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I. ' Introducticn

The objectiva of this preliminary report on the rural health

service in Mauritania are:

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 communitdies,

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 utilizatior of human - and material
resources which wili be available to the Ministry of Health. 1In these
circumstances, technical planning and programming schemes are seen as the
conerstones of a pian of action for the Ministyy. Furthermore, the
activities in the health sector must be coordinated with other social ana econ
economic development sectors. Much empiric data have shown the inter-

relationship which exists between, for instance, health, education, nurtition



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 fremework that a Mauritanian health
plan should be designed for the period 1981--1835, as a prelude to the year
2000. In what follows below an attempt will be made to establish the basis
on which such a plan can be developed. Refore 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 and not as a result of plans.,
In the case of Health, both the government >f 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 firnm 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-reiationship and the manner
in which health services are administered and maraged in Mauritania. Change
is often considered as a threar, but change is essential in the mod xrniza-~
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.



11, Organization of the Ministry of Heaith

The Ministry of Health is a component of the Ministry of Labor,
Health and Social Welfare. Its stzaff 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 1 presents an organization chart of the Ministry of
Health. There are three main divisions-
1. The National Health Center
2., Pharmarim, and
3. The Department of Health

1. National #eaith 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 pilct programs prior
to their application naticn-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
y entomology
< the assessment of the levels cf 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 Thina (1977), and there is a team of 10 Chinese
professional (bacteriology. parasitology) and " FKauritanians. Its
operating budget totals 14 million ouguiyas per year. Well equipped
laboratories plus a colony of experimental animels (guinea pigs, mice,
rats, monkeys and rabbits) offer the possibility cof pursuing a variefy
of biologic studies. As a resuit of the team’s work, a series of studies

is periodically published, inciuding water and food control activities.

2.. Pharmarin

Following a decision of the Fourth Party Congress, the
pharmaceutical sector was nationalizedel/ Fharmarim 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 Departnent gulides and coordinates the activities of seven
central services of the District of NMouakchott snd 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. Natinnal Anti—tuberculosi§ service (SNAT)

f. Cquipment and supply service (Pharmapro)

g. Mational School for Nurses and Midwives (ENISF)

1/ Recently, the pgovernment has been reviewing the desirabilicy
of having private sector participate: ministerial orders are under
revieyw.
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In addition to tho District of Nouakchott, there are 23 reglonal

units located in:

I  Eastern Hodh (Nema)
IT VWeswern Fodh (Aioun)
IIT Assaba (Kiffa)
IV Gorgol (Xaedi)
V  Brakna (Aleg)
VI Trarza (Rosso)
VII  Adrar (Atar)
VIIT  Nouadhibou (Nouadhibou)
IX Tagant (Tidjikja)
X CGuidimaka (Selibaby)
XI  Tiris Zemmour (F'Derik)
XII  Inchiri (Akjoujt)

The Ministry’s services are directed by a chief and the regional
units t a Head Doctor. As there is a controlling centralization and en
administrative decentralization at the regional level, the technical
aspects are nanaged directly by the Ministry of Health. but administratiye
matters are placed under the authority of the povernor 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 admiﬁistrative unit for the
sedentary population and the encampment for the nomad population.
Decentralizaticn was nchieved 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 creates many managemei:*
problems. The assigument of health personnel. tc the regions is the
responsibility of the governor (in principle with the advice of the
Head Doctor), but health activities, as such, are under the Head Doctor
who reports beth to the Director of Health at the Ministry and to the

governor.
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As there is no central structure to coordinate the activities
of th. reglonal 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 numeroua (World Bank, UNICEF, FAO, UUFPA,
UNDP, ADB, USAID, FED, WFP, Arab League, Kuwait, USSR, Peoﬁle’s Republic
of China, Guinea, Iraq, Holland, Belgium, IVS, Peace Corps, Raoul
.Folleréaux 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 »f 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 thc Department of Health i35 handled by the unit, in
particular the various aspects of foreign assisztance. Under the present
conditions. the comsiderable strenpgthening of this unit (with health
planning <xperts. etc.) is desirable in ordsr 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 publdica.-

tion of health bulletins (monthly, quarteriy and annually).

b. Preventive Hedicine Service

Hodern medicine is making a great effort in disease prevention.,
This unit is thcrefore, one of the most Important of the Ministry. Its
actlvities arc focused on six basic programs' (1) immunization,
(i1) hygiene, {1ii) health education, (iv) school health (v) control

of endemic diseases {vi) promotion of nutrition.
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The_Expanded Vaccirnation 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 or 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 materizis.
coordination of mobile teams) become greatly ccmplicated during
the rainy season in the scuth of the country (where'the major part

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

MCH (Maternal and Chiid Health) personnel coli:borate with the
vaccinaticn campaign of pregnant women and children O to 5 vears
of age. There are 1l 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, etec.) leaves much to be desired due

to the irregularity of reports received by the service.

The Sanitation and Heelth Program 1s 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 devzlop a more coérdinated

effort between the Ministry of Rural Development and the
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Ministry of Realth. Campalgns to improve pit latrines,
1 :fuse collection, and checking public bulldings do not
exist. The potalile water supply program is barely starting.
It is estimated that less than 207 of the population.of

Mauritania has accesc to potable water.

(i1i) The Sanitary Education Program has not yet started due to a

lack of teaching materials and lack of training of trainers.
The sanitary agerts and traditional midwives have not been
adequately trained under this propram. School--teachers receive
very little information on health education in the course

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

1 million ouguiyas is programmaed to buy audio-visusl materials
énd to prepare ‘teaching materials adapted tc Mauritania's

health situation

(iv)  The_School Health Propgram. There are now 5 school health

posts {(Nouakchott, Aioun, Kaedi, Rosso and Atar). Four
centers will socn be set up at the secondary school level
and 17 existing secondary school clinics, (temo, Timbedra,
Selivaby, Kaedi, Aleg, Boghe, Rosso, Boutilimit:, iaderdra,
Akjoujt, Tidjikja am? Mouakchott which has 6) are to be up~

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

(v) Campzipn for the Control of Endemic Diseases. (Malaria,

Urinary bilharziasis, Dracontiasis, Tuberculosis). This
represents campaigr against these diseases and consists of setting

up of a program of epidemiolcpic surveillance and early tracking.

(vi) Promction of Mutritional fctivities. Thic is a priority

campaign for pregnant women, mothers and children of 0 to 6 years
of age, undertaken in collaboration with MCH 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. [FEducational actions in the field of hygiene, nutrition and
home economics,

3. Health actions oriented towards prevention and treatment
of rural populations aad primary health care.

.«  Training of personnel for the Haternal and Child Health
program,

5. Nutritional Recovery.

6. Family Welfare.

Twenty-five CH centers are distributed all over the country,

as follows:

3 in Heuakchott, 3 in the Eastern Hodh (lema, Bassikounou and
Timbedrz). 2 in the Western Hodh (Aioun and Tintane), 2 in
Assaba (Riffs and Kankossa), 3 in Cergol (Kaedi, M'Bout and
Maghama), Z in Brakna (Aleg and Boghe), 2 in Trarza (Rosso,
Mederdra and Boutilimit), 1 in Adrar {4tar), 1 in Nouadhibou
(Nouadhibou), 2 in Tagant, (Tidjikja and Maudjeria), 2 in
Guidimaka (Seiibaby and Ould Yenge), and 1 in Inchiri (Akjouit).

Twelve MCH centers are under construction (with the help of
UNICEF in the departments which are not'yét-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 Gynecologilcal consultations
67,320 Child care consultations

97,24% Consultations for sick children

225,225 Congultations

The program contributed to the vaccination campaign, having

vaccinated in 1970:

9,840 B.C.G.

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 important: 120 traditional midwives
were trained in 1979, and the training of 150 others was underway in 1940,
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 midwives, %0 have

already been assigned znd 35 underwent training in 1980,

The nutritional recovery and education component is funded by
UNICEF, and the Caﬁholic Relief Service. The centers (CREN) are integrated
to the MCH activities and are intended to fight against malnutrition and
its effects. 20 Of these centers were operationzl in 1980 and 19 are
planned for 19%i, The National Social Security Fund in 1979 granted
2,250,000 UM to set up and operate these certers. In 1980 the grant
was to be increased to 3,500,000 UM 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}. The Director of
Maternal and Child Health took a course in family welfare in the United
States in September--Movember 1980. The Peace Corps (USA) is also |
participating ir this project by assigning volunteers, (nurses and

social assistants) to rural centers.

The MCH annual budget (excluding operational costs of the
CFEN) is about 5 miliicn Ul 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 absout 67%).

n 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 crganization of a motor

pool.

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

Vaccination) was approved fcr 1981 implementaticr.

The statistical forms used by the pruogram (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 puxposes ana for preparation of‘monthly reports. A modi~
fication of the information system of the Ministry of Health is to‘be

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

In summary. the MCH service is very dyaamic; in a very shotrt
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 Developmert Fund (FED) in 1966. Its annu.l budget totals
60,000,000 UM. With a total capacity of 500 beds, only 2/3 of them

were in use in Sepiember 1930.

