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PART 1

INTRODUCTION

A grant agreement was signed on 28 August 1979, between
the Islamic Republic of Mauritania (IRM) and the United
States of America (USA), for the implementation of the
Rural Medical Assistance Project in the Trarza region.
The United States of America was represented by the
US Agency for Internat;onal Development (USAID). Fol-.
lowing the preliminary phase of establishing the Project,
implementation activity commenced in August 19806, and
is scheduled to conclude on 30 December 1983, This re-
port constitutes, as planned, a final evaluation of
Project activity undertaken during this period. The
Evaluation Team was provided by "Management Sciences for
Health", a firm contracted by USAID for this purpose,
and comprised of:
1. Dr. Evariste Midy, MD-MPH, Specialist in Public
Health: leader of the Evaluation Team;

2. Mr. Donovan Rudisuhle, M.B.A., Health Economist;

3. Ms. Suzanne Prysor-Jones, Ed.D., MA., BA., Specialist

in Training and Health Education Progranmmes.

The Team arrived at Nouakchott on 23 October 1983, and
on the following day commenced meetings with staff of

USAID, the National Ministry of Health, and the



Trarza Rural Medical Assistance Project. During the course
of these_meetings, a great deal of wvaluable méterials was
made available by USAID and the Project personnel, enabling
the team to collect the information necessary for the
evaluation. Additional and complementary information was
gathered over sﬁbsequent meetings with Government of
Mauritania officfals actively engaged in the execution

of the Project, as well as through field trips undertaken.
by team members. It should also be noted that the
Government of Mauritania, on iﬁs own initiative, appointed.
three officials of the Ministry of Health to assist the
team and participate in the Project evaluation. These

were:

Mr. Anne Chéikh, Maternal and Child Health Service

~Mr. Mamadou Samba Sy, Health Education Section, Preventive

Medicine Service

Mr. Mamadou Kane, Planning and Research.

This was an extremely welcome initiative, as it afforded
the Evaluation Team an opportunity to work with natiomal
counterparts who provided a background on various phases
_of Project e%ecution, as well as an insight inFo the
habits and customs of the diverse ethnic groups of the

villages in Trarza where the Project was implemented.

As part of its effort to retrieve the maximum possible



information on the Project, the evaluation team planned

a field visit to Project areas. Details of this one-

week visit were worked out with the assistance of Project-person-
ﬁel. The actual number of villages covered by the Project
amounted to 156, distributed over six Departments, and
inhabited by three distinct ethnic groups. A random

selection was made of 107 of these villages, based on
thecriteria that the 15 villages selécted represented .

all three ethnic groups and were well distributed within

the six geographié Department areas.

Distribution of ethnic groups per department and per vil-

lage in the Project area:

Ethnic Group Department Total::Villages
Wolof 2 14
Poular 2 22
Hassanya 6 120

The stratified selection of 10Z of villages for the sur-

vey yielded the following results:
1. Wolof : 2 Departments and 2 villages
2. Poular : 2 Departments and 3 villages,

3. Hassanya : 5 Departments and 10 villages

For the Wolof group, 'the selection was made of:

One village of a total of 10 in the District

of Rosso}

One village of a total of 13 in the District



of Keur Macene.

For the Poular group, selection was made of:

Two villages of a total of 14 in the District
of R'Kiz;

One village of a total of 8 in the District of

Rosso.

For the Hassanya group, the team selected:

Two villages of a total of 21 in the District
of R'Riz;

Three villages of a total of 29 in the District
of Mederdra;

One village of a total of 19 in the District of

Rosso}

Three villages of a total of 29 in the District
of Boutilimic;

One village of a total of 14 in the District
of Ouad-Naga.

Following the random selection of these 15 villages, the
team was divided into three groups, each group comprising
of one member of the evaluation team and one person ap-
pointed to the team by the Mauritanian Government. Su-
pervisors and training personnel of the Project were made
available to assist as interpretors and resource persons

during the visits.

Each group was also expected to visit the District



dispensaries and Health Centers in the area covered by

them, as well as one village where a Community Health

Worker (CHW) had dropped out of the Project.

6£

Distribution deé'Groupg%

Group Researchers No. of Villages
' ' Visited
I Dr. Midy - . =~ 6
M. Anne Cheikh
11 Ms. S. Prysor-Jones S
M. Sy
III D. Rudisuhle - M. Kane 4

Project Villages Visited by the Three Groups

of the Evaluation Team

Ethnic Group Department Village
Wolof Rosso Gani
Keur Macene Davor
Poular ' Rosso ' Soringo
R'Kiz Dabaye
Doue Reo
Hassanya Rosso M'Bouss Sed
Mederdra Twefike
Jaber
Abadah
R'Kiz Mayou Chayed
Bir Ould Issa
Boutilimit Archane

N'Jeringue

Missasoud

Ouad-Naga Igara

Duration

6 Days
5 Days

4 Days

Group

Il
II
II
II
II
III
III
III

III



For the purpose of the field visit, the evaluation team’

devised questionnaires for the following respondents:

Members of Community Health Committee;

= Community Health Ageﬁts;

= <villagers; (mothers)

= persoms in charge of Department Health Centers;
= persons in charge of Health Posts;

= dnhabitants of villages no longer served by a communi-

ty health worker.

In addition, the Evaluation Committee prepared a question-
naire to be used by the groups to determine sanitation

conditions in the villages visited.
A copy of all questionnaires is annexed.

The Project Administration rtade all necessary arrangements
to enable the departure of the three groups on Monday 30
October, at 6:30 a.m. Most of the day was spent at Rosso,
whe:e the team met with the Governor of Trarza Region.
Technical discussions were held with Dr. Traore, chief- .
physician of the region, and the team establiéhed contact
with health institutions in the area: the Rosso Hospital,
the EPI Team and the MCH Center. These meetings were

very satisfactory, and at 3:00 p.m., the groups dispersed
to commence visits to villages on théir respective iti-
neraries. Mention must be made here of the kind assis-

tance of Dr. Traore, who offered to accompany Group I on



their field wvisit.

The field trip, concluded on Saturday, 5 November, af-=«

forded each member a unique opportunity to savour the

hospitality of the Mauritanian people. The ways ana cus-

toms encountered by the team members will certainly re-

main an unforgettable experience.

The members of the team take this opportunity to express

their appreciation and gratitude to:

The Mauritanian Government, the National Ministry of
Health, for the warm welcome accorded to the team by

the government officials they had dealings with;

the staff of USAID, Nouakchott, who anticipated all
our needs and.did as much as possible to make the stay

of the team a pleasant one;

the management of the Trarza Rural Medical Assistance
Project, whose planning to the minutest detail for the
arrival of the Evaluation Team reflects their strong

sense of responsibility;

and finally, to the Project personnel, the supervisors
and trainers, the secretaries and accountant, dedicated
and always available for all that was requested of them

by the members of the evaluation team.

Undeniably, the functioning of the team would not have been



possible without the assistance and goodwill extended to

them.

Our grateful thanks to alll



. PART 1II
CHAPTER I

GENERAL INFORMATION ON THE ISLAMIC REPUBLIC OF MAURITANIA

l. Geography and Climate:

The Islamic Republic of Mauritania has én area of 1,030,700
square kilometers. It 1s bordered on the North-West by

the Western Sahara and Algeria; on the East and South-~East
by Mali; in the South, by the Senegal River, and the West

by the Atlantic Ocean.

blimatically, Mauritania is sub-~divided into four zones:

the Sahelo-Sudanese, the valley of the Semegal River,

and the Sahelian and Saharan zomes. Most of the country

is situated in the Sahara zone. The Sahel zone comprises

of the southern part of the country.

Rainfall is low, and diminishes from South to North and
West to East. The annual average 1is approximatelf 600 om
in the extreme South of the country; 100 mm in the

- Nouakchott area; and less than 50 mm along the Northern
coastline and in the North-East. TFor close.ﬁi two years,
severe drought conditions have been prevailing in the

country. Nouakchott received a mere 6 mm-of rainfall :

last year.
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The average annual temperature varies from 19 to 32 degrees
centigrade at Nouakchott, from 23 to 34 degrees centigrade
on the Senegal River, and from 10 to 40 degrees centigrade

in the Sahara.

2, Phlitical Divisions and Sub-Divisions of Territory:

Administratively, the country is divided into 12 regiomns,
and the district of Nouakchott. Each ?egion is sub-divi-~
ded into departments, which number 35 in total. These
departments are further sub-divided into a number of

"Arrondissements™.

rReg;onal Administration is decentralized; regions where
there 1s no military Commandant aré placed under the ad=-
ministrative #uthority of a Governor. The Department is
governed by a Prefect. The smallest administrative unit
is the village in the case of fixed population, and the

camp for nomadic populationms.

3. Demography:
Based on the 1377 census, the population of Mauritania
was estimated at 1,605,000 as of 1 January 1982. The

population distribution by age is as follows:
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Iable 1

Age Group Distribution of Population

in the IRM, 1982 (Estimation Based on the 1977 Census)

Age Group - Male 4 Female Z Total Z

0 - 14 345.091  46.3  339.422  43.3 684.513 44.8

15 - 59 369.072  49.5  405.657 51.7 774.729  50.6

60 and over 32.341 4.2 38.871 5. 70,212 4.6
745.504 100 783.950 100 1.605 100

‘The annual pdpulation growth averages 2.57.

4.

Culture and Ethnologv:

There are four ethnic groups in the Islamic Republic of

Mauritania:

The Moors:

The Poular:

The Sonnike:

The Wolof:

Originally a largely nomadic group.
As a result of many years of drought,
the Moors now increasingly tend to set-

tle in habitatiouns.

Inhabit many parts of the country, but
chiefly along the Senegal River between
Rosso-and Selibaby.

This group mainly inhabits the regions
of Guidimaka and Gorgol, and the frontier

'area bordering Mali.

Who dwell in the lower valley of the
Senegal River, close to Rosso, a geogra-

phical area shared with the Moors.
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The black ethnic groups of South Mauritania are tradi-

tionally agriculturists; the Moors are nomadic herdsmen.

5. Economy and Budget:

The economy of the Islamic Republic of Mauritania is es-

sentially based on the following factors:

- Agriculture: 70Z of the population lives on agricul-
ture, fishery and livestock. Almost half the manpower
in rural areas is engaged in raising of livestock,

while a quarter practices agriculture.

- Fisheries yield between 50,000 to 60,000 tous of ..
f;sh per year; the potential annual groduction has,‘
however, been estimated at 400,000 toms. Over the...
past three years, the fishing industry has received

a great inpetus in Nouadhibou.

- Industry: mining and handicrafts. Mauritania also
produces iron, copper and gypsum. There is a potential

for exploitation of phosphate resources.

- The gross national product of IRM for the year 1980
amounted to 460 million Ouguiyas (US $9.2 million),
and the per capita income for the same year was the

equivalent of US $480.

6. Public Health:

Management of all health services in the country.:is
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executed by the Minister of Health, Labour and Social
Affairs., The organigram of this Ministry is provided

in this chapter,

The territorial sub-division for the management of health
services generaily follows the political/administrative
divisions. There are, thus, 12 regions plus the District
of Nouakchott, comprising of 35 Departments, which in
turn are sub-divided into Arrondissement§ and then vil-
lages or encampments. Each Region has a Regional Hospi-
tal; a Health Centre situated at Department level, and

each Arrondissement has a health post.

The number of health institutions is currently somewhat

limited. The following institutions were enumerated as

of 31 December 1982: (1)

-~ 13 Hospitals

~ 1 Polyclinic

-~ 2 Mother & Child Care Centers
~ 13 Health Centres, G;ade A

- 43 Health Centres, Grade B

~ 74 Health Centres, Grade C

~ 12 Mobile Health Units

.= 13 School Health Centres

~ 15 Antennes SNATL

- 27 CREN (Centres for Nutritionmal Recuperation and Education)

- 19 MCH Centres
1 CNH (National Hygiene Centre)

1 Drug Supply Agency
1l Health School for Nurses

(1) Figures obtained from the Annual Statistical Report,
1982.



(From the Bureau.of Planning and Research of the Ministry of Health)
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With the exception of the Nouakchott District, Mauritania
is also lacking in sufficient professional resources and

expertise. Availlable resources comprise of: 136 doctors,
7 dentists; 447 Nurses élst grade); 87 State Midwives;

12 Pharmacists;'256 Nurses (2nd grade); 5 Dental Techni-

cians; 2 Sanitation Engineers; 1 Nutritionist; 1 Statis-

tician; 7 Laboratory Technicians; 253 Assistant Nurses;

and 38 Nutrition Auxiliaires. (1)

Although the nurses are trained within the country, there-

are no facilities for the training of medical doctors.

The mortality rate averages 21 per thousand; the infant

mortality rate is estimated at 170 to 180 per thousand.

The country's major health problems can be traced to

poor environmental sanitation, and a lack of safe drinking
water. These are manifested in incidences of diarrhoea,
malaria, measles, malnutrition, pulmonary tuberculosis, -
and other problems related to inadequate maternal and
childcare services. Against this background, the nature
of health services tends to emphasize curative rather

than preventive medicine.

The budget for health activities, which represents barely

3.6%Z of the national budget, 1is entirely disproportionate

(1) Figures obtained from the Annual Statistical Report
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to the health services requirements of the population.

The total figure for the year 1982 amounted to 412,972,800

Quguiyas (US $8.2 million).

External assistance to the health sector is provided by
bilateral and international organisations, chiefly

USAID, UNICEF, OMS, etc.
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CHAPTER II

THE RURAL MEDICAL ASSISTANCE PROJECT

1. Justification of the Project:

The level of health services in the IRM was comparatively
poor in the late seventies. Existing services were
almost entirely curative and provided mainly in urban

or semi-urban areas through hospitals, dispensaries and
health posts. No provision was made for rural communi-
ties, where the lack of health facilities was perhaps
most acutely felt. 1In the event of illness, villagers
had to travel dozems of kilometers for medical treatment

at the nearest dispensary or health post.

In view of the serious threat this situation posed to
socio-economic development, the Government examined the
possibilities of extending health services to the rural
areas of the country. The Project for Rural Medical
Assistance in the Trarza Region was thus conceived, in
cooperation with USAID, to devise and field test a stra-

tegy for the provision of such services.

2. Aims, Objectives and Strategy of the Project:

The Project for Rural Medical Assistance had two basiec
purposes. The general aim to improve existing medical
services in rural areas of the .country. A more specifie

objective was the planning, execution and evaluation of
/
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a pllot project for the provision of_he;l:h services to
one region of the country, in order to develop a repli-
cable model which could be implemented in other regions,
following appropriate modifications. Trarza region was

therefore, selected as an experimental project area.

Many elements had to be taken into account at the plan-

ning stage. These were:

a. Training: Motivation of 192 villages -~ the creation
of 192 Community Health Committees within these vil-
lages, followed by the selection and training of 192
health agents for the provision of Primary Health

Care to these villages.

b. The establishment of a community-supported system to
make medicines and medical equipment available to

the CHWs.

¢. Compilation by CHWs of basic information relating to
the communities served and the services provided to

these communities.

d. Supérvision.of CHWs to ensure their continued training,
the maintenance of their motivational level, and the

support of the Community Health Committees.

e. Improvement and reinforcement of existing health care
systems at regional md departmental levels. One out-

come of this activity was to be an improved service
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level of these facilities, allowing for better care

of cases referred to them by CHWs.

f. Finally, the diverse aspects of Project activity
needed to be integrated within the health network of
the Govérnmgnt of Mauritania, to enable continuity
of this approach after the terminmation of the pilot

project.

3. Management and Administration of the Project -
Organigram:

The Project is headed by a Project Director and a Techni-
cal Consultant. As indicated in the organigram, there
are ‘two liﬁes of authority: one, comprising/pf/the Project
Director, supervisors, trainers and CHWs, and the other
consisting of the Technical Consultant, the accountant,
~and support staff. There is no direct line of authority
between techmical personnel and administrative staff.
Thus, the administrative staff is entirely responsible
for the financial management aspect of the Project, which
falls outside the purview of the Project Director. A4s

it stands, this system could result in potential conflict
-situations; it would seem, however, that Project execu-

tion had, nonetheless, been smoothly implemented.

In effect, the Project operated vertically with relative-

ly limited staff: a director, two supervisors, seven
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trainers and, at field level, Community Health Councils
and Community Health Agents. In the adminstrative con-
text, the technical consultant assumed responsibility
context for all disburséments, liaising with the health
personnel of USAID. The accounting operation was main-
tained by an acéoutant under the supervision and guidance
of the technical consultant. The Project support person=-
nel, drivers,‘secretaries and peons came under the direct

supervision of the technical consultant and the accountant.

4. Budget:
The overall budget of the Project amounted to US $2,169,086.

0f this total,
1. USAID contributed US $1,661,086, representing 77%Z of
the outlay;

2. The Government of IRM provided US $224,188, as 10Z
of the total; and

3. Other donors contributed US $283,125, providing 13%
of the budget.

USAID participation consisted of:

a) Technical Assistance $ 768,000
.b) Education and Training 140.282
¢) Equipment and Supplies 409,024
Sub-Total . : $ 1.317.306
Unfafeseen Expenses (107%) . 131.731
Sub=-Total ) $ 1.449.037
Inflation (15%) . 212,736
Total $ 1.661.773



The Government of IRM contribution comprised of:

a) Personnel $ 164,249
b) Infrastructures and Offices 13,100
Sub-Total ‘ $ 177,349
Unforesseen Expenses (103%) 17,735
Sub-Total ' $ 195,084
Inflation (152) 29,105
Total . § 1 224,188

Other funding agencies were:

a) The American Peace.Corps $ 215,000
b) The Mauritanian Red Crescent 4,000
Sub=-Total _ $ 219,000
Unforeseen Expenses (10%) . 21,900
Sub-Total $ 240,900
Inflation (15%) 42,225
Total $ 283,125

5. Project Achievements:

Motivation and Awareness-Building at Village Level:

Since the programme was to depend on community inputs,
it was essential to prepare'communities for the respon-
sibilities they were expected to undertake. Specific
emphasis was, therefore, placed om motivational activity
at the village level. The Project relied initially on
the involvement of the Mauritanian Red Crescent, with
its substantial experience in training first-aid agents

in villages.

22
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The Mauritian Red Crescent began its animation and moti-
vation tour on 16 April 1980, and visited from 17 to 31
August 1980, 130 villages and encampments in the depart-
ment 6f Rosso, R'Kiz and Mederdra. a total of 157 volun-
teers were recruited to participate in their first-aid
training sessioﬁs. The objective of these visits was to
inform and create an awareness amongst communities inm
villages and encampments of the concept of Primary

Health Care, and of village pharmacies, hygiene and en-
vironmental sanitation and also to recruit rural volunteers
for training in first-aid. Four training seminars for
first-aid workers were, therefore, held at Rosso, Mederdra,
R'Kiz and Jidr El1 Mohghen between 10 to 20 September 1980,
with 234 trainees. A Maurit;nian Red Crescent Report
indicates that "apresentation of the Trarza Project and

its relationship to rural first-aid workers was made by

MM. Diouf and Ould Memah, representatives of the Preven-
tive Medicine Service'". It would appear that this tour

and the seminars constituted the only actual motivational
activities contributed by the Mauritanian Red Crescent

to the Project.

Other motivation tours and training of Community Health
Committees were undertaken by teams established by the
Project. The villages selected were those which were

accessible, and with a population of over 200 inhabitants.



24

Each team comprised of a nurse fluent in the language of
the villages to be visited; a driver; and a Peace Corps
Volunteer. Assisted by the Prefect, it was possible to
visit all the departmenfs in the region, including those
which had been covered by the Red Crescent. During the
course of these motivational visits, the aims and objecti-
ves of the Project were explained to both vill#ge digni-
taries and villagers, in an effort to engender their
interest and support. A Health Committee was established
wherever the teams met with a positive response., After
having clearly delineated the responsibilities of the
Committee to committee members, the team undertook a
village survey and'mapped the village area. Imn all,

the Project supervisors and training agents estimated -
one day per village visited. A total of 197 wvillages of

the number visited were included in the Project.

The following table indicates the number of villages per
department for each training session. The same table
establishes the total number of villages per department

for the six departments of the region.
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Table No. 2

Distribution of Villages Chosen for Inclusion by Department

and Training Session

Departments

Training ' Keur Ouad

Session Rosso Mederdra R'Kiz Macene Boutilimit Naga Total
1st 21 6 9 X X X 36
%?d 13 : 6 7 X 5 X 31
3rd . 6 10 4 4 7 X 31
4th 1 5 7 5 10 5 33
5th 2 5 X 4 7 6 24
6th 10 10 10 2 6 4 42

Total 53 42 37 15 35 15 197

5.2

Source: First Annual Report, December 1981: Dimpex Associates Inc.

Training Activities:

Training of personnel constitutes one of the most impor-
tant aspects of Project activity. Scholarships for
training abroad were provided to Project staff to prepare

them for their work on the Project. Between July 1979

‘- and December 1981, four nurses/trainers were sent to Lomé,

Togo for training of trainers and community motivation

courses.

A number of in-country courses and seminars were organised,
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not only for Project personnel but also for employees

of the Ministry of Health who were working in the
Project's geographic area. Nine staff training courses/
seminars were organised‘during the period under review,
from October 1980 to October 1983. These courses/
seminars focussed on a variety of subjects, inciuding:
Training of trainers, supervision, in-service training,
integration of the Project within the context of national
primary health services, etc. Training sessions ensured
the participation of all Project persounel as well as of-
ficials and employees of the Ministry of Health. Table
No.3 gives, on the next page, a- resumé - of the various
in-codntr? courses organised by the Project with dates,

subjects covered, and the number of participants.

Another important training activity undertaken by the
Project, was the training of Community Health Workers.
The Project plan envisaged ﬁhe training of 192 village
level Community Health Workers over the duration of the.
Project. 8Six training courses conducted by the Project
resulted in the training of a total of 197 agents. Of
this number, there were 41 dropouts, leaving an actual

total of 156 active Community Health Workers.
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Table No. 3

Staff Training

For Primary Health Care Services

By the Project for Rural Medical Assistance
September 1983

: total Non-Project
Subject: Institution®» Responsable Dates Participants Participants

Training of OMS/SHDS 15.10.80 15 11
. Training Agents ) 3.11.80

Supervision Project 1.04.81 5

Refresher OMS/SHDS 15.08.81 13 4
Courses for

Supervisors .

Nutrition OMS/Min. 10.81 17 10

of Health

Research Consultant/ 10.81 17 10
Methodology Project

Evaluation Project 4,08.82 8

Review 13.08.82

Integration - Project/ Ministry/ 24.01.83 53 43
Public Health OMS 27.01.83

Services

Project Project/USAID/ 10.04.83 17 8
Integration Ministry 14.04.83

Table No. 4 presents the total number of CHWs traimed by

department,

ethnic group and training course.

Training

courses were for an average duratiom of 45 days. All CHWs

trained returned to their villages with complete medical

kits to enable them to commence their activities.
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These training and animation activities should be fully
appreciated. Undeniably, the Project was able to create

a high degree of awareness within the rural milieu of
Trarza region, as well Qs a community infrastructure es- --
seﬁtial to the development of Primary Health Care services.
The professional staff of the Ministry of Health trained
by the Project will be a major asset, on which the govern-
ment will rely for the future extension of PHC activities
undertaken in the context of meeting the overall objective
subscribed to by the Government of Mauritania, of "Health
for All by the Year 2000".

Health and Hygiene Activities at Village-Level:

With the establishment of the Community Health Committees
and CHWs, the Project planned to initiate a system of
preventive and curative medical care at village-level. .
This system was firmly based on community participation,
for communities were to ensure the replenishment of medical
supplies and equipment to the CHW, who received after his
training a basic kit containing the most commonly used
medicines for the provision'of first-aid. All cases re-
quiring medical attention beyond the capacities of the
CEW were to be referred to the nearest health centre, -
whether dispensary or health post. All cases dealt with
as well as the treatment administered were to be recorded

in a form maintained by the CHW.

The role of the CHW in the wvillage was not limited to



Table No.

(1]

4
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Total Number.of CHWs Trained, by Department, Ethnic Group and Training Course

Departement Rosso R'Kiz Boutilipii- Méderdra Ouad-Haga Keur Macine Total Y rorar
Date of ‘Training HoP noe noP oW mr W | nocew noeP v no

January 1981 - 6 9 6 - - - 6 - - - - - - - - 15 12 36
October 95 [ 8 & 5 - - 6 - - - - - - - - 23 8 N
February |qg; 6 - 4 - 1 - - 10 - - - - - 2 - 2 29 7 13
|october 1982 o - 6 0 - - 5 - - 5 - - 5 - - % - 26
January . 1983 2 - - - 7 - - 4 - - 6 - - 4 - - 23 - 24

May 1983 1 - 8 1 6 - -~ 10 - - 4 - - 1 - 1 %1 42

Source. Studies U;xdertaken by the Team

It = llagsanya
P = Pouler
W = Wolof

of Statisticians
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curative action, he was also trained to educate villagers
on prevention of illness, disease control, and improvement
of health status. The CHW was also required therefore

to visit individual houéeholds, organise meetings and
educative sessions on health issues; and instruct the conm-
munity on hygiene and environmental sanitation. Activities
in this sector were to be regularly recorded by the CHW

in his activities register. During supervisory visits,
information contained in the registers was to be transfer-
red onto special forms and forwarded to the Project head-
quarters. Unfortunately, however, 1o system for tabulas=
tion and analysis of this data was provided for at the
central office levgl. waever, the evaluation team with
the assistance of trainers from the Project, was able to
tabulate this information and get an idea of the scope

and extent of work undertaken by the CHWs within the dura-
tion of the Project. This information has been presented

in Table 5, and accompanying figures 1 and 2,

The data thus tabulated,iindicates>that CHWs monitored by
the Project undertook a total of 152,381 consultations A
for 70,023 individuals, arriving at an average of 2.17 -
visits per patient. If we estimate the populafion served
in the area.?f CHW operation at 50,458, we can reasonably
conclude that a high percentage of the population was able
to consult with CHWs at least once during the course of the

three-year Project.
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The table presenting information on consultations by De-
partment and nature of illness indicates that the main
reason for consultation was diarrhoea; followed by malaria,
and respiratory disease. Problems seen less frequently
were parasitical infections, measles and whooping cough

(see Table No. 6 and figures on the following pages).



Table No. §

TRARZA REGIOGN 32
CHW ACTIVITIES BY DEPARTMENT
Age Groub CONSULTANTS CONSULTATIONS
- Concen-| Evacua- [Reported Reported
0as lé.a 49 Geher Total O_E 5 14.3 49 Other Total tration| tion Deaths PBirths
Jépartement Years years Years Years ’
ROSSO 2.423] 2,061 1.838 6.322 2,928 2.412 2,597 7.937} 1.25 8 55 87
R'KIZ 5.929] 4.395 4,845 | 15.169 8.399] 6.307 6.757 | 21.463| 1,41 4 103 161
MEDERDRA 5.406{ 7.241 7.716 | 20.363] 17.951] 11.436 12,099 | 41,486} 2,03 0 24 99
- BOUTILIMIT 7.840] 7.463 7.718 § 23,021} 22.090| 20.635- 21.347 | 64.072| 2,78 0 41 90
KEUR MACENE 950 590 482 2,022 1,767 1.097 896 3.761 1,86 0 12 25
OUAD-NAGA 2.880] 1.802 2.653 7.335 5.299). 3.500 4.863 | 13.662) 1,86 0 13 36
. ]
TOTAL 21,270} 23.552 25,201 | 70.023| 58.434{ 45,387, 48.559 [152.381} 2,17 12 248 . | 498

Source: Compilation from Superviaibn Forms in the Project Archives

BEST AVAILABLE COFY




rersois

I- 38191
Projert Period

LA N U SN 4

Lnuoeriaren

oAl tatlions

t

Disiribution ot

ALOI FIZVIVAY 2839

atinns por Age Grour NDuring rhe

'Y
.

