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Io Introduction
 

The objectiva of this preliminary report on the rural health
 

service in Mauritania aref
 

To review the present organization of the Ministry of Health
 

To make a summary analysis of the health situation, and
 

To analyze the main constraints which affect the Government's
 

health and sanitary services.
 

This analytic and descriptive exercise (based on available
 
information) will result in a conclusion on the overall situation of the
 

health sector in 1980 and, on the basis of objective data, will set forth
 
options which will be within the realm of possibility of the Ministry of
 

Health to extend health services to the largest number of the population.
 

As the majority of Mauritanians live in the rural areas, a major
 
portion of data presented in this report will pertain to these areas. 
 In
 

fact, the general thrust of the country's health policy testifies 
to the
 
government's priority attention to the agro.pastoral communities.
 

Before dealing with the problem of rural health, however, brief
 
attention will be paid to the organization and the problems of health in
 
the entire country since it is part of a single health system.
 

It is obvious that the implication of necessary strategies to
 
substantially improve health conditions of the population within the short
 

span of twenty years (which represents the government's long-term planning
 
frame) would require the efficient utilization of human-and matetihl
 

resources which will be available to 
the Ministry of Health. In these
 
circumstances, technical planning and progrn'mnming schemes are seen as 
the
 

conerstones of a plan of action for the Ministry, 
Furthermore, the
 
activities in the health sector must be coordinated with other social and econ
 
economic development sectors. Much empiric data have shown the inter­

relationship which exists between, for instance, health, education, nurtition
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and the growth of the population. 
In addition, the interaction between
 
the different development sectors presents opportunities of synergic
 
actions for integrated strategies for health improvement in Mauritania.
 

It is within this dynamic framework that a Mauritanian health
 
plan should be designed for the period 1981-1985, as a prelude to the year

2000. 
 In what follow,. below an attempt will be made to establish the basis
 
on which such a plan can be developed. Before undertaking this task, it
 
should be stressed that during the history of mankind man has been able to
 
evolve as a result of decisions and actions ond not as 
a result of plans.
 
In the case of Health, both the government of Mauritania and its Ministry
 
of Health should be ready as of now to take fundamental, sometimes
 
radical decisions, if the social and economic objectives are to be met
 
by the year 2000, that is, if there is a firm determination to offer
 
health care to the great majority of the country's population by the
 
beginning of the 21st century.
 

This report contains a series of findings and recommendations.
 
Some will be difficult to accept or implement as 
they involve changing
 
existing structures particularly in their inter-relationship and the manner
 
in which health services are administered and managed in Mauritania. 
Change
 
is often considered as a threat, but change is essential in the moderniza­
tion of a country. The government should be ready to undertake the
 
challenge. Otherwise
 , any effort will remain rhetorical, full of promises
 
and theory. 
Courage is needed to bring about change. Fortunately, senior
 
staff of the government and especially of the Ministry of Health are
 
sincerely convinced of their responsibility in the fashioning of a better
 
world for the Mauritanians, in spite'of the difficulties they will have to
 
face to cope with the challenge.
 



II° Organization of the Ministry of Health
 

The Ministry of Health is a component of the Ministry of Labor,
 

Health and Social Welfare, Its stpff and budget are separated from the
 

other elements of the Ministry. Decree 5- dated May 12, 1979,
 

established its administrative structure.
 

A. Administrative Structure
 

Diagram i presents an organization chart of the Ministry of 

Health. There are three main divisions
 

1. The National Health Center
 

2. Pharmarim, and
 

The Department of Health
 

1. National Health Center
 

This unit was designed as a scientific center in charge of
 

the study of problems relating to the prevertion of disease and to the'
 

formulation of research studies and development of pilot programs prior
 

to their application nation-wide. Given the scope of preventive medicine
 

in the country, however, the Ministry of Health has set up a separate
 

preventive medicine service. 
The Center has' therefore, been confined to
 

research and evaluation of preventive programs,
 

The principal activities of the Center are now concentrated 

around: 

- epidemiological studies 

.analysis of water, milk and food 

* 	 entomology
 

the assessment of the levels of protection reached
 
by the expanded mass vaccination program, and 

- nutrition surveys 



The Center was built and equipped under a grant provided by
 

the People's Republic of China (1977), and there is a team of 10 Chinese
 

professional (bacteriology. parasitology) and ".Mauritanians. Its
 

operating budget totals 14 million ouguiyas per year. Well equipped
 

laboratories plus a colony of experimental animals (guinea pigs, mice,
 

rats, monkeys and rabbits) offer the possibility of pursuing a variety
 

of biologic studies. As a result of the team's work, a series of studies
 

is periodically published, including water and food control activities.
 

2. 	 Pharmarim
 

Following a decision of the Fourth Party Congress, the
 

pharmaceutical sector was nationalizedo- ! Pharmarim was created to
 

enable the population to buy medication at a low price, There are four 

pharmacies in Nouakchott and branches in other towns as Kaedi, Nouadhibou, 

Rosso, etc. Each regional capital is to have a Pharmarim branch.
 

3. 	Department of Health
 

This Departient guides and coordinates the activities of seven
 

central services of the District of Nouakchott and the twelve regional
 

units.
 

The central services are­

a. Planning and Studies 

b. Preventive Medicine 

c, Maternal and Child Health (MCH) 

d. National Hospital 

e. National Anti-tuberculosis service (SNAT) 

f. Equipment and supply service (Pharmapro) 

g. National School for Nurses and Midwives (ENISF) 

1/ 	 Recently, the 'overnment has been reviewing the desirabilicy
 
of having private sector participate! ministerial orders are under
 
review.
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In addition to the District of Nouakchott, there are 23 regional
 

units located in;
 

I Eastern WRodh (Nema) 

II Western Podh (Aioun) 

III Assaba (Kiffa) 

IV Gorgol (Kaedi) 

V Brakna (Aleg) 

VI Trarza (Posso) 

VII Adrar (Atar) 

VII NoLadhibou (Nouadhibou) 

IX Tngant (Tidjikja) 

X Guidimaka (Sel.ibaby) 

XI Tiris Zemmour (F'Derik) 

XII Inchiri (Akjouit) 

The Ministrys services are directed by a chief and the regional 

units t a Head Doctor. As there is a controlling centralization and an 

administrative decentralization at the regional level, the technical
 

aspects are managed directly by the Ministry of Health. but administrative 

matters are placed under the authority of the governor who represents 

national authority. The Department, as a unit of the region is under the 

authority of the Prefect. The district is a part of the department and is
 

under a chief. The village is the smallest administrative unit for the
 

sedentary population and the encampment for the nomad population.
 

Decentralizaticn was achieved by increasing the number of administrative
 

units (their number doubled from 1961 to 1977) and also through the
 

increase in authority granted to the regional and departmental authorities.
 

Naturally, this dichotemy between technical and administrative operations
 

makes it difficult tc improve health services and creaites many managemei,
 

problems. The assignment of health personnel to the regions is the
 

responsibility of the governor (in principle with the advice of the
 

Head Doctor), but health ac-ivities, as such. are under the Head Docto)r
 

who reports both to the Director of Ilealth at the Hinistry and to the
 

governor.
 



As there is no central structure to coordinate the activities
 
of tl- regional units, the Director of Health must be in direct contact
 
with the 12 units of the country. Furthermore. he must be in permanent
 
contact with the central services of the Ministry (an eighth service,
 

for transportation and equipment is under review).
 

Finally, the Director of Health is responsible for maintaining
 
relations with the international bilateral, multilateral and private
 
organizations which are somewhat numerous 
(World Bank. UNICEF, FAO, DVFPA,
 
UNDP, ADB) USAID, FED, WFP, Arab League, Kuwait, USSR, People's Republic
 

of China, Guinea, Iraq, Folland, Belgium, IVS, Peace Corps, Raoul
 
Follereaux Foundation, Malta Order, Lutheran Federation. Caritas
 

Mauritania, Catholic Relief Service, Cheik Nasser, etc.).
 

a. Planning and Studies Unit
 

This unit which became operational in January 1980, is responsible
 
for the planning of health services and for the design of annual and five.­
year plans. 
 In practice, a heavy amount of the administrative work which
 

spills over from the Department of Health Is handled by the unit, in
 
particular the various aspects of foreign assistance. Under the present
 
conditions. the considerable strengthening of this unit (with health
 
planning cxperts: etc.) is desirable in order for it 
to be able to combine
 
resources with a basic planning action in ways that will determine the
 
level of health support and socio-economic development. The unit has
 
two sections: Statistics and Studies. It is responsible for the publica..
 
tion of health bulletins (monthly, quarterly and annually).
 

b. Preventive Medicine Service
 

Modern medicine is making a great effort in disease prevention.
 
This unit is thcrefore, one of the most important of the Ministry. 
Its
 

activities are focused on six basic programs' (i) immunization,
 

(ii) hygiene, (iii) health education. (iv) school health (v) control
 

of endemic diseases (vi) promotion of nutrition.
 



-° 8 ­

(i) The Expanded Vaccination Program (EPI) started in October 1979
 

with the objective of immunizing within a five-year period
 

85% of children against tuberculosis, diptheria tetanus,
 

poliomyelitis, measles and whooping cough. In a country as vast
 

as Mauritania, including a portion of the population which is
 

constantly on the move (nomadic) and another portion involved in
 

an accelerated process of urbanization and sedentarization, the
 

task of this program becomes more complex. The logistic aspects
 

of vaccination (transportation. network of cold storage units,
 

periodic regroupings of population, supply of materials.
 

coordination of mobile teams) become greatly complicated during
 

the rainy season in the south of the country (where the major part
 

of the population is concentrated) when the roads are impassable.
 

MCH (Maternal and Child Health) personnel collaborate with the
 

vaccination campaign of pregnant women and children 0 to 5 years
 

of age. There are 11 vaccination mobile units, made up of
 

5 persons per team, 1 government nurse, a certified nurse,
 

an auxiliary nurse. an attendant, and a driver. The periodic
 

gathering of information from the regions (dosage of vaccines
 

used, population covered, etc.) leaves much to be desired due
 

to the irregularity of reports received by the service.
 

ii) The Sanitation ad2. Health Program is still at an embryonic
 
stage. There are 10 sanitary agents, 2 sanitary technicians
 

and 5 sanitary inspectors. But the lack of explicit sanitary
 

legislation and the fact that the personnel under the program
 

are all Arabic speakers, greatly hinder activities. The local
 

WHO office provides technical assistance but so far with little
 

success, It would be desirable to devalop a more coordinated
 

effort between the Ministry of Rural Development and the
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Ministry of Health. Campaigns to improve pit latrines,
 

S,fuse 	collectioa, and checking public buildings do not 

exist. The potable water supply program is barely starting.
 

It is estimated that less than 20% of the populatin of
 

Mauritania has access to potable water.
 

(iii) 	 The Sanitary Education Progran hps not yet started due to a 

lack of teaching materials and lack of training of trainers. 

The sanitary agents and traditional midwives have not been 

adequately trained under this program. Schoolteachers receive
 

very little information on health education in the course 

of their training. In the 1981-1985 Health Plan about 

1 million ouguiyas is programmed to buy audio-.visual materials
 

and to prepare 'teaching5 materials adapted to Mauritanin's
 

health situation
 

(iv) 	 The School Health Program. There are now 5 school health
 

posts (Nouakchott, Aioun, Kaedi, Rosso and Atar) Four
 

centers will soon be set up at the secondary school level
 

and 17 existinf! secondary school clinics, ( .erm.a Timbedra, 

Selibaby. Kaedi, Aleg, Boghe, Rosso, Boutili-mit, Maderdra, 

Akjoujt, Tidjikja anr! Vouakchott which has 6) are to be up­

graded. This program is. therefore, focused in urban areas.
 

(v) Campaign for the Control of Endemic Diseases. (1-1alaria, 

Urinary bilharziasis, Dracontiasis, Tuberculosis). This
 

represents campaign against these diseases and consists of setting
 

up of a program of epidemiologic surveillance and early tracking.
 

(vi) 	 Promotion of Nutritional tctivitieso Thic is a priority
 

campaign for pregnant women, mothers and children of 0 to 6 years 

of age, undertaken irtcollaboration with MCHI activities and primary
 

health care.
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c. Maternal and Child Health Service
 

This unit carries out the following
 

1. Preventive, coordinated actions for mothers and children,
 

although integrated as part of curative services.
 

