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1. PURPOSE OF THE EVALUATION

The mid-term evaluation of the Mauritanian Rural Health
Services Froject (RHS) has four basic object.ves as defined in the
terms of reference, for the evaluation team prepared 13 March
19864:

A) Roeview status of inputs, outputs, verifiable indicators
and Project issues

E) Determine their continuing validity ana relevance

C) Determine reasons for changes from the Froject
Implementation Flan

D) Recommend revisions in Froject design and Implementation
Flan

The rerms of ref=zrence (TOR) were preparad by the Nationsl
Evaluation Team consisting of representatives from the Rural
Health Services Project (the Government of Mauritania), USAID
(Health Office and Project Development Office), and the technical

assistance team pravided under contract with John Snow
Incorporated. The TOR were reviewed with the external evaluation
sub-team upon their arrival in Nouakchott, 28 June, 19864, No
changes were mace. (See Annex 1 for Terms of Reference.) The

period set for the evaluation was 7 Jure to 28 July (28 davs
1ncludilng weekends).

11. TERMS OF REFERENCE:

The terms of rzference (TOR) are dividad 1n:io two parte,
~eei2abing the two technical o61v181608 oY ths RRS Frossct: The
Expanded Frogram {cr Iimmunizaticn ‘EFI) and Frimary tiealth Care

(=5C) .

With reepect to the Erl comzineri, t9e To fOCULEEA CN

FLligGwLnegs

“ general aetatus report cn toz 1nslzrestation of
compon2nk

an assessment =f tne general nanageriazal rcticas 10
impirementaticong

an asdensment of tecanical aspects 2F Jrogtanm oper At

am azzcpesment of strategies for achieqing EFI goals,




With respect to the "HC Component, the TOR focused on the
fdllowing:

- "estimate" progress made to date in the achievment of
goals and objectives uf the project

= assess status of implementation of training programs for
the four categories of personnel implicated in this
component

- make recommendations for a revised project

The TOR for the EFI Ccmponent were fairly straightforward.
The major dosign implications concerned possible future
operational strategies.

The TOR for the FHC Component predicated the need for major
ch nges. Discussions of the TOR on 28 June emphasized that the
ey aluation of this component should in effect be a re-design.
Hackrgrocund inrarmation &t thie  Juncture catergorized this
component as a majar problem. Cuestions of viability, commiiment
and competence relative to implementation and achievement of goals
had led to suspension of activities by USAID.

Evaluation results were required to assi1st in determining
whether or not this comporient should be continued, how it should
be done, and what modifications to the original project design
should be made.

I11. FROJECT DESCRIPTION

|
This RHS Froject is an anal jamatea externcion of two pre
projecks supported by USALD: khe EF! and tha Kural M=
As3isztance Froject. The latter terminatzad .n Decenber, 1987, ihe
new project contrackt was =19ned 'n July the same yesr, =0 there
wdas a 45 marth overlap.
]

10U
45

A"
dical

Froject Goals and Purpose

The Froject gaoal 1= a gereral =ne of 1moraviag hezlth status.
Tre pursose 15 aiso gaenerall to 1meg~ove EP! erfecLiveness arnc %
dé:elcp an expanded, 1ntegrated, community-2ased FHC pragram 1in
three selectad regicns. The nurpnsa o+ the Froject wili be net,
izr EFI., 1f the cold cha:n 1s maintained and coverage reccnes 0%
2f¢ the target populationg ¢or FHS, 1f villiage-bsgsed health care
i3 <furctioning and supe-vistan systamg  are woriings  for Lne
Froject as a whknle, 1+ 1ntegrated toeams are operatiznal ard a
Mealth information system 1 in place,

The first ~egron 1€ Trarza, which constitutes a contincation
and consolidation of activities begun in tha two previous
projects.

.y
-




-w .

The second region is Guidimaka, which lies east of Trarza. It
receives USAID ecoramic development assistance in agriculture and
road building. In terms of rainfall and ground water, its
agricultural productivity is relatively high. The criteria for
choosing the third region are not indicated. Except for a 604 EPI
national coverage, the purpose 1is defined in qualitative
indicatorse, which require further definition for agreement on
verification.

Outputs:

EFI outputs relate to the whole country. FPHC outputs are
largely related to the three regions. There are six outputs: one
deals with policy (National Commission on PHC), one with

training for PHC ard EFI, one with i1nfrastructure development
related mainly to EPI activities, three with information (studies,
research and health information systems). The outputs are
expresced in quantifiable indicators: number of training events,
number of persons trained, numbere of centers improved.

The training component is extremely complicated. Sinteen
different kinds of training experiences have to be developed in-
countrys four training experiences +for PHC personnel, five

training experiences for EFl, <seven seminars and workshops on a
variety of nanagement and technical areae related to FPHC. In
addition, there are four short-term participant training programs
and three lcng-term participant training proarams planned.
S5-adies, recearch, and information gatherirqg activities are also
heavily lcaded onto th2 Project. In the first year alone, four
major stidies were ccheduled, to talke place.

Inputs:
S14ky ner szenkt 0of Lhe net budjet goes to cperating costs

3
‘comncdrbies, iccal Ekranspoartazion ane perzonnelld, T£,5%4 o
techniczal essisbtance, and 3.2 4 to informaktion activities,

Project Implementation:

Tte first program year yias cecigred as 2 tranfnition yvearg
2pigting SR e~ SHC activities were Sz continuve &3 uvraer =he
5ep~ra'? pro.ec2s while a geripes of 1frastructura., activis.2s ~or
the ne pr ct Aas zar-ied cut to tacliitsbte eupansian and

nje
maﬂagﬁmer.. Thess inciuded ‘a) setting ap h2 foundation tor &

management  or h :Z'ﬁ irfarmation syatam, ‘b 1mgorting eauipment
for 1intersr fica ti and eutension of A actisnnties,
Arld BNy Y :araunntl fcr Ltechknizal -espeneidilifties in

exparndued =40 3nd EFl activities, &nd (d) ezhablishing a bpasic
arganiastioral structurz tec set and enforcs national ~HC policy.

The second vear marks the ctart ¢ technical assistance <“cor
EFI and FHC, the beginning cf the Froject’'s FHC expansion to a
second re=2gion, and tha implementation of the new integratad team
strategy for supervision. As of year two, the Project embarks on
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—wrriculun cdevelopment: 1.€.C.¢ regular cycles of training
activities for trainers, supervisaors, village Health workers,
traditional birth attendant, and mobile teams; continuing EFI
activity, continuing diseasze surveillance and information system
development; and development of educational centres. The
functional relations between EPI and PHC activities in the three
regions are the mobile team supervisory system and some of the
base-line data gathering studies.

Project Management:

The Project 0Office per ce 1s conceived as a separate
functinnal entity in the Ministry of Health and is directly
related to the office of the Director of Health, though out of the
normal bureauc-atic skructure, Therefores there 1s no decision-
making relationship to other Services. To compenstate for this
gap, an Comité Inter Service (CIS), composed of the heads of the
three Services, is et up to coordinate the EP1 and FHC
activities, fhis 1= £ecl; a3 a precurscr to a Nationai
Commission on Frimary Health Care, which would formulate a
national poiicy for the Froject and the country as a whole.

The Froject administration is divided into four separate
activities: procurement, budget, program, and technical
ascsistance, and 1s spii1t among three organizations:

-~ USAID handles overseas procurenent of caommodities.

- A Project Office deais with the annual operating budget fcr
progran  activities and with local i1n-country oprocurement é&no

disbursement for local training, for examplea.

- The EF! program |is run by the Service de Mececine

Sepvantiye in the MOH,

The HC zruogram componert is run through the Project OFfice,
in manvy reipects as & Sasvice, aithougn wikthout a3 arect
relat,crehlp Lo et1sbing Ministry Services,

Cpe-atiaoraily, all zrogram activity 13 und2r the supe-v/i1sian

of the Fegional Chief Mzdical Officer, wko represents at tho
riagioral Ltevel tha varicus Services 1o the Minmistry of Reaitn.

The ma:in management functions ‘plarning, orgeéenmizat:ion, and
impleme2ntation) are dist-:buted threuaghout the several
aArganizations, in complicated ways that tend to engerder
tuncdanental role confiizt., Tive Dirpctar cf Healith 13 the Lhairman
of the Comiké inter Service, The Director of the Froject 135
responsihie far nverall program development and management: on the
cther hand, his role in EFPI 1s limited to that of a budget
afficer, Although responsible for PHC activities, his relation to
khe Maternal Child Health Service has no clear i1nstituticnal




links, Most important, the Regionel Chief Medical Officer's role
in the management of PHC activities is not clearly defined in
terms of institutional relationshipe and responsibilities.

The two long term technical assistance roles are different.
The only EFI technical assistance relates to a specific activity
in the Preventive Medecine Service, while the PHC position relates
to the Project Director, and thus is outside the Ministry of
Health system.

I1V. THE SITUATION AT THE TIME OF EVALUATION

The evaiuation, although originally planned for March 1986,
took place in July 1986, at the end of the Froject’'s third year.
Several months behind schedule, the evaluation was of particular
interest because certain critical decisions vere dependent upon
1t. These were the continuation of the Project’s primary heal th
care component, and the composition of the technical assistance
package provided by the Cantractor, John Snow Inc.

The main issues related to the first decision were the
following:

Progrees on FHC development was considered to be extremely
S10W, Throughout 1785, USAID and the Contractor had brought to
the attention of the Ministry of ‘Health and the Project Direction
their feel:ng that the pace in carrying out prajected activities
warranted an overall review of this component to determine
whether objectives were realistic, and whether tne extent of MOH
ymput required to realize these ohjectives could be provided in a
timely manner. USAID s concern was in regard to the provision of
required personnel to manage the Froject in the two regions,
sarticularly in light of the anticipated departure of several kev
bechinl Al pErsers.  =ollowing correspondence with the Director of
Mol th (June 87 and thae Mimster 2f Health (Septeaber £) ard Lhe
airing ©F a %“echonical acsistance assessment of the FHC Cenponent
‘captenoar 3251, LLEAID nook vnilateral acticn in Jardars 1556 to
Lemporarily susnend farther act:vszity 1n #HC,

H=mever, 1* snouid ke noted tcet the 1734 Odudgat previded
ceenirtoe bo carry cut zteveral FHC training proc-anst: @ ~g+rocher
et 82 ftor A comruntty health worlers anc a  Lraining scr &7
rechnica, birth astendants of the Trarza region, .nc.using a vie2k=
ishg sreparatory/training  semnitar far supervisors and Lrainers.
1n addition, FHC suparvisory activitias within the structure of

sthe inkagratac ncbile teams continued, The suspension nf FHC
sntivities ma:nly affected the expansion of the FrojJacs  to A
seconc regicn, GCundimaka, vihare 4 PHC promctional and

cansitization program had begun in April 1989 for 76 villages. In
spite of the absence of financial &nd technical support, tha
program has continued.

Qa




The results of the evaluation were expected to determine to
what extent the FHC comoonent could continue 1n its original
conception and what alternatives were possible 1f the original
conception were no longer viable.

The major 1ssues related to the composition of the JSI
technical assistance team were as follows:

The tour of the Chief of Party/EPI Advisor was nearing
termination (mid-August 1986). A replacement had been identified
who had largely the <=ame qualifications and who, it was
anticipated, would rFrave a sitmlar Job description. The questions
raised during the evaluation about the qualifications and
experience of the new consultants is: What technical, managerial,
and epidemiological skills are needed to maintain and expand the
current level of accomplishment of the EFPI, and to complement
anticipated technical assistance by UNICEF through a grant from
the Italian Government?

The FHC advisor resigred from the with Froject voluntar:ly 1n
March 1986. It was decided to suspend a decision with regard to
his replacement pending the outcome of the evaluation.

lesues concerning the technical assistance package included
desi1gnation of Chief of Party, and the relative effectiveness of
long= end short-term technical 1rput Lo meet the various needs and
achieve project objectives, in general, the Froject Direct:on,
JSI, ama USAID representatives exrressed a strong concern that
cortinued technical assistance be appropriate to the coperational
reeds of the Froject, and that consultante be chosen by mutual
agreement of all parties,

V. METHODOLOGY

Frior to thz arrival of the external evaluateocrs, & larger

Naticnal Ewvaluati=sn Team., consisting of representatives 2f the
rfoject Crrice, Ministry of Health, US5AID, J51 and collascrsting
Crjanizat.cne, had ceen formed. This team hag carri2d out & ‘pra-
Sudiue’ LN Assecsment” and prepared a accunert raviewling JroGgress
teward  :ccompl i ghoent 2¢ Lthe majeor roale and outputs cf Lne
frolect, as well as providing further information abouvt 1ts3
méragement and  seministration, In addition, a scheduie for

3=

.?2erVIew5 of Yoy Froject-related personnel an the MOH and JS5A2I04
ro gl e el oet 2and preparation, presentation and review of the
2valaat:on raport had been prapared. Thue the duration o- 21 days
hed heer blocued cut, Eventually several modificabtions waere made,
4% gl zatad hel ow. (Sge +.rg. schedule).,

The terms of reference i1ndicated the major themes and 15sues
whtich the evaluation would have to caver 1n order to make
reconmendatiosns on the current project design, Design  i(ssues
comprise project management structure, poilcy and approaches to
primary health care, and Lechnical essistance requirements,
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The external evaluation team decided to review the Froject
from four levels: central, regional, departmental and locai. The
central level consists of the donors, contributing agencies,
technical assistance contractor and the Director of Health and his
chiefs of Services; the regional level consists of the Regional
Chief Medical Officer, the Regiconal Health Commission, and
Maternal and Child Health (MCH) centers. The department level
consists of the Department Medical Officer, FHC supervisor, and
dispensary. Finally, the community level is made up of the
village health committees (VHC), viliage health workers (VYHW} and
traditional birth attendants (TBA).

All the levels share some strategic, technical and
operational responsibilities and relationships in the Project.
Interviews with Guverneurs and Prefets were included in arder to
determine wunderstanding of and reaction to FHC policies and
concepts on the part of the civil authorities.

Two regions, Trarza and Buidimaka, were chosen for the viazld
visits in order tao assess the existing FHC program and the
current state of preparations for the expansion into the second
region, in which village sensitization and FHC promotion
activities have been under way since mid-198%5.

Questionnaires were developed for each level and intensive
interviews were carried out. The National Evaiuation Team
participated in data-gathering act.vities at the regional and
departmental level 1in the Trarza and Guidimaka regions and was
divided into subgroups assigned to particular interviewing tazks,
The ‘excernal evaluators stayed together 1n one of the groups,
In order to permit intensive interviews, the number of wvillages

was limited to two per department. The viilages and departmentz
were czlected randomiy Ffrem the list of wvillages currenkly
inscribed 1n the ~HC program, In additicn, =h2 team encountirad

mecbi1le te2ams which permitted 1interviews wi'h =F1 perscnne. ard “HC
SUPBrvi1scrs,

1: Addi b o to intervieas N1t 1oV due.ls, the o ternag
evaiuator: argertied tliree two-hour "iebavtas' Seleeen the rFrs
M-ector, the COP 2f Tzchrical Ass:iztarce Coentractor anc sre US
Health “fticer or three Lay {freatures <cf  crogram Jesi
masagement structar e, p2l:cy arc etr:itegy, and tesmny
assistance requiremenrts,

Since the data to be collecter were mostly qualitetive, 1t
was determined that opern-encded gquezktiors followed by arcbing wouin

he the best way to urderstand the [ seued (-+ecring DHo0.icvy,
structure, ard technical assistarce needs, Jther data woulao be
available from the Froject, the contractor, and USAID. in

additicn the pre-evaluation ascessment provided an excellent gata
base for veri1fication of quantitive outputs,




"h= detatz, interviews, and review of documents produced a
considerable amount uf data which had to he si1fted, cateqorized,
and analyred. The data were first organized with recspect to
1scsues 1dentified 1n the Leorms of reference; they were then
reviewed to determine if there were secondary issues which had to
be addresced. These were then reviewed in light of reports,
indicators, pro ect papers etc, and reformulated where necessary.
Linlkages among the varioue 1scsues were examined, and mutual
implications aralyzed until it was poesible to make
recommendations thakt were congistent with one another.,

The resulits cof the analysis are presoanted below. They
tnclude  a) an asces=ment of the status of the Froject as of July
1986, h) a reviesd 0f the key 1swsues and recommendations:
c) conclusi1ons wvic-a-v1s the four key areas to be covered i1n  the
terms  av refecence and  d) general reconmendationse and  praopoc.aed
Impiegmentation Flan for che e ound haif of the Froject,

VI. ASSESSMENT OF FROJECT STAIUS - JULY 19836

In assessing the Froject status, the evaluation team will
examine project activity 1n relation to the end of Froject status

as presented 1n the logical framework of the project, There 1s
the assuvmptior that cutputs are cornsistent with purgpose and  that
the 1rdicators are relevant measures of the outputs, In

assessing the Frolect status, the following questions were asked:,
1) Are the cut.wke as they currentiv exist consi1stent 20 far with
the purpose of tre oroject: 2) to what extent are the outputs to
date leading to Lhe achievement of the purpose? 1) to what extent
are the probiems and discrepencies between the planned and actual
outputs li1hely Lo present obstaclee to achieving the Froject's
eLrpocseE,

inJuiy 1a

2n, bt RHE Frojwct s ending the thirg /2ar o 115

TIVE YRear carcrsct, A raview 0f the cartputs 0 daze 13 presenthed

in the t:zble woich +ollows (sesessnant of current statiae aof  AKS

Flriagce ocutpgats:, “ased orn the 1noica%sors o+ tre logical +ramewarkh
sl Frojweck,
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ACCOHMFPLISHHENTS

A directive 1ssued on 22 February
1984 has estahlished an Inter
Service Coaami1ttee (CIS) to
coordinate PHC activities for Lhe
project. However, this committee
meets 1rregularly and hus not
developed any FHC}pol:cv. fhere has
been no action on establishing a
National Coamissian.

A Regional Commission for Frimary
Health Care has been established in
Irar.. Reqion, composed of 4
members under the direction of the
Chief Regional Medical Health
Officer. Hembers include a
regional trainer, PHC Supervisaors,
SHI supervisor and head of reqionul
nphile leam. It supervisces b
departmental supervisors and the
mobile teams and organizes the PHC
program activities at the Regiunal
level.

STATUS OF FHS FRUJECIS UUTFUIS

Page .9

ASEESSHENT

The slowness 1n establishing the
Mationa!l Commission may call 1nto
question commitment to PHC. On the
other hand, the long term planning
necded to prepare the terms of
reference and objectives and methods
ot work was not done. The new RHS -
Project arector 1s currently trying
to rectity this by developing a plan
of action wmith the CIS to prepare a
FUL strateqy, 2 major part of the
aroundworl for a Halional Commission

meetinag.
This 1s the key i1nstitutional require=-
ment for FHC cperations. It has been

functioning on &4 regular basis in the
Trarza Region since 1984 despite
variable staffing. The commission
manaqed a revitalization of the VHC
progrem, succendud 1n achieving and
inlegrating & EPI/FHC mobile teams
vhich caspleted 3 rounds of
supervisory visits in the Trar:za,
produced task description of Health
personnel in the reqional PHC maobile
team and a general description of the
members. of the mobile teams, and
tinaliced a statute for official
status to be submitted to the CIS. Now
that il has a full compleaent, 1t°'s

viabi1lity 15 jeopardized by the
inminenl departure of the health
ofticer and regional

trainer. Their
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ACCOMPLISHMENTS

New VHW curriculum was not
develaoped.

h revised TA curriculum was
developed by the members of the
FRESH, the MCH and Planning
Services, HHO, and the Mational
Schoul of Public Health,

A YHW retraining was program znd
prepared by the same team, which
worked on a voluntary basis.