Requesting fnopsul

__ 1] LHALHL LA - w Hi fii ;H : ,. | .‘ i | T L MC :
.,_,-_M-u -M|, FHH L L T THITE i H A -_. _
_ Mw ,m. -5 - . /, ARARTANY AW \ ._h.m__
/%ﬁw __ ,. L L EEELLL / 7/,”/%%/ /_/,/ W ,//M%//%/,////_// _*_
N ST
_,W//, ALEEECELL L L L . L]
11 | THiR
- I A 1IN
& TTEHEEHAERACEE - 1 I AN 4_,_m
S LR A H--M-Hw LA r11..;}/%///////_// n
AT FRFRFEFEFAEF A TOHAFEE R A EEALL
_1 RN LR T NEAENEE At e T.mw
TR A e
SRR AR R TEH T A,////,/////;.
AL
S o o B B nandl ARRRRE TEAE L e
o BEERE NN 1 A ETTET B TEEEE T T EE A A T RN \HIG)
_M _.M - _ A AR AR 1 1 HH: TEEREL: V_ /7/ /J uwn
SEAREE TR LR | : 11 il
o ;_i_mf mr# - W L nw W L8 g Lg w_

Age Group



| -
T

I

|

)

- -

N\

NDuzA=Naca

ions

34
=1
T?e;sons Requésting |
sultat -
2 —
B
1
L
I
[l 1
i
1
|-
1]
i |
1
i

tLonsulcatians
]

' {
" ———————- . -
T
n
T
: 1
-
|
i
T
'
i
' ! [
§ i !

1

Number

tas

__ LR LR ..,.H-,”-,_..-.w.._......,ﬁ_...- L /

NN LR EE L L R EE L L LR

SRR PR A ST H L ARRRERARNAN:

,w _.1 TR . AEHE R %ﬁ///%%///@//,_/w//f

T R L P H TR R AN
sl

[§el

-~

I
[

7

N\

]

.
T

\

v-
3

iistribution v
-.——-—-—-__--.—
1
Al
1
i
(K
[
[
|
1
[
i
K]
’I
1
]
L}
[}
t
[T
!
[
.
1
1]
[}
[
T+
|

10 -

1
o o
<

Number
70 -
60 -
50 -

i oo RN ¢ 1]

~ th.
Lo O T ANy dE AT T O ’ [
BEST AVAILAZLE COFY a t " . . . .



| 35
PREDOMINANT DISEASES IN TIE REGION BY DEPARTMENT

Diseases :
Whooping Intestinal Respiratory
Departement Dlarrhea . C6ugh’ Heasles Halar ia Parasites Malautritien Problems
L]
ROSSO 1.106 87 . 60 2,096 94 195 525
|
R'K1Z 3.251 312 476 3.491 228 334 3.157
AEDERDRA : 5.480 35 35 3.556 1.097 . 1.162 5.586
BOUTILIMIT 7.631 108 201 8.623 492 2.731 7.093
]
- ' ‘
! XEUR MACENE 172 5 ' 0 ' 350 35 76 . 229
' 1 ]
| OUAD-NAGA 2,207 0 9 1,436 V£ 880 1.823
L .
| qoraL 19.847 552 781 |° 19.552 2.319 5.378 18.413
|
{

Source: Dberived from Project Supervisdon Archives
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Judging by the number of comsultations, the most active

Department was that of Boutilimit, followed by Yederdra,

and then R'Kiz, Ouad-Naga,

Rosso and finally, Keur Macene.

It is interesting to note that this distribution does not

correspond with the distribution of CHWs, nor with the

size of the population,

Table.

Table No. 7

as 1s clear from the following

Distribution of Consultations According to Population

and the Number of CHWs by Department

-Boutilimit Mederdra

Dep. Rosso - R'Kiz Ouad- .Macene Total
Naga
Population : 9.787 14.519 10.790 8.278 3.103 3.981 50.458
No: of CHWs 43 48 35 41 15 15 157
Total No. of 6.322 15.169 23.021 22.090 7.335 2.022 70.023
persons req.
consultations
Total 7.937 21.463 64.072 41.486 13.662 3.761 152.381
consultations
Source: Project Archives

If we now refer to the case tabulation,

we observe that the

diseases most prevalent in the region can be listed in the

following order of magnitude:

Diarrhoea

- Malaria - Respira-

tory Problems - Intestinal Parasites - Measles ~ Whooping

Cough.
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Table No. 8 shows the causes of illness per 100 inhabitants
and by Department over the duration of the Project. (It

was difficult to make an annual tabulation). According to
this data, respiratory préblems and malaria constitute the
most prevalent diseases affecting the population. Diarrheoa
comes third, folléwed by malnutrition. Respiratory problems
are predominant amongst the populations of Mederdra,

Boutilimit and Ouad-Naga.

Malaria apparéntly affects the population of Boutilimit,

Ouad-Naga, Mederdra, R’Kiz and Rosso.

Diarrhoea is most frequently the major health problem in

Boutilimit, Mederdra and R'Kiz.

Malnutrition is most prevalent in Boutilimit, Ouad-Naga

and Mederdra.
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Table No. 8

Causes of Morbidity per 100 Population

Identified by CHWs by Department

Diseases
Diarrhoea . Malaria g:zgizgzory ﬂalnutrition.

Department
Rosso 11,30% 21,612 5,36% 1,99%
R'Riz 22,3972 24,047 21,742 2,30%
Mederdra 66,19% 42,95% 67,48% 14,03%
Boutilimit 70,727 79,91% 65,73% 34,57%
" Keur Macene 4,32% 8,79ZA 5,75% 1,90%
Ouad-~Naga 0 46,277 58,74% 28,35%
Average 29,15% 37,22% 37,467 13,86%

Referring back to Table No. 5, a rapid assessment would
indicate that the figures for births and deaths were under-

registered.

The value of available data is questionable and must be con=-
sidered in the light of the circumstances under which it was
compiled -~ by health agents with an extremely limited medical
background. Eowever, they_have some importance as an infor-
mation base upon which to structure further activities for

the pfovision of health services to this regiomn.
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Aid to Health Institutions in the Region -

In enumerating the achievements of the Project, an im-
portant factor is the assistance provided to the health
facilities in the region. This region received medical
equipment and other supplies to the value of US $80,000.
During our visit to the Regional Hospital at Rosso, the
Physician-in-Chief of the region, Dr..Traore, expressed
satisfaction at the support provided by the Project to
the centers in the area. The Head=-Nurse of the dispensa-
ry at Reur Macene expressed similar views. Equipment and
other assistance to these centers has contributed to
building up their capacity for the improved provision of
medical attention to cases referred to them by CHWs in
rural areas. Some materials and supplies were distributed
to virtually every center functioning in the area. (cf:
Annex IV: List of Equipment and Supplies provided by the

Project in the region).

Supervisory Activities -

An essential component of this Project, supervisory acti-

vity had various objectives:

a) Continuing educatjon of the CHW, and evaluation of

his work.

b) Continued motivational activity directed at Community

Health Councils and village-level beneficiaries.

c) Collection of information from the registers maintained
by CHWs.
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d) Collection of data related to changes in the health

status of wvillages.

As planned, supervisory activity was geared to these
objectives, Monthly supervision was foreseen as essen~-
tial for the first three months, followed by tri-monthly
supervision over the course of the first year, and bi-

annual supervision during the subsequent period.

Unfortunately, these schedules were not maintained. In
actual fact, a total of 504 supervisions were effectedr
against the envisaged 842, achieving only 60%Z of the su-
pervisory objective. The reasons for inadequate func-
tioning of this important aspect-of the Project are pré-

vided further on in this report.
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CHAPTER 1III

EVALUATION AND ANALYSIS OF THE PROJECT

RATIONALE AND PLAN FOR THE EVALUATION

The Project Agreement clearly stipulated that the Project
was to represent "a joint effort oﬁ behalf of the Govern=-
ment of Mauritania, assisted by USAID, for the develop-
ment of a system for improvement of health services in
"the rural areas of Mauritania". The same document further
states that there will be developed, within Trarza region,
"a pilot Project for a system providing medical supplies
and assistance to rural comnmunities. It is anticipated
that the implemeﬁtation and evaluation of this pilot
Project will better enable the Government of Mauritania

to increase health coverage through similar Projects, with
the experience and resources at the disposal of the

country”.

This final evaluation of the Project for Rural Medical
Assistance at Trarza therefore constitutes an impowtant
aspect of the Agreement. It follows the first, mid-project
evaluation conducted in May 1982. The final evaluation
will, in principle, provide guidelines for the structuring
of extended PHC activities for rural communities, under-
taken by the Government of the Islamic Republic of

Mauritania.



Project evaluation includes the following components:

A - Technical achievements of the Project.

B - The integration of the Community Health Workers
the Ministry of Health.

C - The General Administration of the Project.

D - Economic Evaluation,.

43
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A - TECHENICAL ACHIEVEMENTS OF THE PROJECT

Selection of Villages for Inclusion in the Project

At the initiation of the Project, the following criteria
were outlined for the identification of villages for in-

clusion in the Project:

- Relatively settled (sedentary) villages.
- Villages remote from health institutions.

- Villages with a population of 300 or more inhabitants.

In selecting villaées for motivational activity, the
Project team first contacted Regional and Departmental
authorities. The teanm thereafte£ identified villages for.
the Project, bases on the 1977 Census figures, as well as

on priorities indicated by local authorities.

To begin with, it was possible to function accofding to

the established critéria. As the Project progressed,
however, there was an increasing tendency to accept vil-
lages with smaller populations as well. The population:
criteria was subsequently amend;d to include villages with
200 or more inhabitants and, in fact, many villages with

a population below 200 were also included within the Project.
In effect, 31 villages selected (16.6%Z of the total) had
populations below 200, and 55 villages, comprising 29.5%

of the total number, had populations of less that 300 in-

habitants. This was a result of two main factors:
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a) The population of Trarza Region tends to live in small
villages (see Table No. 9 on the following page), and
the larger villages were already included in the

Project.

b) Once the Project was underway, the team received a
great many requests from small rural communities, re-

» questing their inclusion in the Project.

Project staff judged it necessary to respond to these di-
rect requests from communities, and. it was therefore., de-=
cided to not adhere too strictly to previously determined

criteria for village selection.

This decision proved quite acceptable, as the drop-out
rate amongst small villages was not higher than that of
the larger ones. (See figures 4,5 and 6 on the following

pages).

Similarly, the smaller villages were able to provide as
much financial support to their Community Health Workers

(CHWs) as were the larger ones (see Table No. 10, page 4%),.

With regard to community responsibility for replenishment
of the CHW medical kits, Table No. 11 (page 48 ) clearly
indicates that there was no real deviation in the degree
to which this responsibility was assumed by both small
and large villages. In villagers with a #opulation of

under 200, medical supplies were restocked in 687 of the



Table No. 9

Population of Villages in Trarza Region

Total:Number | Number of Villages | Number of Villages .
of Villages ‘with over 300 with less than 300
Inhabitants Inhabitants
Boutilimit 54 23 31
Ouad-Naga 39 S 34
R'Kiz 85 - 41 44
Mederdra 46 22 24
Keur Macene 51 20 K18
Rosso 25 10 15
{Incomplete
Total 300 121 179

Source: 1977 Census and Information from the Trarza Project.
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Table No. 10

47

RELATION BETWEEN SIZE OF VILLAGE AND THE PERCENTAGE OF PAID HEALTH AGENTS

ACTIVE HASSANTA VILLAGES

% with Paid CHW

Population ~ Number of Villages Number with Paid CHW
200 Population 17 8 47%
200 - 299 23 10 43%
300 - 499 30 14 47%
"500 + 13 6 467
Nb Information 1 - -
TOTAL 84 38 457

Note: No Poular village had a paid CHW, and only one Wolof village paid

its CHW.




Table No. 11

RELATION BETWEEN SIZE OF VILLAGE AND THE REPLENISHMENT OF MEDICAL KITS

1. ACTIVE POULAR VILLAGES

Population | Number ofl " Number Having " Percentage Having
Villages ‘Restocked Medical Kits| Restocked Medical Kits
200 9 ' 6 67%
200 - 299 2 2 100%
300 -~ 499 6 5 83%
500 + 2 2 100Z
TOTAL 21 15 71%

2. ACTIVE WOLOF VILLAGES

‘Population | Number of | . Number Having Percentage Having
. Villages Restocked Medical Kits| Restocked Medical Kits
200 2: 1 50%
200 - 299 2 2 - 100%Z
300 - 499 "2 1 502
500 + 3 1 332
TOTAL 12 , 6 502

3. ACTIVE HASSANIA VILLAGES

Population | Number of . Number Having VPercentage Having
Restocked Medical Kits| Restocked Medical Kits
-200 - 17 12 712
200 - 299 23 19 83%
300 - 499 30 . ' 27 902
500 + 13 12 92%
TOTAL 84 70 ‘ - 83%

N.B.: The total number of active villages for each group include villages

with unidentified population.
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cases. Where villages had a population_of over 300, this
figure rose marginally, to 76%. ‘
In conclusion, it is apparent that the size of the vil-~
lage had little bearing on the functioning of the Project,
when viewed in isolation from économic considerations.

The most important selection criteria for functiomal pur-
poses was the motivation of community groups to assume
responsibility for primary health services, and the avail-
ability of a suitable Community Health Worker. Both

these criteria were dependent upon adequate motivation

at the village level.

The experience of the Prbject raises questions regarding
the national policy for selecting villages to have CHWs.
The Ministry of Health had envisaged placing CHWs in

each village which had a population of no less than 300
and a maximum of 600 inhabitants. Villages with a popu-
lation of over 600 were, in principle, expected to have a
health post. 1In practice, however, the potegtial budgetary
restrictions of the Government of IRM will probably inhif
bit the establishing of a hgalth'facility to serve every
large village. 1In the Region of Trarza, 27 of the 314
villages were identified as having populations exceeding
600. Of these ;illag;s,

- 9 had a health post,

- 13 had a CHW,

- 4 were no longer served by a CHW.
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- 1 did not wish to participate in the Project.

It should be noted that 7 of the 16 health posts in thé
Trarza Region were located in villages with population of

under 6Q0 inhabitants.

Project personnel with a detailed knowledge of the Region
estimated that the number of villages not covered by the

Project amounted to a very -small . number. Appfoximately
15 villages refused to participate, but virtually all the

others were included in the Project.

This estimate is probably correct. The 1977 Census fi-
..gures, however, indicate a rural population of 174,000
(excluding towns and villages with established health
centres). The Pfoject extended coverage to a populétion
of 50,455, which would imply that it reached only 30Z of

its target population.

It is obvious that more reliable demographic data 1is cal-
led for. Conceivably, there has been a reduction in rural
population as a result of migration to urban areas. Imn

any case, it would be best to clarify these figures.
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Motivation and Awareness-Building ("Animation") in

Villages

According to the plan for the Project, motivational acti-
vity at the village level was to have been undertaken by
the Mauritanian Red Crescent. The objective of this or-~
ganisation was to establish 300 rural first-aid workers,
as well as Village-level First-Aid Committees and village
pharmacies in the Trarza Region. Given that the stated
objectives of the Trarza Project were in accord with r
those of the Red Crescent, the Project placed the sum of
US $25,000 at the disposal of the organisation, for use

in motivational activity.

The Red Crescent trained 224 firgt-aid workers in !
September 1980, and established 145 Village-level First-
Aid Committees. An additional 72 first-aid workérs were
to be trained subsequently. However, on account of cer-
tain technical and adminiétrative difficulties posed by
this system of operation, the Project did not see- -fit to

continue this second phase of Red Crescent interventionmn.

The experience of field staff enéaged in the Trarza
Project clearly established that, in spite of the dyna-
mism and goodwill of the members of the Red Crescent in
the execution of their activities, the system of delega-
ting village motivation proved to have the following draw-

backs:



a)

b)

c)

d)

e)
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Visits of two different teams, one for recruiting
trainees for first-aid workers and the other to
identify and establish a CHW, tended to create con-
fusion amongst the.villagers who were not always able

to differentiate between the two concepts.

The fact that the Red Crescent had often distributed
free goods and medicines created false expectations
in many villages, and was in conflict with the Trarza

Project's approach which encouraged self-sufficiency.

Trarza Project personnel was, in any case, required
to undertake motivational activity and this resulted
in overlapping and duplication of efforts in the vil-

lages selected by the Project.

When the CHW chosen by the village was not the same
person as the first-aid worker trained by the Red
Crescent, conflict situations tended to develop more

readily.

The type of "animation" required by a Primary Health
Care programme (creating a village-level awareness of
the concept of preventive medical care, village self-
sufficiency etc.) was basically at variance with the
standard approach of the Red Crescent. Moreover, the
personnel employed by the Red Crescent for their moti-
vational campaigns (the majority of whom were school
teachers), did not have the same orientation as health

staff trained in the provision of primary health care
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services.

The Trarza Project developed a motivational approach com-

prising of the following stages:

l.

The explaining of the Project to the wvillage, usual-
ly before a general assembly. The role of the Com-
munity Health Committee and thé CHW would be discussed,
along with the selection criteria for CHWs, the res-
ponsibilities and undertakings of the village and
those of the Project, the modaliﬁies of restocking
medical supplies, and the eventual financial support

to the CHW.

The selection of a Community ﬁealth Committee and a
Health Worker, followed by a "Charter of Agreement"

entered into by the village and the Project.

Utilisation of the "Village Information Sheet" by the

Project staff.

The picking-up of CHWs selected for training and their

transportation to the Department Training Center,

Discussion of the commitments of all parties on the
occasion of the CEW's presentation to the village after

his training.

The first three stages were normally executed within the

the first wvisit to a village, specially in the cases of

villages which had requested participation in the Project.
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The ""Charter of Agreement', the instructions for moti-
vational activity,and the "Village Information Sheet"”

were mechanisms evolved by the Project in 1982 to better
define a uniform "animation" apéroach. It should be noted
that the Information Sheet, regarding the sanitary status
and health pragtices in the village, was not discussed
with the population concerned. This information forms a
part of eéch village dossier, and should sef&e as baseline

information against which to measure future improvements.

In practice, the motivators were not always able to dis-
cuss with large numbers of persons, especially in the
Moor communities, since the tradition of community as-
semblies and discussions is not widely practiced in this

cul ture.

There seems to be a consensus among those who have been
associated with the Project (evaluators, consultants,

Peace Corps Volunteers, etc.) that the process of motiva-
tion was neither long enough nor sufficiently well-oriented
to be fully effective. Most members of the Project staff

share this point of view.

However, no additional activities have so far been defined,
and some of the members of the team feared that repeated

motivational visits might serve little purpose other than
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putting a strain on villages, if villagers perceived no

tangible benefits from the visits.

Before we proceed further, it is useful to identify some
"objective" indicators, in order to refime our perspective
of the motivational system. To this end, we may ask the

following questioné:

a) Has motivational activity ensured that CHWs are well=~

chosen?

47 of the 197 CHWs selected (23.8%) did not correspond
to all the criteria established by the Project, and 41
of the 197 CHWs who were trained (20.8%) discontinued
their involvement with the Projecé for one reason or
another. It ;s difficult to establish to what extent
this is due to inadequate motivational activity, but
the statistics do give cause for concern.

b) Did the villages fulfill their commitments to the

Project following motivational activity?

Table No. 12 shows that the percentage of villages
which restocked the CHW medical kit is fairly high
(active villages as well as those which discontinued
the Project are included in the Table). Nonetheless,
it would be worthwhile to assess whether the lack of
response of the remaining villages was not due, in
some measure, to a lack of clear understanding or of

acceptance of their role at the start of the Project.
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With regard to the remuneration of the CHW, it is ne-
cessary to take ethnic differences into account, (vo-
luntary community service is more acceptable in Poular
and Wolof communities). Economic constraints of cer-
tain Hassaniya (moor) villages should be considered
when assessiﬁg their degree of motivation vis-~a-vis

the Project. However, observations of the field staff
~of the Project would indicate that a number of Hassanya
villages do have the resources to provide greater sup-

port to their CHWs.

Table No. 12

Percentage of Villages Having Restocked

CHW Medical Kits, and

PercentaggﬁHaving Remunerated the CHW

Villages Percentage of Villages Percentage of Villages

(by Ethnic Having Restocked CHW Remunerating the CHW
group) Medical Kits

Hassaniya

(No. = 116) 727% 392

Poular

No. = 27) 59Z 0z

Wolof

(No. = 15) 607 137
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It should be added here that 51% of the CHWs who disconti-
nued their involvement with the Project villages attributed
their decisions to either a lack of remuneration (14.67%) or

insufficient commuynity motivation (36.4%).

¢) Do the Villages Understand the Concept and Importance

of Preventive Medical Care?

Ideas about health villages iﬁ the Trarza Region must ne-
cessarily be evaluated against the background of a well-
entrenched tradition of anarchic drug sales, and wide-
spread use of "modern" curative medicine, often adminis-
tered by persons with no medical training whatsoever.

The objective of established villages, as far as health
is concerned is to havé their own dispensaries to avoid
travelling long distances for medical attention. Villages
which are well-connected with the Central Government have
high hopes that the State will provide them with a dis-
pensary, and do not find alternative schemes particulari-

ly attractive.

It is difficult to change this mentality, and motivate
villages to thiﬁk in terms of self-managed preventive |
health care. In effect, &espite the interventions of the
Project, these attitudes st;ll prevail in some villages.
A sample of 15 Health Committee interviewed indicates
that 73% of the villages mentioned curative health care

as a priority for CHW activities, 337 considered hygiene

most important, and 47% emphasized education. These
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findings were supported by those based on individual
household visits where it was apparent that health, in
general, 1is defined by the population solely in terms’

of curative medical interventions.

It would be unfealistic to expect villagers to espouse
Primary Health Care concepts in such a short time. How-
ever, we may ask if a more intensive "animation" effort
in the villages would ﬁot have contributed to greater

attitude change.

In the light of t?ese considerations, we feel that the ini-
tial motivation of the villages should have a somewhat dif-
ferent orientation. It is presently overly concerned with
obtaining village agreement to the Project as quickly as
possible. Thus, the educational potential of these first

contacts tends to be neglected.

In view of the fact that villagers are lnterested in tangible
results, and are perhaps little inclined to listen to abs-
tractions, the animation should be structured around specific
activities (weighing and consultation of children, survey
oé health.problems, village self-assessment of its problems,

etc.}. The animators could initiate educational discussions

based on these activities in order to make the village more
aware of the causes of its problems and gain a better know-

ledge of its health status.
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The Role of the Community Health Committees (CSC)

v

The Project's policy concerning CSCs 1is reflected in the
Project Agreement, which sets forth both village and Project
commitments for primary héalth care. The village is re-
quested to appoint a committee of from four to six members,
representing the various population groups (youth, women,
prominant citizens) and, as much as possible, those carrying
out health activities (traditional birth attendants (TBA),

Red Crescent health agents, etc.).

As explained in the Project Agreement, the Committee's role

is:

a) To select a CHW for training.

b) To find a system for supporting and encouraging the CHW,
according to village capabilities. .

c) To set up a system for keeping the CHW supplied with

medicines.

Following the spirit of the Project, the CSC should deal with
all aspects of village health. This would normally include
the mobilization of the wvillage for preventive health acti-
vities. This is not specified either in the Project Chérter

or in the document, Points to be Discussed during Animation.

All villages participating in the Project have formed health
committees, which meet with wvariable regularity. Of the 15
committees visited by the Evaluation Team, 607 affirmed that

they met at least once or twice a month. Others meet on
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occasion or irregularly, or sometimes only when called to-

gether by the CHW (137%Z).

The composition of the committees is also variable and the
different groups of the population are not always repre-
sented. Only 3 of the 15 CSCs visited had women as members.
Five had teachers as members, and two had representatives
from the Mass Education Structures (SEM). The Imam was a
member of only one committee, and the TBA was also a member

of only one committee.

The CSCs have been fairly active, judging by their efforts
to.replenish the CHWs' kits. As we have already indicated,
837 of the 109 villages on whichAwe have information reple-
nished the kit at least once. This impression of CSC dyna-
mism was confirmed by the field visits. We found that the
CHWs' kit was complete in 667 of the cases, in spite of the
presently very precarious economic situation of several vil-

lages.

Figure 7 shows the number of times that the kits were reple-
nished by the CHWs. We observe that, one way or another,
the CSCs organized a total of 184 replenishments during the
life of the Project. (The information refers to the 115

CHWs trained in the first 5 trainee groups).
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Figure 7

v

Number of Times that the Kits of Active CHWs were Replenished (N = 109)
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In the course of the evaluation, we observed that several
CHWs had medicines in their kits that were not authorized

by the Project. This constitutes a danger for the popula-
tion from a medical point of view, and indicates the need
for better comtrol of CHW activities. The sale of medicinmes
by the CHWs also requires stricter control in order to
counter the tendancy to make a business out of pharmaceuti-
cals. The CSC, with the support of the Project supervisors,
should play a greater role iﬁ these aspects of CHW super-

vision and control. The CHW is in fact, responsible to the
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Committee, and it is necessary for the latter to take steps
to protect the population from possible abuses. This would
facilitate the Project supervisors' task, ;s they are some-=
times uncomfortable about faking the necessary measures
alone. At the same time, the supervisors should do some
thorough educational work with the CSCs to make them more
aware of the importance of this aspect of their responsibi-

lity.

The remuneration of the CHWs has been less regular thanm the’
replenishment of kits (337 of the villages on which we hav;
information, have a CHW remuneration system). This could be
a problem for the future of the primary health care systemn,
especially in the Maure areas, where it seems that the CHWs
tend to demand this remuneration. In fact, 457 of the
active Hassaniya villages remunerate their CEWs, whereas

the other ethnic groups make practically no effort in this
area. During our visits to the villages, the discontent of

several Hassanya CHWs because of their remuneration, or lack

thereof, was clearly sensed, whereas the CHWs of other ethnic

groups seem to have simply accepted their situation. Several

committees visited expressed the desire to pay the CHW once

the economic crisis situation has improved somewhat. Two

of the fifteen committees visited had organized the construc-

tion of a room for the CHW, and it is encouraging to note
that half the committees had organized village sanitation

activities.
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The following table gives a very rough idea of the way that

the CSCs see their own role.

Table No. 13

13

Answers of the 15 Community Health Committees to the Question:

In your opinion, what is the CSC's role?

Answer Given by the Committee

Percentage of the Committees
Giving this Answer (N = 15)

Support -the CHW

Replenish the CHW's kit

Repeat the CHW's advice

Build a room for the CHW

Organize villages for health activities
Increase the awareness of the population

Give assistance to the poor

60.0%
60.0%
53.3%

6.7%
13.32
13.3%

6.72

Emphasis is placed on CEW support and the replenishement

of medicines. But the idea that the CHW also has an educa-

tional role to play seems to be accepted in several cases.

Table 14 on the following page, complements the preceedingv

one by presenting the achievements that the CSCs would like

to make in the future. As we can observe, their ambitions

are generally limited to the support of curative care.
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Table No. 14

Answers of the 15 CSCs to the Question: What

are CSC Plans for the Future?

Plans Mentioned by the CSC

Percentage of the CSCs Mentioning
Each Answer (N = 15)

1. Build a building for the CHW or to 40%
stock medicines.

2. Replenish or increase the stock of 33z
medicines.

3.. Plant kitchen gardens if water is 27%
available.

4. Remunerate the CHW, 207

5. Continue to support the CHW. 13%

6. Give care to school children. 77

It would perhaps be difficult for the Project team to have
great influence on the initial choice of CSC members by the
villages. More intensive educational work with the commit-
tees, however, both during the animation period and subse-
quent supervision visits, could help them to mobilise vil-
lages more effectively around specifiec preventive health
activities. This educational work could also encourage the
céc to in?orporate other people in the village able to con-

tribute to the identified activities.

The Selection of Community Health Workers (CEW)

The CHWs are selected by the health committees in the course

of village animation. During the first visit, the trainer/
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supervisors explain to the village the role of the future CHW,
as well as the selection criteria. The established criteria
are set forth in the Project Charter between the village

and the Project, where it‘is specified that the CHW should:
a) be at least 25 years.of age;

b) be married;

c) be stable in the village;
d) be respected by the village.