General Medicine...oo.. ecoscensanosas

SUYgerYooosscovosonoancssnvoaovuasoaac

Visceral (40)
Orthcp/Traum. (260)

Pedriatries....uv.vveoneoscansossoa

Opthalmelogy.  csesvovcosrvsessssvocosaaa
GyneCGlOgY/ObStetriCS 9006 e 0T 4000000 QYD

Psychiatey. . ooovvoosooovsnanavsocvscoses

Resuseltationuseeuees. covnosvosovcusonsaa
Medicine (8)
Surgery (10) -

(Tuberculosis)f ........ shusocassouo:

Total..vioo

* (Tenporary)

The medical :eam is composed of 22 doctors:  Mauritanians,

13 French and 5 Egyptilans: i.e., 20% of the doctors in the country.

The auxiliary services are: X-:cays, clinical laboratory,

blood bank, anaesthesia, stomatolory and administration.

The hospital has 10 buildings on its premises where doctors

responsible for emergency service reside.

The hospital has a high utilization rate, espccially in

pediatrics (250%).

6/

€4
232
5¢

18

16
332
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In its role of national hospital, patients come from all over
the country: however. most of them come from PMouakchott. A high number
of mental patients (55) are placed under a tent on the grounds of the
hospital, since there are no other facilities to acocommodate them.
Tubercular patients are temporarily admitted to the hospital, but they
will be sent tv an anti-tuberculosis hospitzl as soon ag it is ready in

1931.

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

severe constraints are however, ir visceral surgery and pediatric care.

e. National Anti--Tuberculosis Service (SHAT)

The SWAT is responsible for the tracking, treatment and control
of tuberculosis. As of September 30, 1980, the service has the following
tracking units- Nouakchott, 2: Eastern Hodh. 1. Assaba, 1: Brakna, 2;
Trarza, 1; Adrar, 1 RNouadhibou, 1+ Tagant., 1 and Guidimaka, 1. As of
January 21, 1980, there were 6,781 patients under treatment, 700 of whom
were éonsidered as completely cured: 2,721 have been discharged and the
rest (7,760) continued under supervised treatment. It is estimated that
2,000 cases per year are uncovered, with "GO0 {10%) not responding to init

initial treatment.

Due to the low standard of livinp of the population. vubercu-
losis 1s causing havec in the country. The slow course of the disease,
the long period of treatment. as well as the frequent instances of relapse

constitute appreciazbie preblems in the fight =jainst tuberculosis. The
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high rate of urbanization (especially in the capital city where the
housing shortage causes serious hygienic problews 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.G. prophylaxis

(d) Sanitary education

At the national level, a Head Doctor is in charge of the
service and coordirates 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 Hospital) will become operational in
Nouakchott in 1981. This Hospital will become a Tuberculosis Researcl:

and Control Institute.

At the regional level, the field unit is the basic reference
pcint of the anit-~tuberculnsis campaign. It consists of a microscope, a
laboratory assistant and various items, all of which are placed in a
heaith unit. Eecause of the monthly rotation of a team of doctors in all
the various regions. suspicious cases are sorte:d and spittle samples
are taken following WHO procedures. Recent studdes show a prevalence

of 0.67 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 Houakchott seem to have the highest rate of infection.
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Staff and budgetary rescurces are fairly limited for the anti-
tuberculosis campaign. Luckily, the program has benefited from private
foundation grants and from people interested in comntrolling this scourge
in the country. The activitles were maintained as a result of the dyuamism
of the personnel assigned to the campaign. The situation regarding the

anti~tuberculosis campaign ig however, still precarious.

f. Equipment and 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 as the control of equipment
(inventory, supply accounting). Nevertheless, due to the limitation of
resources, only the nrocurement and distributilon cof drugs constitute the
activities of this service. An inventory list of equipment is being set

up; thesystem is; however, still rudimentary.

The procurement suffers from a series of complicated administra-
tive problems: the budget for drugs is 0 million UM per year, but its
effectiveness is reduced by the slowness or the budgetary process and the
‘archaic administrative system. The filliny out of a proforma bill and
the exrenditure authorization by the budget secrvice and its control system
(6 on average) takes several months, This discourages the suppliers and
creates a major hiatus in the timely supply of drugzs. 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 perisd when therc are no supplies of drups outside Nouakchott. 'In
addition, the drawing up of standard procurement lists is done on the
basis of 0ld reqiests which do not take into account the real needs of the
health units, or crders already filled, of the incrcase 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-malaria
drugs are sent tc non-maiarial areas. In shiort this office as it is

organized i1s anachronistic and must be completely overhauled.
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The heulth budget does not respond to needs and apparently is
not drawn up in accordance with cost/benefit criteria but rather according
to the availability ¢f resources 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 medical supplies and their

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

It is o 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 auxlliary medical
personnel. This cchool now supplies nearly G007 of such auxiliary perscnnel.
Its operatimg costs total nearly 1 million ouguilyas 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 1666, the school has trained 151 auxiliary nurses

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

The student hody for the academic ycor 1568-1969 vas:

Category lst Year 2nd Year Total
Auxiliary Nurses 17 67 84
Government Registerad Murses 67 18 85
Graduate Nurses 68 - 68
Midwives 15 27 42

Total 167 132 279
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The auxiiiary nurses do not always receilve training at the
school. They were formerly recruited by the civil service (by

professional testing) and cculs not either read or write.

The graduate nurses have a degree in nursing from the school

vhich corresponds to the French nurse’s assistant.

An extension of the school is plammed to increxse the number
and the categories of paramedical personnel of the country's hospitals
in the 1981-1985 period. The new orientatinn of the school will be to

train paramedical specialists as:

Laboratory technicians (biology, chemistry)
¥--ray technicians
Sanitary technicians

Child care assistants

In addition. there will be a major need during the 1981--1935

period for MCH perscnnzl:

Auxiliary Midwives .cevoco.oovisocsossosal?D
4551stant MUrSEeS.ciacocsvvscvsncscovsos 200
Matrons. . veoosavoonsoonosonsosoosasosas 100
Traditional Midwives....s0000veavvcsoa. .50

Auxiliary Arente in Nutrition.....eeoes 125

1,050

E]

The tcaching staff of the school is very small: 2 midwive
instructors and " romitors. The professional staff are f'ree-lance
people from Nouakchoti: who generally serve- in the health units of the
capital city and earn (according to the speciality) an average stipend
of 00 ouguiyas per hour. The nceds of the schosl  insofar as the

permanent - staff is concernad, are estimated ot 10 extra monitors.
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The school has, in fact, trained 211 of the midwives (7 years)
government nurses (2 years), 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 thc 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 schocl’s boarding facilities consist of .24 rooms. There
is no caf:teria 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 mcst 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 intc account the situation in

which the students will work later.

4, Regional Sanitary Districts
A. Health Unit (Infrastructure)

The total number of Health Units in Nouakchott and in the
X2 regions of the country i, 201 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 1in each region. As a rule. there should be a relationship between
the populaticn 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 populatisn and the number of
assigned personnel. Table 4 and Figure 1 show the relaticnship between

personnel and the health units by region.

B. Coverapge 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 averape and highlipghts the fact that the population of Nouakchott and
of the other citics 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 (containing 20% of the country's population)
are partially covered Ly health care and the rurnl areas are deprived,

the maximum coverage "is likely" only 25%.

C. Budget

The budret of the Ministry is determines? 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

Administrative Division of
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MAP II

Administrative Division of Mauritania——
Health Units by Region and Department
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Talle 2. Pergonnel Assigned to the Min’stry of Health
in the District of Nouakhcott and in the Regiomns
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Table 3: 1980: Comparison between Population
T and Health Personnel 'by Administrative

Region

)3 ;.' 2 ; 7 ; )
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MAP_III

Comparison between Population and Health
Persomnel by Administrative Region
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HEd’th Units : Planning Service, Ministry of Health

Table 4., Distribution of Population, Health
' Personnel and Health Units 1in
Mouzkchott and 1n regions 1980
- ppm— — . e
Location f Fopulation : :?EEﬁ&ﬁﬁel: .*ﬁfnlth—ﬂnlts ..qéa’ , nit

. f0co’ s foowe oz towe T2 retle
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KODH ORIBNTALY 166 ° 11,6 s P is,2t 2 s o3
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ASSABA P1se fose T ooer Y o4t o1 T 7.5 T 5.4
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Figure 1. Percentage Distribution. of Population, ilealth
) = . . .
Personnel and Health Units in Nouvakchnott
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 9,947,517 387,162 3.9

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

Year Budget - Personnel : Operations * Drugs
. Amouat %4 . Amount %4 . Amount %

1978 294,779 166,534  56.5 74,582  25.3° 53,663 18.2
1979 385,387 194,043  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 costs of the
Covernment of Mgurltania This was done on the basis of budgetary
expenditures of 1778 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 1s presented in the following fashion:
an operating budget and in investment budpet (Table 5). The budget also
includes a section on provisional operaticns 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
bu :t. 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 exper.ditures 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.?/
Health expenses were in second position with 16%4.1 million UM,

i.e., 13% of the total.