2. EducationSa actions in the field of hygiene, nutrition and
 

home economics.
 

3. Health actions oriented towards prevention and treatment
 

of rural populations and primary health care.
 

'o Training of personnel for the Maternal and Child Health
 

program.
 

5. Nutritional Recovery. 

6. Family Welfare. 

Twenty.-five eCH centers are distributed all over the country,
 

as followst
 

3 in Nouakchott, 3 in the Eastern Hodh (Nema, Bassikounou and
 

Timbedra), 2 in the Western Hodh (Aioun and Tintane), 2 in 

Assaba (Kiffa and Kankossa), 3 in Gorgol (Kaedi, M'Bout and 
Maghama), 2 in Brakna (Aleg and Boghe), 3 in Trarza (Rosso, 

Mederdra and Youtilimit), 1 in Adrar (Atar), 1 in Nouadhibou 

(Nouadhibou). 2 in Tagant, (Tidjikja and Moudjeria), 2 in 

Guidimaka (Selibaby and Ould Yenge). and 1 in Inchiri (Akjouit)o 

Twelve MCU centers are under construction (with the help of 
UNICEF in the departments which are not yet-served), as well as 35 rural 

maternities, 
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In 1979, the MCH centers provided the following services'
 

48,341 Pre.- and post-natal consultations 

12.420 Gynecological consultations 

67,320 Child care consultations 

97,244 Consultations for sick children 

225,325 Consultations
 

The program contributed to the vaccination campaign, having
 

vaccinated in 1970 '
 

9,840 BoCoG.
 

6,525 Measles
 

29,840 Diptheria, Whooping Cough, Tetanus
 

12,515 Smallpox
 

In the nutrition training course in the same year 1,280
 

sessions with an average of 20 participants per session (25,620
 

persons) were held.
 

Personnel training is-very importantr 120 traditional midwives
 

were trained in 1979, and the training 6f 150 others was underway in 1930.
 

17 auxiliary midwives were trained in 1979 and 45 were being trained in
 

1980. As for supervisory nurses who liaise between the traditional
 

midwives, the auxiliary midwives and the government midwiveso /-O have
 

already been assigned and 35 underwent trainin: in 1980.
 

The nutritional recovery and education component is funded by
 

The centers (CREN) are integrated
UNICEF, and the Catholic Relief Service, 


to the MCH activities and are intended to fight against malnutrition and
 

its effects. 20 of these centers were operational!in 1930 and 19 are
 

planned for 19fiL, The National Social Security Fund in 1979 granted
 

In 1980 the grant
2,250,000 UM to set up and operate these centers, 


was to be increased to 3500,000 U4 to cover the expenditures of all.
 

centers in operation,
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The field of family welfare consists of progressively integra­

ting the MCH/CREN Maternities through the setting up of mother-child
 

units in all the regional capitals, This project construction, salaries
 

equipment is funded by UNICEF and UNFPA (training of personnel, scholar..
 

ships, seminars, study trips and logistic support)o The Director of
 

Maternal and Child Health took a course in family welfare in the United 

States in September--November 1980. The Peace Corps (USA) is also
 

participating in this project by assigning volunteers,, (nurses and
 

social assistants) to rural centers.
 

The MCH annual budget (excluding operational costs of the 

CREN) is about 5 millicn U1I per year. The reduction of the budget in 

1980 (due to austerity measures) will seriously affect services if 

grant assistance is not provided before the end of the year. (The 

reduction of the operational budget was about 67%). 

In addition to the personnel and budgetary problems (insuffi.­

cient amounts, retaining needs) the MCH service faces problems of
 

information flow (quality of statistics) in order to provide adequate
 

evaluations. The problems of transportation and of vehicle
 

maintenance have been solved, thanks to the organization of a motor
 

pool. 

A maintenance facility for the three programs (MCH, CREN and 

Vaccination) was approved for 1981 implementatior..
 

The statistical forms used by the program (for health care,
 

pre-natal consultations and child care) are useful for clinical work
 

but they are not practical for obtaining the information required for
 

monitoring purposes ano for preparation of monthly reports. A modi-­

fication of the information system of the 1)inistry of Wealth is to be
 

undertaken in July 1980 in order to improve its functional nature.
 

In summary. the MCW service is very dynamic; in a very short
 

period it was extended to all regions. It operates in an acceptable
 

fashion.
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d. National Hospital
 

The National Hospital was constructed and equipped by the
 

European Development Fund (FED) in 1966. Its annu.Al budget totals
 

60,000,000 UM. With a total capacity of 500 beds, only 2/; of them
 

were in uqQ in September 1980.
 

General Medicine ........ 61, 

Surgery ................................. 76 

Visceral (40) 

Orthcp/Traum. (06) 

Pedriatries............................... 64 

Opthalmology .......... ...... .. .. .. 32 

Gynecology/Obstetrics .... ......... 54 

Psychiatry ....... ... ............... 8 

Resuscitation ................ ........... 18 

Medicine (8) 

Surgery (10) 

(Tuberculosis)*.. ... . .......... 16 

Total..Go.. ?32
 
* (Temporary) 

The medical team is composed of 22 doctors: Mauritanians,
 

13 French and 5 Egypthans! ioe., 20% of the doctors in the country.
 

The auxiliary services aren X..zays, clinical laboratory,
 

blood bank, anaenthesia, stomatology and administration.
 

The hospital has 10 buildings on its premises where doctors
 

responsible for emergency service reside.
 

The hospital has a high utilization rate, especially in
 

pediatrics (250%).
 

http:Total..Go


In its role of national hospital, patients come from all over
 

the 	country; however, most of them come from Nouakchott. A high number
 

of mental patients (50) are placed under a tent on the grounds of the
 

hospital, since there are no other facilities to accommodate them,
 

Tubercular patients are temporarily admitted to the hospital, but they
 

will be sent to an anti-tuberculosis hospital. as soon as it is ready in
 

1981.
 

The problems of the National Hospital are, shortage of
 

personnel, of financial resources and drugs, The maintenance of the
 

equipment (X.-rays, diagnostic equipment, vehicles) is inadequate. The
 

hospitalization of patients, the steralization of the equipment and the
 

removal of septic water are problems which are still unresolved.
 

The Hospital management believes that overall "the services
 

provided by the institution are of an arceptable quality". The most
 

severe constraints are however, ii.viscerAl surgery and pediatric care.
 

e. 	 National Anti.Tuberculosis Service (SNAT) 

The SNAT is responsible for the tracking, treatment and control 

of tuberculosis. As of September 3.0, 1980, the service has the following
 

tracking units: Notnkchott, 2, Eastern Hodh. 1:. Assaba, i Brakna, 2.
 

Trarza, ; Adrar, 1. Nouadhibou, 1- Tagant, 1 and Guidimaka, 1. As of
 

January 31, 1980: there were 6,781 patients under treatment, 700 of whom
 

were considered as completely cured, 2,"21 have been discharged and the
 

rest (:,760) continued under supervised treatment, It is estimated that
 

3-,000 cases per year are uncovered, with '00 (10%) not responding to init
 

initial treatment.
 

Due to, the low standard of living of the population. ubercu­

losis is causinp havoc in the country. The slow course of the disease,
 

the long period of treatment, as well as the frequent instances of relapse
 

constitute appreciable problems in the fight agrinst tuberculosis. The
 



high rate of urbanization (especially in the capital city where the
 

housing shortage causes serious hygienic problems and where there is
 

increasing unemployment) is a factor abetting contamination,
 

The treatment technique was defined in early 1979, it is based
 

on general guidelines provided by WHO­

(a) TB tracking
 

(b) Standard treatment for contagious patients
 

(c) B.C.Go prophylaxis
 

(d) Sanitary education
 

At the national Level, a Head Doctor is in charge of the
 

service and coordinates all operations in the country, There is a TB
 

wing in the National Hospital (16 beds) where daily consultation is
 

provided for the selective tracking of tuberculosis patients. A pilot
 

center (Sabah Anti.Tuberculosis lospital) will become operational in
 

Nouakchott in 1981. This Hospital will become a Tuberculosis Research
 

and Control Institute.
 

At the regional level, the field unit is the basic reference
 

point of the anit-tuberculosis campaign. It consists of a microscope, a
 

laboratory assistant and various items, all of wh±ch are placed in a
 

health unit. Eecause of the monthly rotation of a team of doctors in all
 

the various regions. suspicious cases are sorted and spittle samples
 

are taken following WHO procedures, Recent studies show a prevalence
 

of 0.6% and an incidence of 0.13%.
 

The spread of tuberculosis geographically is related to rural
 

migration and the drought. Indeed the regions of Assaba, the two Hodhs
 

and the District of Nouakchott seem to have the highest rate of infection.
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Staff and budgetary resources are fairly limited for the anti-.
 

tuberculosis campaign. Luckily, the program has benefited from private
 

foundation grants an1 from people interested in controlling this scourge 

in the country. The activities were maintained as a result of the dynamism
 

of the personnel assigned to the campaign. The situation regarding the
 

anti-tuberculosis campnign is however, still precarious.
 

f. Equipment alb. Supplies: Pharmapro
 

This service is responsible for the supply and distribution of
 

drugs to Health Units (with the exception of the National Hospital) for
 

the maintenance of the motor pool, as well ns the control of equipment
 

(inventory, supply accounting). Nevertheless, due to the limitation of
 

resources, only the procurement and distribution of drugs constitute the
 

activities of this service. An inventory list of equipment is being set
 

up; the system is, however, still rudimentary.
 

The procurement suffers from a series of complicated administra.­

tive problems,- the budget for drugs is :"0 million M4 per year, but its 

effectiveness is reduced by the slowness oi the budgetary process and the 

*prclaiE administrative system. The filling out of a proforma bill and
 

the exrenditure authorization by the budget service and its control system
 

(6 on average) takes several months, This discourages the suppliers and
 

creates a major hiatus in the timely supply of drugs. When drugs finally
 

arrive (say in July or August), the rainy season has already started and
 

parts of the country are inaccessible. The problems of drug supply in
 

remote regions can be readily imagined. The first quarter of the year is
 

a period when there are no supplies of drugs outside Nouakchott. In
 

addition, the drawing up of standard procurement lists is done on the
 

basis of old reqiests which do not take into account the real needs of the
 

health units, or orrders already filled, of the increase in the population,
 

or of the epideminlogical situation of regions. The result is an insuffi..
 

cient and late supply ill--adapted to needs. For instance, anti-maIaria
 

drugs are sent to non-malarial areas. In s'Lort this office as it is
 

organized is anachronistic and must be completely overhauled.
 



- 17 -

The he!th budget does not respond to needs and apparently is
 

not drawn up in accordance with cost/benefit criteria but rather according
 

to the availability .fresources at the time of budget preparation. A
 

budget drawn up in this arbitrary manner cannot be a positive asset
 

for the health campaigns.
 

There is no existing control of nedical supplies and their
 

utilization. Nor is there any accounting at the local level.
 

It is a wonder that the health system can operate with such
 

rudimentary support elements.
 

g. National School of Nursing and Midwives
 

This school was set up 15 years ago to train auxiliary medical
 

personnel, This school now supplies nearly 80% of such auxiliary personnel.
 

Its operating costs total nearly 1 million ouguiyas per year. It is because
 

of external aid (UNICEF, FED, WHO, DAF) that the school can operate and
 

that the students can financially survive during their training periods
 

(scholarships).
 

Since 1966, the school has trained 151 auxiliary nurses
 

(2 years), 146 government registered nurses and 10 midwives (3 years).
 

The student body for the academic year 1968-1969 iwas-


Category 1st Year 2nd Year Total 

Auxiliary Nurses 17 67 84 

Government Registered Nurses 67 18 85 

Graduate Nurses 68 -. 68 

Midwives 15 27 42 

Total 167 112 279 
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The auxiliary nurses do not always receive training at the
 

school. They were formerly recruited by the civil service (by
 

professional testinp) and couldl not either read or write.
 

The graduate nurses have a degree in nursing from the school
 

which corresponds to the French nurse's assistant.
 