Table 15 (page 66) shows to what extent the CSCs héve adhered
.to the established criteria in choosing €HWs. We see that

16%Z of the people chosen were not married and that 11% were
under 25. It is difficult to know the reasons for these
choices. Had the CSC misunderstood the importance of the
establi;hed criteria? Was it unable to find a person in the
village who could meet the criteria and was, at the same time,

willing to become a CHW?

The Project Team intervened only on rare occasions, since
it wished to give the viliages the maximum possible liberty
in selecting their CHW. It accepted the candidate proposed
by the CSC except in rare cases wher the CHW was clearly too

young.
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Table No. 15

CHW SELECTION CRITERIA
(Informations on 197 CHWs selected)

Criterion Adhered to Criterion Not Adhered to
Selection Criterion
No. Percentage No. Percentage

I. Person at least 25 176 89% 21 1z

years of age
2. Person married 166 847 31 16Z
3. Person stable in 183 93Z 14 7%

“village
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Among the characteristics of the CHWs ;hosen, it is interes-
ting to note that 597 were literate in Arabic and 127 in
French (see Table lﬁ, page 68 ). 1In Table 17, we observe
that 23.3% of the CHWs chosen had some health experience be-

fore their training within the framework of the Project.

Of the 197 CHBWs chosen by'the villages and trained by the
Project, 41 CHWs dropped out of the Project. This represents
an overall drop-out percentage of 20.8%Z. This percentage
must be considered in light of the number of months that the
CHWs have worked, since they were trained at different times.
There are aé yet no drop-outs from the two most recent trai-
nee groups, who were installed in April and July 19§3 res-

pectively.

In Table 18 (page 69 ), we can see the percentages of drop-outs
according to the number of months that the CHWs af the first
four trainee groups have worked. First, this enables us to
compare the trainee groups, and secondly, to get a sense

of the drop-out rates over time.

We can see that there is not a gre;t difference between the
trainee groups, but the second group seems to have had more
drop-outs than the others. In general, we can expect to

lose about 17%Z of the CHWs during their first year of work,

and about 407 after the second year.



Table No. 16

LITERACY STATUS OF CHWs BY ETHNIC GROUP

. Literate in Literate in
Group i Illi;erate French#* Arabic*
Hassaniya | 36 13 112
Poulazd 20 6 3
Woloff 10 _ 5 3
TOTAL 66 (33.5% of 24 (127 of total 118 (59.97% of
total CHWS) CHWs) total CHWs)

* Certain CHWs are literate in both French and Arabic.

Table No. 17

PREVIOUS BHEALTH EXPERIENCE OF CHWs SELECTED

Previous Experience CHWs Selected
No Percentage of Total Number
) of CHWs Selected (N = 197)
Red Crescent Health Agents 30 15.2%
‘Traditional Healers 13 5.8%
TBEAs 7 3.5%
People who habitually give care 13 5.8%
(untrained)
People who have worked in a 7 3.5%
dispensary ‘
TOTAL 70 ©23.3%




Table No. 18

PERCENTAGE OF CHWs WHO HAVE LEFT THE PROJECT BY
NUMBER OF MONTHS OF WORK AND TRAINEE GROUP

69

4 Percentage of trained CHWs who left Project
TRAINEE
GROUP After 10 Mths | After-18 Mths After 22 Mths [After 30 Mths
of Work of Work of Wrk of Work

1st Trainee Group 11.0% 27.7% 33.3% 38.8%

N =36 N =4 ® = 10) (N = 12) (N = 14)
2nd Trainee Group 19.47% 32.2% 41.9%

N=31 o = 6) (N = 10) (N = 13)
3rd Trainee Group 19.4% 25.87%

N=3i ™ = 6) (N = 8)
4th Trainee Group 18.0%

N = 33 (N = 6)

TOTALS 16.87% 28.5% 40% 38.8%
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This drop-out rate appears to us to be quite high, consi-
dering the human and financial resources required for the
animation, training, installation and supervision of these
CHWs. It should be'nOCed; however, that in 9 of the 41

cases where al CHW dropped out (21.9%7), the villages chose
a second CHW, who was trained to replace_the one who drop-

ped out.

Table 19 (page 71 ) shows the reasons why CHWs drop-out of
the Project, as identified by the Project Team through in-
terviews in the villages with the CSCs and the CHWs. We

can see that the first three reasons (the CHW got married,
‘moved, or was too youmg) account, at least partially, for
73.1% of the drop-outs. These three reasons correspond
exactly to the criteria established by the Project for the
selection of CHWs. So, the fact that the three criteria con-
cerned (married, 25 or older and stable in the wvillage) were
not adhered to by the willages in 167, 11Z and 77 of the
cases respectively (see Table 15, page 66 ) does seem to have

had negative consequences for the Project.

In Table 21 (page 72 ), the effect of the various characteris-
tics of the CHWs on the drop=-out rate can be more . clearly
determined. We see.that unmarried CHWs are much more likely
to leave the Project than married ones. Up to now, there
have been more drop-outs among women than men, among illi-
terate CHWs than literate ones and among those under 25 than

among those who are older. We also note that the CHWs who



Table No.

19

REASONS IDENTIFIED FOR CHWs DROPPING OUT
(Based on Interviews with CSCs and CBWs)

71

Drop-Outs
Reason Identified* ‘ £
Number Percentage o
. Total Number of
Drop~Outs
1. CHW got married 4 9.7%
2. CHW moved 15 36.6%
3. CHW was too young 1 26.8%
4. The village did not remunerate the CHW 6 14.67%
5. The village lacked motivation or rejected 15 36.6%
the CHW
6. Other reasons (CHWs who continued their 9 22.0%
- studies in health)
* In several cases, more than one reason was given.
Table No. 20
ORIGINATOR OF CHWs' DECISION TO DROP oUT
Originator :of the Decision Bymber of Drop-Quts
Number Percentage
1. The village 11 26.8%
2. The CHW 24 58.5%
3. The Project 6 14.6%




Table No.

21

CHW CHARACTERISTICS AND DROP-OUTS IN EACH CATEGORY
(1st, 2nd, 3rd and 4th Trainee Groups)*

72

CHWs with Each

. Characteristic CHWs WHO‘Dropped Out
Characteristics of CHWs Trained :
‘ ““Number Percentage : | Number Percentage
1. Total Number of CHWs trained. 131 1002 41 31%
2A. CHW under 25 13 100% 5 38%
2B. CHW over 25 118 10072 36 31%
3A. CHW not married 20 100% 17 853
3B. CHW married 111 100% 24 22%
4A. Vomen CHW 40 1007 15 367%
4B. Men CHW 91 100% 26 20%
S5A. CHW Illiterate 45 100% 17 38%
5B. CHW Literate 86 100% 24 282
6A. CHW with previous training in 31 100% 4 137
modern health care
6B. CHW lacking such previous 100 1007 37 37%
* training
7A. CHW with previous training in 19 1002 3 167
traditional health care
7B. CHW lacking such previous 112 100% 38 342
training

* There have not yet been amny drop-outs among the CHWs of the fifth and

sixth trainee groups..
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have had previous training in modern or traditional medicine
are less likely to leave the Project than those without such
training. Table 22 (page74 ) enables us to analyze more tho-
roughly the effect that tﬁe CHWs' age has on his stability.
We can see that the CHWs over 40 drop-out much less ofteﬁ
than those in younger age groups. In Table 23 (page 75),

we can see that there is very little difference in CHW drop-

out rates among the three ethnic groups in the Trarza.

These observations suggest that it would be advisable in

the future to insist more on adherence to the selection cri=-
teria of CHW ﬁ:;ital status, age and stability. It will
also be in the Project’'s interest to give preference when
possible to older people, literate people and those with
previous training in health. As for the CHW's sex, there
are other factors to consider, such as the demographic conm-

position of the village, the acceptability of a male CHW for

work to be done with women and children, etc.

It is naturally desirable that the village, through the CSC,
take full responsibility for the choice of its CHW. The

PHC program anim&tors should, however, make the CSC under-
séand the.importance of the established criteria. They should
then conduct a structured interview with the chosen candidate
and discuss the choice with the CSC before the appointment

is fin#l. This would require an extension of the time given
to village animation, which reinforces the comments made in

Section 2,



Table No.

22

Active CHWs and Drop-Out Rates: By Age Group

Number in Each Group Percentage of Drop-Outs
Age Group in Each Group
Active CHWs | “Drop-Outs | Total '
- 20 3 1 4 252
20 - 29 45 16 61 26%
Bd - 39 40 15 55 27%
40 - 49 39 5 44 112
50 - 59 22 2 24 8%
Over 60 7 1 8 127
No Info. - 1
Total 156 41 196

74



Table No.

23

DROP-0UTS BY ETHNIC GROUP

75

Ethniec Group

Total Trained

Active CHWs in
October 1983

CHW Drop~Quts

"Number -Percentage | Number Percentage
Poulard 28 22 79% 6- 21Z
Woloff 17 14 827% 3 187
Hassania 152 120 80% 32 21%
TOTAL * 197 156 41
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In any case, a certain drop-out rate must be expected in
this type of program. Even if one manages to reduce this
rate through improved selection of CHWs and other activi-~
ties, it will always be‘necessary to plan for the training
of a certain number of replacements for the CHWs that

are lost.

Several of the villages visited during the evaluation were
favorable to the idea of having a second CHW. Sometimes,
when there was already a male CHW, particular villages

saw that it might be of interest to have a female CHW to
deal more effectively with matermal-child health matters.
Having two CHWs would also assure the continuity of pri-
mary health care in case one of tﬁe CHWs drops out or is

absent.

Work Done by the CWHs

First, it must be stated that there are many differences
in the work carried out by the CHWs. Also, there is a
lack of reliable information with which to carry out an -
objective evaluation of this woré, and therefore, the
following generalizations and comments will necessarily

be of limited value.

Among the 15 CHWs visited by the evaluation team, 11 (73%)
gave the impression of being well motivated for their

work, and 12 (80%) of having a gbod technical level for



the work to be done.
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The time devoted to the work by the CHW is quite vari-

able and depends on several factors, such as the CHW's

other activities-which vary according to the ethnic

group - the degfee to which the population comes to him,

the CHW's level of motivation, etc.

The CHWs visited by the evaluation team gave the respon-

ses presented in Table #24 concerning their role.

Table # 24

-RESPONSES TO THE QUESTION, "WHAT IS THE CHW's ROLE?

Response

Number of
Times Given

Percentage of CHWs
Giving This Response (N=15)

2.
3.
4 )

Be an educator (espe-
cially for advice on
hygiene).

Provide curative care.
Carry out home visits.

Evacuate cases beyond
his competence.

14

11

93%

73%
402
207

We can see that the CHWs are well aware of the importance

of their role as'educators in the villages, even if this

aspect of their work is not, in fact, often well developed.
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Table # 25 below complements table #24 on page 77, showing

the difficulties encountered by the CHWs in their work.

" Table # 25

RESPONSES TO THE QUESTION,

"WHAT ARE THE MOST DIFFICULT ASPECTS OF THE CHW's WORK?

Response Number of Percentage of CHWs
P Times Given Giving This Response
(¥ = 15)
1. Education 6 402
2., Lack of medicines 20%
3. Not being sufficiently 20Z
respected by the N
population
4., Diagnosis of illnesses 132
5. The necessity of being 132
available to give care
at any moment
6. Working with the women 2 : v 13%

Table 26 on page 79 represents the efforts made by the

Project to obtain some idea of the CHWs' performance in

the field. The aspects of the CHWs' work that are consi=~’

dered are listed at the bottom of the table. If a mini-

mum grade of six out of ten is required, we can say that

the performance of 74%Z of the CHWs has been satisfactory.

In fact, the grouping together of all these aspects of

CHW work can obscure more specific indications of weaknesses

in one area or another. It would be advisable to study
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édach aspect of the work separately to reach the type of

conclusions that would make it possible to orient the

supervision and continued training of the CHWs.

Table #

26

CHWs' Grades Computed on the Basis of the "Monitoring List"¥*
(Information Available for 84 CHWs) .

CHW/Department _
CHW - Total Percentage
Grades R'Kiz (H) | Mederdra | Keur Macene |Boutilimit Number | .
0 - .99 - - 1 - 1 1.2%
-1.0 - 1.99 - - - - ~ -
2.0 - 2.99 2 1 1 1 5 6.0%
3.0 - 3.99 1 - - 2 3 3.6%
4.0 - 4.99 1 3 2 3 9 10.7%
5.0 - 5.99 2 1 - 1 4 4.8%
6.0 - 6.99 2 5 1 6 14 16.7%
7.0 - 7.99 2 3 4 4 13 15.5%
8.0 - 8.99 2 4 1 3 10 12.0%
9.0 -~ 9.99 4 14 - 7 25 29.82
Total 16 31 10 27 84 1007

* - The grades refer to the part of the list that directly concerns

the CHWs.
in order,

clean, if

he has a work schedule,

It involves the following:
if he has a latrine at his home,
if CHW forms are filled out

if his house is clean and

if his clothes are

properly, if he carries out health education, if he has a goeod

relationship with the community.



The greatest part of the CHW's time .is spent in providing
curative care, which is quite natural 1if we consider that
it is the aspect of CHW work in which the population is
most interested. The CéW?s records are not often very ac-
curate, which makes it difficult to assess the amount of
curative work dome. Several CHWs still find it difficult
to follow the record-keeping system that the Project re-
quires of them (of the 15 CHWs visited, only 9 (60Z%) kept

their records in an acceptable manner).

From the beginning of the Prqject, the CHEWs recorded a
total of 152,381 consultations carried out for a total of
70,023 people. These figures refer to.a population of
50,458 inhabitants of the villageé covered by the Project;
30,3%Z of the patients (21,201) were children from 0 to 5
years of age, and 33.6Z2 (23,552) were women from 14 to 49.
These figures give the impression that the CHWs are con-
sulted by all population gfoups, despite the difficulties
sometimes mentioned by the male CHWs, who sometimes en-
counter reticence from women to consult certain gynaecolo-

gical problems.

Table # 27 on page 81 shows the average number of consul-
tees seen by the CHW at each village by department. Cou-
siderabie variation between departments can be observed,
which may indicate a point for further investigation. The

records currently available are not sufficiently reliable
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to draw conclusions from them. Are there fewer ill people
in certain departments? Do the sick have easier access
to the nearest dispensary? Are the CHWs of Rosso and Keur

Macene less competent in the eyes of the populatioen?

Table # 27

Number of Consultees per Village and Department

Number of Average Number
Department Villages with Number of |of Consultees per
CHW Consultees Village
Rosso 48 6,322 132
R'Riz 36 15,169 421
Mederdra 40 20,363 509
Boutilimit 35 23,021 658
Keur Macene 14 2,022 144
Ouad-Naga 15 7,335 489
Total 188 70,023 372

ATl the families: visited by . the evaluation team expressed
their appreciation for the CHW's curative work. It is a
great help for them to be treated in their own villages.
The village's "health independence” was also mentioned by

several CSCs visited. -

As for the impact of the care offered, any judgement must
be made with many reservations. It is certain that the
many cases of wounds, conjunctivitis and skin diseases re-

ceived much appreciated treatment from the CHW. As for
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illnesses having a greater effect on population mortality
and morbidity, the number of cases treated and recorded

by the CHW are the following:

~ Diarrhea . 19,847 cases

- Malaria 19,552 cases
- Resgpiratory Diseases 18,413 cases
- Malnutrition ‘ 5,378 cases

The CHW is trained to prevent and'treat diarrhea-related
dehydration with an oral rehydration solution (salt +
sugar + Qaterj. The CHWs know how to prepare and use the
solution, but tend to reserve it for cases of children
who already show signs of dehydration. 1In constrast; it
seems that "Ganidan" and charcoal.-are prescribed in all
diarrheal cases. Therefore, there is good reason to be=
lieve that the impact of CHWs on the ravages of diarrhea
could be much greater, were a more systematic approach
adopted for using oral rehydrationand feeding affected

children. .

It is to be noted that the CHWs do not normally have packets
of oral wrehydration solutiom available. At present, only
MCH centers have these packets on a regular basis. They
distribute them to trained TBAs but not to CHWs. Not

even dispensaries have stocks of ORS packets. With the
implementation of the National Plan for the Fight against
Diarrhea~Related Diseases inthe Islamic Republic of

’
Mauritania, prepared in -August 1983 by the Ministry of
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Health and Social Affairs and the WHO, the policy onthe
distribution of packets will surely be rationalized.
Certain questions remain, however, and may affect the

work of the CHW:

Will enough free packets be available to ensure that

the CHWs will be regularly supplied?
- How will the supply system operate?

- Should the sale of packets also be envisioned at

Pharmarim outlets and boutiques?

- Should the planned educational campaign be centered
around the use of packets or the preparation of a sugar-
salt solution? (From the educational point of view, it
is not desirable to introduce two messages at the same
time. But one must be very certain that packets will be
available at all levels before promoting its use on a

massive scale.)

For malaria, the CHWs administer Nivaquin as a curative
measure. They are aware of the use of nivaquin for pro-
phylaxis, but no policy has been adopted on this, neither
for the Project nor elsewhere in Mauritania. The cost

. 0of such an effort would obviously limit its generalization.
CHWs are also trained to encourage villagers to eliminate

breeding grounds "and use mosquito nets.

The CHWs have no way of effectively treating respiratory

diseases. They can only administer cough syrup and evacuate
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serious cases. The CHWs who have received further training
are qualified to give injections. This allows them to
continue treatments prescribed by health centers, thus

saving #atients from habipg to make several follow:~up trips.

Given the real difficulties that patients face to reach
dispensaries and the importance of respiratory diseases
among the causes of morbidity/mortality in Mauritania,
greater use should be made of the CHWs in this area. They
should be retrained for this and medicines included in
their kits that would enable them to deal with this group

of diseases.

The CHWs have had general nutrition training and can u;e
the arm band to identify cases of malnutrition among
children 1-3 years of age. Their training is oriénted
toward nutrition education activities, which should, in
theory, allow them to make some contribution taward solving
the problem., A pilot experiment in systematic nutrition
survelllance was planned, using the CHWs of certain vil-
lages. The plan was first to assess whether the CHWs were
capable of using the required materials properly, and

then to orient them to this end.

This program has not yet been tried, We believe that it is
important to do so, since it would enable the CHW to:

- Identify very early on the children who are not gaining
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weight and who are therefore at "risk",

- Bring together the children of the village and screen
them for other things as well, thus ensuring nore or
less regular contact for the CHW with the majority of

the small children of the wvillage.

- Organize education sessions, takinmg advantage of the

grouping of villagers, and thus;

- Raise the level of awareness of the village concerning

the nutrition problems of small children.

The treatment of thoée children already suffering from mal-
nutrition remains problematic. At this time, the CHW can
jonly give advice and refer the case to MCH and CREN pro-
grams (Recuperation and Nutrition Education Centers). A
more systematic nutrition surveillance approach should be
linked to procedures for ambulatory treatment of malnutri-
tion cases. This could involve the preparation of enriched
porridge in the villages, using as far as possible, ingre-
dients that are habitually eaten in the area. Of course,
this would require considerable orgamization,and well-mo~

nitored preliminary trials would be in order.

As for the prevention of malnutrition, several CHWs and
CSCs expressed the desire to organize kitchen gardens at
the village level. Certain villages had already made at-

tempts, but the drought years made the task very difficult.
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Before moving on to other aspects of thg CHW's work, it
should be noted that the CHWs have not receivéd any
training for dealing with cases of venered diseases, in
spite of the fact that thgse diseases are fairly wide-

spread, according to epidemiological data on the region.

The vaccination of children in the villages is assured by
the Enlarged Immunization Program (EPI) Regional Teams,
which theoretically visit each village three times a year.
The Head of the team that covers several departments of

the Trarza'gives the CHWs credit for the improved attitude
toward vaccination that the team now encounters in the
villages. In the past, people tended to disappear at the _'
approach of the team, but this siguation has now improved
considerably. The team is not always able to alert the’

CHW before it comes, but once it has arrived, the CHW helps

in assembling the children, maintaining order, etc.

The CHWs visited seem to be well aware of the importaqce

of vaccination and the doses of each vaccine that the child
must have. They often do not kmow the number of children
who have not been completely vacéinated at any given time.
Certain CHWs claim to be able to interpret the vaccination
card, but it is more oftenthe case that they simply assemble
all children from O to 5 when the team arrives. 1In anyéase,

the CHWs give considerable support to this importanmt activity
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by increasing the effectiveness of the EPI Teams.

As indicated in Table # 24, the CHWs are well aware of
their role as health educators in the villages. The CHW
understands that he must give advice on health, especial-
ly during home visits. Eleven of the fifteen CHWs visited
saw the home visits as being very useful. All of them
reported that they carried them out with more or less re-
gularity. Cleanliness of food, water and clothing seem

to be the themes that are most often dealt with during
these visits. This was confirmed during the home visit

interviews carried out by the Evaluation Team.

Certain CHWs have been fairly-active in the area of vil-
lage sanitaﬁion and hygiene, but it 1s difficult to £find
precise information about this. The wealth of information
gathered by the Project on village hygiene and on the
changes that occurred during the life of the Project has
not been analyzed, partly because of its excessive volume.
O0f the 15 villages visited during the evaluation, identi-
fiable improvements in hygiene were reported in 9 cases

(60%Z) by the trainers/supervisors.

The level of hygiene in the villages often leaves much to
be desired (water containers uncovered, unfiltered water,
unprotected wells, excreta nearly everywhere, etc.). The

people with whom the Evaluation Team spoke were, A



88

nevertheless, at least aware of the importance of hygiene,
and it was clear that the CHWs had made efforts in this

area.

Three of the CHWs contactéd admitted that they did not
hold education meetings in the wvillage. The others af-
firmed that they do ,(10 had held meetings in the last
month), especially to discuss hygiene problems. Though
the CHWs have the good will to play an educational role,
the team found several indications that they are not well

oriented to carry it out effectively.

In the course of home visits carried out during the eval-
uation, the Team tried to gauge the mothers' level of know;
ledge, as well as what they had learned from the village
CHW. As far as the oral rehydration solution (SRO) is
concerned, for example, 14 of the 15 CHWs contacted said
that they gave explanations to mothers on thisisubject.
Of the 52 families contacted, however, only six (12%Z)
mentioned SRO as the appropriate treatment for the child
suffering from diarrhea. Medicines were mentioned in 11
cases ("ganidan", charcoal and tetracycline) and tradi-"
tional remedies in 39 cases (rice water, "monkey bread",

arabic gum, tamarind, etc.)

The mothers' ideas on the causes of diarrhea demonstrated
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perhaps even more clearly the lack of penetration of the
educational activities carried out by the CHWs. Twenty-
three people (44%Z) had no idea what can cause diarrhea,
Only 9 (17%) associated it with unsanitary food, and 5
(10%) with dirty water. A large number of other causes
wvere mentioned,lincluding mother's milk (13%Z, especially
when the mother is hot or 111), the mixing of incompati-
ble foods, thirst, hunger, cold, a poorly prepared meal,

etc.

As for the proper time to add other foods to the baby's
diet in addition to mother's milk, the responses varied
-from two weeks (if mother's milk is lacking) and 40 days
up to two years. Twenty-nine people (567%) thought that
it was necessary to introduce other foods between four
and seven months, but 17% thought that ome should wait 10

months or more.

It must be stated that thé CHWs have no visual aids to
assist them in their education activities. We think that
such materials would be useful to them both to orient edu-
cation sessions and to give greater credibility to the
specific messages that they are to convey. Other sources
of support for e@ucation that are still under-utilized

are the radio, modern and traditional village teachers and

the Mass Education Structures (SEM).

As for activities with pregnant women, deliveries and
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newborns, we must remember that these are normally the
responsibility of the TBAs. The CHW has had some training
in this area, but his role therein at the village level

is often unclear. Only.43 (27.5%) of presently active
CHWs are women, which may explain the low level of acti-
vity recorded for this by the CHWs. The CHWs have normal~-
ly established some relationship with the villagé TBAs

(8 of 15 - 53Z - of the CHWs contacted said that they gave
advice to the TBAs, 27% give them medicines for deliveries
and 2027 affirm that the TBAs often call them to attend
deliveries). However, the relationships between the TBAs
and the CHWs are quite wvariable and there is a need to
identify more clearly spécific activities around which
they can coordinate their work (for example, joint visits

to pregnant women or newboras, etc.).

In summary, we can say that the Project CHWs have an ap-
preciable level of activitf in the areas of curative care
and prevention through education on hygiene. This is to
praise worthy achievement, especially when we remember

the relatively low percentage (24Z of CHWs who are remune-

rated by the wvillages.

We think, however, that the activities could be better
delineated in certain areas (the prevention of diarrhea-

related dehydration, nutrition, group education, etc.),
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and that the use of educational nmaterials in support of
this would serve to focus more effectively the efforts made.
This should enable the program to have a greater impact

on the health status of the population.,

The CHWs' tasks should be better defined and more clearly
oriented toward the specific interventions that they can
carry out in each priority health area. Once this is done,

the CHW can be helped to organize his work better.

To further strengthen CHW activities and make the whole

health staff more aware of well-defined priorities (for

example, the use of SRO, weaning practices, the various

types of anaemia, water conservation), one could also con-'.

sider organization of "campaigns"” around a given priority.

To this end, all available resources (health staff, CHWs,
CSCs, radio, teachers, religious leaders, etc.) could be
mobilized and action could be focussed on one problem

for a certain period of time. The distribution of educa-
tional materials would be necessary to give proper support
to such undertakings: Regular supervision of the CHWs
would ensure that the activities developed during the
"campaigns" will be appropriately incorporated afterwards

into their normal work routine.

Supervision of the Village Health Workers (CHWs)

Supervision of the health workers is widely recognized as
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being the cornerstone of primary health care programs.

The smooth operation of activities at the viliage level
and the sustaining of both the CHWs' and village's moti-
vation seems to depend Qn.the proper implementation of
this supervision. Supervision is also one of the most
costly activities in primary health care programs, as well
as the most problematical from an organizational and lo-

gistical point of view.

In this section of the evaluation, we will comment on the
Quantitative and qualitative aspects of the CHW supervi-
sion carried out by the Trarza Project. The financial

aspects will be dealt with below.

OQuantitative Aspects of CHEW Suggrvision

According to project plans, supervision of the CHWs should

be done at the following rate: .

-~ Once a month during the first three months of the CHW's
work.

~ Once per quarter for the remainder of the first year.

~ Once every six months after the first year.

Although these norms seemed reasonable at the beginning

of the Project, e%perience has shown first, that they were
not easy to adhere to, and secondly, that monthly supervi-
sion was not always necessary at the beginning, whereas
supervision every six months is insufficient for certain

CHWs after the first year of operation. These judgments
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are necessarily subjectivé (based on opinions of Project
technical staff) because it is extremely difficglt to
isolate the éffect of supervision on CHW performance or
on the changes that have occurred at the village level.

Many other factors enter into the picture.

Table # 28 on-page 94, shows the number of months that

the 156 active CHWs have been operating and the number of
supervision visits that the CHWs sh&uld have received.
Table # 29, page 95; complements Table # 28 by presenting
the number of supervision visits that were actually car-
ried out for the active CHWs (504 visits), and comparing
.it to the number of wvisits th;t should have been carried
out (842). The Project, therefore, carried out 60Z of the
planned supervision visits as set forth in the norms, which

represents a considerable amount of work.

If we study the intervals between the supervision wvisits
carried out (figures No. SA, B and C), we can observe the
following?

- It was possible to carry out the first supervision
visit to the CHW within two months after his installa-
tion in 85% of the cases.

-~ 58.67%Z of the second supervision visits were carried out
after amn inte%val of less than three months.

- 51.3%Z of the third supervision visits were carried out

after an interval of less than three months.
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TABLE # 28

Number of Montls of Operation of the Active CHWs by October 1983

" Number of Supervision Visits
that Each ASC Should Have
Recelved

{ Number of Active CHWS

_ Number of Months of Operation.:of
Trainee Group! by October 1983 ;

Active CHWa .