Generally, equipment costs amounted to 87.5 million UM (7%)
and fisherles 36.3 (%), i.e., a total of 125,7 million UM.

On the basis of type of costs, persomnel expenditures (53%)
and scholarships predominated. This included teachers' salaries and,
to a lesser extent, those of health personnel. Scholarships are

granted tc students and teachers to improve their training.

2/ The total includes all of the educational institutions, including
teaching centers relating to health but excludinpg centers under
the Ministries of National Defence and Interior (under which is
the Police School).
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Table 5. National Budget (1573)

Item

in Millions (UM)

YA

1. Operating Budgct (7.711) (91.0)
1.1 1Interest on the Na:tional Debt 352 04,2
1.2 Ministerial Operating Costs 5,092 60.1
1.3 oOther Expenditures 2,267 26.7

(including subsidies

and transfers)

2. Investment Budpect ( 766) ( 9.0)
2.1 Payment of the Public Debt 156 2.3
2,2 Investment Expenditures 570 6.7
Total (1) + (2) 8,77 100.0

Source: CILSS, Club du Sahel, Recurrent Costs




36

Table 6, Recurrent Costs by Project and Type of Costs (1978)
(in millions UM)
T » Acﬁin;‘ : : :
Salaries. Supplies. Costs " Maints- - f Scholar- Other *  Total Percentage
4 — - ~Qance sbips._ - i

I. Training 576, s¢,2. ‘50,8 ' os51,2 ¢ 218,4 : 5,8 - 952,9 76,8 =
II. Other Activities : 23, - s - 0,2 : - . .00,1 : 123,7 10,2 %
ITI. Health 52,9 : 100,6 : 0,3 9,7 - 0,6 164,1 13,0 %

National Hospital : (33.2) : (59.7) (= ) : (5.2) (-) ¢ 91.1 £7.2 %2

Polyclinic (6.5 (08 I (- 1@ i @) S (= 0 0.6 %

CNH ‘ ( 0.8) (5.6) : (C.1) : (2.2) 2 (=) - 8.7 0.7 %

CMCH (10.1) D (1.8) T (-~ ) [ (6.3) - G 12.0 1.0 %

Pharmacy (2.0) :(38.2) : (C.2) ° (5.8) ) T 41.2 - 3.37

Health : : : ' : :

Projection (0.3 Ty o~y Ty Yo S @8 1 ea 0.2 7
Grand Total §52.8 1 15(.8 : 51.1 61.1 1 218.4 ’ : 106.5 1 1.240.7 1000 %
Percencage 52.62 © 12,22 ° 4.1z ° 4097 7 17.63 © 8,62 | 100.0% °

: Source: CIL3SS, Cluc of Szhel : Recurrent Costs.
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School supplies (#%) and drugs (8%) represented 150.8 _.1llion
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
(141.2 million, or 12% of the overall recurrent costs) should be

underscored.

The foreroing discussion is intended to highlight the level of
recurrent costs because they represented 16% of the 1978 operaticnal
budget. Out of this total figure, 12.2% of the operational budget
is for school buildings and 12.1% to health.

The basic questicr for the health sector is whether Mauritania
can produce additioncl 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 detaiied study: the figures
or the 1978 budget report are sufficientiy different from those presented

in other official publications.
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I11. Analysis of Health Situation

A, Morbidity

If the 1980 urban population of Mauritania has been estimated
at 35&,0002/ (177,000 in Nouakchott and 181,000 in the tcwns‘of the
12 regibns), the rural areas contain 1,089 000 inhabitants, or 757 of
the total population (1,#%7,000). This estimate is based on a 2.5%
population growth per vear, an annual prowth of 7% for Nouakchott, 5%
for the other cities, and 27 for the rural areas. The majority of the.
Mauritanian population, therefore, still lives in the countryside. 1In
this situaticn nna 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 basisg 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 demonstrated this disparity.
Table 6A presents another aspect of the situation: Nouakchott, with
127 of the population of the country (1980). has 587 of thé hospitdl
beds in Mauritanin. Hospital construction jlans for 1981-1985 will
lower this percentage to 53%- by then, Nouakchott will have 167% of
the population. In other words, in 1980 there was one bed for 320
inhabitants in Nouakchott and one bad 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 areas.

On the whola, 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 larye, there was one bed for 1,50 inhabitants, but in

1985 there will be 1 for 1,150.

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

Mumber of Hospital Baeds in Mauritania

(1980) and

Plarned for 1985

1985

(b)

(a)

:
Health Units [ 3 f

Mo,

MNo.

e owm a0 e

Noualechnts

Central Unspitzl 500 547 - 500 36%
General Yospiral - - 50 107 50 2%
énti-tubercular Pespital - 70 15% 70 5%
Peyeniatiic Hngpital - - 50 10% 50 3%
Health Ceater A - 40 8% 40 3%
Mother & Child Centers 40 % - - 40 RY4

Sub Tota’ 540 58% 210  43% 750 33%

Begiog

rRegionni Vugpital 398 2% 174 367 572 407
Hoalth Center 4 - 81 17% 81 £
Mother & Child Centers - 20 47 20 17

Svb Totael 398 427 275 577 673 YN

Grend Total 913 100% 485 100% 14623  100%

Source: Preliminary Health Plan (1981-1985) .

linistry of Health.




The recomuended racio i¢ 1:500 for the entire country which
would translate intc a nunber of 3,209 beds, There will, however, be

1,700 beds by 1965. the defizit would then arount o 1,800 beds or 5€%.

On the hasis of thcse fipures, it can be seen that rural
areas are serinsusly deprived cf nospital facilitfes. The great distance
and the poor conditicn of the vand system {zapecinaily in the rainy
season) constitute an additicnal barrier, which works against improving
the accessibility =f heaith seivices to rural populatlions. The primery
health services, the health centers P and C. the MCH services and

maternities will answer the most urrent newvds of rurcl cormunities.

The analysis of wmorbidity was bepun wich a description of
population distribution and the rumber of hogpital bads ir order to
underline the alarming state nf heaith protectiow in the rural areas,
where /57 of the Mauritznian population lives expsosed to a difficult
and unhealthy cnvironment. Health data suow a high morbidity
especially amcng children under five: of endemic transmittable and
infectious diseases, nutritic=zl nuaa deficlency problems wersened by
the years of droupht and iow cainfaili; all ir 2 vast countryy with a
scattered population and iinited means of conrmunicatiorn vhich render

many villages inaccessible durine the roiny rarson.
. 7

The pocr quality of strci-tics in ¥auritaria nrevents

(nd

detailed analysit of morbidity or death rates ty asa and sex. Tropical
infectious and parasitic dineases conlined -wth malautrition constitute
by far the vast majirity or coses diapihonad din hezpital and health
centers; and are rthe cause of tho lavgest aumber of deaths. While they
can be prevented to a great extent, vheir incidence scems to remain
generally stable: mnlaria, dirrrhea, bilharziasis, measles and
pulmonary TB affcct a high proporting of Mauritanians QVery year.
Estimates of the Hinistry of Healch provide the following statistics

for 1980.4%7

4/ Ministry of Health (1880): Analysiz of Case Studies
reported by health units,


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

Prevalence of Five Diseases in lauritania

Number of
Disease Reported Population
Cases Exposed Prevalence
Dia.rheca/Interitis 80,000 468,150l/ 171/1000
Measles 11, 200 466,150 25/1000
Melaria 57,600 1,437,5602/ /0/1000
Pulmonary TB 7,400 1,477,560 5/1000

Urinary bilharziasis 6,500 1,427,560 0.5/1000

1/ cChildren of O toc 9 years of age.
2/ Total populaticn of Mauritania

‘Amon;; the diseases relating to pregnancy, delivery and
post-partum infoctions. hemorrhapes, toxemia of pregnancy and

difficult labor are particularly noteworthy.

As to mothers, thelr nutriticnal condition deteriorates

during the rainy ceason, affecting prepnant women and nursing mothers.

Intestinal parnsites are fairly common among youth and
adults. The problem of the cndemic dise.ses will be treated below

in the discussion 5n environmental factors



It should be pointed out that 2 largze number of children
between 6 months and five years of age suffer from severe and sometimes
miltiple infections: malaria, diarrhea or pneumcnia. On the other hand
a mild diseasc such as measles becomes very serious when it is combined
with malnutrition. Malaria, a widely spread Jisease among young children,
is probably the principal cause of death for those under three along the
banks cf the Senegal River during the rainy season. At about the age of
three, a child tegins to build up a natural imaunity apainst serious
attacks. Although a hiph percentape of the adult populatien is infected
with plasmodium before reaching twenty, adults build up a certain
immunity apainst malaria to such a point that they are incapacitated for
only tws 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 becausc of this disease.

Diarrhea and vomiting are prevalent among children between
6 months and 2 years of are, especially during the dry season. After

that age, the incidence of diarrhea and vomiting diminishes.

Children’s contagious diseases are (fairly) frequent,
especially measles: whén it is comti ed with malnutrition, its
lethality is very hiph. lMeasles can be caught any time in the year
and spreads very rapidly. Anti-measles vaccinations have not as yet
reached a sufficicent number of children in Mauritania to reduce the

incidence of the diseasc.

