Pv-pPR-ST%
Svi37 504

THE VILLAGE HEALTH WORKER APPROACH TO RURAL HEALTH CARE:

THE CASE OF SENEGAL

Robert E. Hall

Rural Development Committee
Center for International Studies
Cornell University



Copyright, Cornell University
Center for International Studies
Rural Development Committee 1981

Published by the Rural Development Committee, Center for International Studies
170 Uris Hali, Cornell University, Ithaca, New York 14853. June, 1981
$3.50

ii



PREFACE

In cooperation with the U.S. Agency for International Development, the Rural
Development Comr’nittee of the Center for International Studies at Cornell University
has undertaken research on the role of paraprofessionals in rural development.
Throughout the world there is increasing interest in using paraprofessionals in various
capacities as frontline development workers to provide services which are acceptable
and accessible to the rural poor who often have not been reached by developmment
programs. However, there is minimal empirical knowledge on which to draw for
program planning and guidance. Our study has sought to remedy this need by analysing
several existing paraprofes.sional programs to .determine which factors affect the
paraprofessional's effectiveness. Field studies were conducted of illustrative programs
in Guatemala, Bolivia, Senegal, Upper Volta, Sri Lanka and the Philippines. We hope
the results of these field studies will provide program planners and administrators as
well as government decision-makers with well-documented cases of how and why
paraprofessionals function in various contexts.

For research purposes the Cornell team decided to define paraprofessionals

generally as workers (1) with no more than 12 months of pre-service or technical school

training; (2) who have direct service contact with rural dwellers; (3) and who play a

semi-autonomous role in making day-to-day judgments and decisions; (4) while operating

as part of an organized private or public sector agency. The typical paraprofessional is

litely to be indigenous to the service area and to have no more than a primary school
education.l

An extensive literature search that preceded our field work sugéested a number of
general propositions: (1) development objectives in the agricultural and health sectors
in terms of communication and adoption of improved practices can be achieved
efficiently (measured in unit cost and time require) through use of paraprofessionals; (2)
the effectiveness of paraprofessional programs depends upon the adoption of
appropriate program practices regarding selection, training, supervision, compensation,
etc.; and (3) the effectiveness, efficiency and responsiveness of paraprofessionals will

vary directly with their success in linking with participa‘ory local organizaions.

R. Colle et. al.,, Concept Paper: Paraprofessionals in Rural Development,
(Ithaca: Cornell University, Rural Developmeunt Conmittee, March 1979), p- 9.
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While the research was gufded by these general propositions, our intent was to
derive principles of oi:;eration and to identify useful operating practices in an area
where there is scant knowledge. Consequently, the research effort was designed to be
reasonably open-ended aJ;d comprehensive- to ensure incorporation of many kinds of
useful knowledge. Since the paraprofessional cannot be viewed in isolation, it was
necessary to focus attention broadly on the relationships among the paraprc fessional,
the community, and the delivery system.

In accordance with the objectives of the study, it was deemed more appropriate to
study ixr-depth the dynamics of a program i.n a particular area rather than attempting a
summary overview of a program in an entire country. Thus, the major research effort
consisted of two months in-depth field work in a limited number of villages within each
of the six countries. Including a larger sample of villages would have provided a better
basis for generalizations about the program, but the examination of paraprofessional
performance would have been more superficial, the quality of data less certain, and the
realities of implementing a paraprofessional program less clearly detailed.

To ensure cormparability of the results each of the six tield studies was guided by
a checklist of topics and questions. However, in ar cffort to obtain frank responses and
empirical detail, the studies employed primerily open-ended interviews and participant
observaticn methods. The field work was supplemented with documents and reports
that touch upon experience with the paraprofessionals, and with interviews of officiels

either directly or indirectly involved in the respective projects.
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INTRODUCTION

On August 22, 1977, the Government of Senegal and the U.S. Agency for
International Development signed a project agreement announcing a collaborat-ive
effort to create a new and more exte:nsive layer of health services to serve the needs of
Sine Saloum region's rural population.” The stated objectives of the Sine Saloum Health
Care Project are: "(1) to establish a network of village health posts (huts) staffed and
supported by community level personnel throughout the region; and (2) to improve and
strengthen the support infrasturcture of the Government of Senegal for services to
health centers." This agreement calls for the establishment of 600 health huts to be
located in villages throughout five of the region's six departnllents. Each health hut is
to be staffed by a team of three village health workers—a first-aid worker, midwife and
hygienist—who are to receive rudimentary training in curative and preventive health
care, environmental sanitation and health promotion. Village health care activities are
to be maintained and supported through the active participation of local community
members. Upon completion of the project, this new system is to serve the majority of
health care needs of over 800,000 rural people.

The Sine Saloum Health Care Project involves the selection, training,
maintenance, support and supervision of over 1,800 village health workers located in
scattered, sometimes isolated rural communities. The potential influence of the new
system on the health status of rural people is equally great.

Numerous factors encouraged us to select Senegal as one of the sites for a case
study:

-  The description of the village health workers who staff the health huts

matched closely our definition of paraprofessionals. They receive a
brief training prior to assuming their tasks in the village where they

offer their new skills on a day-to-day basis and receive occasional
contact by agents of the supervising and support organization.

-  The project places an emphasis on the self-sustaining potential of the
village endeavor through community commitment and participation.
Village members are responsible for the selection, compensation and
support of the village health workers, the construction of the health
hut, and the management and operation of health care activities.

*

- The scale and complexity of this region-wide demonstration effort
presents a context of operation within which practical insights and
generalizations may be sought. Research findings would thus be of
utility not only in extending the general model to other regions of
Senegal, but also in planning similar projects in other countries.
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This report is not an evaluation of the Sine Saloum Health Care Project. Rather,
the intent was to conduct a detailed case study of the application of the
pz;raprofessional concept to the provision of basic health care services. The study
focuses on the interactions among elements of the community context, paraprofessional
characteristics and program structure as.they affect paraprofessional performance.
Field research was conducted during a three month period, October 1979 to January
1980, most of which was spent in villages in the Department of Nioro du Rip located in
the southern part of the region. (See map)}

Rather than attempting to visit each of the 200 villages actively invelved in the
health care porgram, a more intepsive research strategy involving a small number of
active villages was. chosen. This strategy is based on the assum'ptior. that greater
analytic clarity into the village-level dynamics of programs using paraprofessionals may
be gained by living in a village, speaking with a broad assortment of community
members and observing interpersonal behavior than would result from the standard
survey-by-Landrover method.