156

! !
! |
! ! !
— i 1
! ! !
First | 22 | 32 months | 9
t 1 {
! { !
Second { 18 { 22 months | 7
$ 1 t
| ! !
Third | 23 | 19 months | 7
t t 1
! ! !
Fourth ! 27 | 10 months | 5
' : t F
! { 1 .
Fifth { 24 { 8 months | 4
1 — 4 }
! | !
Sixth | 42 | 4 months ! 3
! !
' !
]




Table # 29

95

Number of Supervision Visits Carried Qut Compared to Number

of Supervision Visits Planned For as Set Forth in Norms¥*

Supervision Number of Supervision Visits |  Number of Supervision

Visit Expected, According to Visits Carried Out for
Project Norms#* the 156 CHWs
First 156 156
Second 156 111
| Third 156 82
Fourth 114 54
Fifth 90 48
Sixth 63 39
Seventh 63 11
Eighth 22 3
~ Ninth 22 0
Total 842 504

*

Computations take into account number

of months of work of

various CHW trainee groups (see Table # 28).
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- For the fourth and fifth supervision visits, it was
possible to carry out the supervision visif within four

months in 35.7%Z and 70.47 of the cases respectively.

- For the sixth and seventh supervision visits, it was
possible to carry out the visit within seven months in

65.22 and 69.2% of the cases respectively.

There have been several factors that have influenced the
rate of the supervision visits during the life of the

Project, among which are the following:

a. The Project has experienced three periods of inactivi-
ty in the field, for six months, two months and three
months respectively. The first two were due to the
fuel stock having run out, and the third was due to an

administrative problem.

b. During the first year of the Project, four of the Project
nurses left to complete a three-month traiﬁing course
in Lome. There was thus a lack of Project supervisory
staff, especially for the villages of the Poular and

Wolof language groups.

c. The filing of the supefvision reports was not well
systematized at the beginning of the Project, which

may have caused an under-estimate of the work done.

d. The rate of supervision visits is also affected by

the seasons (rains), especially in the river area.
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e. The Project's nurse/trainer/supervisoms were sometimes
busy with other activities (training in Lome, training

of CHWs, etc.).

In conclusion, we can see that the supervision of the CHWs
was fairly continuous, even though the interval between su-
pervision visits for certain villages was sometimes overly
long. We feel that better planning of the visits to be
carried out, together with a constantly updated graphic
representation of the supervision of each village, displayed
at the training centers, would have perhaps allowed for

the rectificdation of certain of the gaps that were noted.

A supervision plan cannot, of course, always be followed

to the last detail. The development of the program will
necessarily vary from village to village, as well as the
level of activity of each CHW. This requires that the su-
pervisor exércisa judgment in determining the re;l supervi-
sion needs in each case while adhering to minimum standards.
It is thus preferable to set the most realistic standards
possible, There seems to be a certain consensus among the
Project technicians that a CHW should receive at least one
supervision visit every four months after the firs supervi-
sion visits, which should be more frequent (every other
month for the first two supervision wvisits). It remains to
be seen, from a logistical point of view, whether it will

be possible to maintain such a rate.
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Qualitative Aspects of CHW Supervision

Supervision, as presently conceived by the Project, consists

chiefly of the following activities:

a.

Tﬁe administration of a knowledge test to the CHW. At
each supervision visit, the "Answers to Pre-Post Tests"
form is used. It includes the same series of questions
that the CHW is asked before and after his training,
covering 120 questions. The administration of these
tests allows the supervisor to see whether the CHW has
forgotten what he had learned during his training and
fill in the gaps, should there be any. The CHW's
answers result in a grade which can be compared to those

obtained in the past.

Checking the records of patients treated by the CHW.
Checking the CHW's medicine supply.

The administration of a practical test to the CHW. The
supervisor must observe the CHW as he carries out certain
activities: a consultation, the preparation of oral re-
hydration solution, the examination of a child to assess
his nutritional status, a home visit, and the prepara-
tion of the materials and equipment to give an injectionm.

A final grade is also given for this test.

A visit to the village to £ill out the "checklist", which
consists of 54 questions concerning environmental condi-
tions. The list should make it possible to note the im-

provements made at the village level.
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f. An interview with the Village Health Committee (CSC).

In this methodology, one can perceive great concern for
'ihe systematization of supervision activities and the
maintaining of a reasonable'level of knowledge and apti-
tudes among the CHWs. Our impression, however, is that
the system is rather onerous, and this was confirmed by
several trainer/supervisors. We are therefore led to

make the following comments:

1. The supervision work is excessively dominated by the
requirements of the knowledge test. It is tiring
both for the CHEW and for the trainer to repeat the
same questions, and such a large number of questions,
every time. In practice, it was not found that the
CHWs had easily forgotten the answers to the questions.
The grades of each CHW have tended to remain constant
over time, It would perhaps suffice to administer the
test four months after the training, during the second
supervision visit, and before contianuing training ses-

sions.

2. The emphasis placed on.me,CHWs; knowledge and the time
needed presently to assess this can easily lead the
supervisor to give less attention to CHW activities.
The CHW's ability to retain the correct answers to the
questions does. not necessarily indicate the effective-

ness of his work.

3. The time spent by the supervisor in each village could
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be better spent in giving support to the CHW in some
of his priority tasks, <For example, the supervisor
could reinforce the CHW during an education session, -
or assist him in moniﬁoring young children, pregnant
women, etc. In this way, the impact of the supervi-
sion visit on wvillage health, as well as CHW learning,

could be increased.

4., The information generated during the supervision visits
(CEW's grades, checklist, etc.) are not really used at
the level of-Project management. The supervisor him-
self could make better use of simpler instruments,
which would enable him to assess sufficiently CHW acti-
vities and village problems, allowing him to take ap-~

propriate steps as a result.

If the CHWs had memory aids (depending on their level of
literacy) and clear illustrated guides for health educa-
tion, there would perhaps be less concern about them for-

getting what they have learned.

Some key indicators could be identified to enable Project
staff to follow the development of CHW priority activities,

following the particular health needs of each wvillage.

A considerably reduced supervision form could include these
indicators and leave space for the supervisor to note the
particular problems of the village and the CHW; the acti-

vities carried out since the last supervision visit; the
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difficulties encountered; the character of the supervision
itself; the activities planned by the CHW and the CSC. This
would give an overall picture of the health of the wvillage

and facilitate the follow?up of the activities undertaken.

Some non-systematic supervision is, de facto, carried out
by the Health Posts and the Departmental Health Centers.
The CHWs often enter into contact with the staff of these
centers when referring cases or looking to obtainm certainm
medicines. Also, Project supervisors are sometimeé accom-
panied by local health staff during supervision visits;
This practice can.only be beneficial since it should en-
courage a harm;nization of approach of all who have direct

or indirect contact with the CHWs and the villages.

Basic Training and In-~Service Training

1. Basic Training of the Community Health Workers (CHW)

A total of 197 CHWs were trained in six groups at the
Project's four Departmental Training Centers. This
was accomplished by seven nurse/trainers supervised by

the two Project nurse/supervisdrs.

The training lasts 45 days, six hours per day, with four
hours of classes and two hours of practical work at a
dispensary or MCH center. There are also three field
trips to the villages during the course: ome to study
the problem of child malnutrition, one to study village

hygiene, and one to investigate TBA practices. 1In



102

general, the ‘trainers feel that the training is of suf-
ficient duration, although certain of them find the cur-

riculum to be a little over-loaded.

One Qery positive aspecé of the training is that it
takes place in small groups of no more than ten trainees.
The courses are given in national languages according

to the ethnic composition of the groups. While admit-
ting that the learning possibilities are greater as the
group diminishes in size, some of the training sessions
were done for four or five people, which necessarily in-
volved a considerable increase in the cost per person
trained. It would be desirable in the future to have
representatives from at least eight villages of one lan-
guage group trained at the same time, while maintaining

a maximum of ten trainees per trainee group.

The pedagogical methods to be used are specified in the
curriculum, and include exposés, the presentation of ficti-
tious cases, discussions, practical demonstrations and
role~playing, in addition to practical sessions in the
health services. The trainers.encourage the CHWs to re-
view the courses themselves at the end of each "unit”.

Each one explains a part of the course, and the others
discuss his presentation, thus enabling the trainer to
evaluate the level of assimilation of each. The overall
training is evaluated by means of the questionnaire,’

"Answers to Pre-Post Tests", which have already been -
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mentioned in the section on supervision (see Chapter

III, Section 6).

In Iable #30, we can see that 89.47 of the CHWs about
whom information 1s presently available had grades of
7.0 or greatef out of 10 for the post-test. This seems
to indicate fairly good assimilation of the course, al-
though 10% showed some difficulties, requiring intensive

follow-up during supervision visits.

The CHWs from the first four training sessions were given
ten days of in-service training on the intra-muscular
injection technique, aspects of nutrition, water and hy-
giene. The principlé of holding annual in-service
training sessions for the CHWs is a good one and should
be maintained. It allows for the addition of additional
CHW tasks as needed (for example, the injection technique
was very unecessary, since several CHWs were already
giving injectioﬁs poorly and other'villages had demanded
this service), and the reinforcement of certain weak

areas identified during supervision visits.

When CHWs' tasks are better specified and measures taken
to concentrate their work on certain activities for spe=-
cific periods of time (see comment on the work of the
CHWs, Chapter III, Section 5), the in-service training
sessions can be profitably used to support these initia-

tives.
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TABLE #30

GRADE OF TRAINED CHWs ON THEORETICAL POST-TEST ‘
(FOR FOUR DEPARTMENTS)

: , Number of CHWs trained Per Department

CHW's Grade o . Total Percentage
(over 10) R'Kiz Reur Number
(Hassanya) | Mederdra | Macene Boutilimit

5.0 - 5.99 1 1 - 1 3 2.82
6.0 - 6.99 3 1 1 3 8 7.7%
7.0 - 7.99 7 g 2 13 29 27.9%
8.0 - 8.99 2 24 8 ia 48 46.1%
9.0 - 9.99 7 3 2 4 16 - 15.42

Total CHWs on
which there is 20 36 13 35 104 100%
information
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The CHW curriculum deals, in this order, with first aid,
common illnesses and their prevention (worms, diarrhea,
respiratory problems, tuberculosis; fevers, conjunctivi-
tis and other diseaseé, skin diseases), infectious di-
seases and the "EPI, nutrition, the pregnant woman and
delivery, homé visits, the organization of CHW work and

the use of the kit.

The curriculum is divided into 71 "course units". A
course unit is understood to be a session of two or three
uninterrupted hours on a given subject. The 180-page
curriculum is composed of two elements (each page has

two columns): "Activities" (such as directed discussion,
summary, group activity, review, etc.) and "Program",
which suggests the points to cover and the teaching me-

thods to use.

The curriculum is based essentially on the one developed
by the WHO Training Center in Lome. With the technical
assistance of the Center and using as a base a diagnos-
tic study of eight villages in the Trarza, Project tech-
nicians chose the course units that seemed most useful
for fhe milieu and modified the contents of the curricu-
lum somewhat. 'Aftér the first training session, other
modifications were made, based on the experience of all

the trainers.

Visual aids - drawings done by one of the Project's

contract staff.were eventually designed for every course,
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The trainers expressed their needs for these and helped

test the materials with the CHWs in training.

Unfortunately,.the evaluators did not have the oppor-
tunity to observe training sessions. We could not there-
fore really assess the trainers' handling of the curfi-
culum, the training methods used, etc. There is no
doubt that the trainers worked with a great deal of
energy and dedication. Four of them had received orien-~
‘tation in Lome in the area of training, and the three
others were trained by the Project nurse/supervisors
(also trained in Lqme), as well as by their colleagues
during training éessions. The results of the Project =
156 active health workers with ; fairly good level of
knﬁwledge - must be largely attributea to the skill and

devotion of these nurse/trainer/supervisors.

The following comments must in no way be taken as a

lack of appreciation for the work done, but rather as
considerations that may possibly assist the technicians
in improving the encouraging results already obtained.
Some of the observations were expressed by nurse/trainers

themselves.

a) The tasks of the CHWs are not well defined in the
curriculum. If, in a curriculﬁm, the knowledge to
be conveyed is organized around tasks, this can

strengthen the link between what the trainee learns
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and what he is expected to do in the field. This
avoids to some degree the provlem of CHWs who may
have extensive knowledge, dbut do not see exactly-

how to apply it in the village.

Specific learning objectives are not set forth in
the curriculum, evenwhough they are, to a certain
extent, implicit in the pre-post test. Learning
objectives, which should indicate what the trainee
must be able to do at the end of the training ses-
éion, serve as a guide for the trainer in orienting
his courses. Setting forth the lezrning objectives
based on every task that the CHW will be expected
to carry out makes sureﬁhat the trainer deals with
all the course contents necessary to carry.out the
task and, at the same time, limits himself to the
information essential to the achievement of the task.

For example:

TASX: Educate the wvillage as to the necessary

measures to be taken to make water potable.

Learning objectives (at the end of the training,

the CHW muét be able to):

a) Explain to village inhabitants the relationship

between dirty water and illness.

b) List two common diseases that can be caused by
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dirty water.

¢) Explain three ways that the villagers can make
water potable, mentioning the advantages and

disadvantages of each method.

d) Demonstrate how to make a sand and charcoal
filter with means that are available locélly in

the villages.

Etec.

The course contents are set forth in the curricu-
lum, but they coula be better defined in certain
units. If the course content were presented
separately, apart fvom the teaching methods to be
used, it would be easier to assess the content in

its entirety.

The essential points .of the content could then be
used to prepare. memory aids for the CHWs, after
translation into national languages and appropriate
illustration. These memory aids should also be !
distributed to all Heads of Health Posts and dis-
pensary, MCH center and CREN staff, who should be

in contact with the CHWs.

In general, the curriculum gives the impression
of having a curative care focus, even-though it does
not cover the subjéct of nutrition, hygiene, etc.

This impression comes perhaps from the fact that the
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training begins with first aid and diseases. Prac-
tical work is also essentially based on dispensary
care. From the first day and on almost every day
thereafter, the CHW is placed in the health services.
It is therefore to be expected that he sfould regard
his role és being largely curative. (It should be
noted that there are practically no educational ac-
tivitiés at the dispensary level. Some education

is carried out in MCH centers, especially when they

have a CREN attached to them).

It is, of course, more complicated to organize field
trips in the villages thﬁn it is to place the CHWs

in dispensaries and MCH centers. However, the pos-
sibility should be considered of doing more practical
work in the communities (surveys on the number of

children vaccinated, the nutritional status of small

children; the organization of group education sessions,

nutrition monitoring, water filter demonstrations,

protection of wells, construction of latrines, etc.).

Given the problem encountered in the field of CHWs
ﬁsingvﬁnéuthorized medicines, it would be good to
include some sessions in the curriculum to make

sure that CHWs understand the dangers inherent in

such abuses.

The CHWs practice giving advice to sick people in-

dividually, either during classes through role
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role playing or at dispensaries and MCH centers.

But it seems that they have very little opportuni-
ty to practice group educatioﬁ, group animation
techniques, etc. 'After test-runs in the classroom,
it would be interesting for each student to carry:
out several education sessions in the presence of
the trainer and other trainees before returning to
his villagé. A learning exercise of this type could
stimulate the CHWs to show more initiative in orga-~
nizing health education sessions (see comments,

Chapter III, Section No. 5).

Certain trainers inform the nurses at the dispemsary
or the MCH center staff of ;he theme that the CHWs
have just studied to enable them to select appro=-
priate cases for the CBEWs. This seems to be a good
method to reinforce. The trainers supervise the
CHWs at the dispensafy and discuss with them the
work done during the hours of practical work. This
enables them to assess their experiences, It would,
however, be useful to lay out in more detail what
each CHW must practicé during his training. The

CHW would have .a list of practical tasks to carry
out during the training (for example, rehydrate
three children with oral rehydration therapy, dia-
gnose five cases of malnutrition and give appropriate
advice, examine five cases of fever, etc.). The

dispensary nurse would sign the list when each was
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completed, adding comments for the trainer, if

necessary.

Great efforts have been made to develop local visual
aids to support the training of CHWs. The trainers
identified the needs for visual materials for every
course theme. They tested the materials with the
CHW trainees to be sure that they understand them.
Indeed, several of the visual aids are simple and
expressive. Others are less clear, and require ex=

planation on the part of the trainer.

It would be of interest to develop further the work
that has already begun.. Certain key themes could be
chosen, and visual aids improved so that they could
serve both for the training of CHWs and for the edu-
cation of the population at the health centers, and
at the village level. Visual aids should be chosen
which convey one simple message each. Given the
considerable variations between ethnic groups, dif-
ferent sets of visual aids would be required to re-—
flect the various ways of life. The process of
ﬁesting and modifying visual aids cannot be short-
circuited.‘ A fsirly diversified sample in each ethnic
group should be used for testing since perceptions
may vary according to age, sex, different educational

level, level of contact with the cities, etc.
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The Health Education Service shouLd normally orient
the development of all these education materials,
ensuring the participation of all the concerned
services of the Héa;th Ministry.. First, all the
materials produced in the country up to no; should
be brought together and a consensus reached on the

form and content of what is to be designed.

1) What is currently lacking is systematized baseline
data on the beliefs and habits of the population.
This is necessary both for the orientation of these
education materials and also for the more detailed
development of the CHW curriculum. A thorough ana-
lysis in this area, based oﬁ studies using an an-
thropological methodology (focus,hgroups, etc.),
should lead to a solid educational approach for
each of the health priorities. Key messages can be
designed in each area, to be classified according
to criteria of conceptual acceptibility for the
various population groups, feasibility of the recom-

mended behavioral changes, etc.

Without a base of this type, there is a risk that
the health education efforts will bypass the real

perceptions of the people to be educated.

2. Training (CSCs)

Up to now, the CSCs have been oriented on the primary
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health care program during village animation, as well

as during the supervision visits carried out by the
Project. As we have already noted, the animation had,
in general, been brief in character, and this has not
permitted the execution of thorough education work.
Similarly, thé supervision visits have been dominated

by pre~determined activities, and we have the impression
that contacts with the CSC were especially centered
around the problems of replenishing kits and remunera-

ting CHWs.

Greater use should be made of animation and supervision
visits to carry out the progressive training of these
Committees. Supervisors could establish a list of |
themes to discuss with the CSCs, as well as with other
village groups. The themes would be introduced gradual-
ly, according to the particular problems of the villages
and the availability of people. The CHW would be the
prime animator of the talksy/ discussiomns, and the super-
visor would give hir the necessary moral and technical

support.,

All efforts should be made to ensure that the education
work carried out in this way is linked directly to con-
crete activities to be carried out at the level of the

village concerned.

It is difficult logistically and organizationally to

bring together the various CSCs for more formal meetings.
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This should perhaps be tried, equcially if and when

an education "campaign' is launched in a given -geographi-
cal area. In this case, the sharea orientation and
exchange of points of.view may be an effective means

to increase the awareness of CSC membkers in support of
specific activities. Giveni:the incfeasing level of
activity of the Mass Education Structures (SEM), their
zonal, regional, etc, meetings could be used as a forum
for orienting village leaders. Indeéd, they may well

be the same leaders that are also members of village

Community Health Committees.

Training of Trainers

We already refer to the various training courses that

the Project nurses have completed (on page .132)., We
also pointed out the importance of these experiences,
especially given the absence of adequate .primary health
care preparation offered to date by the country's health

schools.

The considerable ability demonstrated by Projectbtech-
nicians can be attributed: at léast partially to these
training efforts, although it is always difficult to
separate the effects 0f formal tzmaining, on-the-job

learning and "natural" individual talent,.

In any case, the technicians should continue to parti-

cipate in short-term training in Lome, and a higher



115

level of training should be planned for those of them
that will no doubt be called upon to take responsibi-
lity for generalizing the development of PHC in the:

country.

Training seminars in Mauritania should also be held,

both for the technicians presently working in the Project
and for nursesg in the field that will play an increa-
singly important role in the regions where the extension

of PHC activites is planned.

Each nurse on the Project has different natural abili-
ties. For example, some are quite gifted for training
activities, but are less competent in carrying out nego-
tiating and education tasks at village level. In plan-
ning future activities, the temporary assignment of
small groups of two or more could be arranged to enable
each person to address his particular weaknesses through

practical learning experiences with his colleagues.

There are certain areas, often pointed out by the tech=-
nicians themselves, that deserve to be explored more

thoroughly in structured continuing training sessions:

a) The techniques of village animation and community

development.

b) Group animation techniques for health education
activities, including consideration of the obstacles

to the diffusion of innovations and methods of



116

minimizing them.

c) Scientific advances and approaches to the organiza-
tion of oral rehydration and nutrition monitoring

programs.

It would be good to develop training modules for the
trainers on these subjects, adding other subjects

needed by the regional, departmental and post nurses,
who will eventually have respounsibility for training

and supervising CHWs in the wvarious regions of Mauritania.

Visits to other countries, especially in West Africa,
should be encouraged to observe primary health care
programs. Natiomnal colqugia to discuss certain points
of specific PHC strategy in Mauritania will be particu-

larly important as PHC develops in the different regiomns.

Health Information System

The health information system in Mauritania is not yet or-

ganized. We thus understand the considerable utility of

the data gathered by a network of 192 health agents working

in rural areas. The project has thus wished to make maxi-

mum use of this resource and gathered the following;

a)

b)

c)

d)

Basic data on population, births, deaths and migration.
Data on illnesses and types of patients.
Data on nutrition.

Information on infant and child health.
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e) Information on the possibility of improving village

hygiene and sanitation.

To collect these data, special forms have been given to the
CHWs on which they take daily note of their activities, and
of births, deaths, etc. Since a large population of CHWs
are illiterate, the Project had to invent a special system
to enable them to gather and report this information. The
system uses pictures that we have found to be very ingenious.
Each type of information is represented by an illustration
that has been well explained to the CEW during his training.
Wken he sees a given illustration on the form, he knows what
type of information is desired. Each form has 24 different
pictures, corresponding to home visits, committee meetings,
deaths, births, pregnancies, deliveries, post-partum care,
malnutrition, measles and intestinal worms. 1In brief, most
of the country's major-public health problems could be re-
perted by the CHW. The formé use conventions to represent
three age groups: children under five, women 15-49 years

of age and all other groups. We think that one could ndt
have done better under the circumstances, and the system,

if well_understood and assimilated, should supply some

precious information.

As for CHWs' understanding of the system and especially their
interpretation of the pictures, our visits in the field

showed that this does not now constitute a major problem.
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Qut of the 15 CHWs that the team visited in the villages:

= 'In nine cases, that is, 60%Z of the cases, the records

were well kept.
= In only two cases (13.33%) were the records poorly kept.

= In the four others, the results were not clear,

The analysis of the forms on file at the office, however,

showed that CHWs were better at reporting the cases of 1ll-

ness that they treated themselves than reporting pregnancies,'
births and-deaths, for example. There is no space in the

CHWs' report for information on the number of latrines built

or wells protected in the village. This is a point that

should perhaps be considered mﬁre tﬁoroughly in "future projects,
taking into consideration, of course, the illiteracy of

many CHWs.

The report-collecting system depends solely on supervision
visits. 1If these are carried out regularly and at frequent
intervals, all goes well, But we have seen that supervision
visits were often quite irregular. In some cases, the in-.
terval between two consecutivg supervision visits was greater
than 10-12 months. In addition, during a relatively short
supervision visit, and in addition to all the other activi-
ties to be undertaken, the supervisor must total all the

data reported on the CHW form since the last supervision
visit, and copy them one by one in his own records - an

operation . subject to many errors. At present, however,
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we fail to see how to proceed otherwise to collect these
data, We note simply that the supervision s#stem must be
considerably strengthened in future projects. Supervision
visits must be more regulér, and supervisors helped to
organize their time for all the operations to be carried

out during this important action.

The supervisors themselves had to use their visits to the
village to collect data that CHWs had not gathered. This
also 1s a precious source of information. Supervision
forms included for every locality information on village
water supply and storage, the waste disposal system, the
number of inhabitdnts who have latrines and the state of

cleanliness of these houses and latrines, etc.

Finally, another source of information found in the Project
is the studies and surveys completed during the training
of the Community Health Workers, as well as other surveys

carried out in the course of program implementation.

It is indeed unfortunate that all these interesting data

are simply stored at the central Project office. Steps ’
have nqt'been taken for fheir systematic.tabulation and
analysis. We strongly believe that it is important to as-
sign statisticians'and/or assistant statisticians to com~-
plete this work. 1Initfal processing coﬁld even be carried
out at the regional office, and then continued at the central

Project office. This would require the assignment of :
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statisticians at the regional base level, which seems to be

a future plan of the MOH.

Some analysis was done and has just been published by the
contract firm Dimpex Associates, Inc. It consisted of a
study of some data compiled by the Community Health Workers.

It was published in March 1983.

When we arrived in Nouakchott, a team of statisticians from
the U.S5. Bureau of Census had just completed another study
on certain information concerning the progress and develop-
ment of the Project. Useful tables and analyses were done
on the demographic data compiled by the Project, and on a
range of information concefﬁing the .CHWs., The study ha& a
fairly high level of reliability since it took place follow-
ing the revision of the Project's data compilation method.

A whole census of the villages was completed on this occa-
sion. The resulting analyses were used extensively by the

members of the evaluation team in its work.

The team itself, for the needs of the evaluation and with
the assistance of the Project trainers, completed the tabu;
lation and analysis of data oﬁ the activities carried out
by the Community Health Workers. Useful information could

thus be obtained from available data.

The collection of information and the compilation of data
constitute important and interesting activities in projects

such as the Trarza Medical Assistance Project, especially
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given that it is an experimental or pilot project. Under
such circumstances, there is often a tend;ﬁcy to collect
the greatest amount of igformation possible. This was
somewhat the:case with the Trarza Project, reflected in
the thickness of the form to be fitlled out during supervi-
sion visits. Thefe is reasomn to fear that requesting ex-
cessive quanti;ies of information can be detrimental to
its reliability, especially considering the rélatively =
short time available to collect it. In any case, we can
say that the central Project office presently has a bank of

interesting and varied information.

Despite the circumstances in which some of this information
was collected, it can nevertheless always be used at any time
by decision-makers at various levels to better orient the

development of rural health services.

On the occasion of the latest census completed By the Project,
there was an improvement in the method used to collect cer-
tain data; we must hope that this improvement continues and!

is extended to other activities. The Project is now es-
tablished and can be satisfied with some basic information,
Qithout ioading itself wiﬁh useless details. What is required
is easily-usable information that can help to give a better
-idea of the country's health situation and of the improvement
and extension of primary haalth services. We hope that the
Health Ministry will indeed place statisticians in the Regions.

The information collected could first be processed at this
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level, then sent to Nouakchott to the appropriate departnents,
particularly the Department of Planning of Studies and the

central Project office.

Referral System

Case referral is ar very important element in the development
of rural health systems everywhere. The knowledge and ca-
pabilities of the Community Health Worker are necessarily
limited. Many cases will be presented to him that he will
be unable to treat effectively; he will have to evacuate
them to a higher levél of care. This is wﬁy the referral
system must be provided for and made effective in planning
thé extension of primary health care services in rural

areas.

