
EVALUATIION OF 

RURAL HEALTH DELIVERY SERVIC ... ,, ; 

PROJECT IIJCHILD SURVIVAL 

(685-0242) 

Submirted to: 

Submitted by:: 

Contract No: 

Dr. Mary Ann Micka 
Director of Health, 
Population and 
Nuu'ition Office 
USAID/Senegal 
Dakar. Senegal 

DEVRES, INC. 
7201 Wisconsin Ave., Suite 500 
Bethesda, MD 20814 
Tel: (301) 951-5546 
Cable: DEVRES \V ASHINGTON 
Telex: 440184 DEVR UI 
Fax: (301) 652-5934 

PDC-0085-1-17-9089-00 

September 2~, 1991 

jmenustik
Cover Best Available



ACKNOWLEDGEMENTS 

The evaluation team is especially grateful for the long hours of consultation provided 
by the key program managers of the RHOS IlICS Project. Dr. Mary Ann Micka. Mme 
Fatimata Hane, and Mme Maty Cisse Samb. Others less directly involved showed interest at 
all times and contributed to the direction of the team, particularly the USAID Director. 
Mr. Julius Coles, the P:!puty Director, Mr. Gary Nelson, Mrs. Linda Lankenau, and 
M. Masseur. Mme Dieo helped with the reconstruction of training records. and the USAID 
Evaluation Officer, Mr. Cisse. accommodated the team and gave valuable advice regarding 
the evaluation format and purpose. 

OUf special thanks are due to all those who assisted ns in the field work, beginning 
with Mme Aida Lo, no longer working on the Project, but generous with her time and deh in 
Project history. Staff of the Medical Regions of Fatick and Kaolack were not only helpful 
but vital to the understanding that the team gained. Departmental staff and health post nurses 
left their busy schedules to share their experiences and opinions. The team is especially 
grateful to the villagers who gave so freely of their time and communicated their attitudes 
toward the primary health care system and opinions on the causes of success Of failure of 
rural health care. 

The American team members much admired their Senegalese partners as they worked 
through the hot afternoons without food or drink during Ramadhan. 



AID 
ASC 
BNl 
CDC 
CFA 

CESAG 
CESSI 
CHW 
CM 
CR 

CS 
DAGE 
DAS 
DRPF 

DSP 

EPI 
EPS 
GOS 
HIS 
HPN 

HPNO 
lEe 
IHD 
ISED 

ISTl 

KAP 
MOHSA 
MPH 
NGO 
ONG 

ACRONYMS AND ABBREVIATIONS 

Agency for International Development 
Agent Sanitaire Communitaire, CHW 
Budget National d'Investissement 
Center for Disease Control! Atlanta 
African francs, rate May I, 1991 (289 = $1.00 U.S.) 

Centre d'Etudes SupeIieures d'Aclministration et de Gestion 
Centre d'Etudes Superieures en Soins Infenniers Nursing School 
Community Health Worker, ASC 
Circollscription Medicale (Medical District) 
Communaute Rurale. Rural Community 

Child Survival Health Center (Centre de Sante) 
Direction de l' Administration Generale 
Direction de l' Action Sociale 
Direction de Recherche. Planification et Formation 

(Research, Planning and Training) 
Division de Sante Publique 

Expanded Program of Immunization (PEV) 
Education pour la Sante, Health Education 
Government of Senegal 
Health Information System 
Health Post Nurse 

Health, Fopulation and Nutrition .office 
Information, Education and l:ommunications 
Institute of Health and Development (ISED) 
Institut de Sante et de Developpement, M'Bour, 

de rUniversite Cheikh Anta Diop a Dakar, 
International Science and Technology Institute 

Knowledge, Attitudes and Practices 
Ministry of Health and Social Action 
Master of Public Health 
Non-govemmental organization 
Organisation non.-gouvernementale 

III 



OMS 
OR 
ORS 
ORT 
PDDS 

PEV 
PHC 
PNA 
PPNS 
PRA 

PRDS 

PRICOR 
PRITECH 
REDS 
RM 

RVO 
SANAS 
SGE 
SIS 
SO\V 

TA 
TBA 
TOT 
UNDP 
UNFPA 

USAID 
WHO 

OrtlaniSalion Mondiale de Sante, WHO 
Operational Research 
Oral Rehydration Salts 
Ora1 Rehydration 'n1erapy (RVO) 
Plan Depanemental de Deve10ppement Sanitaire 

Departmental Plan of Health Development 

Progranune Elargi de Vaccination (EPI) 
Primary Health Care 
Phannacie Nationale d' Approvisionnement 
Programme de Protection Nuuitionnelle et Sanitaire 
Pharmacie Regionale d' Approvisionnement 

Plan Regional de Developpement Sanitaire, Regional Plan of 
Health Development 

Primary Health Care Organization Research Project 
Primal), Health Care Technologies 
Rural Health Delivery Services 
Region Medicale 

Rehydratation par Voie Orale (ORT) 
Service d' Alimentation et de Nutritionale au Senegal 
Service des Grandes Endemies 
Systeme d'Information Sanitaire 
Scope of Work 

Technical Assistance 
Traditional Birth Attendant 
Trainer of Trainers 
United Nations Development Project 
United Nations Family Planning Agency 

United States Agency for International Development 
World Health Organization 

IV 



TABLE OF CONTENTS 

PcH!C 

ACKNOWLEDGEMENT ............................................... i 

ACRONYMS AND ABBREVIATIONS. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . III 

TABLE OF CONTENTS ••• 0; •••• 0; •••••••• 0; ................................... .. 
v 

LIST OF TABLES . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . IX 

LIST OF ANNEXES ................................................. XI 

EXECUTIVE SUMMARY ............................................ xiii 

I. INTRODUCTION ............................................. . 

A. Chronology of Project: Timeframe of Evaluation ................... 1 

B. Tenns of Reference and Methods .............................. 3 

II. PROJECT SE1TING ........................... 0 • • • • • • • • • • • • • • •• 7 

A. Health Problems and Priorities in Senegal ........................ 7 

B. Economic and Financial Aspects . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 7 

C. USAID Strategy a...'ld Priorities ................................ 8 

D. Special Affecting Factors . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 10 

III. PROJECT DESIGN . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 13 

A. Project Purpose . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 13 

:r3. Project Assumptions ...................................... 13 
.f': 

C. Project Covenants ............................... . . . . . . . .. 14 

IV. FINDINGS. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 17 

A. Second Phase, or RHDS II, 1984 .. 1989 and Field Findings, 1991 ....... 17 

1. Material improvement of health infrastructure . . . . . . . . . . . . . . .. 17 
2. Community interest and participation in basic health care ....... 19 

v 



3. Achievement of child surival project objectives ...... 27 
4. Tralnlng ............................... , .... . 3~ 

5. Supervision and its sustainability ....................... 44 
6. Health/management information system ............. " .... 53 
7. Phannaceutical supply system . . . . . . . . . . . . . . . . . . . . . . . . . ., 61 
8. Operational Research. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 67 

B. Extension Phase, 1989 to Present ............................. 69 

1. Strengthening of Ministry of Health systems ................ 69 
2. Child sUlvival interventions strengthened and increased ........ , 71 
3. Strengthening of Ministry of Health decentralization . . . . . . . . . .. 72 
4. Public health training institutions strengthened .............. 74 

V. OTHER FINDINGS . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 77 

A. Use of Resources and Financial Management Considerations .......... 77 

B. Project Management ........................ ............. 81 

C. Gender Considerations. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 84 

D. Overall Sustainability . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 86 

VI. FINDINGS AND CONCLUSIONS .. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 91 

VII. RECOMMENDATIONS ........................................ 103 

A. Project Design .......................................... 103 

B. Project Conception: Better Health for Rural at Lower Cost ............ 103 

C. Decentralization. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 103 

D. Use of National Investment Budget ............................ 104 

E. Supervlslon ............................................. 105 

1. Financing of supervision costs by communautes rurales . . . . . . . . . 106 
2. Financing of costs by health committees (user fees) ........... 107 
3. Financing of costs by the MSPAS operating budget ........... 108 

F. Pharmaceutical Supply Syste~m ............................... 108 

G. Tralning . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 110 

VI 



H. Infonnation System ................................. . I I ] 

I. Technical Interventions .................................... I 11 

J. Operational Research . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . I 12 

K. Program Management ..................................... 112 

L. Sustainability ........................................... 113 

M. Evaluation. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 114 

Vll 



LIST OF TABLES 

Number 

Table 1 Vaccination Coverage between Fatick, Kaolack. and 
All Regions Combined .................... .............. 33 

Table 2 Tetanus Toxoid Coverage of Women Delivering in the 
Previous Year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. 33 

Table 3 Budget of "Communates Rurales" (C.R.), Kaolack Region .......... " 49 

Table 4 Breakdown \)f Investment Budget of Communautes Rurales, 
Kaolack Region ........................................ 50 

Table 5 Budgeted Per Capita Expenditures by Category, Kaolack Region ....... 51 

Table 6 Budgeted Health Expenditures by Type ....................... _. 51 

Table 7 Kaolack Region Drug Depot Statement of Cash Transaction . . . . . . . . . .. 66 

," 

IX 



LIST OF ANNEXES 

ANNEX 1 

1-1 Scope of Work 

ANNEX 2 

2-1 Bibliography 
2-2 Interview Guides 
2-3 Persons Consulted 
2-4 List of Sites Visited by Team, April 1991 
2-5 Grid of Health Post Characteristics 
2-6 Grid of Health Hut Characteristics 
2-7 Synthesis of Field Findings 

ANNEX 3 

3-1 Additional Information on Health Problems and Priorities 
3-2 Incompleted Organigram--Ministry IOf Health and Social Affairs 
3-3 Health and Social Indicators 
3-4 Trends of Life Expectancy at Birth and IMR 
3-5 Trends in Selected Dem Indicators 
3-6 Reported Cases of Measles and Tetanus 
3-7 Reported Cases of Malaria rnd Meningitis 
3-8 Reported Cases of Measles 
3-9 Organization of Medical Region of Fatiek 
3-10 Organization of Medical Region of Kaolack 
3-11 Distribution of Health Facilities 
3-12 Units in the Rural Health InfrastrucltUre 
3-13 Nosology Report, Fatick, 1989 
3-14 Annual Report of Infectious Diseases, Kaolack 1989 

ANNEX 4 

4-1 Summary of Surveys Related to Diarrheal, Disease Control in 
Fatick and KaQlack 

4-2 Vaccination Coverage, February 1991, MOHSA 

ANNEX 5 

5-1 Long, Medium and Short Term Trailnees 
5-2 Cabinet Tall Study of Kaolack Training Center, 1991 
5-3 Summary of Training RHDS I, 1978-1983 
5-4 Kaolack Training Center Courses Offered, 1984-1989 

Xl 



ANNEX 6 

6-1 MIS Organigram and Data Flow 
6-2 Activity Report for Health Posts 
6-3 Activity Report for Health Centers 

ANNEX 7 

7-1 Counterpart Fund Analysis 

ANNEX 8 

8-1 Suggestions for Improving Transfer of Skills During 
the Health Care Financing Study 

Xll 



EXECUTIVE SUMMARY 

A. Background 

The Rural Health Delivery Services II/Child Survival (RHOS Il/CS) Project was 
signed in April 1984 for a five-year period and for the amount of $8.0 million. Subsequent 
amendments and extension brought the total budget to $12.1 million and the project 
completion date to September 30, 1991. Under consideration is a further extension of 
RHOS II to September 1992. 

This report constitutes the final evaluation of RHOS IIICS, from April 1984 to the 
present. It gives special emphasis to the period following the mid-term evaluation in 1986. 

The Project being evaluated, RHOS IIICS, is a follow-on or second phase of an earlier 
rural health project (the first phase, or RHOS I) funded by USAID/Senegal. TIle first RHOS 
Project was a $3.3 million grant which was initially proposed for five years beginning in 
August 1977 but was then extended to 31 December 1983. The intent of RHOS I was to 
improve the health of rural Senegalese and to establish a prototype health care delivel)' 
system appropriate to the social and economic environment. By 1982, it was recognized that 
five years was an insufficient period of time in which to demonstrate a self-sustaining, self
financing village-level primary health care (PHC) system; thus a second phase was proposed 
and agreed upon. 

RHDS II was to provide access to rural health care for more than 50 percent of the 
population in the ex-Region of Sine Saloum (now the Regions of Fatick and Kaolack), or 
700,000 people living in six departments. The PHC system was to build on the basic rural 
health care structure provided in RHDS I, and was to have as one of its primary objectives 
the introduction of preventive health measures including immunizations, malaria and 
tuberculosis control, oral rehydration therapy (ORn and growth monitoring (GM). The 
second objective was to integrate the interventions and assure their affordability in the context 
of Senegal's resources. The Project's purpose continued to be that of increasing agricultural 
productivity by reducing days lost due to illness. In August 1989, RHDS IT was extended for 
an additional two years (to 30 September 1991). This extension gave primaPj emphasis to 
continued integration of the !'roject withi!1 the national public health care network, to 
promoting systemic management improvements, decentralization and implementation of 
technical components in four s~lected regions. 

During the first two years of RHDS WCS, from 1984 to 1986, technical interventions 
were to be introduced into 16 health posts and 32 village health huts. By mid-tenn 
evaluation in 1986, the interventions were found to have been sufficiently tested for earliest 
extension to all of the departments in the two Regions. Further, the 1986 evaluation urged 
more rapid integration of the Project into the health system, especially the parallel Project 
systems of supervision, information and phannaceutical supply. The 1986 evaluators 
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recognized that sustainability was a problem, noting that the JL-C~lr.·ent ProJect costs up 10 lila: 

time were too high to be assumed by tile host country. 

B. Team Composition and ~1ethodology 

The 1991 final evaluation team was comprised of two key Health Ministry officiah: 
the Director of PHC, Associate at the School of Public Health at Dakar University, and 
ex-Medecin-Chef of Fatick Region; and the Head of the Statistics Service and a prime 
designer of the Health Infonnation System (HIS). Three Amclican consultants included a 
team leader with extensive matemal child health (MCH) design and evaluation experience in 
Africa, a medical epidemiologist with knowledge of Senegalese and other 1l1ird World health 

problems and management infonnation systems, and a health economist with a strong 
background in health financing systems in Aflica. 

The team leader alTived in Senegal a few days ecu'ly to work with the Ministry of 
Health and Social Affairs (MOHSA) team members and USAID in the develvpmenl of a 
methodology and work plan for can'ying out the evaluation, The methods agreed upon for 
obtaining information included: an extensive review and synthesis of the numerous 
documents written about the Project; field intervic\vs at all levels of the health system bUl 
with special focus on the peripheral health post and village hut staff and the village 
beneficiaries, committee members, tribal chiefs. religious leaders (marabouts), health and 
women's committees. 

The Scope of Work (SOW) and USAID evaluation objectives did not prescribe a 
random sampling of health huts, but rather an infonnal survey to leam wilat had worked and 
not worked under the Project, and the extent of beneficiary interest in the Primary Health 
Care (PHC). Nevertheless, the team during 11 field days visited eight of the nine 
departments in the two Project Regions. They visited 12 health posts and two huts under 
each health post's jurisdiction, relying on the health post nurses to select for team visiting, 
according to their own criteria, tla good hut and a bad one". The team had recruited and 
trained facilitators to carry out focus groups among villagers with open-ended, then probing, 
questioning on perceived health and other benefits from the PHC health hut system. A third 
means of gathering data was through observalion based on che:cklists noting the condition of 
healu1 structures, available equipment, use of the infonnation system, and effect of training on 
job performance, etc. 

~ 

In Dakar, the team interviewed relevant international health community officials. 
Insights were also gained from the participati;m of Health Ministry and related services staff 
in the debriefing sessions. American and Senegalese team members worked closely 
throughout the field work and final work sessions in which findings and recommendations 
were written. The team leader at all times gave priority to the: collaborative process, which 
all members accepted and worked to make successful. 
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'''} , . " ' . I ' , I ' 1 if '~" ~i ',1., :,uq '.<: ;.\ •. ' Jfr/'~r"" • :." -t·' ,,,,; I AyS OS~ te, lJlIH:~':1 p:~nicu;·.;r ... 

malaria. among tlv ·H:;.'. '01C'. ..• i.n: \ L i' . f':' '.:::ficultural pruddC'tiv;r: .. ri c \'.;>.1 dif/!'~'uh 

to measure. C0T'u;lj :'P ',W(>'''; ',;\' .j,' '.: 'af1 ,If ',he desirf1 so that evu it' 
- j - i--

macroeronomk daw. were . ,) Slll'W ,r;~~ t.:l~:t.d pf(\(;~fction in the Project arc:'. r ,.l.il'. in IT thest 
results to the Project would be :' ()blematic. 

Achievement of the purpose of ~ile. RdDJ L';'" ;' ",}, :\.,t Dossi~)le to verifv 
scientifically. However, during the fIeld wo,-k in '\pn! 19~:\. :' .'.,is the :-,erception of all 

actors anj beneficiaries seen, that the Project's tpul}:0\(; h"u be.:.! .Itlaineti, due pot only to 
decreased family illness but also due to reduced travel tin,e .:md co<;(s. and availability of 
lower-cost drug supply at the village level. 

2. Project desi{!n: ex~el1~;i~fJ . .cqvenar!1 

Seriously affecting the timelmess of Project achievements was a covenant in 
the Project Extension requiting that the Regions pre~;are health planning and development 
documents (pRDSs), which was interpreted strictly to mean that no activities should occur 
until the PRDSs were received and deemed accept(lble by a re\ iew team. Thus, other 
decentralization advances and unrelated systemic improvement~: foreseen in the Project, SLch 
as moving forward with steps to establish a health infoITflation system, have not been 
completed. Project implementation is at lea~t a full year beh!nd schedule. 

It was recommended that RHDS IIIeS be extended through September 30, 1992 to 
permit the completion cf the health system irnpmvernents cnvisagoo by the Project. These 
activities can occur :;imultaneously with the development of a neVI USAID heolth project to 

integrate the primary health care components with family planning. The extension would also 
permit time for the management training and pilot effortsiopcrations research expected to give 
Project sustainability a better mooring. 

3. SustainabilitY:..Qarticularly supervigon 

Principal flaws were in sust~jnabi11ty assumptions with respect to the time and 
economic setting needed for acbieving sustainability and for ensuring or transferring 
responsibility for recurrent cost obligations from the Project to the host country. Possibilities 
for sustainability were greatly undermined by the difficult economic period which the Project 
spCl.nned. 

Institutionalization of a sustainable supervision syst~m clown to the village level has 
not ')een achieved. Communautes rurales (CRs) have not picked up the costs of replacement 
of f,nobylettes for nurse supervisors, nor are many committees paying for mobylette repairs 
and maintenance. In Kaol2.ck, local government organizations were spending about five 
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p~rcem ()11 f,::;) .. h C(~H;, l)nly slightly more than was Sf ,':It on ;,port and youth ccntCl 

eq!)lc neut T!~e prohlen; seems to be one of lega:!regtilawry con:·araints a')'.! enwiiLl1gne~<> to 

V· \' rather t'mi'~ ~a(;"': 0\- • ;~~;ources. 

Facmrs which favorably influence sustainabi!it), include Governn··;nt poii~i<:s regarding 
cost-sh:lring and decentralization, as well as population willingness. and ability 10 manage ?lld 

finance ',illage-based care. CenTral problems include lack of skills in managing re~.ourccs, 
and poorly allocated resources. Additional trainilig should bt: provided fC) nur:;es ar:d he:.lltl1 
committees regarding budgeting and disbursement of user-fee revenues, to increase spending 
on supervision-related costs. It is rr.commended that necessary training in resource 
management be carried out (throuf.h the Kaolack Training Center) and he made a priority in 
the remaining Project time. 

It is recommended that the Projcct Management Unit (UGP). in collaboration with 
staff from the Ministry of the Intelior. disseminatc rccelHly promulgated Jaws rcgarding the 
budget allocation process of CRs (which allow them greatcr flexibility to finance health care 
COSts). The UGP and MOHSA should also be£in cducatilH: senior RC!2iona! l,icdical officials 

~ L ~ 

on how to lobby effectively for incrt>.ased local governmen~ spending on hcaith carc. If 
needed and appropriate, 1 . .1.0. iegal assistuPct: should te ,:ought. 

4. Health hut functioning and communilLJ2!!yticiQalJon 

The eva ~uation team found that more health huts were functioning than was 
thought by officials at post, department and regional levels. The team based this finding on 
criteria of functioning which thr.y thought to be more indicative of actual vinage h~alth 
delivery--huts providing basic curative and preventive health care--than the critelia set fonh in 
the RHDS Project plan, which were: hut in place. community health workers (CH\Vs) 
providing services, drugs in slock, and a positi;ve cash balance. Of 24 health hll~ visited 
during the field work. most were functioning according to the definition adopted by the team. 
The technical components in place are examined in the next section. 

The team concluded that, in the economic and social context of Seregal, the health hut 
system as implemented in Kaoleck and Fatick Regions. is an appropriate strategy for 
providing basic primary aild curative health care, &nd should be supported and expanded 
nationwide. This conclusion was based on village observations and focus group discussi0ns. 
It was evident that the spirit of village-based PHC contir.ues to this day in tbe beneficiary 
attitudes of Self-reliance. It might even be trule that the minimal support of the Proje~t to the 
huts, in later Project years, provided the necessary impetus for self-initiated action on the part 
of communities and staff. The team saw many examples where health committees and health 
personnel had gone beyond what was foreseen by the Project and had developed creative 
solutions for organizing themselves and meeting their needs. The team did not visit other 
Regions where health huts are also functioning and. therefore. cannot make judgment about 
implementation of the national strategy to promote such a network nationwide. Anecdotal 
infonnation is that the Project. especial1y in the 1984-1986 period of rapid build up of h(;alth 
hut demand and construction within the Project R(!gions of Faticx ;-.r--' Xaolack. also 
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intensified int~rest in PHC in the other regions. ! :" wever, about 50 percent of all health huts 
built during tl _ period were in Fatick and Kac1.ik:': Regions. 

5. Technical interventions 

Mere than 75 percent of huts visited were organizing mobile vaccination 
sessions, seasonal malaria prophylaxi~ campaigns. and were teaching mothers to use ORT. 
Fifty pt'rcent of huts were perfonning growth monitoring, although this seems 'J be the 
weakest element of the chilj survival package (e)(plained in part by its slow stan-up). The 
kam noted that the differelil activities were mu~ually reinforcing: for example, CH\Vs oftcn 
charged for GM (perfonned year-round) to arna~s funds for the purchase of chloroquine 
(needed during the season when families haa less funds available). Vaccination receipts :.It 

the health post level were used to support costs for r,-.;-"'I~fvision of CJI\Vs in all activities. 
Having several interventions seems to rive health personn~l flex ibilitJ in combining services 
and pricing. thus providing a needed cross-subsidy to support those sLrvices less in demand. 
CHWs and villagers queried noted that the incidence of malaria and other vaccine-preventable 
diseases had plummeted dramatically. It C'UI be speculated but not verified that the stronger 
health hut system will assure contilluity in vaccination and preventive health care in the 
absence of special national campaigns whereas dwpoff is more likely where PHC is lacking. 

The requests for family planning noted in some villages led [he team to suggest that 
family planning be integrated with the other technical components since it too has the 
objective of improved MCH and that family planning be provided in the rural areas as well. 
Inasmuch as the team considers the support of a limited number of child survival 
interventions to be less effective in terms of both health impact and management than an 
integrated delivery, it recommends that USAID include all of the: related technical 
interventions in regions where it supports PRDSs. Combining several interventions at the 
health post and hut levels has proved to be an effective way to deliver ser"ices 
to rural populations and as a promising means ::>ward financial sustainability. 

6. Decentralization 

Despite delays in hiring a health planner, the still inadequate numbers of 
trained public health cadres. and difficulties in getting the regional and district health 
development plans written, the process has moved inexorably forward with increasing 
evidence of regional and department capability for health planning. The team observed in its 
field visits an emphasis on healJh targets and achievements, ascertaining vulnerable popUlation 
coverage, available resources for health needs at the department and regional levels, and on 
preventive health and dedication to outreach programs by health post nurses. Some team 
members. in comparing the two Project Regions wito other regions visited two years ago, 
observed that the health post nurses were far more oriented to preventive health care, to 
attaining wider coverage and better equipped to manage resources and find creative solutions. 
Scarcity of funds m"l(es planning all the more e~ssenrial but is also a psychological 
impediment to would-be health plann~rs and aC1tivity initiators. 
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It is recommended that the Government of Senegal (GOS)., USAID and othel donor~ 
continue to support decentralized planning and extend the mode! into all regions of the 
country to accelerate achievement of the social objective of "health for all". USAID should 
provide all the necessary support to further the educational process in health pl-;aming through 
reviews of health plans such as those that were held in M 'bour in May 1991. USAID should 
also hire its health planner as soon as possible and carefully decide with the GOS the most 
effective base of operations, making sure that direct channels to the Project Regions are 
clearly specified. 

At the national level, the MOHSA needs to clarify Jines of authority that have become 
increasingly diffused as parallel offices and new staff are added without assuring that the 
persons responsible for undertaking activities also control the resources, and vice versa. This 
makes it nearly impossible i.0 monitor efficiency and effectiveness in use of resources on an 
ongoing basis. a basic management task. If i., orrecti':KIS are not made, management structures 
of the MOHSA may create serious difficulties for the Regions as more responsibilities are 
decentralized USAID could sponsor operations research to tryout a better organizational 
plan, task definitions, and linkages to the Regions. Technical Assistance (T A) could advance 
the process being conceived at the time of the Evaluation to interview personnel. writelrewrite 
task description' in preparation for final tn.nsfer of authority to the field. 

7. Infonnation system 

Much more work must take place before Senegal's Health Information System 
(HIS) provides manageable, relevant and accurate data, standardized repons and analyses of 
epidemiological and management infonnation" Also lacking is an effective feedback system. 
The Project's objectives in this regard were nlOt met. The Project provided T A from an 
epidemiologist whose role was to work with central level personnel to develop a more useful 
HIS. The team was unable to ascertain any concrete contributions provided by this specialist. 
While progress : :is been made in developing consolidated data reporting fonns, the practice 
in use of multiple fonns for the different donors reporting requirements. A training seminar 
for health post nurses was planned as th~ next step in moving fonvard with the HIS, but 
approval has been withheld pending receipt of acceptable PRDSs. It is recommended that the 
development workshops planned to reach consensus on national HIS design (indicators. 
standardized reports, instruction manuals and guides) not be further delayed. Since the 
purpose of the workshops is of national scale, implementation of these efforts should not be 
linked to completion of the regional planning process . 

. to 
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The workshop should also address recommendations for computerizing the systern. 
The assistance of an epidemiological HIS expert would be useful in setting up the workshop 
and carrying out its recommendations. To ensure an effective and responsive system. the 
team recommends that the Statistics Office have regular counsel from field decision-makers 
and from data users (doctors, service heads) so that appropriate analyses are made. The team 
further recommends development of a sentinel sitl! system to follow health indicators ill a 
selected number of zones to evaluate the impact of prevention and child survival activities. 
Finally, it is recommended that health post nurses and other health agents be trained in the 
analysis and use of data, as well as in its collection. 

8. Operations research 

The Operations Research (OR) component, intended to improve program 
delivery and outcomes, never served the Project, but got mired in overly stringent criteria. 
alleged self-interested scientists, and an apparent 'lack of understanding and Project staff 
guidance about the purpose of OR. 

Noting the multitude of problem-solving opportunities for OR, the team recommends 
that USAID and UGP decide on a strategy for the remaining Project life, using T A to 
advance the use of this (esource. It is suggested that the two offices take the lead in 
proposing new criteria and procedures for using OR and in suggesting specific priority areas 
in which OR could serve the Project. In addition to modifying the current practice of inviting 
proposals which depend on researchers' areas of interest, the recommendation is to change the 
emphasis from research to operations, in the direction of simplicity and practicality. For 
example, it is suggested that OR could be used to cany out a feasibility study for running a 
pilot-test in a new project area to try out an altemative method of implementing the principles 
of cost recovery through nser fees (the Bamako Ill1itiative). At least two problem-solving 
activities should be completed before the end of the Pruject with the objective of 
demonstrating the appropriate use of OR as well as the problem-solving itself. 

