . . . . . . . . .................. .... 

http:ssisr.is
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V. Act ivi~ s du Service Ant -Tib'erculeux et Antl-l,-preux 

TUBERCULOSE 0-5 ,-5-6 65
 
PUIJMONAI RE 
 F:fF 

I I~J1 R LEPR E. Formej 
N F F--. 

dibut du4. ca ..a ..... J , I, ,pralkitcu
ilf t bn OIC detl.......... .. 

. A. cas au d*!butdu notls...{
u.. . .. nouveaux............


E. on obse rvltwn .......... .
 trau r. uTnr . on .......... I

F. LS 

uw i
D.en obIerv ion.. ..... 
G.......... 
 E. ...............
. recruL . .. . ............. .
 F . . s . ..... .
 

, rdu de je.. 

pordu t e ..........
J.1, d.i:iCar' it....................tit fin d,t ,,,n s ..... I. .. .n Co I L_ du w i ..
 

i n .. ,

15UI5Zin1diYY41505 rn4e::.::i I peu St 512 

V. Ativittis du P.E.V. (VaccinarLons): 
 Observationb: .......................
 

' I'.cci,,. s u' - = I ' l .... ... .............................................

t6s I al ",.........................................................
 

6 1 urICc Polto GO~ r~ants.: T&KSi 
I 0I ne1Z l 

, 

Is,,,,'} , . , ,,3l I I r:" :'l l e........................................... 
 ..............
 

SI 
 dlenvo du Rapport.;
• I IC" AtrvI~s 
baIp,c tit- rilluption ,l, /ouaklchott: 

D.' '.~ld _ JI { ]j Signat~ure eo: dCacheoLtil Ilespllsalble. 

T limbre 'oraI do Vaccins Aplicluu l5su~d.lrulto j'iI,-

C iNo,,,hre d'Enants Comlss eibent Vaccintis. 

IIIlISAI'ITI SIS-)(l -Juil 19B2 

513 
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SAMPLE OF FORM SIS-002: MONTHLY REPORT
 
(For Hospitals or Physicians)
 



IIE'UIHLIQUE ISLAHIqUE DE HAURITANIE ': 
IIIHISTERE- DE-1L':.SANTE ETDES .. 

AFFAIRES SOCIALES88888B8888888 

DIRECTION DE LA SANTE PUBLIQUE 
*V:*** .***t * 

.lonneur 

{C~l 
hEGION. 

IloP rital• 

_ _ _ _ _ _ _ _ 

Fraternit 

_ _ _ _ _ _ 

-Jusr-Ic 

_ _ _ _ _ _ _ _ _ _ _ _ 

W^PORT MENSUEL 'ACTIVITES 

Hois do Lions___ 198 

I. PrIncipales Affections Rncontrrus (suite) 

Code de 1118pitlal I 

Coe o ' i 

Nom du Rapporteur: 

, i 

i 

CODE AFFECTIONS 

003 Flbvre paracyphoide et autres iiSaim. 
007 Tubtrculose des m'ninges et du tiC 
008 lub,'rculose do Iintestin,pdr.gang..
001) Tuberculose osseuse et arrticulatre... 
010 Autres formes do TbC et s'quelles .... 

.2a Erysipile.............. ..............02 d ri'oloapoim.lto i.l623_ S49telles de la poltomyhlil-es alglie.. 

027 EncLphali htvirus ............. 
029 Autre! maladies 1 virus ............. 
032 Tryparasomyases 
033 FIL-vre rdcurrente .................... 
034 Syphilis cong6nitale.................. 
03? Attres formes do syphilis ............ 
040 Ech oCoccos ........................ 
04I AItLree maladies Infdctleuses et paras
05 Tumeur ma IIgne cavitt buccale/plaryrig
04.6 Toneur mal /gno de I'Csophae ......... 
(17 Tumeour maligne do I'ostomac .......... 
048 Tumeir miIigie de I'intStin 
049 lumeur mai gnne du rectum............. 
05_ Tumour mal igInedu larynx 
051 Tuniur malIgIe de:trach /brnn/poumones0 
02 Tumoeur malIlIg,,do os ......... 
053 Tumour maligne de la PO~t! 
o54 Tumeur maligne du soin.............. 
055 Tumour maligne du col do l'ut6rus, 
056 Aut res tiuieurs malignes de I'uterus.. 

CAS 'EIS.CODE AFFECTIONS CAS 

057 Tunieur maligne de la prostate...., 
058 AuLres Tumeurs Halignes .............. 
059 Leticimies ............................ 
060 AtreS tumours des tissus 
061 Tumeurs t,nignes et sans precision... 

Thyr~otoxicose avoc on sans goitre...064 DiabLre sucr6 ........................ 

06L AuLrus maladies endocriienne Imal, -7 
06P, Hladies du sang et des org/h6matopo. 
009 l'bychoses............................ 

vrosstroub/pers nal/nnau .. 
ol Arri~ration mentale.................. 