In examining the information filed at the central Project
office, we were surprised to see the relatively small num-
ber of cases evacuated by the CHWs - only a total of 12
cases, according to the forms. There must certainly have
been an error somewhere. Besides, this truly low rate did
not agree at all with the findings ,of the Evaluation Team
during its wvillage visits. In the 15 villages visited, we
found that, according to the CHWs, 120 cases were referred’
upward by them since the beginning of the year alone, and
in a high percentage of the cases, the CHW accompanied them
himself to the center or dispemsary. In any case, these
results prove that the evacuation of difficult cases 1is

already a need felt by the CHWs themselves. It is therefore
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advisable for the health authorities to organize and faci-
litate the case referral system. It is a question of in-
creasing the contacts and relationships between the CHWs.
and the dispensaries. In a certain number of cases - very
few, fortunately -~ it was found that the patients referred
by the CHWs had séme difficulty being received by the dis-
pensary. In two of the 120 cases spoken of above, the
referral c;rds wére torn up in the presence of the patients
and they were told to get in line like everyone else. In
three casegs where the CHW was present, the latter had to
see the Chief Regional Physician, who intervened immediate-
'ly to give priority to the patlents brought by the Health
Workers. A certain distrust on the part of the CHW can be
noted, however, toward certain heads of centers or dispen~
saries. By contrast,.we must say that 100%Z of the
latter reported that they had excellent relations with the

CHWs, and that they sometimes gave them medicines and advice.

The health authorities, for their part, have not been in-
active. Written orders were sent to all dispensaries and
health centers, calling upon them to give priority to pa-
t}ents referred to them by the Community Health Agents.
This positive attitude should be gradually reinforced as
the integration of primary health care services become a
reality. The heads of dispensaries will play an active
part in the supervision of the workers; they will receive
reports from the latter that they will include in their

monthly or quarterly reports to the region. They will go
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into the field and be able to see for themselves the CHWs'
working conditions, problems and efforts. .The CHWs, on

their side, will certainly not remain indifferent to these
repeated visits of the dispensary staff and will truly

feel that work relationships now ekist bétween the dispen-
sary and the village. The Community Health Workers will

see themselves as effectively integrated into the health care
system and will, at the same time, feel comfortable about

evacuating their difficult cases.

In organizing and developing the referral system, the tech-
nical reinforcement of the dispensaries must not be forgot-
ten., A whole range of measures must be taken to put the
centers and dispensaries in the best possible condition

to take in the cases that will be referred and offer them
adequate care. The thiree or four dispemsaries visited by
the ewvaluation team during its trip were not really attrac-
tive, and we learned-that more than 607 of health facili-
ties were more or less in the same condition. 1In the in-
terest of impr;ving the referral system, reconditioning the
physical condition of the buildings and a refurbishing of
the supplies and equipment of the health centers concerned

is not too much to ask as primary health care services are

~gradually extended to rural areas. Unfortunately, the

Trarza Project did not sufficiently emﬁhasize this domaine,

which would have been a valuable and lasting investment.

" 'Supply System for Medicines

If there is one really crucial element in the implemenatation

of
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the Rural Medical Assistance Project as it 1is conceived,
it is the supply of medicimes. 1In examining and analyzing

the system, several questions can be raised:

1. How are medicines acquired and stock replenished?
2. 1Is stock replenished regularly?

3. 1Is the stock satisfactory £from the qualitative point of

view?

4. What has the government done to facilitate the supply

process?

Immediately after their training, the CHWs each receive a
kit containing the medicines that they should use in the
course of their activities in the village. This initial
stock is calculated for three months, but the communities
themselves are responsible for replenishing them. One of
the major roles of the village health committee is to f£ind
the necessary funds on a regular basis to replenish the
kits. Indeed, ouf survey of village Community Health
Committee members showed us that they took this role very
seriously. Sixty percent of the Committees questioned
answered spontaneously that they considered the replenish-
ment of medicines as an important part of their role and
responsiﬁility vis-a-vis the CHW. We are certain that if
the response had been suggested in the questiomnaire, the

result would have been 1007%.

Several methods have been envisaged by the Committees to
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collect the funds necessary to purchase medicines. The fol-
lowing are included among them: village levies, receipts
from the sale of medicines, gifts and payment for care

given by the CHW. Two or three of these methods are often
combined. We have taken the following percentages for

each of the methods mentioned from the study carried out

by the group of statisticians. They come from a total of

90 Community Health Workers whose medical kit was reple-

nished at least once:

Method Used to Replenish the Medical Kit

Method. Number of Agents Z

1. Resale of Medicines ' 5 6
2. Village Levies 39 43
3. Gifts 2 2
4, ASC Payment 5 5
5: Other Methads 7 8
é. Combination of Methods 32 36
Total :gg: Zé@:

(Table based on data compiled by team of statisticians)

The following table, again taken from the team of statis-
ticians, gives an idea of the frequency of kit replenish-

ment for the first five CHW groups trained.
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Frequency of CHW Kit Replenishment

Total CHWs with Kit Replenished Kit not
Information at least Once Revlenished
20 100% 19 952 1 52
17 - 100% ' 16 94% 1 6%
22 1002 22 100% 0 0
27 1007% 19 70% 8 - 30%
23 1002 14 61% 9 397

109, 1002 299, 831 19, 17%

(Data from statisticians' study)

The table shows that the kit was replenished at least once .

iq 83%Z of the cases.

In the course of our visits with the Health Workers in the

field, the following observations were made: of 15 CHWs

visited, 8 of them (53.33%) were found to have complete kits.

Seven (46.66%) had incomplete kits. We also found unautho-
rized medicines in six cases (75Z) of the 8 complete kits.
In the seven cases where the kit was incomplete, the rea-

son given was:

- the order was late in arriving - 'three cases (42.85%)

-~ financial difficulties = four cases (57.147%).

It is clear that the Community Health Workers, as well as

the Health Committees, are fully aware of the need to re-
plenish the medicine supply regularly. Only economic or

financial difficulties sometimes prevent this replenishment.
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This then is a serious handicap to the proper functionning
of the Project since the economic situation of nearly all
of the villages is presently quite precarious, given the
drought that is decimating livestock and preventing the

cultivation of the land.

As far as the content of the kit is concerned, it is neces=~
sary to take several factors into account, inter alia the
potential harm that the product could do and the type of
cases that the worker is likely to encounter. It seems
that these factors were taken into account in making the
list of 19 medicines authorized for the Community Health
Worker. 1In the initial three-month stock given to the

CHWs after their training, however,.it was observed that
the products planned for use against diarrhea were omitted,
that is, "Ganidan", charcoal and Paregoric. The origin

of this omission seems to have been that these products,
not having been approved by fhe Food and Drug Administration,
could not be purchased with Project funds. It was found
necessary to complete the kit by buying these products. It
appears that the Project is having enormous difficulties in

getting reimbursement for the amounts spent for this purpose.

We found that in a relatively high percentage of cases, un=~
authorized medicines were found in the CHWs' kits. During
training sessions and supervision visits, the responsible

parties should insist that CHWs adhere strictly to the list

of authorized medicines. The training and supervision
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should emphasize the disadvantages -~ even the dangers for
the CHWs and the population of usiang forbidden pharmaceu-
tical products. This information should be extended to

the members of the village Community Health Committees.

In addition, it also seems to us that one should seriously
consider training CHWs to use at least one common anti-
biotic in the form of oral tablets or capsules. The ins-
truction for use, posology and duration of the administra-
tion of the product could be emphasized so as to avoid
problems linked to the appropriate use of tﬁese medicines.
This idea was reinforced after seeing that CHWs encounter
many cases of infections that they cannot always evacuate

to the dispensary. Many primary health care programs au-
thorize the use of penicillin tablets, we wonder if it would

not be a good idea to train CHWs in Mauritania to do so.

As for the treatment of diarrhea, giventhat there now
exists the simple technique of oral rehydration that CHWs
can use and teach in the villages, it is of utmost urgency

to add ORS packets to the medical kit,.

To facilitate the replenishment of medicines by the
Community Health Committee, PHARMARIM, the national agency
for the distributic;n of pharmaceutical products, should
have a suitable agent in each of the four points of the
Project area where there is a dispensary or MCH center;

that is, Rosso, R'Kiz, Mederdra and Boutilimit. At the
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beginning of the Project this was not.possible, and the

CHWs could only be resupplied at Rosso or Nouakchott, the
two places where Pharmarim had depots. Thus, an accessibi-
lity and cost problem complicated the supplying of medi~-
cines to the CHWs. Only recently has Pharmarim authorized
retired nurses to establish sales points. At the same

time, a 10Z reduction on Pharmarim drugs was given to CHWs
who were authorized to show their identification cards

when demanding this. The CHWs can, .0f course, buy only
those medicines included on the list of 19 authorized medi-
cines. In the Project area, there are at ﬁresenq depots
outside of Rosso, at R'Kiz, Boutilimit and yederdra. The
Head of Pharmarim, however, whom we_ipterviewed, fears that -
the 107 reduction cannot be maintained should the Project

be expanded., He says that this reduction represents a loss
for Pharmarim. Since it has been given to the Project, re-
quests of this type have flooded into the Office of the
Director of Pharmarim from rural communities who have fofmed
Health committees to buy drugs. The Director explained

that Pharmarim sells to Government health institutioms at
cost. The 207 profit that it earns from its own pharmacies
does not really represent net profit, but rather just what
the institution needs to survive. When they deliver these
products to department stores, which are really private
depots, Pharmarim loses this 20% profit. It therefore loses
by authorizing these private depots in the departments; it
loses even more when it grénts the 10Z reduction to the

CHWs. The Director feels that under the circumstances, a
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government subsidy to Pharmarim is necessary, given the
policy of the Mauritanian government to expand primary
health care services in rural areas and sell pharmaceuti-

cal products at lower prices.

Given the importance of the drug supply problem, it be=-

hooves the Mauritani;n government to carry out a serious

and thorough analysis of the Pharmarim situation,  the

procedure for acquiring the products, the costs involved,

the structure of the service,.etc., thus obtaining the full"
understanding necessary to take whatever measures are appropriate.
We believe that the poli;ies of extending primary health

services and selling drugs at the lowest prices possible

must be maintained. and safeguarded at all costs.

" Project Preparation and Managemant

The Project gave considerable importance to the preparation
of the technical staff. Naturally, this preparation could
not be done all at once at the beginning of the Project;
but there was always concern about having technically qua-
lified staff, and all possible steps were taken to improve
their competence and qualifications. We have listed here

the qualifications and training of key Project staff:



Name

Moctar Ould Memah

Ibrahima Diouf @

Mamadou Sene(z)

Kane Sidi Baidy

Mohamed Ould Alew
Mika Fall
Abdullai Sow
M'Barek Ould Bilal

Mahmouden Ould Hally

Sghair Ould
Mohamed E1 Abd

Ramdane Ould
Mohamed Ramdane

@
(UT™) .

@
of Nouakchott.

Title

Supervisor

Supervisor

Supervisor

_ Supervisor

Trainer
Trainer
Trainer

Trainer

Trainer

Trainer

Entered Project

In:

October 1979

October 1979

August 1982
August 1983

October 1980
October 1980
October 1980

April 1981

April 1981

February 1982
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Training

Govt. Nurse. Course in
Lome: July-October 1979;
October -~ December 1981.

Govt. Nurse -~ CESSI
Course. Lome Course:
July - October 1979.

Govt. Nurse - CESSI
Course (Dakar).

Govt. Nurse - CESSI
Course (Dakar).

Govt. Nurses.- Trainers'
Training Course (Rosso).
Lome Course (April
1982).

Govt. Nurse.

Govt. Nurse.

Govt. Nurse.

In April 1982, Diouf transfered to the Mauritahian Workers' Union

In August 1983, Sene Mamadou transfered to the School of Public Health
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As we can see, there are still three trainers who have yet
to complete the advanced training course in Lome or Dakar.
Arrangements to this effect should be made within the

shortest possible time in order to expand the Project.

Administrative and support staff was not planned for in the
Project. Only after the Project began were they seen to be.neces-.
sary. This provided some adjustments in the budget. It

was necessary to decide whether this staff would be paid

by the Government or with USAID funds. It was finally de- -
cided to pay them using USAID Project funds, managed by

the public health Consultant. The present Project accountant
was recruited only inm October 1981. It seems that this

staff was not required to conmplete any specific training to

improve its performance.

All training courses planned for the Community Health Workers
were completed. 197 CHWs were trained. Eight seminars

were organized not only for the Project staff but also for
other Ministry staff. Finally, four in-service training
sessions were held in March 1982, November 1982, April 1983

and July 1983, for CHWs of the first four trdaining groups.

It is necessary, however, to speak of certain technical
weaknesses. There.should have been an educator attached
to the Projeﬁt from its inception to work with the team in
organizing animation and continued health education for

the wvillages, thus supporting and strengthening the action
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of the CHWs and the CSCs; there should have been a statis-
tician at the Project central level to analyze the numerous
and valuable data collected in the field by the CHWs, the
supervisors and special sﬁrveys, so that they could be used

by the different departments of the Ministry of Health.

Since no administrative staff was planned for at the begin-
ning, the Public Health Consultant sent by Dimpex Associates
Inc. had to assume sole responsibility for a time for the
management of funds, with the assistance of USAID. Only

in October 1981 was an accountant appointed to spare the
Consultant a difficult task for which she was perhaps not
well-prepared. The burden she had to bear was even heavier
for her since there was no speciali;t in education, and

one of the Project supervisors was often absent for one

reason or another.

We should also add that tasks were not well-defined in the
Project. With the two parallel lines of authority already
indicated on the organization chart and the horizontal or
oblique relationships with the other members of the Project,
it was rather difficult to determine the responsibilities

of the Director, the Public Health Consultant and the USAID
Project Manager. This made the situation somewhat difficult
at the beginning. In the first report siubmitted by Dimpex

Associates, Inc., we have excerpted the following:

"..... The Project began in 1980 with the American (USAID)
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Project Manager as Administrator and the Mauritanian
Director as her counterpart. When the Project Head sent
by the contract firm arrived, her role in the Project was
never fully explained by the Project Manager to the
Mauritanian Director. This is why he continued to consi-
der the Project Ménager as his counterpart, while he saw
the Project Head sent by the contrac firm as a subordi-.

nate ...

It seems, however, that in the course of time things changed
for the better, since the Evaluation Teams found the
Mauritanian Director and the Public Health Consultant

(Rroject Head) in perfect harmony.

It also seems that this was not always the case for the
lower levels, There again, it was necessary to define the
roles and responsibilities of each staff member. Beside
the fact that the authority of the Health Consultant over
the supervisors and trainers was practically non~-existant,

the latter had no authority over the Project drivers.

The supervisors themselves felt they did not completely

understand the extent of their authority in the Project.

Finally, in contrast to the technical staff, the Project
accountant was never given advanced training. Although,
recruited relatively late, he was in great need of it, as

evidenced by the numerous weaknesses in his work!
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Projects with sizeable financial assistance from abroad and
nationa; counterpart funds usually generate management com-
plications at all levels. This is why it is always impor-
tant to have well-establiéhed administrative rules for the
staff from the start. Althoﬁgh the technical side is very
important, the administrative and management staff must in
no wa} be neglected; they must be experienced and if they
do not yet have the necessary expertise, they must be given
further training. Regular monitoring of their work, espe-
cially at the beginning, is also very important. If these
precautions are not taken, there can be serious errors that
are sometimes noticed too late to be corrected in a way that

is beneficial to the Projeét.

Project Impact on the Bealth Status of the Community

It is extremely difficult to measure the impact of a given
Project on the health status of a ﬁopulation. Health is
dependent on too many things. Besides, we must also note
that even though the Project has been in existence for

three years, the activities of the Health Worker as such

did not all begin at Project start-up. The last two training
sessions did not take place until January and May respecti-
vely. The workers trained in these sessions have only been

working for a few months.

It is easy, however, to appreciate the positive psycholo-
gical effect on a community of having its medical problems

attended within the community itself. The villagers'
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opinion on this point is unquestionable. When we askead
them whether they thought that the CHW was of service to
the village, the answer was yes in 1007 of the cases.

When asked what services were rendered, people explained
that in the past, they were required to pay tranéportation
fees to go to Résso or a far-away health center for their
health problems, and now they are happy to be able to find
care ‘and drugs where they live. They seem tb make frequent
use of the services of the CHW. Thié is the person to whom
the villagers turn first in most cases of illness, except'
for gynaecological or obstetrical problems. If, in this
case, the CEW is a man, the patient prefers to approach

the TBA or go to the dispensary. This is a cultural trait
that we found in most of the villages visited and which

was confirmed by the Mauritanian who accompanied us.

The tables included in this report omn CHW activities are
quite eloquent as to the services rendered by these CHWs
to the villages. The people in the villages agree in af-
firming that there have been changes in the village since

the worker has been there.

Among the CSC members interviewed on this subject, 93.7%
think that there have been changes in the village héalth

situation. Among the improvements indicataed, we have
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found the following:

Opportunity for local care 86.7% of the cases
Improvement in Hygiene 46.,7%Z of the cases
Improvement in Education . 26.7%Z of the cases
Reduction in Number of Cases 26.7% of the cases
of Illness :

Only one member answered that he saw no change.

The nurses at the dispensaries think that, in general, the
presence of the CHW Is useful and can assist them in their

work.

Indeed, although these answers are necessarily quite sub-
jective, their wvalue must not be discounted, since the

high percentage of positive answers probably represents
some consensus oh the part of wvillagers. The tabulation
and analysis of the forms used by the trainers during their
supervisory visits would provide us with a more objective
assessment of program impact, allowing the comparison over

time of wvillage sanitation and hygiene.

The check=-lists used represent a veritable mini-survey on
the progress of the state of village health at every super-
vision visit. The questionnaire, which is rather lengthy,
considers key lhygiene and sanitation factors such as:
Water: Source

How Stocked
Quality of Drinking Water
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Waste Disposal: Latrines
Garbage
Village Cleanliness

Habitat - Vectors - Nutrition - Food Hygiene,

Unfortunately, the data collected have not yet been: ana-

lyzed.

In any case, the impression in all circles is that Community

Health Workers have done some good and necessary work.
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B - THE INTEGRATION OF COMMUNITY HEALTH WORKERS INTO THE
HEALTH MINISTRY

When we consider the Projéct's place in the Health Ministry
organization chart, we immediately realize that the Project
was planned as a vertical service. No technical or adminis-
trative relationship between the Project and the various
Ministry departments was officially provided for. 1In prac-
tice, however, we cannot say that Project field acFiVities
in the villages were conducted in isolationm. Vari;us re-
lationships had to develop at different levels between the
Project and the several Health Ministry services which are

also working in the area of primary -health care,

a. Relationships with the Matermal-Child Health services: -
These services are an integral part of the Ministry of
Health. They have already established about thirty MCH
centers throughout Mauritania, with each center operating
over a radius of about 1l0Km. In theory, the MCH centers
should be able to deal with all primary health care ser-
vices within their area of influence. 1In addition, these.
centers supervise the activities of the TBAs of certain
villages and have established a training program for them.
In the Trarza Project area, there are three such centers:

at Rosso, Mederdra and Boutilimit. The relationships

between the CHWs and the MCH services are at the TBA level,

but are not officially defined. 1In the course of our vi-

sit to the wvillages, we found that contacts were frequent
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between the Community Health Workers and the T3As, trained

or otherwise.

Among the 15 wvillages visited, there were:

- 3 (20%) with trained TBAs.
- 12 (80%) with untrained TBAs.

The following were the types of contacts described be-
tween the CHW and the T Bs:

Information on births: 9 times (60Z)
Giving supplies to the TBA; 6 times (40%)
Giving advice and explanations to the TBA: 11 times (73.3%)

Of the villages visited, in 11 cases (73.3%), the contact
between the Health Worker an& the TBA had occurred less

than three months ago.

Relationships with Mobile Vaccination Teams -

These mobile teams are part of the Enlarged Imcunization
Program, which operates under the Ministry's Division of
Preventive Medicine. There is a mobile vaccinatiomn teanm
in each regiomn. 1In addition, there is a team based in
Nouakchott that also touches on part of the Trarza region.
Each team should carry out about three visits per year to

each village to vaccinate children 0-5 years of age.

Of. the 15 villages visited by the evaluation teanm, the
CHWs were interested and participated in mobile team

activities in 86.667% of the cases. This participation
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consisted of:

The promotion of the vaccination program: 86.667% of the
cases.

The organization and control of cards: 607 of the cases.
The distribution of anti-polio vaccines: 6.66% of the
cases.

The treatment of and advice on possible comﬁihétions:
407% of the cases.

Contacts with the Dispensaries and Health Posts =

Ve have already seen that these contacts were frequent
and usually positive. They took place especially when
difficult cases were evacuated to dispensaries or when
CHWs made visits to soilicit advice and medicines from

the Head of the Dispensary.

Thus, there are already informal relationships establi-
shed between the CHW and several departments of the
Ministry, especially with those that are particularly

concerned with primary health care.

It should be mentioned that the integration of primary
health care services and dommunity Health Workers is a
dominant concern of the Ministry of Health. All the
authorities visited by the team, whether the Health
Director, the Chief of Preventive Medicine or the Chief
Physician of the Trarza region, recognized the need for

integration. The Project Director, on his part, spared
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no effort to prepare and facilitate this integration.
Thus, Ministry of Health staff not part of the Project
were always invited to participate, and did participate,
in seminars organized ﬁy the Profect. This fact can be

verified in the following table:

Participation in Rural Medical Assistance Project Semi-

nars by Ministry of Health staff:

Seminar Date Subject Number of Ministry
Staff :
10/15 - 11/3/80 Training of Trainers 11
4/01 - 4/5/80 Supervision -
8/15 -~ 8/29/31: Advanced Training - 4
Supervision

lO/él Nutrition 10
10/81 Research - Methodology 10
8/04 ~ 8/13/82 Evaluation - Review -
“1/24 ~ 1727/83 PHC Integration 43
4/10 - 4/14/83 Project Integration 8

As we can see, in the course‘of this year, the last for .
Project Trarza, there were two seminars organized specifi-
cally on the integration of primary health care and Project
activities. The January 1983 seminar was particularly im-
portant and interesting. It was inaugurated by the Minister

of Health himself and brought together all the directors of

the Ministry's technical departments. 1In his inaugural speech,

the Minister emphasized, interalia, that:

"This meeting is a valuable opportunity for all participants

to deepen their individual and collective reflection not only
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on the specific objective of the seminar (iﬁtegration), but

also on primary health care strategies, of which the Rural

Medical Assistance Project is an important example”.

"In fact, you will be led, continued the Minister, "to pro-

vide specific answers to a series of questions and define

a certain number of concepts such as.... the practical pro-

blems of the integration of the Rural Medical Assistance

Project with the Trarza Regional Health District..."

It is appropriate to extract and reproduce here the recom-

mendations of this important seminar:

1.

2.

10.

11'

The creation of a central primary health care coordina-

ting unit.

The institutionalization of primary health care in
Mauritania. '

The clarification and systematization of the national
PHC policy.

Better health planning and programming for the country.
Coordination and integration at the central level.

The introduction of primary health care in the initial
and on-going training of the health staff.

The decentralization of dépots for medicines.

The strengthening of already-existing health referral
facilities.

The reorganization of regional health services.
The creation of regional primary health care units.

The strengthening of human, material and financial re-

sources at the regional level.
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12. The improvement of links between regional health services
and rural communities through the rational use of tradi-
tional structures already existing there, the standardi-
zation of the user fees payment system, and the supplying

of medicines at low cost.

Thus, there 1is no.doubt as to the intentions of the Mauritanian
Government vis-a-vis the integration and institutionalization
of primary health care. It remains only for the authorities

to put these good intentions into actiom. The issue was tho-
roughly discussed during a meeting with a high official of

the health Ministry. It seems that the decisive step will

be the creation of the Primary Health Care Coordinating

Commission within the Ministry.

This Commission, placed under the Director of Health, will be
compoged of:

- The Chief of the Preventive Medicine Department

- The Chief of the MCH Department

- The Chief of the Planning and Research Department

- The Director'éf the Rural Health Services Project, formerly
the Rural Medical Assistance Project, who will also serve

as Commission Secretary.

This Commission will havé the mandate and authority necessary
to restructure the programs of the existing departments that
operate more or leés vertically, and bring them together into
one integrated whole within the primary health care syétem.
The action of the Health Education Committee will also be in-

tegrated into the primary health care system.
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We must mention, however, that up to now, there has been no
ministerial or other document officializing the creation of
this Commission. We found only a ﬁService Note" dated June
19, 1982, from the Directofate of Health creating a Primary
Health Care Technical Committee. The Planﬁing and Research
Department of the Ministry was not mentioned as being part

of this Committee.

We think that the existence of the Primary Health Care
Coordinating Commission would indeed represent a decisive
step in the process_of institutionélizing and integrating
primary health care services. Such a conmission, however,
should be officially created with clgarly established regu-
lations and functions. Furthermore, since this Commission
theoretically has a normative role, it needs an executive
arm which, under the circumstances, should be the Planning
and Research Department. To carry out its role effectively,
this Department should be completely restructured and reor-
ganize; its function should also be well-defined within the
framework of its new and important mission within the Ministry
of Health. All of this naturally implies the technical
strengthening of this Departmeﬁt so that it will be able to
analyze the various plans presented by the otherldepartments
and coordinate them into one truly integrated plan. It is
this integrated plan that should constitute the annual na-
tional health plan and should be implemented in the health

regions. There should not in the future, be a vertical
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service dealing with primary health care.

Inthis integration process, the Ministry should give special
importance to the region. The Regional Director, who will
have great responsibility in the implementation of thé in-
tegrated national-health plan, should also have the authori-
ty corresponding to this responsibility. He must, therefore,
ha#e the complete support of all Ministry of Health and
regional authorities in the decisions made to facilitate in-

tegration in his region.

A well-planned integrated system should facilitate the exe-
cution of the various PHC activities and improve their cost-
effectiveness. Thus, for example, a polyvalent mobile team
could be responsible for supervision, immunization..and edu-
cation in the villages. It would be left to each regiomnal
direction, which is most familiar with available resources,
to plan the details of these.activities. Planning Departnent

technicians would assist as needed in this task.

It is indeed possible that special resources may be available
through one of the departments for a given program; they
would siﬁply be made available to the regional directiom for
the execution of the program, in accordance with the joint
plan pfepared by ﬁhe Planning and Research Department under

the aegis of the Primary Health Care Coordinating Commissionmn.
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SUPERVISION OF CHWs IN THE INTEGRATED SYSTEM

We must address the question of how to improve the supervi-
sion of the CHWsAin an integrated system of primary health
care services in rural aréa, given the need for integration
and the limited resourcés of the Government. We therefore
consider:

1. The level of supervision.

2. The frequency of supervision.

These two issues, if well analyzed, will perhaps enable us

to arrive at an appfOpriate system.

Level of Supervision -

In the course of our travel in :the-Project area, we asked

the Head of the Mobile Team, three nurses who were Heads of
dispensaries and three nurses who were Heads of health posts,
their opinions concerning the level which would be most ap-
propriate for the supervision of Community Health Workers.
Each of these employees answered by citing the advantages

of using his own level. The Health Post Heads think that
with relatively limited logisticai means, ﬁhey would be able
to ensure the regular supervision of the CHWs in their work

area at least every two or three months.

The Chief Physician of the Region need only make a small
amount of money available to them for travel expenses. As
for village accessibility,_they think that the Post Head

should, in theory, have a good knowledge of the various means
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to be used to reach any CHW wvillage in his area of influence.
The Post Heads would also benefit from this supervision, since
they would get to know their work area and gather from the
CHWé the information needéd to write a more complete quar-

teriy report.

At first sight, this solution appears to be fairly attractice.

Still, we wonder:

a) TIf all CHW villages are really accessible to the corres-

ponding Health Posts in all cases.

b) If the CHWs will give the desired importance to the su-

pervision visits from the Health Posts.

c) If all Post Chiefs have the qualifications and competence

flecessary to carry out proper supervision.

Three nurses who were dispensary Heads were also interviewed.
All three thought that they were perfectly able to carry out
supervision visits about four times a year. This would even
be desirable, in their opinion, because they would thus have
the opportunity to gain a good level of knowledge about their

area of influence and the staff therein. .

These éupervision visits would also enable them to collect

the necessary statistical information to write more complete
reports én the health situation in the Department. To carry
out these supervision visits, however, they would need trans-
portation and fuel. Herein lies the problem! For the moment,

the Ministry does not provide for the expenses involved in
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the purchase and maintenance of a vehicle for each Department,
including fuel, and we were told that this will be the case

for a long time to come.