9. Pharmaceutical §upply system 

The stan-up supply of capital provided to the Regions is still intact. and the 
Regional Phannacy and Depot in Kaolack continue to function. Contrary to the objectives of 
the Project, these two systems have not been integrated. In addition, only four out of nine 
department depots now function, and most community depots are moribund. The drug 
distribution system is hampered by non-existent supervision and a lack of resources to support 

. x 
transportatIon costs. 

The team recommends that the MOHSA re-establish the supervised depot system that 
was in place at the Project's beginning and that tlhe stock management system with stockcards 
and accounting registers be reinstituted. It is also recommended that the depot system be 
revitalized under the direction of the Regional Medical team, until the two pharmaceutical 
supply systems can be integrated. Such integration is expected to have a better chance than 
when first proposed in 1983 in light of current possibilities for receiving Swiss medicines and 
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essential medicines from TIle. World Bank as "initial stocks" for the health centers and posts, 
just as USAID stocked the health huts at the outset. To reactivate the Regional Pharmacy, the 
team recommends an operational budget and access to a vehicle. UGP and the Director of 
PHC in the MOHSA should brief the Regional Medical Chief (RMC) about his 
responsibilities vis-a-vis the Regional Depot. The team recommends that USAID provide a 
technical aSslstant experienced in phannacy management and pharmaceutical cost recovery 
programs to assist in a thorough analysis of the current status of the depot system. It is 
further recommended that the Project undertake OR to test the feasibility of a full drug cost 
recovery system, following the principles of the Bamako Initiative. 

10. Training 

a) Training of health-staff in the region 

Training in the Project area was initially quite successful, but slowed 
early in the Project. During the team visit, many health post nurses expressed the need for 
refresher training and newly-assigned nurses had no training at all. In the instance of new 
health hut workers, the nurses, often but not always, !00k responsibility for their training. In 
April 1991, the evaluation team was unable to assemble records of training sessions, 
attendees, and curricula. In evidence were unused and dusty rooms, non-functioning and 
neglected toilets and kitchen, and unofficial boarders. The team also found that the current 
Center's budget of 10 million CFA for basic operating costs is excessive, given the lack of 
services offered, and the poor quality of maintenance and management 

The Ka.:>lack Training Center (KTC), intended to meet training needs of the two 
Project regions, began to lose momentum early in the Project with the poorly-managed 
departure for overseas training (without replacement) of a very dynamic center trainer/ 
community motivator. Other activities did not come to full realization, particularly with 
respect to the audiovisual laboratory, which was conceived with more ambitious goals to 
serve other African countries. In retrospect, it :appears that the KTe, built and opened in 
1985 to specifications of the Project Office in Kaolack, which dlsbanded in 1987, never 
assumed its own identity. Training needs had been generated by the Kaolack Project Office. 
Direction during the subsequent period, instead of being decentralized to the medical regions, 
was placed in the UGP in Dakar. The medical regions, still in the process of writing plans 
with training components, failed to assume ownership of the facility. Thus, while USAID 
continued to provide inputs for per diem (through 1989), training activities w~re continued, 
but at a progr~ssively declining rate. 

In 1985, year of optimum utilization, the center staff provided 108 training days, by 
1987, the number was 63, in 1988, 51 and 1989, 20. The training activities came to a 
complete halt when USAID inputs tenninated in 1989, despite the fully furnished and 
equipped facility with dormitories, sophisticated audiovisual equipment and classrooms. 
Inactivity is due principally to lack of clear din!Ction and re-centralizing the center in the 
UGP, rather than in the intended direction of dl!Centralization. Inactivity is also due to the 
void in regional leadership and lack of self-starting on the part of the center staff. It is 
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recommended that the training center be placed under the Regional Medical Office and, while 
awaiting specific regional plans for training, that available resources be used for can'ying out 
needed refresher training and orientation for new health post and hut staff. 

It was expected that the center should become autonomous and therehy self-sustaining. 
However, though a study was commissioned in 1990 to recommend a course of action to 
assure the optimal marketability of Center assets, no action has been taken. The 19R6 
recommendation remains outstanding: "establish a legal statute for the Center--and-- make its 
services available to other agencies and administrations at a charge that would help finance 
operations." It is recommended that the UGP and the Medical Region collaborate on a plan 
for resolving the legal problems obstructing autonomy and that A.I.D. legal assistance be 
obtained if necessary. 

b) Short- and long-term training 

Despi!e considerable short-term and long ten'n training in public health, 
few have retumed to work in the Project area. Only two of the 13 long-term trainees are 
currently working in the regions. However, four occupy posts in the MOHSA, two with a 
direct effect on the Project; they are the PHC Director and the Technical Adviser for MCH. 
Between 1984 and 1990, some one hundred short-term technical training programs were 
provided !o doctors, nurses, midwives and others. Only 19 currently work in the Project 
zones of Fatick and Raolack. Another 11 work in the Ministry of Health, six in the MOB 
Cabinet (six of the nine). Overall, potential impact is greater at the central level than in the 
Project areas. 

Much of the training, especially the long-term, came too late in the Project to have a 
direct impact on its implementation. This was due to delayed contract signing with the 
Harvard Institute of International Development (HIID), the US training backstop. Only praise 
was heard for the latter's role in the training program. During the field visit, many health 
staff queried expressed the opinion that the Project training was the most important 
component because of its innate continuity. Othe:rs thought that key Project staff were absent 
at crucial moments. While training returns were diluted for Project zones, as noted above, 
there appeared to be a difference in orientation with respect to public health and preventive 
medicine from that observed in other regions of Senegal two years earlier. 

c) Preparation of public health cadres 

.. 
A national health manpower training plan is still incomplete. The 

Ministry of Health professes to be unclear about what USAID requirements for an acceptable 
plan. USAID states it has expressed its needs in writing and considers the matter bogged 
down. Nevertheless, USAID and the UGP have gone fOIWard with a program for ullining 
physicians in collaboration with the Public Health Institute (PHI), Tulane and Morehouse 
Universities. The program can potentially train 15 doctors a year, has already graduated a 
class of seven from the two-year, in-country, environment-adapted program of applied public 
health training equivalent to the U.S. Masters in Public Health (MPH) course. 
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It is recom.rnended that USAID reopen discussions Oil the national training plan, 
proposing TA for helping to elaborate global health manpower objectives, rationale and 
priorities within time frames, specific training requirements by area of expertise and current 
and planned function of trainees, including public heaJth cadres below the physician level. 
The MOHSA and USAID should discuss the TA needed and proceed with recruitment. It is 
suggested that, subject to the recommendations of an evaluation of the PHI program in 
progress at this time, that the PHI program is a desirable solution to many of the long-term 
training problems encountered--Project rUsruption, vacated posts, extended absences from the 
country, unrecognized foreign health degrees. 

11. Management 

There have been serious problems in providing effective TA. The alleged 
inadequacies of the management specialists and epidemiologists recruited by the Project 
contractor (HIID) were difficult to assess fairly given the lack of documented achievements. 
A major current TA problem is the long delayed hiring of a health planner, crucial to the 
Project's implementation of decentralization steps which might have helped other activities to 
proceed in a more timely manner. There is reticence on the part of the Senegalese partners ro 
take on T A and lack of appreciation for the potential value of this resource. T A is expensive 
and its use has posed problems to both USAID and the MOHSA. 

It is recommended that an organizational management assessment be considered to 
detennine the future role of technical assistance. Such an assessment should detennine 
expectations for T A, study past expectations and performance, differences between the two 
and the reasons for them. provide open di~cussions with respect to qualifications, salaries and 
benefits of TA, agreement on future objectives for how recruitment should be carried out with 
a p:.rticipatory role for both USAID and the Health Ministry. 

Other management problems identified by the team included: (1) lack of continuity in 
leadership within USAID, the GOS and the MOHSA, and the Project itself; (2) lack of an 
appropriate management control structure within the J\10HSA discussed above (see 
decentralization); and (3) cumbersome USA:D procedures. 

With respect to leadership, little is suggested by way of correcting the lack of 
continuity in leadership (both within MOHSA and US AID), except to be realistic about its 
potential effect on project implementation as a new project is being designed. Earlier it was 
suggested that MOHSA is unable to make and assess optimal use of resources whether for 
central programs or for eventual decentralized programs. Financial control of use of the 
National Investment Budget (BN1) has been seriously inadequate. External help is needed 
immediately to put in place basic bookkeeping tools and procedures to ensure appropriate use 
of funds. Finally, USAID procedures often appear unnecessarily cumbersome and at times 
incomprehensible to Senegalese partners, causing delays, frustration, and sometimes ill will. 
Many of the USAID requirements need to be demystified for the Senegalese working on the 
Project, and might be accomplished through some workshops jointly sponsored by the Health, 
Population and Nutrition Office (HPNO) and the Program/Controller Offices. 
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12. Evaluation constraints 

It is recommended that the Mission consider an initial desk review phase in 
future evaluations during which all important documents that should be read or analyzed are 
furnished to the evaluators prior to arrival in the country. This would be cheaper and allow 
team members to be better prepared upon arrival. The team could then proceed to do field 
work, undertaking im.!rvicws and writing a draft report in a shorter amount of in-country 
time. 
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I. INTRODUcnON 

A. £hronology of Project and PHC Components 

1. Pre-project 

Primary Health Care (PHC) activities in Senegal were probably begun by 
UNICEF who conceived an "Enfance, Jeunesse, Femmes" Project of village pharmacies and 
rural maternities as early as 1960 and piloted it Thies in 1972. The 1969 Sene gal 
Administrative Reform had called for the decentralization of power and the enhancement of 
community mobilization and self-reliance. The Reform established the concept of using tax 
money for local projects through the Communautes Rurales (CRs). The CRs gave priority to 

supporting local health centers and prevailed against protests that health was not an 
appropriate investment. They were supported by the then Minister of Health who made 
repeated statement that "any action to better human resources is a worthy investment". 

According to LoFaye, long-time RHOS Project Manager and most intimate histOllan. 
the Reform arrived in Sine Saloum in 1974 and by 1977, the Region had surpassed Thies in 
health development activities, with the construction of 74 rural maternities and 62 village 
pharmacies. UNICEF provided well pumps, electrical equipment and training. Alma Ata 
conferees in 1978 defined and rationalized the PHC concepts. Awareness of the importance 
of health to attaining national goals became prominent in development circles, and the 
Senegalese delegation to Alma Ata brought home a message that helped to catalyze support 
for new directions, concepts and inspirations. Thus in Sine Saloum, donors started PHC 
schemes in the late 1970s. The Dutch and Canadians supported projects in Fatick and Gossas 
Departments that would, in varying degrees, become incorporated into the USAID rural health 
project funded in 1977. The Belgians launched an urban PHC project in the Dakar suburb of 
Pikine. French volunteers (AFVP) began another project in Tambacounda. An Italian non
governmental organization (NGO) established PRC programs in Ziguinchor and Bignona. 
Entr'aide Intemationale Medicale began work in the Department of Oussouye. 

With the launching of these programs throughout the country and the new Senegalese 
vision of how health needs could be met, the Government adopted a PHC strategy as the base 
of its health policy. The major initiators of the RHDS Project in the field themselves were 
among the Senegalese representatives to the Alma Ata Conference in Kazakstan in 1978 
which espoused the objective af "Health for All by the Year 2000". 

2. Phase One. or RHOS J, 1977 -1984~ 

The first phase, or RHDS I, ran from Project signature in August 1977 for a 
period of four years, with a budget of $3.3 million. In April 1980, following an impact 
evaluation of the PrC'ject. which signalled problems to be corrected and delays in fund 
disbursement, the Government of Senegal (GOS) and USAID agreed to restructure the 
Project, reprogram the undisbursed funds ($1.6 million) and extend the Project to 1982. Two 
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years after restructuring of the Project, a very favorable final evaluation was made in 1982 
which with the 1980 evaluation assessed achievements. During this period, the Project 
constructed 375 health huts in the project area which iOltially comprised the Departments of 
Nioro, Kaolack, Gossas, and Poundiougne and staffed them with three community health 
agents: a matrone or traditional birth attendant (TBA); a ~uriste or first aid worker to treat 
infections and lesions and provide presumptive chloroquine treatment; and a sanitation worker 
to oversee hygiene. sanitation and promotional clean-up activities in the '~illages, supported in 
each village by an animatrice (social motivator). These community health workers (CHWs) 
were supervised by 49 health posts run by a State-paid certified nurse or health agent. In the 
115 rural maternities, 2-3 mattones in each village had been tTained by the health post nurse 
(HPN). Training in the first phase alone was given to: 100 Ministry of Health agents in 
primary hea1th care, 756 cmvs and 378 Health Committee members. These achievements 
were noted in the project evaluations of 1980 and 1982. At t.his time, a supervision 
component was added. By 1982, 63 percent: of the HPNs in the Project area went twice a 
n.0nth to each of the health huts to supervise the CHWs. As a result, 90 percent of the 
villagers were using the huts for preventive and curative services. The money raised by the 
population in 1980-81 alone came to 27.3 million CFA or more than one quarter of the total 
amount paid in by beneficiaries for health in the whole country. The CRs in Sine Saloum 
had between 1981 and 83 provided 245.3 million CFA of their budget to the renovation, 
repair, construction and equipping of health posts and rural maternities. Compared with the 
rest of the country where PHC was also being initiated, 50 percent of health huts built were 
in Sine Saloum, 36 percent of the 115 rural maternities and 67 percent of the 73 health posts 
that were built were in the Sine Saloum Region. 48 percent of the 782 health committees 
formed were in Sine Saloum. Nationwide activities were thought to be strongly inspired by 
the RHOS Project in Sine Saloum. In the country, 38 department level health associations 
were created, 40 hospital groups were launched, and 400 community health associations were 
created. 

3. Phase IT, or RHDS IT, 1984-1989 

The above outstanding results led to the decision to undertake a second Project 
phase. It is part of the present evaluation, Rural Health Project Phase IIJCS, 685-0242. 
RHDS WCS was signed in January 1984 for a five year period ending in 1989, and provided 
a total of $10.1 million. Building on the early primary health care components, this phase 
was to extend the RHDS Project components to Fatick and Kaffrine Departments. It was 
envisaged that the basic health.. needs of rural populations would be met through a 
self-financing system, managed by village committees. With the objective of reducing 
morbidity and mortality, child survival components were added, namely vaccinations, malaria 
prevention, diarrheal disease management and, to a lesser degree, growth monitoring. An 
evaluation in 1986 resulted in several modifications in the Project, the most imponant of 
w:'ich was to speed integration by breaking up the Project Office. The evaluation also 
recommended intensified training. The Project Office responded by establishing a training 
center in Kan'lck for Project staff in the area and with a plan for short- and long-term 
training out of the country in public health areas. 
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This 1991 evaluation is thus assessing the 1984-89 segment of the Project two years 
after the direct inputs have ended. 

4. Extension of Phase IT, 1989-1991 

In July 1989, the second Phase was extended by Amendment No.3 to 

September 1991, (and will further be extended to September, 1992). Amendment No.3 
reprogrammed the unexpended balance of $3.733 million and added $2.0 million for child 
SU1Vjval. The extension was intended to add child survival components in four selected 
regions, and to focus on continued integration and decentralization, systemic improvements in 
the overall health system and the institutionalization of public health training. This 1991 
evaluation also covers the extension period. 

B. Terms of Reference and Methods 

1. Terms of reference 

The USAID Scope of Work (SOW) and the MOHSA letter responding to the 
proposed SO\\' are shown in Annex 1. The terms of reference were agreed in two meetings 
held between USAID/Senegal and the MOHSA during the last week of March 1991. DUling 
a week of discussions between the Senegalese team members and the team leader, methods 
for carrying out the evaluation were drafted. Essentially, the effort was not to be an impact 
evaluation attempting to compile data on mortality and morbidity, but rather a process 
assessment of perceived Project effects in the target Regions. The evaluation team was to 
assess the extent to which the 1986 mid-term evaluation recommendations were carried out 
and the progress made in meeting objectives outlined in the Project extension (1989 to 
present). A central focus was to determine perceptions of gains and failures of the Project on 
the part of those who implemented or worked in the Project and especially on the part of the 
beneficiaries in the villages. 

2. Methods 

a. Approach 

It was agreed that findings would be based upon: a review and analysis 
of documents (a list is shown in Annex 2-1); interviews with principal actors at the national, 
regional, departmental or disdict, health post and health hut levels; observation checklists of 
infrastructure, equipment, pharmaceutical supply network, reporting system. application of 
training and performance at all levels; and village level focus groups. Following preliminary 
briefings with Project staff, USAID and Ministry of Health officials and review of documents, 
the team prepared for and carried out 11 days of field work between April 2 and 14, 1991. 
The question guides were tested earlier at Ke;ur Soce Health Post and Mbouma Health Hut in 
Kaolack Department, and modifications made; the guides are shown in Annex 3-1. Prior to, 
and subsequent to, field interviewing, the team consulted relevant members of the Dakar 
health t;ornrnunity. They then met as a team to achieve a consensus on findings, conclusions 
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and recommendations. The latter were presented in an oral debriefing on April 29. to which 
were invited officials of the Ministry of Health, including SANAS, the Director of Training. 
the Kaolack Training Center Director, the Medical Chiefs of Fatick and Kaolack, as well as 
the USAID Project Office. Copies of the preliminary conclusions and recommendations in 
French were made available. In the afternoon, a debriefing was given in English. The draft 
evaluation report in English was left with the Project Manager for review on May 3. It was 
specified in the SOW that following the receipt of comments from USAIDlDakar through the 
contractor Devres. Inc .• the team leader would prepare the final English version of the report 
no later than four weeks after receipt of the USAID comments. A list of persons consulted 
during the evaluation is provided as Annex 2-3. 

b. Field work 

A formally structured mndomized sample survey was neither desirable 
nor possible within the time frame. The team, rather, worked with medical staff members in 
the two Regions to select health posts located in as many of the Project depanments as 
possible in the allotted time. The team was able to visit eight of the nine Deparunents in 
Fatick and Kaolack: Kaffrine, Nioro and Kaolack Departments in the Kaolack Region; and 
Fatick, Foundiougne. Sokone, Guinguineo and Gossas Depaltments in the Fatick Region. The 
team asked the Region staffs to select health posts in the Depanments considered by them to 
be either the most or the least effective. In tum, the team asked the health post nurses to 
select two health huts for visiting, one which HPNs considered to be a well functioning hut 
and the second a failed or lesser functioning hut. A list of the 13 health posts and 24 health 
huts visited in the two Regions is shown in Annex 6-2 and Annex 6-3. 

In each Region, extensive interviews were held with the Chief Medical Officer (or in 
his absence which waf the case in Fatick, the: PHC Supervisor) and as many Regional medical 
staff as possible. The team also interviewed Depanment medecin-chefs and health center 
staff to the extent possible. Prime emphasis was placed on interviews with the health post 
nurses, the community health workers, and the villagers. The latter included the PHC "users", 
committee members of management, mothers and health groups, as well as tribal chiefs and 
religious leaders. To carry out the village work, the team had trained selectee· members of 
the Regional health staff to serve as facilitators for village focus groups. With the 
facilitators' participa~on, the team developed a question guide for use in the focus groups, 
which would begin with open ended, and then probing, questioning. The facilitators were 
asked to summarize notes from ~ch focal group. A weakness of this process was that the 
facilitators were not trained in providing timely translations to the American team members 
who were then unable to pursue questioning accoroing to their needs, a common failing in 
such efforts. At each health hut, groups of villagers were interviewed in focus groups which 
included an average of 12 members sometimes with health hut staff and health post nurse 
present, with village chiefs, marabouts (Muslim religious leaders), committee members and 
beneficiaries. The team ensured that women were well repres.ented as panicipants and 
respondants. At the end of the field work, one focus group facilitator from each Region met 
with the core team to discuss and synthesize findings. A grid was established to summarize 
characteristics of the huts and the health posts and a discussion summary of the Evaluation 
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team's findings was drain up before leaving the fic:ld as the basis for later discussions. These 
field syntheses are included in Annex 2-7. 

c. Team composition 

Serving full time on the -valuation team were Senegalese members with 
intimate knowledge of the Rural Health Project over many years. Those who served on the 
core team in the field and throughout the evaluation. Dr. Isaakha Diallo and Mr. El Hadj 
Malick Diam~. brought to the task not only their experience with the Project, but an 
understanding of the health system, the Division of Putlic Health (DPH) and ItS nine services 
within the ovemll Min istry of Health and Social Affairs (MOijSA), institutional history and 
personnel changes affecting Project operations in its different phases. Dr. Diallo is the 
Director of Primary Health Care. an Associate in the School of Public He8.lth of Dakar 
University, and pas! Medecin-Chef of Fatick. Mr. Malick is a demographer and Head of the 
Statistics Service of MOHSA and was a prime designer of the Health Information System 
(HIS) currently being tested and perfected. These Senegalese Health experts provided insighLs 
and depth to the work of their American evaluation partners. Mr. Dieme, who is Investigator 
of Finances in the MOHSA, joined the team in its final meetings and arranged for the 
compilation of the counterpart funding data. The American team members, with 
complementary backgrounds included: a team leader with extensive MCH design and 
evaluation experience in Africa, a medical epidemiologist with knowledge of Senegale~e and 
other Third World health and managemefl t information systems, and a health economist with 
a strong background in health financing problems in Africa. The Senegalese focus group 
facilitators also brought Project knowledge to the team. Two were Technical Supervisors 
from Fatick and Kaolack Regions, the third was the Health Education Supervisor from 
Kaolack and the fourth, Director of Studies in the Kaolack Training Center. 
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II. PROJECT SETTING 

A. Health Prol?J~ms and Priorities in S~n~al 

In 1989, the top 10 communicable diseases reported by the Division of St31i!aics based 
on data collected through the public health infom1atian system were: mdlaria. upper 
respiratory infections, influenza, gonorrhea. chicken pox. dysentery, syphilis, measles, 
neonatal ophthalmologic infections, and bilharzia. The 10 leading causes of death due to 
communicable diseases were malaria (45 percent). tetanus (18 perc(!nt), respiratory 
tuberculosis (10 percent), purulent meningitis (10 percent). jaundice (7 percent), 
meningococcal meningitis (6 percent). bacillary dysentery (3 percent). amoebiasis «1 
percent), typhoid fever «1 percent). and pel1ussis <1 percent). It must be noted that the 
number of deaths reported through the hea1th infonnation system represents only an estimated 
0.3 percent of the total deaths in Senegal (Sector Analysis 1991). 

Infant mortality was estimated at 86/1,000 in 1988 compared to 112/1,000 live births a 
decade earlier. Other health statistics have improved as well. Reported cases of measles and 
tetanus have decreased between 1971 and 1988. particularly after 1986 for measles, and after 
1984 for tetanus, although they began to decline in 1978 (see Annex 3-8). Reported cases of 
mala.ria and meningitis have also declined from 1971-1988. Ma!nutrition among young 
children and pregnant and lactating women continues to be a serious problem in Senegal. 
Rates of malnutrition among children monitored through the PPNS/Catholic Relief Services 
growth monitoring project were about 28 percent in 1988. Anemia is common among 
pregnant women (30-50 percent) and vitamin A deficiency was found among 40 percent of 
children swveyed in Fatick. Kaolack. and Diourbel. 

In its Declaration of the National Health Policy-1989, the: Ministry of Public Health 
(now the MOHSA) set forth six general health objectives: (1) to improve health coverage, 
particularly in rural areas; (2) to improve the hc~th of mothers nnd children; (3) to develop 
preventive and educational activities; (4) to develop a balance b~!tween curative and 
preventive activities; (5) to develop a balance between human, material, and tinancial 
resources; and (6) to master the demographic indicators. 

The policy proposes a number of strategic objectives and specific strategies to 
accomplish each objective. Prominent among these are: to improve the health information 
system at all levels, to illtegrat~ programs that focus on mothers and children, and to develop 
operational research. Many of the objectives and strategies delineated in this document are 
compatible with tr.ose recommended by this evaluation team. 

B. Economic and Financial Aspects 

The financial and economic setting for the project can be summarized by highlighting 
two key characteristics: severe macroeconomic constraints (leading to few resources availabie 
to the GOS to finance health seIVices, with an c!specially negative impact on phannaceutical 
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supply and other non-personnel expenditures). and a broad experience with and acceptance of 
cost sharing through participation from the population (user fees in public facilities. drug saies 
at the health hut level. and health committees managing funds). Other reports have described 
these two aspects of the financial/economic environment in greater detail (Dumoulin & 
Lagace 1990; REA CH 1986; RHDS IlleS Project Paper 1984). As will be seen in the 
analysis of Project sustainability. macroeconomic constraints have had a negative impact on 
the Project. while financial participation of the population has strengthened sustainability of 
Project outcomes. 

Senegal was hard hit by the world economic recession in the 19805. Fer the past 30 
years. real per capita income has been declining. although there! has been some modest 
economic growth in the last decade. In 1988. per capita income was $650 (Dumoulin & 
Lagace. 1990). 

At the time the Project Paper was written, agriculture accounted for 30-35 percent of 
GDP and approximately 50 percent of expon value. By 1989, howev~r. the balance had 
turned, and agriculture now accounts for only 17 percent of GDP, while the economy is 
increasingly dependent on industry (25 percent) and services (40 percent). (Dumoulin & 
Lagace) 

Resources available to the MOH have been shrinking steadily over the last 20 years; 
while health accounted for over 9 percent of GOS expenditures in 1970, by 1989 5.5 percent 
of budgeted. and less than 4 percent of actual government expenditures went to health 
activities. With shrinking funds. cutbacks have affected spending on drugs and other 
non-personnel items disproportionately. Hospital spending accounts for about half or' GOS 
health expenditures. 

Senegal has had a system of user fees in place in public facilities since 1980. These 
fees are not meant to recover full costs, but are considered as a. "participation" of the 
population toward the cost of health care services. In the PHC system, fees are charged for 
curative as well as preventive consultations in health centers and posts. Drugs are also 
provided without additional charge. Health huts generally charge for individual drug items 
(i.e. pills), but not for consultations. MOHSA guidelineS exist, but the system is really quite 
decentralized, and health committees at each llevel have responsibility for setting prices. 
determining payment mechanisms, and spending the revenue. Senegal is planping to 
implement UNICEF's Bamako Initiative for drug cost recovery. following field testing. 

~ 

C. USAID Str::tegy and Priorities 

USAID strategy in the 1980s recogniz(~ that illness, malnutrition and rapidly rising 
demographic growth rates were impediments to the attainment of food self-sufficiency in 
Senegal. Thus, it was hoped that improving the health and productive capacity of the 
Senegalese rural community through better he;a1th coverage and preventive components in 
which family planning would figure. could result in increased agricultural production. In 
1985, for management reasons, USAID separated the family planning part of the RHDS 
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Project into a separate activity in which urban areas would be emphasized. In 1990. USAID 
sponsored population and health sector analyses to guide the scope and direction of USAID 
involvement for the subseqaent five years. From thesc studies, the cun'cnt USAID health 
strategy was developed and approvcd in February 1991: "Population Growth and Natural Re
sources: Reaching a Balance, 1992-1997." 

The Health Sector Analysis made the judgment th:.!t although the concept of primary 
health care has been well accepted by the Government, implementation depends almost 
entirely on donors. The analysis authors noted that health education service activities have 
been started by donors, but the operational resources for their continuation or expansion arc 
lacking. The private sector in Senegal has tA ,.I concemed almost exclusively with curative 
health, while major responsibility for preventive health has been left to donors. USAIO was 
fourth among donors in the 80s, with two large health programs, one in family planning and 
the other, in primary health care. The Belgians. UNICEF, UNFPA and UNOP have also been 
active in the health and population sector. In the years ahead, the World Bank is expected to 
.1ssume a major role wuh a sU'uctural refoliL program for the nealth and population sector. 
Since 1987, the major donors have met to decide 'Ivhat their respective future roles should be. 
Essentially it has been agreed that USAIO and UNFPA would assume leadership in family 
planning and UN1CEF in immunization and community diarrheal control efforts. The Health 
Sector Analysis in effect "assessed" the RHOS project, noting that neither sustainability nor 
impact on the ecology of diseases had been achieved in the Regions of Fatick and Kaolack. 
A discussion of the measurability of Project impact is included elsewhere, but is noted here 
only to bring to the reader's attention that the writing and approval of the 1992-97 Strategy 
preceded final evaluation of the RHOS II Project. 