Morbidity and mortality among children 2 to 3 years of ape
seem to increasc duriny the planting season and the rainy
season. This situation is due to some extent to the agricultural work
of women during this period, and to the lack of adequate carec for
nursing mothers nnd infants. Alsc, at that time of the year children are
more susceptille tr the effects of heat and humidity. In addition to
the negative effects on the development of the child's mental processes,
disorders due to malnutrition can be consilered as responsible for a
high mortality. directly or as a superimposed cause which increases

the lethality nf ~ther diseases.
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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
population growthél estimates show a progressive reduction in the '
death rate from 27.8 per thousand in 1950 to 22.8 in 1980: pro-
jections show a death rate of 16.3 per thousand by the year 2000.

RAMS estimates for 1980 are 22 per thcusandld whereas

the Mauritanian Census Bureau comes up with 21=§/

The UN Department of Economic an? Social Affairs in its last
reportZ/ estimates general mortality for Mauritania at 31.8 per
thousand for 1950-1555; 21.3 for 1980-1985 and 1+.85 for 1995-2000.

In summary. estimates on pgeneral mortality given by various
organizations range from 21 to 22.8 in 1980. It is a high mortality
rate. One of the reasons for this 1s due t» the level of infant
ﬁortality which 1s estimated at between 170 and 180 per thousand
-f1980). Life expectancy is estimated at 40 years (1980), as shown
in Figure 3.

The main causes of infant mortality are primarily obstetrical
omplicatinns. clnsely followeﬂ by premature births, respiratory

Infections, rastrcenteritis, chpmunicable diseases and tetanus.

Below five years of npc the order of mortality cases are: rec-
piratory diseases; malaria, mglnutritionu wastroenteritis, communi-

cable diseases {(with measles leading), tuberculosis, tetanus and accidents,

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

3/  See pape 38.

6/  Census Bureau, Islamic Republic of Mauritania (1981) Communication
Provisoire sur les Indices Demographiques.

7/ VWorld Population Trends and Prospects by bﬂuntry “(1950- 2000)
Summary Report of the 1978 Assessment. United Natiéns
Department ~f Internatinnal Economic and Sncial Affairs,

New York. 1979. -
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C. Fertility

If fertility is measured according to the gross birth rate,
estimates vary from 4/.7 (United Nations)éj and 45.0 (GIRM Census
Bureau) to 47.0 (RAMS) and 50.2 United Nations Department of Economic
and Social Affairaozj Differences are, therefore, more pronounced

in fertility rather then mortality.

; 8/ . -
The gross reproduction rate—/ is estimated at 3,40 for

7/

1980-85—. For Africa it is estimated at ~.06 for the same period.

Figure / presents the United Nation birth rate estimate
(1950-2009) . These estimates range from /..” per thousand inhabitant
in 1950 to 0.1 in the year 2000, still a very high birth rate.

Table 9 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 mid-year).

5/ See page 42,

7o
‘o

7/ See page

8/ Gross rate of reproduction is the average number of girls a
grour of women would have had if its fertility had been similar

to a grour of women at a reproductive age (12--'7 years) with a speci

fi¢ rate of fertility. The rate assumes that all women will
live to the end of their reproductive time. Vhen the rate is
multiplied by 2, the result is approximately the size of a
household.
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Table 8

Spebific Rate of Fertility by Age Group
' in Mauritania

Year

Total Specific Rate of Fertility (per 1,000 women)
Fertility —————— R ot e 1 042 8 08 7 i e .t e P s 8 Lk R Bt S e B S B 409 o B 40 1R TN
Rate )per

woman) 15-19  20-2+  25-23  30.3/  35-39 40-£1  45-49

1957

5.855 9.0 25%.0 272.0 218.0 163.0 81.0 24.0

64-65 5.7 129.1 2339  238.0 218,27 17¢.2 95,2 53.6

Sourc

e: 1957 The rates correspond to the sedentary and nomad rural
populations which have been included in the 1977 sample
survey (M?uritania and Senegal on the banks of the river

Senegnl)g

1965 The rates correspond to the total population and were
calculated on the basis of the female population between
15 and 45 years of age, and on information on birth /
over a 12-month period hefore the 196%-1965 survey.=

See page 2.

INSEE. '"Enquete Demographique en Mauritania. DResultats Definitifs
Paris, 1972. An analysils of fertility rates in rural areas 1is

presented by W. Brass et. al. ir Demography of Tropical Africa,
1978, p. 426,
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No explicit statement on the high level of the gencral birth
rate is contained in the economic and social development plans of
Mauritania; noplans 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 anc family protection. Emphasis 1s, therefore,
placed on mothers taking preventive measures to guard against
repeated and frequent pregnancies. Such acticns are taken for their
health and for that ~f their children and ~gninst the risks of
increasing infant and maternal mortality. It is through maternal and
child health progroms (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

net necessarily proructive. Investments in the modern scctor of the
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economy, thevefore, are very limited and unakle teo produce a rate

of return. On the other hand, food self-sufficiency becomes very
difficult to achieve. Hh nce, one wnnders what threshold must be reached
before economic and sncial develorment can sclve the problems linked

to the high rate of vonulatien prowth (2.57).

Figures 5, 6 and 7 show. respectivaely, the rate of natural
population growth, the rate of population growth, and population
projections between 1250 and the year 2000, The source of information

are the United Matione estimates of 1979.§j

Fipgure & is a graphic preseatati~a in pyramid forms of
Mauritania's 1977 population, Nouakchott’s and the 12 administrative
regions. MNote should be taken of the imbalance between males and
females by renion. This is probably duc tc the migration of young
men to the capital city and to neighboring countries. 1In certain
cases this movement coincides with the timing of the census (end of
1976 and early 1577). Table 9 shows the pcoulation distributinn by

sex and by region.
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Figure 5. National Growth-Rates 7 (1950-2000)
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Table 9
Percentage Distribution of the Pooulation of
Mauritania by Sex and Region o (1977)
Region Men Women
Nouakchott 56.8 £3,2
Eastern Hoch 48.9 51.1
- Western Hodh 7.3 52.7
Assaba 6./ 33.6
Gorgol | £8.2 51.8
Brakna | 47.0 53.9
Trarza AT 52,6
Adrar 52,2 7.8
Nouadhibou 8,2 51.8
Tagant 6.8 52,2
Guidimaka hd 2 51.6
Tiris Zemmour 57.% h2.7
Inchiri 57.6 46./,

Source:s 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 pcpulacion 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
rate {7 per thousand) and of a decreasing death rate (22 per thousand).
If this remains constant, provided there is no major population
movement 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,
1s going to increase rapidly for a certain time. The results are a
rapid increase in the ccuntry's youny population and an accelerated
migration. Populaticn growth will increase the pressure on social
services, suchk as health and education, and increase the consumption
of fyod. Anocner e’fect will be to increase dependence since the
percentage of the population under 15 is going to increase. As to
the rate of migration, it will encourage the youths of rural regloms:to
move to towns, with ensuing unemployment and relzated problems
linked to palloping urbanization. The aging of the rural population
as a result of the migration of youths, is a2 resultant problem. The
nigration of Mauritanians to neighboring countrics has a negative
impact on the availability of agricultural labor which is necessary

to meet goals of food self-sufficiency.

These rapic 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 rrojections made by RAMS,
it is estimated that Nouakchott will increase 2.5 times in size
between 1980 and 2000, rising from 173,000 to 57/ ,000 residents.
Table 12 provides pcpulation fipures and projections of growth rates

for five-year periods,
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oble 10 . Discribution of the Populition by
Are and Sex

AGE : MEN VOMEN ?
Bracket ' - -~ :
1 No %{ 1o % |
J ‘ -~ A 8 }——- B At WY PR B Rl DBt Rt A
: L T : 1 '
O - 4 1110,261 j 8.2} 106,526 { 8.0 1 216,78
! !
H -5 113,805 & 8.5 | 105,397 7.9 2
I3 1 [
; 10 ~ 14 81,141 © 6,14 71,524 } 5.3 152,663
i
15 = 19 §7,504 1 5.0¢ 70,770 5e3 13
{ 20 - 24 I 52,776 3.9} 58.542 1 4.4 i !
25 - 29 49,969 | 3.01 48,060 { 3.6 £
! ‘ )
30 -~ 34 33,043 b 2,5 ] 46,681 5.0
F
35 - 39 28,905 I 2,23 32,804 | 2.4
0 - 44 32,565 2.4F 34,021 ¢ 2,7 §
E- -
45 = 49 23,307 3 .81 24,036 § 1,8 ;
, 50 - 54 22,688 | 1.71 24,432 1.8
55 ~ 59 16,811 § 1.3} 17,487 1.3 ;
% 60 ~ 64 L i2,754 § t.01 14,508 Tet
. a
65 + 01,28 L 1.61 29,881 | 2.z
I _ -
- . [
:% e T O T AL §556.361 | 49.2 ) 680,469 §50.8 1338 g

Source: National population census - GIRM 1977



Table 11. Population by Type of Residenge
(Sedentary and Nomadic) by Kegions

REGION SEDENTARY " NOMAD TOTAL
Nouakchott 134,704 - 134,704
Hodn Charqui 71,013 85.708 156,721
Hodh Gherbi 60,184 64,010 1244194
Asseba 85.724 43,438 129,162
Gorgeol 133,067 16.365 149,432
Brakna 100,750 50,603 151.353
Trarzs 109,900 106,108 216,008
Adrax 37.700 17.654 55354
Neousgdhibou 23,526 ~ 234526
Tegent 32,445 42,535 T44980
Guidimake T4.164 9,067 8§3.221
Tiris Zemmour 21.817 737 22,554
Tnekiri 9.816 7.795 17,611

TOTAL 894.810 | 444,020 1.338,830

Source:  National population census, Census Bureau.