The Froject statf developed the
traininag program for VH commitltees:
"Manuel de Formation de Membre de
Comite de Sanle Comaunautaire®

B8 me &% 48 BT gu S o e me P me B ae =
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ASSESSMENT

replacements were recommended on 31
May 1786 to the MNOH but no action has
yet been taken. A second Reqional
Commission has been set up and trained
in the Guidimaka as of Feb. 1985. With
dynamic members, the Regional
Commission has demonstrated it can be
4 successful technic:! and management
arm of PHC operations for a reqlon,
capable of developing policy, and
bringing about change. its accoaplish-
ments in ! years are rather remarkable
Meintaining & tull stafiing coamplement
at the recionai % departaenta; ievel
wili be the limiting factor :in

per formance,

The new curriculum was to be developed
by JSI short-term consultants, They
vere not able to accoeaplish their job,
However, the existing VHW curriculum
is adequate and can be revised by
local personnel to 1ncrease eaphasis
an preventive activity 1§ judged
necessary. ihe balance between
curative and preventive tasks has been
@ subject ot controversy, but
rectitication should tuned to

policies and strategies affecting the
VHW role 1a the community. The
curriculum reflects current policy,
albeit not tormally articulated, and
should remain the same unti! there 1s
4 pnlicy-based reason to change.




INDICATOR

4 PHC Nurse
supervisors
and 4

trainers are

trained

200 coamunit

level
coaml Lices
are rc
traitncd or
upgraded
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ACCOMPLISHMENTS

The following in-country Lraining
prograas have been carried out
related to PHC.

-Atel ier de Formation des
Formateur- Superviseur du Guidimaka
14-18 March 1985 (Selibaby)

-Atelier sur SSP Renforcement de
1'Implantation du Trarza et
Preparation des Techniciens du
Guidimaka A cette Ilmplantation Dans
Leur Region SSP du Buidimaka, 2-17
Fev 1985, 23 participants.
{Foutilimit)

-Atelier de Formation de Formateur
des CSC/Trarza 4-8 Fev 1986, 190
persons (2 sed chet, 4 supervisor,
4 Superviseurs, 2 mobile teanm
chiefs)

HY comaittees were retrained 1n
lrarza during Feb.-March 1985 1n 1u
sessions at the departeental level
by Departmcnt supervisors, Keai1onal
Commission members and FPRSSR
personnel.
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A series of training prograas for
trainers an¢ supervisors has been
carried out in 1985 and 1986 on a
variety of topics related to 1nitlating
and reinforcing PHC activities. The
pattern which seess to have been
established of training superviseurs &
trainers prior to the initation of an
activity, 1s a sound approach to
ensuring that skills are used and that
training 1s practical. The July “Bb
training programs for TBA and Trarza
Region CHW 1s also being proceeded by
such a supervisor=-training progras.

For 2 members per committee, training
was carried cut in ecach departeent.
ihe manuai for training village health
tumniltce members, prepared by PRSSR
stati for this proqram i1n Feb. 1964 is
of hiaoh quality. The results of the
new supervisory methodology and the
nes village based reporting system
which will be i1ntroduced at this time
ehould provide a basis for systematic
pvaluation of the retraining.
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: 25 EFI
aurses
trained for
mobile teams

v fixed-
center EPI
nurses
retrained
and ski1lls
pertocically
upgraded.
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+ 175 new CHW
end 130 new
TBRAs trained.
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ACCUNFLISIMENTS

10 mobi!e teas leaders have been
trained:

-"?
-

week EFIl workshop i1n Sept. 1983

-1 week workshop on vaccination
evaluation and coverage Leceamber
1964

2 day workshop for national

vaccination day in April 1986

-

-

day waorr-
19686.

-cold chain training in
shop i1a July °"83 and Aprii

The une week course for EPI nurses
started on July 19th for SO
participants. In addition, they
received training during tri-annual
mobile team visits and the national
vaccination day program, and during
the i1nstallation of cold chain
eguipaent.

Ho new village health workers have
been trained.- 87 TBAs in the Trar:za
region are being trained in a
program which began July 14 and i=
scheduled tc*last through Septeaber.

Se = e = g e g4 ®e s
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Ihe training programs are being carried
out reqularly, The problem, as with all
training programs, is the poct-training
attrition, the difficulty in finding
replacements, and the consequent need
for svpplementary training. Over a
third or the personnel originally
traitned 1n 1984 have left the EPI
program, for example. The EP! national
semindr has been postponed several
times Lecauvse the chapters of the EP]
manuai dealing with national policy
have not been written.

lraining has heen i1ncorporated into
supervisory activities.

Jf the 157 village heaith workers
trained i1n the KMA Project. {16 (58%)
are still operatignal. The Trarza
program has endured a significant but
not catastrophic attrition, probably
owing to the slow pace of estabiishing
a functiona] suprrzisory systeam

following the 1nitiation of the RHS
project. On Lhe olher hand, a
wWinnowing process 1s inevitable, and
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the remarkable fact 1s that S58%1 of the
intti1al villages have reaained in the
program for so long a periad. Nhy thas
15 the case, what distinguishes a
durable from a drop-out village, needs
to be i1nvestigated to be able to
determine 1n the long run what 1s the
probable percentage of the targettable
population that can tunction 1n a PHC
mode.
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There are TBAs warking i1n villages.
Many of them work 1n the same villages
2langside Crils, These have been trained
under & program of the MCH Service.
Until recently, the PRSSR training
program hes inlended Lo develop a2
separate THA curriculum. However, the
results ot the contractor short tera
consultants 1n this regard were
unsuccesstrul., IY{ was subsequently
decided to use the MCH curriculum. The
PHSSK worked wilh a tean of nurses and
MiCH personnel to revise the existing
1BA curriculum which will be used for
88 THAs who will be trained i1n the
proarem menlioned above.
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In-service
training for
250 CHH and
159 THBA and
15 trainers.

14 short
term

training
coursces
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In-service training (1 week course)
scens to have been given 1n Trarza
departsenl of Boutiiimit 1n Jan.
1985. 7 CHW were retrained.
However, 1t seems that the full
sCcale 1n-service training 1s
starting only in July °"B& for the
firsl batch of &7 CHW. There has
been no i1n-service training for
TbAs. There have been three
courses for trainers.

4 Regional trainer supervisors ang
4 departmental trainer-supgervisors
have participated 1n several
in-country training pragrams

S persons sent to Lome (NHO =
regional training center):

-

-3 nurses: T0T/1984 o

B sm S e PE e WE ue % e B me PP as =8 e
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iceally, in-service training is
dependent on the gquality of the
supervisory system. The latter
requires stablie competent supervisor
staft tollowing o reqular supervisory
schedule. This has just begun to
emerce Lhe lrarze Negion.

Supervisor-trainers appear to be the
most counsistlent beneficiaries of i1n-
service {raining, as indicated above.
If the pattern of holding five-day
tretning programs to deal with new
15uues ot support, reinforcement and
preparation for training continues,
this will become a significant
dactivity for bringing new trainers
into the system, deraling with
problems., and i1nculcating new skills.
Suae focus on evalusting theaselves as
trarners wonld be useful as part of
the 151 focus.

0f the first 3, one 1s still a
departmenlal superviseur: 2 have left
the project. The Administrator is
leaving for further training in
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S inter-
natitonal
conterences

3 long term
gpublic
health
training
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ALCOMPLISHHERIS

-PRSSH progras administrator:
Sante Cosmunautaire (mid-level PIC
mgt) /1985

-Chief of Maladie Transmissible 10T/
1986

-PEV Central team ncaber: Sanle
Communantaire/ 1986

-PKSSK ULirector participated in the
Epidemiological Intelligence
Service conference, April 1985

-4 perscons started a i2 month

certificate course in Public Heallh
at the WHD Regional Health
Develupment Center 1n Cotonou,
Benin/September 1985

-3 persons toc start post basic
nursing program in CESSi/Dakar,
which has 3 PHC oriented
curriculua/October 1986

-1 pertzon (Chief Frevenlive
Meidicine) scheduled to start an MPH
in Epidemiulogy/Septeaber 1986 in
the U.S.
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ASSESSIHIEN]

Septcmber “B&. 4 persons of 6 planned
went for TUl training: two effectively
remain, 2 of 4 planned went for
Comaunity Heaith Trainina: one
effectively remains as of $/86. The
value of training abroad is therefore
questionable.

The long term training was originally
planned to be master’s ievel training
in epidemioloay. health administration
and health education at a U.S. school
of public health. The Cotonou and
CESS1/Dakar Lraining programs are
relevant and are more appropriate for
non-physician persannel. They also
don't require time/cost for English
lanquage competency. lhe problen as
with all training, wiil be to ensure
that, once trainecd and back in
country, the people continue work in
PHC in general and in the area of
their training in particular.




UUTCOME

lmproved
health
delivery
infra-
slructure
staffed and
functioning

S specialized
workshops

Annual
Integration
seminars for
nalional,
reglonal and
departmental
health
personnel

4 integrated
mobile Leams
funclioning
in Trar:a,
Guidiaeka
and thard
Reqgion.

ACCOMFLISHHENTS

-Health education 1n March 1786
carried out by Health Education
section of MOH for participants
including PHC supervisors

-The pharmaceutical workshup was
carried out following a special
study.on import and distribution
methods.

2 seminars carried out; 1 regional
at Rosso February 1985 and |
departmental at Boutilimit in
February 19835.

2 integyrated mobile teams are
functioning in Trarza, one based 1in
Ro3s0o which was established 1n
April 1995, one hased i1n Lhe
department of Boutilimit which got
underway in October 1985. In
additiocn, the Regional PHC

%" me W% ms = sge =% as == sa =

.

Five warlshops
nutrilion,
educatiun)
out.

{heallh educalion (2),
pharmaceutical, nutrition
and EPI were to be carried

Ihe gquestions of operational
integration ot EPl and PHC have been
addressed 1n the Trarza region, and
for the Guidimaka during the training
programs for supervisor and trainers.
At present, these are project oriented
discussions rather than seminars of
broader nalional interest. The latter
depend on a national poiicy which
cleariy indicates how the RHS Project
interfaces with a National PHC program
ond the extent to which RHS
demonc'rates that 1t can function as
part oi a larger program.

Ihe Reutonai FHEL Commission is the key
manageaent unit for the FHC programs as
the tntegrsted mobile team is key
operational and Lechnical component of
the program. lhey represent the

supervisory infrastructure which is
element 1n any primary

the critical
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=& EPI only
moL1le tedams:

ACCOMPLISHMENTS
commission functions as an
integrated team for the entire
region. The 2 mobile teamse pick up
the six department SUpervisors as
they move around the reglon. A
third integrated team is ready to
start in the Guidimaka, as the
regional PHC coamission plus 2
department supervisors have been 1n
placessince February 1985. Job
discriptions have been developed.

7 Mobile teams dare functioning 1n 7
other regions (Gorgqol, Erana,
Assaba, Tagant, Hodhs, Adrar).
Supervised by the Regicual Chiet
Hedical QOfficer, the teams operate
20 days per aonth, visiting each
village of 200 at least 3 times
annually. Supervision is also
carried out from the central level
3 X per year using a standardized
supervisory guide. The cold chain
cnmponent of the EPI mobile teams
1s «l11] being installed,

- ee =a
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ASSESSHMEN]
health care progqram, and as such the
mosl difficult tou creste, train and
@aintain, Integration poses a host of
difticullies in and of 1teselt, and the
Lime and effort required to create an
Intearsled operational tean cannot be
underestimated. Ditficulties do not
“ean impossibilities, though
expectations have to be realistic for
two types of activities with different
goals, methods, objectives,
hierarchical relationships, etc. to
Operate together. The fact that EP]
end FHC personnel have been abie tao
provide a semblance of team etfort is
remariable and validates the effort
made 1n establishing the teaas.

There are still some problems with the
cold chain 1n ensuring temperatures
arc aonitored correctly and teape-
rature requirements of the different
vatcines are respected. Cold chain
refrigerators have arrived. The back-
up hatieries ordered from the .S in
November /December 1985 only arrived in
July "B& and are not suitable; they
heve ha2en replacad by locally
availehle suitable batteries. This
problea has delayed the installation
ut Lhe refrigeration tacilities in the
mobile wnits, Currently the cold
chain uses cold boxes with ice packs
and vaccine carriers, Maintenance
protlems with vehicles and
retriveralors are a problemn. The lack
ot & gqarsge, the lack of a stock of
spare parts, the lack of a competent
mechanic and workshop can keep
vehicles and refrigerators out of

R —
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ILDICATOR
30 EFI fired
centers re-
equipped and
functioninag

10 Reqgicnal
EFI and
Central ESPI]
depots with
cold chain
egquipment

13 dispensa-
ries in 3
regions
re-equipped

>l renters were equipped with a

cold chain system 1n July, Auqust
1585. Monitaring of the cold chain
is carried out by supervisory
visits, and the 3-M cards which will
be 1n all centers by end of 1986.

ihe centers have also been equipped
wilh basic medical equipment kits.

i reqional base exists for each
mobile team, which includes a cold
chain rocm, a storage facility, and
on office. The cold chain room is
monitored regularly according to
standard procedures.

B dispensaries (& in Trarza, 2 1in
Guidimakal have received most of
the equipment planned.

. e 8% sa B8 4. we s
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lhe 2-M card 12 being field tested in
Hosso ain the !rarra at present. At the
ent¢ of warkshops now heing held, the
midwives of the NUH centers and the
heads of the mobiie teams will be able

to use the carde. HLH centers
accounted for 20X of all persons
fully vaccinated an 1985. However, Lhe

exclusion of Lhose vaccinated on
National VYactcinations Days raises the
percenlage of MCH coverage to 37%
National Vaccination Days accounted
for 447 of totai coverage in 1985,

The regione! supervisors have trouble
repairing refrigerators, so any break
down even minor ones, needs to be
referred to central headquarters,
which causes long delays and
disruptions i1n parts 2f the cold
chain, N wmorlishop in refrigerator
maintenance 15 schedvled for the end
af Julv 1586. !'he lack of a program
truvcl to transport gas and vaccine
leads to delays #nd diversions wmhen
other transportation means are used.




\\

QUTCOnE

5) Pharaa-
ceutical
Supply/
deaand/
distribution
earketing
study
conductled
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Recoamenda-
tians to
Fharszari=s on
means of
creating
privale
phar=acies
site
seiection,
criteria,
drug
procuresent
and price
structure.

sm =% as

TETELETEL

ACCOHFLISHHENTS

ihe “Study of the Fharmacentical
Systea in R.1.H." was carried oul

in July 1984 by P,
consultant to the Public

knebel,

then
Heallh

Authority Regional Bureau of the

Sanel /USALD,
Analyst,

J=-N Fleury,

SOGELERG, Faris.

Financial
lhere are

an tnglish and French versions pf

the cdocument.

it was subeitted to

USAID and distributed to the RHS

Froject,

MOH and Pharaapro and.
fharmapria personnel.

A series of

seetings was held 1n July 15984 to -

review the documsent.

Fepresentatives of the different

Services in

NOH garticipated.

The

acetings were organized by the FHS

Pzqe 19

Ihere was no no follow-up to this
aeeting. lhe document is interesting.
tHiowever, the suggested reforas in the
pharmaceutical 1aport and distribution
system would regquire a majaor project
of i1ts own to impicaent. lhe issues of
essential drugs, pricing structure, and
supply system relate to the PHC
procram, but the reforms proposed to
rationalise Lhis systea to the benefit
pof the Frimary Health (Care objectives
are a long term enterprise. A more
pertinent study underway 1s the
m2thods of replenishing VHW drug
supplies. This should be completed,
analyzed, and disseminatec for study
at the national level.




Baze-line
miologicai
coapleted

during first

conducted
periodically

follow-ups
In years J

PHL systea.
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ACCOMPLISHMENTS

(taceline studies were not carried
put in vear 1, A base-line study
was proposed and was to have been
conducted by two consultants
contracted by APHA., The study was
cancelled at the last minute, and
AlD asked ogne of the consultants to
do an ethnographic study :nstead.
in January 1985, the contractor E{I
Advisor submitted a pian for an
inforeation systea which
essentially replaced anc
tncorporated the baze-line and
fcllow-up study by an epedemiolcogi-
cal study of househcids in the PHC
progras in 2 _regions. lhis
proposition was reviewed by AID.
following this review, il mas
modi1fi1ed to.take place in the
Trarza region and include 400
household tn PHC villiagez and 400
houscholds 1n non-FHC villages.
USAID critiqued both gproposals and
the discussions have drawn out over
the past 18 months without
resolution. JSI considered these
criticisas invalid and decided not
to respond. AlD then suspended all
action pending conclusion of the
evaluation.

ASSESSHENT

the basic 1ssucs surrounding this
ctutly 45 proposed by the contract team
seen to be (1) the extent to which and
the way in which the study is related
to a proposad Health Information
System whith was Lo be developed

d ring the prorect, (2) the extent to
which the study 1s realistic vis-a-vis
local capability to conduct and
wtilize 1ls resuits, and (3) the cost
and manpower reguirements to carry it
out in the view ot the evaluation
team, the last critique of the revired '
ctudy has npl yet been 4ully addressed
by the Contraclor, and before any
decision can be reached, the

questions raised by USAID and cited
above shouid be fully answered.
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Flow af
1ntoreation
provided on
palient
load,
disease,
referrals,
etc. {fronm
village to
departmental
to regional
to national
levels.
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ACCOMFL ISHNEMIS

A tunctional
been develop

The PHC coap

information

ed for EFIl o

onent

original VHW reporting
setup in the RMA project was
abandoned (forms ran out), and'

finally revi

sed.

system has

peralions.

informatlion system
has suffered some setbacks.

The
mechanism

The supervisory
¢documentation was also revised.

The

new VHW forms wiil be 1ntroduced in
thie VHW Recycloge program starting

in July °BS.

The supervi

sory form

was 1nstituted in the last quarter

of 1985.
mechanisas,
the regional

There are no feedback

At the regional level,

supervisor

consolidates reports and sends thea
to the NOH Director of Health with
copies to the PRSSR. There is no
analysis of any data at present.
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AS3ESSMENT
devielonnent of the HIS, which 1s
an vatrem=ly comaplicated and lengthy
process, Las beea held 1n sust asion
unli) re<viuvlion of the 1ssue ot the
longirtudindl epidemiological study.
underlying 1¢sue that confounds the
pthers 15 the definition of a Health
information System and how 1l relates
to a more general management
information system for decision-
maling needs at the departamental,
reqional, and national level. Surveys
and studies of the kind proposed in
the L.E.S. are part of & general HIS.
At present, activity seems to te
$ocussing on big and small pieces of
the systes but not on the system as a
whole. Unless this orientation
changes, disputes may continue, and
little subslantial development 1s
likely to occur.
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The next section summarizes the table and underlines the
aspects which require special consideration in making an
assessment of current status.