An extension of the school is planned to incre,'e the number
 

and the categories of paramedical personnel of the country's hospitals
 

in the 1981-1985 period. The new orientation of the school will be to
 

train paramedical. specialists as.
 

Laboratory technicians (biology, chemistry)
 

X--ray technicians
 

Sanitary technicians
 

Child care assistants
 

In addition, there will be a major need during the 1981--1985 

period for MCI! personnel: 

Auxiliary Hidwives ..................... 175
 

Assistant urses .............. ..... 200
 

.............. ............ 100
 
Traditional MHidwives... ........... .,. 1,50
 

Auxiliary A ,ents in Nutrition .......... 125
 

1,050
 

The teaching staff of the school is very small- 2 midwive
 

instructors and " nonitors. The professional staff are free-lance 

people from Nouakchott: who generally serve in the health units theof 

capital city and earn (according to the speciality) an average stipend
 

of '-00 ouguiyas per hour. The needs of the school 
 insofar as the 
permanent staff is cancerne'di are estimated nt 10 extra monitors. 
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The school has, in fact, trained all of the midwives (" years)
 

government nurses (2 year,), and graduate nurses 
(2 years) who are working
 

in the country.
 

The curriculum is being revised to satisfy the needs for multi­

disciplinary personnel.
 

One of the problems of the Ministry of Health is that of the
 

assignment of female personnel, given the fact that a large number of
 

the students are married and prefer to work in town.
 

The school's boarding facilities consist of.24 rooms. There
 

is no cafeteria and the students are compelled to make arrangements with
 

the hospital of the wards for their meals, creating various management
 

problems.
 

The library, the practical training at Nouakchott, the
 
educational equipment, and recreation constitute serious problems
 

that the administration is studying.
 

The most serious problem of the school is that its approach
 

is nearly exclusively towards curative medicine whereas the major problems
 

of health in Mauritania are of a preventive nature. The school's
 

administration functions without taking into account the situation in
 

which the students will work lster.
 

4. Regional Sanitary Districts
 

A.* Health Unit (Infrastructure)
 

The total number of Health Units in Nouakchott and in the
 

12 regions of the country iL 2DI according to information obtained from
 
the Planning and Studies Office of the Ministry of Health (October 1980).
 

Table 1 reveals the list prepared by the Ministry. Map 1 shows the
 

administrative division of the country by region and by department.
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Map 2 indicates the concentration of the Health Units by region and
 
department. Regarding the personnel of the Ministry of Health, Table:2
 
shows the number hired. The governors are responsible for assigning
 
personnel in each region. 
As a rule., there should be a relationship between
 
the population density and the number of health personnel and health units,
 
but in 	Mauritania this is not practiced. Table 3 and Map 3 
show the
 
regional imbalance which exists between the population and the number of
 
assigned personnel, 
Table 4 and Figure 1 show the relationship between
 
personnel and the health units by region.
 

B. 	 Coverage of Service (Population Covered)
 

With all of the facilities and personnel described above,
 
the Ministry of Health estimates that 30% of the population of Mauritania
 
(or 430,000 persons) is covered by its services, This figure represents
 
an average and highlights the fact that the population of Nouakchott and
 
of the other cities is favored both in quantity and quality of service
 
as compared with the rural areas. 
Among the latter, those nearer the
 
capital are better served than those that are remote to 
the north or the
 
east. As 
 the urban areas (containinp 20% of the country's population)
 
are partially covered by health care and the rural areas are deprived,
 
the maximum coverage "is likely" only 25%.
 

C. 	 Budget
 

The budget of the Ministry is determined in an arbitrary
 
fashion, depending upon the level of total available resources. The
 
following tables provide a bird's eye 
 view of the situation during
 
the last three years (in 000 ouguiyas).
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MAP I
 

AdminfCstrative Division of
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MAP II 

Adinistrative Division of Mauritania--
Realth Units by Region and Department 
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Tnble 3: 1980: Comparison between Population
 
.-and Health Personnel by Administrative 

Re2Uion 

% 7. 

N.Region :Population 'Professiotnal' Auxiliary :Total I1ealth 

Health StafF Staff StaFf --------. .- , , 

* 4 

Nouakchott 11.4 50,7 45.3 46,5 

5.2
11odh Oriental 11.5 4.8 5 .3 

2 • lodh Occide t.l: 9.1 : 4.o 3.3 : 3.5 

4.2 4.8
*1 Assaba 9.5 4.9 

C=orgol 11,0 5.6 9.4 8.6 

6.4Brakna 11.1 .4.8 , 6.8 

J Trar:•,, • 6.9 ".5 : .I 

1 Adrar 4.1 4.8 3.2 3,5 

* 1.7 3.6 1.6 2.08 " Uouadhibou 

1.9
9 rTagant • 5.5 1.6 1,0 
10 Cuidimaka 6.1 4.8 5.9 5.6 

• Ti'iris Zemiour 2. . 2.1 1.2 1.4 
12 Inchiri 1.3 2,1 2.6 2.5 

* • . 0 • 
* :. 100,0 100.0 : 100.0 100.0 
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MAP. III 
and HealthComparison between Population 

Personnel by Administrative Region
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Table 4. Distribution of Population, Health 
Personnel and Health Units in 
Nouakchott and in regions 19 O 
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Figure 1. Lercentage Distribution of 
Personnel and Health Units 
and in the Regions 
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Year National Budget Health Budget %
 

1978 10,395,278 
 294,779 
 2.8
 

1979 10,726,069 
 385,387 
 3.6
 

1980 9,9 7,.17 
 387,162 
 3.9
 

Source: Health Plan, September 1980. Ministry of Health,
 

Year Budget Personnel : Operations " Drugs 

Amount % Amount % Amount % 

1978 294,779 166,534 56.5 74,582 25.3' 53,663 18.2 

1979 385,387 194,03 50.4 126,344 32.8 65,000 16.8 

1980 387,162 213,089 55.0 119,073 30.8 55,000 14.2 

Source: Health Unit, September 1980. Ministry of Health.
 

D. Financing Recurrent Costs
 

In 1979, a study was made of overall recurrent coats of the
 
Government of Mauritania. 
This was done on the basis of budgetary
 
expenditures of itf18 ending on March 27, 1979. 
This report covers 1978
 
expenditures, plus first quarter expenditures in 1979 as 
they related to
 
the 1978 program.
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The budget of Mauritania is presented in the following fashion­

an operating budget and in investment budget (Table 5). The budget also
 

includes a section on provisional operations which have no impact either
 

on the recurrent costs or on the financial situation of the public sector.
 

Table 6 reflects items which can be considered as recurrent
 

costs which relate directly to development projects financed under the 

bL 2t. This table analyzes specific project costs: schools, hospitals, 

road expenses, etc., with the exclusion of indirect costs entailed by 

these projects in the form of general administrative expenditures of
 

ministries involved in development projects (Health, Education. etc.).
 

On the basis of types of projects, education by far takes the
 

lead with costs of 952.9 million UM out of a grand total of 1,240.7,
 

i.e., 77% of the total.l /
 

Health expenses were in second position with 166.1 million UM,
 

i.e., 13% of the total.
 

Generally, equipment costs amounted to 87.5 million UM (7%)
 

and fisheries 36°3 (2%), i.e., a total of 123,7 million UM.
 

On the basis of type of costs, personnel expenditures (53%)
 

and scholarships predominated. This included teachers' salaries and,
 

to a lesser extent, those of health personnel. Scholarships are
 

granted to students and teachers to improve their training.
 

2/ The total includes all of the educational institutions, including
 
teaching centers relating to health but excluding centers under
 
the Ministries of National Defence and Interior (under which is
 
the Police School).
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Table 5. National Budget (1978)
 

Item 


1. Operating Budget 


1.1 Interest on the National Debt 


1.2 Ministerial Operating Costs 


1.3 Other Expenditures 

(including subsidies
 
and transfers)
 

2. Investment Budget 


2.1 Payment of the Public Debt 


2.2 Investment Expenditures 


Total (1) + (2) 


in Millions (UM) % 

(7,711) (91.0) 

352 A4.2 

5,092 60.1 

2,267 26.7 

( 766) (9.0) 

196 2.3 

570 6.7 

8,.77 100.0 

Source: CILSS, Club du Sahel, Recurrent Costs
 



Table 6. Recurrent Costs by Project and Type of Costs (1978)
 
(in millions UM) 

/i onmin ­
.1 Other Toaplies:"u :rainte- Scholar-
Salaries* Supolies.Costs 51, TotaPercentage9h52,9.:Pecntg 

I. Training 576,4 50.,8
2076,8 51.2 5,3 952,9 ,.
 

II. Other Activities 235 : ­ - 0,2 - .00! 123,7 0,2 

III. Health 52,9 : 100,6 0,3 .9,7 
 - 0,6 164, 1 13.0 Z 

National Hospital (33.2) : (59.7) C( ) (5.2) : (-) 17.2 
Polyclinic (6.5) (0.8) - (0.7 " 8.00.6 
CNH (0.8) (.6)5 (0.1) (2.2) (-) " -) 8.7 0.7 %MICH (10.1) : 1.6) ( - ) (0.3" ( -)" i12.0 "1.0 
Pharmacy (2.0) (38.2) (0.2) (0.8) 41.2 3.3 % 
Health " - 9.- 0.:
 
Projection (0.3) ( 1.7) -. 

. 

(0.5) (0.6) . 0.2
 

Grand Total 652.8 15u 8 
 51.1 61.1 218.4 106.5 1.240.7 100.0 Z
 

Perccnaage 52.6% 12.2% 4.1% 4.9, 
 17.6% - 8.6% 100.044: 

Source: CILSS, Cluc of Sahel Recurrent Costs.
 

2 
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School supplies (%) and drugs (8%) represented 15o8 .llion
 
ouguiyas. Administrative costs corresponded as a rule to the students"
 
transportation costs during the vacation period. 
Conversely, small
 
amounts were allocated to building maintenance of the premises and
 

supplies (5%).
 

The "other" item represents allotments to institutions or
 
autonomous funds- such as the Islamic Institute, road fund, water
 

programs and fisheries promotion.
 

As for Ministry of Health expenditures, the high percentage
 
devoted to drugs for the national hospital; the MCH program, the
 
polyclinic of Nouakchott, and the salaries of the Ministry of Health
 
(141W2 million, or 12% of the overall recurrent costs) should be
 

underscored.
 

The forer-oing discussion is intended to highlight the level of
 
recurrent costs because they represented 16% of the 1978 operational
 
budget. 
Out of this total figure, 12.2% of the operational budget
 

is for school buildings and 12.1% to health,
 

The basic quesLieT, for the health sector is whether Mauritania
 
can produce additional resources to meet the recurrent costs of different
 
projects. The analysis of available data will help to answer that
 
question. The data from the expenditures analysis are presented
 
indicatively with regard to the situation of costs. 
 Nevertheless, the
 
levels of costs should be subjected to a more detailed study: the figures
 
or the 1978 budget report are sufficiently different from those presented
 

in other official publications.
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III. Analysis of Health Situation
 

A. Morbidity
 

If the .980 urban population of Mauritania has been estimated
 

at 354,000/ (173,000 in Nouakchott and 181000 in the towns of the
 

12 regions), the rural areas contain 1,089,000 inhabitants, or 75% of
 

the total population (l,/4,000). This estimate is based on a 2.5%
 

population growth per year, an annual growth of 7% for Nouakchott, 5%
 

for the other cities, and 2% for the rural areas, The majority of the.
 

Mauritanian population, therefore, still lives in the countryside. In
 

this situation one should expect social services (health, education)
 

to be concentrated in the rural areas. This should be all the more
 

credible inasmuch as the government has clearly expressed its decision
 

to have agricultural production as the basis for the economic and social
 

development of the country. However) the health programs now being
 

carried out and those planned for the next five years do not reflect
 

this focus. Tables 1 and 2 have already demcnstrated this disparity.
 

Table 6A presents another aspect of the situationi Nouakchott, with
 

12% of the population of the country (1980), has 58% of the hospital
 

beds in Mauritania. Hospital construction plans for 1981-1985 will
 

lower this percentage to 5.'%o by then, Nouakchott will have 16% 6f
 

the population, In other words, in 1980 there was one bed for 320
 

inhabitants in Nouakchott and one bed for 455 residents in the other
 

towns. In 1985, at the end of the five-year plan the ratio will be
 

1:340 in Nouakchott and 1:306 in the other urban'rt;is.
 