What about supervision from the regional center usiné mobile
teams? On this subject, we got the nurse who is Head of

the mobile EPI team in Rosso. He thinks that it would be
quite logical to entrust supervision of the CHEWs to members
of the mobile teams, all the more since they often meet CHWs
in the field during vaccination visits. 1In this case, how~
ever, two problems should be solved:

1. The supervision of the CHWs by the mobile teams should
require the members of these teams to stay in the vil-
lages longer. Should this be the case, the Ministry

should consider granting a per diem to team members.

2. Extending the team's stay in the field also poses the

problem of preserving wvaccines.

The solution of the CHW supervision problem should not be
an exclusive one. An intelligent and practical combination
of the three methods mentioned will probably be necessary.
We may agree theoretically that supervision will be done
through mobile teams, but we ﬁust remember that the CHWs
will be attached to the dispemsaries in a regionalized and
integrated healthAsystems. This is why it is advisable

for the mobile team to.be accompanied by a dispensary

nurse on each trip. His role will be to orgamnize the
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supervision of the CHWs of the area together with the Head
of the mobile team. furthermore, it should be possible,
even with the limited means of the dispensary, for the nurse
to carry out CHW supervision visiﬁs between the visits of
the mobile team. _The Regional Director, with a knowledge

of what-is feasible, will plan accordingly to make maximum

use of the resources available to improve CHW supervision.

On the other hand, supervision by Health Post Chiefs must
be well examined in each area. 1If the region finds it pos=
sible and efficient, this resource can also be used, provided

that these nurses first receive adequate training.

The fuel issue, even in the case of the mobile teams, remains
a very serious problem for the Government. Given the crucial
importance of supervision for the success of the system, ex-
ternal assistance should be arranged to meet the cost of

gasoline until the Government 1s able to take over.

On its part, the Ministry of Health should make all the effort
necessary to pay the expenses of the supervision teams from
the region or Department, if it cannot pay a fixed per diem.
It goes Qithout saying that such teams should henceforth be
polyvalent and carry éﬁt immunization, supetvisiod and edu-

cation activities.

MISCELLANEQUS

In the course of our travel through the villages and our
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interviews with various heads of the country's pealth ser-
vices, we saw that, apart from USAID, there are many other
agencies and institutions working in primary health care,
‘the following being the most important: the Mauritanian

Red Crescent, Catholic Relief Service, the U.S. Peace Corps,
the World Lutheran Foundation and Caritas. There are also
international institutions such as the WHO, UNICEF and other

bilateral agencies.

The World Lutheran Foundation funded the establishment of
village pharmacies in El1 Assaba through the Mauritanian Red
Crescent. CARITAS has given considerable assistance to the
volunteer health worker program in the ADRAR. Catholic Relief
Service maintéins a certain number of community food distri-
bution and nutrition education centers in the country. These

centers cover about 32,000 people.

These activities - and many others - represent a valuable
contribution to primary health care. The relationship between
the Project and the Mauritanian Red Crescent and the role

that the latter paid at the bgginnihg of Project implementa-
tion, have already been discussed. It is clear that there

is presently a certain confliet between the Project and the
Mauritanian Red Crescent, but we think that it can be smoothed
out. At a time when primary health care services are being
integrated in a country with limited resources facing enor-
mous health needs, it is nécessary to bring together the

energy and good will of all in a common planning process
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that will avoid dispersion, duplication and waste. Wo
spirit of competition can be allowed, and the best way to
avoid it is by coordinated planning. In this regard, the
Primary Health Care Coordinating Commission can be a deci-

sive factor.

This Commiséion, chaired by the Health Director himself,
will be able to #nalyze all the various health activities
carried out by private, voluntary or other institutionsg, to
coordinate them and integrate them into the National Health
Plan. Among these institutions is U.S. Peace Corps Volun~-
teers, who accompanied the Supervisors and Trainers of the
Rural Medical Assistance Project in their various activi-
ties in the Trarza. We are sure that they will participate
effectively in this joint effort of the Mauritanian Govern-
ment in favor of the extension of primary health care in

rural areas.

The integration of private and voluntary institutions is no
less important, and the Ministry should call upon them also
to coordinate their efforts with the Ministry's. It seems
that there is already a PVO activities coordinating committee
which should facilitate the efforts of the Primary Health

Care Coordinating Commission.

As for international organizations such as the WHO and
UNICEF, even though they have not had a very active part to

play in Project field activities, their moral and practical
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support in the organization of training courses and seminars,
and in giving fellowships, is undeniable. Here'again, the
Primary Health Care Coordinating Commission is called upon
to fulfill a valuable liaison role between the Mauritanian
Government and these international organizations. For ex-
ample, the contribution of the WHO in the area of technical
assistance and staff training is already well known, as is
UNICEF's role in the provision of supplies and equipment

for educationh and immunization.

This campaign in favor of the integration and development

of primary health care in rural areas should also extend to
all Government agencies involved 1n.rural development. Many.
of these agencies were pointed out to the evaluation team

in the course of its work. Some of them, such as PHARMARIM,
played a truly decisive role in the implementation of the
Rural Medical Assistance Project. Others, such as certain
departments of the Rural Development, Agriculture and
Education Ministries, the Mass Education Structures and the
Hydraulic Department were nét particularly involved in the

program, which is a shame.

The role of intersectoral and interdisciplinary cooperation
in the sqccess of health programs, especially in rural
areas, has been acknowledged in all the countries in the
world. Collaboration and cooperationlwith departments such

as those mentioned above, especially when they carry out
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their activities in the same village as a health worker,
can only be beneficial to planned community action. If we
can reach a stage where we plan action jointly, this is
even more ideal, and the reciprocal benefits in these cases

are immense.

Such cooperation also expands the range of action of the
health worker himself. He will have a wider vision of com-
munity organization which will lead him to undertake other
activities with the assistance of the village health commit-
tee for the benefit of the Community. 1In the course of our
travel through the 15 villages of the Trarza Project, we
were already favorably impressed with the interest shown by
CHWs and CSCs in kitchen or community gardens. In two cases,
we found a mothefs' c¢lub, in which the CHW and CSC partici-
pated: these, we feel, are encouraging results. It would

be a good idea to stimulate such initiatives as much as pos-

sible.
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C - OVERALL PROJECT ADMINISTRATION

Although from the beginning, there were gaps in Project

planning, the obligations of the various agencies parti-

cipating in the Project were, however, fairly clearly

established. We must consider now whether each agency

has indeed fulfill its commitments:

1. The Government of the Islamic Republic of Mauritania
(GRIM) =
The Ministry of Health had the following obligations:

a)

b)

c)

d)

e)

£)

g)

Appoint a Project Director to be responsible for
Project implementation.

Appoint a health education and training specialist.
Appoint two nurses to act as instructors/supe;visors.
Appoint nurses in the CHW training centers.
Authorize PHARMARIM to approve a distribution agent
for pharmaceutical products in each community where
there is a training center.

Equip facilities in Rosso, R'Kiz, Boutilimit and
Mederdra for CHW training courses.

Equip a central office for the Project in Nouakchott

and facilities for seminars.

It cannot be said that the GRIM has punctually and complete-

ly met 211 these obligations.
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The Project Director was indeed appointed, but not the
educator. As for the latter, the Government maintained
that technicians from the Lome center who came to
Nouakchott to carry out some training would largely suf-
fice. 1It, therefore, saw no need for other technical as-
sistance in education and thus the appointment of a
Mauritanian counterpart. One of the two Project supervi-
sors was also to have worked as an educator and serve as

a counterpart for the trainers from the Lome center.

The nurse supervisors and trainers were gradually appointed
as their presence was needed, but PHARMARIM always refused
.to appoint the planned-for agents for the training centers,
relying only on its office in Rosso. Only very recently

have depots for pharmaceuticals been authorized in Boutilimit
Mederdra and R'Kiz. We have already seen the difficulties
that this delay has caused in the replenishment of medicines

for the CHW's kit.

Finally, a tiny office was assigned to the Project inm
Nouakchott, but for CHW training courses, space had to be
rented in the Departments. Contrary to the Memorandum
df Understanding, the expenses were paid by USAID with

Project funds.

USAID
USAID had the following commitments:

a) The appointment of a. technical consultant in public
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health as the Mauritanian Director's counterpart.

b) The appointment of an education and training special-
ist.

¢) The appointment of short-term contract specialists/
consultants as specificalléAneeded by the Project.
Technical assistance was planned for the community
health committees in particular to assist them in
creating and managing the local funds needed to pur-
chase and distribute the medicines set forth on the
CHW list.

d) Project evaluation: funds were provided for three
evaluations during the life and at the end of the
Project.

e) The purchase of materials ana supplies for the Project
and the preparation of corresponding PIO/Cs. This was

the responsibility of the USAID Mission in Nouakchott.

USAID did indeed make the necessary arrangements to ap-
point the Public Health Consultant. These arrangements
included first the formalities of engaging a consulting
firm, Dimpex Associates, Inc. Tﬁus, the Public Health

Consultant was in Nouakchott as of December 1980.

As for evaluations, the Project had a mid-term evaluation
during May 1982. The present evaluation 1is, therefore,

the second and last Project evaluation.



159

DIMPEX ASSOCIATES, INC.
Dimpex Associates, Inc. was the consulting firm selected
by USAID to implement the Rural Medical Assistance Project

in cooperation with the Ministry of Health.

According to the contract, the firm had to provide the
Project with the following:
1. A Public Health Consultant
2. A training and Education Consultant
3. Short-term consultantsas follows:
a) An X-Ray technician (two months)
b) A Community Development Technician for health
(two months)

c) A Radio-Communications Expért (one month).

These conslutants were to assist the people chosen by the
Ministry of Health in continuing and completing Project

objectives. These objectives are already known:

The selection and animation of villages and the training

of CSCs.

- The selection and training of CHWs.

- The collection of health,demographic and other data.

- The use of the radio by the CHWs and Ministry Departments,
if possible, in case of emergency.

- The promotion of the replenishment of basic medicines

in the CHW kits. '

- The supervision of CHW training and activities and the

re-orientation of health staff.
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- The strengthening of other regional health units.
- Serving as the liaison between the GRIM and USAID (for

the Rural Medical Assistance Projedt).

In fact, Dimpex only furnished the Public Health Consul-
tant. We know that the Mauritanian Government had pro-
posed another solution to replace the Education Consultant.
There was a lot of discussion about short-term consultants.
First, their time was increased from five to eight months.
Then, instead of consultants, a contract with PRICOR was
spoken of to do research on Project activities. 1In the
end, there was'only one short-term consultancy during the
entire project. There were no other consulﬁants, nor was
PRICOR called in. We must add that the Mauritanian side
was never very enthusiastic about the hiring of these con-

sultants.

We have already seen that the Education Specialist was
eliminated because the Mauritanian Government preferred
to leave the education task to the Lome group of trainers

assisted by its supervisors.:

We understood that the idea of trying radio communication
between the CHWs and dispensaries was not very carefully
considered. It was not at all éractical, and we do not
think that the failure to meet this objective has affected
the Project in any way. On the contrary, this can be con-

sidered in a certain sense as a sort of saving for the
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Project.

The X-ray consultant was especially planned.for the Rosso
hospital, to which special assistance was to be given ﬁo
extend and improve its services. But, since the assistance
received was rather limited, this technician was not found

to be necessary.

On the other hand, we deplore the fact that>the animation.
specialist, needed in a project of this nature which is
totally dependent on community participation, was not
hired. More in~depth work would certainly have been done
with CSCs, and precious exéerience would have been accu-
‘mulated for the future extension of primary health care

services in rural areas.

In considering the Dimpex contract, it is difficult to find
evidence of provisions to support all the administrative

responsibilities. the firm assumed .in the implementation of
the Project. 1Its role was, it seems, to be primarily tech=-
nical. 1In fact, however, it seemed to play a predouinant-

ly administrative role.

We have already indicated inm passing the administrative
weaknesses of an organization chart with two direct lines
of authority: a technical line under the Project Director,
a Mauritanian, and an administrative line under the foreign
Aduinistrative Consultant. Although the Project represents

only one entity, in fact, both at the office and in the
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field, we found it difficult to see how it could function
with two heads and two parallel lines of authority. It
is a situation which could have constituted a source of
conflict. The fact that the Project, in fact, ran quite
smoothly, is a tribute to the tact of the Director and

Public Health Consultant.

However, this situation, coupled with the circumstances
described in a previous section concerning the presence
of a USAID project manager and the initial lack of a !

local revolving fund, certainly made Project management

all the more difficult.

From a logistical point of view, Fhe Project has complained
about the slowness of the purchase of materials and sup-
lies. This was tﬁe case for an order of materials for CHW
kits that was placed with a supplier who did not have the
requested articles at the time. This considerably delayed
Project activities. We think that it would be to the ad-
vantage of this type of project for USAID to simplify its
logistical procédures and make them more flexible. The
essential thing is to do good basic planning from the be-
ginning and have a good mo;itoring and follow-up system for

the implementation of the Project.

From a financial point of view, the Project began practi-
cally without an accounting department; it even seems
that a well-established accounting system never existed,

nor was there a financial plan where all line items would
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be clearly set forth with procedures to be followed for

disbursements.

The Ministry of Health had problems paying for the
training centers, and USAID finally had to pay these
costs. It was the same for the salaries of the adminis-
trative support staff and the drivers, who were not ex-
plicitly provided for at the beginning. For all:these
reasons, the need for a revolving Project fund was felt.
After much discussion, an agreement was made with USAID
in February to establish this fund. Management of the
fund was entrusted exclusively tothe Public Health Consul-
.tant, which increased her responsibilities to a point
where she could barely deal with the technical uneeds of

the Project.

It seems, however, that the creation of this fund could
only partially solve the local expenses problem, consi-
dering the slowness of the reimbursement process. Once
funds have been spent, vouchers must be sent to USAID for
reimbursement to the Project. But USAID cannot reimburse
locally, so these vouchers must be sent to France where,
as we see, there were delays at various levels; first, in
the Project accounting department, where we noticed a
certain amount of disorder, then at USAID/Nouakchott and
finally, in France, where the Project's problems are not
of prime importance. We were told that certain reimburse-

ment requests can be held up for six months or more before
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being paid. Project activities were almost paralyzed at
times. At the end of the first training session, for
example, money for the payment of trainees failed to ar-
rive on time, and it wéé necessary to extend the duration
of the course for several days to await the arrival of
the funds. On another occasion, the supervision visits
had to be temporarily stopped for a time because of a
lack of funds to procure gasoline. It was necessary at

that time to contract for a loan to unblock the situation.

It was stated in the Memonandum of Understanding, that,

“"the responsibility for Project mbnitoring shall be as-
sumed mainly by the USAID Mission in Nouakchott with ad-
ditional technical assistancelsup%lied by USAID/Washington
as needed.” If this technical monitoring had been effective
from a financial and accounting point of view, the Project
would very certainly have benefited in time from an ac-
counting system enabling iﬁ to avoid the numerous accounting
weaknesses revealed. According to the accountant himself,
he was incapable of doing the work alone, and needed an
assistant. He made a request for one many times, to no

avail.

Finally, we think that good planning is always necessary
from the beginning for projects of this type. Even if it
is impossible to foresee everything in detail, certain

basic principles governipg administration and management

must be observed if set-backs that could hinder normal
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project operation are to be avoided. In a system of this
type, the National Project Director and his foreign con-
sultant counterpart must complement each other to form one
directorship. In generél, it will be easier for the

foreign consultant to solve certain problems that occur

with the donor égency, whereas the National Director will
intervene more effectively in the case of issues of a

purely local order. But the principle of a united director-
ship must remain, and there is absolutely no question of
having one director for the technical or national staff

and another director for another portion of the . staff.

Our general impression is that although the technical side
was well thought through, Project planning in the adminis-
tration and management domaines was neglected. It was,

therefore, often necessary to solve problems on an ad hoec

basis as they arose.
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D - ECONOMIC ANALYSIS

l - Methodology and Findings

The main objective of the economic analysis performed upon
Project Trarza was to determine the historical cost of each
activity in which the project engaged over its three year
life. 1In addition to this, specific information was ga-
thered in the field to assist in evaluating the economic
relationship between the health worker, the village, the
Ministry of Health, USAID and the project itself. To ac-
complish this, the evaluation team relied on information
furnished by all parties involved. Financial and accounting
data was supplied by the USAID missisn in Nouakchott, the
USAID funded contractor (Dimpex Associates), the Ministry

of Health and a team of statisticians from the Bureau of the
Census who had just completed a comprehensive study of
various aspects of the project. The economic analysis em-
ployed all of these inputs in an effort to identify the
sources of support and the ultimate destination of all funds
spent by the project in the course of its activities. 1In
order to insure that the financial data collected was in
fact meaningful, the team made an attemét to reconcile it

to official project or mission records which could be de-

monstrated to be accurate.

Unfortunately, the technical achievements that made Project
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Trarza a success in the field were not enjoyed by its ac-
counting department. A review of the project's local cur-
rency revealed that the records are neither curreant nor
well maintainediand that iﬁternal controls are inadequate

to insure proper recording of transactions and to safeguard
project assets. Ag a result of these weaknesses, it was

not possible for the evaluation team to isolate actual indi-
vidual activity costs. This is attributable not only to

the considerable disorder encountered in the accounting re-
.cords and documentation, but also in other supporting areas,
such as trip logs and vehicle reports, ' which were found to
contain incomplete and inaccurate information. Therefore,
the team was stymied from both directions, finding itself
unable to quantify the amount of funds employed and at the
same time unable to establish a reasomnable basis for their

allocation to the various project activities.

Accounting Weaknesses and Recommendations

2.1 Projet Local Currency Records =
The Project does not maintain formal set of books.
Instead, transactions are posted to a series of unbound
workgheets. This makes them wvulnerable to damage and

loss.

Recommendation:

At the minimum, the Project should maintain two
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separate cash receipts and disbursement journals, one
for transactions paid by check and the other for petty

cash payments.

Filing of Support Documents =~

The Project does not have a system for filing documents
either before or after they have been processed for
payment., As a result, they are vulnerable to loss and
are not easily located by either the accountant or per-
sons wishing to examine documentation of project ex-

penses.

Recommendation:

Paid invoices and receipts should be assigned a sequen-
tial voucher number and filed monthly by number. Un-
pdid obligations should be posted to an accounts pay-
able listing and should be kept in an open file until

paid.

Bank Reconciliations -

The Project does not reconcile-its bank statements to
its disbursement records; Therefore, it is not possible
to verify the accuracy of transactions posted by the

bank nor of the disbursements made by the Project.

Recommendation:
The Project should perform bank reconciliations monthly

as soon as the statement is received from the bank. A
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standard form should be designed for this purpoese and
should be signed by the person preparing it and also

by the project director.

Reimbursement Requests -
The ?roject prepares its requests for reimbursement
from AID based on invoices and other paid documents

e.g. payroll listings, expense reports, etc.

Recommendation:

Reimbursement requests, although supported by invoices
and other documents, should be prepared from the dis-
bursement jourmnals. This iﬁsures that all documents
processed by the Project have been duly submitted for

reimbursement.

Monthly Closings -

The Project does not close its books on a regular basis.
Reimbursement requests are prepared sporadically when-
ever funds are required. As a result, it is impossible
to determine the amount spent by moanth for each expense

category.

Recommendation:
The Project should close its books on a monthly basis

and process a reimbursement request at that time.
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Timeliness of Entries -
Invoices paid are often not posted to the records for
months, making attempts at reconciliation difficult

and also causing peribd expenses to be misstated.

Recommendation:
All entries to project records should be posted on a
timely basis. This includes both receipts of advances

from AID and disbursements to suppliers or employees.

Advances to Employees =

The Project does not control advances to employees nor
does there exist any follow up mechanism:to imsure that
advances are properly closed out through the submission
of receipts or unused cash. Instead, all advances are
posted to a global accounts receivable listing which

has never been reconciled in the history of the Project.

Recommendation:

An individual advance record should be maintained for
each employee who receives expense advances. A control
account should also be maintained containing all amounts
outstanding and the names of the persons concermed. Any
employee who has not justified an outstanding amount

should not be advanced any additional funds.

Salary Advances =

Contrary to good managerial practices, the project makes
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salary advances. There is no system in place to insure
that the amounts advanced are deducted from the subse-

quent paycheck.

Recommendation:
The Project should discontinue the practice of making

salary advances to employees.

Petty Cash -

The Project maintains an excessively high petty cash
fund. On numerous instances the petty cash on hand
was observed to exceed $17,000. This amount is far
in excess of the Prsject's requirements for carrying

out its daily activities,

Recommendation:
The Project should keep on hand only the £funds that
are needed to cover one week's transactions, at the

most. A reasonable figure would not exceed $1000,.

Payments to-Suppliers -
The Project makes a substantial number of payments in

cash to suppliers whe could be paid by check.

Recommendation:

Payments should be made by check whenever possible.
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2,11 Petty Cash Vouchers -
The Project does not record petty cash slips for items
paid from the petty cash fund. In addition, the slips
are not prenumbered, which contributes fo the difficul-

ty of performing reconciliations.

Recommendation:

The Project should make out prenumbered petty cash
vouchers for all non-check tramnsactions. These vouchers
should be posted daily to a control sheet and reconciled

every time the petty cash fund is reimbursed.

2.12 Petty Cash Limit -
The Project does not have prestablished limits onlpetty

cash purchases. Large items are paid in cash.

Recommendation:
The Project should establish a ceiling on individual
payments that can be made by petty cash. 1In general,

petty cash payments should not exceed $100.

2.13 Purchase Orders =
The Project does not prepare a proper, formal purchase
order for purchases that exceed a predetermined amount.
As a result, it is not possible for anyone to determine
whether or not merchandise received By the Project was

in fact ordered and approved by management.
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Recommendation:

Purchase orders should be prepared for all purchases
that exceed the petty cash disbursement limit. The
purchase orders should bear the signature of the person
authorizing the purchase. The purchase orders should
be on prenumbéred nulticopy forms and at a2 minimum, a
copy should be sent to the supplier, the Project ac-
countant and the person in charge of receiving the

goods.

Approved Vendor Lists =

The Project does not maintain a list of suppliers that
are approved to furnish goods and services. In the

event of the absence of management or a change in manage-
ment, the persons responsible for the Project are not
able to identify reliable and economical suppliers with

whom the Project has had satisfactory experience.

Recommendation:
The Project should prepare approved vendor listing which
list the name of the suppliers, the items most frequently

purchased and the most recent unit cost.

Receiving Reports -

Receiving reports are not made out when inventory or
capital investment items are received by the Project.
This results in a lack of control over project assets,

since it is not possible to verify in the records
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whether or not a given item was received and who was

responsible for its custody.

Recommendation:

The Project should issue a receiving report for all
items received from suppliers or other sources such

as USAID. The receiving reports should be preﬁumbered
and should be signed by the person responsible for the

custody of the inventory owned by the Project.

Supplies Requisitions -

The Project does not have a proper system for recording
supplies issued from inventory. The supplies requisi-
tions are posted to an inventor} journal, but are not
recorded in.a manner which allows management to control

inventories by item.

Recommendation:

The Project should use printed supplies requisition forms
which should be signed by the Project administrator be-
fore the warehouse is allowed to release items from

stock.

Perpetual Inventory Records -
The Project does not maintain perpetual inventory cards.
There is no way of identifying the actual number of units

on hand at any one time.
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Recommendation:

The Project should maintain a perpetual inventory cagd
for each major item stored in the warehouse. This

should include such things as vehicle spare parts, tireé,
health workers medical kits and pharmaceutical products.
These items should be entered into inventory based on
receiving reports and removed by means of supplies re-

quisition slips.

Fixed Asset Listings -

The Project does not maintain a proper list of fixed
assets. There is insufficient control over equipment
and fixtures belonging to the project and the person
responsible for each item cannot be identified in the

records’ identified.

Recommendation:

The Project should prepare fixed asset cards for éll
items belonging to the Project. At a minimum, the cards
should include a description of the item, its location,
its historical cost and the person responsible for its

custody.

Physical Inventories -
The Project does not reconcile its physical inventories
of supplies and fixed assets to the Project records.

Thus, management Is unable to recognize and investigate
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discrepancies on a timely basis.

kecommendation:

At a minimum, the Project should take one complete phy-
sical inventory of ali supplies and fixed assets and
this should be reconciled to the appropriate accounting
records e,g. fixed asset listings, the general ledger,
etc. Any discrepancies should be investigated and re-

solved on a timely basis.

2.20 Financial Reporting
The Project does not prepare monthly operating state-
ments for its local currency accounts. Therefore,
management cannot evaluate the financial status of the
Project and is unable to identify and correct operating

problems before they go out of control.

Recommendation:

At a minimum, the‘Project should prepare a monthly report
listing expenses for the month and also year to date. It
would be helpful to compare these figures to the same
numbers for the previous year and also to the operating

budget.

2.21 Budgeting -
The Project operates on a global budget which identifies
only the total amount of funding available for its du-

ration. This 1is insufficient for controlling Project



177

activities on an ongoing basis.

Recommendation:

The Project should establish a monthly budget by line
item. At month end, a report of actual vs. budgeted
expenditures should be prepared and reviewed by manage-
ment. Corrective measures should be taken promptly

in cases where serious unfavorable variances are ob-

served.

Cash Flow Forecast -

The cash flow forecasting system presently employed by
the Project is inadequate to identify Project obliga-
tions and liquidity requirements. There 1s no accurate
basis for its preparation since there are no accounts
payable listings and no documented records of recur-

rent costs. This may cause excessive delays in obtaining
funds from USAID sources'when unforseen expenditures re-
sult in urgent requests'for additional advances, especial=-
ly in light of the excessive delays the Project has ex~

perienced in obtaining reimbursement checks from AID.

Recoﬁmendation:

The Project shquld prepare a listing of monthly recurrent
expense items and use this in conjunction with its ac-
counts payable listings and its monthly-budget in order

to prepare a monthly cash flow requirements statement
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which estimates liquidity requirements for at least the

following three months.

Account Distribution -

The present chart of accounts used by the Project is
inadequate for capturing the detailed financial and
operational information required by management in order

to keep track of expenditures by activity.

Recommendation: -
The Project should create an expanded chart of accounts
based on the USAID system. Each 0of the principal line
items in the USAID chart of accounts should be broken
down into sub-accounts which reflect a greater level of
detail than that required to process reimbursement re-
quests. At a minimum, the system should identify sepa-
rate and discrete inputs such as salaries, per diems,

fuel, spare parts, medical supplies and other items which

make up as significant part of Project costs.

Vehicle use Records -

The vehicle mileage repofts filled out by the users of
Project vehicles are incomplete and inaccurate. In some
cases, only about one third of the miles indicated on
the odometer could be explained by the vehicle logs.
Information on fuel and oil consumption is inaccurate

and the locations visited are not always clearly indicated.,
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Recommendation:

Project management should stress the importance of fil-
ling out vehicle logs accurately and om a timely basis.
I1f necessary, payment of per diems could be made condi-
tional upon receipt of completed trip reports and vehi-

cle logs.

2.25 Procedures Ménual -
There is no manual of writteﬁ procedures governing the
Project's accounting policies. An employee must seek
out the advice of the Project director or the expatriate
advisor, neither of whom are trained in the area of ac-
counting or financial ﬁanagement. This results in in-

consisitent and often contradictory decisions.

Recommendation:
. The Project should seek the assistance of USAID to pre-
pare a comprehensive procedures manual that clearly sets

out Projecﬁ policy on all fimancial and accounting matters.

3 - Conclusions

The local currency accounting system at Project Trarza is
out of control. Documentation is weak. Accounting proce-
dures are nonexistant. Authority is poorly defined. Ac-
counts are out of balance and reconciliations impossible.
There is no audit trail. 1In short, there has never been

a real accounting system at Project Trarza. This should not
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come as a surprise to anyone, since there has never been

an attempt to create a system in the first place.