USAIO's current Strategy is focused on reduced family size. with emphasis on service 
delivery in urban areas and developing family planning demand in rural areas. While 
acknowledging the essential link of family planning with maternal and child health activities, 
the USAID would like to achieve a focus to health programs which is: 1) considered to be 
most intimately related to reduced family size, and 2) within management capacity. USAIO 
3pecifically plans to phase out support for targeted malaria programs and immunization 
services. In the ShOI1- and medium-term, primary emphasis will be on urban areas where 
health services are more readily available, where 39 percent of the population reside (cities 
and towns with more than 10,000 popUlation), and which are growing twice as rapidiy as 
rural areas. Health interventions considered strategic are: providing better quality of health 
care by assuring training and supervision; and dec:reas~.ng infant mortality from diarrl-, 11 
disease (through ORT and improved hygiene) and from neonatal tetanus. IEC will 0,:' a key 
component in both urban ~nd rural areas. The USAIO plans to prepare a combined family 
planning and maternal/family health project during CY 1991, which will build on the existing 
family planning and rural health projects in the manner described above. 
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D. Special Affecting Factors 

1. Unfavorable aspects of setting for the rural health ..l2@iect 

• Economic--Project implementation, particularly that from 
1984-89, coincided with the world economic crisis of the late 
1980s; a crisis which severely affected developing countries and 
forced them to make structural adjustments with austerity 
measures which did not spare the health sector. l11e catastrophic 
negative repercussions have Oeen especially hard on rural areas, 
the target population of the RHDS II Project and on which the 
economy depends for its agricultural production. 

• Cyclical drought, soil depledon and encroaching decertification 
have brought about lessened possibilities for larger scale and 
improved agricultural p"oduction.. Foreign exchange pressures 
have diminished further agricultural prorluctivity since the 
Govemment has been unable to provide the needed agricultural 
inputs to fanners. 

• Institutional-- Both the MOHSA and the USAID Health, 
Population and Nutrition Office (HPNO) underwent a series of 
changes in leadership, vision, and style which had a direct effect 
on the quality of support given to the Project. These are 
discussed in detail under Chapter Y., Project Management, along 
with the role of technical assistance provided by I-HID. 

• These negative effects on Project implementation are partially 
balanced by positive influences. 

2. Favorable aspects for project implementation 

• Political--The country enjoyed political stability throughout the 
Project life, though the President changed, and strong resistance 
from opposition parties was present. The same party remained 
in power and the country was free of political strife. 

• Institutional-- The very special advantage enjoyed by the Project 
is in the national and local Admlnistrative Refoml that was, for 
the most part, put into effect in calendar year 1972. This 
Reform spelled out most of the fundamental principles of the 
Rural Health strategy. Specifically, the Refonn called for: 
decentralized services to make them more accessible to the 
people; decentralized decision-making power to the people; and 
total and responsible participation of individuals and social 
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entities in the development activities to be undertaken in their 
behalf. 

• Objectives of the rural health proiecl~-- One of the great 
opportunities of this Project is the relevance of its objectives to 
the regional setting. Taking into account the difficulties for the 
population in the targeted villages to have access to modern 
medicine with their limited means, the difficult economic time in 
the country, levels of illiteracy and ignorance, the rural health 
strategy was the best from -all points of view to answer 
efficiently the needs of the people. Taking responsibility for 
one's own health OCCUlTed within the national self-reliance 
objective set by the country. More particularly, the primary 
health care strategy formed an integral part of the larger 
development scheme of SirJe Saloum Region, constituting a 
variable capable of influencing positively increased agricultural 
production. The validity of investment in human capital to 
obtain higher production is panicularly relevant in the 
agriculturally strategic Region of Sine Saloum. also known as 
the Peanut Basin, the main cash crop which constitutes about 
half of national production, and which along with the Casamance 
is called the breadbasket of SenegaL 

Evolution of national health policy in Senegal--Implementation 
of the Rural Health Project coincided with the Government's 
adoption of a PHC strategy as the base of its health policy. It 
was particularly opportune that the Project strategy for PHC 
paralleled that espoused in the Alma Ata objective--Health for 
All by the Year 2000. 

• Specific setting of Sine Saloum--The Project benefitted from 
familiarity with some of the PHe concepts due to earlier and 
simultaneous efforts of the Dutch in Fatick and the Canadians in 
Gossas to put in place village health structures to improve access 
of rural populations to modem health services. UNICEF had 
preceded these efforts with the idea of vlllage pharmacies and 
the development of consultations made by a team of nurses and 
midwives in order to reach neediest popUlations. All of these 
fIrst efforts to reach rural populations with basic health services 
contributed to creating in the population an awareness of the 
need for a primary health care syste,m. 
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III. PROJECT DESIGN 

A. Project Purpose 

The purpose of the RHDS IIICS Project was to reduce the number of work days lost because of infectious disease and malnutrition of the primary work force or their children, and to develop a maternal and child health care infrastructure at the village level which would 
allow the introduction of family planning services. 

The Project included two major components. The first was to establish a sustainable, community-based PHC system. Activities included continued support in the Project area for the start-up of health huts in new departments, health systems support (supervision, 
pharmaceutical distribution, epidemiological sUIveillance, continui!1g education). The second component was the introduction of specific child survival interventions, including 
immunizations, diarrheal disease, malaria control, and glOwth monitoring. 

B. Project Assumptions 

The Project rested on many assumptions, some of which proved accurate over time while others did not hold true. Some of the key assumptions included: 

• Implementation of a structural adjustment program for the GOS economy; 

c Continued GOS support for the rural PHC strategy; 

• Village-level demand for preventive care; 

• Ability and willingness of villagers to manage and contribute to 
PHC services; 

• Ministry-level support to program activities, in the fonn of 
efforts to provide needed human and material resources (e.g., 
health post personnel, vaccines and cold chain) and enact policy 
changeS (national phannaceutical system), as well as financial 
support to the Project costs; and 

• CHWs trained in maternal and child health are necessary before 
family planning can be introduced at the village level. 

Throughout the evaluation report, the team refers to the Project objectives and assumptions, pointing out some areas where failed assumptions or design issues have jl'i~~ , ,J 

the P:-nject, and othef ar~as \vhere the various people concerned were able to surmount 
difficulties to meet and even surpass Project expectations. A final section on sustainability returns '~o these original assumptions; however, sustain ability is an issue which permeated the 
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uJOugms or au tne lr.arn memt>erSdurlllg our work, and so it will be found as a theme 
running throughout the text. 

C. Project C()v~ 

Conditions precedent and covenants played an important part in the RHDS HICS 
Projecfs evolution. Conditions precedent are often seen by project designers as a "last resort" 
to assure that the grantee petfonns actions seen as essential in order for the project to achieve 
its purpose. The effectiveness of these conditions and covenants is discussed in various 
sections throughout the report. They are listed here for easy reference. 

1. ~9ndisjons . precedent (not officiaJ trnnslation) 

Orig!!l:M~--GOS agrees to evaluation criteria (Section VII.4 of 
PP, Evaluation Plan). These criteria specify benchm~u'ks for 
24-month evaluation. (The final evaluation was to assess health 
impact using indicators determined at the time of the 24-month 
evaluation.) 

o GOS accepts assignment of two senior level MOB officials to staff Regional 
Training Center, and agrees to io:clude line item for training center in national 
budget. 

• Amendment }·~GOS will furnish Regional Health Development 
PJans approved by MOH, before any disbursement to finance 
support to regions: 

GOS will furnish a definition of an appropriute system of health 
infonnation man~gement and health statistics, bef()re any 
disbursement to finance computers; 

.. GOS will furnish evidence of the reorganization of the 
opemtional system of supply and distribution of essential drugs. 
before any disbursement to renovate and equip regional 
pharmaceutical supply centers; and 

" GOS will furnish a national plan for training. prior to any 
disbursement to finance overseas short-tellll o·aining. 

2. Covenant§. 

.oIjginal pe (OOS agrees to ... )nAssign one HP nurse to AID 
constructed. HPs in Kaffrine. and one sanitation agent in eight 
selected HPs; 
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/,,\!lislgn mnnuon coordmator to Kaolack Medical Region; 

• Assign a statistician to Kaolack M!~dical Region; 

• Maintain the position of USAID Health Program Coordinator at 
the national level; 

• Progressively finance personnel, support and maintcmmce costs 
of the Regional Training Center; 

• Allow each department (eM) to provide gasoline from their 
allotment to the health posts for supervision of village health 
needs by mobylette~ 

Assure that tlle rural communities provide for the periodic 
investment of the amortization of the health post motorbikes 
(mobylettes); 

o MOH will allow each HP committ(~e to finance maintenance and 
repair costs of the health post mobylettes; and 

o MOH will provide for maintenance and repair of BPs. 

o Amendment 1 (Ju}y,,31.j984j-.Assign one specialist in ORT and 
nutrition to each of Senegal's 10 rt!gions. 

o Amendment 3 (July 21, 198~-DContinue to maintain a senior 
level ministry official as coordinator of Project interventions 
(role: to be permanent interlocutor for USAID, ensure 
coordination between MOH, USAID, ruld Regional }V1edicaJ 
Offices, and be L TT A's counterpart); 

II Maintain remaining cOlmterpan budget (34 million CFA) and 
reprogram its use in conjunction with AID for the two years 
following amendment to Grant Agr,eement and to request 
additional counterpart funds for the extensi<.m period; and 

Appoint a full time Chief of Servicle at the Service de 
J' Alimentation et de la Nutrition Applique au Sencgid in the 
MOH by Oct. 31, 1989. 

IS 
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IV. FLl\1DINGS 

A. Second Phase, or RHOS II, 1984-1989 and Field Findings, April 1991 

1. Material improvement of health infrastructure 

a. Health posts 

(1) Structures 

Project objectives were achieved in that eight health posts and 
one maternity unit were constructed and equipped in Kaffrine Department. The team was 
unable to verify whether funds had been disbursed to renovate 11 health posts in Kaffrine. 
The Fatick Regional Medical Center was completed as planned. 

In April 1991 the team noted that health posts (as well as health centers) are highly 
variable, ranging from being structually sound and well kept up (especially the centers of 
Guinguineo and Fatick and the Health Posts of Fayil, Patar Lia, Prokhane, NDoffane and 
Wack N'Gouna). Others are in poor condition or neglected, notably the Center of Gossas 
(functional but dilapidated, with cracks in the walls that have gone unpainted for years), 
Kaffrine (which is in such a poor state that it is scarcely functional with its fissured walls, 
dysfunctional floors and defective plumbing system with water seeping through here and 
there) and Sokone (which is also in poor condition, with cracked walls in the medical office 
building, the laboratory and health care unit) . 

(2) Furnishings 

Most of the structures visited by the team had adequate furniture 
and either new or good furnishings, especially the Health Centers of Guinguineo and Fatick, 
and the Health Posts of Fayil, Prokhane, N'Doffane, and Wack N'Gouna. 

(3) Equipment 

Most of the health centers visited had complete technical 
equipment in good condition. A few had serious short-Gomings, such as dentist chairs which 
have been broken down for years or have not ever functioned (Gossas and Guinguineo) and 
lack of laboratory equipment. 1\10st health post nurses considered their equipment adequate 
with some notable exceptions: M'boss and Birkelane (the latter with an appalling maternity 
ward and delivery room). Most nurses complained they had an inadequate supply of drugs, 
needles and syringes. 
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b. Health huts 

(1) Structures 

The condition of hut structures also varied a great deal. Some 
huts are in very good condition, well maintained and clean, while others shov..' neglect, have 
not yet been rebuilt, or are not receiving the care required. 19 of the 24 VIsited had 
fun~l1oning buildings. Because the materials most often used have a limited life span, they 
must be replaced periodically. The most common construction materials are sand-baked bricks 
covered with straw and sometimes with zinc roofs. Others are made from cement bricks with 
roofs of tiles or zinc sheeting. 

(2) Furnishings 

The health hut furnishings most often consisted of one or two 
benches two meters long, a table and a cupboard of wood or metal. in some special cases, the 
equipment was equal to that of a health post, with wrought-iron chairs, one or two tables and 
several beds in the rural maternity. Outstandmgly well furnished were the huts in Keur 
J\.1aclieng and Pani Sader. 

(3) Equipment 

Though the major absence in the funct.ioning huts visited was 
medicines, the CHWs also expressed the need for new kits or implements, especially scissors 
and tweezers. 

Grids providing profiles of the health posts and huts visited are shown in Appendices 
6a and 6b. 

c. Kaolack Training Center 

The building, furnishings and equipment provided to the Kaolack Center 
were described in detail in the 1986 Evaluation, including the construction of dormitories 
which had not yet been officially acknowledged by the Government and have been since that 
time. As discussed in the Training section, IV.AA, additio.nal physical improvements 
including bathrooms have been made. The team noted that all of the audiovisual equipment 
was in place in a separate secured area which did not prevent, however, an accumulation of 
dust from disuse. 

d. Project office/Pricor equipment 

In searching for files in the ex-Project office in Kaolack, the team noted 
that the premises are becoming an eyesore with a proud USAID emblem displayed out in 
front. One of the rooms could not be opened, and will have to be pried open. Visible were an 
apparently operating personal ccmputer and copying machine which had belonged to the 
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PRICOR activity. These too are accumulating dust and in light of the selious equipment 
shortages in the Regional Medical Office, could be transferred to the PHC Supervisor's office, 
the center of data compilation. It is recommended that USAID take the necessary steps to 
transfer this equipment. It is also suggested th~t USAID sort out key historical files from the 
Project Office and officially close out the site. 

2. Community interest and participation in basic health care 

The findings below are organized according to a framework first presented in a 
study by Gray (1983). Where relevant, the evaluation team's current findings are compared 
with findings from previous project reviews. Characteristics of health huts visited are also 
summarized in table f01111a1 in Annex 6-2. 

a. Start-up of health huts 

(1) Community awareness campaign 

Implantation of the huts in two new departments (Fatick and 
Kaffrine) during Phase IT went faster than expected, as noted by the mid-tenn (1986) 
evaluation team. According to some people who were involved at the time, the Project's 
efforts to gain interest and support of the population were very successful. Both through 
specifically organized meetings and throug h word-of-mouth, almost everyone knew about the 
effort to extend health services to the village level through the health huts. Of particular 
assistance during this period was an extremely dynamic Senegalese trainer working out of the 
Kaolack Regional Training Center. Other people interviewed, particularly Regional technical 
staff, thought the community awareness campaigns had not been adequate in telms of time 
needed for populations to assume responsibility for their health needs. 

Some problems did arise during this phase, however. For example, the health huts 
were constructed so quickly that it was difficult to keep up with the required training of 
village health workers and health committee members. In addition, the Project focussed on 
infonning community "leaders," which may have had the unintended effect of allowing 
village leaders to use the health hut site selection and CHW selection processes for political 
ends. Finally, several observers have suggested that the Project may have focussed on 
building community awareness at the expense of educating and changing attitudes of the 
technical staff of the Health Ministry--the head nurse at the health post especially. The head 
nurse plays a key role in the promotion of village-level health outreach activities. In fact, 
several people felt that many problems which were encountered with health hut operations 
over the life of the Project were due more to misunderstandings about the Project on the part 
of GOS health personnel, rather than due to a lack of community motivation. 
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(2) Agreement by village leadership to ~rticipate in PHC program 
and nomination of members of population to be CHWs 

Many health personnel interviewed said problems arose in the 
selection of where to put huts, and that this decision was sometimes based on political 
motivations rather than health criteria. In addition, "political" selection of community health 
workers (CHWs) was often blamed for the dissolution of a health hut or for minimal interest 
in health hut activities and servic~~. When the village population did not choose the CHW, 
they then did not "own" the hut nor respect the CHW's role. At the other extreme, the 
complaint was sometimes aired that Project staff made decisions about health hut placement 
according to rational health planning criteria such as population size and distance from the 
next closest public facility, without taking into account "traditional" village hierarchies (e.g., a 
very small or isolated village might be the birthplace of a prince or other notable and have 
special traditional stature), again causing problems and leading to under-utilization of health 
hut services. 

The evaluation team (especially the Senegalese members) felt that more attention 
should be paid to "social analysis" when determining placement of health huts and selection 
of CH\Vs. This is a recommendation which was made after the first phase of the Project in 
1983, and which still holds true eight years later. Also, some technical staff expressed a 
preference for women CHWs, because they are more likely to stay in the community unlike 
men, who often leave in search of work, and who many thought from observation of women's 
clubs were better community organizers. 

(3) Initial training of CHWs 

The question of whether initial training of CHWs was adequate 
or not leads very quickly into a discussion of the "role" of the CHWs, and how the 
community and the CHWs themselves perceived and accepted the role which the Project 
intended the CHWs to play. Role acceptance was raised as a problem early during RHDS I 
(including the problem of "familiarity breeds contempt"), and this ambiguity persists at least 
in some measure to this day. 

In the course of our field work, some respondents saw the role of the first aid worker 
(secouriste) very clearly as a "drug store" where they ~ould purchase essential drugs 
conveniently and at low prices. Even the secouriste sometimes did not see his role as a care 
provider, since the population was sufficiently aware of the symptoms of common illnesses to 
be able to diagnose them themselves, and already knew what drugs to buy. For example, 
some CHWs said people often came to pick up medications for sick family members without 
the patient being present. 

In many other instances, the evaluation team found that frequently the secouriste's role 
has not been limited to operating the village pharmacy (whether as a drug seller or care 
giver), but that CHWs are actively engaged in preventive and promotive health activities 
which are appreciated by the community. 
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Some villages still prefer to bypass the secouriste for curative care, however, going 
directly to the health post level for what they perceive is higher quality care. On the one 
hand, the evaluation team felt this may show a gap in community awareness of the training of 
the CHW; yet on the other hand it may reflect rational decision-making of individuals who 
know their own preferences and are willing to pay the higher costs (i.e., transpolt, time, 
consultation fee) to obtain what they feel is better care. The team therefore recommends that 
health post nurses not try to "force" acceptance of the CHWs, but concentrate instead on 
influencing community perceptions through education and supportive gestures. For example, 
the nurses should make a concerted effort to a) make sure the CHW has the skills he or she is 
supposed to have (by assuring proper initial and refresher training) and that the population is 
aware of these skills; and b) make special efforts to demonstrate faith in the CHW's abilities 
and promote the CHW's position in the community by occasionally working alongside the 
CHW and by praising his or her performance in front of community members. This was seen 
to work with great success in the health huts supervised by the head nurse of Wack Ngouna 
Health Post 

For the most part, the team found very little problem with community acceptance of 
Project-trained traditional birth attendants. The TBAs were actively providing services in most 
of the areas surveyed, although quality of care was impossible to assess and thought in earlier 
surveys to be poor. In a few cases, however, the TBA' s services were not demanded by the 
population, in one instance tecause the TBA had delivered a still··bom baby, '"'r due to lack of 
confidence for other reasons such as youth or unacceptable tribe. 

(4) Construction of health huts 

While in some communities the physical structure of the health 
hut has symbolic and practical importance, it was not found to be essential to the delivery of 
village level primary care services. This finding is similar to those made in previous Project 
reVieWS. 

The team saw several examples where PRC activities were ongoing without a health 
hut structure. In fact, in one village PHC activities were actually harmed by excessive fQCUS 
on hut building maintenance. Having been convinced by Project staff that their building was 
sub-standard, the population used their cash balance from drug sales to repair the hut, then 
had no capital with which to purchase more drugs. This opinion was seconded by a Peace 
Corps Volunteer who worked two years in a village in Louga. He expressed reservations 
about the health hut structure, stating that while his village was very eager to have a health 
hut, he felt that preventive and promotive health activities should be implemented first, using 
village promoters, or animatrices, so that hut construction per se does not preempt community 
resources and attention. 

The team noted that huts are rarely being used for deliveries, since women still prefer 
to deliver at home. 
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(5) Provision of initial stock of drugs and medical supplies 

A problem dating from the Project's early years is that of 
expired drugs. Some huts received an initial stock of drugs which contained items near 
expiration. Project staff came to take away the expired drugs, but never replaced them. This 
decreased the capitalization of an unknown number of health huts. For some health huts, this 
unfulfilled commitment was a sore point, even after so many years. It is not feasible for the 
Project to do anything about this now, but it is a lesson learned. 

The evaluation team found several huts where the drug fund had decapitalized for a 
variety of reasons (excessive free care for friends, relatives and ranking villagers, 
misappropriated funds), and village collections had been made to replenish the drug stock. 
Experience with decapitalization and subsequent village-financed restarting of phannacy 
operations seemed to be a common and even accepted phase in the evolution of health huts: 
one of the most successful health huts (Keur Madieng), with a cash balance of over 470,000 
CFA, described failures over the initial four or five years during which the health hut had 
great difficulties in matching revenues and expenses. Health staff should be aware that it 
takes a lengthy leaming process to get systems going, and should find ways to spread the 
word to other communities about models that work best. 

b. Operations and management 

(1) Patronage of CHWs by village population 

Utilization of health huts for curative care seemed variable, with 
some CHWs noting high utilization (100-200 visits per n:onth during the rainy season), while 
others had hardly any utilization (12-13 visits per month in the rainy season). It was difficult 
to estimate utilization rates (i.e. cons!.lltations per person per year) given unreliable data on 
total popUlation coverage; however, in two huts this rate ranged from 0.75 consult/person/year 
(Sorome) to 1.04 (Kebe Koude). These rates are slightly above average for pharmaceutical 
cost recovery systems in general.} 

The team did find that the child survival interventions were being offered in more huts 
than expected. For example: 23 of 24 huts were sites for mobile vaccination sessions; 18 huts 
conducted malaria prophylaxis campaigns during rainy season; 20 huts were instructing 
women in the preparation of ORT and 12 huts did growth monitoring. 

The defmition of a "functional" hut was problematic. Many health staff had defined 
functioning in a limited sense, i.e. "huts providing reports" or "huts where the building has 
continued to exist or has been rebuilt." As such, the definition of "functional" may be highly 

} For example, a recent unpublished World Bank study on pharmaceutical cost recovery 
systems in Africa found that in half of the schemes obselved, utilization rates were less than 
0.60 visits per person per year. 
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influenced by the values and perhaps prejudices of health post nurses doing the evaluation.2 

The evaluation team reiterates that the one-dimensional term "functional" or "active" is not 
helpful for management decision making, and improved standard reporting fonns for the 
national HIS should avoid asking for this data element. Instead, a method of reporting on 
health resources available (e.g., active community workers, material and drugs on hand) and 
volume and/or frequency of specific PHC activities (preferably a very short list) should be 
adopted. 

Contrary to the hypothesis put forth by one Regional staff member, the team did not 
see any evidence that health huts located very close to health posts were less actively 
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involved in PHC activities (due to competition from the post) than health hut~ located further 
away. However, this might be a topic for further analysis during the planned health care 
financing study. 

(2) Availability of CH\Vs to serve population 

In 1983, a review of the health hut system in the Project area 
remarked that " ... no issue preoccupies the [Project] supervisory staff more than that of lack of 
community 'participation' in the form of payments to the VHWs." The 1983 report cited this 
problem as a major concern for sustainability of the rural PHC delivery system at the village 
level, noting that village staff becoming disillusioned with meager or nonexistent retums had 
reportedly caused the failure of a UNICEF village pharmacyffEA experiment in the early 
19805. 

The situation in 1991 is unchanged: lack of compensation is still a major complaint of 
first aid workers (compensation of TEAs did not seem to pose a problem, since people 
tradithnally give in-kind and cash compensation to TEAs). Populations seem reluctant to give 
the fIrst aid worker any extra benefIts that would make him "better off' than the rest of the 
community. One focus group of women also questioned why the village needed to reward the 
fIrst aid worker, when they do not have to "reward" the clerk in a private phrumacy. When 
the evaluation team asked health committee members if they had ever considered charging a 
mark-up on the price of drugs, to cover a payment to the CHW, most said they had not 
considered this option, and many did not seem to understand the concept. In the team's 
opinion, a mark-up system would be diffIcult for most village health committee members to 

manage. 

Consequently, the evaluation team was very puzzled. If lack of compensation is such a 
problem, why does the health hut system still seem viable? Why haven't all the first aid 
workers quit? When the team asked this question, some CHWs responded that they felt 
compelled to stay in the job, even without compensation, because they had been chosen, and 
it was a question of honor. This issue seems to warrant closer study by an interdisciplinary 
team, including an anthropologist or sociologist, to ascertain the reasons for communities' 

2 Gray also noted this tendency in 1983. 
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unwillingne,'\s to compensate the first aid worker, and to assess this factor's influence on the 
long-term sustainability of village-based delivery of PHC in Senegal. 

Even in the absence of such a study, the evaluation team suggests that new health huts 
consider using only a TEA, who would receive polyvalent training as a TEA and first aid 
worker. Three examples of this were seen among the 24 huts visited, and the arrangement 
seemed satisfactory for everyone concemed. Literacy training should also be promoted; 
funding is available through CR budgets for such training for village leaders. 

Finally, the team did note one interesting mechanism which a health post implemented 
to provide motivation to CHWs. The health post had received a supply of drugs from the 
COffimunaute Rurale. Given this "bonus" supply, the health post committee elected to use 
some of the "participation" receipts (i.e., health post user fee revenue) to provide cash 
paymcpts to community health workers at the health hut level. In other words, the health 
committee deviated from the recommended 60/20/20 distribution of th(':r budget (60 percent 
drug purchases; 20 percent CHW payments at post level; and 20 percent other), and spent less 
on drugs while increasing the "CHW payment" budget category to include health hut workers. 
This example shows creative problem-solving on the part of community members, but it may 
not be the most efficient solution to the problem of CHW motivatic'O (especially if it depletes 
drug supply at the post level). 

(3) Resupplv of dru2:s and related products 

The team observed that many huts get their supplies directly 
from the Regional Depot, since drugs were frequently ne. available in community and dishiet 
depots. About three-quarters of the huts visited had drugs on hand, while about 60 percent 
had a positive cash balance (the average being about 20,000 CFA, or $70).3 The field work 
was conducted during the dry season when utilization is low; more huts can be expected to be 
stocked-out during rainy season, given the unreliabl!! supply. 

There seems to be confusion among some post nurses and CHWs about the different 
sources of drug supply in the Project ama, i.e. the Regional Depot (started with AID money, 
serving only the health huts) and the Regional Pharmacy (started by the PNA and serving the 
health posts, centers and hospitals). For example, during the field work some hut workers said 
drugs were currently unavailable at the regional level, while others said they had just gotten 
drugs at the regional level. The Regional Phannacy Assistant, who also manages the Depot, 
stated that drugs were always available for the Regional Depot, although there were stockouts 
for the Regional Pharmacy. Physical inventory at the Regional Depot was valued at over 1 
million CFA at the time of the evaluation. 

Both the Depot and Pharmacy are located in the same building and are managed C'y 
the same staff, which may have confused village health committee members. The procedures 
to obtain drugs are also cumbersome: the Depot is open only two days per week, and people 

3 This excludes Keur Madieng, which had an unusually high cash balance of 471,000. 
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must make a tIll' to the Pharmacy, then to the bank (to deposit funds directly into the Depot's 
bank account), then back to the Pharmacy before being selVed. Phamlacy operations and 
problems with the dmg supply system are discussed in further detail in a later section of the 
report. 

(4) Physical maintenance of health huts 

A health hut structure existed in 19 of the 24 huts visited. 
Criteria used to evaluate the physical condition of huts seem to be arbitrary; for example, one 
nurse decried a hut as being in terrible shape although the team thought the hut was pelfectly 
adequate. Again, since the structure does 'not seem to be an essential ingredient to a 
sustainable PHC system at the village level, health post nurses should be instructed to be less 
preoccupied with the physical state of the hut, (except for il:s exemplary cleanliness), and to 
try to be responsive to felt needs of the population. Nurses should help identify where villa1:!e 
resources might be more productively spent, e.g., increasing the dmg fund capital or 
extending preventive health activities, and should raise these ideas to the health committees. 
The team suggests that the physical condition of health huts be noted as part of an annual 
inventory, rather than as a data element in a monthly routine reporting system. 