Nevertheless, the intensive case study method and the brevity of the reserach
experience have imposed certain limitations on the scope of analysis. It was not
possible to analyze adequately the administrative and managerial issues which arose in
the course of implementirg this large-scale rural health care effort. Similarly, some
readers may be disappointed by the absence of an analysis of the cost-effectiveness of
the village health worker approach as compared to more common clinic-based systems
of service delivery. Finally, it is indeed unfortunate that the purview of analysis could
not be expanded to include a study of indigenous concepts of health, of health practices.
and practitioners. The results of such an undertaking would contribute greatly to the
efficacy of communication of health information among health professionals,

paraprofessionals and community members. The need for continued research is obvious.

Structure of Analysis
Three specific foci for analysis appear when we think of a large-scale effort to
enhance the quality of health care in rural areas by using village members as health

paraprofessionals.  First, it is evident that pioject organization will have some

influence on the quality of results obtained at the local level. That is, one area of
analysis of central importance ic the structure and operation of the delivery system

fashioned to provide basic health care services in the village. The adequacy of referral
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services, timeliness of stock replenishment, regularity and quality of supervision will all
act to impair or facilitate the performance of paraprofessionals. Similarly, the amount
of support available at higher levels of the health care infrastructure, the level. of
competence of personnel, and the character of communication within the organizational
hierarchy affect the efficiency and efficacy of operation of the service delivery
system. )

A second analytic domain is the realm of paraprofessional attributes, activities

and achievements. What influence do characteristics such as age, sex, occupation and

education have on the acceptability of village health workers? How do variations in the
value of any of the five central policy variables--selection, qualifications, training,
compensation and support/supervision—affect paraprofessional performance? A
thorough study of the paraprofessional in action and of the paraprofessional as a
configuration of characteristics or attributes is necessary for deviving a clearer
understanding of the value and limitations of the village health worker approach.
Finally, at the heart of the paraprofessional concept and of the village health

worker approach to primary health care lies the constitutive framework of comimunity

participation. Community initiative and involvement in the establishment, operation
and management of the village health care effort are essential to the sustained
functioning of the project. What aspects of the local social milieu obstruct or enhance
widespread community participation? Which factors condition the acceptability of new
health care concepts and practices? Why are village members in one community more
responsive and supportive of health care activities than viillagers in another community?
The answers to such questions are important to an understanding of.the relationship of
community dynamics to village health care efforts, and may be suggestive for planners
involved in other sectoral activities which operate at the village level.

It should be emphasized that these analytic foci retain their separate clarity only
when viewed absiractly. In the realmn of practice, however, these domains merge, and
attention is drawn not to each distinct area but to the interrelationships which exist
among them. Paraprofessional performance is not determined by the structure and
content of any one of these domains, but is a function of the interaction of all three
over time.

This emphasis on interrelations and interactions among analytic domains is
reflected in the format sclected for the following chapters. Chapter I presents a brief
description of the country and of the village milieu in which the project is operating,

followed by an outline of the health sector in Senegal. The Sine Saloum Health Care
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Project is described in greater detail in Chapter II. The ‘analysis is presented in a
manner which follows the evolution of the project from its introduction to the
Department of Nioro du Rip (Fall and Winter 1977), through the stage of
implementation and on to ’the period of operation during which research was conducted.
In a concluding chapter, the implications of the experiences in Sine Saloum for related

endeavors are discussed.
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Chapter I
THE PROJECT SETTING

Country Sketch

Senegal is the western-most point along the coast of Afsica; bordered on the north
by Mauritania, on the south by Guinea and Guinea Bissau, and on the east by Mali. With
a territory of some 196,000 square kilometers (slightly more than one-~third the area of
France), Senegal contains three distinct climatic zones. The Sahelizn zone in the north
and east is characterized by semi-arid conditions. A short and erratic rainy season of
rarely more than three or four months allows an average rate of precipitation of less
than 500 mm. Agricultural.production in this area favors livestock as well as short-
cycle varieties of millet and sorghum.

South of this area and extending to the border of The Gambia stretches the
Sudanese zone where rainfall ranges from 600 to 1,100 mm per year and comes during
the four months from mid-June to mid-October. This area is appropriately called the
peanut basin since groundnuts have been the major cash crop since their introduction in
the 1840's. Soils are loose and sandy and rapidly decline in fertility. In the southern
part of the Sudanese zone, cotton cultivation is increasing in importance. Livestock
remains an important part of the rural economy, although rising population density and
land scarcity are exerting increasing pressure on herders to find new pastures.

South of The Gambia rainfall increases to an average annual rate of 1,100 to 1,600
mm and the rainy season lasts at least six months. This is the sub-Guinean or tropical
climatic zone which includes the majority of the region of Casamance. Mangrove
57 ~.ops and forested areas are found in the southern section of this zone. Rainfed rice,
tuberous plants and crops not found in other areas of Senegal are cultivated here.
Trypanosomiasis, which is endemic in this region, hinders the realization of the area's
great agricultural production potential.

Senegal's population of over five million inhabitants is characterized by ethnic
diveristy. Six major groups constitute roughly 90% of the total population. They are
the Wolof, Serer, Peul, Toucouleur, Diola and Manding. The Wolof are the largest
ethnic group, accounting for over a third of the population, and the Wolof language is
spoken with some degree of fluency by 80% of the population. There is little inter-
ethnic strife altihough ethnic membership and local allegiances remain important,
especially in rural areas. Only 20% of the population speaks French, which remains the

official language. The rate of literacy is estimated at 10%.
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Eighty percent of Senegalese are Muslims. Although ‘Islam entered the region
from the north in the eleventh century, it was not until the 1800's and French colonial
penetration that a solid and massive foundation for the religion was established. Most
Senegalese Muslims are ‘members of the. three major religious brotherhoods—the
Qadiriya, Tidjaniya and Mouridiya—which have come to piay an important social,
economic and political role in the life of the country. For example, it is estimated that
the Mouride sect, which is ethnically dominated by the Wolof, controls as much as one-
third of national groundnut production.

The population, 70% of which reside in rural areas, is centered in western Senegal.
The Cap Vert region, which includes the capitol city of Dakar, accounts for almost 20%
of the total and two-thirds of the urban populations. Rural migrants pour into Dakar,
straining municipal services and swelling the crowded shanty towns.

Senegal is one of the more politically stable and formally democratic countries in
Africa. Political thought since independence in 1960 has largely reflected the views of
President Leopold Sedar Senghor. Formerly a one-party state, Senegal has turned to

multi-party politics since 1976. The Union Progressiste Senegalaise (now the Parti

Socialiste) headed by Senghor continues to dominate the political field which includes
three opposition parties each of whose ideological position is constitutionally defined.

Despite President Senghor's dual emphasis on African Socialism and negritude as a
political and philosophical alternative to the rationalism of the West and the alleged
supression of cultural and personal freedom which has come to characterize Marxist-
Leninist socialism, the government has tended to favor a technocractic orientation to
development and depends heavily on foreign investment and international funding to
finance large-scale development projects. As part of its colonial inhéritance, the
country repatriated a flood of Senegalese functionaries of the former French West
African Federation. A top-heavy governmental structure and massive bureaucracy
ilposes an increasing drain on the state's limited operating budget.