Sclros e plaques.................. 
07 Cataracte ............................ 
077 Claucome ............ ................ 
O79 AULrew maiad. S=4=/Organes sans ...... 
081 1 Cardiopathies rhumadism.croniqueb.... 
0 Haladies hypertensives............... 
08-3 iMaladies Isch6miquoe du coeur ....... 
0 Autlres fories do cardiopatlies ...... 
0.......01'. Maladies curebro-vasculaires ......... 

aladies des artres/arterioh/capi.. 

087 Embolies et troinhoses veineuses .. 
008.....ikutres maladies. doe lapp.circulatoire
091 Pnumonie Ztvirus .................... 
09 Autrus pniurmonias ................... 

I093 ironchiteserrphysnes et asthme. 

bLCi 

"ymp'/-iat 

,IISArI ':I SIS-002-Jin 1982 

F-i 
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SAMPLE OF FORM SIS-003: QUARTERLY REPORT
 
(For Regional Directors re: Administrative Occurrences in Region)
 



REPUBLIQUE ISL.AMIQUE DE MAURITANIE 

I~tr~nner • Fraurntrd Just'r 

MINISTERE DE LA SANTE PUBLIQUE 
----. REGION 

DIRECTION DE LA SANTE PUBLIQUE 

CIRCONSCRIPTION SANITAIRE DE 

RAPPORT TRIMESTRIEL 
Tnmetrc 19 

-ETAT du PERSONNEL 

Twue Fonm:on Aifte:ohon S walron Ren.:oue date d'arrvee 
eI ;rad, asuarce Polio occupe de F=mle vadate dedcpat de Ja C.M 

G-1
 



G- 2
 

--ETAT DU' PERSONNEL (Suit..) 

Norn et P.Ir.ot~ T, :t ndc Font urtn Alw tw k' IIS zcdir" 

fl-ETAT 
A-B ATIMENTS 

- For~at~o.sitantio 

DES I3ATINIENTS ET MIATERIELS 

T:AtuAt 1 Errpreitic 

Psn it~ond.res 
CoenPontiton 

-Rem~xque. 



G-3
 

a EIIICLLL MoYE.NS DIE TRANSPORTS 

...... Dic~IqnT~pc hr~m, Wn khomerage 

C -GROLPFS ELECTROGE14ES 

.Marque Type Pince Datie c'affc.uton Ea 

D REFRiGIERATEL'RS CLINMTSEURS 

Ma~rq~c T) pe Affwlatzon Date Etal 

E - APPRE1LL.,(;E EC:i! 
APppeJ R .- opc -A~re'- nar c:., 

Mr.eT,pc kfwzP o Date tj 



Appendix H
 

SAMPLE OF FORM SIS-003: QUARTERLY REPORT
 
(For Regional Directors re: Regional Supervisory Activities)
 



RCpublique Islamique de Ma uitanie
 Honneur- Fraterni t4-Jus tice 

M ir.ist:re de la Sant et des 

Affaires Sociales
 

: 1ois REGION:
1982 


Nom du Rapporteur: Formation Sanitaire:
 

Titre du Papporteur: Num6ro de la Formation Sanitaire:
 

__... ......_-_L DES ACTIIIITES DE STUPERVISON 

RA ?PC 

Prsr.ne.-a'-.' 
AB C 

#I~c....i m ._rie r irmier 
D 

Sace-
E 

Chef 
t 

F Super-is. d'Etat Femme d 'Equi'e. 

2. Po':clinique I 
3. T3 Anter'r.e
 
4. P .A.i ,­

5. P.Sant6 Scoa. I_
 

5. Lau -4:fin s-i VI 

1
7. Centz- Mfer 

2 T.Lcq. C' r' L"_____E. ____ 

9. ert< Sant, C% 

* Conl2., Z r*!- C. I 

I;,C­i12. P tecste t, 


Placer dans le carrpau le :io2l-re des visites effectu~es dans la p6riode. 

S- -CC3 Sums.. 

IHI­



H- 2
 

1J1-SITC.VTION DES CREDIS 

IV -APPROVISIONN\EMENTS PlIARNIACELTIQLE 

Date dlam-riae den ducations I Denma:non fortnaucn I ie I d~:buon5ua n 

________________________P-incipaJet, posiei mu zi d mnut 

V-OBSER VA TIO.NS -COM\l.% E.NTAIR ES-D ESID ER.kTA 

A.MPUMATON 

Gouerneur dc Rexion I A ___e_ 

- Arth,.c, I Le RC':.cn2sabIL tie h, Circonscrit.'on 

N' Cc rapr car a ,dre~scr Oaque iin de irmcitte cn 3Ei Nomn, TjL,
 
k dmntn Nm,hott 
 Sivna-.ure. 
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