On the wholo, there is a tendency to improve the ratio of
 

the number of beds outside of the capital city, In Nouakchott,
 

population growth (mainly due to migration) reduces the ratio between
 

the number of beds and the number of inhabitants. In 1980, for the
 

country at lar',u, there was one bed for 1,5/0 inhabitants, but in
 

1985 there will be 1 for 1,150.
 

3/ RAMS:Population Projections, 1980.
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Table 6A 

umberof Hospital Beds in Mauritania (1980) and
 

Planned for 1985 

1980 1985 
RealthU (a)+ (b) 

No. % No. % No. % 

Nounkcho t 

Contrail Hospta 
 500 54% 
 . 500 36%
 
Genera! Nospital 
 - 50 50 3% 
Anti--tubercviar 1'c3r-ita1 .. 
 70 15% 70 
 5% 

Psychiatric v~spital 50 10% 50 3% 
Hcalth Celter A 40 8% 40 
 3%
 

Nother & Child Centers L40 
 -% - 40 2% 

Sub Total 
 5NO 58% 
 210 43% 
 750 53%
 

Reg 101 

Reigi:o- ;,spit:i 
 398 42% 
 174 36% 
 572 40% 

ealtih Ceoner "' 81 17% 81 %
 

Mother & Child Centers 
 - 20 4% 20 1%
 

Sub lots! 
 398 42Z 
 275 57% 673 
 47% 

Gr.... Total 
 938 100% 
 185 100% 16,23 100% 

Source: Preli~ninry Health Plan (1981-1985),
 

h'inistry of Health.
 



The reconaLended ratio i: ,500 for the entire country which
 
would translate 
into a nuiaber of 3,2G:) beds, There will, however, be
 

1, 00 beds by 1965. the defizit u.;uld then acunt 
to 1,00 beds or 56%. 

On the basis of thcse figures. it can be seen that rural 

areas are seriously deprived cf hospital faci1it!es, The great distance 
and the poor condition uf thc ro:J sy:'tem (o:speciaily in the rainy 

season) constitute an additicnal harriet- which works against improving 
the accessibility ,:lf hoalth ,.:icez to rural papuiations. The primary 

health services, the health centers F and C. the MCi! services and
 

maternities will anriwer the moct u::gent ne,.s of rural 
cor-runities. 

The analysis of miorbij'dity was begun wi;th a description of
 
population distribution and the number of hspita! bac!s in order to
 
underline the alariing state nf 
health protection in the rural areas,
 

where 75% of the Kntiritr.nian wpulaion lives 
exposed to a difficult
 

and unhealthy cnvironment. data a
(,tih siow high morbidity
 

especially among chil-rc,.i unde- fiv.' of endemic 
 transmittable and
 
infectious diseases. n-utr-it.czn an. deficiency p-,-oblems worsened by
 

the years of drought .-nd i.,: i..ll -ain1fai , a vast country with a 

scattered populatio)n -.nd liiteI rean of connunicatior, which render 

many 	villages 4naccess.ble dLring, t>e rainy -'af3on. 

The po,t qunli -y of str.cit:ics in Tu-,ritr, i.a arevents 

detailed analysis of mrrbidity or death r-ates by r co and sex. Tropical
 

infectious and 
 parasitic di,.a.'.1s ,o1-:id ..th malnutrition constitute 

by far the vast maj rit- o,: *:-ses inna.dhospital and health 
centers, and are tho ca.use of th !a,.;ist numl)er ( f deths. While they 
can be prevente! to a s.reat en., :'c2ir incidence seems to remain 

generally stable o'.ria, dirrrhea, biIherzi.asis, measles and 
pulmonary TB affect a hig.h prnportj.,i: nf Muritanians every year. 

Estimates of the Ministry of Health provide the following statistics 

for 1980./
 

I/ 	 Ministry of Health (29,90) - Analysiis cf Case Studies 
reported by health units. 

http:di,.a.'.1s
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Table 7 

Prevalence of Five Diseases in Mauritania
 

Number of
 
Disease Reported Population
 

Cases Exposed Prevalence
 

l/
DiaLrhca/EnteritiS I /
80,000 468,150- 171/1000
 

Measles 11,200 4.68150 25/1000
 

Malaria 57,600 1437,56A2 
 /0/1000 

Pulmonary TB 7,400 l./."7,560 5/1000 

Urinary bilharziasis 6,5O0 1 ),:"7J560 0.5/1000 

I/ Children of 0 to 9 years of age.
 

2/ Total population of Mauritania
 

Amonjf the diseases relating to preanancy, delivery and
 

post-partum infections. hemorrhages, toxemia of pregnancy and
 

difficult labor are particularly noteworthy.
 

As to mothers, their nutritional condition deteriorates 

during the rainy seanon, affccting pregnant women and nursing mothers. 

Intestinal parasitc are fairly common among youth and
 

adults. The problem of the c.ndemic (ise.es will be treated below
 

in the discussion on environmental factors
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It should be pointed out that a large number of children
 

between 6 months an 
 five years of age suffer from severe and sometimes
 

miltiple infections. malaria, diarrhea or pneumonia. On the other hand
 

a mild disease such as measles becomes very serious when it is combined
 

with malnutrition, Malaria, a widely spread disease among young children;
 

is probably the principal cause of death for those under three along the
 

banks of the Senegal River during the rainy season. At about the age of
 

three, a child bepins to build up a natural immunity against serious
 

attacks. Although a high percentage of the adult population is infected
 

with plasmodium before reaching twenty, adults build up a certain
 

inmunity against malaria to such a point that they are incapacitated for
 

only two or three days before being able to go back to work. However,
 

it can be estimated that workers in Mauritania lose 10 days of work
 

every year because of this disease.
 

Diarrhea and vomitinp are prevalent among children between
 

6 months and 2 years nf age, especially during the dry season. After
 

that age, the incidence of diarrhea and vomiting diminishes.
 

Children's contagious diseases are (fairly) frequent,
 

especially measles: when it is combi ed with malnutrition, its
 

lethality is very hiph. Measles can be caught any time in the year
 

and spreads very rapidly. Anti-measles vaccinations have not as yet
 

reached a sufficient number of children in Mauritania to reduce the
 

incidence of the disease.
 

Morbidity and mortality among children 2 to 3 years of age 

seem to increasu durirva the plantifng season and the raity 

season. This situation is due to some extent to the agricultural work 

of women durinfg this period, and to the lack of adequate care for 

nursing mothers rnnd infants. Also at that time of the year children are 

more susceptible tr, the effects of heat and humidity. In addition to 

the negative effects on the development of the child's mental processes,
 

disorders clue to malnutrition can be consilereA as responsible for a
 

high mortality, directly or as a superimposed cause which increases
 

the lethality of other diseases.
 



B. Mortality
 

Figure 2 presents mortality estimates of the Mauritanian
 

population as provided by the United Nations (from 1950 to 2000) as
 

part of a peneral study conducted in 1979, on tendancies of world
 

5/

population growth- estimates show a progressive reduction in the
 
death rate from 27.8 per thousand in 1950 to 22.8 in 1980i pro­

jections show a death rate of 16,3 per thousand 1.y the year 2000.
 

RAMS estimates for 1980 are 22 per thousand- / whereas
 

the Mauritanian Census Bureau comes up with 21o6/
 

The UN Department of Economic and Social Affairs in its last
 

report / estimates peneral mortality for Mauritania at 31.8 per
 

thousand for 1950-1955; 21.3 for 1980-1985 and 
1.6 or 1995-2000.
 

In summery: estimates on general mortality riven by various
 
organizations ranRke from 21 to 22.8 in 1980. 
It is a high mortality
 

rate. One of the reasons 
for this is due t-, the level of infant
 

mortality which is estimated at between 170 ind 180 per thousand
 

1980). Life expectancy is estimated at [.0 years (1980), as shown
 

!n Figure 3.
 

The main causes of infant mortality are primarily obstetrical
 

omplications. clnsely followed by premature births, respiratory
 

infections, gastroenteritis, chmmunicable diseases and tetanus.
 

Below five years of age-the order of mortality cases are: re:­

piratory 
diseases, malaria, malnutrition, -,astroenteritis,communi­

cable diseases (with measles leading), tuberculosis, tetanus and aqcidents,
 

5/ World Population Trends and Policies, United Nationa, N.Y., 
1979.
 

3/ See page 38. 
6/ 
 Census Bureau,. Islamic Republic of Mauritania (1981) Communication
 

Provisoire sur les Indices Demographiques.
 

7/ 
 World Population Trends and Prospects by C-untry. (1950-2000):
Summary Repnrt of the 1978 Assessment. United Nations
 
Department of International Economic and Social Affairs,
 
New York. 1979,
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C. Fertility
 

If fertility is measured according to the gross birth rate,
 

estimates vary fron '-.o7 (United Nations)- and p5°0 (GIRM Census
 

Bureau) to 47.0 (RAHS) and 50.2 United Nations Department of Economic
 

and Social Affairs.-/ Differences are, therefore, more pronounced
 

in fertility rather then mortality.
 

The gross reproduction rate8 / is estimated at ,,40 for
 

1980-857 For Africa it is estimated at .06 for the same period.
 

Figure 4 presents the United Nation birth rate estimate
 

(1950-2000). These estimates range from !'.o per thousand inhabitant
 

in 1950 to '0i.in the year 2000, still a very high birth rate.
 

Table 3 below provides calculation concerning the specific
 

fertility rate by age group for Mauritania in 1957 and 1964-65,
 

This rate represents the annual birth rate among women belonging to
 

a specific age group to 1,000 women of the same age group
 

(calculated at mi--year).
 

5/ 	See page A, 

7/ 	See page ' o
 

8/ 	Gross rate of reproduction is the average number of girls a
 
group of women would have had if its fertility had been similar
 
to a group of women at a reproductive age (12-.-7 years) with a speci
 
fid rate of fertility. The rate assumes thit all women will
 
live to the end of their reproductive time., When the rate is
 
multiplied by 2, the result is approximately the size of a
 
household,
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Table 8 

Specific Rate of Fertility by Age Group
 
in Mauritania
 

Total Specific Rate of Fertility (per 1,000 women)
 
. ... ..
... . . . . . . .
 

Rate )per
 
woman) 15-19 20-2b 25-2) 0-3/, 35--.39 40-41 45..49 

Year Fertility------------ --.......... 


1957 5.855 1.19.0 25!'.0 272.0 218.0 163.0 81.0 2/.0
 

64-65 5,71 129.1 231.9 238.0 21-, 171,2 95.2 53.6 

Source' 1957 	 The rates correspond to the sedentary and nomad rural 
populations which have been included in the 1977 sample 
survey (4uritania and Senegal on the banks of the river 
Senega ) _ 

1965 	 The rates correspond to the total population and were
 
calculated on the basis of the female population between
 
15 and 15 years of age, and on information on birth,/
 
over a 12-month period before the 196,-1965 survey.­

2/ See page 3, 

9/ INSEE. "Enquete Demographique en Mauritania. kesultats Definitifs!! 
Paris, 1972. An analysis of fertility rates in rural areas is 
presented by 11. Prass et. al. in DeloraphV of Tropical Africa, 
1978, p. /26. 



No explicit statement on the high level of the general birth
 
rate is contained in the economic and social development plans of
 

Mauritania; no plans mention a family planning program in answer to this
 

rate.
 

There is no doubt that planners do not see family planning
 
within the context of a demographic policy but rather in a social
 

setting of health an(' family protection. Emphasis is, therefore,
 

placed on mothers taking preventive measures to guard against
 

repeated and frequent pregnancies. Such actions are taken for their
 

health and for that of their children an( against the risks of
 
increasing infant and maternal mortality. It is through maternal and
 

child health programs (MCH) that a strategy of family welfare is
 

beginning to develop in Mauritania.
 

D. Population Growth
 

The improvement of the health system (due to vaccination
 

measures, the extension of water points, and to maternal, and child
 

programs) has contributed to a reduction of the death rate. 
At the
 
same time this improvement has increased the rate of the natural
 

population growth because of the absence of change in the high
 

fertility rate.
 