59
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Table 12. Population Projection (1980 - 2000)

| |

I

Population ib 1980 1985 1990 1995 ] 2000
rJsrom:.l'm::m.t 73.000 - 254,000 345,000 | 451.000 574.000
. ' -
(47 %) (36 %) {3} - (27 #)
Urban populationfe. ong 206,000 | 233,000 | 257,000  |280.000
[ ¥itnous Nouak= -~ e
obo¥d . (14 %) 413 %) (10%) (9 %;::
Rural population6 80,000 813.000 | 344,000 |1084,000 ;.235.0.00
(sedentary) : . — —
(20 %) - (16 %) (15 %) (14 %)
Rure? population’09.000 363,000 330,000 | 304,000 282,000
momsadic - 4 ———— .
: (=10 %) (=9 %) 8% (-7
. . 1 ceramngee .
- et
Tot&]_ POPU18tion1443.000 ‘L J,‘_t-o'\lllu 1852.000 20960000 2'371.000‘
ﬂuguritania} - ety s .
: (13%) {13%) (13%) (13%)

N

~

Growth rate in a five-year period.

A reduction of overall mortality and infant morgzality, in the balance of a
drop in fertility, threatens to further increase population growth, This

wel
we

of the mother and the child.

laing why MCH program must be’accompanied by actions aimed at family
1-being based on a spacing of births as a means of safeguarding the health
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E. Nutritioq

Malnutrition is a condition which especially affects
children, pregnant women and old people. The drought years which
resulted in a drop in apricultural 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. Becausc of the dynamic approach ofvthe MCH
services and the integration of the '"recovery" system and nutritional
education intc 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:

687% of the children had a weight lower than the 80% of
WHO standards.

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

37% of these children had an arm circumference hardly

reaching the yellow strip on the Bailey rule

Amebia is very prominent aﬁong pregnant women. It is
estimated that almost 407 of the families living in the suburbs of

Nouakchott have only cne meal a day.

The basic causes of food and nutrition 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-eating 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.

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 307 of population.

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
5;000 U per month (in 1978) for low-level employees).

A family bf 5 consunes 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
imbortant part because, for instance, many families are not
used to or sinply do not aperecicte’  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 Sizé of Household: Taking into account the extent

to which the>faﬁily meal must stretch 2nd be distributed,
the nutriticva problems increasc: the average size of the
household is between 6 and 8 persons depending on the
regioh and department., In éddition, one must consider
the constant flow of guests,,members.of polygamous house~
héldsg etc. Thus, the distribution of a food basket,
therefore, includes considerdtion of the aﬁérage nunber
of people who eat in a household. 1In 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 1979); bronchitis (20,000 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 cncampments. Superimposed problems include: 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 twe catepories:

a. Cost Efficicency 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.



ii.
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Optimal yield of health centers as a result of the
extension 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 ard well-maintained

motor peol: érocurement and distribution of drugs in
sufficient quantity and quality; training of professional
and para-medical personnel in nccordance with the
objectives of the planm; creation of specified professional,
social and administrative incentives in order to retain

health personnel in the country and in the civil service.

b. Objeczives of Effectiveness: (Freventive medicine, public

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

ii.

iii.

iv.

Priofity atten’ion to vulnerable groups: presnant women
and nursing methers; children under five years of age,
rural populations far from distribution centers, and

water points, shanty towns residents, etc.

A nutrition and health education campaign using all means
of communications: health officials, civil servants and

the official and unofficial leaders of the community.

A campaign against recurrent tropical diseases in
Mauritania (malaria, bilharziasis, dracontiasis) and

against tuberculosis and leprosy.

Campaipn of environmental control: sanitation: hypgiene:
supply and improvement of the quality of water; -promul-
gation of a lepislation and organization of a health

inspection program.
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An extended vaccination program (PEV) to vaccinate
children apainst six contagious diseases: diptheria/
‘whooping cotigh/tetanus, measles, polio and tuber-
culosis. The plan proposes to vaccinate 85% of the

children in the country by about 1985,

" 'The specific aims indicate which programs gre 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 géneral, they could be applied in
any tropicg; country, Howgyef,fgyis_pgrt of the plan must be considered

as the foundaticn stone of all the strateaies and actions of the plan.

The budget ¢f the Fourth Developrent Plan (Table 13), as
contrasted with chat of the Third Plan, includes significant amounts
for the extensi@n cf health coverape (infrastructure, personnel; drugs),
for the improvement of the control and diagnosis of diseases (equipment,
ldgistical support), and for the initiation of community health

.(vaccination, campaipus againét tropical and infectious diseases).

These reflect the pre-occupation 6f the Ministry of Health

to resolve the most urzent health problems of the country.:

The possibility of achieving the general objectives of "health
for »11" in Mauritania will depend esﬁentially on the political will
of the .+rernment 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 tc provide impetus and viability to the plan.
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Table 13

Budpet Estimates of the Ministry of Health
Fourth Development Plan (1981-1935)

—
Items - 1981 1982 1983 1984 1985 Total A
Recurrent Cost
Personnel 237 260 286 315 347 1445 24,3
Operaticns 124 129 139 131 134 648 10,9
Pharm. Products 219 246 258 271 286 1280 21,4
Sub-Total 530 €635 674 717 767 3373 56.6
Investment Costs
Construction ‘ Hh4 143 109 1590 16 482 0.1
Rennvation 53 37 93 65 37 335 5.6
Equipment 252 3n1 199 135 114 1042 17.5
Vehicles 42 33 21 14 18 12¢ 2.2
Sub Total 411 564 413 414 1935 1987 33.4

Special Activities

PEV (Vaccination) - 12 13 15 16 56 0.9
Spec. Urnits - 34 33 41 45 5 ZQS 3.5
Jilharziasis/Malaria 29 14 14 16 21 93 1.6
Anti-Tuberculosis 56 56 55 34 34 235 4,0

Sub Tntal 118 129 123 110 121 592 1C,0

Grand Total 117% 1319 1210 124] 1073 5952 100,7
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Constraints Affecting the National Health System in Mauritania

Introduction

Three catepories 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. Lndcpenous Factors: Among the constraints inherent in

the health system (endogenous factors to the system):

(1) HMznapement/planning: ' sence of a diagnosis' of the

health situation of the country,‘of a long~range
_ strategy and of a specific plan for the achievement

of specific objectives.

(i1) 'OQeratioﬁs: a low priority is given to primary health
care and to preventive medicine- the favorableraspects

of traditional medicine are often nepglected.

(11i) Training in quality and quantity of the Necessary Health

Perscnnel: The Mauritanian prcfessional and para-medical
personnel do not have; in renegal, multi-disciplinary

training or sufficient motivaticn to work in rural areas.,

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

per annum, recurrent charpes that extend beyond the
anticipated resources in the sector; the absence 6P~

logistic support of all kinds.



(v)- Evaluation/Supervision of Programs and of Health

Personnel: the lack of a date collection system and

of hcalth information system’ rroirrams:th> nshsencc’

of spacific standards procedure and rrecise techniques
for follow-up the limited. ineffective rcgional and

local deccentralization of legistic support.

b.  Exopenous Factors' The main corstraints of a socio-

cultural and cnvironmental nature (factors exogenous to

the system) are:

(1) Popuinticn Growth' a 2.5% growth per annum in the face

of limited national resources clonging demographic
factors characterized by high rates of fertility
mertality. migraticn (internel and international)

an? marriapes a low life expectancy ( O years).

(1i) Henlth Status: a high prevalence of certain tropical

diseases (malaria, bilharziasis Guinen worm intestinal
parasitcs) contagious diseases (measles tuberculosis
venereal diseascs) and infectious diseases (diarrhea and

enteritis. pneumonia. dermatitis conjunctivitis otitisg).

(11i) Status of Nutrition food deficiencies due to ipnorance

traditional taboos abrupt wesniny. The existence of

malnutrition as a result of insufficient food.

(1v) Economic Situation a heavy dependance on foreipn aid

and a slow growth of the GDF  liw rorcentare of the
health budget compared te the national budget a low
per canita inccme- unantloyieni  1nflation:~fncrerse in

the ccsts of transpertation drugs and equipment.