The nation is divided into eight regions each of which is headed by a centrally
appointed governor. The regions are subdivided into departments administered by a

prefect and arrondissements which are managed by a sub-prefect. Since passage of the

Administrative Reform of 1972, a new administrative unit—the Communaute Rurale—

has been created and serves as the most local unit of government. The participatory
organ of the Rural Community, the Rural Council, disposes of its own funds raised
through a rural tax and other sources and may benefit from the resources of the

Wational Solidarity Fund which was created to alleviate disparities among Rural
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Communities. This attempt at administrative decgntraiization is to result in the
assumption of greater responsibility by rural people in determining local priorities and
in managing development activities.

The most important development agency at the local level is the rural extension

center (Centre d'Expansion Rurale). Each center is staffed by a polyvalent team of

specialists representing agriculture, livestock, forests and water, construction, teaching
assistance, special programs e.g. health and nutrition and other areas. The rural

extension center operates at the arrondissement level and falls under the authority of

the sub-prefect. It provides advisory services to the rural population within its area of
operation and assists in the management and control of development activities chosen
by local participatory bodies. . '

Farmers are organized in cooperatives which control the marketing of their
produce, provide materials and offer credit as well as other services. The cooperative
system is presently under the authority of the National Organization for
Commercialization and Development Assistance (ONCAD). The ONCAD structurz has
come under serious criticism in recent years for charges ranging from mismanagement
of local cooperatives to widespread corruption throughout the organizational hierarchy.

The major force for community mobilization and social development is the Human

Advancement Service (Service de Promotion Humain) which evolved from the

Animation Rurale movement ‘n 1971. Promotion Humaine is involved in the motivation

and education of rural populations to undertake local projects aimed at community
development and self-reliance.

The economy is supported by the three pillars of agricultural production,. light
manufacturing and phosphate mining. The agricultural sector in recent years has
contributed 25-30% of the GDP and accounts for over 60% of export earnings. Seventy
percent of the labor force is employed in agriculture. Groundnuts are the single most
valuable economic resource and world groundnut prices serve as a rough indicator of the
general strength of the national economy. Senegalese exports account for 40% of the
world peanut oil supply.

Despite a rather high (by West African standards) estimated GNP per capita of
$«340,1 the majority of the rural ponulution lives at or slightly above the subsistence

level. Annual per capita incomes range from as low as $20-30 among the pastoral Peul

1\‘Vorld Development Report, 1980, (Washington, D.C.: The World Bank), p. 110.
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population to upwards of $150 during non-drought years'among the more prosperous
farmers in the central zone of the peanut basin.z

Agricultural production is limited by the low level of development of productive
forces, declining soil ferti’lity in the peanut~growing areas, an inadequate transportation
infrastructure, underdeveloped water resources and erratic rainfall, among other
factors. The plight of the peasant has been worsened by the series of severe droughts
which have afflicted the Sahelian region since the late 1960's, weakening the national
livestock herd and reducing the groundnut and food grain harvests.

Although total agricultural and food output has increased during the last decade,
per _capita food production has not kept pace with the rate of population growth.3 Food
production shortfalls are exacerbated by dietary patterns in urban areas where rice and
wheat have become integrated into the daily food regimen. These factors combine to
create a large demand for food imports which account for one-fourth of total imports.

To reduce the country's dependence on food imports and to strengthen the overall
viability of the agricultural sector, the development strategy for the Fifth Plan (under
which Senegal is now operating) calls for a reduction of cereal imports through
increased domestic production and the substitution of local staples for imported cereals
such as rice and wheat. Due to the inherent vulnerability of a single export crop
economy, the need for agricultural diversification is acute. Thus, the government is
placing increasing emphcsis on the cultivation of irrigated and upland rice, vegetables
and tropical fruits, wheat, corn and sorghum.

The accomplishment of these objectives of expanded production, diversification,
and food crop self-sufficiency is to be accelerated through the activities of five
specialized development entities which are responsible for the development of a region
or a specific commodity. These semi-autonomous agencies engage in a broad range of
activities which may include extension, marketing, credit, and provision of inputs,
infrastructural development and other services.

Although Senegal faces many of the problems which commonly confront both poor
and rich nations, its outlook for the future is not particularly dim. The potential for
increasing agricultural production through irrigation along the Senegal River and

Casamance is encouraging. The south-eastern section of the country contains abundant

Countrv Development Stratepv Statement, FY 1981: Seneral, (V’ashington,
D.C.: USAID, January 1979), pp. 6-14.

3

World Development Report, 1980, p. 110.
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land and receives sufficient rainfall to support a dynamic agricultural population. The
industrial sector is steadily increasing its contributioﬁ to export value. Dakar's port
facilities make the area an important center of regional and international trade.

The stability ,which has characterized Senegalese social and political life since
independence provides a context in which progressive social and economic policies, if
adopted, may be implemented. The educational system, despite its elitist orientation,
urban concentration, and the persistence of French language instruction, is capable of
producing well-trained cadres to carry out the important tasks of development. Most
important, the amazing industry and solidarity of the otherwise heterogeneous
population promise impressive possibilities for concerted action. The potential, indeed,

is there ...

View from the Village

Senegal's multi-ethnic population and diverse agro-climatic conditions present the
outside observer with a great variety of residential patterns, agricultural practices, and
forms of social organization. The description which follows is based on the situation
found in Wolof communities in rurul areas of the region of Sine Saloum. The general
characteristics of village life, however, are common to almost all regions and ethnic
groups.

The majority of the country's population continues to reside in small villages
averaging 300 to 400 inhabitants. Family compounds containing from 10 to 12 or more
members are generally arranged along a network of paths leading out to the fields.
Huts are constructed primarily of local materials--mud and thatch--and may be of a
round or square design. Living quarters are often cramped and modestly furnished.
Meals are prepared over open wood fires or charcoal stcves and are served in large
comnmunal bowls.

Social life in the village tends to center around three points: the deep wells, tre
raised wooden platforms under large shade trees and the village mosque. Early in the
morning and throughout the day women gather at the wells which range in depth from
10 to 50 meters in the west and from 100 to 200 meters in the eastern part of Sine
Soloum. Water is drawn by hand in small buckets or spliced sections of inner tubes
attached to long ropes. Animated conversation generally accompanies the task of
filling the 20 liter tubs which women use to transport water to their compounds.

A central gathering spot for men is the ubiquitous platform of .ogs beneath a

towering baobab or other shade tree. A refuge from the mid-day sun and a comfortable
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place to relax after evening prayers, this is the site where the day's labor, village
concerns and local and national politics are discussed.