At the end of the third yesar of the Project the outputs
suggest the following:

PHC INFRASTRUCTURE

The Froject has tackled the most difficult aspect of a FHC
progrem, supirvision. Despile perscnnel crises that have occurred
throughout the period, the Trarza has a functioning supervisory
¢ystem in piace, developing 1ts own schedule of activities, tasks,
and performance expectations, It is currently dealing with
gorflictirg oblectives and roles of the integrated mobile teams.

ihis has been achieved in face of the challenge of trying to
reate  an integrated team approach. The integrated teams still
have many cperational problems to sort out so that the FHC and ceFl
activities car be carried out to each member ‘s satisfaction and
espectation, The principal problems at the time of establishment
of the mobile team were:

posting of regional FHC supervisors
- posting of departmental superviscrs

- acceptance of the i1dea of integration by the EFI
menhers of the meobile teams
|
' Since the teams have become operatioral, the problems have
largely bheern 2nes of division of tasks ana respensibilities.
strong  leadership at  the reagional level by the Chief Medical
Orficer will b2 reguired o aszszura that the team gete through 1ks
nexnt phtase in maraging 1ts d:-ferent but complementary azkivities,
The ant:cipatec changes irn serzonn2., arother i1nstance or the
inigultong perscnnel crisi= svndrome, raturally creates =
Ll ahatl resoldnlons, .. 23 Ynes rave begs estab.:

£ :
dooeckab.on bnar tharp wiil b2 additional pcatlive resclutisre,

[
el
¥ {=

ncern,

- t;‘\"_'

i A modael hig wpen azbaiclvshed. his mocdel z2ems worvabie and
q2clicatla Lo Lhe okhar target recions, as weil as in tre rest of
the wuzounkry, The Reg.onel Health Commission has been rormed in
Fuidinaka snd  attended a Jjwint training orogram with the Trar:za
Cemmissice 1117 February 158G, it has already completed two rourds
2f drgitisalion achivities i 25 villages, With the =#xperiencse
9= IS ELCY et §y L' *e pooZs wr2iegs It s=tsirng oo AN Jntagracac
t=an Zan oe avol "he Z09 villages in the anticipatec proagram

withir the supervisory capabilitv af the two

airtension fall
ated mobile teams,

alanred 1ateg
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PHC DEVELOPMENT

The Project has entered a maintenance phase 1n the Trarza
region. A period of rapid expansion has been followed by
transition to a steady state. Al though there has been a 42% rate
of attrition in participating villages in five years, already new
villages have applied to jo:n the program. Cne can expect a
steady state to continue for some time now, villages entering and
exi1ting the program, but over time graduslly stabilizing and then
slowly i(ncreasing in numberc. This state 1s desireble so that
supervicsory needs do not exceed current supervisory capacity. At
present, Ethree annual supervisory visits can be carried out for
the 116 villages. I[f the projected 197 were 1n the program, the
number of visits could not be more than two. Three visits are the
minimum acceptable level. The capability to supervise is thus the
PHC program’s limiting factor, which has to be taken into
consideration i1f the number of villages is to reach the level
proposed (225). lready, the FRegional Health Commission 1is
discussing alternative mears of trapsportat:on to 1ncresse FHC
supervisaory visits.

3) PHC TRAINING

The training programs have been carriec out without any
short—-term technical assistance. Supervisor—trairer training
activitiee have gone on regularly since the start of 1985;
trainirg programs for village health committees and "EA's, and VHW
retraining programs have all been prepared by a team composed oOf
Froject staff, MOH gersonnel, WHO consultants, and 1nstructors
f-om the National School of Fublic Health. The resulting curricula
sre adequete and appropriate for the tra:ning to be cone.

Scme of the craticisme of the originxl YHW curricuium  are
acacemic, /W perfcrmacce 1n carrving cub bnerrs basks anpears ko
be high, armncd the tasks that are carrizd cut appear to meet vil.age
nesds, Trer= seeme tn Qe £ genvral f20l1ng ancrg villagere that
clnce the  pregran startad 'Lerp 16 12¢es 1llnwes, Yilliag=e ara
amna, arooue it € Riiat  LRaem fmalicgs  Mav reprgsant nost  en.y
nercontable oot 4lsn signifiuert chanqecs 1n diceacs: dccurrzanie.

This oFf courss2 noede tis be vertfied, and may be wishful
"Niaking among Lcs2 inveived 1n Lhe PHC Preject. Unfortupatel v,
th. e lack of data from an HIS cr special studies neans that the
ectent oFf tmpazt cannot S8 oAzl ed. However, 3sSin.e fZhe"e 1%
annzdotbal av:dence that heaith «conditions nave 1mp~-o/ec 10
vijlaces witih viilage health workare, there 15 & good chance that
the 1MCcrovang. %% A2 cua to ne Tae. N workers —RCtIrnance. %
this 15 fc. st 13 likely that the 4raining program as
successfully pcroepared them for ktheir tacks

7




EP1 DEVELOPMENT

The EPI 1in three years of activity has been an exceptional
performer, especially since 1985. Three elements of the activity
have contributed: mobile teams, MCH centers, and National
Vaccination Days. The contribution of the MCH component has been
relatively small 1n comparison with the estimated population the
31 FMI centers cover (207 of total activity, whereas 62% of the
popLlation 15 estimated to be 1n the urban areas). The National
Vaccination Days have been 2ffective in bridging the gap in urban
coverage. The mobile teams have accounted for IS4 of coverage, MCH
centers 20% in urban areas, and National VYaccination days 44% in
urtan areas,

Logistics, equipment procurement, and gereral
maintenance of the cold chain facilities present continuing
problems. These problems include proper use of equipment,
certainty o f getting sporopriate equipment when needed,

uncertainty of goods on the local market, and the zomplicated
procurement systems which donor organizations are required to use,
These problems are typical of development programs, requiring
substained effort from all parties to resolve them. EPI has
several  additional issues to resolve, These include development
of a strategy with respect to balance between mobile teams and
fited centers, and the role of mobile teams and vaccination days
1n assuring coverage of the target population; the definition of
the target population 1tsel+ (up to 2 years or up to S years): ana
the establishment of an 1nhouce maintenance repair system +or
vehicles and cold chain equipment,

All these i1ccues have noretary, scclail, ard orgarizationsl

cors:derations. Ie the mobile team ecoromicailly viable over the
Jarig run? To what enxtent should vulnerable but  not-necossarilv
Nigh=rish children be included 1n the target population? e what
aunart {2 an 1rndepgendent, full time staffed EFl Service planning.
dYarisktize, raporting, mainkenance, r=2pa.r) required te ensure
irusitutionalizetion of thiz service as an effeckive cpreve2nti:on
B2 aamam 9f Lo Minjetry ot Heai th?

HEALTH INFORMATION SYSTEMS

| The health 1ntormatior systaon (HIS) 15 st:. rodimentary
atage of development, but varicus pi1aces are in p A new VHW
repnsting form ban bDeen  developed and will be 1ntruducec e
wus b slieps for 38 YHW's this spar., i rew viilage superviscory form
hie beep deve!l aped and 13 in use, The EF! repor'irg eysetem nag
tLaur 2N 0 ard has ceen ogerating &t a t"igh stapoirc of
peEr = armanrce, in part due to the develoupment and use of ciear,
conpgrebensive reporting forma, 0On the other hand, ther2 13 no
overall accepted conceptual framuwork of what the goals of the HIS
should be, what kind of data should be aobtained, how the data
should be aralyeed, how the roculting information should be uzed,
cr for that makter, who the various users zhould be.
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The HIS has for the most part been approached as a seri=2s of
studies, with some data collection activities at various points.
In general, the emphasis has been on gathering health information,
rather that on the systems component, which brings together date
producers, processors, and users, Some of the outstanding and
unresol ved lssues with regard to the contractor-proposed
Longitudinal Epidemiological Study reflect the absence of any
consensus, Jlet alone agreement, on the role and function cf HIS
and on iits key components,

PROBLEMS

During the evaluation, gpercsons 1nterviewesd crew attention to
a series of problems which have affected i1mplementation cf the
Froject., These problems are occasionally implicik in the reviews
of project achievements to date., They need to be explicitly
discussed in order to understand some of the underlying concerns
which led to postponement of decisions on FHC activities ana
techn:cal assistance.

A. MOH and AID Commitment

There has been a continuing uncertainty about the HMOH
commitment to the program btecause of inaction an key i1nstitutional
expectations such as the National Commission of FHC, and the
perceived lack of interest in the statutory Comite Inter Service.
The uncartainty has been aggravated by the feeling tnat the MCH 15

not providing the minimum operational =staf+. These feeiings have
persicsted despite the fact that regquisite stafrf have been pocted,
ard ‘every staffing crisis has been overcome. Uncertainty,

amitety, delays 1n decision-making, and i1naccessability to key MCH
persannel invariebly create attitudes about wviability af the
Froject and capacity of the MUOH.

B. Technical Assistance

Hy khe same toler, aquesticrs -~3va been raisc
ommy b nent LD EhiS prajecsy becauidn or rtotunlian
depending active The iLatter 1ncilude zuscansi
line zata survay v FHC activitiies in 15B&, énc rep.2cananc
ot the current tacon: 1 asuistonze team, Thera 14 a perzeption
trhat such uniltake-~a. actions creaste adversdrie!l relaticnshins
rather %“han gonod wtll among al. parties needed to :i1aplement  the
grelact, TR2 concern: or LSAID to arzure that tre program coues rorn
aver tax the rescurces ard capabiliti2s of the Ministry o+ Hezltn
is ce2ing misintercrated as a iach of willingress to coiliatcraz2 a2z
9% &aqusl  partnpe-s, Moanwhilia, prubiems 13 s gL.remers a2
aggravated the situation,
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The comprtence of several of the conzultants providec a2y the
technical avzicstarce conbractor has been gquest.oned, Twe akort-
term consul tante wore not able to carry out their ausignments, ard
tne long=tzrm FHC ccnsul tant found 1t very difficuls to carry aut
his duties, An analysiz of the si1tuation which Fe preparzd to
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explain the lack of progress in the PHC component of the project
was ill-received. Apparently, the lack of success was interpretoed
as a lack of competence. In addition, his counterparts felt that
his contribution was not significant. The situation with regard to
this consultant 15 difficult to unravel, as several of the lLey
actors are gqone. Wihat 1s 1mpoartant is that this episode has
engendered strong feelings that raise questions about the gencral
role of technical assistance 1n the project and the competences
which are needoed.

C. Pace of Progress

A third cauce of diccountent, which reflects the questions of
MOH commitment and contractor performance, is the slow pace at
which the FHC component of the Froject seems to be moving. The
problem herein i1s that the schedule for the first Project vear was
S0 overcrowded with activities that 1t was unlikely tao effect
accomplishments wi thout the existance of a full scale,
experienced, and highly <skilled project staff. The fact that
responsibilities were fragmenbled did not help: nor did the absence
of the technical acseistance which was expected to play a wvital
role in 1mplementation.

The expectation that one could start off at full speed was
naive. There was no consideration of the effort needed to overcome
the 1nertia of a new progran which required amalgamation of two
totally different kinds of activities. The project nonetheless did
have 1ts natural start-up year. The second year i1nevitably turned
out to be annther start-up year 1n relation to the integration of
the contractor chief of party and technical advisor for FHC. Two
"start-up yoars" inevitably led to perceptions that no progress
was being made.,

GENERAL. ASSESSMENT

In spite of perceptions that little progress 1s being made,
there has been a respectable level of activity in EPI and in FHC.

The two programs cannot and chould not be compared. BRI ST A
highly aperational ~ur 1ented praograms FHE 15 a highly
organizatianal - and sociological -oriented one. The EF1 had to

develop efficient systems. FHC had to figure out how to merge
with the EPI system. That has been carried out to a certain
degree of success at the regional level, but with much less
success at the central level, because of the managerial
fragmentation of functions and roles. The EPI in future must

contend with the relative balance among different approaches to
reaching the target population. PHC has to deal with how to
maximize contact with target groups (VHW's, AT ‘s, and Committees).
In a sense, the EPI program may be in a more fragile status, if
new straotegies are introduced which require redirection of
development efforts, where as PHC may be more stable in terms of
the systems and method in place. In terms of the key
infrastructural elements (cold chain and vehicles for EPI, and the
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managerial supervisary system at reqgional and departmental level)
both program components are well within the limits of reasonable
expectations, given real time requirements for development.,

VII. ASSESSMENT OF CURRENT STATUS OF INPUTS

The Inputs are divided into USAID funding and Mauritanian
counterpart expenditures and responsibilies, The USAID 1input
totals L 3] million over five vyears and covers technical
assistance, training, commod ties. The Mauritanian input covers
salaries for local personnel, facilities, and community
contribution. Each of these will be examined, following which
the status of the overall 1nput will be assepssed.

USAID INPUTS
A. Technical Assistance

Short term technical assistance (TA) was to be provided in
part through zeparate individual contracts in the first year of
the Project, mainly to carry out preliminary studies and related
HIS work. lLong term technical assistance (4 years) was to start
in year two. The contractor eventually chosen for the latter was
John Snow, Inc., an American private sector firm based in Boston,
Massachussetts., The contractor would henceforth provide short
term technical assistance as well, The positions called for
were health evaluator, training advisor and heal th management/EFI
advisor. Job descriptions were detailed 1n the Project Faper.
The first one was subsequently modified to emphasize primary
health care management shills as well, The TAs arrived i1n
Dctober (EFI) and December (FHC) 1984, The PHC advisor resiagned
in March 1984, The EFl advisor 145 leaving 1n August 1984. Two
shaort term (3 month) consultants were provided i1n January 1985,
for curriculum development. They did not satisfactorily
complete their assignments and were not invited backs.,
Replacements for all of these consultants was delayed until the
evaluation results were 1in. Continuity 1n long term technical
assistance has thus been disrupted, and questions of Froject
goals and technical needs have necevssitated a review of the TA
package.

The major i1ssue in the provision of technical consultation
is performance, although personality and interpersonal capability
always play a role in arriving at a judgement of performance.
There have been disappointments with the technical assistants on
the part of USAID and the Mauritanian counterparts, particularly
with regard to the PHC component. With respect to key actors who
are no longer in place, assessments have to be made on the basis
of purformance as suggesl J by available documentation.

There (s general satisfaction with the EPI advisor in his
technical capacity. Ha can share in the credit for the
achievements in EPI to date. The only major pieces of unfinished
business are the development of health Information system,

27




although an EPI information system has been developed and has

been providing complete and reliable informationj and the
preparation of several sections of a key EPI operational manual
have been done. The momentum on developing a health information

system was lost in arguments between the EFIl advisc- and the
assistant USAID health officer regarding the Longitudinal
Epidemiological Study.

Major issues regarding the TA package center around the FHC

advisor., Herein personality and role conflict seem to have been
more troublesome than professional competence. Unfortunately,
this went beyond the usual limits of such conflict and the FHC
advisor resigned. Judging from his reports, his level of
activity, and his situation analyses, questions about his
professional competence and technical suitability for the FPHC
program seem unjustifiable. The cause of doubt, in the case of

the FHC technical assistance, may have arisen because of the
difference in professional qualifications between the consultant
and his Mauritanian counterpart.

When mutual expectations are clear cut, as they generally
are in EPI, roles are easily definable. Competence can be clearly
focused and any conflict resolved by good will. When mutual
expectations are cloudy as in FHC, there is likely to be tension
and conflict, and the latter are likely to persist particularly
when the job does not seem to be getting done.

The project director has indicated that any new FPHC
technical assistant should have a medical background and specific
areas of expertise within FHC which are complementary to locally
available experticsoe, AID's position is that the Project should

determine the composition of the T.A. package. Neither party
indicated weitactly what those needs are. The question of
performance 15 clearly secondary to that of roles and

expectations.
B. Commodities

USAID was primarily responsible for procurement of all
commodi ties pncept vaccines which are supplied by UNICEF, and
off-the-shelf items available locally which could be procured
directly through the local operating budget of the Project.
USAID has come in for occasional criticism from the national
counterparts and the contractor TA in the procurement of
commodities.

There have been snafus and dissatisfaction with major
comnodi ties such as vehicles (the wrong Land Rover model, notable
for its problems in Africa, was purchased); purchasing cold chain
equipment via UNICEF turned into a 19 month headachej spare parts

for vehicles and back-up battoeries have not matched
specifications, The management of the commodities has suffered
from the usual batch of problems associated with tele-
procurement , particularly when orders have to go through

multilayered bureaucratic processes.
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, procur=2nent has proceccec  w:i:ihout

In aJther instarcaes,
= 2+ gguicmenrt of Lhe MCH centars. In cscme

grebiem, -s in the cs:=

L]
2 SRS _elays have beer sererdip.tous as ithey have ailaows=c the
AT EFI Yo %Site advantaqge o- scme rew techrica. devaioprents 1 tho:
;ff { irstoliation of coid =Haan equipmart in _arc Rove-s, Irn ceraral,
b f whi.e iz delays :nd zrrors have bzen infltenced th2 grcgress:cn
i Of ectivities, the:r :mpzact has reot besn catastrophiz, anc both
EP:. argd FHC compenents Fave 2C0Vvancea,
The major :ssuss 1n commodity procursment relate to  zpare
A L A 2re regplazenzitis  reedec cvir  the icnq CEri. fhe
| nuattatior:  altih rejard to the USALD 1npLt i meeting this sead
:l SF = unc.zar except ror the li1ne Ltem okligations. There 13 2
¢ quest e as  to whetirer ar not funds shcould be used Yo bLui.c  uE
Ry stocs«s or spare perks, =2tc., 1n order to avoid any disruptive non-—
¢ R ava:.abilikty crises, and tec permit preventive maintenance oF %2
o @ 1nskitutec,
1e f “her? 1s also a guestion of curchasing systens =2 ce2 used
Bt cvizrr the itong run. on the supsesitiorn that “he EPL wiil
ity 4 ul“imately take over all respors:bili:ty¢. It does not =zppear that
h purchasirg systems Fave been developged and used 1n a wav that
&3"i would pernit assumpticn of this management responsibility.
V&.
'¥3” 1 Vaccines, some cold chain ecuipment, and report forms are
Rk grozured dairactly through UNICEF. Drders are placed directlys oy
a1 the Freventive Medgicine Service. withou. any USAID mecdiat.onr.
tanti| Thi1s aystan 1s working well. :
{ ¥ [

A 113t or items procured untii July 19868 is 1ncludec i tom
fpfact b 4D 21C1Ces,

C. Training

')A i The major input nNera was <unds o per diems, -
{ govn L20sips for Mauritaniars for lccal trairing, toird coontew
Sfa.nirgy in ATrica, ara lang-=tern krairing in tre U.S
e | rensqenert af this  tnput, whether fron the locai oo
Wudunt, knpe Project, or USALD fore gn currzncvy account,, :
STENE sewn L) De 3n issue. Funding or triining 1n WhC centers sucr as |
Lz arec Cotonou hae acen free o any/ probliams. The :230Les:  ia
ragard to this input relate to s.ccorn levels ror participsats |
and tra:ners taking part in in-country training dctivities, The
problem arises from the fact that the MOH has no standarc per
diem rate. All workshops are funded by doror agencies, ard per
diems var, with AID's being the lowest. It 1s argued that this
discrepancy acts as a disincentive to participants. This may have
' colored attitudes of MOH personnel with regarc ko the
desirability of joining or staying with the Project.