The-problem originated at £he very beginning of the Project
when USAID began to advance funds to the local currency ac-
count when there was no system installed to manage them.
There was not even an accountant. The Project then began

to make significant expenditures in order to get its acti-
vities under way. The USAID funded contractor, Dimpex
Associates, was never responsible for managing the funds
since this was outside the scope 6f the duties laid out in
thelr contract. The expatriate advisor did make an attempt
to regain control over the accounﬁing, but was ineffective
since this was well out of her area of professional expertise
and in addition, made impossible demands onr her time. Nume-
rous requests for technical assistance were'transmitted to
AID, but there was no response. In May of 1981, the Project
artist was assigned the task of keeping the bboks, but he
left shortly thereafter, having done little to remedy the
already snowballing chaos. This accountant was replaced by
another Mauritanina in July, 1981 and he has remained for
the duration of the Project. Unfortumately, he was also
assigned numerous administrative duties which prevented him
from dedicating all of his time to getting the system back
under control, Maintaining a current and well operating

system is a full time job, even on a smaller project.
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‘Bowever, cleaning up a system which has suffered from two
years of neglect and maintaining a well operating system

at the same time is clearly beyond the abilities of a single
person, independent of that person's level of training.

The accountant did make numerous attempts to reform several
of the problem are;s where the Projéct was experiencing
serious deficiencies of internal control, but he was not sup-
ported by Project staff and the badly needed méasures were
never implemented. What controls did remain were resisted
by Project personnel, who often refused to comply, causing
iarge gaps in thé records which cannot be reconeciled. This
includes vehicle mileage logs, trip reports, supplies re=-
quisitions, fuel ticket utilization, petty cash advances

and other items which represent a considerable portion of

the Project's operating expenses.

The lesson learned from Project Trarza is that it is abso-
lutely essential that an accounting system be designed and
set up before the Project begins any local acitivittes. ;ﬁn
accountant for a period of several monthél; Subsequently,
periodic supervisory visits should be scheduled to monitor
the Proje;t's progress and ta make wh;tever modifications
or adjustments may be necessary in order to keep things
functioning smoothly. USAID should insist on accurate,
timely monthly reports and should refuse to make any new

advances until the previous advance has been accounted for

with the proper forms and support documents. USAID, however,
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must also cooperate by processing the Project's reimburse-
ment requests expediently and informing Project management
promptly of any difficulties, such as disallowed items.
Many of the problems encountered could have been avoided

through simple communication.

Aside from providing essential management information, the
value of a good accounting system as a source of statisti-
cal information is frequently overlooked. If an accounting
system is properly conceived from the beginning and well
managed during the duration of the Project, valuable data
can be accumulated without having to commission expensive
studies or consultations. The accounting system can be used
to capture statistics on vehicle usage, fuel consumption,
repair expenses, training costs, regional office overheads,
personnel costs and many other items which are invaluable

in managing Projects, comparing efficiency levels between
projects and planning new projects for the future. It is
important to note’ that any accounting system, however well
conceived, will eventually break down if there is not a well
defined line of authority in the organization. Management
must collaborate with the accountant in setting Project po-
licies and procedures. Once these have been agreed upon

and have been documented in writing, the management under-
mines the accountant’s authority granted by the procedures,

the system is not going to last very long.



183

If the Projéct is to have a good accounting system, it must
have also a qualified, full-time accountant. In larger
projects with a significant number and variety of transac-
tions, additional accountihg clerks may be required. It

is entirely unreasonable to think that a project techmnician
can keep the books.in his or her spare time. Attempting

to save money in this fashion will only result in inaccurate
records and ineffective controls and will ultiﬁately in-
crease the cost of the Project, compromising the quality of

the technician's work in the process.

The Costs of Project Trarza

It.was unfortunate that the considerable disorder encoun-
tered in the accounting department did not permit the eval-
uation team to determine the actual costs of the project
through the local currency account could not be quantified.
This includes vehicle repairs, spare parts, per diems paid
to nurses, drivers and health workers, fuel, o0il and other
operating expenses. In the opinion of the evaluation team,
the potential margin of error was significant enough to
cause a material mistatement in the estimate of local cur-
rency expenses and for that reason this report will not in-

clude an estimate of recurrent costs.

It was possible, however, to create a computer model of the

supervision function. The model allows the manager to make
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certain assumptions about a supervision trip e.g. number
of days, number of villages to bevisited, kilometers to be
driven, percentage of off-pavement driving, vehicle mile~
age and fuel cost, number 6f nurses travelling, per diems
to be paid, etc. The cost is automatically calculated based
on the assumptions entered., A sample of the cost of a typi-

cal supervision trip is shown on the next page.



PROJECT TRARZA
THEORETICAL COST OF AN ANIMATION OR SUPERVISION TRIP
) DURATION OF TRIP IN DAYS:
NUMBER OF KILOMETERS TO BE TRAVELLED:
NUMBER OF VILLAGES TO BE VISITED:
NUMBER OF VEHICLES TO BE USED:

VARIABLE COSTS:

VEHICLE: FUEL
FUEL PENALTY-SAND
REPAIRS/O0IL

TOTAL VEHICLE:

PER DIEMS:
SUPERVIS. NURSES
" NURSES
DRIVERS
TOTAL PER DIEMN
MISCELLANEOUS:
TOTAL VARIABLE

FIXED COSTS:

SALARIES:

SUPERVIS. NURSES : ' .
NURSES
DRIVERS

TOTAL SALARIES

TOTAL MAJOR COSTS

VARIABLE COSTS:
PER DAY:
PER KM:
PER VILLAGE:

TOTAL COSTS:
PER DAY:
PER KM:
PER VILLAGE:

15
1500
12

UM.V

8625
1294
6452
16371

6000
4500
3750
14250

3300

. 33921

8504
7425
5192
21121

55042

2261

23
2827

3669

37
4587

185

157

24
117
298

109
82
68

259 .

60

617

155
135

94
384

1001



186

5 - The GRIM and 1its Ability to Pay =

a) Before the GRIM will be able to support the burden of
maintaining a primary health care system, it will be .
necessary to transform the existing structure and con-
solidate many of the present activities., This must be
done in order to reduce both general overhead and also
variable costs associated with specific functional ac-
tivities. The present Project required substantial
inputs of technical assistance and commodities in order
to get its activities under way. This can be clearly
seen in the followiﬁg summary of Project obligations cut

off as of November 15, 1983.

533,000

DIMPEX - U.S. Contract $

Direct Support - Housing $ 149,000
Operational Support - $ 762;000
Training. $ 200,000
Unallocated Funds $ 18,000
Total Obligations $ _1.662.000

The first item represents a varilety of organizational
and operational costs. The second item is the total cost
of providing housing for the expatriate advisor. Toge-

ther, they make more than 40% of total Project funding.

Technical assistance is a very expensive component of
any project. This is due to the cost of transporting
and housing foreign experts whose compensation well ex-

ceeds local Mauritanian standards. Since the Project
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is still emerging from a pilot phase, technical assis-
tance will continue to be required, at least during the
foreseeable future. This is especially true of the cri-
tical transition perio& at the beginning of the new
project. The :cost associated with- providing continued
and uninterrupted support are beyond the GRIM's ability
to pay and will have to be underwritten by an interna-
tional donor. Presumably, as the Mauritanian primary
health care system picks up momentum over the years,
there will be less demand for foreign technical assis-
tance, because local experts will have been trained to
replace their foreign counterparts. Eventually, techni-

cal assistance will cease to be a recurring cost items

There are other areas which in their present state are

too expensive to be absorbed by the GRIM. Vehicles and
vehicle operating expense are very costly, and require
scarce foreign exchange. By taking striéi cost control
measures, the fuel and repair bills may be kept to a
tolerable level, but the wvehicles themselves will proba-
bly have to be replaced every three years by an interna-
tional donor. It is essential\to have a motor pool in
good working order since such a large part of the Project's
activities take place in the field and require supervision
on a regular basis. It might be advantageous for USAID

to consider setting up a central garage for Project ve-

hicles which could also double as a training center for

mechanics.
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Anpother significant recurring cost item is the per diem
expenge which is paid to teams that are sent into the
field. In theory, the per diem payment is intended to
reiﬁburse the employee'foé out of pocket expenses in-
curred during official travel. However, it is widely
considered to ﬁe a sort of supplemental compensation,
much like a bonus = .a reward for enduring the discom-
forts of extended travel in the field and a recognition
that thé government salaries are insufficient to provide
for all of their needs. The nurses pay rates are indeed
low, A supervising nurse makes less that $250 a month
and ordinary nurses are paid only about $200 a month.
With the present per diem system, they can nearly double
their income by spending a continuous month in the field.
This creates a distortion in the system which has two
negative consequences. First, the nurse has an incentive
to stay in the field as long as possible in'ofder to maxi-
mize his per diem. This direct effect of this is to
delay the work schedule and increase the support costs,
such as fuel and vehicle wear. Secondly, the extended
stays of the supervisory teams may put an additional
strain on the host village, since it is the village who,
according to custom, must house and feed all guests.

The nurses, in reality, do not have much in the way of
out of pocket expenses during their travel, The chal--
lenge to be faced in the new project will be to create

a system which eliminates the incorrect incentives but
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_ yet is fair to the nurses in recognizing that they are
in facf, inadequately compensated in light of their res-
ponsibilities. One possible approach would be to reduce
the per diem rate to a level where it is mo longer an
incentive to travel but at the same time provide some
sort of additional compensation, perhaps in the form of
a salary supplement. Another solution is to redefine
the job grade presently held by the nurses and promoté
them to position that has a higher corresponding salary
level. In any event, it is the geﬁeral opinion of the
team that the new project will experience serious diffi-
culties in the implementation phase if the per diem

issue is not resolved on an equitable basis.

The climate and geography of Mauritania makes travel dif- .
ficult, expecially during certain times of the year.
Surface travel is slow and expensive. The cost effective-
ness of the Project has béen hampered by a lack of long
range planning of activities and a failure to calculate
their respective costs., Well conceived planning efforts
will be required to insure that ,all Project activities

are consolidated to the lafgest degree possible. A
training session that brings health agents together might
be used to accomplish other tasks such as data gathering.

A supervisory trip should be used similarly - perhaps

to update the wvillage census, or to visit another nearby
village who has not yet  designated a health agent. The

cost of providing the health worker with Project



190

transportation to the training site should be calculated
and compared to the altermative of simply reimbursing
him or her in cash. Repeat trips to the same area are
very expensive, and.using scarce resources unﬁisely will
simply mean that under a more austere budget, less field
visits will be.made due to economic constraints. The
financial expertise available to USAID through the Sahel
Regional Financial Management Team would be a good source
of technical assistance to help the GRIM establish an

operating budget consistent with these objectives.

The present system is also not cost effectivg as a result
. of the weaknesses discussed earlier in the economic ana-
iysis section of the report. The lack of internal con-~
trol over most of the Project's activities has led to
runaway costs. TFuel expenses are much higher than neces-
sary because no attempt was ever made to relate fuel
consumption to kilometers-driven or villages visited. It
is estimated that the monthly fuel bill may reach $2500.
Vehicle: répairs are even more difficult to estimate, but
by the time the Project terminates in December 1983, the
repair bill may well exceed the $131,000 original cost

of the vehicles., Per diems are not controlled, since
payment requests cannot be reconciled to trip reports or
vehicle logs. Petty cash advances fo£ trip expenses

are not followed up and closed out. These are examples
of the sort of small items that when added up, can con-

tribute significantly towards increasing a project’'s
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cost. The element of control becomes very important
when the limited means available to thé Government of
Mauritania must cover a wide variety of needs in many
sectors; A lapse in control could lead to a project
falling short of its oﬁjectives. Thus, the personnel
from Project Trarza who go on to become part of the
future project will have to adjust and become accustomed
to a new austerity, because the unlimited funding en-
joyed by the first project will cease to exist once the

integration with the Ministry of Health is completed.

The team reached the conclusion that the GRIM is not
capable of supporting the Project in its present form.
This is due to the high costs thét have resulted from

the poor control and planning presently exercised by the
Project coupled with the burdensome charges for foreign
technical assistance. However, with appropriate help

from USAID in the establishment of a sound financial plan-
ning and control system and technical assistance from the
United States and other foreign donors, the GRIM will
probably be able to provideAthe’support necessary to keep

the primary health care system going.

The Local Financing Mechanism -

It is the task of the GRIM to keep the training and su-
pervision efforts going. It is the ultimate responsibi-
lity of the community to provide the necessary local

support to keep the system working. In order for it to



192

continue to function, the community must provide the funds
necessary to replenish the health worker's medical supply
kit and also furnish the worker with some means to sup-
port himself and his family and fulfill his basic needs.
The field trips taken by the team revealed that the com-
muniéy frequenfly levies from every family a fixed perio-
dic charge which gives them adcess to health care. 1In
some cases, ‘each person seeking treatment must pay a
service fee. 1In other cases, a small profit is made on
the resale of pharmaceuticals. A wealthy villager may
take on the responsibility of paying for everyone him-
self. Whatever the method employed, the system appears

" to be working. Tke team observed numerous villages

where the medical kit was incomplete, and in most cases
‘the health worker claimed that it was not entirely re-
suppliéd because of lack of funds. In spite of this,

the village is likely to continue to support the system
as bhest as ;hey can, given the importance attached to

having basic health care services available locally.

It is impossible to place 5 monetary value on any speci-
fic service rendered to the community. People will pay
what they can afford and will do whatever is necessary
to obtain the monmey. It was clear that in general the
villagers placed greater importance on replenishing the

medical kit than paying the health worker.

There does not appear to be a significant relationship
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between the financing mechanism and the health worker's
activities. Eventhe desertion rate was pooriy correlated
with compeﬁsation in most groups. If the financing me-
chanism is not working; or if the village is simply too
poor, then the lack of medical supplies will begin to
deteriorate the quality of health care. This, together
with a lack of monetary incentives may be a negative
factor for a health worker's productivity. BHowever,
there is no data to suggest that his or her performance

is proportional to whatever compensation recetvedtr . .
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CHAPTER 1V

CONCLUSIONS AND RECOMMENDATIONS

THE FUTURE RURAL HEALTH PROJECT

The careful reading of chapter III of this report will
have allowed the reader to see the evaluation team's
conclusions and recommendations for the future of pri-
mary health care in the Islamic Republic of Mauritania.
However, we think it necessary to summarize here the re-
commendations that could be proposed to the Ministry of |
Health of Mauritania‘and to USAID to further the success-
ful implementation of on—g&ing projects that attempt the

integration and extension of primary health care in rural

areas.

RECOMMENDATIONS

A. Technical Aspects

A.l Village Selection

-y O - — T — S — - - -

A.l.1. Retain the evidence Jf village inte~
rest as an important criterion for
village selection.

A.1.2, Continue to accept villages of less
than 200 people when larger villages
have been already covered.

A.1.3. Enlist the help of other services to

verify and up-date data on the region's
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A.z.l.

A.2.3.
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population and on the size of villages
not covered by the Projeét, in order
to have a clearer idea of the Project's

real coverage.

Define with the Mauritanian Red Crescent
the role that each organization should
play in setting up a primary health

care system, so as to avoid the dupli-
cation of efforts and the use of dif-
ferent approaches at viliage level.
Provide a common training experience for
all people that will participate in |
the animation of villages for primary
health care activities.

Prolong the village animation phase to
maké it more educational in nature and
allow sufficient time for consultation
among villages before they sign the
Agreement Document,.

Specify the activities that should make
up the animation phase (weighing and
consultation of children, study of vil-
lage sanitation problems, discussions
with villages about the information

gathered, etc.).
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The role

A.3.3.
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Make every effort to ensure the parti-
cipation of a maximum number of villages
from different groups in the discussions
held during the animation phase.

Design a more detailed questionnaire/
guide to make sure that animators dis-
cuss certain specific points with vil-
lages before they sign.ﬁhe Agreement

Document.

of Community Health Commitees (CSC)

Encourage the CSC to be more active in
mobilizing villages to take part in
village h&giene and health education
activities. The CSC should play a
greater role im controlling the use and
sale of drugs by the CHW. These two
aspects of the role of the CSC should be
discussed during the animation phase and
mentioned in the Agreement Document.
Make use of supervision visits to help
the CSC to mobilize wvillages to undertak
specific health-related activities.

Work with the CSC so that they call on
other people in the village that can
help promote these aétivities (teachers,
religious leaders, etc.), especially

making sure that women are represented.
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Health Agent (CHW) Selection

A.4.2,

The work

Try to lower the CHW drop out rate by
workiné with villages to ensure the
choice of married:people, older people
(35 or more), preferably literate people,
and people who have some previous ex-
perience with modern or traditional
health care.

Interview each CHW selected by the com-.
mittees, discuss the choice with the CSC
and if necessary, work with them to re-
vise the choice that they have made. _
Discuss with.eaéh CSC, the possibility
of choosing and supporting two Health
Agents, to assure the continuity of
Primary Health Care in case of absence
or drdp out. If possible, one of the

CHWs should be female.

"Build into the planning of any future

primary health care project, the training
of health agents to replace possible

drop outs.

Make a simple action plan with each
Health Agent and committee that specifies
the activities to be undertaken in the

village. Keep a copy of the plan in the
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village dossier and refer to it during
supervision visits,

Define more clearly CHW's tasks, parti-
cuiarly in the areas of preventive health
education.

Identify more’precisely the activities
that the CHW and the traditional mid-
wife should carry out together,

Orient the Health Agents towards a more

systematic approach to the prevention

of dehydration from diarrhea.

Organize-experimental activities for the
nutritional surveillance and ambulatory
treatment of malnourished children in
the villages.

Make greater use of Health Agents in the
treatment of respiratory disease, the
identification of venereal disease, and
the protection of target groups from mala-
ria by the prophylactic use of Nivaquine.
Assist Health Agents to identify more
systematically children that are not_
fully vaccinated, to better support the
activities of the EPI program.

Assist Health Agents to better plan domi-
ciliary visits in order to follow up the
health problems of each family more ef-

fectively.
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A.5.9. Develop a few simple visual aids for
each health priority. These should
serve as a guide for the Health Agents
dufing group education sessions.

A.5,10. Assist health Agents to mobilize other
people in the village as resources to
reinforce health education activities
(teachers, religious leaders, tradi=-
tional midwives, etc.).

A.5.11, Consider the possibility of organizing
educational "campaigns", organizing health
personnel, health agents, traditional
midﬁives, health committees, personﬁel
from other sectors, radio, etc, in order
to focus efforts on certain priority

health problems.

A.6.1. Adjust supervision norms so that each
CHW receives one visit every two months
for the first two visits and every four
months ‘after this initial period.

A.6.2. Make a quarterly planm of supervision
visits to be carried out in each depart-
ment according to the established norms.

A.6.3. Mark the supervision visits made to each
village on a wall-chart in each department

to better monitor the work done and also
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to avbid long gaps between supervision
visits.

A.6.4. Apply the post-test of health agent
knowledge once during the second super-
vision visit and before re-training
sessions, as necessary.

A.6.5. During supervisiom visits, pay more at-
tention to the work done by the Health
Agents and the health committee, the
difficulties encountered and their pos-‘
sible solution,

A.6.6. Identify some key indicators to allow
the follow-up of priority activities
carried out by each Health Agent.

A.6.7. Develop a much more simple supervision
form that includes the indicators and
allows supervisors to comment on the pro-
blems found in the village, the Health
Agents' problems, the activities carried
out since the last supervision visit, the
activities planned by the health committee
and the CHW, and the activities carried
out during the supervision visits.

A.6.8. Use supervision wisits to support ;he
Health Agent in some of his priority
tasks; for ekample, health education,
surveillance for'young children, etc.

A.6.9. Encourage nurses from the Department Heal-t
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Center and from the health posts to
participate as much as possible in su-

pervision visits.

A.7 Health Agent Training

A.7.3.

Insist on a minimum of 8 participants

for a Health Agent training session.
Continue the practice of organizing
re-training sessions for the Health Agents.
These should be focussed on the spedifié
activities that the CHWs are to carry
out.

Specify the tasks that the Health Agent
is to carry out in each area of his wgrk
and organize the training curriculum

(the knowledge to be transmitted) around
these tasks.

Develop instructional obje;tiveé from the
tasks identified.

Present the course content separately and
develop it in more detail.

Prepare memory aids for Health Agents
based on the course content, after trans-
lating this into national languages and
illustrating it appropriately.

Give these memory aids to all health per-
sonnel and others that have some working

relationship with the health agents.




202

A.7.8. Start the Health Agent training with
the preventive aspects of his work (sa-
nitation, nutrition, etc.).

A57.9. Organize more practical work in the
villages during training, and shorten
the time that the trainees spend in the
dispensaries.

A.7.,10. Organize more practice of group educa-
tion techniques during health agent
training.

A.7.11. Specify the activities that the Health
Agents should carry out during training
at the dispensary, and develop a moni-
toring list based on these activities
to be signed by a nurse as each activity
is carried out.

A.7.12. Refine the visual aids developed for
training, choosing some key themes and
improving some of the pictures so that
they can be used both for CHW training
and for health education sessions in the
communities. Each image developed should
transmit one clear message. Visual ma-
terial should be tested and adopted to
the perception of each ethnic group.

A.7.13. Reproduce these educational materials

with the help of the Health Education
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Section, taking into account the mate-
rial already developed for the different
activities of the Ministry of Health.
Syétemgtize the information available on
the beliefs and practices of different
ethnic groups, and carry out whatever .
supplementary research is needed, in order
to develop soundly-based education mes-
sages that can be used to orient health,
education sessions, as well as supporting

visual aids.

Make greater'use of visits made for
village animation and CHW supervision for
the continual training of health commit-
tees.

Link the education of each health com-
mittee to the specific activities to be
carried out’ in the village.

Group together the members of different
health committees, if possible, when an
education "campaign" is to be launched
in a given geographical zone.

Make maximum use of the meetings orga-
nized by the Mass Education Structures
(SEM) for the education of village re-

presentatives.
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A.9.5.

A.10.1.

Continue to send Mauritanian technicians to
L;me for short-term training.

Provide for the training at the highest level
of technicians called upon to take on future
responsibilities in the generalized develop-
ment of ?HC in the country.

?lan for the temporary assignment of nurses

in groups of two or three so as to enable

each one to overcome his particular weaknesses
through a practical apprentis -ship experience.
Organize in-service training sessions in
Mauritania to increase the knowledge of thé
PHC nﬁrses in community development techniques,
group animation techniques for health educa-
tion, and scientific advances and the most
recent approaches to the organization of oral
rehydration and nutrition monitoring programs.
Develop basic and in-service training modules
for regional and departmental staff that will
be responsible for éHC programs.

Encourage visits to observe PHC programs, es-
pecially in West Africa.

Organize national colloquia to discuss certain
points éf the PHC strategy to be used in
Mauritania as activities.develop in various

regions of the country.

Organize and structure the health information
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A.10.4.

A.10.5.

A.10.6.

A.10.7.
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system of the Ministry of Health.

Create a Statistics Bureau at the central
level to be attached to the Planning and
Research.Department.

Orgapize satellite regional statistics sec-

tions, branches of the Central Statistics

Bureau, in the main regional towns.

Train the staff (statisticians and assistant
statisticians) needed for the Central Bureau.
and regional sections.

Rationally organize a practical system for
collecting, gathering, tabulating and analy-
zing dat#.

From ﬁhe masses of informatiom available,
select out all superfluous and ﬁnusable data
and save only some basic data that can, in
fact, be treated and used by the Ministry.
Appoint a statistician at Central level for
any future projects, and keep him im very close
contact with the Central Statistics Bureau.
Make adequate use of the information gathered
in planning and dewcision-making for the smooth

operation and improvement of services.

Facilitate the best possible contacts between

the CHWs.and the other institutional levels
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of the Ministry of Health.
Implement the "Service Note" requiring the
various health institutions to give priority

to cases referred by the CHW, ensuring strict

application of these instructions.

Improve health care services in health faci-

_lities by supplying them adequately and re-

gularly with materials and supplies, training
their staff, and, if necessary, renovating

their buildings.

Drug Suggii_gzstem

A.l2.1.

AolZoZo

A.12.3.

A.12.4.

A.12.5.

Reconsider the list of pharmaceutical products
authorized for the CHWs, adding oral rehydra-
tion packets to combat diarrhea.

Carry out the necessary studies to envisage
also the addition of an oral antibiotic for
the treatment of simple infections, (probably
oral penicillin).

Discourage the CHWs' tendancy to use unautho-
rized medicines.

Study in detail the financial situation of
PHARMARIM and identify the necessary measures
so that the medicines can continue to be made
available cheaply to the entire population
(maintaining the 107 discount for CHWs).

Facilitate the accessibility of medicines by
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encouraging the establishment of PHARMARIM
sales outlets at the departmental, even

arrondissement level.

A.13 Project Impact_on the Community's Health Status -

A.13.1. Examine and establish a specific list of
criteria that would make it possible, even

if indirectly, to assess the Projec{'s im-

pacﬁ on the village's health status -.these

could include, for example:

-= the number of houses with wells;

-=- the number of covered wells in the village;

-- the number of houses having adequate means
to conserve drinking water;

-= the number of houses with latrines;

-- the percentage of mothers who know the
causes of diarrhea and how to prepare oral
serum; etc.

A.13.2., Provide for small surveys to be carried out
periodically to assess changes over time based

on these indicators.

B. Integration of the Supervision of CHWs and Other Primary

Health Care activities.

B.l. Continue the motivation of all concerned departments
of the Ministry of Health with a view to integrating
primary health care services.

B.2. Officially create the Primary Health Care Coordinating
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Commission by ministerial decree or other means and
specify in detail its composition, functions and
mandate.

Restructure, re-ofganize and strengthen the Department
of Plannipg and Research, and re-define its mission

and functions as an executive agency of the Primary
Health Care Coordinating Committee.

Determine the process for integrating the annual plans
of the various Ministerial departments into one co-
ordinaﬁed whole, constituting the amnnual :

national healtﬁ plan, taking into account all avail-
able resources.

Strengthen th; authority of the Regional Health Directo s
and improve their training and technical/administrative -
capacities through study grants or other appropriate
means.

Make a thorough study of the possible coatribution of
each institutional level of the Ministry to improving
the supervision system of the integrated primary health
care services, from bo;h a quantitative and qualita-
tive point of vigw.

At the department level, make Dispensary Head Nurse,

or another person as the case may be, responsible for
organizing.supervision, taking into account all avail-

able resources, including the passage of the mobile

‘team.

Provide the necessary training to the supervision teams
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so as to diversify as much as. possible the range of
activitiés carried out by its members (ﬁulti-disci-
plinary team).

B.9. Make provision fér fuel for supervision visits through
external funding until the Mauritanian Government can

absorb this cost.

B.10. With interested organizations (UNICEF in particular),
envisage the strengthening of cold storage facilities
to enable mobile teams to stay in the field for a
longer period of time without diminishing the effective-
ness of vaccines. Along these same lines, examine.
the possibility of using éther types of vaccines that
are more resistent to conditions of high temperature.
(Certain vaccines of this type have already been de-
veloped).

B.11l. In the budget of the Ministry of Health, provide for
the allocations needed to cover per diems and other
travei costs incurred by supervision staff.

B.12. Organize in-service training seminars for arrondisse-
ment health post heads, with a view to including them
eventually in the pfimary health care supervision
system.

B.1l3. Encourage and motivate all institutions and agencies,
governmental and others, that work in the area of
health to participate effectively in integrated pri-
mary health care by coordinating theilr efforts with

those of the Ministry of Health.
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B.14. Seek inter-sectoral cooperation for the development
of primary health care, with a view to affecting the

various elements of rural community development.-

C. Administration and Management

C.1. Examine the technical and administrative organiza-
tion of any future project in all its details, and
represent this organization in a well-structured or-
'ganigramme whose lines of authority follow good adf:
ministrative logic.

C.2. Define the roles and responsibilities of various staff
members, with job descriptioms that are as clear and
specific as possible.

C.3. As far as 1is possible, provide for all administrative
and technical staff from the beginning of the Project
to avoid a slow-down in, or even the non-implementa-
tion of, activities which are absolutely essential to
normal‘projecf operation.