Islam is an important force in this predominantly Muslim country and even the
smaller villages will havea mosque or central place for prayers. The local marabout
(religious leader) is influential ir village affairs. In areas with substantial
concentrations of adherents of the Mouride .religious brotherhood, the power of local
marabouts is a force of considerable iiaportance. Since the Mouride leaders often
control large landholdings as well as the labor of their followers, the success of
development activities is often dependent on the approbation of these religisus leaders.

The tempo of village life in rural Senegal, as in agricultural areas throughout the
world, varies according to the season and the needs of the agricultural cycle. Every
spring, from April onwards, the fields are cleared of straw stalks and brush. Since
millet stalks are used for fence-making and construction of hut walls, the major task is
the uprooting of the understem. This is accomplished with the use of the daba, a long
pole tipped with an iron blade.

After preparing the seedbed, and with the onset of the short rains in mid-June (in
Sine Saloum), the major food crops {millet and sorghum) and the cash crops {peanuts and
cotton) are sown. From mid-June through July is the period of peak labor demand. This
is also the period of soudure when the supply of food fxrom last year's harvest is almost
depleted. The threat of hunger combined with the physically exacting work of sowing
and weeding foster a serious danger of malnutrition, especially among women and
children. With the coming of the heavy rains in mid-August, malaria and influenza
become major health problems.

Millet is harvested from the end of August through September and food stocks
may once again be replenished. Groundnuts and cotton are harvested in October and
November and the period of commercialization begins at the end of December.

Although animal traction and the use of simple mechanical implements have
become widespread throughout the region and in other areas of the country, the
provisioning process continues to demand much labor from the rural inhabitants. In
village society the old and the young, men and women are expected to work and, indeed,
must do so if their subsistence is to be assured.

Women are responsible for a vast range of daily tasks which include pounding
millet for the day's ineals, drawing water from deep wells (often at a substantial
distance from their compounds), taking care of infants, cleaning the compound and

tending small animals such as chickens, sheep and goats. Women are also expected to
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contribute labor to their husband's fields or to those of the Head of the compound. They
may also have small fields of their own as well as garden plots to provide produce for
the market and to suppleinent the family diet. )

Men are responsible for the major tasks of crop production and control the use of
draught animals and machinery. Duri.ng the dry season when agricultural tasks are few,
men (and increasingly worien) may seek employment in nearby towns as laborers,
tailors, guards or in other occupations. Seasonal migration is a fact of life in most
villages. Young men with some formal schooling or vocational skills are particularly
susceptible to the allure of urban areas and the promise of even a small cash income.

The seeming continuity of life-ways in rural areas masks the many fundamental
transformations that have occurred in_the last few decades.' Traditional patterns of
political authority, social organization and agricultural practices have undergone
significant change. Social attitudes and individual aspirations and needs have changed
as village society has become more closely linked to rational political, economic and
social institutions.

The village authority structure, once dominated by the traditional land chief
(borom daye) and leaders of important local patrilineages, is being challenged by
members of an emerging class of capitalist entrepreneurs, the borom barke. This term,
formerly applied to someone who had achieved special status through the meticulous
performance of duty or to the head of a large family, has more recently come to mean
one who has obtained wealth and is rich in land or possessions. The borom barke wield
substantial influence in traditional Wolof institutions and in the affairs of local
cooperatives and political organizations. More important perhaps is the fact that
former slaves and members of other low caste groups are among the borom barke.

Even the most remote village is influenced by the actions of government
programs, local cooperatives, extension services and party organizations. Le
establishment of a local level of territorial administration (the Rural Community) and
the authority to adjudicate land disputes and to initiate local socio-economic
development activities granted its participatory body (The Rural Council) offer an
important opportunity for popular participation in local affairs.

The monetarization of the local economy and increasing availability of consumer
gooas have created a demand for cash on the part of all segments of the population.
Women (at least among the Wolof) are often expe<ted to pay the costs of basic health
care for their children. They may also purchase condiments for the relish which

accompanies the main dish, household items such as soap and material for clothing. The
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traditional bridewealth formerly paid in livestock, seed or other agricultural products
frequently assumes the form of radios, cloth and cash today.

Many traditional practices, forms of social organization, norms and beliefs retain
their relevance for Senegal's rural population today-. The thumping of wooden pestle
against wooden mortar still resounds in the early morning air as women prepare the
mille: for the day's repasts. Villag-rs attiréd in flowing boubous and colorful pagnes
may be seen carrying produce along sand paths as they travel to market. Yet it is not
uncominon to hear the staccato popping of a small gas powered hammermill as it pounds
the hard berries of millet into the flour favored by the women who encircle the
machine.

Young men sporting t-shirts imprinted with the image of the"popular Jamaican
reggae musician, Bob Marley, may be seen in even the more remote villages. And as
the last "Allah o Akbar" of the evening prayer winds its way along twisting village
paths, past the thornbush enclosures of family compounds and into the stillness of the
night, the rhythmic strains of Prince Nico or Bambeya Jazz—or perhaps a discussion of

preventive health care practices—may issue forth from a battery-powered radio.
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Chapter I
HEALTH CARE IN SENEGAL

Senegal's rapidly growing population is vulrerable to a wide variety of health
problems. Poor nutrition and an unhe-althy environment are prime factors contributing
to high levels of morbidity and mortality. The Fifth National Plan for Economic and
Social Development, released in 1977, estimated that infectious and parasitic dise:ses
were responsible for 85% of morbidity among infants and 70% of morbidity among
adults. Yet, curative medicine absorbed 75% of the total health budget.1

The national health care infrastructure is largely incapable of meeting the current
and future health needs of the population. Health services in rural areas are
characterized by inadequate and deteriorating health facilities, insufficient medical
personnel, chronic shortages of medicine, and severe environmental sanitation
problems. It was estimated in 1976 that the most local unit of the formal health care
system—the secondary health post--reached only 20% of the entire population.z The
major hospitals and specialized services are concentrated in Dakar. Similarly, the vast
majority (76%) of doctors are located in the heavily urban region of Cap Vert. While
the ratio of inhabitants per doctor has declined for the nation {rom 16,351 in 1976 to
15,560 in 1977, the regionai variation ranges from a low of 3,985 in Cap Vert to a high
of 142,175 inhabitants per doctor in the region of Louga.3

Health sector financing as a percentage of the total national budget has declined
significantly over the last decade. From a high in 1969/70 of 9.2%, the share of the
health sector had dropped to 6% in 1978/79. Urban-based health facilities and programsb
consume a disproportionate amount of the national health budget. As of 1976, 44% of
the health budget was absorbed by the major hospitals, which in light of the

centralization of hospital facilities in Cap Vert, corresponded to 45% of the total

1Cinquieme Plan Quadriennal de developnement economique et social, 1977-80,
Tome I, (Republique du Senegal: Ministere du Plan et de la Cocperation, June 1977),
pp- 125-27. One authoritative source suggests that 95% of actual budget outlays are
consumed by curative services.