(v) Social Situatinn' a preat diversity in ethnic groups

and iccal languazes health and nutritienal attlitudes
and practices which can be dangerous. a lack of parti:
civation in decision-making at the village level
(predciinance of patriarchal and hierarchial power):

a lack of community participation in planning,

oparation and evaluation of health programs.

Influcnce of Environment - the lovw rainfall. difficult
access to water sources (in quantity and quality for
human use and for agriculture znd for livestock):
advance of the desert and desertification. difficulties

in road transport durine the rainy season.

c. Other Factors: The constraints <f a olitical order result

from the inter.actinu of endopenous and exogzenous factors. They are at
times very subtle and Jifficult to analyrze but are always present in the
inter-action between thc sovernment and the community. between the
decision-making centers and the production and consumption centers  The
bureaucratic process dozs not necessarily follow 2 lorical line in making
decisions. The formulation of pelicy and the presaration of a plan or

a program is usually the result of the work of a sma2ll group of technocrzts
of a ministry following the dictates of a minister, and this without

prior ccnsulting cf the interested partics (labor unions, farmers'
association cooperatives. chambers of commerce community organizaticons,

political narties etc.).

Mauritania is not foreipn to this style of cperation rapidly
conceived policies, fowmelation of plans or prograns vhose only aim is
the satisfaction <f the :-litical neceds of the roment or satisfaction
nf the interests »f intornational donors. This manuer of operating.
"to save time', has scuetimes unexpectod results.  In today's world it

is impossible tn avoid political debates as an exercise of power.
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If there is ne discussion within a reascnable nericd of time it should be
provoked irn order to reack a concensus between the "teneficiaries'" and the
"public power"  In health/nutrition prosrams the most important constraint
in this catepory is the lack of community particivation in the decision

making process and even ia the operation of wrarrams.

B. Endogenous Constraints

1. Management nand Planning Capacity

The manapemexnt :f health has been entrustad to the Ministry of
Health. The structure of this ministry (page ) is tcc compartmentalized
to facilitate the coordination of the various secfions and the integration
between preventive and curative medicine. or the creation of operational
links with other minicteries such as the Ministry nf Rural Development
or Education. A recrganization is indispensable to improve the efficiency
of the ministry. The actual structure of the rinistry is the result of
gradually grafting secticns as new vertical services were creatad. The
creation of national health services in Mauritania cen be tfaced back to
tlic country’s independence in 19C0. Government responsibility waé
establislied and a iinistry of Iealth and Populaiion was created. There
was no re--structuring cr reorganization and thé new national services
succeeded the cocloninl health services. monitoring the same infrasfructure}
The development process of 20 years remained unchéngdd frem that of the

services of the coloninl period.

The operaticns of the Ministry of Health are of a curative and
preventive nature linked to health and nutritionnl education: they reach
15 to 20% of the country’s population and extend to akout 75% of the

urban population nt a terribly hiph cosis
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In theory, there is decentralized administration (under the
res  msibility of the :cvernor in each region) and also a technical
decentralization (under the responsibility of the Head Doctor of the

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

As to health olaaning, it has been entrustad tc a unit of the
Health Department. but does not have any specinlilzed personnel. This
explains:the'absence of any detailed programming of n specific plan of

action, or of a long-term strategy.

2, Capacity of Medical Care

The absence of a specific progran of action in the Ministry
of Health seriously reduces the capacity of cfferine curative and
preventive services capable of reducing the morbidity and mortality
rates. The number ~f activities in urban areas and the high expendi-
tures that individual health services represent for ithe health budpet
are too high for the meaper resources of the ministry. Recurrent costs
stemming from investments in curative medicine infrastructurc (resional
and national hospitals} will ccmuromise all th: increases that the health
budpet foresees in the future Mast of these investments are grants from
friendly countries or fronm international organizaticns which do not take .
into acecount the country ¢ limited absorptive capacity as it relates to

nperating costs and the shortage of trained healt<h nersomne.l.

The result ~f this state of affairs is 2 virtual absence of
health services in ruxral areas where 757 of tui i iulzation live. The
conception of mass medicine as & *asic element ~f 2 unified and

integrated national henlth service is still a theory in Mauritania.

Existings scrvices suffer from the hipl cost of medication and
their sporadic distributicn. There seems to bz no systematic method of
procurenent of generic -frugs or of their distributicn To the different

regions of the country facing special health rcolilews.
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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 iin the health centers are prcof of the need to establisgh

a quality contrcl system of the services given provided by all health units,

Capacity tc Train Health Rersonnel

The following table indicates the need cf health personnel as

of 1980.
Table 1%
Levels of Chortage of Health Personnel (1930)
Proportion” Lctunl No, of **
Recommended Ministry of e
by WEHO No.  H=aalth Personnel Shc_’f_t:&“
(Afr.) Needed Tersonnel No., A
Doctors 1/10.000 1 55 a9 61.8
Dentists 1/:¢,000 *3 3 Lo $9.C
Government Nurses 1/ 5 000 286 216 70 2.5
Government Midwives 1/ 5.000 286 5% 254, 81. .
Pharmacists 1/50 000 29 10 19 65.5
Sanitary Engineers 1/250,000 6 1 5 8.
Licensed Nurses 1/ 2 000 722 200 423 58.¢
Dental Technicians 1/ 2 000 1.°00 5 1) 435 99.7
Traditional Midwives 1/ 5000 /80 o105 o575 78.1
I GT 5 Tl 78 2 69 78, "

(averaoe)

% Per 1980 populaticn. 1,73 000 inhabitants

b
%

Personnel paid by the ilinistry nof Fealth according to
Ministry‘s Personnel Office.
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In the district of Nouakchott and tbe twelve regions the

dis.ribution and nced for doctors are as follows (193Q):

- Levels and Chortapes of Doctors by Le~ion

P b J Sy A - \f

Region Population ?;Soggeaggd ;gg:zir;oéfin Shortage

Health No. b4

Nouakchott 175.000 17 40 + 21 4135
Hodh Charqui 166.000 16 1 15 92.8
Hodh Gharbi 10,000 12 1 12 92, 2
Assaba 135.000 3 1 12 92.3
Gorgol 158.000 16 2 1L 87.5
Brakna 159,000 16 1 15 91.8
Trarza 22" ,000 22 2 20 91.0

Adrar 56 .000 6 2 k 66f7..

Nuuadhibou 0,000 3 2 1 333
Tagant 78 000 8 - '»8 100.0
Guidimaka 90 000 9 1 8 8.9
Tiris Zemmour 26 000 = 1 2 66.6
Inchiri 17,000 2 2 1 500
1 huy, 000 1Yy 55 eeemme. B9 61 8

(average)
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By the year 2700. the needsin health perscnnel training should
be twice those <f 1930 if one takes into account retirements, loss duc to

deaths. etc. (Sec Tablzss 1*° and 15).

The firsi: conclusion that can be dxewn from these two tables
is that the only plnace where 1t is possible to speak of health care is
ia Nouakchett. In the rest of the country, withcut taking inte account
French speclalists (there are 100 professionals under the technical
assistance prograrm' deoctors, druggists, nmidwives cupineers, technicians,
etc.) the medical serviee is undar the responsilbdiity of government nurses.
The cost ond the difficultice in training Mauriteondion medical perscnnel
abread arc inordinatsc as compared with current possibilities. If it is
possible to quantify ncadr, it wiuld be difficult %o find capable and
rnctivated students who after their training (7 t 10 years) would

return under the conditions the country wculd offor.

As tr hcalth care in rural areas . the only solution ie to
entrust prirary health services (sanitary experie traditional nmidwives
etc.) to local comrunities. The personnel weuld be vrovided by
communitics In acec riaonce with the plans of tha Ministry of Health, An
overall pelicy of comnuniity participation in health, education and
nutrition must bhe carried cut imwediately by the scvaroment. But the
training of trainers in the repicns. the supply of mecical kits, the
ccerdination of mobile units which are to ensurce preventive measures
and finallys to train local personnel cver an adequate period (2 months
minimum) would represent an important investment in time and monmey. The
cxperience which is yninced in the Trarza and Adror con serve as a basis

for other similar experiences in the rest of ths couniry.

Tha Naticanl Schocl of flursineg and Midwdves f Nouakehott
(ENISF) was creatoed in 1960 with the assistance «f #RI0 -n¢ UNICEF. A
fundamental reoricntati-o of its curriculum would be necessary in
srder t include preventive rmedicine approaches, prima. health care,

and local community oreonizations, etc.
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In addition, the training of trainers should be taken into
consideration, as well as the recycling of personﬁel and the training of
rulti-disciplinary jerscnnel. Currently, the cfientation which consists
in "readapting” praduate nurses does not meet the personnel needs for
primary health care training. -The organization of professional nurses,
midwives of govermnent an? auxiliary nurses, and health. agsistants, etc,,

shculd be reccnsidered and readapted tc the needs =f community medicine,

Until now, efforts to train health personnel have consisted
of recruiting and training personnzl of all levels according to thé
health needs of the population (curative needs in particular). They
included the short-tern training of intermediate and basic personnel:
government nurses and rublic health auxiliary staff, This training was
initiated under a training plan for public health auxiliary personnel
(traditional midwives, assistant nidwives and supervisory government
nufses). Under the same plan the training of village druggists and

conmunity health assistants was envisaged in a secend stage.