This results in a pressure on other factors, i.e.,
 

agricultural production, supply of labor, the increase in number of
 
beneficiaries of social services, etc. 
 In this manner the government
 

is obliged to spend larger sums of money to finance projects that are
 

not necessarily productive. Investments in the modern sector of the
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economy, therefore, are very limited and unable to produce a rate
 

of return. On the other hand, food self-sufficiency becomes very
 

difficult to achieve. h nce, one wonders whAnt threshold must be reachedl
 

before economic and sncial development can solve the problems linked
 

to the high rate of population growth (2.5%),
 

Figures 5, 6 and 7 show, respectively, the rate of natural
 

population growth, the rate of population qrowth, and population
 

projections between 150 and the year 2000, The source of information
 

are the United Nations estimates of 1979.-
/
 

Figure C is a graphic presentation in pyramid forms of
 

Mauritania's 1977 population, Nouakchott's and the 12 administrative
 

regions. Note should be taken f the imbalance between males and
 

females by reqion. This is probably due tc the migration of young
 

men to the capital city and to neighboring countries. In certain
 

cases this movement coincides with tha timing of the census (end of
 

1976 and early 1977). Table 9 shows the population distribution by
 

sex and by region.
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Table 9
 

Percentage Distribution of the PoDulation of
 
Mauritania by Sex and Region (1977)
 

Region 


Nouakchott 


Eastern Hodh 


Western Hodh 


Assaba 


Gorgol 


Brakna 


Trarza 


Adrar 


Nouadhibou 


Tagant 


Guidimaka 


Tiris Zemmour 


Inchiri 


Men Women 

56.8 /3.2 

1.8.9 51.1 

47.3 52.7 

/,6./ 53.6 

68.2 51.8 

47,0 53. 

47," 52.6 

52.2 A7.8 

A8.2 51.8 

46.8 53.2 

. 51.6 

57.3 42.7 

57.6 46.4 

Source, National census 1977, Islamic Republic of Mauritania.
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The distribution by age and by sex for the country is
 

presented in Table 10 and by type of residence in Table 11.
 

In summary, the populacion of Mauritania has increased since
 
1950. The rate of natural population growth estimated by RAMS amounts
 
to 2.5% per year. This growth is the result of a high gross birth
 
rate17 per thousand) and of a decreasing death rate (22 per thousand).
 
If this remains constant, provided there is no major population
 

muvement across the borders, the population of the country would
 
double in 28 years. A stationery birth rate and a decreasing death
 
rate suggest that the rate of population growth, instead of decreasing,
 
is going to increase rapidly for a certain time, 
 The results are a
 
rapid increase in the country's young population and an accelerated
 

migration. Population growth will increase the pressure on social
 
services, such as health and education, and increase the consumption
 
of f~od. 
Anoner e,"fect will be to increase dependence since the
 
percentaLge of the population under 15 is going to increase. 
As to
 
the rate of migration, it will encourage the youths of rural. regionsito
 

move to towns, with ensuing unemployment and related problems
 
linked to galloping urbanization, 
The aging of the rural population
 

as a result of the migration of youths, is a resultant problem. The
 
migration of Nauritanians to neighboring countries has a negative
 
impact on the availability of agricultural labor which is necessary
 

to meet goals of fooA self-sufficiency.
 

These rapid changes in the size, distribution, composition
 
and density of the population will have an unfavorable effect on the
 

health condition of those living in urban and rural areas. 
 The
 
already insufficient urban health services will not be able to cope
 
with the human stampede. According to the projections made by RAMS,
 
it is estimated that Nouakchott will increase 2.3 times in size
 

between 1980 and 2000, risinR from 173,000 to 57/t,000 residents.
 
Table 12 provides population figures and projections of growth rates
 

for five-year periods,
 



TTble 10 . Distribution of the PopulAtion by 
A'e and Sex 

AGE II.N VOMN 

Bracketj 

Nio 11 


0 - 4 261 8.2 106,526 


5 13t80- 8.5 j10q397 1.9 
5- 81,141 6.1 71p524 

II .4 7. 5.3
5. 70

15 - 19 , 67 =0 . 0,71 

-o-, -, ,r 5 8, 
52"776 4.4 
25 -29 7o i ,3.6 


3 4-5 401.5 0
 
30 -34 0" 4 681 3.0 


3; - 39 28905 2.2 1 32, 80 14 


- 32665 2 3021
 

45 - 4 9 ,807 i i.8 24,0 36 ; .8 


50 54 2 8 1.7 " 1432 1,.8 


55 59 1 16,91 i i1.3 17 487 1.3 


60 -64 754 .0 14 508 .1 

! ., **-',s i6 1.6 22.1329,681 i .
 

65 + 15 


j65,.3"1 I 

T 0 -6 !5 C-. 49.2 680.469C 50.8 

T 0 T A L 

j,
 

2 ,6781 2
 

219,206 1.4
 
152 6t3 11.4­

1 38,2-1-­
! 0,3
 

-1 31 8 i
,, 

,0 6
 

7­
709 4. 6
 

47.843 3.6 

17,120 3,5 

.,38 2.6
 

27,262 2.1 
50809v -3 

0 

i.388
 
0 3o883 0. 

.- National population census - GIRMI 1977
Source: 
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Table 11. 	 Population by Type of Residence 
(Sedentary and Nomadic) by regions 

REGION SEDENTARY NOMAD 	 TOTAL 

-	 134,704Nouakchott 134.704 


Hodia Charqui 71.013 85.708 156.721 

Hodh Gharbi 60,184 64.010 124.194 

85,724 43,438 129,162Assaba 


Gorgo! 133,067 16,365 149.432
 

151.353
Brakna 1096750 50,603 


216,008
Trarza 109,900 106.108 

Adrar 37.700 17.654 55.354 

-	 23,526NPuadhibo u 23,526 

42.535 	 74.980
Tagawn 	 32.445 

83.231
Guidimaka 74,164 	 9.067 


7.795 	 17,611 
Tiris Zemmou.r 21,817 737 22,554 

Inchiri 9,816 

]0TAL894.810 	 444.020 1.338.830
 

Source:. National population census, Census Bureau. 
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Table 12. Population Projection (1980 - 2000) 

2000
Population1980 1985 1990 1995 


.73000 254.000 345.000 451.000 574.000 

ouak-', (i(o3 _ , (128 
rba. yopUIation 81 . . 206. 000 .213.000 257,000 2 

, Io U,.,. 14, 3 9) (1.0 ) (9 %) 

Rural population680.000 8134Mm 344.000 1084.000 1.235000 

((ed5)(ar 15) %)1 %) 

Rural population 09.000 363,000 330.000 304.000 282.00U 

bomadic 1 
(_10 %) (-9 %) *-%) (- ' 

vu 1852.0 96000 2.371.000
Total populstioi 443.000 

. I,. _IO I -M 

i {1 ,+ (1 3%) ( 13%) ( 13%) 

Growth rate in a five-year period.
 

A reduction of overall mortality and infant mortality, in the balance of a
 

drop in fertility, threatens to further increase population growth. This 
explains why MCH program must be'accbmpanied by actions aimed at family 
well-being based on a spacing of births as a means of safeguarding the heal. th 

of the mother ard the child. 
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E. Nutrition
 

Malnutrition is a condition which especially affects
 

children, pregnant women and old people. The drought years which
 

resulted in a drop in agricultural production and the loss of a
 

major number of livestock are the sources of the deficient nutritional
 

state in calories and proteins of the population.
 

Malnutrition is one of the most serious health problems in
 

Mauritania. Yet, health services have just begun to consider nutrition
 

as a major problem Because of the dynamic approach of the MCH
 

services and the integration of the "recovery" system and nutritional
 

education into their operations, the situation is improving especially
 

in urban areas. The coverage of rural population is still very limited.
 

In 1977, anthropometric (body measurement) surveys were
 

carried out in the MCH centers in collaboration with WHO. The results
 

were as follows'
 

68% of the children had a weight lower than the 80% of
 

WHO standards.
 

36% of the children had a weight lower than 60%
 

57% of these children had an arm circumference hardly
 

reaching the yellow strip on the Bailey rule
 

Amebia is very prominent among pregnant women. It is
 

estimated that almost 40% of the families living in the suburbs of
 

Nouakchott have only one meal a day.
 

The basic causes of food and nuttrition problems are the
 

following:
 

a. Shortage of National Food Production, the country must
 

import between 150,000 and 170,000 tons of cereals every
 

year. The low rainfall, the water situation in the country,
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crop destroyers (locusts, seed-eatinp birds), the primitive
 

farming techniques -- these are the main factors, The
 

structural problems of livestock raising and fishing also
 

play an important part in the food shortage.
 

b. 	 Shortage of Local Food Production, This situation relates
 

to the above, but it has complementary elements: lack of
 

road facilities, few means of transport, lack of storage
 

systems. It is estimated that the losses resulting from
 

such 	factors can attain 30% of population.
 

c. 	 Family Food Basket: Local production cannot satisfy the
 

country's nutritional needs either in quality or in
 

quantity. Because of the relatively low income (an almost
 

inexistent income for farmers, and wages amounting to about
 

4,000 Ur per month (in 1978) for low--level employees).
 

A family of 5 consumes only a small quantity of tea and
 

sugar in the morning, of rice and oil for lunch, of a
 

little melted butter in the evening, it would spend
 

3,660 UM on food alone.
 

A family of 8 consuming only tea and sugar in the morning,
 

rice with a little oil, a small quantity of dried fish and
 

a little tomato paste for lunch. and nothing for supper, would
 

spend 3,800 UM for food. Culinary tastes also play an 

important part because, for instance, many families are not 

used ti) or siimply do not apprecia-t.- fish or fresh 

vegetables or fruits. 

An important problem to resolve is the availability of
 

weaning food from local products.
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d. The Size of Household: Taking into account the extent
 

to which the family meal must stretch and be distributed,
 

the nutrition problems increaset the averape size of the
 

household is between 6 and 8 persons depending on the
 

region and department. In addition, one must consider
 

the constant flow of guests, members of polygamous house­

holds, etc. Thus, the distribution of a food basket,
 

therefore, includes consideration of the average number
 

of people who eat in a household. In this sharing
 

children and women are often disfavored.
 

e. 	 Diseases, Diarrhea (32,000 cases reported by MCH centers
 

in 1977), measles (or epidemic proportions from January
 

to September in 1979Y;bronchitis (.0,000 cases),malaria
 

(50,000 cases), aggravated nutritional conditions.
 

f. 	 Lack of sanitary and nutritional education personnel:
 

This inadequacy is ,ven greater in rural areas: villages
 

and encampments. Superimposed problems includei the obvious
 

lack of educational equipment, of infrastructure, of resources
 

in general, lack of knowledge in nutritional matters of health
 

personnel in particular.
 

F. 	 Health Plan (1981-85)
 

The specific objectives presented in the draft Fourth Develop-.
 

ment Plan aim at the rationalization of health resources which can be
 

classified in two categories:
 

a. 	 Cost Efficiency Objectives (coverage/cost)
 

i. Extension of the coverage of services by the creation
 

of primary health units in 571 villages now without a
 

health delivery system.
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ii. 	 Optimal yield of health centers as a result of the
 

extansion and improvement of health care units:
 

creation of new health units- reorganization of those
 

in poor condition: renewal of equipment of all health
 

centers, provision of an adequate and well-maintained
 

motor 	pool, procurement and distribution of drugs in
 

sufficient quantity and quality- training of professional
 

and para-medical personnel in accordance with the
 

objectives of the plan creation of specified professional,
 

social and administrative incentives in order to retain
 

health personnel in the country and in the civil service.
 

b. 	 Objectives of Effectiveness: (Preventive medicine, public
 

health and their impact on morbidity, mortality and fertility).
 

i. 	 Priority attention to vulnerable groups: pregnant women
 

and nursing mcthers, children under five years of age,
 

rural populations far from distribution centers, and
 

water points, shanty towns residents, etc.
 

ii. 	 A nutrition and health education campaign using all means
 

of communications- health officials, civil servants and
 

the official and unofficial leaders of the community'.
 

iii. 	 A campaign against recurrent tropical diseases in
 

Mauritania (malaria, bilharziasis, dracontiasis) and
 

against tuberculosis and leprosy.
 

iv. 	 Campaign of environmental control, sanitation; hygiene*
 

supply and improvement of the qunlity of wntert promul­

gation of a legislation and organization of a health
 

inspection program.
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An extended vaccination program (PEV) to vaccinate
 

children against six contagious diseases. diptheria/
 

whooping dough/tetanus; measles, polio and tuber­

culosis" The plan ptoposes to vaccinate 85% of the
 

children in the country by about 1985.
 