D. Fuel and Vehicle Maintenance

This 15 covered by AID, Petrol i1s supplied via a voucher
aystan,. and maintenance is provided for by a rcontract between
USAID ana a central garage of the Food Security Commission,
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Deléyes ard irregularities heve heen reported 1n delivary  oF

sQuihier:s for petral. Serious aqauesticns cf ccocmpetence 2bcut tre
darage have beer ralsed, The letter complailts ra:se 1ssuee a5
o how  autonomows or decencent EFI (and for  that matter fHC
scrivities) should be cn cutsvde zources forr marrtsrance, s.nce,

vahioles are bthe esserncial limskting factor (- both activikies.

E. Special Studies

Nnly two studies ave bLeen funced, pharmnacedtical  arrd
nelicEl~2athropological., The plarmaceutical studv was raviewsad,
but e sct:on has been talen or recommendat:ons made. Tre
inthropciogical  study was to nave contributed to tne adeptat:on
¢ the train.ng program to the Guidimaka reg:iorn, which was
sdspendec pending the evaluation. Funding haes been mnmanaged by
LEAID, azcording to regulations in contracting technyzal

assistance.
F. Financial Input

With respect to the overall $5 million budget, enpenditures
thrcugh Zi March 86 are as follcws:

Technical Assistance: 536,371.80
Training 35,678.71
Ccmmodi ties 19,955.12
Fuel and Maintenance 136,128,220

Local Salaries/Fer Diem 2,062,238
l.acal Currency Accourt 197,9682.42
TOTAL: 1.17Z2.442. 21

Lars or apout

-

he F-oject has spent JuLt cver $1 mili.on co
cwie =F B3 Sudget 1nclucing 1ency.
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in conclusion, the i1rputs have to be assess2d in tzrms OF
Sow weL Ll thtey nave been nanaged. how important thaey are. 4rd how
-32fLl  thzy have hbeen. For tre most part LF2 irputs h:.2 aeer
man:qQed zatis-zctorily. Nctbiog :rnherent in the problems raiiated
to TA pac:age., <commecdity procurement, etc. nas kect the rroject
“rom prozeeding. The siow arnc 2:tended start-up wsas unavcicatble:
the catch-up rate has been creditable. The general corntrol and
administrativ/e records on commodity procurement are ir. 2xcellent
shape. The control of fuel and maintenance, as far as
aypenditures go, 1s also complete and clearly presented. The
control of use, however, can be and must be improved.

COUNTERPART INPUT

The Mauritanian input consiste of salaries and rfacilities
frent and utiitty) ,and comnunity contribution,
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A. Salaries

The salary input translates into personnel, and the real
issues that has tao bz addressed is the quality and quantity of
personnel that have be assigned to the Project and the manner in
which these assignments have been made. There have been sone
significent grievances on the part of USAID and the technical
assistance consultants with respect to this input, throwing into
relief the larger issue of local committment to PHC. Major
issues have concerned performance of the RHS Froject's first
director; the assignment and replacement of Project office
personnel; the assignment of field staff, principally regional
and departmental suvpervisorsy and non-assignment of experienced
personnel to Froject areas. The problem is aggravated by the
placement of personnel trained by Project funds in services that
bear 1little relation to PHC and thus do not make use of  the
training investment in any visible and measurable way.

At present this question arises once again vis—-a-vis the
replacement of the Project training coordinator, the Regional
Medical Officer and Regional trainer in Trar:za, and the
reassignment of personnel with experience to the Guidimaka
region. This is particularly important because valuable
experience and knowledge about PHC are at a premium,. Unless
personnel receive training abreoad, they are unlikely to be
prepared for PHC. Learning becomes an on-the-job process with
consequent praogrammatic backsliding until the learning process is
completed and the person begins to perform at professional
standards.

A ceecond aupect of this problem is the rapid turnover of
per sonnel or the loss of key experienced persconnel to other
disciplines. The general feeling is that the exodus 'of personnel
can be attributed to the lack of incentive to remain in jobs
associated with PHC because there is no future. 1§ one stays too
long, one is barred from any career advancement, l1f there are
no rewards for persons working in PHC, obviously, incentivos wiill
diminish even faster.

There have been three crices in personnel 1) the sudden
outflux of field personnel at the end of the RMA Project, 1i) the
loss of personnel and the FRSSR Office in 1984 and 1iii) the
upcoming one to replace key personnel in the central affice and
in the Trarza Reglional Commission forr PHC. Each crisis has heen
overcome, and although one 1Is hopeful that the new crisis will be
as well, the persistence of these problems eventually erodes
confidence in tha national willingness and ability ta coamit
needed manpower to PHCQ

The slow resolutions of the crises may have obscured the
positive side of the Mauritanian commitment. There has been a
high calibre of perfarmance from several key technicianas in the
Project, performance characterized by dedication and competence.
The quality of regional supervisors has been impressive, and the
motivation of departmental supervisors is equally impressive in

.
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face of the difficult job without immediate or tangible rewards.
It is iaportant to point out as well that a Regional FHC
Cemmicsion  and departmental supervisors have been waiting in the
wirqge for a long while for the program to start up 1n Guidimala.

[tuse on balance, the lccal 1nputs have been forthcoming and
generally of a high guality. Can the crises stop? As long as thez
Froject remainzs confined to one regian, it is unlilely that
there will be anv great urgency to do any Kind of  long tera
Flanning to ensure the avarlalanlity of perseonnel needed,

B. Facilities

The Government provides n office for the FRSSKR which =seemns
gquite satiefactory and well located.

C. Community Contribution

This component of the Mauritanian 1nput relates Lo suppoar t
gi1ven by the cemnunity to the YiHks and TBAsS, primartly Lo ensure
a rcesupply of the medical kits, A survey 1s currently underway,
the results of which should provide interesting perspectives on
the ability and willingness of communities to take responsibility
for their own health care. Nnecdotal evidence suggests that
there is a wide variety of muthods to finance drug  supply and
that by and large most communities involved in the program 1in
Trarca have worked nut a formula to tailored to their and means.
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VIII. PROJECT 15GUES

This scction addresses sevieral kuay issues project-related
which have direct bearing on the deaign of the remaindar of the
Project. These issues have been brought up in the terms of
reference and in many interviews in one form or another. Since
many of them are interrelated, for the purpose of simplicity,
they have been reduced to three kay concerns that scem to
reverberate in all aspects of the project, They are policies and
strategies, technical assistance composition and role, and the
mechanisms and desirability cf integrating FHC and EPI.

(1) POLICIES AND GIRNTEGIEGS
a)  EXPANDED PROGRANM OF JFMUNIZATION

The imprussive success of the EPI has of course carried sonme
major issues in its wake. At present the backbone of EF1 is the
mobile team, a very eaxpensive logistical system to operate
because of fuel and maintenance requirements of the vehicles.
The other comnpunent of EPI activities is based In HCH centers
which provide vaccine coveragu and which have received cold chain
g uipment. In addition to these routine activities, several
National Vaccination Day were organized in 1789, Following a
mass publicity campaign, they wsucceeded in attracting a
substantial portion of the target population and thereby
contributed to the {improvesent of vaccine coverage in urban
areas,

These three strateglies are very different in terms of thelr
costs and effectivenaesa. In addition, the potential to improve
their outputs s unequal. The mobile teams have attained a
relative leval stebility while the performance of the HMCH centers
can be grratly {mproved,

As for MCH outreach activities, they should keep pace with
the opening of the rural waturnities. Desides the benefits that
the EP1 will receive from the matarnities’ inclusion in the
vaccination network, thene pericdic outroach visits will serve as
a grneral suparvisory mechanism for HCH personnel.,

Are the current strategles for EPI properly prioritized and
relevant to their target population?

Fixnd  Facilitisny There are 219 health facilitias of all  kinds
throughout the country) howaver only thirty-one of ther, HCH
centars, have bean oquiped with refrigerators and dellver
vaceination marvices, Thase 31 facilitics warve 62% cf the EPI
target population. Howaver, thualr activity accounts for only
20.6% of tha group of childran fully Immunized in 19685, including
thone vaceinatud during National Vacecination Days and
representing 37.4% of EP1'w routine activities., As comparaed with
1984, the ({ncrease ia ponething betwesn 10% and 15%, depending
upon the type of vaccine. This {mprovement reflects well on the
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MCH Service of the HMinistry of Health, which has taken an active
role in motivating MCH personnel with regard to EPI activities.
The relatively low level of caverage indicates, however, that the
MCH could function at wuch higher levels, perhaps by mass
education activities and by collabouration with feeding centers
and rural maternities.

FMI‘'s do not conduct outreach activities. This type of
activity is not required in most of the towns since there is
virtually no inhabitant living far from the town. Nevertheless,
in the major urban centers, MCH outreach activities could be used
to cover a2 radius of around ten kilometers, areas not presently

coverud by the mobile teans. In addition, such outreach
activities could pravide a usvful link with the rural maternities
plannad for the near futwe, In fact, it is estimated that

approximately 70%4 of the population lives within walking distance
(less than two hours) from a fixed health facility. Although no
precise damographic statistics are available, this gstimation
given by several persons interviewed 1s consistent with
calculations of urban populations. Therzfore, upgrading smaller
health centers such as dispencaries, especially with cold chain
equipmant, would substantially ilmprove the coverage of the EPI at
loss cost than using the cobile teama.

Mobile Teamsi There are currently ten mobile teams in operation
in the country (10 teams functioning in nine regions) which are
being wmquiped with battery-operated refrigerators. There bhave
been several problems in the functioning of these teams in the
last two yearsi vehicles kept off the road for various reasons
(breakdowns, shortage of gasoline), absence of personnel in the
integrated toams, difficultics in planning and lack of direct
means of communication. As an average, they have been
operational no more than 50% of their planned schedule,

In spite of theae drawbacks and of the difficulties inherent
in the operation of mobile teoams, their performance accounted for
35.1% of the group of children fully immunized in 19885, This
result is comparable to 1984 figures., The level of effort and
financial investment by the Project has attained 1its maximum
level for maintaining the mobile teams. Keeping in mind their
conatrainta, the results obtained in terms of vaccination
coveraQe is more than respectable, and {t {s stablae; the
ensantial thing now is to reduce the external constraints to the
teams’' functioning (planning, fuel supply, condition of vehicles,
caommunications) in order to increase effectivenoss without
increasing costa.

One of the major handicapa has bean vehicle maintenance.
The type of Land Rover (1104) furnishad by AID =~ against the
wishes of the Ministry of Health and tha Project Dirsctor - iws
not In general use in Mauritania. Therafore, there are no
locally availible qualified mechanics or replacemant parts.
Horevover, the 1104 have boen wore susceptible to breakdowns than
other models.
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The system of parts supply in use by AID is perceived by EPI
staff as totally inadaquate. Vehiclws are out of operation more
and more often and for increaaing perlods of time. This state of
affairs is unacceptable, counterproductive, and in the long run
extemely costly: immobilization of the vehicles ruins the
supervision which i3 indespensible to the development of primary
health care services, and more inmportant in direct monetary
costs, cripples EFPI operations. This problem must be solved
immediately.

Three possible solutions were suygeated and discussed:

A) AID could asimplify ordering procedures considerably by
contracting directly with Rover U.K. for imnediate dispatch and
to havae all neceszary parts on hand, to be ordered by telex.
This solution would require revision of reference catalogs.
Stock needs identification by a speclalist, '

Pros - simple, no heavy infrastructure

Cons - doesn’'t =olve the mechanical problems of the vehicles and
risks errors in filling orders; probsbly expensive in the long
runy imposaible to implement without arrival of the aexpert,
adding to cost and delaying solution of the problem.

B) AID could establish a garage specializing in the 110s, under
the direction of a technical assistant mechanic-trainer.

Pros - introduces a new technologyj; could serve the vehicle
maintenance and repair needs of all projects in the country.

Cons - very expensive; doesn‘t permit repairs outside Nouakchott;
doesn‘t guarentee availability of parts.

C) NID could imnediately replace all Project lLand Rover 110s
with a model which is regularly imported to Mauritania and which
can be repaired anywhere in the countryj

Pros - permits repairs throughout the countryy would renew the
nearly three-yevar-old EPI fleety probably the most cost-effective
option

Cons - cost not budgeted (10 Land Rovurs at approximataely $10,000
@ach).

Notional __ Yaccination Daysl Thrua rounds of imnunization at
ona-month intaervale have bean orgQanized country-wide (except 1in
tvo regicns), with the  anuistance of other donors. Thay
accounted for 44.3X% of fully immunizwd children in 1985, This
ramarkable result points out the goud response of the population
to information campaigns and to the present weakness of fixed
facilities 1in mobilizing the population and effectively covering
their catchment areas. EPI activity in guneral has proven to the
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an accurate indicator of the efficiency and effectiveness of the
health delivery systemj the relatively low rates obtained from
routine activities indicate that MCH services.

RECOMIMENDATIONSG

1. The Project should give first priority to strengthening
outreach and other activities of the MCHs and at least 13
additional fixed facilities, as indicated in the Project. These

should be chosen according to the population living in their
catchment area so as to develop a network covering 704 of the
population. It is in fact by this development of infrastructures
that the project stands its greatest change of attaining its
objectives and leaving behind a functional sysatem. It is
therefore, recomnended that the upgrading of new MCH centers by
the Froject be flexible enough to respond to the country's
changing needs and to correspond to the MOH plans for expansion.
This will require proper supcrvision, possibly as an activity of
the mobile teams which will visit these cienters during their
rounds. Equiping of new centers should be planned in
collaboration with other programs (e.g. UNICEF) about to start in
Mauritania.

2. With regard to EPI activities, 1t should be clearly stated
that the program target group is the 0 ~ 2 year old, although no
child up to age five should aver be turned away.

3. The mobile teams remnain an absolute necessity to cover the
20 - 25 7 of the population beyond reach of fixed facilities.
This requires that substantial effort be made to keep them
permanently in working aondition (supplies, parts, and

maintenance) .

4, As more fixed centers are developed, the mobile team will
increase their supervisory role in general PHC activities. Given
the difficult traveling conditions and the absence of a means for
rapid communication, it is essential to link the mobile teams to
EPI headquarters by means of radio communications. Thia would
greatly improve the teams’ performance by avoiding needless
tripsy Dby assuming that important messages are transmitted, e.g.
requests for vaccines, spare parts, refrigerator and vehicle
repairs; and by speeding exchange of report and instructions.

5. The National Vaccination Days should be the lowest priority.
They should be secen as a means to increase public awarenuss and
to cope with the backlog of unimmunized children. They should,
tharafore, focus on the 2 - 5 yaar old age group and be stoppad
at the end of the program.

B) PRINARY HEALTH.CASE

EPI reprausants one PHC strategy which can produce impressive
results, However, it im a highly gspecialized strategy that
requires a sophisticated complex, and efficient organization to
operate smonthly. Results come quickly and when they are gnod
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they are impressive. Other FHC strategles are les: glamorous)
quality control is not as easily imposed and results Lake longer
to appear. For the most part these characteristics apply to that
part of PHC which is "opaerated" by the Lay Village Health workers
and their village health committees. Having entrusted these
guardians of community health with so many tasks, most PHC
planners become highly disappointed when some tasks are not being
performed correctly, or when certain tasks are given more
emphasis than other, (curative over preventive, for example) or
when some task are not performed at all.

Very often the training program is blamed for poor
per formance., The runner up is supervision. The natural reaction
to such disappointments ia retrunchments limit intervention to
strategies which have proven technologies, which are simple to
apply and which have definable, measurable results over the short
term.

This ta a great extent has been tha case with VHW/VHC base
of the PHC program. Unfortunately evidence to prove the efficacy
or inefficacy of VHW, 1is not available other than anecdotally or
impressionistically.

On the negative sida, the most discouraging indicator is the
froquent difficulties in replenishing medical kits, A large
percentage (impr2ssion) of VHW sell their drugs by consultation,
the fees of which are used to buy medicines. Very often they do
not get enough cash as villagers cannnt afford to pay
immediately. Drugs are costly, and although in principle they
can buy drugs at pharmarim at a 10%Z rebate, this is often not the
case. Future privatization of pharmacies may aggravate the
situation, Private pharmacies are not only unlikely to offer
rebates, but also may raise prices. Freventive health measures
seem to be of secondary concern to most VHWs, and for that matter
to most village health committees, and supervisors place a lot of
emphasis on that aspect. This may be attributed to the fact that
they may be most comfortable with this subject because health
education is part of tha nuraing school curriculum. Curative
intervention may also be compromised by incorrect technique and
confusion between methods, This may happen not only because the
VHWs forget what they learn, but also becasuse their supervisors
reinforce their tasks with wrong instructions.

On the positive side, there is anecdotal evidence from the
villagaers that they have noticed a change in 1{illneas patterns
since the VHWs startud to provide health care. This evidence is
often confirmed by othars, but it is hard to distinguish fact
from wishful thinking. On the othar hand, thare is almost a
universal acknowl wdgoment that wsoae major change has been
produced in attitudes of the people In the last I years,
particularly in rogard to EPI.

The prasaence of village hmsalth workers may have helped

motivata villagers to vaccinate their children. The influence may
also work 1in the other direction: more positive attitudes to

37

N —




preventive health care may motivate villagers to support their
VHWs, stay in the PHC program, or want to join or rejoin the
program.

Thus, one might suppose that (a) something appropriate and
productive is going on. (b) that the VHW and village committees
are viable, (c) that the VHWS have had some impact in lowering
morbidity and mortality, and (d) that their methods are
replicable elsewhere. The issue to be addressed with regard to
the PHC component 1is therefore, to what extent is the model
developed over the last several years in the Trarza region
replicable in the other two regions planned for {in the RHS

Project. We have to exanine the conditions under which
replicability is possible. Replicability will depend on two
factors: 1) adequate training for village health workers and

traditional birth attendants, 2) adequate supervision through
integrated mobile treams.

1) Trasining

Since training plays o fundamental a part in PHC programs,
one obvious areva of imnediate concern is whether existing
training programs can ensure the VHW health care interventions
are appropriate and adequate. A source of contention in the RHS

Project has baeen the quastion of training. The existing

curriculum uzed 1in the previous RMA Project daveloped by the
Mauritanian trainers has baen criticised for emphasis on
curative care and for not being competency-based.

The training question cannot be resolved until there is some
resolution of the questions of effective or ineffective health
care interventions which c¢an be conducted by VHWs, This
requires data, Unfortunately, data are not available, and a
health information system is not in place to help us get the data
to resolve this question. Therefore we have to turn to
circunstantial evidencer 4074 of villages have remained in the
program over a five year periody there appears to be some level
of satisfaction with health care provided by the VHWs as most
villagers pay for these servicea) and thare is recognition of a
perceptible improvement of the health situation at the village

level. It appears that procsumptive judgements were made without
much supporting evidence about the {ineffectiveness of the
curriculum, Thus the curriculum is addressing the kind of care

do villagars want in so far aa, They arae willing to pay for the
care, aincae this program {s based on a self-financing system.

In the professional judyemant of the avaluation team the
existing curriculum for the village haalth workers which was
developad in the RMA Project is competency-bavad not only in
lettur but also in apirit and the praogram contant is appropriate.
1t may nued to ba modified far tha Guidimaka region. Hewever tha
training toam of the RHS8 Project has demonstrated ample
capability in Jdeveloping training proyrams. Thay have developed a
ten~day refrenhar courve fur VHW In the Trarza and a month=long
courca for TBAs which will be used in the national TBA training
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program, which was started by the PMl sarvice of the MOH in 1983,
They have also developed training programs for village
sensitization, village health conmittiees, and training of
trainers. The training team is therefore competent to make any
revisions in the curricultm 5 be used 1n regions with different
health conditions. The Guidimaka Regional Health Commission has
had two training of trainers courses. A third course to reinforce
their skills would prepare them for playing an active role in VHW
and THEA training program for their region.