This projcct, which in its initial stace was under the MCH
service, will be extended and called a family welfare project. (UNFPA
will finance the prnject,)

The skilled personnel trained at the Naticnal School cf
Nursing and Midwives of Nouakchett includes milwives, praduate nurses
and government nurses. A certain number of midwives and povernment
nurses are alsc beiny trained in other African countries- (Libya,

Morocco and Alperia).

Insofar as doctors are concerned, 140 sheuld be trained by
1985; 97 are already Leing trained (it seems) ard the orientation of
future baccalaurcat students will be established with year 2000 objectives
in mind: Particular emphasis is beinp placed on the training of specialists

who will work in the hospital systeny training »f a larpge number of then
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is ensured by scholarships being offered by internaticnal orpanizaticns
and by friendly countries. Official documents cn this point are--

contradictory and shhuld he reviewe: more carefully.

Table 17 shows the numbers of health personnel that would

be necessary by year 2000, if WI'0 recowmendaticns arc fcllowed,

According to Winistry of Health plans, the focllewing personnel

will complete training ccurses under the Fourth Development Plans

Table 16

Tr-zniz Plen for Health Personaci at the

fiuistry of Gealth (31061-2590)

Profession 81 82 83 84 85 86 &7 8t 89 90 Total

Doctors 20 2C 20 20 20 20 20 20 20 20 200
Medical Speclalists 4 4 4 10 10 10 10 10 10 10 02
Dental Surgeons 1l - = = e = = = s 1
Pharmacists : - 4 4 3 2 2 2 2 - - 19
Para-medical staff 167 60 60 60 60 60 - = =~ = 467
Statlsﬁicians 1 1 = = = = = = = = 2
Healtl, Plannars 1 1 - = = = e e - - 2

Technical Assistants 200 200 200 200 200 = = = = = 1000

Total 394 290 28¢ 293 292 92 32 32 30 30 1773
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Table 17

Levels in 1980 and Shortage of Health Personnel

by Year 2709 (Annual Traininp Needs)

Proportion  Recomm. Actual No, Shortage  Average

Recormended No. by in Ministry Forecast  Annual
by WHO WHO of Health by 2000 Training
- Needs
No.

Doctors 1/10,000 249 55 185 9
Densists 1/30,000 8¢ 5 75 4
Government Nurses 1, 9 475 216 . 259 .13
Government Midwives 1/ 2 475 52 423 21
Pharmacists 1/50,000 50 _ 10 49 2
Sanitary Enginecrs 1/25¢, 000 19 1 9 5
Graduate Nurscs 1/ 2,000 1,190 299 891 45
Dental Technicians 1/ 2,000 1,19 5 1,185 62
Trad. Midwives 1/ 3,000 792 115 685 34
Total 4,50 748 3,752 1,885

A review of these tables indicates that there is no valid
plan for the trainin;: of health personnel. Inastuch as the Fourth
agievVelopnent Plan has not yet been adopted, it is difficult to corelate:
the amount of services to be provided with the nunber of personnel

required.
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4, Capacity to Create Health Units

The Fourth ilealth Plan mentions the .existence of the

following he:lth infrastructure:

e

Nouakchott

b N e

~d

w

Nationali Hospital with a capacity of 425 beds

National Hygicne Center

‘Pharmacy Supply Center

Polyclinics

National Training fcr Para-uedical personnel
Mother-Child Center

Departmental dispensaries

Maternal and Child Health Centers (MCH)

School Health Center (National Secondary School)

The Interior

8

40

12

25

Ressional hospitals with 47 to 57 beds each at

Aioun - Kiffa - Selibaby -~ Kacdi - Alep - Rosso =
Akjoujt and Atar

Cate ory B Health Centers (Prefectures), many of which
no lonser neet local needs

Caterory C Health Centers (rursl), most of which were
built Ly the local population and are very often in a
ol eondition

licbile teams installed in repional capitals and with a
nonthly schedule of trips to the interior B
Maternal and Child Protection Centers, 14 of which
have a Nutritionnl.Recovery Center (CREN) at their

disposal.
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Under construction are:

At Nouakchott, the Sabah Hbspital (Phthisiology,
with 97 beds);

At Tidjikja, a hospital with 50 beds whose completion
was expected by the end of 198) and the

stest-up in the course of 1981,

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

information provided here.

Table 18 shows the =ap in health units, calculated ou the
basis of population to number of health units per region., This table
is useful to calculate the masnitule of the gaps; it should not,
however, be use! for planning purpnses since the derived numbers of

health units are of 2 particular type which riust still be lcfined,

A prosramming 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
villama units) per thousand inhabitants that would be neceéssary to
cover the rural population with basic health care. A specific number of
of class "C" bealth center with '1CU/CREN) and¢ 2 number of Class "'B"
Health Centers would be linked te Class 2" Centers (with Mother~Child
centers) The class "A7 centers would be located in rerional capitals

and bheconie satellites GF the recicnal huspitats.

The ULnsic idea would be the establishment of coordination and
supervisicn lines 'etween all the health units, whatever their size., If
a nodule is considered for about 25, ¥ peosple, for example, there woulsd
be a neced for at least 1 Class "C* Health Center for each thousand peoples
3 Class "B" Health Center to 1 Class "A" Center. Toc module for 25,200

people should bear the follewin;; structure:
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Table 18, Shortage of Health Units in Mauritania (1980)

A ¥r-Available

Population Hospital Palyclinic CME Heal th Health Health
Center Center: Ceuter
] Class "A" Class "B" Clags ®C™
1980 1/100000 1/80000 1/160000 1/160000 1/40000 1/2Q000
Region 0o N & ¥ A N A N & x A A

- Nouakchott 173.000 2 1 2 2 1 H 3. 2 4 4 0 0
Fastemn Hodh] 166,000 2 0o 2 0 1 o 3 2 .4 8 i0
¥estern Hedh| 130,000 | 1 T2 0 i o 2' o 3 g7 2
Aasabe 136,000 1 T 2 0 1 0 2 2 "3 7 3
Gorgol 158,000 2 1 2 0 1 o 3 1 4 1 8 11
Brekng- 159,000 2 1 2 0 1 C 3 3 4 4 8 8
TrafEn 224,000 2 1 3 0 2 o 4 3 6 3 11 10
Adrer 56,000 7 1 1 0 1 0 1 1 2 3 3 1
NouadhEbou 30,000 - 1 - 0 - 0 = 1 1 0 1
Tagent 78.000 1 1 1 0 1 0 - 2 2 1 4 3
" Guidimaka 80, 000 1 1 0 1 0 1 2 2 0 4 11
Tiris Zemmour 26,000 - 0 - 0 - 0 - 1 1 2 1 1
Ichiri 17,000 - 1 - 0 - 0 - 1 1 0 1 1
TOTAL 1,443,000 |35 .11 18 2 11 i 22 -j[ 37 29 63 62

Dé2ied b (#) (78) (7o) M (8) (1)

% 26,7 88,9 90,9 4,5 21,6 1,6

"N _- Needs




(continued)

A - Available

—
q: MCH -Health Eéuc. Sckool . Tubircu- Mobile Total Shortage
and . Health. loals Teams
MNutrition
}1/6qooo 1/60000 1/120000  1/100000 1/100000 - 9% ]
Region Pop.
- ) N A N & N A N - A XN A X A
Nouakeho%%.. - }173,000]3 3 03 3 1 1 2 2 0 2% 15 4 17,4
Eastern Hodh [166,000]3 3 3 2 1 o 2 1 2 31 13 10 22,56
¥sstern Hodh [130,000{2 2 2 1 [ B 11 123 13 10 43,5
Assedbe 136,000}2 2 2 1 1 1 1 11 1 23 15 8 34,8
Gorgol 1585b00}3 3 3 3 1 1 2 1 2 1 31 23 8 25, 8
| Brakne {159;,000}3 2. 3 2 1 0 2 2 2 i 31 23 8 25,8
1 rrarza 224,000}4 3 4 3 2 1 2 1 2 1 42 26 116 38,1
AdTar 56,0001 1 1 i 1 1 1 1 13 1 14 B 21,4
" Nouadhibo w 36,0008~ 1 = i - 3 - 1 - t 2 2 45 0
Tagant 78,0001 2 1 1 i G 1 1 1 1 4 12 2 14,3
Guidimala 90,0002 2 2 1 1 4] 1 1 i 1 17 19 +2 O
Tiris Zegmour g 365000 i= o - - - o - 0 - s 2 4 +2 ns
Inchizxi 17,000 j i - 1 - o - 0 - o 2 5 43 00
TOT AL 1,443,000f24 25 24 20 11 5 15 13 15 11 225 201 53 0,8
SHOR ™ “iH {1} {4) {45} {2} ?4) {53) |
Z 4,2 16,7 4545 13,3 26,7 20,8
N - Needs




A second wmodule 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 change in the mmber 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 socic-cultural
and geographic conditions. The network principle would, however, remain

unchanged,

-~

Chart 4 illustrates the number of modules by administrative
regions which would be requiréd to cover 25,000 persons, The striped
avea has a higher population than in the other parts of the country
How then should multi-disciplinary village health centers gerve 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 25,000 persons could be divided into five units covering 5,000

persons in the less populated northern regions.