. .Thespecific aims indicate which programs q.re 
still to be
 
developed. 
These programs will have to be coordinated so that multi.­
disciplinary personnel can carry them out. 
In addition, each program
 

will have its own specific objectives of a quality and quintity nature.
 

The specific objectives presented in the plan are well adapted
 
to the needs of the country and, in general, they could be applied in
 
any tropical country. 
Howeyer, this part of the plan must be considered
 
as the foundation stone of all the strategies and actions of the plan.
 

The Ludget of the Fourth Development Plan (Table 13), 
as
 
contrasted with chat of the Third Plan, includes significant amounts
 
for the extension of health coverage (infrastructure, personnel' drugs),
 
for the improvement of the control and diagnosis of diseases (equipment,
 

logistical support), and for the initiation of community health
 
.(vaccination, campaipus against tropical and infectious diseases).
 

These reflect the preoccipation 6f the Ministry of Health
 

to resolve the most urgent health problems of the country.-


The possibility of achieving the general objectives of "health
 
for P11" in Mauritania will depend essentially on the political will
 
of the .,-ernment to place a priority on the improvement of the quality
 
of life. The entire community.and the private sector must also contri­
bute to the efforts to provide impetus and viability to the plan.
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Table 13
 

B3udFet Estimates of the Ministry of Health
 

Fourth Development Plan (1981-1935)
 

Items % 


Recurrent Cost
 

Personnel 


Operaticns 


Pharm. Products 


Sub-Tota1 


Investment Costs
 

Construction 


Renovation 

Equiprment 

Vehicles 


Sub Total 


Special Activities
 

PEV (Vaccination) 


Spec. Units 


3ilharziasis/Malaria 


Anti-Tuberculosis 


Sub Total 


Grand Total 


1981 


237 


124 


219 


530 


64 


53 


252 


42 


411 


-

34 


29 


56 


il 


1109 


1982 


260 


129 


246 


635 


143 


87 


301 


33 


564 


12 


30 


14 


56 


12') 


1.319 


1983 


286 


130 


258 


674 


1.09 


93 


190 


21 


413 


13 


41 


14 


55 


123 


1210 


1984 


315 


131 


271 


717 


150 


65 


135 


14 


414 


15 


45 


16 


34 


110 


1261 


1985 Total % 

347 1445 24.3
 

134 648 10.9
 

286 1280 21.4
 

767 3373 56.6
 

16 482 01.1
 

37 335 5.6
 

114 1042 17.5
 

18 12S 2.2
 

185 1987 33.4
 

16 56 0.9
 

50 203 3.5
 

21 93 1.6
 

34 235 4..
 

121 592 I0.1
 

1073 5952 100."
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IV. Constraints Affecting the National Health System in Mauritania
 

A. 	 Introduction
 

Three 	categories of constraints affect the national health system.
 

a. 	constraints relating to the system itself
 

b. 	socio-cultural and environmental constraints, and
 

c. 	political constraints
 

a. 	Endogenous Factors, Among the constraints inherent in
 

the health system (endogenous factors'to the system).
 

(i) 	Manapement/planning: i'.sence of a diagnosis'6f the
 

health situation of the country, of a long-range
 

strategy and of a specific plan for the achievement
 

of specific objectives.
 

(ii) Operations, a low priority is given to primary health
 

care and to preventive medicine" thu favorablo' aspects
 

of traditional medicine are often neglected.
 

(iii) 	 Training in quality and quantity of the Necessary Health
 

Personnel: The Mauritanian professional and para-medical
 

personnel do not have, in penegal, multi-disciplinary
 

training or sufficient motivation to work in rural areas.
 

(iv) Administration of Services: The high per capita cost
 

per annum, recurrent charges that extend beyond the
 

anticipated resources in the sector; the absence d...
 

logistic support of all kinds.
 



(v) 	Evaluation/Supervision of Programs and of Health 

Personnel: the lack of a data collection system and 

of hcalth information system r.:-rms:tihn *bsence 

of specific standards procedure anO rrecise techniques
 

for follow-up the limited, ineffective regional and
 

local decentralization of logistic support.
 

b. 	 .Exgenous Factors The main corstraints of a socio..
 

cultural and cnvironmentil nature (factors exogenous to
 

the system) are­

(i) popilation Growth, a 2.5% growth per annum in the face 

of limited national resources ch.nging demographic 

factors characterized by high rates of fertility 

mortality migration (internal and international) 

anI 	 marriages a low life expectancy ( 0 years).
 

(ii) 	 Health Status a high prevalence of certain tropical
 

diseases (malaria, bilharziasis Guinea worm intestinal
 

parasitus) contagious diseases (measles tuberculosis
 

venereal diseases) and infectious diseases (diarrhea and
 

enteritis, pneumonia. dermatitis conjunctivitis otitis).
 

(iii) Status of Nutrition food deficiencies due to ignorance
 

traditional taboos abrupt weaning. The existence of
 

malnutrition as a result of insufficient food.
 

(iv) 	 Economic Situation a heavy dependance on foreign aid
 

and a slow growth of the GDP Jo ,ercentw!,e of the
 

health hudget compared to the national budget a low
 

per canita income- unenmplyment inflation:-incre'se in
 

the 	cots of transportation drups and equipment,
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(v) 	Social Situation' a great diversity in ethnic groups 

and local languages health anr. nutritional attitudes 

and practices which can be dangerous'. a lack of parti.. 

cipation in decision-making at the village level 

(predominance of patriarchal and hierarchial power)­

a lack of community participation in planning, 

operation and evaluation of health programs. 

Influence of Environment the !o'i rainfall, difficult 

access to water sources (in quantity and quality for
 

human use and for agriculture and for livestock)­

advance of the desert and des rtification, difficulties
 

in road transport durinp the rainy season.
 

c. 	 Other Factors, The constrnints *of a --olitical order result
 

fron the inter.actiaor of endogenous and exogenous factors. They are at
 

times very subtle and difficult to analyze but are always present in the
 

inter-action between the governnent and the cormiunity, between the 

decision-making centers .nd the production and consumption centers The
 

bureaucratic process doo:s not necessarily fol! w !a loical line in 7.aking 

decisions. The formulation of policy and tho lrcparation of a plan or 

a prograri is usually the result of the work of a snall proup of technocrats 

of a ministry fol!,Jinf' the dictates of a minister, and this without 

prior consulting cJ the interested partics (labor unions, farmers'
 

association cooperatives chambers of commerce co'imunity organizations,
 

political parties etc,)
 

Mauritania is not foreipa to this style of operation rapidly 

conceived policies f rlation of plans or pro;2ar.ws whose only aim is 

the satisfaction :-f' the :,.litical needs of the ,ment or satisfaction 

of the interests -)f international donors, This nanner of operatin,.o 

"to save time", has s,,et:ires unexpected results. Il'today's world it 

is impossible to avoid political debates as an ex ercise of power. 

http:pro;2ar.ws
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If there is no discussion within a reasonable period of time it should be
 

provoked in order to reach a conconsus between the "beneficiaries" and the
 
"public power" In health/nutrition prorams the most important constraint 

in this category is the lack of community participation in the decision 

making process and even iL the operation of ,r'rans 

B. Endogenous Constraints
 

1. Management and Planning Capacity
 

The management :f health has been entrusted to the Ninistry of
 

Health. The structure of this ministry (page ) is to:o compartmentalized
 

to facilitate the coordination of the various sections and the integration
 

between preventive and curative medicine, or the creation of operational
 

links with other ministeries such as the Ministry of Rural Development
 

or Education. A reorganization is indispensable to improve the efficiency
 

of the ministry, The actual structure of the rninistry is the result of
 

gradually grafting sections as new vertical services were created. 
 The 

creation of national health services in Mauritania can be traced back to 

the country's independence in 1960, Government responsibility was 

established and a 14inistry of Peolth and Population was created. There 

was no re.-structuring or reorganization and the new national services
 

succeeded the colonial. health services, monitcrin,' the same infrastructure..
 

The development process of 20 years remained unchanged from that of the
 

services of the colonial period.
 

The operations of the Ministry of Pealth arc of a curative an­

preventive nature linked to health and nutritional education, they reach 

15 to 20% of the country:s population and extend to about 75% of the 

urban population at a terribly high cos'-­
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In theory, there is decentralized administration (under the 

res" nsibility of the yy(vernor in each region) rand also a technical 

decentralization (under the responsibility of the Head Doctor of the 

region), but the actual operation of the systemi is -much more complicated. 

As to health nlanninf, it has been entrusted tc a unit of the
 

Health Department, but does not have any specialized Personnel. This
 

explains the absence of any detailed programming of a specific plan of
 

action, or of a long.tern strategy.
 

2. Capacit of Medical Care
 

The absence of a specific program of action in the Ministry
 

of Health seriously reduces the capacity of offerinrg curative and
 

preventive services capable of reducing the morbidity and mortality
 

rates. The number of activities in urban areas and the high expendi 

tures that individual health services represent for the health budget
 

are too high for the meager resources of the minittry. Recurrent costs
 

stemming from investments in curative medicine infrastructure (regional
 

and national hospitals) will ccmiromise all th:. increases that the health
 

budget foresees in the future MWst of these invstnents are grants from
 

friendly countries or fron international organizations which do not take
 

into account the country s limited absorptive cnpacJIty as it relates to
 

operating costs and the shortape of trained he'tJ!<h -ersonnel. 

The result -f this state of affairs is a virtual absence of 

health services in rurnl areas where 75% of ti!.: --ulation live, The 

conception of mass riedicine as a -asic clement -f . unified and 

integrated national health service is still a thc-ry in N!auritania, 

ExistinF, services suffer frm the high cost of medication and 

their sporadic distribution. There seems to b2 no systematic method of 

procurement of generle irugs or of their distributirn to the different 

regions of the country facing special health 7roJbleAs. 



- 72 -

Until now the quality of the services has never been controlled
 

but the crying need for diagnostic materials (laboratcries. X-rays. etc.)
 

in the hospitals and in the health centers are proof of the need to estaLlish
 

a quality control system of the services given provided by all health units.
 

Capacity to Train Health Rersonnel
 

The following table indicates the need of health personnel as
 

of 1980.
 

Table 1.
 

Levels of Shortape of Health Personnel (1900)
 

Proportion* Actual No. of** 
Recommended Ministry of Personnel Shortc-es 

by TJHO No. Nrealth _esnnlSor_ e
 
(Afro) Needed Personnel No. %
 

Doctors i/10.000 1 55 89 618 

Dentists 1/20 000 ,8 5 39( " 

Government Nurses 1/ 5 000 286 216 70 2,.5 

Government Midwives 1/ 5.000 286 52 81. 

Pharmacists 1/50,000 29 10 19 65.5 

Sanitary Engineers 1/250,000 6 1 5 81)." 

Licensed Nurses 1/ 2 000 722 299 1,23 58.
 

Dental Technicians 1/ 2 000 1 '00 5 ' 1435 99,7
 

Traditional Midwives 1/ ' 000 '80 105 .75 78A1
 

- " ' 1 78 2 69''. 78. 

(averag-e) 

* Per 1980 population 1,..3 000 inhabitants 

** 	 Personnel pai by the [inistry of Pealth iccordinc to 
Ministry's Personnel Office, 
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In the district of Nouakchott'and the twelve regions the 

disxribution and nced for doctors are as follows (19S0) .
 

Table 1.5
 

Levels and Shortages of Doctors by fRe, ion
 

Region Population Recommended Actual Yo, in 
No. by IO0 .7inistry of Shortage 

Fealth No.. 

Nouakchott 17.: .C0OO 17 40 
 + 23 +115 
Hodh Charqui 166..000 16 1 15 92.8 
Hodh Gharbi :1.,0.000 1, 1 12 92..: 

Assaba 135 000 13 1 12 92.3 
Gorgol 1.58.000 16 2 14 87,5 
Brakna 159,000 16 1 15 93.8 
Trarza 22bJ.000 22 2 20 91.0 
Adrar 56 0oo 6 2 Yi 66,7
 
Nuuadhibou 0.000" 2 1 .
 