2) Suyperyision

The <=second limiting factor is supervision, This will to a
great extent depend on the competence of supervisors and
availability of human resources. The Guidimaka FHC Commission has
a full complement of supervisory personnel at  present. These
supervisors have already received several training several times,
and acquired experience in the village sensitization activities
they have undertaken. The current team model is acceptable and
has proved to be workable in the Trarza Region. The model team
needs a regional training supervisor, MCH supervisor and FPHC
supervisor to work with the Region Chief Medical Officer. It also
needs at least one departmental supervisor. Guidimaka meets this
requirement at present. To what extent, however, can these
resources be guaranteed over time to make sure that the PHC
program can be sustained over the long-term? Personnel crises in
the Trarza have raised doubts about the MOH ability to ensure
adequate, acceptabhle supervision. At present, several key persons
will be leaving the Regional PHC conmission and they have not yet
beoen replaced. If they are not replaced by competent personnel,
the program 1n the Trarza will be jeopardised. 1f continuity 1in
hasic requirements for program 1oplencentation can  not be
quar anteed in the region where the FHC program began, can 1t be
ensured 1n  other regirons? Assurances have been given by the
Director of Health that the (rarza vacancies will be filled
before the current personnel leave. These persons must be
assigned to resolve any doubts about the long-term viability of
the FHC component.

RECOMMENDATIONS

1. Given the current readiness of the Regional PHC commission in
Guidimaka, the PHC component should be extended to this region
according the planned schedule. The training program for VHWs and
TBA needs to take place before November 19686 or it will have to
be delayed again until the harvesting season is over. The program
should start by training VHWs from the 36 villages already taking
part in the sensitisation program. The second round of
sensitisation for the remaining 14 villages should be carried out
following the return of the VHW and TEA and the first supervisory
visits., Thias will provide feedback as to any adjustments which
need to be made in the training program as well as test the
supervisory capability.
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2. The training program for VIiWs should be baserd on the existing
curriculum with revisions made to ensure that the health
conditions in this region are addressed. The preventive content
of the curriculum should be strengthened to reinforce the VHWs
ability to focus on areas, which the experience of Trarza
suggests may not be pricrity concerns of the villagers, but which
are none the less impartant. The curriculum should strengthen
areas such as sanitation, oral rchydration, community
participation, and include <«pecific endemic discases 1in the
Guidimaka. The ethnomedical study carried out in 1985 should be
used as a reference. The newly revised curriculum for  TDBAsS
should be used in the TEA training activity as well. The use of a
curriculum for an existing national program is important to
cansolidate 1ntegration of FHC into the routine activaities of the
MOH.

S, The revision of the exi1sting curriculum should be under taken
in the framework of a training of trainers curriculum develeopment
~orkshop. The Guidimaka Regional Health Commission team members
should participate (including the EPI Chief) to ensure that
curriculum and training methodologies are consistent with  each
other. This T0OT course «hould be organised along the same lines
as the TOT courzes which have preceeded previous Gtraining
programs.

INTEGRATION OF PHC INID 1HE f0i STRUCTURE

The assesement of the Project in terms of outputs suggests
that there are fundwnentally two projects sti1ll 1n operation 1n
Mauwritania, Futting the EF1 and RMA under one roof, as 1t were,
has not forged a unmitary project with common objectives. EPI
oper ates independently with a fairly well defined technological
and staff base. ihat, of course, 15 the advantage of a verticail
program. PFHC, on the other hand, 1s 1n a dependent relationship.
it depends on the mobile team and on the MCH Service for its
means of locomotion and personnel. Thus the burden of 1ntegration
is on FHC., Moreover, the fact that FHC acts as cashier for the
ERPI (or is perceived as such) is a source of contention which
further separates the components, at least at the central level.
The  burden wWill continue to weigh heavily on the RHS project
until the relation of FHC to the whole of the MOH can be resolved

Thus there 1s a major issue of integration that gues well
beyond the problems of whether the PHC supervisors can cooperate
with the EPI teams.

The question of integration was often expressed to evaluators
as a problem in the management structure of the Project. That is
its most tangible expression because of a) the dissatisfaction
with the roles Project staff are confined to 1n relation to the
other Services of the MUH; b) the sense of exclusion from the
MOH in general, the unavailability of the MOH to the Project, and
c) the overriding feeling that the Project Office as an  activity
dars  not belong anywhere, These feelings are most acute at  the

40




central level because of the dally friction caused by secking
agreements between program and budget, trying to convene meetings
of the Comite Inter Service, and trying to get commitments from
the MUH.

The issue is perceived differently at the regional level.
Here, 1t 1s one of trying to get the attention of the MOH. The
question of who is in charge and where PHC fits is not perceived
as terribly important because the program is integrated at the
Regional level through the office of the Regional Chief Medical
Officer. For him, EPI and the use of local health workers in the
community arc both components of PHC. On the other hand, the
question of support from the MOH is 1mportant. Support means
professional, admnistrative and clerical staff, quick responses
to comnunications, and periocdic phy=ical presence to demonstrate
backing.

At the departmental level the i1ccue of integration is  seen
still differently, MHere, 1t is one of getting support and active
participation of the civil authorities. The prefet in charge
of the department’s civil administration, is the real link
between the health infrastructure and the villages.

Both the «civil authorities and the departmental Chief
Medical Officer can influence the villages as to whether they
want to establish a health committee and nominate a VHW, or ask
for a dispensary. Clear written policies and a common
understanding of FHC are required to ensure coordination and to
provide a basis for securing additional support for supervisory
activities, referral mechanism, etc.

From the prueceding description, one can see that resolution
of the issue of 1nteygration has to eliminate role conflicts at
the central level, preserve active support to the regional level
and provide a common et of principles to promote joint action by
civil and medical personnel at the departmental level.

All parties intervicwed at the central level agreed on the
necessity of i1ntegrating PHC into the MOH structurally and
functiconally. Three approaches for accomplishing this were
discussed during the evaluation.

The first is through establishing a new PHC Service which
would give a PHC director visibility and decision-making
authority. The PHC Service could be the result of an amalgamation
of existing Services such as EPlI and MCH, whose activities make
up the greater part of PHC approach. A variation with this option
is to establish a PHC Service which deals exclusively with the
village-based infrastructure (health committees, village health
workers,and traditional birth attendants) and coordinates with
EPI and MCH for supervision and other operational requirements.

The second way of resolving the integration issue at the
central level is to look at PHC as the sum of its eight component
activities and to apportion them to the appropriate existing
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Services, In this way, visibility may be 1lost, and the lay base
may not be ensured unless there is a strong philosophical
statement in the form of a national policy. Spreading the FHC
activities through different Services would require some form of
inter-<ervice coordination and monitoring to ensure that each
cervice's individual goals and ohjectives interrelate,
particularly at the village and referral centers.

A third approach, which has been tried in Senegal, makes nn
attempt to coordinate FHC activities at the central level.
Instead, each Regional Chief Medical Officer plans and implements
an integrated FHC program at the regicnal level, They make use
of resources from the various central services, but they report
directly to the Minister of Hoalth.

nll three poceibilities require policy and strategy
statements  from  the highest level to ensure that all  interests
converge. Thus, the conduct of a national seminar/workshop on

integration, as originally proposed in the RHS project, 1s still
a valid concept. However, its purpose should be to find long-term
solutions to the organizational changes required by FHC, rather
than solutions to the particular problems created by the
management structure of the KIS Project. Products should include
a PHC policy stateément objectives, a three-to-five year plan for
accaomplishing objectives, and a clear delinecation of the
responsibilities of each service.

It 15 also necessary to pursue the concept of integration at
the regianal level, by maintaining the Regional Health Commission
structure as developed in the Trarza region and replicating 1t in
Guidimaka and other regions. To function effectively the Regional

Commi ssion needs to be strenglhened by logistical and
administrative support, and by training for the Regional Chief
Medical Officers in FHE  management €kills., Integration of

services delivery through mobile teams would continue. Remote
popul ations would receive conprehensive health services 1n one
visit (vaccination, growth monitoring, ante- and post-natal care,
health education, and first aid). Froblems 1n functional
integration of EF! and lay-service supervision might be reduced
by preparing and training the teams to perform jJoint tasks,
especially for the EPFPI menbers (e.g. hygiene surveillance,
triage, first ai1d). This would give them more to do and would
create an extended role in relation to the community, which might
make them more aware of the importance of the PHC supervisor's
work and thus less impatient leave for the next village.

Integration needs to be assured at the departmental level as
well, so that the departmenta are operationally self-sufficient
to supplement supervisory visits made with the regional mobile
teams. The departments need Lo draw on all available resources.
Therefore, 1t is crucial for the civil authority to be
regularly informed about J1PHC activities and invited to
participate in decisions related to PHC in his department.
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It is interesting to note that FHC integratiocn issues appear

primarily at the central level. The evaluation team believes it
would be presumptions to advocate any one approach to FHC
integration at this level. However, it might be useful to pass

along the opinion of several intervicwees that creation aof a FHC
Service would do very little in the way of coordinating or
integrating FHC into the other Services; rather, each existing
Service must understand, and be comnitted to a FHC approach. In
any event, the need for the formal integration of FHC into the
MOH structure, planning, and policy is urgent and should be
undertaken at the earliest possible time. '

A second integration issue relates specifically to the
structural location of the RHS Project Office outside the
Ministry of Health, Because the Froject is the largest FPHC
program in Mauritania, it is seen by some as synonymous wWith
primary health care. The Froject Office has never been accepted
by the MOH as a tool for investigating and testing PHC approaches
for Mauritania as a whole.

Instead 1t is perceived as a une-region project at best,
and a foreign project, at worst. AID actions to restrict the
project to one region only confirmed these presumptions. This
misunderstanding of the Project Office’s purpose has had two
consequencest

First, while the Office is in fact well-situated for
conducting pilot projects and studies, it has to justify itself
as an instrument for implementing primary health carg at a
national level.

Second, the Comit( Inter Service (composed of directors of
the MOH Services), which could have used the Office to develop a
policy and a national program, has 1nstead dealt mainly with
burdensome administrative matters.

As a result, no single entity or person within the Ministry
of Health represents primary health care in Mauritania and has
the responsibility to operationalize it. There is no sense of
urgency to respond to Project Office requests for support and no
demonstration of commitment to the FProject. It should be stresced
that this in no way indicates a lsck of commitment to FHC 1n
general. The Comite Inter Service has worked together solve
technical problems, as in the development of a national
curriculum for traditional birth attendants.

RECOIMENDATIONS

1. Formal integration of primary health care into the Ministry
of Health should be accomplished as quickly as possible,
resolving the various issues discussed in the section above to
this end.
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The npational seminar called for 'in the Project Document
should be held, but it should take the form of a working group to
define FHC policy, plan strategies, and divide responsibilities.
Farticipants could include the Director of Health, heads of each
Service, Regional Chief Medical Officers, and possibly outside
obeervers (e.g. WHO).

The success of such a working group depends upon the care
with which the agenda is preparedy methods of work chosens
expected products and other outcomes; and the skill of the
facilitator(s). Frofessional facilitator with experience in the
Africa reqgion might participate in designing and conducting the
Working Group. There are a nunber of Francophone Africans who are
qualified to serve in this capacity.

2. The Comit{ Inlercervice, possibly augmented by the presence
aof the Regional Chief Medical UOf ficers, should continue ip its
technical problem-solving capacity. In addition, it should meet

periodically to coordinate PHC project activities and to review
and ad just PHC strategies.

Y. The Comit{ should be freed from time—-consuming administrative
matters, either by dealing directly with donor administrative
offices or by creating its own administrator staff position.
This is important for the RHS Froject because of audi t
requirements placed on the local operating budget of $400,000.

q, Nao one interviewed believed that the Project Office could or
should continue in its position outside the Ministry of Helath.
The evaluation team members are of the same opinion. Project

training, superviscory, and administrative functions should be
taken over by the appropriate services (eqg. MCH for training and
cupervisions of village health wourks, Preventive Medicine for EFI
activities).

ST Regional and departmental Chief Medical Officers should
receive training in the principles and technique of FHC
Management.. Such a vworkshop should be held for at least the
Trarza and Guidimaka regions, and then for all departmental
and Regional Chief Medical Officers. Again, workshop organization
and design should be contrected out to francophone management
training specialists,

There is a wealth of experience in Trarza which needs to be
documented, and one of the first tasks of the health information
specialist and operations research officer should be to
collaborate on the preparation of several case studies on
critical aspects of the project. This would serve as a basic
working document for identifying management problems,
investigating solutions, and {nculcating new or reinforcing
existing skills.,

6., MHritten task descriptions should be developed for cach mobile
team member. EFI  team members’ duties should be expanded as
described above, to more evenly distribute workload.
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(2) TECHNICAL ASSISTANCE

The problem of identifying appropriate technical assistance
is to define the kinds of technological requirements which are
eswential but not available locally to achieve the objectives of

the project. The problem is compounded by the different
perceptions of the quality of indigenous skills. Donors may
perceive them differently from nationals. To a great extent, a

two vyear learning process about the need for technological
support occurred. Unfortunately the process was painful and
generated misunderstandings about competencies and roles. The
dissatisfaction which appreared in 1985 and which ultimately led
to the resignation of the long-term FHC Consul tant may not have
been inevitable but the conflict in the interpretation of
technical roles by the different partners forced everyone
concerned to think about the nature of technical assistance in
this project rather than to take it for granted.

Although there may still be residual feelings about this
episode, the technical assistance reguirements should be in light
of those needs which currently reflect the current status of the
project and which are necessary to ensure that the objectives of
the projects are met. There are three considerations with
respect to project needs: 1) competency of Mauritanian
counterparts 2) status of project’s two components and 3) the
technical areas in the project which need major attention over
the next two years.

1) Competencies

a) EPI operations require competencies in cold chain
management, logistics and supplies, statistics and documentation,
sSupervision, and ftleet maintenance. The eight-man team
responsible for EFI 1n the Preventable Medicine Service possess
these skills. The eight persons function as a team as well,
which 1is an equally important element for successful operations.
In addition, they have developed skills as trainers and have
developed the training program in cold chain management for MCH
personnel which occurred in July 86, Within the framework of the
current mobile team—-oriented EFI strateqy, they can continue to

function without additional technical suppart. New strategies,
particularly those oriented to developing six centers, will
require major changes 1in routine operations, although the

technologies used remain the same.

b) The PHC component personnel possess adequate skills in
training program development, village sensitization, supervision,
and program organization to ensure the continuity and expansion
of the PHC program as developed in the Trarza region. In
addition, the project staff has invnlved personnel from WHO, the
School of Public Health, to supplement expertise needed in
developing training programs. The practice of holding workshops
to develop skills needed for implementing new activities serves
to strengthen the basic competencies need to manage the project
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at central and regional level. At present there is no need for
technical support of a generalist nature. The FHC teams want
cspecialized skills to complement what exists locally. However ,

these skills have not been specified.
2) Project Status

Koth components of the KHS project have entered their
operational phase. o a great oxtent the development phase of
planning and organizing resources and getting systems working has
becn completed. Both programs function, and decspite inevitable
probleme and crises, operation of both are becoming fairly
routine. For the most part, the nature of the project has
undergone a fundalmental change. The program now needs to focus
on improving operational efficiency rather than on translating
concepts into practice. There 1s enough evidence to demonstrate
that these systems work 1n principle, but means of showing what
has been accomplished is still in a rudimentary state,

3) Technical difficulties

An examination of the project outputs to date Iindicate
several areas related to both conponents of the project which are
in a rudimentary stage of developmont, These are the health
information system and the patient referral system from primary
care to secondary care levels, The first absence of an HIS has
made it impossible to obtain more than circumstancial evidence
about the effect of the project activities, particularly with
respect to the FHC component. It has also made 1t difficuit to
judge the overall i1impact of EFI. The absence of a referral
svstem tends to comprumize the work of a village worker. [
villagers do not have access to higher levels of care, they want
higher levels of care brought to them. Thus, a demand to
establish village based dispensaries run by a nurse persists. As
programs enter the routine operations, questions of efficiency

and cost begin to arise. The Regional FHC Commission had  been
trying to deal with the issue of the most cost efficioent
supervisory strategqy to apply within the framework of an
integrated mobile team. A second concern is to organize the
tacsks and activities of the members of the integrated mobile
teams so that they complemncnt each other. Many of the probloms

the EPI team face in logistics, supply, procurement and fleet
maintenance are related to 1mproving efficiency and lowering
cost. The identification, study and solution of operational
problems is thus becoming a major preoccupation for which there
is no systematic means of addressing at present.

The evaluation team considered three options with regard to
the composition of technical assistance: 1) maintain the same
composition, 2) reduce or eliminate technical aasistance,
3) change the composition of the technical assistance input. The
first option was rejected because the PHC long-term consultant as
originally conceived and subsequently modified was principally a
generalist and would now duplicate existing skills., On the other
hand, it was recognized that the EPI management skills still

146



raflected prnject' implenentation  support necds., 1HE second
option was also rejected as the major HIS deficiency in the
project and as the needs to deal syﬁtumutlnnll§ with
operational problems required long=turm support, Thus, the thard
option was selected. An  assestment of  the support needs
indicates support is needed in the follawing arcas:t EPL program
development, Heal th information Systems development and
operations research. The latter arvan of support were noted for
chort term consulations in the original project document. The
profile of the technical assistance 1 as follows:

An operation rosearch advisor ‘s primary function would be
to investigate, test and promote cost effective approaches and
methods in EPI and PHC to assure program continuation and
estension afters the RHS project ends, and to advise oOn and
monitor current Froject duvelopment., Operational Research skills
have recently been recognized a8 critical links in the
devel opment of primary health programs. In gencral, operations
rescarch is essentially a problem sclving technique that combines
systematic research with decision-making skills, The operations
research specialist would work with central, regional  and
departmental personnel in 1dentifying problems, studying
alternative solutions, and determining which solutions are
acceptable and effective. These problems would include EF1
logistics and maintenance, supervision, mobile team integration,
drug supplies for VHWS, referral systems, etc. The advisor would
train and supervise EPI and PHC staff in des.yo.ng, implementing
and analysing simple operational research studies,

A management information aystem specialiat: primsary function
would be to set up a relevant HIS, integrate surveys and othuer
studies into the HIS, and train a national to take over full-time
the statistical monitoring system for EF1 set-up 1n the 19785-B5&
period. The health i1nfurmation specialist would deal with an area
that has been included an the ori1ginal project but which was .ot
sight of in the arguments between epidemilcegical needs and local
capacity tao manaqe data collection and analysis, The original
plan to bring 1n a short-term conuvultant to develop the HIS 1s
unrealistic, HIS development 1% a long-term undertaking as 1t
must take place in the context af management development. The
HIS specialist will have to work with decision-makers at central,
rogional  and departmental levels in  determining infurmation
requirements, as much as he will wilh data producers and
analysts.