2SYI\'CRISIS: The Dynamics of Health, Vol. XIX: Senegal, (Washington, D.C.:
U.S. Department of Health, Education and Welfare, Public Health Servic:, 1976), p. 83.

3Statistiques Sanitaires et Demographiques du Senegal, Annee 1977, (Rep. du
Senegal: Ministere de la Sante Publique, December 1978), p. 2.
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national health budget for this one region. In comparisony the most populous region of
Senegal—Sine Saloum—received only 8.6% of the health budget.4 ‘

The preceding remarks highlight the problems confronting the health care system.
The central features of the health care situation will be treated in greater detail in the

following sections.

Population Characteri tics and Health

The estimated population growth rate of 2.7% to 2.8% will result in an increase
from 5.1 million inhabitants (1676) to approximately 9.8 million in the year 2000. By
2016 it is estimzted that the population will have almost tripled reaching a level of 13
to 14 million inhabitants.5 Forty-four percent cf the population is under the age of 15,
a fact which virtually assures the maintenance if not the increase of the current high
rate of populatior growth.

There are slightly more women (50.8%0) than men (49.2%) in the population.6
According to a 1976 report, 98.9% of men between 20 and 24 years of age were single,
compared to 12% of the women in that age group.7 Early marriage for women
coniributes substantially to high rates of fertility. The crude birth rate is estimated at
49 per 1,000. The rate of mortality for the population as a whole is set at 22 per 1,000
inhabitants,8 but rises to 36 per 1,000 among the rural majority.9 The average
estimated life span is 45 years for women and 42.8 years for men.1

Although there are few reliable epidemiological studies for Senegal, due in part to
the limited coverage of health services, a general picture of health problems may be
constructed from official reports. The major causes of morbidity and mortality include

illnesses linked to nutritional deficiencies; parasitic diseases such as malaria,

4Cinquieme Plan ..., p. 128.

Croissance Demographiaque et Perspectives de Developpement au Senegal, (Rep.
du Senegal: Minisiere du Plan et de la Cooperation, May 1978), pp. 4-7

6Statistiques Sanitaires « « ., p. 2.

TSYNCRISIS, p. 19.

World Nevelopment Renort, 1980,

ISy NCRISIS, p. 25.

OCroissance Demographique, p. 6.
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schistosomiasis and onchocerciasis; gastro-intesginal " and diahrreal diseases;
tuberculosis, veneral diseases, and several types of influenza.

Health problems are especially severe among infants and children in rural areas.
Perinatal tetanus, inalaria, diahrreal and gastro-intestinal infections are major causes
of infant mortality. Poor nutrition; especially after weaning, dramatically increases
the vulnerability of infants to disease.” Forty percent of all children die before reaching
the age of fivoss.11

In a recent report of the Ministry of Planning, the unfortunate conditions of life

confronting the Senegalese child are forcefully presented:

A child born in 1978 has practically one chance in two of reaching
the age of entry to primary school; his chances of survival are much
weaker in rural areas than in the cities, due to disparities in sanitary
and nutritional conditions. Seven out of ien survivors will continue to
be affected, throughout the course of their lives, by malnutrition, or
the scarcity of quality food products in times of drought, as well as
by the insufficiency of health infrastructure in rural areas. Upon
reaching the age of six, he will have one chance in three of receiving
schooling...

Infrastructure and Personnel

Senegal is divided into eight medical regions, each of which is to have a regional
hospital. By December 31, 1977, there were 11 hospitals in the country, four of which
were located in the region of Cap Vert. Neither the recently formed region of Louga
nor the region of Senegai Oriental were listed as having a hospital. The regions are

composed of a number of circonscription medicales (CM) which follow roughly the

territorial boundaries of the administrative sub-regional unit, the department. Each

CM has a Centre Medical or Centre de Sante which is usually a clinic or small hospital.

A maternity ward and a dispensary are attached to the clinic. Ideally, each of these
health centers should include a maternal and child health clinic (PMI).

The secondary health post and rural maternity operate at the next lower level of
the health care system. These facilities are generally located in the administrative

seat of the arrondissement, formerly the most local level of the administrative system.

Since passage of the Administrative Reform of 1972, which called for the creation of a

HeyNCRISIS, p. 25

l?'C‘-roisszmce Demographique, n. 28.
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bottom rung in the administrative ladder, an increasing number of health posts are
being constructed in the administrative seats of these new entities (the Rural
C‘ommunity).

Two additional organizations should be included as part of the overall health care
infrastructure. The Endemic Disease Servi.ce is the Sengalese unit of the West African
Organization for Coordination and Cooperation in the.Control of Major Endemic
Diseases. This organization has nearly 50 years of experience with combating major
endemic diseases, such as yellow fever, cholera, smallpox, leprosy and tuberculosis.
The SGE is involved primarily with disease surveillance and mass immunization
campaigns. Finally, as part of a UNICEF project to improve drug availability at the
local level, a number of village pharmacies have been .zonstructed ir; some areas of the
country. In Sine Saloui: for example, UNICEF has attempted to create one village
pharmacy staffec by a local person in each Rural Community. The components of the

health care system are presented in Figure 1.

Figure 1: National Health Care System

Ministry of Health

Major Hospital Centers (Dakar)

Regional Hospitals and Specialized Centers

Circonscription Medicale - Health Centers

Health Posts - Rural Maternities
i

|
v

Village Pharmacinas

The ramber and regional distribution of health facilities, both private and public,
as of Teccmber 31, 1977, are presented in Table 1. The number of maternities is
seriously understated since a substantial number of rural maternities were not included

in the Ministry of Health report.
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Table 1: Health Infrastructure by Region - 1977

Hlealth Maternities Health losts Units of Endemic MMl Centers
Haspitals Center  (Public) (Privacte) (Public) (rrivate) Leprosarfums  Discase Service  (Fublic) (frivate)
4 2 10 10 41 25 - 1 21 3
1 6 8 4 67 15 4 2 7 -
1 3 3 - 22 3 -— ] 3 -
3 b] 9 - 59 b] 1 1 6 v -
[
-- 3 6 - 24 1 i - 3. --
-- 3 ] - 31 2 1 1 3 -
s - ,
] 9 10 3 67 18 2 - 10 -
] 5 9 - 15 22 2 1 6 4
11 36 58 17 347 91 11 7 59 7
(Source: Government of Senegal, 1978)

_EI—
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Staffing of existing facilities is a serious problem, ésp'ecially in areas outside of
the capitol city. The number of physicians has increased slightly in recent years, due in
large part to an influx of foreign medical personnel (especially Chinese) provided
through technical assistance programs. Of.the 334 physicians in Senegal in 1977, 162
were foreigners. The University Hospital Center absorbs 79 of the 334 and 97‘ of the
total are in private practice. There are 85 physicians in the public health sector (not
including those in the University) in Cap Vert which leaves a total of 73 physicians
distributed throughout the other seven regions where over 80% of the population
resides.