Tagant 
 78 000 8 8 I00.0 
Guidimaka 90 000 9 1 8 88.9
 

Tiris Zemmour 
 26 000 1 2 66.6 
Inchiri 17.000 2 2 1 50 0
 

l.,., 000 i,! 55 .B.... 8.9. 61 8 

(average)
 



By the year 2000. the needsin health personnel training should
 

be twice those '-f 1980 if one takes into account retirements. loss due to
 

deaths. etc. (Sec. Ta!!,s V and 15).
 

The first conclusion that can be drawn frog: these two tables 

is that the only place where it is possible to speak of health care is 

in Nouakchctt. In the rest of the country, withcut taking into account
 

French specialists (there are 100 professional3 under the technical 

assistance progran, doctors, drugists, midwives enqJineers, technicians 

etc.) the nedical service is undar the responsibility of government nurses. 

The co:.st and the difficulties. in training Muritanian medical perscnnel 

abroad are in.rdin tt as cotp'red with cturrent possibilities. If it is 

possible to quantify n', it w:.uld be difficult !-.find capable and 

rictivated students wio after their training (7 t-:.10 years) would 

return under th,2 condit ions the country would offar. 

As t- health care in rural areas. th- only solution is to
 

entrust prir:ary health :-ervices (sanitary experts traditional midwives 

etc.) to local conr:unities. The personnel would be pr.vided by 

communities in acc'-r'nce with the plans of th.: Ministry of Health. An 

overall. pi)licy cf ccr.nunii'y participation in health, ,"ducation and 

nutrition must be carried .ut immediately by the ': ov7rnment. But the 

training .,f trainers in the regions. the supply of maecdical kits, the 

cccrdinaticn of mibile units which are to ensure preventive measures 

and finally, to train local Fers;.nncl over an adequate period (2 months 

minimum) would rupresenLt an important investment in time and mInney. The 

exlperience which is t' in the Trarza and ,V1r-.r c!-n serv as a basis 

for :: ther siilar exypriences in the rest )f the c-iuniry. 

The Nati.nal Schorl of U'lursin,; and J'iielrjives .,f N:,.uakchott 

(ENISF) was created in 1965 with the assistance cf !,I1O -nd UNICEF. A 

fundamental reriuntati-n cf its curriculum would be .ccessary in 

rder t.. includle prevenrtive medicine approaches, prima. health care, 

an.l local c-mmunity or .ynizations, etc. 
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In addition, the training of trainers should be taken into
 

consideration, as well as the recycling of personnel and the training of
 

multi-disciplinary -ersonnel. Currently, the orientation which consists
 

in "readapting" graduate nurses does not meet the personnel needs for
 

primary health care training. The organization of professional nurses,
 

midwives of govermient and auxiliary nurses, and health assistants, etc., 

should be reconsidered and readapted tc the needs of community medicinei
 

Until now, efforts to train health personnel have consisted
 

of recruiting and training personnel of all levels according to the
 

health needs of the population (curative needs in particular). They
 

included the short-tern training of intermediate and basic personnel:
 

government nurses anid public health auxiliary staff. This training was
 

initiated under a training plan f,-lr public health auxiliary personnel
 

(traditional midwives, nssistant midwives and supervisory rovernment
 

nurses). Under the saoe plan the training of village druggists and
 

coramunity health assistants was envisaged in a second stage.
 

This project, which in its initial sta!.e was under the MCII
 

service, will be extended and called a family welfare project. (UNFPA
 

will finance the project.)
 

The skilled personnel trained at the National School of 

Nursing and Midwives of Nouakchott includes midwives, graduate nurses 

and government nurses. A certain number of midwives and government 

nurses are also being trained in other African countries (Libya, 

Morocco and Algeria). 

Insofar as dcctors are concerned, 140 should be trained by 

1985; 97 are already being trained (it seems) and the orientation of
 

future baccalaureat students will be established with year 2000 objectives
 

in mind! Particular emphasis is being placed on the training of specialists
 

who will work in thL hCs:ital system training -)f a large number of then
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is ensured by scholarships being offered by international organizations
 

and by friendly countries. Official documents on this point are
 

contradictory an! shnuld no reviw& more cartfully. 

Table 17 shows the numbers of health personnel that would 

be.necessary by yenr 2000, if WRO recotuineiinations ara followed. 

According to hinistry of Health plans, the following personnel 

wiiu complete training courses under the Fourth Development Plan: 

Table 16
 

Tr .nn..Plvn for Health Persnnl::i nt the 

hifistry U M.alth (9 -990) 

Profession 81 82 83 84 85 86 87 88 89 90 To4. 

Doctors 20 2C 20 20 20 20 20 20 20 20 200 

Medical Specialists 4 4 4 10 10 10 10 10 10 10 02 

Dental Surgeons 1 - - - - - - 1 

Pharmacists - 4 4 3 2 2 2 2 - - 19 

Para-medical staff 167 60 60 60 60 60 - - - 467 

StatIsticians 1 1 - - - - . 2 

HealtL Planners 1. . . . . - - - 2 

Technical Assistants 2C0 200 200 20C 200 - - - 1000 

Total 3W4 290 288 293 292 92 32 32 30 30 1773
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Table 17
 

Levels in 1980 and Shortage of Health Personnel
 

Doctors 


Densists 


Gover nent Nurses 


Government Midwives 


Pharr.aci st s 


Sanitary Engineers 


Graduate Nurses 


Dental Technicians 


Trad. Midwives 


Total 


by Year 2000 (Annual Training Needs)
 

Proportion Recom.. Actual No. Shortage Average
 
Recommended No. by in Ministry Forecast Annual
 
by WHO WHO of Health by 2000 Traiing
 

Needs
 

No.
 

1/10,000 240 55 185 9
 

1/30,000 8J 5 75 4
 

1, 0 475 216 259 13
 

I/ 475 52 423 21
 

1/50,000 50 1 4") 2
 

1/250,000 10 1 9 5 

1/ 2,000 1,19') 299 891 45 

l/ 2,000 1,19; 5 1,185 6) 

1/ 3,000 79) 1)5 685 34 

4,5 ), 748 3,752 1,885
 

A review of these tables indicates that there is no valid
 

plan for the trainin,- of health personnel. Inasiuch as the Fourth 

,Ww-vloprment Plan has not yet been adoptd, it is difficult to corelate. 

the amount of services to be provided with the nuinber of personnel 

required. 
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4. Capacity to Create Health Units
 

The Fourth Health Plan mentions the existence of the
 

following he, ith infrastructure:
 

a. Nouakchott
 

1 Nationai Hospital with a capacity of 425 beds 

1 National Hygiene Center 

1 Pharmacy Supply Center 

2 Polyclinics 

1 National Training for Para-L.edical personnel 

1 Mother-Child Center 

7 Departmental dispensaries 

3 Maternal and Child Heaith Centers (MCH) 

1 School Health Center (National Secondary School) 

b. The Interior
 

8 Regional hospitals with 4" to 5C beds each at 

Aioun - Kiffa -.SeliLab - Kaccli - Aleg - Rosso -

Akjoujt and Atar 

40 Cat'L ory B Health Centers (Prefectures), many of which 

no longer meet local needs 

6,) Category C Health Centers (rurnl), most of which were 

built Ly the local poju?.ation and are very often in a 

Lad c ndition 

12 Ilidile teams installe' in regional capitals and with a 

rconthly schedule of trips to the interior 

25 Maternal and Child Protection Centers, 14 of which 

have a Nutritional Recovery Center (CREN) at their 

disposal.
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Under construction are:
 

At Nouakchott, the Sabah Hospital (Phthisiology,
 

with 9" beds);
 

At Tidjikja, a hospital with 59 beds whose completion
 

was expected by the end of 198.) and the
 

sta:t--up in the course of 1981.
 

Tables 3 and 4, as well as Map 3 and Figure 1,complement the
 

information provided here.
 

Table 18 shows the ,ap in health units, calculated oDi the 

basis of population to number of health units per region. This table
 

is useful to calculate the maRnitucie of the gaps: it should not,
 

however, be used for planning purposes since the derived numbers of
 

health units are of a particular type which rust still be defined.
 

A pro rnnriing procedure would be to take the health care module 

by region. The basis of calculation for these modules would be to 

establish the number of class "'C" Health Centers (multi-disciplinary 

village units) per thousand inhabitants that wofda- be nece7isary to 

cover the rural population wit; basic health care. A specific number of 

of class "C" health center with HQIC1/CREN) and a number of Class "B" 

Health Centers would be linked tc Class 1A" Centers (with Mother-Child 

centers) The class "A centers would be l'o-cated in ref;ional capitals 

t1nd Ieco:e satellites 'f the rei.,nal hospitalv. 

The basic idea would be the establishient of coordination and 

supervision lines !etween all the health units, whatever their size. If 

a nodule is considered f:or about 25, 1'; people,. for example, there would 

be a need for at least 1 Class "C' Hcalth Center fLr each thousand people; 

3 Class -'B" Health Center to I Class "A Center. Tu module for 25,)jD3 

peo[ple should bear the f.,llnwin;' structure: 



Table 18. Shortage of Health Urits in Mauritania (1980)
 

0 

Region 

Nouakchott 

Population Hospital Ptlyclinic CMF. 

R9gon1/0000 1/80.000 1/160,000 

(000) .---
N A N A N A 

173,000 2 1 2 2 1 1 

Heal th 
Center 
Class "A" 

1/160.ooo 

N -A 

3. 2 

Health 
Center, 
Class "I" 
1/4oooo 

N A 

4 4 

Health 
Center 
C .qs !.C" 

1/2co0ooo 

H A 

0 0 

Base 1Iojb
6#estern Hcdh 

166.000 
130,000 

2 
1 

0 
1 

2 
2 

0 
0 

1 
1 

0 
0 

3 
2 

2 
0 

. 
3 

4 
.1 

8 
7 

10 
2 

Aasabv "136,000 1 1 2 0 1 0 2 2 3 3 7 3 

Go1-801 

Bjakn_ 

-158.000 

159.000 

2 

2 

1 

1 

2 

2 

0 

0 

1 

t 

0 

0 

3 

3 

1 

3 

-

4 

1 

4 

8 

8 

11 

8 

T r' 'rga 224.000 2 1 3 0 a 0 4 3 6 3 11 

,dro, 56.000 

Nouadhtbou 30.000 

Taga- 78.000 

Guidimaka 90.000 

Tiris Zemmour 26.000 

Ichiri 1T,000 

TOTAL 1,443.000 

-

1 

1 

15 

-

1 

1 

1 

0 

.1 

11 

1 

-

1 

1 

-

18 

0 

0 

0 

0 

0 

0 

2 

1 

-

1 

1 

-

-

11 

0 

0 

0 

0 

0 

0 

1 

1 

-

-

1 

22 

1 

1 

* 2 

2 

1 

L 1 

2 

2 

1 

2 

2 

1 

1 

37 

3 

0 

1 

0 

2 

0 

29 

3 

1 

4 

4 

1 

1 

63 

1 

3 

11 

1 

1 

62 

26r7 88,9 90,9 4t5 21 ,6 1,6 

N - Needs 

A .r--AvalIable 



(continued)
 

MCH 	 Realth Educ. School Tub, rcu- Mobile Total Shortage 
and Healtk los" s Teams 
Nutrition 

..... 116ooo 1/6000 -1/1-000-- 1/100000 1/100000 ­
-R egion top.-	 - -- - ' .. . .. " .. . - - . . . " 

N A N A N A N A N A N A-

Nouakohot. 1 7 3 p 0 0 0 3 3 3 1 1 2 2 2 0 23. 1 9 4 17, -4 

Eastern Hodh 166-000 3 3 3 2 1 0 2 1 2 2 31 13 10 22,6 
!' I 

Veasern Hodh 130 000 2 2 2 1 1 1 1. 1 1 1 23 13 10 43r5 

Assa bP 136.00002 2 2 1 1 1 1 1 1 23 15 a 34,8 

Gorgol l 8/0o 3 3 3 3 1 1 2 1 2 1 31 23 8 2598 

Bi.&me 159000 3 2 2 1 0 2 2 2 1 31 23 8 25.8 

'Trara224/000 4 3 4 3 2 1 2 1 2 1 42 26 16 38,1 

Adr 56 000 1 1 1 1 1 1 1 11 1114 1 3 2,4 

A-,ar h - 1 - - 2 8 -­ 0 

;,gn. , 73,000 1 2 1 1 1 0 1 1 1 1 4 12 2 14,3 

90 0002 2 1 0 1 1 1 1 17 19+2 nO 

I c G a - -. -0 - -

Inhi-i1P 1 0 0 0+3 no 

So1,43000 24 -24 20 11 6 15 13 15 11 225 201 53 20.8 

f4% I4- (M)(4 
4i;2 "6,5 4,5 13. 3 26.," 20,8 

N - Needs 

A - Available 
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A second module designed for 25,000 persons would require 

twice the rumber of Class "C" Centers, with very little change in the 

number of Class "B" .,enters (which would relate to 5 or 6 Class "C" 

Centers), and no ebnge in the number of Class "A" Centers (which would 

be connected to 4 to 5 Class "B" Centers at the same time). The specific 

arrangement in each region and department would depend on socie-cultural
 

and geographic conditions. The network principle would, however, remain
 

unchanged.
 