The operations officer and management information specialiat
are complementary positions, as both deal with decision-making
from two different but necessary purspectives, Poth will be
available to both the EPI and PHC components and consaquently
responsible to the MOH services which are involved in these
programs. In wshort, the operations research and HIS advisors
would work on problems which are common to both components of the
RHE project and train project and MO stafé,
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The EPI long-term technical assistant will have essentially
the same function as the current technical assistant except that
he will not be responsible for HIS developmnent., The consultant
will continue to work with the nationa! “FI team on designing new
EFI strategiec for mcobile teams, fixed centers and furutre mass
campaigns and developing the oaoperational system for these
strategies. He will work in close cooperation with the
cper ations research and HIS advisors. This position was felt an
absolute necessity by the Mauritanians and by the present EFIL
techmical advisor in order to consolidate the results obtainea <o
far and to ensure that they will be sustainable in the long run.,

Short term technical assistance is often uceful to deal ~ith
particular problems and there should be provision 1in the
technical assistance package for the contractor to field short
term specialists 1f the MOH, long-term TAs and USAID Judqge

necessary. For example, deepite the previous experience, a
visual-aids specialist is still needed and desired to devel op
appropriate malerials, fhe national seminar on PHC policy may

require a facilitator with experience in running top level
workshops,

RECOMMENDAT IONS

During the second halt of the KHS Froject, long-term
technical assistance should be expanded to three positions with
the understanding that the roles of this position are technical
and advisory rather than managerial, Frogram management will be
handled by the MOH.

The operations research advisor chould have extaencyve
Geperilience 1n public health 10 developing countries and be able
to carry out operatirons reccarch which will  examine problems
relating to cont, efficiency of various aspects of EPI and FHC
eystems which have been wstablished.

The Health Information Systems specialist should have
exparience 1n setting up community based information systems,
integration of data collection systems in arganizatianal and
manasgement structures, and general procedures for simple nata
collection and analysis,. The advisor should be able to train
Rersons 1in using micro-computers and adapting existing soitware
to'project information needs.

The EPI consultant should have experience commensurate with
the current technical assistant,

In a three person team, there will be a question of which
person should serve as chief of party. As the operations research
officer will interrelate with both EPI and PHC activities as well
as  with data collection and analysis, the evaluation team is of
the opinion that this person should be the COP. The engagement
of three long~term technical ausistant advisors may necessitate
some budgeting adjustments, particularly in relation to the
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technical assistance contractor. It is advisable that the budget
be reviewed as soon as possible to see what adjustments should be
made, =o thet Scopes of Work for the consultants can be prepared.
The Scopes of Work should be prepared in collaboration with
appropriate MOH personnel.

IX. CONCLUSIONS RELATED TO INDICATORS

This section presents conclusions which are directly related
to outputs and inputs of the project. They are referenced to the
indicators of the Froject Document, and are presented under four
Feadings: primary health care, EFIl, integration and supervision,
and health information systems.

Primary Health Care

Ind. 1. Communi ty-based primary health care sérvices
available to a larger percentage of the raral
population in three selected areas.

Ind, 3. Community level primary health care services
providing selected interventions including treatment of
diarrhea, immunization, first aid, maternal and child
care, health education.

Ind. 9. Serious 1llnesses referred to next higher level of
treatment.

The project has reached a stpady state in one region. All

evidence i1ndicates that the VHWs are providing services ranging

from curative to preventive, though &ctual performance 1s

difficult to determine. Anecdotal evidence suggests that nost
VHWs can do what they have been taught, though errors creep in,
and retraining and supervision will continue to be necessary.

The major deficiency 1n the YH'W-based health care system 1s
the absence of a workable referral system. The need for one was
projected in the original project paper. The lack of such system
is evident in the persistent demand by villages with heaith
committees for dispensaries. The small fixed center which
provides supervision and referrals, is the critical 1link in
making a primary health care program viable. At present, people
requiring care exceeding the competence of a VHW prefer to go to
Nouakchott as the increased effort is more than compensated for
by services available there.

PHC activities in Trarza represent what can be realistically
expected to operate. Although, there is room for improvement, it
functions at an acceptable level. The steady state can be
maintained by supervision, periodic retraining and other
incremental improvements. Any radical overhaul such as
intervention strategies will catapult the project again into a
pilnt phase which will never be replicable elsewhere. There has
to be a trade off between acceptability and replicability.
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Action <hould therefore be taken initiate the project to
Guidimata. As only about 50 villages are expected to enter there,
the one existing mobile team chould be able to provide adequate
supervisory coverage, As 1n the Trarza, a limting factur will be
referral, o the project should place emphasis on this aspect.
referral and extended EFI coverage through fixed centers are
closely related, and the incorporation of smaller dispensary-type
facilities <chould be a priorily activity in the remaining two-
year guerilod.  The Froject oulputs envisaged 13 centers of this
type ko be upgraded. The centers should be carefully selected 1n
terms of their EFPI catchwment and referral potential. Planning for
the uwse of these coentere should, of courze, be within the
framework of an integrated EFL-FHC context.

Expanded Program of Ianunizalion
Ind. 4. EFI reaches 40% uf target population
Ind. S. EFl cold chain being maintained

Ind. 3. EFI  and drug dictribution e«eystems effectively
functioning.

The EPFI 1s very close to reaching 1ts target, with data
indicating that 1t has already attained a 557 coverage in urban
areas., The issue facing EPI now 15 how to combine the three
coverage strateqgies (mobile team, fixed center and National
Yaccination Day campaigns) to 1ncrease coverage and to use
resources most efficiently., The last has to be considered because
the current cost Lo fully vaccinate a child 1s over $£8, much
S1gber than the acceptable upper limit set by WHO. The high cost
burden 15 due to the heavy logistical requirements of the wmobale
teams, The distraibubion of the population and LWhe proportion
contributed by firaed centers suggests that the latter are being
tnderutiiized both as vaccination sites and as health service
centers, In addition, the emaller dispensaries, which could
ettend the penetration of fixed center vaccination to 70% of the
population, have not been used in any significant way. National
Vaccinatien Days produce spectacular results, but they also run
the rislk of deflecting interest and energy away from the routine

cperations of covering the wvulnerable population, and of
habituating people to visit health centers only when there is a
great fanfare. With the pending initiation of the new

UNICEF/1talian EPI, an opportunity exists to combine resources

and redirect the coverage strategy to fixed centers. It will be

necessary to develop a general policy and strategy on the use of

mobile teams, fixed centers and National Vaccination Days so that

each complements the other and duplications of effort are C
avoided.

The cold chain is the key to any successful EPI. It requires
special equipment, logistics monitoring, and efficient repair and
maintenance. The Project hag nearly completed installation of
equipment for the various components: central storage, regional
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“torage and mobile teams. Outfitting the teams is still teo. be
completed. lLogistics, which includes repair and maintenance, is
etill a problem, and vehicles are often out of service for
ctonsiderable periods of time. A reliable system for monitoring
cold-chain efficacy are still in the process of being developed
and tested. A quality control system for vaccines also must be
inskituted. In general, the basics are in place, but incremental
ymprovements are still required. There i1s also a need to shore
vup =ome management aspects, The EFI management training program
ras been postponed several times, and the production of an
cperations manual is still unfinished. Data analysis and report

generation skills have to be developed. There i1s, therefcre a
neced for an EFl operations officer to consolidate the progress
made so far, At the <=ame time, the logistics problems,

particularly those associated with vehicle maintenance and repair
are priorities: they must be solved for both the delivery of
services and supervision.

EF] supply requirements are vaccines, spare parts for
vehicles, bottled gas for refrigerators, and replacements for
parts for the cold chain such as cold boxes and vaccine
containers. At present, except for vaccines, the supply system 1s
dependent on USAID, which serves as the manager of commodity
procurement. The Project needs to address the question of how the
MOH will wultimately assume responsibility +for this function.
Setting up a supply system and training people to manage it shoud
be part of the operation research officer ‘s job description.

The drug supply system part of the Project is still i1n an
embryonic stage. There are two dimensions of any such cystem
which would have to be addressoed: the village heal th
worker/village health committee component, and the village health
wor ker /pharmacy supply depot component. At present, the first
dimension 1s under study. The second has been studied from the
perspective of major institutions i1nvolved 1i1n pharmaceutical
import and distribution. An operations research TA officer should
make the study of bringing these dimnensions together one of his
priority activities.

Inteqration and Supervision

Ind. 2. EPl and community health worker teams functioning i1n
collaborative activities 1n three selected regions.

Ind. 7. Supervision and village sensitization programs
operational.

It has taken over a year to integrate the EPI staff and the
VHW/VHC supervisor into a mobile team in Trarza. The personnel
still do not function as a team in all respects, as work habits,
objectives, and techniques differ radically. The major obstacle
to overcome is the attitude of the LPI team members, who are in
the majority and who are often impatient with the FPHC
supervisors’ less well- defined and more time consuming tasks. On
the other hand, given the lack of a cost-effective alternative to
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moving both members around vac distances concurrently, the team
must be encouraged to function. .

As long as the Regional Health Commission, which is also an
integrated team, functions, gradual i1mprovements can be
introduced 1n work patterns and attitudes. The mobile teams
should be involved in the village sensitization process so that
all members begin to relate to the village as a whole and to the
functions of the health commttee and village health worker. The
EFI members should supervise village health worker activities in
relation to promoting wvaccination and keeping track of
vaccination, identifying tarqgetable children, etc. That is, the
success of their activities in the village should be functicnally
related to the performance of the village health worker. If the
Regiaonal Health Commission fails in its management capacity, the
integration of the mobile team will be jecpardized. Thus, 1t is
extremely important to ensure the viability and durability of
thi= Commission by staffing it with qualified and motivated
per<onnel and by ensuring that those leaving are 1mmediately
replaced 1n order to avoid disruption and discontinuity in the
functioning of the commissian.

There is a potential Regional Commission in the Guidimaka at
present. Further delays in moving ahead with the FHC companent
will obviously frustrate the members. More important, they will
kind cast doubt on the viability or importance of this
institution and understandably lessen commi tment on the part of
natianal authorities to ey pend personnel resources in
strengthening existing ones, as 1n the Trarza. |

The problems of integration at the Regional level are simple
vhen compared to the probleme at the central level. Much of the
disappointment 1n the FHC program at the regional level seem to
be prujections of frustrations i1n getting things done at the
cantral level, particularly with respect to the Comit{ Inter
Service, the National Commission on PHC, and the program/budget
dichotomy which exists between the EPl activity and the Project
Dffice. There is general dissatisfaction with the current set-up
for bringing about FHC/EPI integration at the central level. The
establichment of a Froject Office external to the operational
services has served to engenders feelings of enclusion and
indi fference. The hesitation to take action on a National
Commission may partly be attributable to people’s perceptions of
a 'lack of harmony in this "integrated" effort.

The general feeling is that the ambiguous role of the
Project Dffice must be resolved by somehow re-integrating it into
the MOH. However, no action has been taken, and no concrete
solutions have been proposed. This evaluation has examined
several possibilities for the MOH to consider in effecting this
re-integration.




Health Information System

Ind. 6. ﬁbpropriate data on morbidity, treatments,
immunization activities, and maternal and child health
activities being collected and reported from all levels
of the health system to Ministry of Health.

The only functioning part of the envicaged health
information system is the EFI reporting syutem. This is complete,
reqular and accurate, and the information 1is distributed
throughout the MUOH. The information camponent of FHC is in a
rudimentary form. A new VHW reporting form has been developed and
will be introduced i1n refresher courses for B8 VHW's this year. A
new supervisory form which could provide valuable information has
recently been introduced as well. There does not appear to be any
provision for analysing these data, though ideally the
availability of a micro computer at the Project Office should
have permitted the data collection and data processing needs to
be devel oped concurrently. The proposed longitudinal
epidemiological study should be seen as part of the HIS;
otherwise by virtue of the time, effort and cost required, it
will replace the concept of an HIS. Some kind of trade-off needs
to be made between utility of having the data and the
practicality of getting and actually using them on a routine
basis.

The flow of information of another kind must also
considered. The Project as a whole needs, a consistent,
comprehensive reporting system distributed to all persons
involved or interested in the project. At present, there are
several reporting systems, each providing different kinds of
infarmation in different formats. One uniform system to which
everyone contributes but whose production is the recsponsibiiity
of one group is extremely 1mportant for giving necessary feedback
to those involved in Project operations and management, Other
contractual reports should be shared as a courtesy. If there 1s
nothing inherently confidential, there 1s no reason not to
include all program collaborators on the distribution list.

The information system component of the project 15 the
weakest element so far. It is also critical for making decisions
and formulating policy. It should be given high priority in the
second half of the Project.

X. GENERAL CONCLUSIONS

This report so far has addressed the first three purposes of
the mid-term evaluation. It has reviewed the status of the RHS
Project in terms of its output, inputs and major project issues.
The evaluation has found that the RS Project, despite, delays
has essentially adhered to the original lines of the
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implementation plan, and 1in principal could have progressed
further in the PHC component if the planned extension to the
csecond region of Guidimalka had not been suspended pending the
results of the evaluation.

The evaluation has found that the RHS Project conforms to
the ariginal purposes of the Froject as well. The major systems
fgr the FHC and EPI have been established and are  functioning,
al though many operational problems need to be solved. It has
also been found that there are some major areas which have not
been adequately addressed 1in both EPI and FHC. These include a
long-term strategy for EFP1 vis-a-vis the appropriate use of
vaccination coverage mechanisms, the maintenance and repair of
vehicles to ensure the uninterrupted movement of all mobile
teams, the development of a referral system between villages and
health centers, and the institutionalization of an HIS which can
menitor the operations and oulputs of all the components of this
nroject.

The next two years of the Froject need to systematically
address fundamental coperational problems and two essential

development issues, The aupects of the project which should
become the focus of the next phase of the RHS Project do not
alter the basic project design: the RHS Project 1s capable of

adhering to 1ts original 1ntent of replicating the Trarza
experience in two additional provinces.

The evaluation report has recognized and emphasized the
ilimiting factors that will affect the replicability of the FHC

component 1n ather regions., One 1s that of personnel. The
commitment of the MOH to provide resources to ensure the
viability of the RHS Froject 15 evident. On the other hand, it
is 1mportant to recognize that a cadre of compelent, qualified
personnel 13 a4 scarce comnodity at present and mobilizaticn of
such resources may present difficulties for the MOH. There may
be delays in assigning personnel. The major 1ssue that has to be
addressed 1S that of providing incentives for heal th
profescionals to remain 1in FHC. The 1loss of personnel,
especially those with training and experience, to other

disiplines needs to be addressed as part of the general question
of how FHC 15 to be integrated into the MOH health care deiivery
system.

: The second limiting factor 1s transportation. This is the
basis for supervision of both EFI and village level health
activities. Without the availability of simple and ubiquitous
maintenance facilities, the road-worthiness of the transportation
system 1is seriously compromised. 1f the mobile teams cannot
adhere to their supervisory and operational schedules, the
systems which have been established will break down, and many of
the accomplishments will be nullified.

In Part VIII of this report, various issues were examined
which might affect the design of the Project. In general, the
issue which has the greatest implication for design is PHC policy




and strategies. The original concept in this regard appears to
the evaluation team sustainable over the next phase of the
oroject, so long as the two limiting factors are addreczssed.
Maodifications have been proposed in the composition of technical
assistance, but the recommended revisions serve ta reinforce the
pocssibilities of adhering to the initial strategy of developing a
sustainable project covering three reqgions. The modifications
also serve the purpose of developing systems and addressing
problems common to both components of the Project.

The major design question that could not be satisfactarily
ancwered 1s how to effect the integration of FHC into the MOH
structure. This is an i1ssue which can aonly be solved by the MOH

and national authorities. Meanwhile, lines of communication
between the Project and the MOH can be clarified and strengthened
to smaoth the implementation of Project activities, The failure

o resolve the issue of integration, however, will affect the
long-term sustainability, replication, and development of FHC on
a national scale. This issue needs to be addressed seriously and
immediately.

Other aspects of the Project can be ad3justed without
affecting its design. All data-gathering studies should be
treated as elements of a health information system rather than
separate activities. These should be replanned by the EFI, PHC,
and MOH personnel in collaboration with the HIS advisor within
the framework of a general approach to developing health
information systems that serve clearly defined needs.

The basic training programs for the RHS Project components

Rave been established. For FHC, these include programs for
‘His, TBEAs, and village committees. For EPI, training programs
are mainly for cold chain management and operat:i:ons. Training

prugran Jevelopment which 1s not directly essociated with program
operations shaould be eliminated. This includes all workshops and
seminars of a4 general nature.

In conclusion, the evaluation team wishes to reiterate that
the achievements of the Project to date conform to its original
purposes. Several technical aspects of the Project which have not
tteen addressed in the first phase can be tackled over the neuxt
two vyears. Several issues relating to the role of PHC in the
Mauritanian health core system cannot be wholly addressed within
the framework of the project, but the way they are ultimately
resol ved will influence the long-term replicability and
sustainability of the operational systems developed by the
project,
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LIST OF PERGONS CONTACTED

NOUAKCHOTT, Mauritania

MINISTRY OF HEALTH

- Comdnt. Dr. N'DIAYE KANE, Minister of Health
- Dr. Ra MOHAMED LEMINE, Director of Health
- Dr. Kelly NAZIROU, Chief Preventive Medicine

- Mrs. Ba KHADY 8Y. Chief Maternal and Child Health

USAID MISSION

- George T. EATON, Director

- Walter BOEHM, Deputy Director

- William JONES, Project Development Officer
- Joe GUARDIANG, Project Specialist

- Charles HABIS, Health Development Officer

AMER1CAN _EMEASSY

- Fobert FUGH, Ambascador

FPROJECT QFFICE

- Dr. Idrissa SOW, Director
- Mr. Moctar Ould MEMAH, Training Coordinator
- Mrs. Taquib (Caf)

- Mr. Kane Sidi BAIDI, Administrator

JSL  TECHNICAL ASKIGTANCE

- Dr. Pierre CLAQUIN, COP, EPI Technical Advisor
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- Mr. Diibril SENGHDTT, Chief Communicable Diseases
- Mr. Koné BASSIROU, EFPI

- Mr. Correra CHOUAIBQU, Statistician

- Mr. Sine MALICK, Representative

- Mr. Jan Van MANNEN, Froject Officer

- Mr. Ahmed Cheich MOUCHTARE, Reprecentative )

- Dr. Leckie BUTTE, EPIl Officer

- Mr. Mohamed 0. DEYDAT, Deputy Governor

- Mr. Sy M BERA, Fréfet Keur Macene

- Mr. Yahya 0. Sidi MUSTAFHA, FPréfet DBoutilimit
- Dr. Traore HAMIDOU, Médecin Chef Rosso

b= Dr. Abderhamane 0. T0LEA, Médecin Chef Boutilimit
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oo~ Mr. DIALLO, Governor

- Dr. Athie MAMADOU, Médecin Chef

F1ELD OPERATION STAFFE

' In the regions visited, the team met with:

- The regional  and departmental PHC supervisors and
trainers.

- The members of the mobile team

- The PHC Committecs, VHWs and TBAs in the visited villages.
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BOSTON, Ma (Team Leader)
- Joel LAMSTEIN, President - John Snow Inc.

- Logan BRENZEL, Project Desk Officer, John Snow Inc.