(5) Mana2:ement of hut income bv community representatives 

Health committees were in place in 19 of the 24 huts visited, 
although the overall quality of the committee's work was impossible to assess. 

The team found several examples of misappropriation of funds, both by committee 
members and by the CHW. Most frequently the CHW had slowly used up drug sales money 
for personal purposes (Le. mingling personal and hut finances, a problem noted in the 1980 
evaluation). The team also heard of several examples of embezzlement at the community 
depot level. On the other hand, committees (or the CHW in some cases) seem to manage the 
process of collecting money and distributing drugs for the chloroquinisation campaign without 
encountering problems of misappropriation of funds. 

This evidence seems to suggest that the problem of financial management at the 
village level is one of timing: where CHWs or comr.littee members hold onto money for long 
periods of time without having to account for the funds, there seems to be more risk of loss 
than in cases where funds are quickly transferred to another person or are used for a dmg 
purchase. Thus, problems of misuse of funds will be less frequent if a) health committees 
receive appropriate training and retraining (this was proven dramatically in Fatick, where 
health post receipts soared following training of village health committees in management 
practices); b) the drug supply system works (so that purchases can be made more frequently, 
leaving less cash on hand); and c) the supervision system works (so that the health committee 
has a reason for checking stock and cash balances regularly, i.e. to prepare for the health post 
nurse's visit). 
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Mother's committees sometimes seemed stronger than the n~gular health committee. 
One technical supervisor mentioned that when women were involved in village-based PHC 
activities, things worked better. In several villages, mother's committees had sometimes 
branched out into other activities, particularly revenue-generating activities such as 
community fields. In one health hut, the mothers' committee had collected money to send one 
member to a sewing course, so that she could return to the village and teach the rest of the 
group what she had learned. 

The spirit of "auto-gestion" and self-reliance seemed prevalent in many health huts. 
For example, one conunittee didn't worry about the drug fund decapitalizing (due to free care 
provided to about a third of cases seen), but went around and collected a contribution from 
everyone each time a drug supply purchase was needed. Another committee had been 
reformed three times, following poor management practices, yet the health post nurse was 
sure that "this time it will work." The current success in Keur Madieng after repeated failures 
suggests there is wisdom behind this optimism and that more trial-and-elTor time should be 
programmed into PHC designs. 

(6) Supervision by government health staff, and recording/rep0l1ing 
of service data 

These aspects of health hut operations are discussed more 
thoroughly in separate sections. In brief, while 16 of the 24 huts said they received 
supervision from govemment health staff, the evaluation team found variation in the 
regularity of the supervisory visits; no attempt was made to measure quality. The team could 
tell, though, where there was enthusiasm and encouragement. For the most part. the quality of 
health hut functioning was found to be directly related to the health post nurse's interest and 
regular guidance. 

Some huts were keeping records, but the quality of data was not always good since the 
nurses do not always look at CHW notebooks. during their supervision trips and rarely offer 
guidance. 

(7) Retrainin2: of CHWs 

In 10 of the 24 huts visiced, the CHWs had received some 
refresher training after their initial training. Since some CHWs were Oliginally u'ained in 
1978, and training is also one of the only fonns of motivation provided to the CHW, this 
record is sorely inadequate. The nurses' understanding of their responsibility for refresher 
training of CHWs varies. At some posts, the nurse carried on regular retraining for CHWs 
(e.g. Passy, once a year), whereas at other posts the nurse said he could not retrain CH\Vs 
because since the Project ended, per diem for refresher training were cut (Ndoffan). Fatick 
Region on the whole did a better job of explaining to nurses what their continued 
responsibilities would be in the post-Project era, regardless of per diem availability. 
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3. Achievement of child survival project objectives 

a. Introduction 

One of the objectives of the current evaluation was to determine the 
degree to which the Project has achieved its child survival indicators. The Sine-Saloum 
Family Health Survey was conducted in the rural areas of Sine-Saloum from November 1982-
January 1983 to provide health information on women and children for the purposes of 
evaluating Phase I and providing baseline data for later assessment of the RHOS II. Data 
were collected from 1,894 ever-married women between the ages of 15 and 44. who provided 
information on the 2,733 children born to them since 1977, in the following areas: 
socioeconomic and demographic characteristics; health status of young children; mortality and 
causes of death among young children; knowledge and use of Project services; use of 
maternal and child health services; fertility; breast-feeding practices; and knowledge. use and 
potential demand for family planning services. (See the Final Report of the Sine- Saloum 
PRmilv Ht""hh Servev 1 09 1 ~':'T" ? fU~l ~c:::-C'··;~::C':: ,,[ the' ·-neth"10k~·.' J.)sed.~/, TT"'~'of'-':;3.telv, a 
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similar study has not been conducted that provides comparable variables for analysis. 
Likewise, there are constraints imposed by the limitations of the Health Information system 
(HIS), i.e., incompleteness of reports (without estimates of the propOItion of missing reports) 
and lack of continual and comparable data. Therefore, several sources are used to evaluate 
progress made toward the Project's child survival objectives: the Demographic and Health 
Survey in Senegal-1986, the mid-term evaluation, multiple sUlveys and studies, program 
plans, and the Senegal Health and Population Sector Assessment, in addition to selected data 
from the Fatick and Kaolack Regional Health Statistic Reports. Furthennore, although 
conclusions to the entire Project area cannot be drawn from the field work completed by the 
evaluation team, it will supplement the above sources to provide the most up-to-date 
assessment of activities at the health posts and huts. A national Demographic and Health 
Survey is planned for 1992 and will hopefully collect comparable data so that the indicators 
can be further evaluated. 

Several aspects need to be considered when evaluating success in meeting the Project 
objectives related to health indicators. First, how have things changed over the course of the 
Project, and second, how have they changed in comparison with other regions? Therefore, 
comparable data from other regions will be provided where available. Furthermore, although 
reduction of child mortality is the ultimate objective, it is also necessary to examine the 
extent to which the preventive interventions were implemented. Although this is more easily 
obtainable than mortality estimates, it still presents some difficulties, again, because of 
deficiencies in the HIS and la~k of a comparable follow-up survey. Determining mortality 
reduction poses a particular problem, because, as stated above, there is a paucity of data with 
which to calculate cause-, age- and region-specific mortality. Finally, it is vhtuaUy impossible 
to determine if fewer work days were lost because illness was decreased, except through the 
interviews we conducted. in which we obtained health workers' and villagers' impressions. 

Another and perhaps even more important factor that influences the comparison of 
results between Fatick and Kaolack and the rest of the country is the fact that the RHDS 
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niCS was not an isolated program, but part of a national primary health care strategy. 
National programs exist or existed for at least part of the Project period to combat malaria, 
diarrheal diseases (including a USAID-funded national ORT program), malnutrition, and the 
vaccine-preventable infectious diseases. Some of these programs are cUlTently impaired, so 
that possible gains made during the stage when they were functioning more optimally may no 
longer be apparent. In addition. a number of programs funded by PVOs and other donors 
exist in other areas of Senegal. Therefore, it is very difficult to determine the effectiveness of 
the RHDS technical components alone in Fatick and Kaolack vis-a-vis other regions. 

Another important aspect that was [lot evaluated in the team's field work was the 
quality of care given at the post and hut level in relation to these technical components. This 
would require a greater lnv /":stment of time and personnel than was available at this time. It is, 
however, recommended that this aspect be considered in future evaluations of the functioning 
of the primary health care child survival technical components. 

In interpreting the findings from the field, it is important to note that, although in 
general, the same guidelines were followed for each health site visited, there were vatiations 
of f~mphasis at different sites, and therefore not every "data item" is available for every 
location. 

b. Malaria control 

The project purpose related to malruia was a 40 percent reduction in 
malaria mortality among children under 36 months and 80 percent coverage of children under 
36 months and pregnant women with prophylactic chloroquine during the rainy season. The 
latter corresponds to the official strategy of the GOS National Program of the Fight Against 
:t-.1alaria, with the exception of the latter recommending prophylaxis in children up to age 5.4 

This strategy is in contrast to that recommended by the WHO, which consists of single-dose 
chloroquine therapy to all patients with a fever. An initial objective of the Project was to 
compare the first strategy with two other strategies that involved treatment of fever episodes 
with either single-dose or multiple-dose therapy; the latter were dropped from the protocol in 
the test zones. 

The 1982 Sine-Saloum Study found that 89 percent of children had a fever during the 
preceding rainy season, of whom 79 percent were treated with antimalarial drugs. Seven 
percent of the children receiving antimalarials received them prophylactically. The adjusted 
rate of malaria mortality in children under 5 years was estimated to be 32/1,000, with the 

4 There is still some confusion about the intended age for the Project target population. 
The Project Paper states prophylactic chloroquinization up to age five, but reduction of 
mortality of children under 3. The 1984 evaluation team llSed the 5-year cutoff, and this is 
apparently what was used in the field. Therefore, five years will be used in this document as 
the intended target age. 
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greater risk being in the group over 1 year. Nine percent of the deaths to children under 5 
were caused by malaria. (Note: the overall infant mortality rate was found to be 72/1,000; the 
mortality rate for children under 5 was 207/1,000. Because the investigators felt this was an 
underestimation, the rates were adjusted to account for under-reporting.) 

The mid-term evaluation (1986) found that among mothers surveyed, 83 percent said 
they provide chloroquine to their children and 86 percent said they took it themselves, 
especially during pregnancy. However, the accuracy of these values is in question, since many 
mothers did not know the correct dosage or reported that they or their children had had 
malaria the previous rainy season. 

The Pricor supervision study of the Primary Health Care system (1989) in five 
Regions, including Fatick (F) and Kaolack (K), observed health workers' management of 
patients with mlli'-ria. Health workers, consisting of health post nurses and community health 
workers, in the Regions of Ziguinchor (Z), Tambacounda (T), and Louga (L) pelfOlmed 
~1i ~htlv better in threr nsnorts ()f f}1'H1;1 ~pfT1ent--history, evaluating fever. ::1 nd education--than 
lllelI coul1lerpans 111 l~alicK and l\..aulack, whereas the latter did better in COlTeCL treatment (45 
percent in F/K vs. 32 percent in Z/T/L). 

Unfortunately, there are no data available for the rates of malaria monality for Fatick 
and Kaolack since the 1982 study. The 1989 Health statistics RepOlt for Fatick estimated that 
about 10-15 percent of pregnant women and 20-25 percent of children 0-5 years were 
regularly followed by medical agents and CHWs for chloroquinization, but this is most 
probably a large underestimation, given that reporting is incomplete. 

Based on the evaluation team's field work, 79 percent of visited health huts reported 
that chloroquinization had taken place during the last rainy season, although some of the huts 
had inadequate stocks to cover the entire period. Even in villages where the huts were 
minimally functioning, this activity was often supported. CHWs, health committees, and 
villagers felt that cases of malaria and deaths due to malaria had decreased as a result of 
chloroquinization. One CHW (village of MBouky) reported that there had been no abOltions 
due to malaria since prophylaxis began and he even volunteered (without prompting) that he 
observed fewer days lost among villagers from working in the fields as' a result--2 days lost 
on average now vs. 10 before. He explained that both parents usually stay home if a child is 
sick, and if they do go to the fields, they are less productive because they won-y about the 
child. Nurses attending a district meeting in Fatick were asked their impressions about the 
Project and several remarked that malaria incidence has decreased with the increased use of 
prophylactic chloroquine. 

A not infrequent problem noted by several village CHWs and health committees was 
the availability of black market chloroquine, especially in those areas close to The Gambian 
border, across which cheap but often tainted chloroquine comes. CH\V s were concerned that 
the accessibility of chloroquine that is even cheaper than that sold by the hut entices many 
families to buy it, even though the dose may be wrong. It appears that greater awareness is 
needed to educate families about this problem. 
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In conclusion, although no conclusive data are available on mortality due to malaria, 
either for Fatick and Kaolack or for other Regions, it appears that, given the 1986 evaluation, 
and the current field work, the target objective of chloroquinization of young children and 
pregnant women has generally been achieved. 

c. Diar:-heal Disease Control (DDC) 

The Project Purpose related to the second technical component was a 40 
percent reduction of child mortality from dianheal diseases. The DOC program differs from 
the vaccination program (see below) in that/it calls for reduction in mortality from 
dehydration without calling for a reduction in incidence of diarrhea. A comprehensive 
program of oral rehydration therapy (ORT) was to be put in place in the two regions (as well 
as other regions of the Country--Amendment 1, 1984) with the specific objective of leading 75 
percent of nmil mothers to knowledge of how to properly prepare home-based oral 
rehydration solution consisting of salt, sugar, and water (SSS) and the promotion of sanitary 
measures to prevent occurrence of diarrhea through posters, brochures, and the media. In the 
initial Project Paper, four strategies are described for treatment of diarrhea at the health hut 
level, which were to be tested at the test sites~ the objective was that 50 percent of mothers 
taught to use the salt sugar solution (SSS) would be using it conectly in cases of dialThea. It 
does not appear that these different sU'ategies were tested, but that SSS was the only strategy 
used. Packages of oral rehydration salts (ORS) were intended to be disuibuted as far as the 
health post level and SSS was to be recommended at the health hut level, primarily due to 
economic constraints and lack of local production of ORS packets. A further objective of the 
Project was to perform a feasibility study for the production of oral rehydration salt (ORS) 
packets locally. This is discussed in the section on operational research. 

The National Program of the Fight Against Diarrheal Diseases, implemented in 1986, 
has a number of goals consistent with those of the project. The national program, which 
provided training and educational materials via US AID support, has not been fully operational 
since about 1987, due to the absence of a director of ttc Service of Food and Nuuition in 
Senegal (SAN AS). A director has only recently been appointed. In its Plan d' Action 
1990-1995, SANAS outlined its specific objec:tives and strategies. Currently, ORS sachets are 
distributed as f!IT as the health post level, which is GOS policy. PRITECH continues to 
provide importiint technical expertise and support in this area, and recently, UNICEF has 
made a commitment to more support in this area. In other words, there has been periodic 
national effort to reduce diarrheal diseases and mortality;' and the regions of Fatick and 
Kaolack were not operating in isolation of these national efforts during the course of the 
Project period. Furthermore, there have been several other PVO-funded projects around the 
country at the same time, such as in Tambacounda, Louga, the river basin area, and 
Casamance, making it difficult to do comparative analyses. Although dian-heal disease 
incidence was not an objective in the RHDS II; sanitation activities had been introduced in 
the first Project, and therefore the evaluation team examined the available data related to this. 
The results of several surveys related to results of DOC efforts in the two Project Regions are 
summarized in Annex 4-1. 

30 



In the current evaluation, the team found that 83 percent of health huts visited reported 
providing instruction in SSS for treatment of dian'hea. One outstanding example was a CHW 
who stated that he prepares the SSS with the mothers and observes the child while they 
administer it (MBouky). It was unusual to find anti-diarrheal medications in the huts; carbon 
was the most frequent one, when present. When queried about the recipe for SSS, the 
majority of CHWs and mothers were able to recite correctly the compunents. Several huts had 
signs demonstrating the preparation. Sanitation activities were reported by 67 percent of 
villages and many were found to have latrines. The best sanitation was found in villages 
where Peace Corps volunteers had worked. 

/ 

Units of Oral Rehydration (URO) were reported to be functioning at the majority of 
health posts in the two Regions, but only a small number had adequate equipment and a 
separate room. Only one was observed to be fully functional at the time of the visit. ORS 
packets were seen in a minority of posts; fewer posts in Kaolack had ORS than those in 
Fatick. There had been a stock-out for six months at the Regional Pharmacy in Kaolack 
because "no fuel was available to go to Dakar to pick up the packets." Fatick gets its ORS 
packets directly from Dakar, without going through the Kaolack Regional Phrumacy. At a 
meeting of the Fatick District health post supervisors, some nurses noted a reduction of 
diarrheal morbidity and mortality since the inception of the Project. They felt that this was 
because more people were using SSS at the village level and there was better sanitation. 
Finally, many nurses stated that they rarely used anti-diarrheal and antibiotics (although this 
does not conform to the fmdings described in Annex 4-1); the team did not carefully review 
registers to assess the accuracy of this, 

In summary, it is difficult to state with certainty if the target objective has been met. 
According to the 1986 evaluation, 55 percent of mothers used OR T in cases of dial1'hea, but 
lower rates of home use were found in other surveys. Nonetheless, there has been significant 
improvement in ORT use during the Project period compared with the almost nonexistent use 
in 1982. It appears that antibiotics and anti-diarrheal are being used with too much frequency 
at the level of the health post, particularly in F/K (the results of sUlveys do not cOlTespond 
with what health post nurses stated about their practices). F/K do not appear to be 
significantly different from the other regions on which data are available. 

d. Vaccination coverage--the expanded program of immunization (EPD 

The Project purpose was to reduce mOI1ality by 40 percent among children 
under 3 years due to measles and pertussis in areas where the Project had been fully in place 
for at least two years. The target indicator was that 80 percent of children under 10 months 
be fully vaccinated with the following vaccines: BCG, diphtheria-tetanus-pertussis, polio, 
measles and yellow fever. The GOS also committed itself to achieving this degree of 
coverage at the Bellagio Conference in 1984 and it has been a particular objective of the 
President. At that time, less than 20 percent of Senegalese children were vaccinated. 

In the early part of the RHDS II, two strategies for vaccination delivery had been 
planned, one using the health post as the fixed site with mobile teams from that level, the 
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other using the health center as the storage site, from which health post nurses would collect 
the vaccines on the days of vaccination. This dual strategy had not been implemented by the 
time of the 1986 mid-term evaluation, at which time routine EPI activities were taking place 
under the national program (see below). The original Project Paper set as the objective full 
immunization in 50 percent of children by the age of 18 months, in rural communities in 
which immunization reached the health post level. 

The nationwide EPI, under the direction of the Service des Grandes Endemies, and 
with financial, equipment, and technical support from UNICEF, has mounted a massive and 
successful effeAl since 1984 to improve vaccination coverage among Senegalese children. A 
second objective of the EPI is to maximize coverage of tetanus toxoid in pregnant women; 
this objective has been less successfully met. In the early years of the EPI, the focus was on 
periodic campaign strategies, which were successful temporarily. Since 1990, there has been 
increasing emphasis on continual vaccination and a deemphasis on the campaign approach, 
with greater efforts at decentralization. Seminars for regional and district supervisors were 
held in 1990 at the Kaolack Training Center to retrain them as trainers. The Guide for the 
Health Post Supervisors was distributed, providing detailed instructions related to vaccination 
techniques, cold chain maintenance, detelmination of target population and calculation of 
percentage indicate that recuperative efforts were effective, but there are inadequate data to 
fully assess the achievement of the objective of reducing malnutrition rates in both Project 
Regions. 

The Sine-Saloum Study in 1982 found that only 10 percent of children had received 
any dose of DPT/polio and only 3 percent had received the recommended three doses. BCG 
coverage was 12 percent and that for measles was about 32 percent. Likewise, mothers 
reported low use of tetanus toxoid during pregnancy--13 percent. Women living in a village 
with a health post or hut were over twice as likely to have received the vaccine than those 
living in a village without a health facility. 

The most recent national vaccination coverage survey was conducted in January 1991 
(see Annex 4-2) for detailed results). Table 1 compares vaccination coverage between Fatick, 
Kaolack, and all Regions combined. 

The tetanus toxoid coverage of women delivering in the previous year is shown in 
Table 2. 

.' 

Therefore, it is evident that the vaccination coverage in Fatick and Kaolack is similar 
to that of the country, except for the lower tetanus toxoid coverage among pregnant women in 
Kaolack. 

There has been a dramatic decrease in measles cases reported nationwide since 1980 
as the vaccination coverage rates increased (Appendix 4-2). These trend data are unfortunately 
not available by Region, but there is no reason to think that Fatick and Ka:>lack would be 
different. 
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TABLE 1 

Vaccination Coverage Between Fatick, Kaolack, and All Regions Combined 

Antigen Fatick Kaolack All 10 Regions 

<12 12-23 mos <12 12-23 mos <12 12-23 
mos 

, 
BCG 91 94 92 98 92 95 

DTP1 87 90 88 96 89 92 

DTP2 79 85 80 89 81 86 

DTP3 54 62 66 74 60 70 

Polio* 66 74 

Measles 63 73 58 81 59 75 

Yellow F. 63 73 58 81 59 75 

Complete 41 51 41 63 45 61 

* The rates of polio coverage in Fatick and Kaolack are the same for DTPl, 2, and 3, 
respectively. 

TABLE 2 

Tetanus Toxoid Coverage of Women Delivering in the Previous Year 

Fatick Kaolack All 10 Regions 

VAT1 59 45 59 

VAT2 45 32 45 
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The evaluation team discovered that vaccination activities were the most consistently 
offered of the four technical components of the Project; 96 percent of villages visited had 
regularly scheduled on-site vaccination activities. The frequency varied from one to three 
months, depending on the availability of gasoline to the health post nurse and/or need (i.e., 
the population size). Between 1985 and 1985, EPI activities in Kaolack and Fatick were 
jointly funded by USAID and UNICEF and therefore a synergism of donor activities 
occun·ed. Many health workers interviewed in these Regions noted that the village health hut 
and polarized village structure assisted them in their efforts to organize vaccination sessions 
in the villages and in making sure mothers came. Several CHWs showed us up-to-date 
vaccination registers and stated that they send for mothers who missed their 
children'svaccination the previous session. Money generated by charging for vaccination 
sessions in many villages was then used to finance other activities, most notably 
chloroquinization. The majority of health posts' had functioning refrigerators. Lack of fuel was 
reported to be the most pressing limiting factor to mobile vaccination efforts. Vehicles 
supplied by the Project had been withdrawn and UNICEF had provided vehicles to a large 
number of posts, in addition to fuel. Many health post supervisors stated that they would have 
been unable to carry out supervisory visits to the CHWs had it not been for combining 
supervision with vaccination visits. 

Interestingly, a report of a rapid evaluation made in 1989 by UNICEF states that rarely 
do supervision and EPI activities take place simultaneously, and that although a part of 
primary health care, it remains a vertical program. The results were not described by Region. 
It is possible, therefore, that F/K were more successful at integrating EPI activities than other 
Regions. Furthermore, two members of the evaluation team evaluated the PPNS program two 
years ago, and visited Louga and Tambacounda. They saw very little integration of EPI with 
PPNS and other child preventive health activities at that time. 

Interviewed health post nurses and CHWs consistently stated tllat the incidence of 
measles and pertussis cases and deaths' have declined markedly. This would be intuitively 
supported on the basis of the large increase in vaccination coverage. When the rare cases of 
measles did present to the health post, they were usually older children or nomads from other 
areas of the country. This decrease in disease incidence, they obselved, is the reason that 
mothers so willingly come to vaccination sessions (during one of our visits in a village, 
several mothers came with their children and vaccination cards thinking that the car meant the 
presence of the vaccination team). The health workers w~re concerned abom the lower 
success with vaccinating women against tetanus. They explained that many women keep their 
pregnancies hidden as long as possible so as not to "jinx" them, and therefore are unwilling to 
request vaccination, as this would reveal their pregnancy. Nonetheless, health workers 
remarked that they had seen fewer cases of neonatal tetanus. Therefore, although target 
objectives have not been successfully met in relation to vaccination coverage, there has 
nonetheless been significant improvement. 
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e. Nutrition monitoring and surveillance system 

The final technical component of the Project related to child survival is 
growth monitoring. The Project purpose was to decrease severe malnutrition «70 percent of 
ideal weight) by 40 percent, through a childhood nutrition monitoring and surveillance system 
operating at the level of the village health hut By the end of the Project period, at least 75 
percent of newborns were to be monitored for growth. By the time of the mid-term 
evaluation, monitoring had not yet been put in place by the Project, although some monitoring 
was being done through the PPNS/Catholic Relief Services Food and Nutrition Program. 
Unfortunately, CRS ended its involvemeIJt in the program in December 1988 and with their 
exit ended the provision of Title II food inputs. Since that time, the PPNS has been seriously 
hampered. The National Nutrition Program Plan of Action was prepared in 1990 and sets 
forth specific nutrition objectives. It had not received final approval from the new Director of 
SANAS by the time this report was prepared. 

At the end of 1987, SANAS initiated a pilot program of growth monitoring and 
nutrition education in the rural community of Gniby, Kaffrine Department, Kaolack. This was 
to determine the feasibility of using a village-based approach to growth monitoring within the 
context of the primary health care program. This site was chosen to benefit from the presence 
of the village health hut structure already in place through the RHDS II. The target groups are 
children to age three, and pregnant and lactating women. 

An evaluation by Dr. Coly compared a sample of mothers in Gniby with a sample of 
mothers in a neighboring village and found that Gniby mothers had attended nutrition 
education sessions in greater numbers and with greater frequency, and better recognized the 
signs of malnutrition. A later evaluation of the program (Diene 1989) found that two of the 
seven initial huts were no longer functioning, due to the departure of the CHWs. Surveillance 
activities were "more or less" continuing. Some mothers stopped coming after being 
disappointed about not receiving food. There was also a problem in financing purchase of a 
nutritional supplement (milk-sugar-oil mix). Vaccination and weighing activities had not been 
totally integrated because the health post nurse judged it impossible; furthermore, supervision 
of the village workers had been weak. The CHW s demonstrated good skills in weighing 
techniques, education of mothers, and administration of OR T. The information system was 
noted to be too complicated to be followed properly. 

The Sine-Saloum Study of 1982 found the fol~owing rates of malnuu·ition among 
surveyed children: 

Degree of Malnutrition Rate (percent) 

Acute (weight-for-height <80 percent of median) 4.4 
Severe acute (weight-for-height <70 percent of median) 0.5 
Chronic (height-for-age <90 percent of median) 26.1 
Moderate (weight-for-age <75 percent of median) 22.7 
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Based on data from the PPNS/CRS growth monitoring program, rates of malnutrition 
«80 percent of median, Harvard standard) were 25 percent in Fatick and 32 perccnt in 
Kaolack in the first half of 1988. (Note: the target indicator does not match thc cut-off for 
defining malnutrition from the data available.) The Annual Report of Nutritional Surveillance 
for the Gniby Health Post and satellite health huts for the period June to December 1989 
showed that 2,828 children were measurf!d, of which 9.3 percent had weight-for-age between 
60 percent and 80 percent of standard, and 3.8 percent were <60 percent weight-for-age. 
Seventy-one percent of the moderately malnourished children and 68 percent of the severely 
malnourished children had recuperated to the next better weight category through the 
program's efforts. It was noted that three ot the seven CHWs were absent during this period. 
Among the children monitored in Gniby, the rate of moderate malnutrition was over 40 
percent less than the rate found in the Sine-Saloum Study. 

Given this background, the evaluation team was surprised to discover that 50 percent 
of huts visited were conducting regular growth monitoring with the assistance of supelvising 
health post nurses. They usually conducted them in conjunction with immunization sessions; 
several collected money for these activities, which were then used to buy chloroquine. 
Monitoring was done throughout the year, and the money saved up for the rainy season when 
the chloroquine was needed (and people's funds were lowest). One village mothers' 
committee loaned money from this fund to those in need during the rainy season, to be paid 
back after the harvest. The CHWs who conducted the growth monitOling were very much 
interested in continuing. Several kert excellent records and provided reports to the supervising 
nurse. They also knew the appropriate management for malnutrition and one particularly 
resourceful CHW convinced the primary school to donate the milk and oil, while he bought 
the sugar, for the supplemental milk formula (once again, MBouky). Literacy was an 
important element to carrying out this activity successfully. The villages with growth 
monitoring were also more likely to have received extra support from Peace Corps volunteers 
or Catholic sisters. Furthermore, the villages visited in Kaffrine District benefited from their 
proximity to the Gniby project. The villages performing growth monitoring demonstrated 
good integration of primary health care services at the village level. In summary, the Project 
objective related to growth monitoring coverage has not been achieved. Data from Gniby 
indicate that recuperative efforts were effective, but there are inadequate data to fully assess 
the achieveme.nt of the objective of reducing malnutrition rates in both Project Regions 

f. Summary and discussiOlJ. 