Chart 4 illustrates the number of modules by administrative
 

regions which would be required to covjer 25,000 persons. The striped
 

area has a higher population than in the other parts of the country
 

How then should multi-disciplinary village health centers serve a smaller
 

number of inhabitants. The nomad and semi-nomad populations should have 

a health system different from the ones of the sedentary populations, 

but coordinated with Health units strategically placed. A unit designed 

for 25tOOO persons could be divided into five units covering 5,000
 

persons in the less populated northern regions.
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Chart 5 shows the density of the Mauritanian population by
 

administrative region. Chart 6 outlines the major agro-ecological zones. 

5. Administrative Capacity 

The structure of the Ministry of Health is too highly compart­

mentalized to facilitate the coordination between its services and to 

integrate preventive and curative medicine. 

The Ministry should be reoranized with the objective of
 

establishing: 

(a) a more flexible manac~ement, 

(b) t-chnical planning 

(c) a school to train health personnel in approaches 

relatin to the health probletis of the country 

(d) a more flexible logistic systc, and, 

(e) a plannin, office capable of followin;:-up and 

evaluatin- p,:ocrams. 

The working methods of the Ainistry's civil servants would be 

more inter-disciplinary and would have the support of the entire technical 

staff.
 

The structure would be like a matrix in which the services of 

preventive medicine, of MCH, of the anti-tuberculosis campaign of 

primary health care, of Pharmapro. and qg the services of regional he 'th 
units Rnd the District of Nouakchott would be rev*rouped under a Progranmaing 

Directorate. This unit would work in close ccllaboratin with 4 other 

directorates: (1) Plannin , (2) interite. services, (3) Personnel 
training-, (4) Adinistration and lo:istic sui-port, and (5) Evluation 

and supervision. The matrix would be as shown ,:elow: 
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Map IV. Estimates 

of 25,000 

Region 
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Population Density by 

Administrative Region (1980) 
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Map VI. Major Ecologic Zones-in Mauritania
 

and Percentage of Fopulation
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(1) (2) (3) (4) (5)
 

TE CIINI CAL DIRE CTORATE 

The TecLnical Directorate would then be responsible for the 

coordination of specific aspects of all prof;rams. 

The duplication of effort would, therefore, be avoided.
 

6. Sunervisory and Evaluation Capacity 

The ovaluation and supervision of health pro ;rams are not 

yet a part of thc rc4:ui.r vn:-h of the Ministry )f Health. 

Onu of the reasons for this shortcominr is the lack of a 

system to collect statisticril d..a. In thi absence of an informatign.A 

system, the Ministry develops nual surx:iary tables on the number of 

medical consultations and ,aticnts, on the iiest frequent diagfnoses and 

the prevalence of communicable diseases which are recorded in health 

units. The MLI, the recovery and nutritional education centers (CREN) 

and the Expanded Vaccination [rora.lJ (?EV) collect a:1.)re detailed 

information on their sp--ific activities. 
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There has never been a national survey on morbidity in
 

Mauritania. With a population coverage of only 20 or 25%, the informa­

tion from health units cannot be relied upon to provide a real image of
 

the health status of the population or of the incidence of themmost
 

important diseases. The general absence of laboratories in hospitals
 

and health centers results in most diagnoses being nere suppositions,
 

for they are only based on symptoms and observations, -uade during 

brief clinical check or the fillinq out of a very superficial clinical 

forn. Only two or three laboratories in the country can be considered
 

as trustworthy. Am6ng then are the National Hygiene Center of Nouakchott 

which has achieved a remarkable record in epidemiologic research. 

There is no systematic trainingj system either at national
 

levels or regional levels, training centers do not have a qualified basis
 

on which to measure the quality of the training provided or to assert the
 

need to change their syllabus. On the other hand, without a well established
 

training system, the Ministry of Health caqnnot control the quality of 

medical care or measure the difficulties that personnel encounter in the 

field. In short, the lack of a training program makes it impossible for 

the Ministry to develop its technical resources -- resources which con­

stitute its most precious capital. 

C. Exogenous Constraints 

These have already been mentioned and they will be studied more 

in-depth in the Health/Nutrition Option Papers. 

D. Other Constraints 

These come as a result of the inter-relaticnship which exists 

Letween the exogenous factors in the national health system (health state, 

nutritional state, population growth, socio-econotaic structure and
 

environment characteristics) and the endogenous factors of the system
 



- 89 ­

mauagement planning! capacity, personnel training, service operations, 

adcinisttation.;evaluation). To these two types of factors correspond
 

a series of fairly strong constraints which will influence, directly
 

and indirectly, the quality of the national health system° Only the 

ondIogencus factors are under the control of the IMlinistry of Health; the 

exogenous factors, on the other hand, depend upon a nuriuer of variables 

of the "setting':, and they are' moderated by the behavior and the attitude 

of society. A deep understanding of th~se aspects is, therefore, indis­

pensable in formulatin; a rational nation-wide health plan of action. 

The conclusion is olvious.- the Ministry of Health and its operating units 

must gain a technical capacity in order to improve 

the quality of life of the population. A well developed health program 

can catalyze the entire community. Conversely, the investments in health 

infrastructure or in large-scale health programs are not recommende 

for a Ministry of Health that has no political authority, nor technical 

nor financial power in natters that directly affect it.
 

Health, with education., arc the key elements of the government's
 

social action programs. A sick and illiterate population will never
 

achieve. development. The quality of a population can be measured by thL
 

-
analysis of health statistics, especially those concernin 0 life expectancy,
 

infant mortality, the growth and development of the child's mental
 

process.
 

These various factors should also include couiunications 

between the government and the local community, and vice-versa. 

The constraints here are important: 

a. 

b. 

Low priority to health by the government 

Low priority accorded to preventive nedicine 

Ministry :,f Health. 

by the 

c. Weak connunity participation in the activitie

programs of the Ministry of Health 

s and 

d. 

e. 

Weak health 

Gap between 

education pr .-.rau 

the urban and L'ural world 



f. Exaggerated priority accorded to N_'uakchott and to 

ethe~r urbain aruas irL th distribution ,f resources in 

the 4_-htith sector: operatin;- c"sts, investment costs, 

specill 'r:gra-s 

g. Lack .­f integration betwuni the p-r, rs i: different 

sect').'.-3 

•h. Operatin.; bud :et almost inexistant in rural health services. 

IV. Conclusions and Recommendations
 

The H.Uistry of Health rust envisimn th: ii.provemcnt of the 

rmna'aenent, plannin", c-peritinn a-f serviccs, pcrs.nnol traininr,) 

supervisio'n and evaluati'rn. This is basud en the ne-' to organize 

public ainistrati:.n accordin2 t-: rati,.)al principls of efficiency, 

submitting all its eler.nts t', a critical analysis. C.'vernment resources 

must be distributcd -cc-r.in- t. we1l-dufini pri:oriti!s. Education and 

health ar. among th.i h:st imp. rtant sectors an : also the most 

Lxpensive -- hence the i-.rtance 'f dofinit every functio-nal aspect of 

of its ipperation. 

,iscussec, .'r,:anizs.ti,,.n of 

services ind the na-.,;'r c:nstrnints were underscored in -rier to irmprove 

thc iinistry's :Lna.,ient. It is :)bvi.)usly u, tj th- CnvUrnroent .'f 

Niauritnn t,: define its hualth pulicy -s an iut. ral --art ef its olicy 

of cc .n'jmic Inc: s.,ciril .ve!:pr~ett, the iaeasurs t,, b,. taken, and the 

rescurces to be .l1,c,.t&' t:, ichicv its ,.bj,,ctives. 

The drec./i;,acs thu the health 

Th,. rec:rn.. .tins which follw .,r'-i .tcudeJ -nly t- indicate 

which neailth 1r.:,ravs sh.-.uid be .ivun (.ri:rity atLttion: 

h .~.' : .":'ivc r :.~i..ti',n -F t'. KL is .yi hlteul'! 

urur ;.,tu. i'y crL:tiw t.'chn:ic'., unit t' rcpllc­

http:r,:anizs.ti
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the integration of experts((Ma-uritanians insofar as possible) 

in the asnects of: planning, progr.ming, personnel 

traininR, bio-statistics, epidemiolo,-y, health administration
 

and eva-luation. 

The proigrams and existing. units should fe reinforced before 

initiating- new projects and arnointin8 new personnel. 

2. 	 Need of a System to Collect and Anqlyze Statistiaal Data 

The system of health statistics must first bi developed on
 

a experinental basis, attached t) the office of planning 

and studies. The syster must be simple and flexible so that 

the national health situation can be followed every month. 

At the sane tinei, the reional units shoulI participate in the 

analysis -f informati'.;n in their area in order to facilitate 

the central coipilation of information. 

3. 	 Need to Identify the Tarpet o'rpulations B3enfitting frcm 

the Various T!ha!th Programs 

The tarpet o'wulati:)n selected f.r a vacc..iation pre-natal 

and post-natil care, nutrition, control or endemic diseases,
 

school-herilth otc., must 'e calculated specifically by 

region and. *.,,rtroent in order to determine coverag!e and 

cost/bei-ncfit ra-tes. 

4. 	 Need t-) D)ev.el.) -.Detailed Plan in Successive Stages 

The existin,, ,hln cnsists of a series of ::ajor orientations, 

but the f-..rr!ulatinn of a basic epidemiol.ic plan is necessary. 

The advntace of lavn, a specific plan if to economize 

r~ersnnnel at all levels, and esnecially to establish a clear 

and definite irpct nn moridity and rimrtality. 

http:epidemiol.ic
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5. ; The -Need to Plan and -Make Primary Health Care Activities 

Operational
 

It is not necessary to extei d the training of primary health 

care personnel to all of the regions. A well-conceived 

program with adequate resources must be developed, but it:, 

is also indispensable to develop a strategy of community 

participation with all its implications; 

6; The Need to Establish a Supervisory and Evaluation System
 

Without this system, the Ministry's procrams will not be 

able to achieve concrete results. Prb.prans and activities 

of -he personnel must be periodically followed up. so as 

to understand their problems and thereby plan concrete. 

actions to solve them. 

7. Need to OrSanize Personnel Training 

The aim is to establishd-.ulti-discipliniary approach which 

would allow a reduction in personnel and fornulation of 

better inteqratad programs. The recycling of the established 

personnel must form part of the global strategy of personnel 

training.
 

It must be recoMnized that a very important effort is being 

made by the leadership .of the Ministt.y in order to increase
 

the effici(:ncy of the different services. However, an 

.administrative reorpanization and reorientation is necessary, 

as is the olaoration of a carefully defined Plan of Action. 

All these actions mustt be supported by an explicit health 

policy integrated into a global development effort. 



- .93 .-

With this concern expressedOa series of option papers
 

in health and nutriticn arz being submitted in a separate document. 

These options represent a variety of technical arproacheswhich can 
guile the government in its choice of a health policy of sufficient
 

scone to contribute importantly to improving the quality of life in 

Mauritania. 