- 83 ~

Chart 5 shows the density of the Mauritanian population by

administrative region., Chart 6 cutlines the major agro-ecological zones.

5. Adninistrative Capacity

The structure of the Ministry of Health is too higthly compart-
rnentalized to facilitate the coordination between its services and to

integrate preventive and curative medicine,

The Ministry should be reorranized with the objective of

establishin’

(a) a more flexible manacement,

(b)  tachnical planning, ’

(¢) a school to train health personnel in approaches
relatin; to the health problems of the country

(@) a more flexible logistic sysicii, and;

(e) a plannins office capable of following-up and

evaluatino prorrams.

The working methods of the Ministry'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-tubercuicsis campaipn of
primary health care, of Pharmapry, angd of the services of regional he “th
units and the District of Nouakchott would be rerrouped under a Prozramming
Directorate. This unit would work in close collaborati.n with 4 other
directorates: (1) Plannin:, (2) Interrate!? services, (3) Personnel
trainine-, (4) Adninistration and lozistic support, and (5) Ev-+luation

and supervision, The matrix would be as shown “clow:
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Modules”

_Map IV, Estimates of Number of Sanitary

trative

of 25,000 Inhabitants by Adminis

Region
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rg?;? <1 Map V, Population Density by
Administrative Region (1980)
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TECHWICAL  DIRECTORATE

The Tecknical Directorate would then be responsible for the

coordination of specific aspects of all programs.

The duplication of effort would, therefore, be avoided.

6. Supervisory and Evaluation Capzacity

The cvaluation and supervision of health proyrams are not

yet a part of the reguicr work of the Ministry of Health,

One of the reasons for this shoftcbming"is the lack of a
system to collect staiistical data.-min th) absence of an informatiqQn
system, the Ministry develops anncal surmary tables on the nunber of
medical consultations and naticents, on the nest frequent diagnoses and
the prevalence of cormunicable diseases which are recorded in health
units., The MCH, the recovery and nutritional education centers {CREN)
and the Expanded Vaccination prograa (2EV) collect rore detailed

information on thelr specific activities.
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There has never been a national survey on morbidity in
Mauritania. With a population coverage of only 20 or 257, 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
inportant diseases. The general absence of laborato;ies in hospitals
and health centers results in mest diapnoses being mere suppositions,
for they are only based un symptoms and observations, nade during
brief clinical check or the filling out of a very superficial clinical
forn. Only twe or three laboratories in the country can be considerad
as trustworthy, Among them are the National Hyziene Center of Nouakchott

which has achieved a remarkable record in epidemiologic research.

There is n> systomatic training system either at naticnal
levels or regional levels: training centers do not have a qualified basis
on which to measure the quality of the trainin;; provided or to assert the
need to change their syllabus. On the other hand, without a well established
trainine system, the Ministry of Health cannof control the quality of
nedical care or measurc the difficulties that personnel encounter in the
field. 1In short, the lack of a training program nakes it impossible for
the Ministry to develop its technical resources —- resources which con-

stitute its most precious capital.

C. Exopenous 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
tetween the exosenous factors in the national health system (health state,
nutritional state, population growth, socio-cconomic structure and

environment characteristics) and the endogenous factors of the system
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mauagement planning’ capacity, personnel training, service operations,
adninistration, evaluation), -To these two types of factors correspond
a series cf fairly stronp constraints which will influence; directly
and indirectly, the quality of the national health system. . Only the
endopencus factors are under the control of the Winistry of Health; the
exogenous factors, on the other hand, depend upon o nuniler of variables
of the "setting”, and they are'moderated by the behavior and the attitude
of society. A deep understanding of thise 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 crder to dimprove _ '
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 larze-scale health programs are not recomnende
for a Ministry of Healtb that has no political authority, nor technical

nor financial power in matters that directly affect it.

Health, wifh education, arc the key elements of the gbvernment's
social action prograns. A sick and illiterate population will never
achieve development, The quality of a population can be neasured by the
analysis of health statistics, especially those concernin~ life expectancy,
infant mortality, the growth and development of the child's mental

process.

These various factors should also include cormunications

between the government and the lacal community, and vice-versa,

The constraints here are inportant:

a. Low pricrity to health by the sovernment

b. Low priority accorded to preventive nedicine by the
Ministry of Health,

c. Weak comnunity participation in the activities and
prograns of the Ministry of Health

d.  Weak health education pr:rau

e, Gap between the urban and yrural world



f.. Exaggerated ;riority accorded to N-uakchott and to
other urban arcas in the distribution of resources in
the Lioolth sector: operating costs; investment costs,
specinl rrograms

«  Lack of intepration betweoen the rrorrare 1o different
 sectors

.h.  Operatin; bud et almest inexistant in rural health services,

IV. -Conclusions and Recommendationrs

The Miiistry of Health rust envision the.inprovemcnt df the
managenent, plannin-, coeratien >f services, persunnel ﬁraining,
supervision and evaluaticrn, This is basced on the nee’ to orgauize
public administratic-r accordin: t- ratioaal priveiples of efficiency,
subnitting; a1l its elenciits to 2 eriticnl analysis, Gowvernment riésources
rust be distributed accrrding t. well-defined privritices. EDducation and
healch arce among tho nost iwprtant sectors an i alsn the mest |
expensive == hence the irportance o«f dafinirg zvery functional aspect of

of its »nperation,

The wrec.!in: paces Jdiscussce! the wroaniznticn of the health
services nd the major constraints were underscorcd in erler to inprove
the Ministry's rannerment, It 1s obviously u; t, the GnVcrnment wf
Mauritania to define 1ts health pelicy as an ints val art of its {oliey
of cenumic anc¢ social Jevelopment, the reasurces to boe tiken, and the

rescurces to boe allccntel to achieve its objeetives, -

The reermnien. ttins which follow are intcuded only to indicate

which nealth programns should be @ iven prisrity atceution:

1. vinnagenent foquircments

Tiwe 0odwdgtrecdive v ocudzotion of e iiids sy sheuld
e vesirtciu L by ereatdns tochniend windgs to réplace

curvistiy ovionine sooevicce, TLhis el roguire
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2,
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the integration of experts((Mauritanians insofar as possible)

in the asrects of: planning, progr.rmoing, personnel’

“training, bic-statistics, epidemiolory, health administration

and evaluation,

The programs apd existing units should he reinforced before

initiatin: new projects and appeinting new personnel.

Need of a System to Collect and Analyze Statistieal Data

The systen nf health statistics must first he developed on

a experimental hasis, attached t» the cffice of planning

and étudies. The syster nust be simple and flexible so that
the national hecalth situation can be frllowed avery month,

At the same timc, the repional units should participate in the
analysis o5f infrrmatisn in their area in order to facilitate

the central compilation of information,

Need to Identify the Tarpet Pepulations Benefitting frem

the Various Health Proprams

The tarpet donulation selected for a vacciuation pre-natal
and post-natil care, nutrition, c¢ontrol or endemic diseases,
schnol-health, cte., must be calculatned specifically by
rerion and luvartwent in order to determine coverage and

cost/bhenefir rntes.

Need t» Devela) 2 Detailed Plan in Successive Stages

The existins ©lan consists of a series of major orientations,
but the forrulation of a hasic epidemiolu«iec plan is necessary,
The advintare ~f havine a specific nlan is to economize
nersonnel at all levels, and esnecially to establish a clear

and definite irpact on morhidity and ricrtality,


http:epidemiol.ic
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The ‘Need tn-Plan and Make Primary Health Care Activities

Operational

ié.ié.ndt'nacessury to exta d the training of primary health
care persomnel to all of the regions, A well=conceived
propram with adequate resources must be developed, but it .
is also indispensable to develop a strategy of eommunity
particination with all its inmplicatinons;

The Need to Establish a Supervisory and Evaluation System

Without this system, the Ministry's procrams will not be
able to achieve concrete results, Prborans and activities
of -he perscnnel rnust be neriodically followed up so as

to understand their problems and thereby plan concrete

actions to solve them,

Need to Orgsanizz Personnel Training

fne aim is to establish 4 multi-diseiplinary approach which
would allow a reduction in personnel and fornulation of
better integratad proprams. The recycling of the established
personnel nust form part »f the global strategy éf bersonnel

training,

It must be recormized that a very important effort is being
wade by the leadership.of the Ministry in order to increase

the efficiency nf the different services. However, an

‘adrministrative reorpanization and reorientation is necessary,

as is the elaboration of a carefully defined Plan of Action,

. A1l these .actions muset ‘be supported by an explicit health

policy integrated into a global development effort,
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With this concern expressed,a series of opticn papers
in health and nutciticn are being submitted in a separate document.
These options represent a variety of technical arnroaches which can
guide the povernment in its choice of a health policy of sufficient
scope to contribute importantly to imprcving the quality of life in

Mauritania,