The evaluation team found that the technical components were in place 
to the following degree: malaria control (chloroquinization) - 79 percent; diarrheal disease 
control - 83 percent; vaccination coverage - 96 percent; and growth monitoring - 50 percent. 
Although the health huts the team visited were selected on the basis of approximately 50 
percent "functioning" and 50 percent "not functioning", it was apparent that different health 
post supervisors had different criteria to define functional status. In fact, a large proportion of 
huts were performing these activities. Of course, it is not known to what extent the visited 
huts represent the remaining non- visited huts, since the sample was not collected randomly. 
It is also possible that post nurses selecieci the best examples to show the team. However, it is 
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thought that this was not the case, as many nurses gave valid reasons for their deterr.· ltion 
of "non- functional", such as no existing hut structure. It did not seem that they were trying to 
"stack the deck." Although CHWs and health committees may have reported certain activities, 
it was impossible to determine, for example, the true extent and accuracy with which 555 was 
appropriately used. It was easier to confirm other activities, as the health post nurses and 
many CHWs kept records of immunizations, and CHWs usually kept records related to 
chloroquine distribution and purchases, and growth monitoring. 

Given these conditions, the surveyed health huts achieved the Project objective of 80 
percent chloroquinization. The vaccinatiop coverage rate fell short of 80 percent complete 
vaccination, but there has been significant progress since 1982. The RHDS II appears to have 
successfully accomplished putting in place an effective team approach to vaccination delivery 
at the village level. Many of the EPI inputs sustained certain RHDS II activities in Fatick and 
Kaolack, particularly supervision, after 1989 when US AID inputs had ended. The incidence of 
diarrhea may have decreased since 1982; rates found in 1989 were lower than those in the 
baseline study. Fatick also reported fewer cases of dian-hea from 1988 to 1989, although the 
uncertain accuracy of the reporting system requires cautious interpretation of this finding. 
ORT use in treating dian-hea, although not achieving target goals, has improved appreciably 
over the Project period. A large number of mothers continue to believe that ORT stops 
diarrhea and should be an important focus for educational efforts. 

Although Project growth monitoring targets were not achieved, it was present in 50 
percent of villages visited. The major factors that appeared to contribute to this activity were: 
a very motivated health post supervisor, CHW, and/or mothers' committee; the assistance of 
outside agencies, such as Peace Corps or Catholic sisters; the presence of a scale 
(naturally--these were supplied from a variety of sources, such as PVOs, or the health post if 
there was an extra scale); literacy (some villages doing weighing had receivcd arm bands for 
arm circumference measurements, but they were not being used); and tying the weighing 
sessions with vaccination sessions and generating money for chloroquinzation (women did not 
object to paying, as they were getting their "mone:y's worth"). 

It is difficult to assess quantitatively the effects of the technical componellts on 
mortality, for the reasons described in preceding sections. However, there was overwhelming 
consensus among health workers that certain illnesses and deaths due to them had decreased: 
measles, pertussis, neonatal tetanus, and malaria, as well as fewer abortions due to 
intrapartum infections. .' 

Mortality reduction would be very difficult to demonstrate, given the lack of any 
epidemiologically-designed follow-up studies. In retrospect, it would have been advisable to 
have designated sentinel reporting sites to concentrate efforts for prospective data collection 
and analysis, or to have conducted a follow-up study similar to that done in the 1982 
Sine-Saloum Survey. Furthermore, it may be unreasonable to expect dramatic changes in 
such a short period of time, i.e., the target indicators may have been set impossibly high. 
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Rather than focussing exclusively on the attainmem of numerical indicators, it is also 
important to evaluate the achievement of certain process indicators. For example, the overall 
objective of the primary health care program is to bring integrated, cost-effective, and 
continuous primary preventive and curative activities (although not specifically addressed here 
another large service provided by CHWs is wound care) to the population. The system mllst 
be put in place fIrst and this has been achieved. Many huts continue to function at acceptable 
levels. One notable systemic problem identified by the team was that the intensity with which 
the EPI was implemented overshadowed some of the other efforts that were to be taking place 
simultaneously (e.g. ORT). For several years, it appears that UNICEF viewed its EPI as a 
vertical program with little thought to seeing it integrated into other primary health care 
activities. It is a credit to the Regions of Fatick and Kaolack that they were able to carry out 
integration to the extent that they did. Fortunately, it appears that this vertical orientation may 
be changing. Another obstacle during the Project period was the national health workers strike 
In 1988, when health activities virtually came to a standstill. 

Although not specifically charged with evaluating family planning services, the 
evaluation team inquired about these activities at health posts/rural mat~rni(ies, and asked post 
level health providers about demand and their interest in more education. Several nurses who 
were asked about needs in family planning responded that they would like more education 
about family planning and felt that they should offer this service, although some were 
fearful about possible problems with husbands who did not approve. They stated that many 
women ask about family planning, and that the majority of women using contraception do so 
to space their children about two years apart. The most common method chosen is this velY 
limited sample was the birth control pill. Only a small number of posts, however, v'ere 
supplying family planning services. The team was impressed by the extent of interest in 
family planning methods both among the population as well as by the nurses and midwives. It 
appears that the structure exists to now bring this service widely to the post level in the lUral 
areas of F/K. 

4. Training 

a. Backlrround of fIrst phase 

During the 1978-1983 RHDS I phase, intensive training of CHWs and 
committee members occurred with very good results as measured in the 1982 Evaluation. For 
details, see Annex 5-3. .' 

b. Objectives of second phase. 1984-1989 

The Project envisaged for the second phase, 1984-1989, an ambitious, 
multi-dimensional training component "reaching thousands of people from the village to the 
national level": health personnel and technical agents; members of community organizations 
for the management and support of the PHC system, government administrative employees, 
and staff of health and health-related training institutions. A central objective was to gain 
understanding and SUppOlt for primary health care and public health at all levels of the Health 
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Ministry. More specifically, the training component was intended to enhance the training and 
supervision of project personnel in community organization, (social development and 
motivation to help villagers organize to choose hut sites, build the huts, choose the personnel 
and health committee members), preventive health care, management information systcms and 
analysis, pedagogy, vehiclc maintenance and health education. The Project foresaw 
decentralized training and supervision, hoped to introduce, test and support new preventive 
medicine components in Project personnel training to strengthen local community stluctures 
responsible for the management and support of the PHC system, and improve the PHC 
training capacity of Senegalese institutions that train health and health-related personnel. 

c. Achievements in second pha~e. including: the extension period. or 19R4 
to the present 

The two periods are treated together because they overlap. However, the 
training is broken out by year of departure for lung-term training and by annual segments for 
the shon-term training. These are shown in Annex 5-1 Short and Long-Term Trainees. 

(1) Creation of the Yaolack Traininrr Center 

Project planners early felt the need for a training locale but had 
aspirations beyond the Project needs. Looking to a broader horizon, the early planners 
conceived a training center that would not only answer national needs but also possibly those 
of neighboring countries. Thus, the Kaolack Training Center was born, (inaugurated in 
January 1985) intending to meet Project-related training activities for orientation, u'aining of 
trainers (TOT), technical interventions, strengthening of community stmctures, as well as for 
upgrading skills of health p::!rsonnel, collaboration with health training institutions, center for 
applied research, site for national and international PHC seminars, and training site for the 
National Center for Health Developrrient. The physical facility and its equipment and 
furni('hin!!<' ::lye ,-l<>(,f'rjbf'rl ir; jetail in the EWh E"~~ 1""·;011. At that 'jrr;r> 'l;~ C\;:;tcr had onI\' 2." 

~ . 
Administrative Director and a Director of Studies, and the evaluators in 1986 noted that this 
lack of adequate personne: and posts long vacant severely threatened the Center's 
peIionnance and capability. The eVcluation (lJso noted that five persons were being paid by 
the Project and that the Center still lacked legal statutes. It was suggested that the legal 
question be resolved as quickly as possible and that the Center become self-financing and 
autonomous. 

(2) Cabinet Tall study 

In response to this recommendation, the Project managers 
arranged to have a study carried out by the Cabinet Mamadou Tall in January 1989. The 
study was to detennine the amount of income the Center would need to generate each year 
and to recommend a financial management system. \Vhen the study was prepared, the Center 
employed 11 persons: three professionals (a Director, two trainers, one for the library and one 
for the audiovisual laboratory), three support staff (secretary, accountant, documentation 
assistant) and five other staff (driver, two guards, two cleaners/helpers). By January 1989, the 
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Director had been in his position for nearly two years. TIle trainers (Messrs. Toure and Ndao) 
had five weeks of training in the US and other specialized training in audiovisuals. 

A description of the financial analysis made by T:HI is included as Annex 5-2, 
Training Center Study 1991. The study notes that power is highly centralized which inhibits 
timely management decisions. and that there are neither written procedures nor good financial 
record-keeping systems in place. The study recommended a prefened option for future 
optimal marketing of the training center site: that of improving at a total cost of 9.8 million 
CFA the classroom furniture and equipment, air conditioners and the food service 
(specifically not to add bathrooms to sleeping quarters which would make the Center more 
like a hotel); that these improvements shou1ri occur after more basic needs for training areas 
and support of food services were met. 

(3) Team observations, 1991 

In our visit to the Center in April 1991, the Director laId the 
Evaluation team that he invested 4 million CFA to add bathrooms in the dOimitory, which he 
somehow was able to get out of the blocked account at the USB. Thus, the Tall 
recommendations did not guide the selection of options. No further action has been taken on 
the Tall recommendations for steps toward resolving the legal problems, and the situation 
refl1ains the same in 1991 as it was in 1989. During the team visit to the Center, only a 
secretary and guardian were present though there were guests using the bedrooms and 
recreation area. Maintenance of the library and the toilets in the guest rooms was inad~uate 
and signs of a housekeeper not visible. The audiovisual equipment listed above was in place 
but accumulating dust despite being locked away in a special room· 

(4) Center trainin e: records 

From the 1986 evaluation, it had been noted that the Training 
Center functioned 30 percent of work days between the beginning of 1985 and up to April 
1986. The team attempted to look at the records but these were incomplete, often with no 
indication of the numbers trained, but the following data on number of training days shows 
the pattern of utilization: 1985 was the first and most active year for the Center-generated 
training, with a subsequent progressive decline in the following years up to non-utilization in 
1990 and to APIil 1991, via: 

Year 

1984-85 
1986 
1987 
1988 
1989 
1990 

Number of Days of Training 

108 
86 
63 
51 
20 
o 
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The detailed activity which occurred in the Center between 1984 and 1989 is in Annex 5-4, 
Kaolack Training Records. 

No Center-initiated activities have taken place since USAID stopped paying per diem 
in March 1989 despite the allotments made to the Regions and the 10 million CFA budget 
provided by the government to keep the Center "functioning" (this amount does not cover the 
salaries of the two professionals presently at the Center: Mr. Ousmane Fall, the Director, and 
h1r. Mamadou Wade, the Director of Studies). The National Investment Budget shows eight 
additional staff members currently being paid for duties at the Center. 

The Center is not autonomous, but it functions in limbo, unconnected to Regional 
priorities. The Center staff deplore the lack of training requests and support for such training 
that might come from Regional funds. The team verified that the Chief Medical Officer in 
Kaolack, for example not only is failing to make use of the Center but has no sense of what 
the training facility is doing or should be doing. Instead of achieving decentralization as 
.mended, the Center is in fact centralized, co-directed by the Projr-ct Unit OfficI,.. in Dakar ,u 
still officially attached to the DRPF which no longer exists. 

(5) Trainin2: in the region 

During the second phase, 1984-1989, there were 3792 village 
healL.~ committee members in the extension zones of Kaffrine and Fatick Departments in 105 
sessiorl:;; 396 1ii.c1ii.bers of 33 management c()mmittee,j and 33 pharmacy depot managers from 
the same two Deprutments. The 1986 Evaluation provides detailed lists of trainees in the 
Project area up to that time. The survey made in 1986 looked at training effectiveness anJ 
found that 93 percent of the CHWs in the test zone knew the essentials of oral rehydration 
and 79 percent of them knew the basics of malaria prevention. 43 percent of the test zone 
healthworkers had received refresher training compared with 82 percent trained in the 
T:'v.~.- ~;OI' '''one ,- C v., CC_! I', " 'l,.. J 1;..,.~ r,' n'''p A ." ,<- 1, 'twe'''I' 11 0 8." 1 "86 A [1'" -'J'OI- ,- .,. '1 <J • 'a..- ..... .1.. .&.1o..ui1.1.L J....., U-i.l~ .... u.L.t. .......... "- J\.,.. Uiw ... &_d~ u...... v 1 ';J....., j. ..~ - -~ .1.4 E:: 

noted in the 1986 Evaluation was that Comites d'Extension Rurale (CER) members with the 
exception of personnel at Ministry levels had been excluded from training. From the Center 
data, listed below, it may be noted that subsequent training in the Region did not include 
CER members. 

The team concluded that while the initial training program prepared the health hut 
staff quite well, it was not sustained with respect to new staff nor for the continuing needs for 
refresher training both at the hut and post level. There' was some built-in continuity in that 
health post nurses continued to train new staff or through supervision, provide on-site training 
for hut staff. The majority of HPNs queried by the team continued to provide such n-aining. 
However, overall the Project failed to build in or carry out sufficient training in financial 
management, community organization effort, or provide the follow-up needed to initial efforts 
to ensure continuity. Those huts that had exceptional community cuhesion or resourceful 
CH\Vs survived and prospered, but the base was not sufficiently established for sustainable 
community health management. 
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(6) Lon!! tenn training 

Up to April 1991, three of the 13 Senegalese selected for long 
tenn training in the United States were still there working on advanced degrees though not 
paid for by the Project. Two who received long--tenn training are working in the Project area. 
One is the Health Education Adviser in Fatick and other is the Regional Pharmacist in 
Kaolack. 

Of the five physicians selected for long-term training, one is still in the United States, 
one returned to the Army, one is Chief Medical Officer in Louga, and two are serving in the 
MOHSA--one as Technical Adviser of MCH/FP, and one as Director of Primary Health Care. 

Four technical supervisors were trained: one is still in the United States working on a 
Ph.D, one is working as a private consultant, and the other two are in the MOHSA, one in the 
Training Section of the Cabinet and the other in the Health Education Section. Two social 
assistants were trained; one has continued training in the Medical Management Training 
Center in Dakar, CESAC and the other is working as Health Education Supervisor in Fatick 
Region. Fields of study included health systems management, epidemiology, communications 
and health education, public administration and health policy and managernent, and nutrition. 
Annex 5-1 lists 10ng-tenl1 trainees, present position, the type and period of study, and the 
training institution. 

The 1986 evaluation noted that the training in fact was disruptive to project 
implementation and came late in the RHOS ef:ort. The Kaolack Center e.g., lost a very 
dynamic trainer in 1986, and never regained its momentum. The Regions and Departments 
also were deprived of staff who had been sent abroad when Project life was in need of the 
continuity such presence could have given in the absence of sustained support from the 
executing institutions and when balance in l1ealth service delivery was needed (frequent 
exclusive emphasis to the vaccination efforts). It must be noted that the delays that occurred 
in getting the training contract implemented \vith HIID, seriously affected project 
implementation, since the first major rraining activities were not even started until 1986, too 
far along in the Project which was to tenninate in 1989. While other areas, central and other 
Regions, have shared in the rraining benefits, effects have on the other hand, been diminished 
in the Project area itself. 

(7) Short-term training 

Between 1984 and 1990, about one hundred short term technical 
training programs were provided to Senegalese doctors, nurses, midwives, administrative 
cadres, social assistants and some agents from other Ministries such as Social Development 
(the Minisrry in charge of the mral promoter program--animattices rurales). Most of the 
courses were in United States universities--Columbia, Chapel Hill, Pittsburgh, Harvard, 
Boston, Atlanta--and John Snow International. Others were in CESAO, Burkina Faso and in 
France. Of the Senegalese trained, the Director of PHC has calculated that only 19 of the 
short-tenn rrainees cun'ently work in the Project zone of Fatick and Kaolack. Others have 
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been transferred to other Regions, where it can be assumed that similar public heahh 
orientation to that obseIVed among inteIViewees during the field work will be evident. 
However, impact in the Project Region has been reduced by this dilution. 28 of the trainees 
are working in Dakar, 11 of whom are in the MOHSA. and six of whom are in the Cabinet 
(six out of nine Cabinet advisers). Only three of the physicians who had short-term training 
are currently working in the Project zones, one as Chief Regional Medical Officer of Fatick, a 
second as Department Medical Officer of Cuinguineo in Fatick, and the third Chief Medical 
Officer in Kaolack Department. 

Between 1984 and 1988. an average of 20 health staff were trained annually. and in 
the two subsequent years. less than 10 each year. Most of the training was in primary health 
care management. family planning, planning and management of PHC programs in nutrition. 
community mobilization, group dynamics, pedagogy, supervision and motivation, education 
and social mobilization, statistics and computer training. (See Annex 5-1 , Short-Term 
Training, for list of short-term trainees with indications of present positions as available and 
fields of study.) 

(8) Conclusions 

Returns to the Project on the short-ten11 training are also 
minimal. Future efforts should follow a health human resources plan which will layout a 
calendar of personnel needs, training gaps, areas of specialty and a timetable for calTying out 
the training. HIID assistance in backstopping past training programs was considered 
exemplary by those who managed the programs as well as by those .. who took part in the 
training itself. 

(9) ISED 

Though begun in December 1988, the public health training 
being carried out in the Institut de Sante et Development (IS ED) is discussed under the 
Extension Phase, Strengthening of Public Health Training Institutions. The team merely notes 
here that this in-country plan for preparing public health cadres answers many of the 
problems described above. 

(10) Field inteIViews 

The objectives of the overseas training were to insert public 
health orientation into the Ministry of Health, and with noticeable failures (the Chief Medical 
Officer in the Kaolack Region unfortunately has not yet had public health training and its 
absence is sorely noticeable), Kaolack's Regional Plan includes training for him in the ISED 
course described elsewhere, the stamp of public health orientation was detectable to the 
team--specifically in planning language, ability to discern target popUlations and programs, 
current progress (often shorn through graphs depicting coverage with the different 
int~IVentions), For two of the evaluation team members who had visited other Regions of 
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Senegal two years earlier, the enhanced awareness of the need for health planning and the 
priority of preventive health was very striking. 

The perception of actors at all levels was that training was a key component with 
innate continuity: it was thought that CHWs, even should they leave their posts, would 
henceforth know how to care for family and neighbors. Others thought that many 
healthworkers had learned to manage resources and plan. 

The revitalization of the Training Center must be priority for the Government. \Vhile it 
is hoped that the Regions directly and through Department-level requests will apply resources 
to Center training programs, the current staff can also initiate ideas for future training 
sessions. 

(N.B.: a plan for "redynamisation', of the Training Center was delivered at the time of 
the debriefing by the Center Director, April 29, 1991.) 

5. Supervision and its sustainabilitv 

The Project included several specific indicators related to supervision. Two 
were meant to evaluate fulfillment of the Project purpose: 

• "40 percent of the Rural Communities have decided to allocate a portion 
of the rural community budget (8 percent at least on a one time basis) 
to support the supervision costs of the health post nurse, i.e., the 
purchase of a mobylette;" and 

• "40 percent of the Health Post Committees contribute funds (from user 
fee revenue) to defray the cost of supervision." 

The third indicator (below) was to examine whether the Project had successfully 
achieved "institutionalization of a system of supervision extended to the village and 
appropriate to the village and to the financial and human resources of the MOHSA." 

• "Health post nurses conduct village based supervision (i.e., visit each 
health hut) nine out of 12 months." 

Although the evaluation team was to assess achievement of these indicators "up to 
7/89" or "between April 86 and June 89," it proved impossible to reconsu'uct what activities 
were prevalent in 1989, so the discussion which follows focuses on the current situation only 
(as of April 1991). 

a. Supervision of health huts by health post nurses 

Current activities show that institutionalization of a sustainable 
supervision system down to the village level has not been achieved. Regional staff and reports 
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regularly complain about the inadequacy of the fuel budget for supervision (or problems in 
how the budget is allocated), as well as the lack of vehicles, mobylenes, and funds for repairs 
of these items. These resource constraints prevent on-site supervision at all levels, including 
region to department/district and district to post, as well as post to he:=tlth hut. At the same 
time, health post nurses are still undertaking supervisory visits in some areas with whatever 
resources are available. For example, in nine posts out of the 12 visited, nurses reponed that 
they conducted on-site supervision of health huts on a regular basis (Passy, Niakar, Patar Lia, 
Ndiago, Birkelane, Prokhane, Fayil, Wack Ngouna, Missirah). Not every hut is visited during 
every supervision trip, however. In many cases, these supervisory visits were made possible 
only through collab')ration with the PEV program, which provided vehicles or mobylettes and 
fuel. When these resources are withdrawn, the supervision system may be seriously 
endangered. Several nurses used revenue from vaccination fees or prenatal care fees to pay 
for fuel or to rent a horse and cart to make trips to villages. They then combined supervision 
activities with mobile vaccination sessions and MCH activities. 

The system of regional and department or district-level coordination meetings seems to 

function well in the Fatick Region (though it is uneven in the Kaolack Region), and provides 
an important chance for voicing of concerns, sharing of information, and coordination of 
activities. These regular meetings can provide a more efficient and sustainable supervision 
system up to a point, but they cannot match the benefits of supervision achieved through 
on-site observation and one-on-one discussion. Some health post nurses aITange such off-site 
meetings with CHWs, often on market day. \Vhile helpful, one nurse remarked that these 
meetings do not provide the boost to the CHW's image within his/her community that an 
on-site visit by the health post nurse can sometimes have. 

Supervision was seen by most health post nurses as a key ingredient to successful 
operation of the health hut system. Problems with financing the reCUlTent costs of supervision 
were considered very important. In the time permitted, the evaluation team could not evaluate 
the quality of supervision, or the extent to which supervision patterns were changed following 
dissemination of the results of a supervision study co-financed by USAID and PRICOR 
(Phase J reI'ort, ! (89). The DireCtlh v1' Studies at til:' r-:(lolack Trainin!: ( cli\t:r ha<: ('onnucted 
additional operations research on how to train supervisors (Wade 1990) and has developed a 
training module and case study for training of supervisors, although neither has been used 
extensively. 

b. Financial contributions of mral communities and the HP Health 
Committee 

(1) Rural communities: overview of role and bud£et process 

To evaluate the Project's success in this area, it is first imponant 
to understand the respective roles of the Rural Communities and Health Committees in the 
Senegalese health system. Many documents exist which provide detailed information on this 
topic (see for example Dumoulin & Lagace 1990; Region Medicale de Fatick 1989; Project 
Paper Annex B, Economic and Financial Analysis 1984; Gray 1983). 
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The "communaute rurale" (CR) in Senegal is a local government organization, below 
the district level, created by law in 1972 as part of the government decentralization process. 
These collectivities regroup villages in rural areas, and are the counterpal1 to "communes" 
which regroup urban residents by neighborhoods. The CR, led by a popularly elected 
president and rural council, has the right to impose taxes and is responsible for carrying out 
public works with these tax revenues. Currently, village chiefs collect a head tax of 1,000 
CFA per adult over age 15, and are rewarded with a percentage of receipts (which may vary 
according to the chief's success in collecting the tax). While the head tax often accounts for 
over 80 percent of total CR revenue, other revenues are obtained through fees, fines or taxes 
on economic activities such as local markets and industries. 

Incentive payments and various other costs related to tax collection usually amount to 
10-18 percent of total revenue and are considered as the operating budget ("budget ordinaire") 
of the CR.5 All other expenditures are considered investment costs ("budget exo·aordinaire"). 
Very infrequently, certain public building maintenance costs are also considered in the 
operating budget, and historically some CRs have included periodic drug supply purchases for 
health posts as an operating cost (although in Kaolack, this expense is now considered an 
investment cost in most eRs). But for the most part, the CRs are supposed to be in the 
business of investing in c( ,nmunity development, rather than financing ongoing public service 
activities. The text of the laws covering the CR budget allocation process are promulgated by 
the Inte110r Ministry. 

In the past, the laws governing how the CRs can or should spend tax revenues have 
been interpreted in multiple ways by different interest groups. For example, some health care 
staff are convinced that the laws do not allow any recurrent expenditures relating to sector 
activities, and that they prohibit allocations to health from exceeding 8 percent. Officials in 
the MOHSA gave an alternative interpretation of the rule guiding allocation of CR tax 
revenue to the health sector: any CR which consrructs a health post is supposed to make a 
further allocation of 8 percent of the initial construction cost, to finance equipment (which 
might also mean a start-up supply of pharmaceuticals.) According to one source, the 1989 
"Declaration de Ia Politique Nationale de Sante" discussed the need for reform of the text of 
the laws, to allow eRs to spend at least 8 percent of their budgets on health. Over a series of 
meetings between Project staff and officials from the Ministry of the Interior, however, the 
MOl claimed that health officials were misinterpreting the text, and that the law as it stood 
did not restrict CR spending on health. 

The review of laws, decrees ar.:1 regulations affecting the health sector ill Senegal, 
proposed as part of the US AID-financed health care financing study to take place in 1991, 
will be extremely helpful in eliminating some of this confusion. In addition, UGP staff told 
the evaluation team that these laws have been clarified recently by the Ministry of the 
Interior. What remains to be done is to disseminate the new laws among administrative staff, 

'-

5 In Kaolack, operating budget was 10% on average in 1990-1991, whereas in Fatick, 
operating budget was 18% in 1989-1990. 
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elected CR officials and health staff in the Rr-gions, and ensure everyone is aware of their 
mean mg. 

In deciding that the eRs should be called upon to finance costs related to supervision 
(a strategy pivotal to the Project rationale), the evaluation team feels that the Project Paper 
underestimated the complexity of the legal environment and the level of readiness of local 
administrative personnel to accept such a financing arrangement. For example, the Project 
Paper assumed that 13.8 million CFA per year in incremental health expenditures would be 
assumed by the CRs, effectively doubling their spending on health (Project Paper Annex B, 
Economic and Financial Analysis 1984). At the time the PP was wdtten, there was no 
precedent for CRs to finance operating costs in any sector beyond the relatively small 
allocations of a start-up drugs for newly constructed health facilities, nor had there been 
precedent for CRs to finance purchase of any vehicles or means of transpOltation. (CR tax 
revenues are most often used for capital investment projects involving construction, mostly 
water projects and public buildings, or large equipment purchases such as mills for grinding 
'~1;!"" 'T'l P'"' , .• '---' .:rnetable for how the C~. .<: ; . 
approached and convinced to make this radical departure from standard Procedures. The 
success or failure of the Project in achieving the objectives related to a self-sustaining 
supervision system, then, must be viewed with these initial design flaws in mind. 

(2) Results of analvsis: Fatick 

In Fatick, the team evaluated data from the Fatick Medical 
Region reports concerning financial contributions from the CRs. For Kaolack, the 1990-1991 
budgets submitted to the Governor were examined to find the proportion of expenditures 
allocated to health, and to detail the types of health expenditures planned. 

The total Fatick Region budget for 35 communautes rurales was about 244 million in 
FCFA in 1989-1990, of which 202 million CFA were available for sector investments.6 CRs 
in Fatick spent 20-40 percent on water projects, 13 percent on rural development (agriculture, 
forestry and animal husbandry), and smaller percentages in other sectors. 

Records showed that in Fatick, CRs were budgeting about 1-2 percent of total revenue 
to health in FY 1989 and 1990 (Fatick Medical Region, Statistical Annual for 1989). All 
these funds were used for the purchase of drugs for health posts and health centers. In no case 
has a CR in Fatick financed the purchase of a mobylette or repair maintenance/fuel costs for 
super-rision of health huts. 