The region of Sine Saloum, with almost 20% of the entire national populaticn, is
served by one hospital, nine health centers, 10 public maternities (rural maternities
excluded), 67 public health posts, and 10 maternal and child health clinics (PMI). For a
population of over 1 million there are only 11 physicians or 4% of the national total,
11.6% of the total number of registered midwives, 87 of male registered nurses and
12% of female nurses.13

The unequal distribution of public health personnel assumes its most dramatic
form at the level of the secondary health post. These facilities, which are to be staffed
by a state nurse, a sanitationist, an orderly and one or more midwives, ascistants or
"matrones" (traditional midwives), rarely operate with a complete complement of
personnel. Few of these facilities have electricity or running water, nor do they have a
dependable system of transportation [or the evacuation of patients or for the

replenishment of medical supplies.

Health Sector Financing

The health sector budget is woefully inadequate, both in terms of total resources
and in light of the internal structure of expenditures, to meet the pressing needs of a
burgeoning population and the recurrent costs of the existing physical and human health
care infrastructure. Despite the government's formal recognition of the importance of
health care to the economic and social development of the country, the Ministry of
Health has been unable to maintain its share of national funding over the last decade.

The historie orientation of health sector resources toward curative care, urban-
and hospital-based facilities, sophisticated medical technologiecs and specialized
services has not and cannot be expected to contribhuie substantially to the well-being of

3Stati9tiques sanitaires, pp. 19-26.
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the majority of the Senegalese population. This historic emphasis, however, has had
devastating consequences for the internal structure of the health sector budget.

Expenditures for personnel as a percentage of the total health sector budget have
in. eased from a low in 1968/69 of 62.6% to a high of 71.0% in 1975/76.!% An informal
estimation placed the cost of personnel for 1979/80 at 75% of the total budget.15

The heavy commitment of funciing to cover.personnel costs has resulted in a
general decline of resources for medicines. From a high of 16% of the health sector
budget in 1965/66, expenditures for medicines plummeted to 9% of the budget a decade
later. This corresponds to a drop from 137 FCFA to 109 FCFA per inhabitant in 1976.
Since the price of pharmaceutical i)roducts doubled during that time, the budget outlay
in constant francs went from 137 to 54 (25¢ U.S.) per pers:on. Even this figure.is
misleading, due to the existence of severe regidnal and sub-regional inequalities in the
distribution of financial and material resources. Thus the Prefect of one department in
Sine Salourmn stated that government outlays for medicine in his jurisdiction amounted to
only 2 FCF A per person.16

Although the share of medicines in the total health sector budget has increased in
recent years, the chronic shortage of pharmaceutical products in rural areas has not
been noticeably ameliorated. Health post personnel report that their stock of supplies
is quickly depleted and that their facilities may remain without adequate stock for as
long as nine months of the year.

The structure of allocation within the health budget reflects past decisions and
priorities in the use of investment funds. This pattern of investment remains in force in
the provisions of the country's Fifth Economic and Social Development Plan (1977~
1981). Forty-four percent of health sector investments are scheduled for hospital
construction, equipment and slated activities which will serve primarily urban areas.17
Such investments will further contribute to thc problems of regional inequality in health
sector financing and the disproportionate share of the operating budget consumed in

recurrent costs for personnel.

14Statistiques Sanitaires, bp. 9.

SPersonal communcation with an official in the Division of Personnel, Ministry
of Health, Dakar, December 1979.

leinquiome Plan, pp. 127-28.

”Cinquieme Plan, pp. 246-51.
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Health and Development: New Directions

In light of the staggering scope of health needs présent]y unmet by national health
services, the critical constraint of limited resources and an unfavorable structure of
expenditures, the governthent of Senegal is searching vigorously for alternatives. A
drainatic expansion of the present system so as to reach the majority of the rural
population is unlikely given the fiscal crisis in which the state is presently enmeshed.
Furthermore, the desirability of such a strategy is to be seriously questioned in light of
the predominantly curative orientation of this system.

Many of the health problems which commonly afflict rural people may be traced
to an unhealthy environment and poor nutrition. Infectious and parasitic disease, the
scourge of village life, can be controlled most effectively through preventive measures
such as improving the water supply, disposing of waste safely and improving the
nutritional quality of local diets, especially of infants and lactating women. Preventive
health care when linked to curative and promotional services provides the basis of an
integrated system which can be adapted to meet the basic health care needs of rural

people.
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' Chapter I
THE SINE SALOUM RURAL HEALTH CARE PROJECT

In an attempt to improve health care services for the rural population of the Sine
Saloum region, the Government of Senegai and USAID have undertaken a joint effort to
upgrade existing health care servicas and to establi;h a network of village-level health
huts in each Rural Community of five of the region's six departments. The project is a
demonstration effort to establish a model health care delivery system which emphasizes
both preventive and curative medicine and that can be sustained through community
support. - Three village health-workers (VHW) are to be selected, compensated and
supported with full community participation. 'i’hese part-time VHWs are involved in
health education and promotion, preventive healih care and curative medicine.

A health hut is constructed in each active village using local materials,
community labor, and a 10,000 FCFA ($50.00 U.S.) grant for cement. An initial supply
of medicine is donated to each village and is maintained and replenished through the
efforts of village membexs. The training of VHWSs, their supervision and support are to
e performed by local personnel of the Ministry of Health through the secondary health
facility - Health Post and Rural Maternity.

To enhance the efficiency of operation of the entire rural health care system,
strong efforts have been made to upgrade both the staff and facilities of secondary
health posts, to establish a sound system of procuring and distributing medicines to
village health huts and to elicit the support of local administrative and popular
participatory bodies. Existing health care structures have been renovated and new ones
constructed in an attempt to provide at least one health post for each of the region's 76
Rural Communities. The health post is the lowest unit of the formal health care system
and serves as the link with the village health huts and VHWs. (See Tabie 2) In addition
to the expansion and renovation of facilities, the Government of Senegal has promised
to secure a full staff of trained personnel in each health post to train and supervise
VHWs and to handle referrals from village health huts. Special courses have been
provided to Chefs de Poste (health post chiefs) to enhance their technical and pedagogic
skills for the tasks which they assume as part of the new layer of health care activities.