PARTIAL LIST OF DOCUMENTS EXAMINED

Mauritania Project Paper
MSH Evaluation of the Rural Medical Assistance Project
Mauritania Project Proposal
Mauritania Project Agreement with the GIRM (contract)
Amendment to the contract + correspondence
-with special reference to change in long-term advisor
Longitudinal Epidemiologic Survey + correspondance/critique
Proposed Reorientation of the PHC Component of the RHS Project
Official Cable to USAID/Washingteon from USAID/MTN
Letter from D. Miller to Joel Lamstein
Official Cable from JSI to USAID/MTN re JSI performance
Comments by the COP on 10 above (QIR Jan 86)
Minutes af meeting with Health Office
All Quarterly Reports
Appendix A, QIR July 1985 (C. Fervilhac)
Appendix H, QIR Jan 17846 (C. Pervilhac)
Trip Reports (Brenzel 11/85 + 2/86; Pyle 2/86)
PHC Advisor evaluation of consultants
Chronoloqy of Events Mizmo
Memo on evaluation
Memo on handling of consultants
Trip Report Brenzel 5-6/86
Annual EPI Report 1985
EP! Coverage Survey
Cost-Effectiveness Analysis of Immunization Strategies
Various memas on PHC and EPI
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EXECUTI?E SUMMARY

PURPOSE OF THE EVALUATION

The mid-term evaluation of the Mauritanian Rural Health Services
Project has four objectives as defined in the Terms of Reference:

A) Review status of 1nputs, outputs, verifiable indicators,
and Froject 1ssues

B) Determine their continuing validity and relevance

[85) Determine reasons for changes from the Project
Implementation plan

D) Recommend revisions in FProject design and the
Implementation Flan

MAJOR F INDINGS

Primary Health Care

The Project has been able to develop a model of a community-
based Frimary Health Care system 1in one region. This model 13
workable and replicable. Two rounds of sensitization bhave
already been completed 1n %6 villages in & second reqgion, and all
relevant steps for program expansion have been taken, Frogram
development was found to be satisfactory in spite of drawbacks
that affected the program in 1983. A limiting factor 1n further
development will be the capabilities for supervision and
training. Supervision 1S currently at an acceptable level and
will remain so if the Ministry of Health can mobilise human
resources in a timely manner. A training curriculum has been
developed and training program carried out at a commendable
level.

Expanded Program For Immunization

EPI strategy relies on three components: fixed facilities,
mobile teams, and National Vaccination Days. The combination of
these has permitted exceptional performance and a rise 1in
coverage from approximately 20% to 55% of the target population.
The major limiting factor is logistics, mainly with regard to
mobile teams’' activities.




ISSUES AND RECOMMENDATIONS

The evaluation team identified Lhree major 15sUes: policies and
strategies, integration, and technical assistance.

lesue One: Folicies and Strategioes

The question related to EFI1 1s: Haow should the three approaches
be prioritized?

The evaluation team recommends that:
- first priority be given to strengthening and expanding
fixed facilities, in accordance with MOH plans, to attain

coverage of 70% of the target population,

- mobile teams be kept in constant operating condition,
with improved effectiveness and reduced costs,

- National Vaccination Days be seen as a means to cover the
backlog of unimmunized children.
The question related to primary health care ia: Given the current

state of training and supervision, what should the next step be”

The team recommends that:

the program be expanded to the second regilon,

- the training program for village heaith workers be basec
on the existing curriculum,

- currtculum revisions needed for training village hea.th
workers in the second region be made 1n a training-oé-
trainers workshop,

- the training of traditional birth attendants be bagsed on
the recently revised national curriculum,

Issue twoi To what degree, and by what structural and
operational mechaniams, can primary health care be integrated
into the health care system?

The team recommends thata

- a working group be convened to define national policy,
develop strategies, and ausign responsibilities for PHC
activities; this is an urjent need and should be done at
the earliest possible date,
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- the Comit{ Inter Service continue in its technical
problem--snlving capacity anu be freed from administrative
matters,

- the Projezt O0Office not remain outside the Ministry of
Health; Prolect training, supervision and administrative
function- should be taken over by the appropriate
Services,

- workshops be conducted at the regional level in  PHC
management, with lessons abstrected from the Trarza,

- a clear written task decription be developed for each
mabile team member, to achieve true operational-level
integration of comprehensive PHU services.

Issue threce: In view of program nerds and current status, what
should be the composition of the technical assistance package for
the remai 'der of the project?

The team recommends that:

- three long-term positions be createds an FP1 technical
advisor viith experience commensurate with the current
technical assistanty an operations research advisor to
take the Project to its next level of development; a
health 1aformation systems specialist to improve the
decision—-making process at all levels.
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PROJECT STATUS REPORT
(March 16 = June 23, 1986)

PROJECT NAME: Rural Health Services NUMBER: 682-0230

Host Country Implementing Agency : Ministry of Health

AID (grant) : $5,000,000
Host Country : $2,548,000
UNICEF 1 $170,000
WHO t § 48,000
Total 1 $7,766,000
Cunulative AID Allotments $5,000,000

Cumulative AID Obligations t $5,000,000
Date Authorized 1 7/21/83
Date Agreement Signed 1t 7/27/83
Project Activity Completion Date : 6/31/88
Scheduled Dates for Completing

Evaluations t 4/84 and 7/88

SERVICES CONTRACTSL

Date
Contractor. Signed Type of Services Actual Contract Prace
John Snow 5/11/84 Technical Assistance D
Inc.
CSA 10/30/84 Repair/Haintenance D

of Project Vehicles

SUMMARY PROJECT DESCRIPTION:

The project's purpose is to iaprove the effectiveness of the national
Expanded Program of Iasunization (EP1) and to develop an expanded and
integrated community - based Prisary Health Care (PHC) system 1n Trarza,
Guidimaka and a third region. The project will provide ymaunization and
comsunity-based PHC services to rural populations, Through the Ministry of
Health (MOH), the project will assist the Islanic Republic of Mauritania to
prepare a coaprehensive PHC training curriculum and progras at village,
regional, and national levels; train and supervise approximately 200 village
health worker teass; conduct selected research activities and studies)
establish health education resource centersy and fsprove the 1asunization
delivery, progras sanagesent and cold chain and vaccine handling in the EPI
component.
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February 25, 1986

SCOFE OF WORK: Health Management Consultant/Team Leader
for Mid~-Term Evaluation

As Evaluation Team Leader

This individual will serve as Evaluation team leader, and in
capacity he will be responsiblae for the following:

A Coordination and supervision of evaluation team
activities and assignments,

b. Raview of all relevant project documents.
C. Scheduling and conduct of meetings and field trips.

d. Preparation of final report, including recommendations
for future actions.

2. Insure that the final report reflect the evaluation
team consensus, but should also indicate dissenting
views, if any.

agemen u an

a. The management consultant will review and evaluate all
managament aspects of the project including for
example, project management of the USAID, the
contractor, and MOH.

b. Functionally, the consultant should evaluate management
and operating procedures of the following components at
all levels of the project:

1. Expanded Program for Immunization (EPI)

a, Cold Chain

b. Vaccine

c. Logistics

d. Supervision

@. Programming of activities
f. Btrategies

Q. Budget

2. Primary Health Care (PHC)

#a. Curriculum Developaent

b. Training: in-country and out of country
c. Health Information System

d. Bupervision and Monitoring

@. PHC Commission

f. Institutional Puilding

@. Programming of activitios

A'E
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f. Straf%gies
g. Budget :

In carrying the evaluation, a special attention should
be given to the role and relevance of Central Project
Organization and Structure (FPRSSR).

The evaluator should develop specific recommendations
that relates to project design, and suggestion for
change. Priority attention should be given to:

1. Adequacy and relevance of central project
organization (PRSSR).

2. Institutional linkages between Project and
Ministry of Health.

Qualification

a.

Previous overseas experience in EPI or PHC project,
preferably, senior level consultant with a Health
Planning/management education and experience.
Alternatively, an equivalent experience which provides
him with management knowledge and skills required to
@valuate complex Health project, in Francophone Africa.

French language skills. Must have sufficient command c#é
French/English (FS1 4) to conduct meetings and
interview personnel fluently in French.

Previous experience as member of evaluation team of
USAID-funded health project is highly desirabl< but not
absolute requirement.

Combined Academic degrees in MBRA/MPH.
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February 25, 1984

RURAL HEALTH SERVICES PROJECT MID-TERM EVALUATION
SCOPE OF WORK FOR EFI TECHNICAL OFFICER

GENERAL: THIS INDIVIDUAL WILL SERVE AS PRIMARY RESOURCE FOR
EVALUATION OF THE TECHNICAL ASPECTS OF THE EFPI COMPONENT OF THE
RHS PROJECT. HE WILL WORK CLOSELY WITH MANAGEMENT AND PRIMARY
HEALTH CARE CONSULTANTS IN REVIEWING ALL RELEVANT  PROJECT
DOCUMENTS, REVIEWING THE RESULTS OF THE PRE-EVALUATION
ASSESSMENT, ORGANIZING SPECIFIC TECHNICAL ABENDA FOR FIELD TRIFS,
AND DRAFTING RECOMMENDATIONS RELATED TO TECHNICAL ASFECTS OF EPI
FROGRAM FOR DISCUSSION AND APPROVAL OF EVALUATION TEAM.

(2) SPECIFIC RESPONSIBILITIES:

(A) REVIEW RECOMMENDATIONS OF 1983 EP1 EVALUATION IN CATEGORIES
OF COLD CHAIN, LOGISTICS, PROGRAMMING, AND DISEASE SURVEILLANCE};

(B) REVIEW RESULTS OF PRE-EVALUATION ASSESSMENT IN EACH OF ABOVE
CATEGORIES AND DEVELOP WORK PLAN, BASED ON THIS PRELIMINARY
ASSESSMENT, OF THOSE ASPECTS OF PROGRAM REQUIRING CLOSER
SCRUT INY}

(C) FREPARE TECHNICAL AGENDA FOR, AND FPARTICIPATE IN, FIELD TRIPS
TO AT LEAST TWO REGIONAL OPERATION SITES, INCLUDING MOBILE AND
FIXED TEAM DPERATIONS, TO OBSERVE AND EVALUATE FUNCTIONAL STATUS
OF EPI DPERATIONS AT ALL LEVELS;

(D) MAKE ASSESSMENT OF RELIARILITY, CONSISTENCY, AND GENERAL
QUALITY OF ONGOING HEALTH INFORMATION EBEING COLLECTED BY MOH
WHICH ARE RELATED TO ‘EPI PROGRAMj '

(E) REVIEW OBJECTIVES RELATED TO EFI COMFONENT OF THE PROJECT,
CONFIRM THEIR CONTINUING VALIDITY, AS AFPPROPRIATE, AND RECOMMEND
CHANGES AND ADDITIOCNS.

(F) DRAFT RECOMMENDATIONS FOR SPECIFIC ACTIONS WHICH MOH AND
DONOR AGENCIES (WHO, USAID, UNICEF) SHOULD TAKE TO STRENGTHEN
PROGRAM OPERATIONS OVER THE 19846-1988 PERIOD.

(3) QUALIFICATIONS:

(A) FIELD EXPERIENCE IN DEVELOPING COUNTRIES IN ALL ASPECTS OF
EPI OPERATIONS, INCLUDING DISEASE SURVEILLANCE, COLD CHAIN
MAINTENANCE, LOGISTICS, AND HEALTH INFORMATION BYSTEMS.

(B) FLUENCY IN FRENCH AT FSI 3 LEVEL.

(C) PREFERENCE WILL BE GIVEN TO CDC TRAINED OFF ICER.




SCOFE OF WORK: CONSULTANT IN PRIMARY HEALTH CARE

THIS INDIVIDUAL WILL SERVE AS ASSISTANT TEAM LEADER AND WILL Bé
RESPONSIBLE FOR THZ FOLLOWING:

(A) ASSIST TEAM LEADER IN COORDINATION OF EVALUATION TEAM
ACTIVITIES AND ASSIGNMENTS;

(B) KREVIEW ALL RELEVANT FPROJECT DOCUMENTS; INCLUDING FRE-
EVALUNTION NASSESSMENT;

(C) ASSIST TEAM LEADER IN SCHEDULING NND CONDUCTING MEETINGS AND
FIELD TRIFS;

(D) ASSIST 1EAM  LEADER IN  DRAFTING FINAL REPOKT, INCLUDING
OFPERATIONAL RECOMMENDATIONS AND IN  COLLABORATION WITH THE
EVALUATION TEAH, '

LY

SPECIRIC KESFONSIBILITIES AS FRIMATRYY HEALTH CARKE CONSULTANTS

(A) ANALYZLE AND EVALUNTE THE PROGRESS AND STATUS OF THE VARIOUS
COMPONENTS OF THE PHC SYSTtM GUCH AS: ‘

(1) COMMITRENT  BY  THE  GOVERMMENT  T0O  FHC, INCLUDING | THE
DEVELOPHMENT OF THE NATJONAL FHC COMHMISSION. :

(2) PHC COVERAGE  OF THE FPOPULATION IN AREAS CDNCERNE‘D BY THE
FROJECT. ‘ .

(3) DCOGREE OF INTEGRATION OF THE FHC FROGRAMS OF THE FROJECT WITH
THE CENTRAL LEVEL ACTIVITIES 1IN (SHP) PREVENTIVE MEDECINE, {SM1)
MOTHLR AND CHILD CARE AND THE (GEP) STUDIES AND PLANNING.

(4) INTEGRATION  AND  LFEFLECTIVENUGS  OF PH ACTIVITIES AT THE
REGTONAL LEVEL,

(3)  INTEGRATION AND CFFECTIVENESS OF  INTEGRATED MOBILE TEAMS
ACTIVITIES. ‘

(6) OQUANTITY AND QUALITY OF CURATIVE AND PREVENTIVE ACTIVITIES
_CONDUCTED DY CHW'S AND TBA'S IN VILLAGES CONCEKNED BY THE
PROJECT.

(7) QUALLITY OF TRAINING CURRICIR.A FCR CHW, TbBA, VILLAGE HEALTH
TOMMLTIREESG AND THEIR SUPERVISORS AT DEPARTMENTAL  AND  REGIONAL
CEVILYG,  CRITIOLD  THE HMATERIAMS AUCORDING TO  COMPUNTENCY-DASED
CRITERIAN.

(3) THE AUDIO-VIGUAL AND CRAPHIC HATERIALSG FOR VARTDUS CunpIcutn,

INCLUDLING . ALSEGSSHENT 0 HUALTH  LDUCATION  AND  RHS PROJECT

ACTIVITIEY HOCUSED OH VILUAL MATERINLG FOR PHC RELATED WORK.
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'

(7) OQUALITY ntD QUANTITY OF SUPERVISION AT CENTRAL, REGIOHNAL AND
DEPARTHMENTAL LEVELS, ) '

(10) STATUS OF HEALTH INFORMATION SYSTEM INCLUDING $TUDIES THAT
WERE 70O BE DEVELOPFPED WITHIN THE FRAMEWORK OF THE FROJECT.

)
(11) QUALITY OF SUPPORT SYSTEM TQ PHC PROVIDED BY THE CENTRAL
TEAM OF THE FROJECT.

(B) REVIEW ARD EVALUATE STATUS OF IMPLEMENTATION OF TRAINING PLAN
RELATED TO AL, THIRD COUNIRY TRAINING, THROUGH LIGCUSGIONS  WITH
PROJECT OGTAKFE, PLANNING DEFARTIMENT,  USAID FERSONNEL AND W.HL. 0.,
COUNTRY IRCPRESENTNT IV, :

(C) 'CONSHLIANT  THL SUALUNTE AL ASIERTS OF THE  FHC  COMPONENT
INDICATING PROGKESS  AND DIVEICULTIES, POSITIVIE AND HEGATIVE
NSFETS. THIG  TVALUAATION WL B vnDe THROUGH  CONTALTS  WITH
FERCSONS CORCLRNED, VIGETSE 10 1 0JECT SITLS, AND A REVIEW OF ALL
FROJECCT DOCHHTTS, i nde ‘

- TPROSEST Fr et (G UN DOCUT M)

-~ PROJECT &0 by s

= JSI CUNIRALT |
- EVALUATION OF Dol . ‘
- NOV. 04 HEVIGED FROJECT IMPLEMENTATION PLAN

— OTHER 00 L 1S GG DEERLD RECEFSSARY BY THE TEAM ‘

(D) LA UATE THE TG aloNG FOR T RULELSS Ok LALK, THEREDF AND ASSESS
THLE CuLsdTIreiltes  wnb IDD O iy Wb vl OF THE  SEPARNATE . PROJECT
NSIETRSIN LI EE AN

(E) DLV LG Cre T R v HDAT TG Y DN FEOIECT DESGIGN,
MODIFICATTEG &0 IRt iin T LON TLANS, el o COMMERDINT TONS
SHouLD  kereeer, OO MG AS TLLGTRLLE THE  PVYALUNATION  TENAM
CONGUNGHS BUT OHOULD AL GO THPTCATE DIGSENTING VILG, 1F ANY. THE
TEAM  fdii(her st LLUNTIYG L I A LLCIFIC SeT  OF ACTION
DECTS TN TG 1 G EROVED I BUVERKNMECHT OF MOURTTANIA AND HIGSTION
DIfciiine Ay v, UALTG R SUHSERUENY FROJECT IHPLEMENTAY TON,

3 OCUALTE L TN ,
-~ B OULhD: '

- (n) FREVIOUS OVERGEAG EXPERTENCE,  PREFERABLY ACGRICAN, IN .A
PRIFMSLY  HnL T CARE ADTIVITY OF SUFFICIENT DURATION, AND IN A
CAEFALCTTY  Alfrnuvgry 1D AU THRENUOW FAMTELTARITY WITHE AL
ALEPLECTS OF bl e Ul Js T 10,

- (13} Proxo by e borrb e 20 I APLETCATION OF  CoRee TENCY -
AT D TOATHIRDG T 10ans, I VAL T rdet,

- () AN IR R | Convweidh LE P REHECH Aalh o pHGL LU T CONDUCT
MECE DIMG ded) i) TRPE R TE W Pl ), TLULNHILY IN Ll e LANGUALE
(PO 4 O BT e i) . .-

- DEGIHRARLE PGV F XHERIENCE NG MERDBEIC OF GVALUATION TEAH OF

12
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USAI1D-FUNDED HEALTH FHROJECT.