(3) Results of analvsis: Kaolack 

In Kaolack, the team reviewed CR budgets for 1990-1991 
submitted to the Governor's Office for approval. The budgets anticipate over 355 million 

6 In Fatick, about 90% of budgeted tax revenues were actually collected and spent in 
1989-1990 Governance 1989. 
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CFA (1.3 million dollars) in local tax revenue, as shown in Table 3. Subtracting the 10 
percent of the budget which covers the operating costs of tax collection (mainly incentive 
payments to the village chiefs), the funds remaining for investment in all sEctors amount to 
318 million CFA, or about 510 CFA ($1.81) per capita.7 Tables 4 and 5 illustrate how 
expenditures are allocated among different sectors. The analysis reveals that although budget 
allocations in the category of "health and social affairs" approached 11 percent, less than 5 
percent of these allocations were destined for the health sector (the remaining 6 percent were 
programmed for social affairs items such as the construction of "foyers des femmes" 
(women's home economics centers) and purchase of mills to grind millet). 

For the Region as a whole, about 15 million CFA (24 CFA per capita, or about nine 
cents) were budgeted for health care expenditures in 1990-1991, only slightly more than the 
13 million budgeted for youth, sports, and cultural events. These expenditures were distributed 
unevenly across districts (Nioro allocated 6 percent to health, while Kaolack budgeted less 
than 3 percent) and across CRs (15 out of 40 CRs budgeted nothing at all, while every CR in 
the Nioro district budgeted 300,000 for drugs). The analysis found that the bulk of local tax 
revenue is allocated for water and energy projects (41 percent), followed by education (13 
percent). A large propOltion of the budget (18 percent) is unprogrammed. 

In Kaolack, as in Fatick, no health funds are budgeted for the purchase of mobylettes 
or to pay the operating costs of the supervision system. As shown in Table 6, the most 
commonly budgeted health item is drugs (35 percent of all CRs), followed by equipment for 
rural maternity units (20 percent) or maternity unit construction/repairs (10 percent). One CR 
was planning the construction of a health post, and two others had budgeted funds for public 
latrines near market areas. 

(4) Summary of findings re: CR funding 

The Project's lack of success in achieving objectives in this area 
was partly due to an underestimation of the complexity of the legal environment and potential 
resistance from local administrative officials (particularly within the Governors' offices). If 
information reported from UGP staff is correct, this situation has improved very recently, and 
in 1991 new laws have appeared which will make it much easier for CRs to finance 
health-related expenditures. 

7 In three Kaffrine CRS, funds were budgeted for "entretien et reparation" which may 
have been for drug puchases. The item was inserted under Chapter 363 (health and social 
affairs) and was listed as chapter or article 363. The amount budgeted was 150,000 in each. 
In all of the Kaolack CRs, funds for drug purchases which were requested under the operating 
budget were moved to the investment budget during the review process in the Governor's 
office. It is unclear whether the reviewer simply missed the three Kaffrine CRs, or whether 
the CRs in Kaffrine were using the category for other expenses. 
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TABLE 3 
BUDGET OF "COMMUNAUTES RURALES" (C.R. I, ~AOLAC~ REGION 

JULY 1990 - JUNE 1991 

(in thousand5 cf CFA\ 

HEALTH RURAL TOTAL OPERATING % INVESTMENT I. 
DISTRICT POPULATION BUDGET EXPENSES TOT EXPENSES TOT 

~:AOLACK 93,189 9,695 10% 83,494 901. 
NIORO 98,~32 9,926 10% 88,306 901. 
~:AFFRINE 130,189 i~,797 10% 117,392 907. 
f<:OUNGHEUL 33,511 4 ,024 1 ')'/ ... " 29,486 88% 
------------------------------------------------------------------
TOTAL 625,029 
PER CAPITA 

HEALTH RURAL 
DISTRICT POPULATION 

355,121 
0.568 

36,443 
0.058 

(in US dollars, 4/91) 

101. 318,677 90% 
0.510 

TOTAL OPERATING 7. INVESTMENT I. 
BUDGET EXPENSES TOT EXPENSES TOT 

-~----------------------------------------------------------------

KAOLACK 
NIORO 
I<AFFRINE 
~:OUNGHEUL 

TOTAL 625,029 

330,457 
348,339 
461 ,663 
118,833 

1 ,259,293 
,., "', 
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34,381 
35,197 
45,381 
14,271 

129,230 

10% 
10% 
10% 
12% 

296,077 907-
31 3 , 1 41 907-
416,282 90% 
104,561 88% 

1 0% 1, 1 30 ,061 907-
1 01 
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Best Available



V1 
o 

BREAKDOWN OF INVESTMENT BUDGET OF COMMUNAUTES RURALES, KAOLACK REGION 
(in thousands of CFA) 

Ft \~q, 

KAOLACK NIORO KAFFRINE KOUNGHEUL TOTAL 
BUDGET -------------- --------~------ --------------- -------------- ---------------
CATEGORY AMOUNT Yo AMOUNT % AMOUNT Yo AMOUNT % AMOUNT 7. 
-------------------------1--------------1--------------I---~-----------I--------------I---------------I 
HEALTH AND SOCIAL AFFAIRSI 5,775 6.9%115,360 17.47.110,250 8.7%13,298 11.2%134,683 10.97.1 

---------------------J--------------:--------------:-- -------------:--------------~---------------: 
HEALTH 
SOCIAL AFFAIRS 

1 2,400 
I 3,375 

2.9%: 5,360 
4.0%110,000 

6 • 1 7. 1 5 ,750 
11.3%14,500 

4.9%:1,600 
3.87.1 1,698 

5.4%: 15,110 
5.8%: 19,573 

4.7Y.l 
6.1 %: 

_________________________ ; ______________ 1 _____________ -.---------------:--------------;---'------------: 

EDUCATION, YOUTH & SPORT 120,301 24.3%:14,661 16.6% 
---------------------r--------------1--------------

19.9%110,810 
4.4%: 3,851 

12.2% 
4.47. 

15,680 13.4%: 3,060 10.4%: 53,702 16.91.: 

--~------------:--------------1---------------1 
11,095 9.5%1 1.710 5.87.1 40,226 12.67.: 
4,585 3.9%1 \ ,350 4.61.: 13,476 4.27.: 

EDUCATION :16,611 
YOUTH,SPQ~T,CULTURE I 3,690 

___ ~ ______________________ :-----_---_----:-------_----_________________ :---------------1--------------- 1 

RURAL DEVELOPMENT 1 3,100 3.7% 1 14 ,100 16.0% 15,500 13.27.1 600 2.0%: 33,300 10.4%: 
-------------------------1--------------1-------------- ---------------:--------------:---------------.: 
WATER AND ENERGY 129,390 35.2%133,487 37.9%150,037 42.67.:17,995 61.0%:130,909 41.1%: 
-------------------------:--------------1--------------:---------------:--------------1---------------: 
OTHER 1 4,160 5.0%; 3,181 3.6%: 1,610 1.4%: 200 0.7%: 9,151 2.9/.: 
-------------------------1--------------:--------------:---------------l --------------:---------------: 
RESERVE FUND 120,767 24.97.: 7,517 8.57.: 24,315 20.7%: 4,333 14.7%: 56,932 17.9/'1 

TOTAL 183,494 100.0%:88,306 100.0%:117,392 100.0%129,486 100.07.1318,677 100.01.: 
======:~e==c=~==c===m==2~=~========a=====D===m=.=~===:====~===~ac:~=====------------_-I------e~===:e==' 



TABLE 5 
BUDGETED PER CAPITA EXPENDITURES BY CATEGORY 

KAOLACK REGION COMMUNAUTES RURALES 
JULY 1990 - JUNE 1991 

BUDGET 
CATEGORY CFA DOLLARS 

HEALTH AND SOCIAL AFFAIRS 

HEALTH 
SOCIAL AFFAIRS 

EDUCATION, YOUTH & SPORT 

EDUCATION 
YOUTH ,SPORT ,CULTURE 

RURAL DEVELOPMENT . 

WATER AND ENERGY 

OTHER 

RESERVE FUND 

55 

24 
31 

86 

64 
22 

53· 

209 

15 

91 

0.20 

0.09 
0.11 

0.30 

0.23 
0.08 

0.19 

0.74 

0.05 

0.32 
===================e~==================== 

TOTAL 510 1. 81 
=======:================================= 

US $1.00 = CFA 282 (April 1991) 

TABLE 6 
B~OGETED HEALTH EXPENDITURES BY TYPE 
COMMUNAUTES RURALES, KAOLACK REGION 

JULY 1990 - JUNE 1991 {in thousands of CFA} 

CRs 
WHICH AVERAGE 

BUDGETED BUDG~TED TOTAL 
TYPE OF EXPENDITURE THIS ITEM AMOUNT ALL CRs PERCENT 

DRUGS 35% 336 4,700 31.1% 
RURAL t1ATERNITY EQUIPMENT 20r. 552 4,413 29.21. 
RURAL MATERNITY CONSTRUCTION 

DR REPAIRS 10% 562 2,247 14.9% 
HEALTH POST CONSTRUCTION 2. 5~~ 2,750 2,750 18.2% 
PUBLIC LATRINES ~·I 

~,. 500 1,000 6.6% 
-----------------~--------------------.--------------------------

NA NA 15,110 100.0% 
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The task now is to make sure that health care professionals in Patick and Kaolack are 
aware of these changes, and begin to pay more attention to the budget allocation process 
undertaken each year by the governing councils of the CRs. Health care expenditures financed 
by local taxes in rural areas can most certainly be raised through more active lobbying effons. 
Clear evidence of the CRs' ability to pay can be found in the several hundreds of thousand 
CFAs budgeted in Kaolack for spons equipment, while the health sector is ignored. But if 
health care professionals would like to obtain more funding from this revenue source, they arc 
going to have to go before administrative officials to ask for it, and to give clear and 
persuasive evidence of why such expenditures are needed and how they will benefit the 
population. There have already been a few examples of successful lobbying of this kind (e.g. 
Wack Nbouna). 

More specific recommendations about CR financing of supelvision costs may be found 
at the end of this section. 

b. Health post health comm.ittees/user fee funciin.R 

The Project envisaged "40 percent of Health Post Committees 
contributing funds to defray the cost of supeIVision." Discussions \vith staff from the UGP 
clarified that the funds contributed were to come from the "panicipation revenue" (user fees 
charged at health posts). 

The evaluation team found that health posts vary in their ability to finance such costs 
from user fee receipts. In the health posts visited total revenue generally ranged from around 
20,000 CFA per month ($71; Mboss) to over 120,000 CFA per month ($427; Passy). Two 
posts for which fmancial data were available had revenue of over 1.1 million CF A per year 
(about $3,900; Passy and Ndoffan). At the other extreme, one post had only started charging 
in the last month, after a long period of not charging fees due to a cycle of misappropriated 
funds, drug stockouts, and community unwillingness to pay (Mboss). The team noted that in 
Fatick District, user fee revenues more than doubled following a training of health committee 
members in financial management techniques, so the level of receipts seems to be closely 
linked to management capacity. 

The guidelines from the GOS regarding cost recovery in the health centerslhealth posts 
recommend a 60/20/20 division of revenues: 60 percent to finance drug supply; 20 percent to 
finance motivational payments to volunteer health workers at the health center/health post 
level; and 20 percent for "other" expenses, which is where supelvision falls. In a health post 
with an annual total revenue of 240,000 CFA (which is at the low end of what we observed 
in the field), this means that 48,000 CFA are available for spending on supelvision and other 
non-personnel or drug costs (notebooks, supplies, repairs/maintenance, and fuel). According to 
the Project Paper, the average health post requires about 7 liters of fuel per month for 
supervision, which in 1984 COSi about 26,800 CFA per year. Thus fuel costs might consume 
up to 56 percent of the "other" budget category. More infonnation is needed about how health 
committees spend their "other" allocation to see whether this is reasonable, given other budget 
priorities. 
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The evaluation team found that health posts often respected these budget allocation 
rules, but in some cases spent more on personnel and "other" than on drugs. The 
underspending on drugs was sometimes attributed to stock-outs at the level of the regional 
phannacy. Unfortunately, financial records ate very rudimentary and it is difficult to verify 
reported expenditures. The team also noted the tendency of some health committees to 
accumulate large cash balances: in one case the stated reason was that the committee was 
saving to accumulate the required minimum balance to open a savings bank account; 
however, it seemed that more often the "hoarding" of health post receipts did not serve any 
purpose other than the apparent prestige the large balance seems to accord the committee.s 

Finally, the evaluation team noted that in some health posts, nurses are not very involved in 
financial management anc! budgeting activities; yet it is the head nurse who should have the 
best idea of resource needs and timing of expenditures throughout the year. Because of 
deficiencies in budget management, supplies are sometimes orden."~ too late, or there does not 
seem to be enough money for supervision when in fact. "other" revenue has been spent on 
items which are not of priOlity concern. Certainly, these impressions of the evaluation team 
must be confirmed through a better analysis of financial data from health posts, which is 
planned as part of the HCF study. 

In several cases nurses have been authorized by the health post committee to use 
receipts from sales of vaccination or prenatal care tickets to pay for fuel for village visits (e.g. 
\Vack Ngouna), during which the nurse can often conduct supervision of CHWs as wdl as 
vaccinating and performing other MCH activities. The evaluation team did not vlsit any posts 
where user fee revenues were regularly budgeted for supervision costs, however. In fact, some 
health post staff and health committee members do not seem to realize that GOS guidelines 
allow them to spend their revenue for this item. 

The team did find several examples of health committees gatheling peliodic 
community collections to pay for replenishment of the health post drug supply, or to purchase 

6. Health/mana!!ement infonnation system 

a. Objectives and findin!!s from previous evaluations 

The major objective related to the health/management information 
system (MIS) in the RHDS II was to build on the framework established in the first phase to 

8 For example, at the strut of 1989 health committees in the Kaolack Region had a 
cumulative total of 10 milliun CFA in cash. By the end of 1989, the committees had added 
an additional 2.7 million to this cash balance, for a total of 12.7 million CFA (about 
£45,000). This is the equivalent of about six months' expenses from user fee revenues. The 
"hoarding" phenomenon was previously noted by Sallet (1990), as well. Of course, given the 
poor quality of financial data in the Region and weak financial controls, this cash balance 
may be more on paper than in accounts. 
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develop a system of data collection from the health hut level to be used to detennine 
achievement of target indicators and Project impact. The Project Paper proposed a system that 
is "simple enough to be feasible, yet sophisticated and flexible enough to respond to a wide 
variety of infonnation needs for management, epidemiological surveillance. evaluation, and 
international comparisons." It also proposed the introduction of computers and a study to 
detennine the effectiveness of their use. The specific aims of the first two years of the RHOS 
II were to have in place a MIS capable of analyzing and transmitting data to disuict centers 
in a timely manner, and to sei up a reponing system from the 16 test villages. Further, the 
MOH was to provide a statistician to the Regional Medical Office of Kaolack. Following the 
mid-tenn evaluation, the objective was to disseminate the MIS (after the recommended 
changes were made) throughout the two Regions simultaneously with the expansion of 
technical components, so that by the end of the Project the system would be fully functional 
and serve as a potential model for other regions. 

The MIS has been examined by several evaluations through Phases I and II, and the 
general conclusions have remained unchanged. In his evaluation of the MIS in December 
~ ~ 

1983, Kelly defined the system as "heavy," a word that is still used by health workers in the 
field to this day. He listed a number of points concerning the weaknesses of the system: 

1. There are too many fonns. 
2. They are too complicated. 
3. The SU'ucture is parallel to the national one. 
4. Instructions and training concerning use of the fonns have not been adequate. 
5. Supplies of printed fonns sometimes run out. 
6. Collection of reports has been irregular. 
7. Few analyses have been done. 
8. No feedback of results has occurred. 
9. When special studies are done, the results are often long in coming. 

In his report, he carefully outliI1ed the large number of reports and registers used at 
the village, health post, depanment, region, and national levels (Office of Statistics). He also 
described the parallel system of reports that went from the health post to the USAID Project 
Office. The majority of reports were of little value, yet consumed a great deal of time. Health 
post nurses collected data directly from the registries and chaI1s (there were pictOlial chans 
for illiterate CHWs) at the health huts, thereby increasing their already heavy burden. He 
went on to propose a simpler MIS. 

The 1986 mid-term evaluation team found that few changes had been implemented in 
the MIS, except for its expansion to the Departments of Fatick and Kaffrine. Furthermore, a 
statistician had yet to be assigned to the Regional Medical Office in Kaolack. Although 
CH\Vs had received training, the administrative demands were often overwhelmilH! and the 

~ ~ 

quality of the !"epons was generally considered poor. Satellite village animatrices were 
expected also to complete some records and forms. The general quality of record keepin; and 
reporting was judged better at the health post level. but supervisors were often overburdened, 
particularly in light of the minimal, if any, administrative and statistical training most 
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received. Little use of the data was made either by the health huts or posts, in that no 
analysis, processing, or feedback was done. 

The parallel data infonnation system had also persisted. The team found that there was 
a heavy workload of reports at the Project Office, much of it unnecessary for management 
decisions. There appeared to be review and follow-up of financial information, but not of 
activity reports. This responsibility was supposedly left to the regular supervisory system. 
However, interviewed health workers reported that they rarely received feedback from 
supervisors, or when they did, it was always verbal and related to how to fill out the form, 
rather than what the results were and how they could be applied. They denied ever receiving 
a written report of the health status of their Regions. 

The RHOS II Project Paper proposed 13 indicators that could be measured from data 
collected in the villages, among them: infant monality rate, percentage of low birth weight 
babies, proportion of active health huts, average expenses per hut, and the proportion of cases 
represented by fever, severe cough, or diarrhea. As pointed out by both Kelly and the 1986 
evaluation, the necessary calculations were not carried out to determine these indicators. Kelly 
had provided detailed instructions to calculate necessary indicators, but this appears to have 
not changed anything. In 1985, three microcomputers were distributed, one to the Regional 
Medical Office in Kaolack, one the HPNO Project Office, and the third to the national level 
in the Division of Statistics. The computer was not being used in Kaolack at the time of the 
mid-term evaluation, as no one had been trained. 

The mid-term evaluation made a number of recommendations that in the view of this 
evaluation team, were right on target, and of which many are still appropriate: 

1. :Make a serious and urgent effort to simplify and rationalize the system. One 
change to consider would be the elimination of record-keeping in the satellite 
villages. 

PP"1P\l1 ~n~ ~"~nt"<]l1,, r",,;('p thp. existing list of indicators; then pl" .h .... ~, .~ 

use. 

3. Review and eventually revise the forms, registers, ledgers,and reports now in 
use and eliminate any that can be replaced. For this purpose, consult the 1983 
report of Patrick Kelly. 

4. Organize a seminar-workshop involving all interested panies to reconsider the 
following aspects of the information system: content, forms, communications, 
processing, analysis, and use. 

5. Establish a regional data exploitation and analysis capacity, using the Project 
microcomputer and taking advantage of DRPF experience. 
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6. Train the health post heads and supervisors in c...alcul~tion and analysis, 
involving the competence of the DRPF. 

7. Review and tighten the supervision of data collection and the reporting from 
the base to the Ministry. 

8. Improve (strengthen) coordination between the Project and the services of the 
MOHSA at the regional level. particularly as concerns the sharing of 
infonnation. 

9. Initiate a study to identify the most effective way to integrate :he Project 
infonnation system with that of the Ministry to ensure an uninterrupted flow of 
infonnation when the Project ends. 

b. Findings from the Current Evaluation 
The current evaluation team member who was the Medecin Chef of 

Fatick between 1987 and 1990 stated that Project Office forms continued to arrive in his 
office long after the Project Office dosed. which was in 1987; a health post chief provided 
the team with a health hut summary report form dated May 1989. Little progress had 
apparently been made in integrating activities between the Project Office and the regular 
MOHSA reporting system before the fonner was eliminated. 

Considerable efforts have been made by the central level to consolidate data collection 
forms at the health post and health center levels for all regions. The Division of Statistics has 
throughout the Project considered the necessity of developing data collection forms that are 
applicable to the entire country. The Health Post and Health Center RepOlts of Activities. 
distributed in 1986. each provide a page for activities occurring at the health hut level; the 
responsibility for collecting the infonnation from the hut still resides with the health post 
chief (Annex 6-2 and 6-3). The fonns have gone through some revisions since 1986, and the 
most recent version was the product of modifications made after regional MIS training 
seminars in 1989. In spite of this effort, the number of forms required at each level has not 
appeared to diminish. As new programs were instituted. additional forms were added. A good 
example of this is the EPI, which introduced two additional monthly reports at the health 
post. Although the Activities Report fonn provides tables to fill in with parallel information, 
except for stock infOlmation, the other EPI forms are still used. The team regards the 
collection of parallel data for different "programs" as a major drawback to the effol1s to 
consolidate and streamline the MIS. Donor agencies are particularly demanding of special 
data to evaluate their individual projects. They need to be aware of the extra burdens these 
demands make on the system and work with the MOHSA to reduce unnecessary duplication. 

The team discovered in the field that some satellite villages are still keeping registers, 
generally for chloroquinization activities. Fifteen of the 24 health huts visited collect some 
fonn of data, although the type, completeness, and quality varied considerably. Huts displayed 
differe!1t versions of the pictorial report displayed. Others, with literate CHWs, natu"ally did 
not use them at all. Some kept all the registers described in the Phase II Project Paper. Others 

56 



keep even more, including excellent growth monitoring and vaccination registers. In these 
latter cases, the CHWs were more likely to have gotten excellent sllpelvision from the health 
post nurse and understood how to use the infonnation at their level. The majority of 
"functioning" huts keep financial records and a consultation register at the minimum. 
Although health post chiefs are supposed to collect the data during supervisory visilS. some 
huts send written reports that were developed by the chief. The majority, however, collect the 
(hua either in the village; we fouf'.d that occasionally the CH\V will bring the infol111ation to 

the health post. The majority of CHWs who were literate wrote in French, while a few wrote 
in Wolof in Arabic characters. One health post nurse, troubled by the absence of literate 
TBAs and animatrices was considering introducing a strategy to pair them with school 
children. Often ability to read and write was an important factor in selecting a CHW. 

At the post level, as noted above, much of the same problem with multiple report 
forms still existed. In Kaolack Region, several posts were short on printed forms (that come 
from the national level) and were not filling out the copy to keep for themselves. Similarly, a 
studv eione in Kaffrine in 1989 rf'vealed the lack of report fonns as one of the nlajor 
impediments in the MIS reported by health post nurses and district personnel sUlveyed (Israel, 
A 1989). Fatick had solved this problem by printing its own cheaper version using 
mimeograph stencil. About half of the nurses intelviewed reponed being trained about the 
Project and having some introduction to the information system. Several newer nurses had not 
been trained by the Project; some were uncertain about completing reports while others 
seemed to have no trouble. UNICEF provided training to the majority of intelviewed post 
nurses in 1986 for the EPI, including its data collection forms. The results of this training 
were evident in the majority of health posts, which displayed up-to··date vaccination coverage 
graphs and target population numbers on its walls, The Fayil Health Post, (Gossas, Fatick) 
displayed the most impressive collection of graphs, charts, and tables of all the posts visited, 
including major health priorities and patient receiving tuberculosis treatment, in addition to 
the vaccination information. A large number of health posts displayed a diagram of their 
target "il1~(YP<: <ln~ population. 

The majority of nurses inteIViewed expressed a strong interest i. WI; nore 
information about the !\t!IS, and how to complete the forms and use me Gata mey COllect. 
Several also expressed an interest in having writtw repons from their supeIVisors, so they 
could compare the Fltuation in their area with those in other areas. All nurses reported going 
to monthly district level meetings, to which they brought their fOlms and usually received 
some form of verbal feedback. Although the majority of this feedback seemed to be related to 
how to fiU out the forms, some nurses did state that they were also receiving actual summary 
data that was useful. It was noted that two of the best data-keeping nurses had assistance 
from Peace Corps volunteers. 

The evaluation team also discussed MIS issues with district teams and found valiation 
in interest and understandinl! of the statistics collected. The benefit of the traininl! courses 

~ ~ 

attended in the U.S. was apparent in several district supelvisors, including Foundiougne and 
Kaffrine. The Foundiougne District Supervisor of Primary Health stated that his u'aining in 
the States helped him be a bett~r supervisor, manager, and planner. He stated that during the 
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time of the previous Medecin Chef of Fatick, the Regional Medical Office provided feedback 
i'epons to the districts; this has not been done since the new Me arrived. The Primary Health 
Care Supervisor in Kaffrine had also benefited from his uaining abroad. He had several 
complaints about the MIS, i.e., it asked too many details that were not used at this or higher 
levels; because it asked for too many details, much information was left out. He 
recommended that a seminar be held to determine which data items are the most critical. He 
also stated that he sends synthesis reports to the Regional office every six months, although 
his district does monthly syntheses for its own use (many charts and figures were displayed). 
He denied getting feedback from the Kaolack Regional Office. Finally, this supervisor also 
stated that he cut back his supervision visits to health post nurses since the project inputs 
ended in 1989, now to once every two months. He recognized the importance of supervisory 
visits in giving instruction related to the MIS at the post. 

The team discovered that the MIS situation at the Kaolack Regional level continues to 
be complex and time-consuming. The Technical Team divides the MIS tasks among them, 
according to the respective bureau that each member supervises. For example, the Supervisor 
of Maternal and Child Health tabulates all the MCH center and activity reports. The Region 
receives about 10 monthly reports from the district level. The Supervisor of Primary Health 
Care knows how to use the computer, but the drive has been broken for several months and 
therefore everything is done by hand. The walls were covered with useful graphs. A problem 
highlighted by this supervisor is the lack of consistent reponing from some districts; for 
example, in 1990, he received Activity Reports from only two of the four districts. He and his 
team members send in an annual report to the Division of Statistics each year, noting the 
degree of incomplete records. He denied having any particular guidelines for the annual 
report; the most recent one prepared was for 1989. 

The level of statistical analysis and reporting was found to be higher in Fatick. The 
Regional Team had prepared two years of annual statistics (1988, 1989) containing a number 
of graphs, tables, and figures. There was a greater attempt at analysis and interpretation, and 
compalison from one year to the next. There was also an annual synthesis of MCH activities 
prepared for 1989. It is clear that the capabilities of Fatick's Regional Medical team and more 
peripheral levels in using and interpreting data from the MIS improved a great deal during 
Dr. I. Diallo's time as Medecin-Chef. His public health training in the United States, funded 
by the Project, was extremely beneficial to this and other public health activities. 

Interestingly, the Pricor supervision study in five.,fegions, including Fatick and 
Kaolack, showed that regional supervisors identified statistics and computer skills as the most 
frequent need (identified as imponant by 83 percent of respondents). 

At the national level, there are some problems with lack of coordination between 
various departments that collect and analyze data. Annual reports from the Division of 
Statistics vary somewhat from year to year, depending on specific needs, so it is difficult to 
make comparisons. Many of the tables present crude data without much interpretation or 
overall usefulness. A large pan of the problem in lack of complete data at the national level 
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is dependent, of course, on this lack at more peripheral levels, as the Division relies, for the 
most part, on reports from regions and other sources. 

The Rural Health Project provided epidemiologic technical assistance to the Division 
of Statistics between 1985-1987 with the purpose of assisting in development of a more 
functional MIS. The TA given through the HIID contract is described elsewhere in this report. 
It appears that this epidemiologist was not particularly helpful in the Division's effol1s. This 
is unfortunate, and in contrast with other countries that have been most successful in 
development of their health information system because of the presence of consistent periodic 
advice from one technical expert (Waldman et al. 1991). This should not discourage USAID 
from considering the team's recommendation to provide such technical assistance in the 
future. It is a lesson learned that even careful selection of technical experts is not always 
successful. 

It is neither the objective of this evaluation to critique all aspects of the MIS at the 
national level, nor to provide instant solutions to the complex issues: related to development of 
an effective health and management information system. On the other hand, a considerable 
amount of time was spent in discussing the MIS in its historical context, and possible 
directions for the future. As described above, there have been efforts at the central level to 
consolidate data collection. In addition, the Division of Statistics held several seminars 
throughout the 1980s attended by representative of different programs and regions/distIicts to 
determine appropriate health indicators for the country and to train health personnel in 
completion of the new data collection forms; this training was held in the Regions of Fatick 
and Kaolack in 1987. 