Local response to the expansion of existing health services through the
establishment of a village hecalth care project has been very favorable. The initial
estimate of five to ten health huts for each Rural Cominunity (roughly coinciding with

the number of large villages) has had to be revised due to the high level of local demand
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Table 2: Health Infrastructure

Supervisory
Area Services Supply Svstem Personne.
Region ! Regional Hospital * Regional Warehouse Medecin Chef
Specialized Centers (in use) * Regional Super-
| vigsory and
‘ 1raining Team
|
i
Circonscription : Centre Medical DepSt (proposed) Medecin Chef
Medical . Clinic and Maternity de C.M.
(Denartment) §
i
{
Arrondissement I Health Post .
1
’
Kural Community :  Health Post DepSt (in use) Chef de Poste
l Rural Maternity Agent Itinerant
[}
' !
Village Health Huts - VHWs : Healtn Huts Comite de Gestion

Villagers

to participate in the project. In the two departments where the project has become
fully operational—Kaolack and Nioro du Rip——8 to 12 health huts have been constructed
in each Rural Community for a total of 90 and 110 respectively. The three remaining
departments are being incorporated in project activities according to a sequential
implementation plan. If the level of participation experienced in the first two
departments is maintained in the others, there will be close to 800 "active" villages
(36% of the total number of villages) in the region when the project is fully
implemented.

The accomplishment of a project of this scale requires careful planning and
coordination of activities at all levels of administration. The decentralization of
administrative authority and the development of management capabilities at the local
government level provided by the Administrative Reform of 1972 has been a central
factor in the progress of the project to date. (See Table 3) Central Development
authority has been placed in the hands of the regional Governor; a lower unit of local
government, the Rural Community (with a population of 10-15,000 inhabitants), has
been created with semi-autonomous financial authority; and participatory bodies have
hecn established to renresent the interests of rural eitizens. The Administrative

Reform was extended to Sine Saloum region in 1974.



Table 3: Regional Infrastructure

Technical Administrative Participatory
Area Structures Structures Structures
Region Regional Dev't Governot Regional Council
Committee (CRD)
Technical Groups Technical Services
& Regional
Commissiorns
Department Department Dev't Prefect Departmental
Committee (CDD) Technical Services Council
Arrondlssement Center for Rural Sub-Prefect Arrondissement

Expansion

Council

(Promoticn Humaine?) President of Rural R.ral Council
(No permanent branch Council

of services)

Rural Community

Village Village Chiefs Village Meetincs

(adapted from: Rural Health Services Dev't; Project Paper - USAID)

Primary authority for project execution is vested in the office of the Governor,
through an Executive Committee chaired by the Governor. Members of the committee
include: the regional Adjoint for Development, the heads of regional services for
Promotion Humaine, Literacy, and Public Works, representatives of the Ministry of
Health, departmental administrative officials, a representative of the populaticn and
representatives of USAID/Senegal. Participation in decision-making by the rural
population has been encouraged at the level of the village, the Rural Community
{through the Rural Council), and the Department (through the Department Council). A
particularly important role has been accorded to the Rural Council which is responsible
for the selection of "active" villages, the collection of orders and funds for restocking
village health huts, and the support required for sustained operation of health activities
in villages of the Rural Community.

The logistics of medicine restocking are particularly problematic in Sine Saloum's

rural areas due to the poor quality of transportation infrastructure, the high cost of fuel
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and limited availability of vehicles, and the inadequacy of eXisting facilities for storing
drugs. Project planners have attempted to overcor;ne these problems through the
establishment of a régional depot for project supplies and similar facilities at the level
of the Circonscription Medicale and the .Rural Community. A special Comite de
Gestion (Manapement Committee) is to be established at each level to oversee the
financing and the ordering of supplies. This system had yet to be formalized at the
time of this field study and health huts in some areas were beginning to experience

ruptures in resupply.

The Village Health Workers
The pivotal element of the village-level health care network is the village health

team. The three members of the team--the f{irst-aid worker, the midwife and the

hypienist—serve as the link between village members and the formal health
infrastructure. The VHWs also serve as the catalyst for the deliberate transformation
of the local health situation through the participation of the members of the
community.

The responsibilities or tasks which have been defined by the project for the first
aid worker include: management of the village health hut; administration of records
ind payments; monitoring of medicines and supplies; diagnosis and treatment of the
most common ailments; treatment of sirple wounds; and explanation to the villagers of
causes and methods of avoiding the most common ailments. Health problems which
surpass the technical competence . of the first-aid worker are to be referred to the
secondary health post. The first-aid worker is the central figure on the village health
teamn and is responsible for promoting collaboration among team members. Ne is
involved in service delivery, management, health education and promotion activities.

The midwife is to provide basic pre-natal and post-natal care, assist with
deliveries, detect potcntial delivery problems, refer women to the secondary health
care facility when necessary, and provide information on personal hygiene and nutrition
education. The hvgienist is in charge of organizing voluntary efforts for environmental
sanitation tasks such as digging latrines or refuse pits, and clearing brush. He is also to
promote a better understanding of personal hygiene and environmental sanitation among
the villape population.

Among  the numcrous factors which may affect the performance of
paraprofescionals, at least five can be singled out for special consideration. These

policy variables include: the selection process, VHW qualifications, training,
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compensation, and supervision and support. Analysis of the literature on
paraprofessionals indicates that the character or value accorded to these factors by a
particular project -may have significant consequences for the ability of VHWs to
perform their tasks effectively and f;)r project success in general. The relationship (and
interrelationships) of each of these variables to paraprofessional performance and

community participation will be elaborated in detail in following chapters.

The Role of the Community

The sustained operation of a village-level health care effort is dependent upon the
quality of community involvement, initiative and support of lo'cal health care activities
and of the VHWs chosen to serve the needs of thé village. According to an early project
document, community participation is to consist of "the selection of village health
workers, the construction of village health huts; the management of the sale of basic
medicines at cost and subsequent restocking of same." The village is also responsible
for the support (i.e. compensation and assistance as requested) of the village health
team.

A management committee is to be formed in each village to oversee local health
care activities. The committee consists of a president, a treasurer and an assessor who
are to be sclected by the community. The activities of this group are clearly restricted
to the domain of financial affairs: the monitoring of health hut receipts, taking
inventory of stocks, ordering and paying for new stock as needed. The committee does

not have 2 promotional or mobilizational role.
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Chapter IV
INTRODUCING TBE PROJECT

The intent of the Senegalese government to assist local communities in the
establishment of a network of village health huts was announced to rural councilors in
the Department of Mioro du Rip in the late fall of 1977. The departmental
representative of the Serv.ce of Promotion Humaine (PH), accompanied by the political

officer of the arrondissement (Sub-Prefect), explained the objectives of the

demonstration project, the amount of financial assistance to be provided, and the
responsibilities of participating villages. The Rural Councils could a'ccept or refuse to
take part in the effort at this time, although ﬁone did so. The rural councilors returned
to their villages and presented the idea to village members.

In the smaller villages that I visited, the initial introduction of the project was
made in a village-wide meeting. In the larger villages, this occurred through a process
of smaller quartier or ward meetings where quartier leaders discussed the'plan with
residents and then reported back to village leaders. In either situation it was difficult
to determine the level of understanding or the amount of information which was
available at this stage. It was evident, however, that the majority of villagers in most

of the villages which I visited had only a rudimentary understanding of the new project.