C. ALL CONSULTANTS MUST HAVE SUFFICIENT STAMINA 7O CARRY O0OUT
FIELD WORK INVOLVING EXTENDED TRAVEL BY LANDROVER AND CAMPING
OUTDOORS UNDER HOT DUSTY CONDITIONS. i

D. CONSULTANTS WItL BE RESPONSIDBLE FOR FREPARATION OF FINAL
REFPORT. MISSION WILL NRRANGE FDR TRANSILATION,

E. WASHINGTON ACTION REQUESTED. FLEASE, IDENTIFY FROM EX1STING
1I0C*S, PASN'S, IFA'S, SUITABLE CANDIDATES FOR HERLTH
MANAGEMENT/TEAM LEADER NND  PRIMARY HEALTH  CARE S CONGUL TANTS,
MISSION WOULD LIKE 10 BEGIN EVALUATION IN MARCH, NS NOTED IN REF
(C) PARA 4, EVALUATION MAY LAST AS LLONG AS FIVE WEEKS.
’ |

F. MISSION DISCUSSED WITH DR. MDC*RR, WORLD HEALTH COUNTRY REH ON
WHO'S PARTICIPATION IN THE EVALUATION. IT 1S POLSIDLE WHO ' WILL
FROVIDE AND/OR FINANCE E'THER THE EPI1 GRECIALIST OR  THE PRIMARY
HEALTH CARE CONSULTANT. WILL ADVISE AS GSDOON' AS  WHO 'NAKES
DETERMINATION OF WHETHER FUNDING OR PERSONNEL 1S AVAILABLE..;:

i3
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-~ Z8TIONNAIRE POUR _° GOUWWERNEUR / PRZ =1

REGION DE 1@ DEPARTEMENT DE :

.% _38 ACTIVITES L= %3*= DE VOTRE

1. QUELLE =37 VOTRE OPINION
LLES SE DERC..T%" mCTUELLEMENT 7

REGION/DEPARTEMENT T ..&5 CGU'E

. PENSEZ WVOUS “.YIL EXISTE UNE =~ _1TIOUE CLAIRE D= ~3=2 QUI
==-+:58E LES EUTS A ATTZI'T*I PAR LES SSP ? QUE =& .77 /=AuDRAIT=IL

[ = s -

rvas

~wez POLITIOUE POULR % "2z REGION/ DEPART rZNT 2
3. G-= %= ONT ETE LE3 RE~. L-T"iONS DES SSP DF:E V2T RE
REGICN /- Z-ARTEMENT ?

4. 7JUE FAUT-IL FAIRE PCUR REALISER LES BUTS DES SSP DANS VOT3IE
REGION/DEPRSTEMENT ?




9. QUEL E&” .= SOLE DU GOUVERNEUR/ =RE~ZT DANS LA GESTION ET _-
REALISATION [:i& SS5P AU NIVEAU R:G.INAL/DEPARTEMENT . ?

&. PENSEZ VOUS PCuvI™ % JOUER UN ROLE ENCI=E - .S IMPORTANT DANS
~-A REALISATION D% 35P 2 COMMENT ?

7 I CDYETAIT A vOUs DE DI INIR L'EQUIPE DIRIGEAAT™Z DES S50 [ AU
vV AU REGIONAL U L= ARTEMENTAL 1 v Bl PROFIL SOUr~~." =ZR1EZ
vOous . . .ONNER ?

8- 51 "=TALIT A WVOUS ['" "ENDRE LES ACTIVIT™-3 DE SSP DANS 3
REGION/DEFRF="" v+ INT QUEL PLAN DYACYIC SROPOSERIEZ VOUS ET - - OUu
COMNMENCES!=. vDUS 7

o

\Q‘.)(




QUESTIONNAIRE POUR LE MEDECIN CHEF DU RESPONSAELE DE 1

REGION DE 1 DEFANTENMERNT DE 3

DATE 3

EST VOTRE GPINION SUR LES ACTIVITES DE S5P De  VOTRE
TELLES GQUYELLES S5E DEROULENT ACTUEL LEMENT 2

T

1. QUELLE
REGION/DERARTEMENT

2. PENSEZ vDUS ~DL'IL EXISTE UNE POLITIGQUE ClAIRE De
DEFINISSE LES BUTS A ATTEINDAE PAR CES S5PF 7 QUE FRUT/FAL
COMmE SOLITIQUE BOLR VOTRE KIG.D4/ DEPRRTEWMENT 2

3, COMYENT FAUDRAIT-1. LA FORMULER

4. QUELLES SONT LEB CONDITIONS NECESSBAIRES POUR LA BEALISER ?



<. ON  PFARLE  SCOULVENT DE LA NECESGITE D" INTEGRATION * POUR
REALISER LES KUTS DES &5P , COMMENT CET'E INTEGRATION EST-ELue
REALLISEE DANS VOTRE REGION/ DESARTEMENT 7 EST-c . LE B3ATISFAISAMTE?
POULRAQULOT 7 .

6. QUE FAUDRAIT-IL FAIRE POUR REALISER UNE JINTEGRATION
ACCEPTAERLE 7

1 7. GQUE.S SONT LES PIDRLEMES DE G=STION/ADMINISTRATION/ LCGISTIOUE
AUXGUELS VOULS DEMEZ FRIKE FRACE DANS LA MISE EN OEUVRE DES SSP 2

8. QUELS SONT LES PROBLEMES BPECIFIQUES A VOTRE
REGION/DEPARTEMENT POUR LA REALISATICON DES &5P ? '



LORIEENS et e et e | i = | S 1 Sl b b i § == A A= v~ =S A T T i i B

o
-
"

5. COMMENT VOYEZ VOUS LE ROLE ET LE FONCTIONNEMENT DI LA
COMMIS310N REGIONALE DE 630 ET D& CHACULN DE S25 MEMERES ? PENSEZ |
VOUS GQUE SES MEMEBRES SOIENT A LA MWAUTEUR DE LEURS TRACHES 7 i

COMMENT POLRIAIT-ON LES RENDRE F.US PERFORMANTS 51 NECESSAIRE ?

S

10, OUELS SONT VOS RELATIONS AVEC LE PRSSR : INSTITUTIONNELLES 7
PROFESS1ONELLES ? PERSONNELLES ?

. ROLE LE PRS5R JOUE-"=1. DANS L'IMPLANTATION DEE S3R° DANS
EGION ?

TAUT=-1- AVOIR UN PRCJET S2ECIAL COMME LE =355R POUR PICMOLvT 13

Y A-T-1L DES PROBLEMES DANS LE FONCTIONNEMENT DU PRRBR 7?7 GQUELS
SONT~ILS ?




o
-

SUELLES SOLUTIONS DEVRAIENT ETRE APPORTEES A CEE “RTHLEMES ?

m
i
L
s
.

12, LE PRSSR SERA:™~IL PLUS EFFICACE S'IL ETAIT INTEGRE A.
DU MINISTERE DE LA SANTE ?
61 C.7, DU DEVRAIT-1L ETREZ IMPLANTE ? POURGLCI 2

13, 51 VOLES 55ViEZ GUITTER DEMAIN VI™*% SOSTE ACTUEL QUEL PRTCT .
DEVRAIT AVE .5 VOTRE REMPLACANT “Z0R LA MISE EN DELYVST DES S50 7

EXISTE-T-IL ACTUELLEYEAT EN R, I.M, DES PERSC 5 REPCONDANT A CES
CONDITIONS ?

14, QUELS 50" LES PRINCIPAUX Z2CELEMES QUE VOUS SOUHAITERIEZ
VOIR RESOLUS PAR CETTE EVALUARTION ?



-

L PLAN D'ACTION FRLI0BERIEZ  VOUS POUR PREE.IER LA
ON DES BUTS DES 52 DANS LES TRO1S =5CCHAINES ANNEES 7




QUESTIONNAIRE ~' .° .E8 FORMATEURS

REGION L 3 DEPARTEMENT DE:

1. DE ouk'.. DATE VOTRE FORMAT. * 0OU ? CONTENU *

&, =%iwl LES BUJETS 6.7 VOUS ENSEIGNEZ QUE.= SONT CEUX POUR
LESGUS .- vOUS PENSEZ GUYUNE FO°"4TION COMPLEMENTAISE V° .S SERAIT
NECESSAIRE 7

3, Y A-T-1l. C©'2UTRES SUJETS DE SANTL  ADDITIONNELS QUE VI
G IRERIEZ ENSEIGNEY © DE QUELLE FORMATI.'. SUPPLEMENTAIRE ALA. -~
v~ .5 BESOIN PDUR LE =/.%: 7

4t

b, 2%0is VOTRE R oE FORMATION - -"HIEN De
SEMINAIRZS .« ILIERS AVEZ VOLS --' .CIPE ? DE GUELLE = 7 GUAND

? DE QUELLE T .+*7Z 7 EN TANT QUE ?

v. COMMENT FAITES /OUS LA PLANIFICH N DES PROGRAMYC - ‘e
“DRMATION ? CONTENU, MATERIEL, DUREE, ~JECTIFS ECRITS,

CALENDRIER ,ETC....



6. OQUELLES &2 LES DIFFICULTES * & VOUS AVEZ RENCT 5 AU
COURS DE LA PLPY . ATION ET DE LA MILE =4 SUVRE DES BEMINGI L
25 ETAGES ?

7 “SOUBELLES AVEZ VDUS Ao o JESOUDRE ET COMMEN

a. DE Cu: . .25 FACONS EVALUEZ Y1 3 LES CONNAISSANCES ~_QUISES AU
COURS DES 57A3G55 ?

9. COMMENT 2%, T2 VOUS L'IMPACT A LI TRAME DES FORMAT 10N
% PRATIQUE DES PE%7 IV CPANTS 7?7 GUEL EER " » “E JUGEMENT SLR

Te:AGT ?

16, QU'EST CE OUI  READ3Q:” VOTRE TRAVAIL DE FCSYATEUR PLUS
EFFICACE, ©LUS AGREABLE ET PLUE “ACILE ?

n’




o
-

11. QUELLES AUT3:: SUGGESTIONS OU LI W ENTAIRES VOUDRI¢: o .6
AIRE ?




QUESTIONNAIRE PMI ET DISPENSAIRE

-

y., OUEL.LES SONT LES ACTIVITES DE SANTE GLE vous PRATIGUEZ 2

. DUELLES SONT LES S FRINCIFPALES CAUSES DE CONSULTATION

n

1- 4-

=
-

?

3. REMPLISSEZ VOUS UN RAPPORT D'ACTIVITE MENSUEL
Gul LE FRIT ?
=57 CE DIFFICILE 7
COMEIEN CELA PREND-IL DE TEMPS ?

A o0l CE.A VOLS ber™ 1.

61 VvOLS N'EN REMRLISSEZ PAS POURQUOI

4. AVEZ VOUS RECU UNE FORMATION OU UN RECYCLAGE ?

QUAND 7 OUJU 7 PAR QUTI 7 COMEIEN DE TEMRS 7
QUEL ETAIT SON CONTENU 7




S. FENSEZ VOUS GUE LE TYPE DE FORMATION QUE VOUS AVEZ RECU
CURRESPONDE AUX KRESDINS DE VOTRE TRAVAIL OGLULOTIDIEN ?

51 NON, GUELS SONT LES DOMAINES DANS LESGUELS VOUS AIMERIEZ
IECEVGIA UNE FORMATION 2

6. PAR GUI ETES VOUS SUPERVISEE 7

COMMENT 7

COMKIEN DE FOIS EN 1385 ?

7. QUEL TYRPE DE RELATION PRODFESSIONNELLE AVEZ VOUS AVEC

-~ LE SUPRERVIGEUR DEFPARTEMENTAL DE S5P ? NOMMEZ LE

-- £ SUPEXVISEUR REGIONAL 7 NOMMEZ LZ/LA

TRAVAILLEZ VOUS EN COLLABRORATION ? SUR GUEL TYPE DYARCTIVITES ?

8. QUAND ETES VOUS ALLE/E AVEC LYEGUIPE MOKILE SUR LE TERRRIN
POUR LA DERNIERE FOIS ?

Qu' Y AVEZ VOUS FAIT ?



3.

GuAND A EuU

LIEJ LA DERNIERE REUNION ARVEC LYEQUIPE MORILE 7

DE QuDI AVEZ VOUS PARLE 7

10,

GUSLS RECATIONS DE "RAVAIL AVEZ VOLS AVEC LES ASCs ?

VIENNENT 1LS VOLSs VOIR ?

vOLs ADRESGENT ILS DES MALADES 7?7  POURGUOT 7

LES

INFORMEZ

VOuUS DES RESULTATS DE LA CONSULTATION POUR LES

MALADES QU ILS VOLS ONT ADRESSES ?

1.‘.'

COrmENT £

| gl

3 YOUS APPIOVISIONNE/E EN YACCINS 7

TOUS ES CUMEIEN 7

.
1.7,

DE

13.

AVEZ VYOULS EU DES RUPTURES DE STOCK EN 1385 7 PENDANT COMEIEN
TEMPS 2 POUR GUELLES RAISONS ?

AVEZ VOUS

EU DES PANNES DE REFRIGERATEUR EN 198%5 7? COMEIEN DE

TEMPS CELA A-T-IL DURE ? NATURE DE LA PANNE ?



GUYAVEZ VOUS FAIT : 11 POUR SALYER LES VACCINS ¥ AVEZ VOLS DES
CONSIGNES SUR LA CONDUITE A TENIR DAN3G CE CAS ?

&) POUR SEMETTRE EN ROUTE LA CHAINE DE
FRCGID ¥

14, COMHIEN DE SESSIONS DE VACCINATION DRGANISEZ VOUS PAR SEMAINE
DE GUELLE HEURE A GUELLE HEURE ?

‘

1S. COMRIEN D'ENFANTS VACCINEZ VOUS PAR SESSION 7
VIENNENT-ILS DE LOIN ? [ ~EURES DE MARCHE o

16, COMMENT FARITES YOWS POUR IDENTIFIER LES ENFANTS EN XETARD
POUR  LEURS VACCINATIONS 7 COMMENT VOLS ¥ PRENEZ VOUS RPOLR  LES
VACCINER 7

17. DANS VOTRE LOCALITE A COMBIEN ESTIMEZ VOUS LE POURCENTAGE
DYENFANTS DE MOINS DE 1 AN ENTIEREMENT VACCINES [ OU DE MOINS DE
5 ANS 81 CELA EST PLUS FACILE 3.

W



ot

Te

18, DENSEZ VOUS GuUYIL SOIT POSSIELE DE VACCINER TOUS LES JOURS

GUELLE QUE SOIT LA RAISON POUR LAGUELLE UN ENFANT SE PHRESENTE AR
“A PFM1 ?  POURCUOI ?



ol
-

- =5 71DNNRIRE POUR LES CIWITES DE SANTE COMMUAR.T3 X

L1

REGION ZZ @ DEPRS "M ENT DE 3
VILLAGE : DATE :
1. DEPUIS QUANT “INCTIONNE LE COMITZ ~ Y

<3 POURGUDT CE VIL_=3E A-T-1L DECIDE DE = 3&Wi7 UN CSC ? COMMENT

== ZWERES ONT-ILS ET= Z-1:1818 7

3. T_.Z_LES SONT LES ATTRIEB-TIZ'5 ET LES TRCHES DE C= <%

m
-3

DONNE AUX SSP °

m

4. QUEL =3~ _£ CONTENU QUE CE TCT°:

5. LE VILLAZZ =-7T=-({L UN RSC ET UNE 5. 77

A COMMEN™ - “-ILS ETE CHOISIS

K) QUELLES =T~ _ZURS RESPONGAKILITEZ - % 3 LA COLLECTIVIVzZ 7

-l

C) DE QUELLE FACON SINT-ILS INDEMNI1SES ?




——‘—‘

DO RRLE COMMUNAUTE EST-EL_% CHTISFAITE DE LELRKS ZUXVICES 7

PCURIUDL ? .

DES o.*¥ICLWLTES ET/0U DES T2 “..785 SONT=ILS SURVEL_~
DEPUIS L& Z:ZATION DU COMITE SCT7 SWEC LES ASC/AT SI7
AU SEIN DU CI¥I7Z LUI-MEME ? QUELLE E"S . _ZUR NATURE ET

COMMENT ONT-ILS =7 *=80LUS 7

m

6. (e SONT LES PROBLEMES AUXQUELS VOUS FA1T=ZC SACE
ACTUELLEMENT IANS LA REALISATION TZS &§5P ? QUELS G&I.° LES
SOLUTIONS QUE VOLS =ZwWISAGEZ POUR LES RESCOLOR:z ?

= 4ECEVEZ VOUS UN CI.7IEN DE LA PART DEX I 3VICES DE SARTE
~= v ZwENTAUX, REGIONAUX I CENTRAUX ? DE GUE..D N7 Lke 7 CE
SOUTIEN %2:3MD-1L A VYOS RESOING " ROURGUOL ?

"

8- DE QUDI VOTRE COMITE AURAIT-IL EBESOIN POUR FONCTIONNER PLL
EFFICACEMENT ? DE LA PART DE QUI ?




g-

pVEZ VOUS D'AUTRES COrMENTAIRES ET SUGGESTICHE

-




DUESTIONNRIRE ACS

1. QGUELLES SONT LES5 ACTIVITES DE SOINS DE SANTE PRIMAIRES GUE

vOuS PRATIQULEZ 7
Ccachez SANS LES SUGGERER les actaivites ernvwnmerees

-——= HYGIENE DES PULUITS @~ W ——-——- EAU POTRELE

---- TROUS A OKRDURES = ==——-- LATRINES

———- MOQUCHES = e DIARRHEES

-——-= VACCINATIONS = —=e——e SURVETLLANCE NUTRITIONNELLE
—-—~- PREMIERS SOING = —=——-- ADRESSE/REFERENCE DES PATIENTS

-—--~ EDUCATION POUR LA SANTE

AVEZ VOUS KRECU UNE FORMATION EN S5p 9
QGUAND ? OU ? PAR QU1 7 COMERIEN DE TEMPS 7

-
e

3. GUELLES GONT LES & PRINCIFALES CAUSES DE CONSULTATION DES
MALADES GUE VOous B0IGNEZ 7

4, REMPLISSEZ VOUS DES FICHES D'ACTIVITE ?
61 OUI, AVEC QUELL.E PERIODICITE ?
S1 NON 31 JAMAIS FAIT ?
POURGUOI AVEZ VOUS CESSE 7

‘5. COMMENT ETES VOUS SUPRERVISE ?

PAR QUI ?
COMERIEN DE FOI18 AU COURS DE 1385 ? 1. 2., 3. 4, 5,



17 S

LIS

6. A GUOI VOUS A SERVI LA SUPERVISION ?

7. QUELLES SONT LES PRINCIFALES DIFFICULTES QUE VOUS RENCONTREZ2
DANS VOTRE TRAVAIL ?

COMMENT POURRAIENT ELLES ETRE RESOLUES ?

8. AVEZ VDOUS DES CONTACTS AVEC LA PMI DEPARTEMENTALE ?

COMMENT ?
A QUEL PROPOS 7
COMKIEN DE FOIS EN 1385 7

3. CONNAISSEZ VOUS LE CALENDRIER DE VACCINATION ?

KCG 1 ROUGEOLE 3
DTC 1 3 POLID 1
DTC 2 » POLIO 2 »
DTC 3 3 POLIO 3
TT 1 » TT 2

10, COMEIEN DE FAMILLES AVEZ VOUS DANS VDTRE VILLAGE ?
COMHIEN D'ENFANTS, A VOTRE AVIS, N'ONT PAS RECU LE ECG )
POUR QUELLES RAISONS 1 -




11. DUELLE EST LA DATE DU DERNIER PAS5AGE DE LYEQUIRE MOKRILE 2

12. MOHAMED EST UN PETIT GARCON DE 4 ANS., 1L A LA DIARRHEE DEPUIS
Z JOURS ET uN REU DE FI1EVRE. UE FALITES VYOUS LORSOUE SA  MAMAN
VOUS L'AMENE 7

COMMENT LE TRAITEZ VOus ¥

13. INSPECTION DE A HOITE A PHAARMALIE.
ETAT / FERCPRETE @

PRESENCE DES PI0ODUITS SUIVANTS €T E4 QUELLE cuAMTITE 7

-- ORS 3 CHLOROGQUINE @
-= ASPIRINE 1 TETRACYCLINE
-— PENICILLINE : DESINFECTANT :
-= GANIDAN 3 PANSEMENT @