C.4. USAID/Nouakchott and AID/Washington should define
their roles and their level of participation in the
operation of projects of this type in order to avoid
émbiguous situations. A less rigid system for procure-
ments and fund disbursements should also be studied,

taking local conditions into consideration.

D. Economics

D.1l. Given the fundamental role of health in any development
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process, the GRIM has every reason to make the efforts
necessary'in the coming years to invest a higher per-
centage of the Gross National Product and National
Budget in the impfovement of the population's health.
It is generally agreed that the present percentage of

3.6%Z 1s much too low.

For other recommendations in the area of economics, see Chapter

I1T1, Section D, pp. 1 -1 .

THE NEW RURAL HEALTH SERVICES PROJECT

CONCLUSIONS

When they began their work, the Evaluation Team for the
Medical Assistance ?roject received, among other documents,
the Project papér for the new rural health services project, '
which was already ratified and signed by GRIM and USAID
authorities. The Team noticed that several recommendations
formulated in the present report had already received the
attention of the authors of the new Project. Those in charge
of the new Project will surely consider these recommendations
thoroughly, and will hopefully.find'ideas that can assist
them in carrying out this important Project. It seems im-
portant to point out certain administrative aspects of the

new Project that need to be clarified.

The tasks and responsibilities of the Project Director did not

seem to be sufficiently clear :to us; also his relationship
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to the two planned long-term consultants.

On the one hand, it has been stated that at the national .
level, Project administration will be the responsibility of
a full-time Director assisted by one of the two high-level
counterparts assigned to his two technical consultants.

From the Project's point of view, however, we know that
these two technic#l consultants are not necessérily on the
same level in the hierarchy as the Project Director. There~
fore, we must admit that'the Project Director will have as
his counterpart a consultant who will, at the same time,

be the counterpart of the Head of the Preventive Medicine

Department. We wonder if this is the best way to proceed.

On the other hand, we must consider that even if the two
consultants have different activities in the field, they
will have only one counterpart in the office; that is, the
Head of the Preventive Medicine Department, under which are

both the EPI and Health Education Services.

Under the circumstances, we think that it would perhaps be
preferable to simply assign a consultant directly to the
Mauritaniﬁn Project Director. This consultant will be Chief
of Party and, at the same time, could eventually represent
USAID on the PHC Coordinating Commission, all the more since
the Project Director will also be Secretary of this Commission

himself.
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Another long-term consultant could also'be'provided for
education; as far as the EPI is concerned, we wonder if it
would be better to provide short-term consultants instead

of a long-term one.

The Evaluation Team, in proposing these various recommenda-
tions to the GRIM and USAID, has been guided solely by one
concern; the harmonious development of primary health care
services and their progressive and integrated extension to
rural areas for the benefit of the Mauritanian people. The
members of the Team had the privilege of visiting more than
twenty villages, seeing the many serious health problems

faced by these villagers, as well as the courage, goodwill and
determination that the Health Committees and CHWs have shown
in seeking to solve these problems. These villagers have
earned the esteem and admiration of us all, and we repeat that

the primary health care project is a necessity.

The important thing now is to make the best use of available
resources and effectively channel energies at the village
level to obtain the maximum benefit for the population of

Mauritania.
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1.5

AVNEXE TF

EVALUATION DU PROJET TRARZA NOUVEMDRE 1983 - °

1, PERSONREL SANITAIRE DE DEPARTEMENT

Hom du Chef de Centre ou Poste : Dpartewent

Profession : Tewps de service dans ce posté__
losbre G'ASC actifs dans le Département C

Est~ce~que le personnel a re¢u des orientations ou recyclages pour le

prograiue de SSP 2 . . Lesquels ?

" Est~ce—que le personnel a participé dans les activités cu

programne ? Lesguelles ?

Est-ce~Gue les ASC fournissent un bon travail, selan votre opinion ?
Quels sont les .pr:oblémes rencontrés avec les ASC ?

Quellsr seraient les personnes' les plusjapte's a-supefviser les AsC,
selon votre opinion ? S -

A quel rythme devrait se faire cette supérvisien ?

%\



1.7

1.8

1.9

2w !

- P,

Cavbien de walade sont venus au dispensaire réferés par les ASC

pendant 1'année ? .

Quel est le type de malades le plus souvent référés par i'asc ?

Coibien de consultatmns par mois est—c&qu'on fa:.t au ru.veau

- fu chspensa:.re (en moyenne ) ?

.3

tbservations générales de l'Bguipe d‘Evaluation.
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2. COMITE DE SANTE DE VILLAGE

2.1.

2.2

2.3

- Nowmbre de personnes qui constituent le comité
- Leurs occupations
- A quel rhythme se réunit le €SC ?
- Date de la Cernidre rlinion du CSC

Quels sont les principaui problénes de santé dans le irillage, selon
1'opinicn du csC ? - :

Quel est le rBle du CSC, selon ses membres ?

2.4 Bst~ce~gue le CSC est satisfait au progranne de santé ?

2.8

2,7

2.8

2.9

Cui Ren Pouryuoi

Est-ce-qu'on a noté des changements cans le village depuis le caumencement
&l progranme ? '
Lesquels ?

QUel est le rble de 1'ASC, selon le comitéd ?

Quelles sont les cctivités les plus importantes de 1'ASC pour le village .
QUels sont les rapports du CSC avec 1'ASC ?

CUels sont les p;oblémes du CSC vis-3-vis de 1'ASC ?
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2.10 Quelles sont les activités entreprises par le C3C ?
2.11 Quelpsont &td les difficultés rencontrés ?

', 2.12 Queis sont les projets du CSC pour le futur ?

2.13  Ect~ce-qu'’il serait a) ben et b) possible d‘avqitnnie deuxiéme ASC dans le
' village 2 ( sioui ,quel serait son rdle 2)

2.14 (Bservaticrsgénérales & e l'Bquipe d'Evaluation=



2CIIZ DE &7703 CUhlsT TALTS

Village ] Département

Ncm de 17ASC o
Date d'installation : Nombre Supervisons regues

. Date derniére supervison

3.1 Quels sont les principaux probldmes de santé . -* e village,
selen l'opinion de 1'AsC 2 :

- 3.2 Quel est le rBlzs de 1'ASC, selon lui ?

3.3 Quels sont '_les sujets les plus inportants 3 raiter au cours de
1'é&cucation ? '

3.4 (Quand est~ce~gue 1'ASCa fait la derniére réunior mour 1'éducation ?
Carbien de parsonne était présentes 7L.i..t
Quels type de personnes 2? . Quels était le sujet de la Réunien

-
ST e

D
-
3

Lo o'

3.5 fuels sont les difficrltés de la réalisation de l'education pour la ‘
santé au niveau du village ? .
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3.5 Combien de fois 1'Eyuipe de Vaccination est-elle passée céans
le village depuis que 1'ASC a été formé 2

3.7 . Que fait 1'ASC connaftre les enfants avec vaccination incamlete ?
Caubien y en a t-il dans le village actuellement ? '

3.8 Qtielles éctivités a fait L'ASC pour la vaccination ?

39 Que pense T 'AsC des v151tes dmcilia.u:es ? Que fait-il pendant -
les visites ? : : .

3.10  Quend est-ce gue 1'ASC a fait sa denilre visite domiciliaire ?
Qr{el était le motif de la visite 2 :

- . -

3.11  cuel a &t& le cernier cas de diarrchée v par 1'ASC quang ?
Qu'est-ce—que 1'ASC a fait ? ( Est~ce-qu'il a ptéparé la solution de
réhydratatitn. .. sur place ? Quelles sont les difficult8s rencontri s
pour sa préparation ?) . ' ‘

.3.12  Est-ce~que L'ASC a enseigné aux fesmes du village camment mélange
la solution de réhydration crale chez elles ? Difficultés rencontrée

VW



3.20
. 3.21
3.22

5 3.23

3.24

3.25
3.26

5 3.27

3.28

3.29

3,30

Est-ce—Gue les mmalacdes &taient bien regus ?_°

Quels sont les cas les plus courammrents référés ?

Est-ce-que 1'ASC les a vus aprés ?

Est-ce-'-qu_e 1'ASC est .b;'.en :.égu al dispensaire ou poste de santé ?

L.

Est-ce~que la trousse de 1'ASC est ccmpléte ? 5i non, Pourquei ?

{ Examiner la trousse avec 1'aAsC?

Cament 1'ASC est-il rémméré.? Est-il satisfait de sa rémunératic

" et

" - R Lt o .-

.Qu'est-ce-que 1! ASC souha:.te faire pour la sante du village dans

le futur 2

Quels"smt les aspects-:f.es_ plus difficules du travail, selon

1'asc?

Est~ce-que 1'ASC arrive 3 faire toutes les activitds, qu'il
voudrait ? Sera:.t-:.l souhautaale d'avon: un deuxleme ASC, selan
lui ? ) '

Est-ce—que les regiStres ce 1'asC ‘sont bientenus
passables - Mal tenus : 2

Observations générales de 1'Equipe .- : ' /(7



VISITES DQICILIAIRES

4.1
4.2
4.3

4.4

4.5

4,7

4.C

4.19

4.11

4.12

Quelle a &t3 la dernilre maladie cans la famille ?

A qui s'est adressg 2

. Est~ce~que la famzlle pense gue 1'ASC rend beaucoup de se'vmes d: i

le village ? r.esc;uels 2

Cuelle est la derniére fois qu'un membre de la famille a eté Ch&a
1'ASC ? Pour quel motif ?

Qu' est-ce—qu i1 faut donner d l'enfant qu:. 3 la diarrhée, selen
la mére ?

Qu'est~ce~qui proveque la diarrhée, selon elle ?

Est~ce-qu'il y a eu un enfant avec %a diarrhe dans les derniers e
Qu'est-ce~que la mére a fait ?

‘.

Est-ce-aue 1a mére a un petit enfant ? de quel &ge ?

" Qu'est-ce~gu'elle pense qu'il faut comner 3 wanger 3 cet enfant °

Qu'est ce qu'elle lui a donné & ianger hier ? -

A quel &ge il faut comuencer & donner d'autres aliments a 1l'enfan .

en plus du sein ?

Ohservation sur l'Bygiéne générale de la maison / tente

Cbservations générales Exjuipe



. VILLAGE

5.1

5.2

5.3

5.4

5.5

5.5

Non

Population

Nowbre puits bien aenagés et propres

Total puits utilisSsdans le village

Nadre Ge fanilles qui utilisent un filtre

Total - =~ .Ge fauilles dans le 'village

‘Neubre de latrines construites .

Depuis e m + 4 s eimren s esomae e —— - e eae
Total latrine cans le village
Est-ce-qu‘elles sont bien entretenues 2 . o
Aspect général de provreté du village
Bon satisfaisant __ Mauvais
Est-cequ'il y a eu une amélioration depuis que 1'ASC a ét& installd ?
Cui - Mon Manque de critéres

. ée jugement

Est-ce—c.:._i':fg';i'vyAa de jardins maraichers cans le village ?

oul : Nen

: '-Si-jnoﬁ'_éSi&ce-qu’il 'serait spossible.dlen avoir ?

v, .
- .

-

Cbservati'c':ns:' générales de 1'Bquipe
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VILLAGE QUI A ADAIDOINE LE PROGRAIMME

Nem
-* 8.1 " Raison de l'abandon
6.2 Est-ce—<que le village souhaii:eréit recoawencer le programme 2
' oui . Hon - '
§i nen, . Pourquei ?

5.3 Remarque cde 1'Ecuipe

.



Hiviveae x|

) o /tem ﬁ /3/?//"*
W“”
9%6’ /(/&4& u&e//&///éoﬁmda /Wdu
>/'>5@“ i |
N Y S o%ibczm&,& fot| Gliyec
Vo) P s

s : b ‘\"*’)'I\ | | T I
v Cl\)g D/ o L//C"‘.h&““'; Lo hleck

of b= Ryl 0p ke e AT
!c-}/e'S s "{/[’.{l / - P Lrtte e s adunc (77
IV PP yo 0l pty otk A ot ,Mug ,

. l ‘ - MELL‘L
/1!(&14- Raneus
| BEST AVAILABLE . . duad. /1/2[74

e e . ’ . . 2‘ s Lg.aub /Mké

[ DIKECTICH ds I SAMTE PU"&UQ’UE'.‘

ds 1o MAURITANIE |

s =


John M
Best Available


ROCS0, IZ 4 JANVISR Ioée

/) /)RR IS 1DESIN CITF .
D LA CICCITCRITZICT 1ZDICAID ' <.

DT TN Rl

/-

C.=F 3T IO0IE ITDICAL
DEFARDATIT AL,

liomneur wvous’ ad:e"ser 1la 11"'!:e du matexriel éu
projet BRAIZA,S votre diszosition & Nosso pour lfensemble de
vot*e dcm:twn:n‘h. .
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" les differentn portes de volre dep_rbﬂuent et de m'eavoyer cople
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devouls et resrectueux.
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DIPLANTIFTHT D3 BOUTILI.‘-]IT‘.E:

T DODATICN  FATERILLS  FTOSED
B S T e e e

TRARZA

\

; :
ESICEATION DZC ARTICILES

: i
Lo g } NOMBRZ .
- 1 N |
£ .} ITaricot : 6
2- 1 Jerrican 1 I
% y FPorte pince & rervir q 3
4 i Gobele'!: gradué . 1 3
5 y Dalei & frange + manche A T 6
6 ¢ lMoule a aiguimer 1 2.
7 y Huile bidon -y 6
(3 y Poipsonniére d.iver..._ 1 " .8
9 { . Lencettes 1 300
120 { Tcble ronlants’ 1 3
11T § Gobelet plzt en plastigue 4 20
= 1 Bands triangulaire .. 1 .44 .
o3 y - Iasse gradue en plasticue 1 200
114 y - Gobvelet plestiqus avec couvercle’ 1. I00
5 Y Tzopes { - 2C0
- ! Bouteilie hnti-deai:nfectr.nt { 6
'I7 = § Poipsomnidre long evec couvercle 4 36
=8 3 Bcndes zutocoilants GH et IH 1 250
-8 1 Poubelle nmedicale . . 1 I
20 1 Sparadrop ' - ik I5°
I { - Seaux en plastique avec ccuvercle { 2
12 1 Abcisse Iangue : 1 I, 000
23 1 - Veseline 1 30
124 y Bande gaze 1 25
. !5 { . T4l nature { 50
{26 1 Ciseaux : 1 20
27 Brogse ‘2 bouteille ! 2
- 8 I Sezux m2t2llique 1 .4
- B | Butorirn en plastigue 1 Io0
30 ! Adrnille courbe 1 2C0
-z 1 Tude 2 essai . ! 200
.2 ! . Boite plestique avee couvercle 1 20
33 I'  Yerre recuéllle urines 1 . 20
4 ! Cuillers ylastiguo i I.OOO
5 1 Epingle de surotd | i 40
36 1 Lutoclave {- I
=7 ! Feze-Bebé ! 2
P o 1 Pese-idulte - 1 2
jo% { - Reccir en plastique. {. 50
|<0 ' Thercometre 1 40
L S t Zckell> Ac,Tisuclle 1 I
-2 1 Otoocone 1 I
- szazue-éG ceATEeR 1 2

BEST AVAILABLE CCFY



DEPLRIEMENT DE  MEDZRDRA

DORATICY MATSNIZLS TROJE® TRARZA
=0=0~0—0~ (= 0—~C~

X . an
BEST AV ILAELE COFY

} 3
W°.0 } DDSIG‘U.T OiS-DES ARDICTES g WOIRR:

- l , 1
I ! EHaricot _ | 8
2 ! Jerrican ! I
3 | DPorte pince a sesvir - 5
£ 1 Cobelet grdué¢ metallique 1 3
5 ; Palrt a franpge + manche g 2
6 ¢ leule 2 2igriser 1 2
7 y Hulle filtrde zn bidon . &
3 . 1 Poissommiére divers: . 1 s
g9 . 1 Lancettes 1 300
IO Table roulants : 1 I
I1 ; Cobelet plat en plastigue 1 20
I2 { Bandes tri aire 1 C 44
I35 ) Tasses graducs plastique i 200
14 1 Gobelet plastigue avecs couvercle 1 IcC
I5 1 Tasse palstique avec couvvercle 1 Ic0
16 y Bouteille anti-decinfactamt . 6

I7 1 Poissonniére long avec couvercle s 3

i g Bznde autocollante G et Pil N 250
5p 1  Zfoubelle medicale : 1
2T 7  Sparadrap ' 15
i Seaux plastique cvec couvercle ! 3
22 ! sbalsse lzngue ¢ I.000
25 1 Vaselins : 20
24 | 3Bande gaze 1 I5
25 ! Fil nature , - ] ! 50
26 ! Cisemx : 15
27 ! 3Srosse a ocu*eille ’ § 2
23 [ Seauxr met=22lipue 1 3
2¢ 1 Tutericn en »lastique 1 Ic
50 . 1 Liggille courbe . 1 10
51 Cuillere en nlastique 506
z2 1 =péngle de surete 1 240
33 1 lutoclave ! I
24 ! Fese-Bebé { I
35 1 TFege~Adulte 1 I
36 ! Rasoir en plastique 1 I0
37 i Ther'wmetre _ ! 27

1

s '



ROSSO,LE 12 JUILLET 1982

LE MEDECIN CHET DE LA CSR DU TRARZA
=R0350~

6 A -

CHEFT Dz PCSTE HIDICAL DERARTEKERT DE

Jtai L'honneur de vouns adresser dotation materiel projet
Trarza pour voire département et je vous demande do repartir

entre vos differents poztesa

ﬁeceyezjﬂcnsieur l'exprecsion de mes sentiments devoueés

. DR JEAN CLAUDE BRIETZL
HEDECIK CEEF DU TRARZA



DEPARTEMENT DE QUAD -NAGA

DOTATION MATERIEL PRQJET TRARZA

s ORDRE i DESIGNATION DES ARTICLES | NOMBRE : R
z —em S hoand oo d ond oot -esSheses g
o1 - ! Table Roulante " 1 . :

02 ! Fil - chirugie " 2 |

03 ! Secu en fer 1 4 l
o4 ! Gobglte en fer avsc couVercle q 6 "
o5 1 Balad & frange : " 2

.05 ! Otoscope obstrétrial l 2 !

07 ! Seringue lavage Oreille " 9 _ :
c8 I Sporadrap 1 ) g
09 1 Porte pince & sarvir " 3 ‘
10 . ! Gobelet en Ter sans couvercls 1 2 ;

11 ! Instrument stéril’ " 23 l
12 i Tube & essecie ... " 20 .
13 . Fbissonnzareflongue gvec couvercle ( 10
14 ! Platecu Métalligue : { 3 :
15 ! . Har;cot grand modélia 1 3
16 ! v petit mod2le y 35 - : _
17 ! Poubelle médical y 1 l

- 18 ! Pince & servir : 3 =

.19 R Autoclave. 1 1.7
20 i .. Brosse de: chirurgie 1 50 "

" 21 ! " Meule & aiguisar, " 4 :
22 ! - Aiguille courbe ! é 1
23 ! Verre recueil d'urine | s ;
24 ot Gobelet pXmk en fer " 1q "

- 25 : ' Gobelet plat qvec couvercle : " 4100 "

26 Fasse gracdué t 500 l

, 27 A Gobalet plcstique . h 125 .

. 20 }°  Bcolance Adulte ) ! 1 1

| 29 ! Thermomdtre ! . 20 ;

; 30 ! Cuilleré plastique | 150 ° ,

[ 31 1 Pise ~3ébé .. ¥ 1 !
32 ! Lot en plastique l 2

| 23 ! poissonnidre divérse L3 :

I 34 I Rosoipr plestiqua -~ - S . " 20 !

i 35 ! Lowa chirurgle ; 100 I
36 { Abuisse langue ) i 25 '

37 - Entonoir plastigue . f' -6 !
38 ! “ Bonde autocolante ‘ 6 . {
39 1 Bande gaz ‘ 7 :
40° ! Caxapresse stérilcs 3

41 ! Boutsille cntiseptique ! 4 1
42 : ‘Boite de comprimés vide ; 50 :
43 1 P - s I

Bande trianguleire -

Rosso,le 12 Juillet 14982

LE #Médecin chef du Trarza

Dr; Jeon Claude Bddetel
/[/V

:—K 7/



AU_TRARZA

Ne /B ..

) - [E; ORIEREAU D'ENVOI g
. Le Mzdein Chef Intexim -
Pitms adressées a ¥ Dx. Perdrecau, Hap ital de Rosso

PP g

T —par -
3
. T . I
NOMBRE ITESIGNATION , " ] OBSERVATIONS .
———— T e —— 1
. . . e e e S BTy = S ™ o e S e e o
> 30 {Ericucts _ ' ; . '
-] t{Ericans en Plast:.que : |
% 2 ‘{Eehelles acuite visuelle
% 3 - j%rte tube 2 essai
> 20 {¥erte Pince & servir
b4 12 *© (sbelets gradués en netullz
X 75 . {Xapd blanc
¥ 80 |{ssuvertures blanc -
K15 - iEiai & frange + manche
: »x10  {®ules & aiguiser :
x 30 IXsSle filtxEe en b:.don
X 30 {®Esssponitres divers
1200 lZmcettes: ) "
%10 {&=ble Roulantes
X 80D lmbelets Plats en plast:.que

% 576 l®ndes triangulaires

< $000 I=sses gradueés en plestique

Vv 500 Jmbelets plastique avec couvercle
%1000T lEsses en plastique avec couvercle

X ¥E W {%piteilles antiseptiques désinfectant
K144 Eissonieres longues avec couvercles
* 500 l®ndes autocollantes &M

X 500 {Endes asutocollantes PM

M‘n.cn.-.‘n‘u!..—.-..-o.-.-..-ﬂon‘-.-“.-.‘.nMO!.M.-‘QMO.‘-..-..—.“MQ—

X27 " 1B|ubelles Medicales
«% 60 ISeradraps (Sboites x 12)
%9 Seux en Plastique avec couvercles
5%007g lgaisse langue .
X l®seline (Scaissegsx12)
« B0 |mnde Gaza (10 CaissesxB)
% 240 l#s de suture (20 pqgts;xi2)
X 100 ! Eires du ciseaux
9 Epsses & bouteilles
x 20 | Baux metalliques
'>‘ 400 I ®tenocir en plastique
%BD . 1&zguilles courbes
K 648 | mbes d'essai .
! : )
Ty -r v
ARRETE IE BeSENT BORDEREAU A o : 1

e v -

‘ KZEU'.f . 0. 5¢ ' . == 4/}7

BEST AVAILABIE !/ &~ ~ /V


John M
Best Available
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AU TRARZA

E ORDEREAU D'ENVOI
| A N° 2 /PAMR..

decin Chef Interim & l'Hopital de Rosso,

Pgr——

Pitces adressées 3 M
- Dr. Perdreau

1
NOMBRE DESIGNATION -

OBSERVATIONS

- ‘o ome

b B
[
0-.-"]' Sun put =y

K
2

Piles pour otoscopes
Seringues de Guillon

Brosses chirurgicales
Appareil Tensiometrs Arterial
Boites en Plastique avec couvercle
Verres Receuils urines

Cuilleres en Plastique

Epingles edesucrete

Autoclave

Balance Pese Bébé

Balance P2se Adulte

Rasoirs en plastique

Thermomeetres -

6_\-0505%(;_,. .

T g AL SR L
SANMEOWO—-HOWWEO
1) =] NOOO. O
w oo &
oo

BEST AVAILASLE COTY
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{
!
l
!
!
l
!
!
]
1
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!
!
!
i
}
!
l
!
!
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!
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DIPANTELTI? DB R'EIZ

. ~ DORLTICT KARSRIGLY  PRCIST  TRARTA

= O O Qe Qe Chome
3 T
o 1! 7. IGH.TION? DS ARTICIZS ! B
! !
I ! Izricot 1 8
2 l Jazrziccn on plasticgue 1 I
5 1 Forte pinces & cervir ! 5
4 1 Gobelet gradué . 1 5
5 ! fuile £iltrde en bidon 1 G
6 ! Zoicsonmisre divers ) &
T 1 Nounle a zirsuisexr ! 2
S 1. Lancettes ) . ! 300
9 ! Tabdle rouvlamte . I
I0 1. Godelet plot en 'alhstique !. 20
II 1" Bander triongilaire- 1 A4
I2 1- 2npue gradnés en plostique ! 250
: 1 Godelet plastique avee couverele | I00 -
§ Tasne plistigue avec couvercle 1 Ioo
! Bouteillec zati~decinfeciont 3 6
§ ZPoicocommiére lemguz svee cou-rerclc | 36°
1 Zarde a2utocollanmte (B! et 31 1 250
1 ZEoubelle mediczle 1 I
! Sparadran . ) ) ! Iz
! Seeaux p.v.as?.icmc_avec couvvercle - 1 2 :
1  2bzfese len . 1 I.DOO
1 Vaceline 1 20
1 3Bapde gz::.e i Is
! Til notux 1 50
! Cisaau 1 15
! Trcese » bonteille 1 ‘2
! .,eﬂux:x tallique . g 3
1§ orion en plastigue H .10
J.iguLle courbe - - I¢
§ Cuillere en pér_vstimzo 1 500
§ Zninzle de curete 1 200
3 { iutocleve I I.
23 ! ITese-3ebé 2 t I
L § TFepe-ldulte . !' I.
25 { DRasoir en ples tinua 1 I0
56 1 Therooneire ;- 20
! .

BEST AVAILABLE COFY




DEPARTEMENT_DE__KEUR-MACENE

-y S g G G S Wen S v 8D

] . *
.

h— L

Boite de comprimd vide

1 : ¥ - —r
N*® D'Ordre. ; Désignation des Articles | Nombore : Observations
v 4 oy S O = et Sy s 22 > -+ —
1 I Fil Chirurgle . 6 t
2 ! Seacu en fer ! [ 1
3 : ‘Gobelet en ter avec couvercle - : . 18 !
4 y PBalol & fraonge T 4 1
5 . Tostoscope obstétrical 6 ot
6. ! Seringue levage oreille ! 2 ! Dotaotion
7 ! Spuradrop I 18 ! .
1 ” _ | { Keur-liacéne
8 y Porte pince & servir " K3 '
S 1 Gobelet en fer sans couvercle 1 S !'Biretta N*Dicge
10 ; 1nstruments stérilas ; 69 1
11 - " Tube & esscl 1 52 o
12 1 Poissoniére longue avet couvertcle 36 ! :
43 ; Plotecu métclligue 1 s 1
14 1 Haricot graond modéle : 3 , 4
15 _} " petit moddle { 3 1
16 , Roubazlo ttédical ;2 !
17 " P;nce ‘a servipr 7 !
18 1 toclave ' i 2 I
19 y Brosse de chirurgle 1 450 !
20 y Meule a aipuiser : : q !
21 " Algille Courbe { 10 l
22 { VYerre recseil servir ; - 9 (
23 i Gobelet en fer grond modéle 1 3 !
.24 " " Gobelet plat avec eouvercle q 200 !
- 25 1 Fasse grodus t 1500 ! .
25 ! Gobelet plastique - 1 375 i ;
27 { .Bolance odulte - 1 1 ! i
- 28 ' Thermomttre . 3B ! '
29 : Cuillére plcstique : 450 !
30 " Bouteflle antiseptique .l 9 !
31 " Echelle oceculite viselle. t 1 i
32 i Bande triacngulaire Ty 12 !
33 1 Rasoipr Plastique " 200 !
34 . Leme Chirurgie I 205 !
35 i Abcisse langue t 75 J s
36 " Entonoir plastique y 4 :
3 | Bande Autocolante r 9 g
38 } Bende Geze I 30 R
39 ! Conpresse Stériles 1 -2 B
40 .1 Poissonisre diverse 1 2. 1.
41 I: Pot en plastique avec couvercle 1 4 i
42 i 150 1
! 1. ]

Rosso,lo. 12 . Juillet
Le Medecin Chef du Trcrzu

Dr. Jaon Cloude BCUETEL b
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