The Division of Statistics appears to recognize a number of current limitations in the 
MIS and its own abilities to carry out the large number of tasks it has. Furthermore, the team 
observes that the lack of a medical epidemiologist in the Division and input from other public 

To aaaress some ot tI1ese problems, the UlvlSlOn has proposed several measures. The first of 
these is a multi-disciplinary process involving representatives from all the depanments of the 
MOHSA, the major donor agencies, national hospitals, health service of the Anny, and 
Regional and District medical personnel, whose purpose would be to restructure the HIS to 
maximize its usefulness and efficiency at each level. There would be a number of 
subcommittees formed to work on specific issues after which the entire group would meet to 
reach concensus. This workshop is designed to take place over a four-day period, with some 
information requested to be colle~ted before the meeting. In addition to this workshop, the 
Division of Statistics proposes the formation of a National Committee of the HIS, to 
coordinate and direct research activities related to the HIS, define priorities for collection of 
health data, and to disseminate statistics generated by the MPHSA. The evaluation team 
strongly suppons these activities and recommends that USAID not delay further in 
considering this proposal for funding. The team feels, however, that the program schedule to 

accomplish the fonnidable number of objectives is probably teo brief and recommends that a 
series of workshops be held instead, to permit all the subcommittees to accomplish their tasks. 
Furthermore, this would be a good opponunity to solicit the assistance of a HIS specialist 
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who has experience in other African countries. This specialist should arrive about one month 
before thL. ~_rst workshop to become thoroughly familiar with the existing MIS. health 
infrastructure, and country health priorities. He/she would then provide input at the workshop 
and assist the group in fonnulating the components of the system. He/she would then retulll 
as needed for addhional workshops and technical assistance to the Division of Statistics. 

The second proposal by the Division of Statistics is to continue the series of statistics 
seminars it provided in the 1980s by next focussing on the health post nurses, to permit 
analysis and interpretation of data collected at their level. This proposal was submitted to The 
World Bank and USAID in January 1990 for consideration for funding. USAID has not acted 
upon it because it has been waiting for the Regional and District Plans. TIle evaluation team 
feels that this activity is very imponant. However, given the proposal above, it may be more 
practical to decide on the "new" MIS first, so that training would not have to be repealed. 
especially if a new reporting form is ultimately decided upon. It would also be the task of the 
HIS specialist to review the curriculum of this training with the Division of Statistics team. 
The best approach te training health post personnel, in the opinion of the evaluation team, is 
to instruct district supervisors in leading practical work sessions for the health post chiefs, 
based on their own data, in an ongoing manner. The faculty of the ISED could be consulted 
for T A in this approach. 

Other proposals elaborated by the Division of Statistics include: 

1. Elaboration of a guide for data collection and analysis for health agents, after 
indicators and system changes are decided upon by the workshop desclibcd 
above. 

2. Study of infant-child monality (0-5 years) in Dakar. 

3. Development of a "Calculation Center" within the Division of Statistics to 
provide ongoing technical support to regional and district levels in developing 
computer capacity and data analysis. 

4. Computers for the Division of Statistics, as well as for all regional and district 
medical offices. 

5. Development of a sentinel site system for .continual surveillance at the 
peripheral levels of the health system (to the hut) to evaluate the impact of the 
RHOS II. 

6. Development of a system to try to improve the reporting of deaths through the 
health system by distribution of death certificates to health post nurses. They 
would receive this infonnation from the village health hut subsystem, and .... -
complete the fonns themselves. 
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Each of these proposals has merit, but priorities will need to be determined. For 
example, there will be another national demographic and health survey in 1992. The planners 
of the survey should consider a broad range of indicators. and include those that are not only 
consistent with the ones collected in the first survey. but also other indicators that may serve 
other program needs. For example, it may be possible to collect special data in Fatick and 
Kaolack as a follow-up to the Sine-Saloum Study to better evaluate the success of the RHDS 
II. 

The development of a sentinel site system to follow health indicators in a selected 
number of zones would be an excellent way of providing ongoing evaluation of reaching 
impact objectives of the RHDS II, and ongoing primary health care/child survival activities. A 
small number of posts and village health huts could be enlisted to participate. selecting those 
that appear to be most capable of providing the necessary data. In addition. extra supervision 
would need to be provided in these sites. 

The team supports the development of the capacity of the Division of Statistics to 

provide. statistical and computer support to other levels of the health system. However, it will 
require serious reflection to determine the specific personnel and logistical needs to 
accomplish this task. The computer needs of the Division should be determined. anyway, once 
the MIS is redesigned. to be certain that the resources are adequate to meet the demand. The 
evaluation team also favors the centralization of management of essential data within the 
Division of Statistics. All data for all programs should be entered into a central computer 
network within the Division. Then, staff from other divisions within the MOHSA can come to 

this data center to do their own analyses, with the assistance of Statistics staff. In this way, 
other divisions will have access to do the specific analyses they need, and the Division of 
Statistics will have control over the entire data set to facilitate elaboration of annual and other 
reports. 

components are 10 place, l.e., elaboratlon ot new mdicators and systemiC changes and 

development of the technical support capacity of the Division of Statistics. 

7. Pharmaceutical supplv svstem 

The Project sought to create a system of procurement and distribution of drugs 
from the regional level down to the villages. The indicator of Project success was a renovated 
and functional Regional Phannacy with drugs and vacdnes available. While not explicitly 
stated in the Project Logical Framework, another objective of the Project was that the 
pharmaceutical supply system for the health huts (hereafter referred to as the "depot system") 
was to be integrated with that of the health posts and health centers (called the "panicipation 
system"). In Kaolack and Fatick, there are actuaily four drug supply systems cun'ently 
functioning: 

• Depot Svstem: set in place by USAID, to serve the health huts. Drugs go from 
the regional depot down to district depots (located at health centers and district 
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offices) and community depots (located at health posts). Funds flow in the 
opposite direction. The "depots" are metal cabinets, rather than physical 
structures. Full cost recovery (for the price of repackaged drugs at the regional 
level) is the goal of pricing for drugs within the depot system. Policies for 
setting margins at intermediate levels are obscure, but villages are allowed to 
set prices as they see fit. No credit is allowed; i.e. at each level, full cost is 
charged for replacement supplies of drugs. Eight drugs and some other medical 
material (cotton, alcohol) are available through this system. 

• Participation System: operated by the Pharmacie Nationale 
d' Approvisionnement (PNA), through the Regional Phannacy office. Drugs go 
from the Regional Phannacy to health centers or health posts. Funds flow in 
the opposite direction. Partial cost recovery is the goal of pricing at the facility 
level. Drugs are not charged separately, but are included in the single "ticket" 
or "participation" fee paid by the patient, usually per visit. Even though prices 
are not set to obtain full cost recovery, no credit is allowed, i.e. facilities 
(through their health committees, which manage the funds) must pay full cost 
for drugs at the time they obtain their order from the Regional Phannacy. This 
system is able to work (at least in theory) because it is subsidized by the third 
drug supply system described below. The participation system has a longer list 
of drugs (48 drugs and medical supply items were included on the last 
Regional Phannacy order, including x-ray film). 

o GOS System: operated by the MOHSA. The MOHSA allocates a 
pharmaceutical supply budget directly to hospitals and to medical districts. In 
Kaolack and Fatick, thi~, drug allocation is obtained by the medical chiefs of 
Kaolack Hospital and the health centers directly from the PNA. It is at the 
discretion of the district medical chief that supplies are then fUl1her allocated to 
the health posts. Some health posts reported having received drugs from the 
medical district; most, however, did not. This means that while "ticket" prices 
are not being set for full phannaceutical cost recovery at health posts, in [act. 
most posts are financing their entire drug supply from user fee receipts. 

.. ORS SupplY System: Free supplies of ORS are provided through PRITECH, 
out of Dakar. The regional nutrition supervisor is responsible for managing 
supply. The physical stock is kept at the Regional Pharmacy, where the 
pharmacist fills orders (without charge) and keeps records of stock. When the 
reorder point is reached, he informs the regional nutrition supervisor, who then 
requests transportation from the medical region to replenish the supply in 
Dakar. 

It is not possible within the scope of this evaluation to describe and critique the entire 
pharmaceutical supply system in Senegal, although many of the problems encountered by 
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Fatick and Kaolack are endemic to the national supply system. 111e evaluation focuses 
therefore on several key questions: 

.. Does the Kaolack Regional Pharmacy function and is it stocked with drugs? 

.. What seem to be the key problems in assuring a steady supply of drugs to the 
periphery? 

.. What are the problems preventing integration of the "depot system" and the 
"participation system"'! 

.. What should the Project be doing in the area of pharmaceutical supply. given 
the upcoming Bamako Initiative (UNICEF), and activities programmed in this 
area by the World Bank Project? 

a. Does the regional nhanl1acy function and have d11l!!s? 

Both the Regional Phannacy and Regional Depot are functional. The 
Regional Phalmacy and Regional Depot are still independent entities. The building that 
houses both was renovated, as planned through the: Project. In addition. a branch office was 
refurbished and opened in Fatick when Fatick and Kaolack became separate regions. The 
Fatick branch does not work, however, since funds (approximately 7··8 million CFA) have 
been blocked by a bank failure. 

The "participation system" of drug supply was started in 1987, with an initial shipment 
of drugs from the PNA. The perfonnance of the Regional Pharmacy could not be determined, 
since records of sales revenue are not kept at the regional level but are tabulated in Dakar at 
the PNA (health post and health center committees wishing to purchase c.rugs must deposit 
payments into a Dakar bank account by post office mandate.) The Pharmacy Assistant 
estimates that the volume of sales may be about 14 million CFA per year. A shipment of 
drugs had just been received when the evaluation team was in Kaolack. but prior to that there 
had been stockouts of important drugs (e.g., aspirin) for over a month. 

The Phannacy has been stocked out of ORS since the end of January. The Kaolack 
Nutrition Supervisor said he did not have a vehicle or fuel to get the resupply. It is very 
possible that there is a misunderstanding abom responsibilities regarding transport of drugs, 
given the complicated drug supply system in KaolacklFatick. The evaluation team 
recommends that the UGP take immediate action to assure ORS to Kaolack is restatted. 

The "depot system" does not seem to suffer from stockouts at the regional level. A 
physical inventory conducted in April 1991 showed drugs worth about 1 million CFA in stock 
(about $4,000). Annual sales in 1990 were about 7 million CFA, down from almost 10 
million in 1989. 
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Depot drug sales volume doubled during RHDS II, from 360,000 efA per month 
(1981-82) to about 780,000 CFA per month (1989-90). However, per capita expenditures on 
health hut drugs seem to have dropped from about 12 CFA per resident per year during the 
Project's early years (1981-82) to about 8.7 CFA per resident per year in 19X9. and finally to 
6.2 CFA in 1990. (During Phase I, from June 1981 to November 1982, drug purchases in the 
Project region averaged 360,000 CFA per month from payments collected at huts, OJ' a total 
of 4.3 million CFA a year (Gray 1983). This equalled about 12 CFA per resident per year. 
Nearing the end of Phase II, drug purchases averaged about 782.000 per month in the same 
18 month long interval from June 1989 to November 1990, or about 9.4 million per year. 
more than double the average annual expenditures in Phase I. Annual receipts per resident 
declined to 8.7 CFA per person per year in 1989 and 6.2 CFA in 1990 (using full 1989 and 
1990 sales data and rural 1988 population data from census inflated by annual population 
growth rates by region). 

One problem with sales volume analysis is that sometimes health post nurses buy 
drugs from the Regional Depot under the pretext that the drugs are for health huts, but the 
drugs are really used at health post level. This means that sales figures for huts (described 
above) are probably an over-estimate. Unfortunately. there is no way to quantify the 
magnitude of this problem. 

The value of initial drug capital, provided during both phases of the project (1978 
through 1989) is estimated to be 33.2 million CFA. Gray (1983) estimates that Phase I huts 
received 20 million CFA capitalization. Assuming that the new huts built (255, according to 
the 1986 evaluation) all received the same initial capital of 51,570 each (based on a sample 
taken during the 1980 evaluation), total capitalization throughout FaticklKaolack in Phases I 
and II is 33.2 million CFA (20 million for first 378 huts, pius 255 times 51,570 for Phase II 
huts, or 13.15 million = 33.2 million CFA). 

It is impossible to estimate the value of drug capital circulating in the systelTI in 1984, 
at the start of Phase II. Current inventory in stock at the regional level (1, 120,340 FCFA in 
April 1991) plus the cash balancf' in the Kaolack bank account (8,557,430 FCFA) give a total 
capital balance of 9,677,770 CrA ($34,000). Value of inventory circulating within the system 
is unknown. 

Gray calculated that in 1982 the turnover rate was equal to 22 percent (4.3 m. sales/20 
m. initial stock) a figure he called "exu'emely low for ph.armaceutical trade." Again, it is not 
possible to calculate this rate at present, without a good estimate of how much of the initial 
capital has been lost from the system. 

b. What are the kev drug supplv problems to the peripherv? 

As discl1ssed in the analysis of health hut operations, the team observed 
that the district and community depot delivery system is not functioning well. The Pharmacy 
Assistant estimated that four district depots were working (Nioro, Koungheul. Sokone and 
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Guinguineo, the latter two not without problems), out of the nine started. {-Ie was unable to 
estimate the number of community depots functioning. 

The key problems with the system are that it is completely without management 
control or supeIVision, and that there is no pricing or cost recovery system for supervision 
and distribution-related costs. 

The financial statement for the Kaolack Regional Depot, compiled by the evaluation 
team (see Table 7), was the fust statement compiled since 1989. TIle regional medical chief 
(Rl\1C)is not responsible for operation of the Regional Pharmacy, but is supposed to oversee 
operation of the Regional Depot. Until the two supply systems are integrated, the RMC 
should take responsibility for supervising and controlling Depot activities and perfonnance. 
The fact that he has not done so to date is not surprising, given the confusion which everyone 
seems to have about the three different drug supply systems operating through the one 
Regional Phannacy building. In addirjf)n, It seems likely that the RMC was not adequately 
briefed about Project operations upon assuming his post in Kaolack within the last year. 

One immediate issue which the RMC should look into is the unexplained drastic drop 
in purchases which occurred in the three months after November 1990 (down to 15,000 per 
month, compared to 391,000 per month in the same period of the previous year). TIle RMC 
should also request an analysis and explanation of changing trends in sales volume and stock 
turnover. 

The fust physical inventory of depot stock in several years was conducted by the 
Pharmacy Assistant at the request of the evaluation team. Physical inventories should 
normally not be conducted by the person directly responsible for management of the drug 
supply system. The RMC should request annual physical inventories, and should provide 
personnel to perfom1 this activity. 

SupeIVision of district and community depots was conducted very well, it seems, until 
1987. The evaluation team reviewed an excellent supervision report from 1986, which gave a 
summary of the financial performance of each depot (including valuation of physical 
inventory) and highlighted areas of concern and steps to be taken to remedy problems. 
According to the Phannacy Assistant, supervision reports were regularly copied and 
distributed to the depots as a form of feedback and an "action item list." Once the Project 
vehicle was no longer available to the Pharmacy personnel, these supervision visits stopped. 
As the Phannacy Assistant stated, "nothing can be expected to work without supervision." 

The evaluation team believes that the MOHSA must clarify lines of authority 
regarding the Kaolack Pharmacy Depot immediately, so that the Phalmacy can conduct 
supervision of peripheral depots using the Medical Region's vehicle. But the problem of fuel 
still remains, and it does not seem reasonable to expect that Pharmacy Depot supervision 
costs can also be assumed within the Medical Region budget. The evaluation team believes 
that an alternative solution to financing these sup1ervision/distribution system costs must be 
found. 
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Table 7 

KAOLAC~' REGIONAL ORUG DEPOT (SERVING DISTRICT & COMMUNITY DEPOTS) 
STATEr-lENT OF CASH TRANSACTIONS, June I, 198~~ - March 31,1991 

MONTH 

DEPOSITS 
SALES 

REVENUE 

WITHDRAWL5 
DRUG 

PURCHASES 
BMJK 
FEES 

BALANCE 

END OF : 
f10NTH : 

1----------------------------------------------------------------; 
I START ING BALANCE 7,462,175 
I JUN 89 589,065 0 0 8,051 ,241 
I JUL 89 i ,005,860 1 ,932,890 ::' ,545 7,122,556 
:AUG 89 1 ,503,067 2 J26~ 1240 (1 6,363,493 
:SEP 89 1,192,591 2,014,500 0 5,541 ,684 
10C;- 89 1 ,720,409 " 3,217 7,258,876 
INOV 89 814,957 0 0 8,073,833 
:DEC 89 215,223 0 e 8,289,056 
:----------------------------------------------------- -~---------~ 

:TOTAL 89 7,042,272 6,209,630 5,762 N/A 

lMONTHLY AVERAGE 1 ,006,039 887 ,090 
:HHI. ( JUN-OCT ) 1 ,202 ,418 
IN-HIIJ. (NOV-~1AY ) 51~i ,090 
:----~---------~-----------~-----------------------------~--------: 

: JAN 90 142,366 0 3,217 8,428,205 
IFES 90 914',598 1 ,989,930 0 7,352,873 
:r1AR 90 742,529 0 0 8,095,402 
IAPR 90 296,047 0 3,217 8,388,232 
I f1AY 90 193,603 0 0 8,58 ' ,835 
:JUN 90 1 ,196,503 2,549,510 0 7,228,828 
: JUL 90 J ,189,561 0 3,217 8,415,172 
IAUG 90 J ,104,604 I,S21,300 0 7,998,476 
:SEP 90 1 ,074,757 0 0 9,073,233 
10CT 90 134,050 0 3,217 9,204,066 
:NOV 90 44,836 0 0 9,:48,90: 
:OEC 90 0 0 0 9,248,902 
1----------------------------------------------------------------: 
lTOTAL 90 

IMONTHLY AVERAGE 
I HIV. (JUN-OCT) 
IN-HIV. (NOV-MAY) 

7 ,03~3 ,454 

58G ,121 
93B,895 
333,426 

6,060,740 12,868 N/A 

505,062 

~---------------------~---.--------~------~----------- ------------: 
I JAN 91 
IFEB 91 
: MAR 91 (~) 

o 
228,133 
131,725 

o 
1,048,113 

o 

3,217 
o 
o 

9,245,685 
8,425,705 I 

8,557,430 : 
i----------------------------------------------------------------1 
:TOTAL 91 

:MON. flVG 
:HIV. (JUN-OCT) 
:N-HIV. (NOV-MAY) 

35'3,858 

1 1'3,953 
N/A 

119,353 

1,048,113 3,217 N/A 

349,37J 

;===========================~===~=~=:====::=============~======~==! 

:TOTAL 6/89 - 3/9J 14,435,584 13,318,483 21,8 4 7 

ICHANGE IN CASH BALANCE 
===============================c========================~_====~-= 

SOURCE: BANK STATEMENTS, BUREAU DE GESTION, KAOLACK ~EDICAL RE(ION 
(~) March 91 flgures frOM sales records at Reglona: PharMacy. 
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C. 11m,.. to achieve integration of the l\vO pharmacy systems and 
work within the Bamako initiative and other national reforms 

These questions are complex ano require more: thorough analysis than 
the evaluation team was able to conduct in the time penllitled. The team wonders \vhy then: 
has not been a consultant or consultants invited in to analyze these questions and, more 
importantly, assist in implernenting specific solutions in the Project area. This is of special 
concem in as much as integration of the two systems has been recommended since 10~:3. 
The tcam believes that whiie there are obstacles which make integration difficult, waiting for 
national level reform is an inadequate solution. Other health community (,I'ficials believe that 
the soon-to-be-implemented BanMko Ini[imin: will solve these problems. But the Bamako 
Initiative will be pilot tested in two departments/districts (not located in the Pr('j~'ct regions) 
for over a year before any national guidelines are promulgated. The: regions of Kaolack and 
Fatick cannot afford to wait this long for a solution. 

8. Qperational research 

Operational research (OR) was to be a major priOlity of the RHDS II Project. 
According to the second project amendment in 1985, $594,000 was allocated for this purpose. 
It was planr ,,: ~hat two methods would be llsed to conduct OR. "First, USAID and the MOH 
will develop the research designs, terms of reference for the research, and contract the work 
to an individual and/or instiwtion. Secondly, to encourage nursing or rnedical students to 
conduct research on primary health care for their theses USAID will finance sekcted 
studies .... The idea would be to encourage competition and excellence in this field" (Project 
Paper 1984). The OR component was lC! be coordinated by a research committee under the 
direction of the Division of Recherche, Planification, and Formation. Persons undertaking this 
type of research would need to have sound training in epidemiology or the assistance c f 

someone who did throughout the course of the study. 

Several topics for possible studies were suggested in the Project Paper, related to 
malaria prevention, EPI, diarrheal disease control, growth monitoring and nutrition 
counselling, tuberculosis, management infonnation system, and sociologically oriented studies 
on primary health care and community panicipation. 

It appears that between 1984 and 1986, little was accomplished towards achiEving 
these goals, despite the presence of technical assistance (epidemiologists) from HIID. In eddy 
1986, potential subjects for OR had been elaborated through discussions between the health 
personnel of Fatick and Kaolack, the DRPF, and USAID. In addition, early steps had been 
taken to define the composition of the Committee of Applied Research. In August 1986, a 
mission was carried out by an epidemiologist with Pricor, to recommend OR studies to 
examine the system of supervision in the Project, and to propose a plan of support and 
technical assistance to reinforce the efforts of the DRPF in the domain of OR. I3v the time 
this mission \""as completed, the "Note de SeIV'ice" was completed relative to the creation of 
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the Committee of CJordination for Applied Research (hereafter called the Research 
Committee). The member of the Comminee were to be repre~'cntatives from the following: 
DHPS/DSSP, SANAS, Service de Grandes Endemies, Medical Regions of Kaolack and 
Fatick, the Management Unit of the Project, the BPNO at USAID, the Office of Technical 
Assistance of H:!!":ard University. The PRICOR consultant proposed studies on supervision 
to be conducted in three phases, the ftrst to consist of a systematic evaluation of the system 
of supervision and elaboration of an operational definition of supervision. The second phase 
consisted of defming different strategies of supervision and analyzing the cost-effectiveness of 
different strategies. Finally, the third phase was to be integration of these solutions into the 
system of supervision. She also provided general guidelines for conduc:ing OR. 

The rules for organizing the work of the Research Committee were outlined in the 
"Reglem~::t Interieur" from the DRPF in December 1986. Meetings were to take place every 
three months and the committee reserved the right to approve, . nodify, or reject research 
proposals. At least a quarter of the members needed to be prcse.lt to convene and approval of 
proposals required at least half of the members agreeing. Criteria for selection of proposals 
included: only projects relevant to the domain of primary health care, and executed in the 
regions of Kaolack and Fatick, except studies related to ORT, which could be done anywhere. 
Research proposals were to be sound scientifically and methodologically. Only agents and 
units relevant to the MOB were eligible to submit proposals, along with students \vhose thesis 
proposals were consistent with the priority research topics. Finally, the maximum amount to 
be awarded for a proposal was to be 5 million F cfa. 

Between 1987 and 1989, about 10 research proposals were submitted to the Research 
Committee. Of these, only one rea~ OR proposal was approved whose silbject was testing 
different malaria control strategies. Unfortunately, the investigator then moved and the study 
was nevel initiated. Aida LoFaye completed a financial summary of the first 10 years of the 
RHDS experience. Other proposals that had been turned dOWl1 and were available for review 
in the HP~O were: 1) a study to examine the sensitivity of Plasmodium falciparum to 
chloroquine in children 3-14 years in Kaolack. Fatick, Ziguinchor, and Diourbel; 2) influence 
of social factors on people's perceptions of the primary health care system in Kaolack; and 3) 

strategies to reinforce participation of the population in primary health care systems, 
particularly concerning maternal and child health in Louga. 

Two other OR studies were carned out, which apparently did not go through this 
approval process, firstly, the Pricor supelvision study. The results from the first phase were 
discussed in a three-day seminar in October 1989. The second was the Fabricant feasibility 
study of in country production of ORS packets (1985). Because there was no follow-up of 
this study over a four-year period, it was proposed in the Project extension amendment (no. 
3) that a new study be done to once again look at this issue. This has not yet been canied 
out. 

The team attempted to understand what the barriers were in preventing OR from going 
forward satisfactorily. It is still not entirely dear. First, some interviewed said there was a 
problem with the quality of the proposals and that they were not truly OR. Others said that 
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the process of approval was too cumbersome and critical. Instead of helping potential 
investigators improve their methodology so that they would have an appropriate and 
acceptable proposal, they were rejected flat out Little effort was made in educating potential 
researchers. There appears to have been little benefit of the technical assistance provided by 
the consultant epidemiologists; either they were ineffective or DRPH refused their assistance. 
lJSAID recommended that a training seminar be provided to instruct medicines-chefs and 
supervisors about preparing proposals and conducting OR. This seminar was not realized. It 
is clear, therefore. that this component of the RHOS II was poorly executed and the 
objectives were not met. 

Although not funded by the Project, several small OR studies were can'jed out during 
the RHOS II in Fatick by the Regional Medical Team. These studies were supported by 
regional money. One of these tested the feasibility of providing primary health care at the 
work site, using employees trained in the same manner as CHWs to provide treatments for 
mino~, ~ut common, conditions among the work force that often cause absenteeism while the 
employee seeks treatment, such as headaches and minor wounds. This proved to be 
successful. Unfortunately, the Medecin Chef of the Region felt inhibited in applying for 
Project OR funding because of the cumbersome and lengthy process. 

B. Extension Phase, 1989 to Present 

This section merely ~ummarizes progress toward achieving the indicators included in 
the Extension phase of the Project. In earlier sections of the report, those issues which have 
continued into the Extension period have been treated fully and are not repeated here, notably 
the health information system and child survival components. Training has been treated 
earlier, but a full discussion of the institutional aspects are included in this section. Brief 
~omments are made below and in the following sections to summarize progress to date, but 
the reader should return to previous sections for historical context and evolution within the 
Project. 

1. Strengthenin2: of or2:anization and mana2:ement systems 
within the MOHSA 

The extension phase (July 1989 through December 1990) sought to strengthen 
MOHSA management systems nationally, not just in the Project regions. This was to be 
accomplished through a series of activities, including: 

• development of a training and management plan for human resources; 

• development of a public health sector financial plan; 

• phannacy system improvements; 

• reorganization of child survival services under one directorate; 
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a health financing study; 

• completion of an operations research supervision study; 

• assistance to the national MIS; and 

.. development of a communications policy, and conduct of KAP studies 
nationwide. 

Most of the Extension activities did not achieve their objectives because of insufficient 
Project time and other avoidable delays. The failure was not due to poorly designed activities 
which did not yield the results expected (although the difficult economic period and 
assumptions made with respect to funding sources for supervision contributed to them), but 
due to delays on the part of the GOS in fulfilling covenants or taking a lead role in certain 
activities (which the GOS had agreed to undeltake), combined with delays on the part of 
USAID in obtaining approvals and funding, or providing adequate technical support, were 
mostly to blame. In one instance (phannacy system improvements) USAID deferred to The 
\\'orld Bank Project, which also had objectives in this area. At least two central delaying 
factors figured prominently. The first was failure to hire a health planner in a timely manner, 
especially since the HPNO Project Manager must devote most available time to administrative 
rather than technical Project matters (95 percent). This inevitably limited AID efforts applied 
to work on "management systems improvement" objectives. In addition, personnel changes 
within USAID--both in HPNO and elsewhere--resulted in a curious tendency to "link" Project 
activities. Thus, certain provisions in the grant agreement were interpreted as preventing the 
Agency from funding assistance to the GOS to meet other "conditions," which in tum were 
tied to funding, etc., until everything seemed dependent on something else, leaving no one 
able to act and everyone frustrated. 