Village Selection

A second meeting of the Council was called to determine which villages would be
selected to participate in the project. Project officials anticipated that five to ten
villages per Rural Community would be chosen. The actual average was close to ten
active villages in each Rural Community of the Department of Nioro. Community
leaders were evidently determined to take full advantage of the offer of assistance,
regardless of the area's capability of supporting a full complement of health programs.
Accounts of the manner in which villages were selected vary among rural communities.
In some cases, it appears that the local administrat.v: officer (and sometiines the local
MOH official) played a central role in determining whi~h villages would be allowed to
participate. In other cases, the decision was left with the rural councilors. Regardless
of the method of village selection, it is obvious that loral politics was at least as
imnortant a factor in the final decision as were considerations of need, geographic

loration, or likelihood of strong community support.
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From a planning perspective, the spatial distribution of health huts in some areas
is far from optimal. In some cases, an active vi'llage lies less than one kilometer from
the health post. € ace treatment at the secondary health facility is free, the level of
demand upon the services of the village first-aid worker is usually quite low. In other
cases, active villages are located in a cluster, thus reducing the potential population
which each might serve. (It was initially expected that most health huts would
incorporate a number of smaller villages within their sphere of operation.) In one area
of the west-central part of the department, for instance, there are four health huts all
within three kilometers of one another. The population size of these villages ranges
from 100 to 500 inhabitants. Two of the four health huts incorporated at least one
other outlying village in their action area. In no case, however, did the total poiaulation
served exceed 700 inhabitants. Even this number is misleading inasmuct as it reflects a
theoretical maximum rather than the actual population size. Since few of the
hygienists and miawives actively pursue their tasks in outlying villages, the notion that
these villages are incorporated in health care activities applies primarily to the services
of the first-aid worker. In some cases, members of nearby villages may seek the
assistance of this worker. In the case of the four-village cluster, none of the health
huts received enough patronage to allow the VHWs to receive more than 500 FCFA
($3.00 U.S.) per month.

The consequences of clustering health services for the problem of VHW salaries
may be seen by examining the financial records of one of the health huts in this area.
Health services were first offered in Village X in the fall of 1977, as part of a UNICEF-
sponsored program to establish one village pharmacy in each rural community. A young
man (the nephew of the local Chef de Poste of that period) was chosen to staff the
pharmacy and to treat the health needs of the local population. According to the
statements of this worker, he performed only curative services ana did not attempt to
educate villagers in health care matters or to encourage them to adopt preventive
practices.

Since Village X is located along a major sand road leading to a small town with a
weekly market, the health worker received a‘substantial amount of regquests for his
services from residents of neighboring villages. During his first year of operation, he
received an average of 65 patients per month, most of whom returned for additional
treatmments for the same illness. The first-aid worker estimated (and his records
confirm) that he grossed an average of 10-15,000 FCFA per month, of which he was

allowed to keep 10% as his salary. Since June of 1979, when the three health huts in
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neighboring villages began operation, he has seen fewer than 20 clients per month and
averages less than 500 FCFA per month as his share of.the receipts. His records listing
the home villages of patients during the first 18 months indicate. that many of his
visitors were from the vill'ages which recently became active in this project.

A second aspect of village selection which came under criticism by outside
observers and local medical personnel was reclated to “the scope of the project.
Specifically, some members of the health service charged that too many huts had been
constructed and that it was difficult for some villages to sustain enthusiasm for the
project. The issue of the scope of operation is particularly relevant to a discussion of
local participation. The creation of 110 village health huts and.the selection and
training of 330 VHWs in the Depar'tment of Mioro du Rip required a massive effort in
village animation or sensitization of villagers. Responsibility for this was placed in th-
hands of the Service of Promotion Humaine, an agency with a specialized staff and
governmental mandate to work on issues of community or rural development.

The staff of PH in the Department of Nioro consists of one official located in the
departraent's administrative seat. This agent, assisced by local officials, was to visit
each active village, assist them in selecting VHWs and in forming the village Comite de
Gestion, while ensuring that the majority of village members understood the structure
and objectives of the health care effort. The health post staff was faced with similar
difficulties in that the addition of eight to twelve health huts for which they were to
assuime supervisory responsibility constituted a significant demand on their resources.
The suggestion was made on several occasicns that the number of active villages could
have been reduced in half in the iniiial ctages so as to allow for a more concerted effort
in village animation and to work through problems as they arose. More villages could
become active in the following years, it was recommended, as village members
demonstrated interest in participation and willingness to assume the responsibilities of

monitoring medicinal stocks and ensuring regular resupply.

Sensitizing the Community

The Service of Promotion Humaine was charged with the task of animating and
assisting villagers to prepare for the estatlishment of health care activities in their
villages. The departmental representative of P was normally accompanied on visits to

chosen villages by the President of the local Rural Council, an arrondissement-level

adiministrative officer, and the local Chef de Poste. Staff membhers of the local rural

extension center (CER) were often involved in subsequent animation visits.
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These initial attempts to communicate project objectives and operational
requirements to village members were hampered by manpower shortages as well as the
usual difficulties attendant to a large-scale effort to rea,cl'l'scattered villages often
accessible only by $and paths and rough trails. With over one hundred communities to
visit, the time spent in any one village was necessarily brief. In the villages that {
visited, only a minority of the village I;Opulation (usually just male leaders and heads of
commpound) had a clear understanding of the objectives of the project, the
responsibilities of the community or the mechanics of remuneration of VHWs and
medicine resupply.

Two factors may be singled out as being of particular importance in the

communication of information to the village population. First, the approach taken by

outside authorities is usually to meet with the leadership of a given village, discuss the

reason for the visit, and then depart with the assumption that the leaders will continue
the discussion with the rest of the village population. On occasion, an outside agent
may ask that a village assembly be called to which he will present a description of his
particular mission. The primary network of communication, however, is viewed as
emanating from the village chief, through the other village leaders and on to the
general population.

This particular approach of communicating through the authority structure tends
to result in the centralization of information. The effects of this were particularly
obvious from conversations with women. Few of the women interviewed had even a
general understanding of the operating principles of their local health hut. As a rule,
women in Wolof society do not participate actively in village decision-making although
they can and do speak out during some village meetings. Women may be asked tc
respond to a particular issue or proposal if the subject is seen (by men) to fall within the
domain of women's affairs. Thus, in most villages women were asked to nominate one
of their number to be trained as a midwife for the health project, but rarely was the
system of remuneration of the VHWs discussed with women since this was viewed as a
technical or economic matter and therefore beyond the boundaries of women's affairs.

It should be emphasized that the actors responsible for village animation were not
to*ally free to choose their method of approach. In all cases when entering a village it
is essential to address the village chief and village leaders. The decision to call a
village asseinbly lies entirely within the authority of village leaders, although