Extension activities not includvd elsewhere include: 

a. Financial plan 

Project management staff did not seem to know this was in the Project 
amendment. The team assumes the financial plan will follow the health care financing study. 

b. Phannacv svstem 

The World Bank project is investing $4.8 million in supplying initial 
stocks of drugs in the periphery and promoting management reforms at the PNA, as well as 
conducting education campaigns about essential drugs. The PNA is scheduled to be 
financially autonomous in June 1991. These activities, if effectively implemented, \\'ill assure 
that the district drug supply is steady. The reforms will promote accountability which will 
allow monitoring of consumption down to the individual facility level. 

c. Health financine: studv 
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The scope of work has been apprc..,ed and a request for technical 
assistance sent for the flrst two phases of this three~phase study. The first two phases include 
a legal and regulatory refonn review. and a comparative facility cost, utilization and revenue 
study. The team has made several recommendations for the second phase of the study, to 

assure maximum transfer of skills and knowledge (see Annex 8~ I). 

d. Operations research supervision study 

The first phase of this study was completed in 1989. and is discussed in 
section IV.A.8. The second and third phases (development and testing of solutions) were 
started, but have not been completed. The team saw several interesting documents produced 
under RHDS II two by the Director of Studies at the Kaolack Training Center in 1990. These 
included a training manual and case study, and a follow-up evaluation of a supelvision 
course. 

e. Development of a communications policy 

A long-tenn T A from the HealthComm Project is already working in 
the Health Education Service of the MOHSA. 

2. Child sUIvival interventions strenf!thened and increased 

The third Project amendment for the extension period re-emphasizes the role of 
child survival interventions in the RHDS lIlCS and expands its objective of reducing 
mortality and morbidity in children to the age of five years. The specific direct child survival 
interventions were to have been: studies on malaria, oral rehydration solution, and therapeutic 
standards, medicine and supplies, village-level directed training, renovation of six Regional 
pharmacies and 20 rural health structures, a grant to World Vision to continue its child 
survival program in Louga, and a program to develop school gardens for improved nutrition. 

The study planned related to malaria was to determine optimal strategies for malaria 
control in rural populations. A study was approved by the Research Committee, but the 
investigator never began the study, as he left the area. The stupy related to ORS was to be 
an update on that done in 1985 to determine the feasibility of local production of ORS 
packets. This, too, has not been achieved. The planned hiring of a short-term phrumaceutical 
and drug supply specialist to evaluate current prac:tices and to develop therapeutic standards 
for health structures at all peripheral levels did ilOt occur. The World Bank has been 
developing a list of essential medications. 

Because of lack of receipt of the regional plans, other components planned above were 
not carried out, with the exception of continued funding of the World Vision Project in 
Louga. In addition, some CHW s were trained in this period by health post nurses and are 
working successfully. No school gardens were ever established in Fatick and Kaolack. 
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Although these components were not carried out, child survival activities continued to 
be provided during this extension period (see section IV.AA). However. it does not appear 
that they were particularly strengthened. with the exception of EPI. This is panicularly due to 
the lack of means available for consistent supervision (some communities were more creative 
than others in finding solutions to this) and cessation of training from the Kaolack Training 
Center (except for EPI, which was conducted by UNICEF). These factors are discussed in 
greater detail elsewhere in this report. 

3. Strengthening of Ministry of Health decentralization 

a. Imponance given to acceprable health plans 

The centerpiece of the last two Project years was the decentralization 
effort of which the Regional and Depanment Plans became the exclusive symbol. USAID's 
unconditional insistence on health planning documents before principal Project activities could 
go fonvard seems to have been based on the belief that planning must be the first step and 
that it must alone. However. it appears to be unusually demanding, considering that AID T A 
(health planner) to promote and assist planning effoI1s never materialized. The team thought 
that such a condItion should have been accompanied with a plan for interim support to sustain 
essential Project activities--particularly to keep the HPNs motivated (refresher training and 
trainin~ of trainers (f0T) for new staff--bringing about a smoother culmination to Project 
activities during the period of transfer/integration of Project Office responsibilities to and 
\.ithin the Health Regions. 

As discussed elsewhere, the team deemed harmful to the Project to hold up the very 
things that could contribute to the overall process of field decentralization: sy~temic 
management changes. The team is aware that other donors agreed with this approach but 
they did not have Project continuity at stake. 

b. Confusion about project intentions 

As mentioned under Project Management, delays within USAID 
OCCUlTed because of the wording of the Project Amendment number three, (extension of the 
project from 1989-1991). The Controller of USAID interpreted the document to pelmit 
funding to four Regions (who would be selected for project interventions based on submitting 
the first acceptable PRDSs) while the Program staff had ,intended funds for document 
preparation to be provided to all 10 Regions. An Action Memorandum had to be prepared 
entailing time for its processing and action. 

It appeared to the team that program intentions should have been oven'iding and the 
way found to acconunodate a legal problem with minimal harm to the project implementation. 
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c. Process of health plannin1! 

Breaking new ground in health planning is likely to make Senegal an 
example in the TIlird \Vorld. The process has had the support of the \\'orld Health 
Organization/Brazzaville and!Bamako, who sent health planners to Senegal to assist Chief 
Medical Officers of the 10 Regions to prepare development plans (1989) based 011 a model 
and set of guidelines. The guidelines were further improved in an AID seminar held in 1990 
which enlarged participation to include not only regional chief medical Officers but also 
hospital directors and supervisors of PHC. Finally recently, in 1991, The World Bank 
sponsored a seminar for department medical chiefs, emphasizing the importance of preparing 
written planning documents and demystifying their preparation. 

d. National level health plann!I!.R 

Not only are the regions anc departments involved in health plannil~g, 
h". -lie Cabinet Tlirector of Public Health is asking his staff to prepare a national level heahd 
pldll which will note the objectives, strategies. activities and resources of each central level 
division and unit, an exercise that might bring about a definition of tasks (and overlapping 
functions) and lead to the preparation of an organizational chart. An additional output of this 
process may be decisions of potential benefit to the Project and help clarification of how a 
decentralized system will work at the national level. 

e. Other activities enforcing decentralization 

The other activities foreseen during the Project Extension should occur 
during the added months that may be given the project: namely, developing an lEe program 
in the selected regions (which will be Fatick, Kaolack and Louga) with the help of a 
communications specialist who is already on board and will carry out a KAP study once 
project money is released as the basis for developing lEC materials; renovation of selected 
rural health facilities; in-country training, procufl~ment of medicines and supplies and 
procurement of lEC materials in the Regions. The Health Planner still expected to join the 
project would provide planning and technical assistance to the Medical Regions through 
MOHSA, which hopefully will utilize hislher selvices effectively. USAID should do 
everything possible to assure that it is feasible for the T A to function given the convoluted 
lines of authority within the Ministry described under Project Management. 

f. Conclusions 

The team believes that Senegal will be a leader in health planning 
thanks to perseverance which the donor community has maintained with regard to the 
preparation of written plans. The team considers that appropriate measures to ensure the 
availability of local expertise to help move the regions along could have been obtained while 
awaiting the arrival of the health planner. Health Plans are being reviewed this first week of 
May 1991 in Mbour at ISED. Regional medical chiefs are participating in this educational 
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process. Similar future health planning workshops, which constitute an interim form of the 
"nutrition planner" function should benefit department level participants as well. 

4. Strengthenine: of Qublic health training institutions 

a. ISED-Tulane-Morehouse training for phYsicians 

Prior to the Project Extension period, USAID began to provide support 
for in-country training of doctors through a creative practical public health training program 
carried out in the Mbour Institut de Sante et Development (IS ED). Beginning in December 
1988, USAID provided funds to ensure institutional linkages of the ISED with Tulane 
University and the Morehouse School of Medicine. Following a successful initial period of 
collaboration, AID has signed a $1.1 million grant to cover 12 months of TA to ISED, 
running from July 1, 1989 to June 30, 1991. 

Inspired by other country models which have already proven their effectiveness, 
ISED's objective is to provide country/problem-specific training for Senegal health 
professionals. Satisfactory completion of the two yell! course le<tds to a Certificat d' Etude 
Speciale (CES) which is equivalent to the Master of Public Health (MPH) degree but better 
known in Senegal's academic circles because it already exists as a specialized diploma in 
other fields such as pediatrics, cardiology, etc. The training is intended for 
physicians--medical doctors, veterinarians, phrumacists, odontologists etc. 

The course includes six modules: epidemiology; biostatistics and computer systems; 
sanitary engineering, environment and nutrition; planning, administration and management of 
health services; behavioral sciences and applied health education; soci.ology and health 
socio-economics; and community health care and development-oriented techniques. Each 
module comprises two weeks of on-site training followed by two months of supervised desk 
work (using local data, in itself of direct benefit to health planning effol1s) and a subsequent 
two months respite, with resumption of the subsequent modules. 

The ISED program is being evaluated s.eparately and simultaneously with this 
evaluation. The team has noted to IS ED evaluator, Dr. Emile Jeannee, its opinion that the 
program appears to respond to many of the training problems encountered in the past: absence 
of key medical officers from their posts; the socially distant environment of the training in 
many instances; the difficulty of having full recognition .of the American MPH degree. 

Seven physicians have already completed the program, including the three Regional 
Medical Officers of Fatick, Diourbel and Tambacounda (three of 10 in the country). It is 
planned that a group of 14 will begin the course each year. The second group which in fact 
numbered 15 began in December 1990. Included are 15 doctors, 11 of whom are Depal1ment 
Medical Officers, three are in university hospitals and one in the urban Pikine PJLC Project. 
The second group would finish in December 1992, while a third group is to be started in 
December 1991. 
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Assuming an average 14 new physicians trained each year and an objective of some 
120 to include most doctors in Medical Officer positions and in hospiuils, total time to 
saturate the system with a public health orientation would take about eight years. Each year 
14-15 candidates can be accommodated. To achieve a critical mass of doctors with public 
health training. 120 might be trained. which would require eight years. 

The per-training-year cost compared with other training was not known by the tcam. 
however, though members assumed the training would be cheaper. Even should costs be 
comparable, the advantage of institution building is a very large one and would merit 
assessment on other bases than unit cost comparisons. Since the program has gained the 
respect of the international health community after an initial lool reception. some of the 
financial support may be forthcoming from non-US sources. 

b. Midwiferv school 

"T'" . Dire .- .\~ )\'1>'(\~ t'''' '",,":.. • ('hc~l~' \r'··, r-..~ T 7, 
'. . 

in Da..kar has expressed interest in curriculum redesign which would orient the training of 
paramedical staff more to national health policy objectives emphasizing primary health care. 
US AID plans to hire a short tenn training specialist and a public health specialist to assist the 
faculty in the midwifery and nursing schools to modify their cU1Ticula. 
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V. OTHER FINDINGS 

A. Use of Resources and Financial Management COllsideration~ 

This section will examine the use of AID funds and SOS counterpan funds provided 
from the national investment budget ("BNltI). It is not intended to be an audit or external 
financial control exercise, but rather a review of use of funds to answer two management 
control questions: a) were resources used efficiently and effectively to achieve project 
objectives? and b) how can accountability for use of funds be improved in the future? The 
section is divided into three parts: AID budget. BNI budget, and financial management 
considerations in the context of decentralization. 

1. AID budg~t 

Due to the difficulties in obtaining information on the BNI budget. the AID 
budget was not analyzed in detail. The team noted that expenditures were inclllTed at a 
slower mte than anticipated due to severa] factors. These included slow approvals by the 
Controller's Office (due to conflicting interpretations of the Project Agreement), changing 
priorities regarding the importance of hiring a health planner T A, and ch~nges in financial 
management procedures as the Project passed through it~ several different stages (i.e., Project 
Office, direct funding to regions, assistance at national level and in a . 'egional planning 
process managed through a local accounting flrm) , 

In June 1989. when direct assistance to the regions stopped, the Project had spent 
$6.31 million of the $10.l million planned. Despite this problem with the pipeline, additional 
funds were requested ar' approved, including 2 million in child survival funds. Thus, $5.82 
million was to be spent riuring the extension period; however, by March 1991. only $l.06 
million had been spent. 

The evaluation tf'~rn (11Jf'<:tjnn<: wh , • ..,rl'~;·i()n~l Fllnrl" Wf'rp <.:(\lloht (nT' '~.''''';rlprll "·h,,n 
tile i !vJi.,. ... ~ wa;, navmg lWuole spenOlng tile tunds it fiad. The leam alSO HOLt;;, lIlal 

administrative procedures at USAID seem unusuaHy cumbersome and approvals through the 
Controller's office may not be as sm:amlined as desirable. 

2. 13 NT budget 

In the original Project Agreement, the BNI budget allocated to the Project was 
to be not less than 1 million dollars. The Project was amended in June of 1984, to increase 
the counterpart funds by $115,000, which was destined to pay for salaries of four professional 
staff within the SANAS Directorate (for five years) and 10 Regional Level Staff (one per 
region), for 2.5 years. 

Prior to the evaluation, only one somewhat obscure budget variance repon had been 
prepared (see Appendix 7-1). The budget analysis was undated, although a handwritten note 
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indicates it may have recorded transactions through June 1989. The categories are unckar, 
though, and without any explanatory notes the c1ata are vinually unusable. For example. the 
repon gives a cumulative total of funds available after several years, although the Ministry of 
Finance policy is that unused funds reven back to the Treasury so in facl these funds are not 
available to the Project. The statement also includes funds budgeted for FY 1987, which 
were (allegedly) never received by the MOHSA. 

The evaluation team met \vith officials within the PAGE, to try to obtain a clearer 
picture of how BNI funds had been spent. One team member, Mr. Pieme, is employed within 
the PAGE and also made efbns to obtain financial data. A meeting was held with the 
Director of the PAGE, who noted thaI he was not kept very well informed about the 
management of the budget and was just asked to sign checks to release funds. without 
understanding what activities they were financing. This lack of Project knov.'ledge \vas 
somewhat surprising, since the Director had been compensated for his involvement in Project 
management (through a monthly bonus payment system). The Director of the PAGE 
su!!!!ested that there was a lack of effective communication between the rc!!ions and his 
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office. The accountant within the PAGE who had managed the counterpart funds until 1990 
(Mr. Wade, also compensated through the bonus progrum) met with the team but was unable 
to provide any help. 

The team finally was able to review the "first book of entry," i.e. the cash journal, for 
the Project's BNI at the Unite de Gestion de Project The Director of the UGP was out of 
town during this time, but the UGP Manager was very helpful throughout the process. The 
tables in Appendix V.A.l were compiled, based on this one bookkeeping tool plus additional 
infonnation provided by the Manager. The tables are unaudited, and therefore should not be 
cited until a more complete analysis can be done. 

The analysis revealed that a total which probably exceeds 181 million CF A ($641,418) 
has been expended from the counterpart budget, or about 58 percent of the funds agreed to in 
the Pwject Grant agreement amendment No.I. Because accounting for fuel purchasL:: was 
not recorded in the cash journal prior to May 1990 and the accountant in the PAGE was 
unable to provide assistance, it is impossible to know how many additional resources have 
been spent on this item. In addition, the tables were prepared very quickly from sometimes 
incomplete and unclear base documents. so the accuracy of the statements is unverified. 

Despite the~e limitations, the appended tables provide much infonnation for 
discussion. The team notes that: 

• Many building repair expenses were not Project-related (e.g. 1.8 million CFA 
to repair the Division of Personnel at the MOHSA and 9.2 million CFA for a 
Urology Unit and Cobalt Therapy Unit at the Pantec Hospital); 

o About 3.7 million CFA was spent on putting bathrooms into the Kaolack 
Training Center, although the D~rector was unaware that BN1 funds had been 
used for this (he believed cost-recovery revenue had been used, which he said 
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he had successfully extracted from the blocked account at the failed USB 
bank); 

• Vehicle repair and maintenance costs are regularly very high (l0.6 million CFA 
in FY 1990), often enough to finance the purchase of new vehicles. In FY 
1991 these funds were used to repair four PAGE vehicles, three UGP vehicles. 
but no vehicles from the Project regions; 

• The FY 1991 fuel allowance of 5.56 million CFA is five times higher than the 
1990 budget for fuel for the Kaolack Medical Region, and has been used to 
date exclusively for the three vehicles at the lJGP (each of which is accorded 
200 liters per month). TIle budget is sufficient to purchase about 19.8()() liters 
(at an average price of 280 CFA per liter. given equal use of super" and 
"gasoil"). This is adequate to finance the supervision costs of 236 health posts 
for one year (at seven liters per month). No records were kept regarding how 
the fuel budget was spent while it was being managed by the PAGE. 

.. The amount spent on office supplies and printing in FY 1990 was equal to 24 
times the operating budget ("budget fonctionnement") for the Kaolack Medical 
Region in 1990. Although it is not clear what project activities may have 
benefited from the BNI spending on office supplies/printing in FY 1990. in FY 
1991 the spending which could be directly attributed to the UGP office in this 
category was seven times the budget for Kaolack Medical Region; 

• Only one staff member working at SANAS (a secretary) is paid through the 
BNI, contrary to the four professional staff at the national level who should 
have been still receiving salaries. Without a thorough review of historical 
records, it is impossible to determine whether the eight regional SANAS staff 
were ever paid through the BNI. They are not on the payroll now; 

An f""rifT\~tpri 1 '" nllt of 32 ~t~ff n:Jliri hv fhf' Rt\JT (47 n(~rc{"nt) an' nor 

performing Project-related work. This figure may be as high as 19 (59 
percent), since actual functions of staff could not be reviewed. In addition. 
eight of the Project-related staff are currently employed at the non-operational 
Kaolack Training Center; 

" Financial management and control procedures are absent, and no cost 
accounting system exists which would allow expenditures to be attributed to 
activities or service areas; and 

o The Ministry of Finance conducts an annual control visit. but no written traces 
were seen of this. 

The evaluation team believes that such a lack of management and financial control is 
very serious. Both ('n the GOS side and on the side of AID, managers neglected their 
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responsibilities to monitor and evaluate perfOlmance according to objectives, and to provide 
accountability regarding the use of resources in pursuing these objectives. While deficiencies 
on the side of the GOS are easily recognized (since the budget is provided and managed by 
the GOS), USAID's responsibilities must also be highlighted. A program manager in the 
HPNO raised the problem of lack of accountability of BNI funds in 1989, in an internal AID 
document The team must ask why no interim follow-up was made until this final evaluation. 
Specific recommendations are provided for how financial management systems can be 
improved in th~ future; however, it is regrettable that recommendations to remedy this 
situatioll were not requested and implemented by the GOS and USAID ~arlier. 

A final comment on use of GOS funds, though not disbursed through the ENI, is best 
placed in thi~ section. The budget of the Kaolack Training Center (10 million CFA per year, 
not including the salaries of two professional civil servant staff and eight employees paid by 
the BNI) seems to bear no relation to the level of activity of the Center (which is currc.ntly 
zero). For example, the budget for "fonctionnernent" is 23 percent of the entire 
"fonctionnement" bud1!et for the Kaolack Re~ion, all sClvices and CMs included. Its 
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electricity budget is higher than that of all other services and regions except the CS of 
Koungheul, and its telephone budget is higher than all other regional selvices combined. and 
double the next highest CS budget for telephone. The GOS should urgently <Jodress the need 
to strengthen management control over the use of these resources in relation to outputs. In 
addition, more than four budget categories ("fonctionnement," water, electricity and telephone) 
should be specified, to facilitate budget review. 

3. Financial management in the context of decentraliz.ation 

Due to the time elapsed since the Project was involved in decentralized budget 
control (i.e. providing funds directly to the regions). it is difficult for the team to evaluate 
how successful the Project was in decentralizing these functions after the closing of the 
Project Office, and before withdrawing financial assistal1':e to the Regions in 1989. 
Anecdotal evidence suggests that the experience was not entirely successful: Regional 
officials saw AID regulations as complex, not well explained (and therefore not well 
understood), and noted that changes in the rules were frequent and seemingly inconsistent. 
On the part of AID, the Regions seemed to spend the funds very slowly once they were 
deposited in the Regional accounts. Since the decentralization experience was the first for 
USAID in Senegal, observations from both sides seem credible and indeed expected. 
Decentralized budget development and management is npt a skill learned overnight, and the 
Project staff should not be puzzled or disappointed by the problems and results in this area. 

To improve decentralized budget management once financial assistance to the Regions 
is restored (following approval of the Regional Plans), the Project should request assistance 
from a local accounting finn. Specific recommendations are provided in Chapter VII. 
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B. Project Management 

1. Institutional dismptions caused by personnel changes 

a. Introduction 

While management at the lJSAID and the Ministry of Health can be 
expected to lack continuity given the inevitability of personnel transfers and changes of 
leadership in the government. it is thought that the RHDS Project had more than its share of 
management changes with adverse effects for the Project. perhaps because the Project 
required to some degree a willingness and ability to understand its philosophical hase from 
which the "health for all" conception is derived. In the view of Project staff who witnessed 
most of the Project life, many of the decision makers failed to unoerstand (or accord priority 
to carrying out) the Project's objectives and strategy. 

b. The Ministry of Health 

The Health Ministry has undergone many changes with shon spans of 
leadership at the top levels. Accordll1g to Project staff on the scene at the time, the 
Ministerial team which negotiated the Rural Health Project and panicipated in its launching 
from 1978 to 1984 was strongly supportive of the Project team' s work in the rural areas, 
steadfastly maintaining the goal of decentralization as the basis of the management strategy of 
the Project. This early reinforcing Ministerial team was then followed by other teams which 
did not understand the Project's philosophy, principles and strategies. Subsequent teams had 
to deal wiL' serious disruptions in the functioning of the national health system including a 
series of health worker strikes. During the most recent Ministerial chan~e W

l1ich occUlTed in 
1989, intensive mobilization for vaccination campaigns once more brought otheI work to a 
standstill since all aV:lilable staff time was given to that sirlg1e activity. 

There were also important changes at ~op levels of the major technical (, ffices of the . 
!)l"Je':'t1vi":O. \\ :,~, ... ,~ •. '"'.1\"',-, .., .,A .. WIt",.,.! \,;umponem~ wen~ oemg lI1troduced, only cursory 
attention could be given to the reinforcement of oral rehydration, gro\\'th surveillance and 
nutritional rehabilitation since there was still preoccupation with the vaccination campaign. 
The growth surveillance activities particularly suffered since they were introduced during a 
period of major changes in the technical offices. 

Shortly after a presiJential decision (Decree of March 24, 1990) to restructure many 
ministries, the Ministry of Public Health was reorganized. Thus, instead of six national 
services (directions), there would be three: Direction de la Sante Publique (DSP), in charge of 
the implep1cmation of public health as defined by the Health Minister and assisted by his 
Cabin~t; Direction de l' Administration Generale et de l'Equipement (DAGE). in charge o[ the 
management of all Ministry resources; and the Direction de !' Action Sociale (DAS), 
responsible for managing social affairs. 
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This theoretical restructuring never came to pass so there are service offices or units 
that are unattached. existing parallel to technical offices, which are to carry out the same 
activities with the same resources for the offices. Some of the technical offices that were to 
have been suppressed in fact survived under new names, maintaining their fonner functions. 
An example is the fonner DRPF, the activities of which are split between a planning function 
and a research and training function in the Cabinet. The result is a Ministry with diffused 
lines of authority and resource responsibilities which is unable to s.Jpport the Project 
effectively. As noted elsewhere, the available organigram is incomplete and fails to link lip 
lines of authority within the Ministry. The uncompleted organigram for the MOHSA, shown 
in Annex 3-3 shows the variolls functions and the names of occupants. One of the unhappy 
consequences of the many changes and unclear lInes of authority for the Project was the 
tendency, approved dUling the third Ministerial team, to recentralize the management of the 
Project. TIlis recentralizing tendency which began when the Kaolack Project Office was 
disbanoed was further reinforced when the Ministry finally received the Senegalese 
counterpart funds for the Project. 

c. USAID and the Health. Population and Nutrition Office 

The responsible management office of USAID in Dakar--HPNO--has 
also been victim of changes somewhat similar to those witnessed by the MOHSA. The 
HPNO leadership which negotiated the Project and presided over its beginnings remained 
through the flrst few years only. Following that initial period, HPNO was then headed by a 
health officer who was less aware of, and persuaded by, the philosophy, principles and 
strategy proposed in the Project and with a new style of leadership. This officer was 
followed by another with yet a new vision of the Project and understanding of the strategy. 
The latter's arrival coincided with the dismantling of the Project Office in 1987, along with 
the progressive withdrawal of USAID and the integration of management into the Medical 
Regions of Fatick and Kaolack. In the change and confusion, Project staff at the time repOlt 
there were serious slowdowns and delays in procedures to the point that field activities 
suffered profoundly. 

The implementalion plan fell behind schedule because funds could no1. be released for 
the activities programmed. For example, in Fatick of the 27 million FCFA planned for 1988, 
orly 8 million FCFA were used by the end of the year. Delays were due to a variety of 
reasons of courstcluding an inability on the pan of the Regions to make disbursements in 
a timely manner, but the field staff consider that a system for timely relea;..: of funds was not 
in place. From the point of view of the ex-Project Manager who was either directing the 
Project or serving a5. adviser to the Regions, there was a lack of decision making on the pan 
of HPNO in support of field activities during this transfer or transition period. There were 
also abrupt changes in USAID Mission vision and strategy at the top levels which affected 
continuity of the Project. 
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d. Technical assistance 

HIID, in addition to backstopping the short- arid long-term u"aining 
component descIibed above, was the contractual organization in charge of assisting the 
Government of Senegal and the US AID in the management of the Project. HIID was also 
victimized at a certain time by the profound upheavals. 'Thus three of its mandatee to assist 
the Project staff were not completed in Senegal. And s3"angely, none of these experts, 
whether the twv epidemiologists or the two management specialists, was able to pro,juce an 
analytical document on the Project functioning nor on the epidemiological status of the 
Project area. In the opinion of the Project Manager who worked with the I-HID team, the 
support of these experts never appeared to be effective. 

On the other hand, it must be noted that HIID technical assistance has been channelled 
through an office which in the opinion of colleagues lacks a clear perception of the Project's 
objectives and strategies and is unable to assume management functions from its current 
C'lbinet position of technical counsellor; this office formerly functioned as the Direction de 
Recherche, Planification et Formation (DRPF) and is ill equipped to move Project activities 
along. Many of these arpear to get bogged down, are never canied out, or are far behind 
schedule: e.g., the operational research, manpower training plan. follow-up on the Kaolack 
Training Center study, and supervision components. 

In addition to obstacles to effective use of long-telm technical assistance, it must be 
noted that the HPNO and HnD also had conflicts which resulted in less efficient assistance 
being given to the Project operations. 

The ream noted that the entire area of technical assistance requires an evaluation of its 
own to assess fairly past pelformance, determine attitudes and CUlTent needs, and agreement 
between USAID and the GOS on a procedure for the selection and management of technical 
assistance. 

2. Lack of health management expertise 

To these institutior.al and technical assistance problems must be added the fact 
that neither MOHSA nor HPNO has consistently provided the health management competence 
required to support Project implementation effectively. This view was expressed by several 
partners, and the team itself was aware that timely assistance and pointing out how to solve 
problems could have helped activities run more smoothly. For example, the demand for 
regional health plans was made without sufficient technical assistance in clarifying the nature 
of these plans. This point is discussed further in Section IV.B.3. For a considerable span of 
the Project's implementation, there was not one person in the MOHSA who was o"ained in 
public health among those involved in the Project management. On HPNO's side too, it was 
the opinion of Ser.egalese partners that specially after the initial phase of the Project, HPNO 
suffered from a lack of expenist in the area of health project management. 
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As for deficiencies and limits of those in the field, they are well expressed in the 19~Q 
Evaluation and to a certain degree in the 1986 Evaluation. The major problems were 
incompetence and management shortcomings and ineffectiveness of the I-HID technical 
assistants assigned to the field Project Office in Kaolack. The 1986 Evaluation as silent 
however on the role of the MOHSA, HPNO and USAID. 

3. Ineffective dialogue 

Consistently voiced among Senegalese queried was that ineffective dialogue 
between US and Senegalese partners caused many delays. The team thought that dialogue 
failures were also due to inadequate hands-on technical assistance by the US AID staff 
because of administrative functions which take the lion's share of time (viz .. 95 percent of the 
Project Manager's time). Specifically, Senegalese confirmed that it was unclear for some 
time what was expected from them in teIlllS of health development plans. 

4. Slow disbursement of USArD funds 

During RHOS II, through June 30, 1989 only 62 percent of the funds provided 
had been spent, or $6.3 million of the $10.1 million. However, $2.0 million more in Child 
Survival funds were added, making a total of $5.82 mill~on for the extension period. As of 
March 1991, only $1.01 million had been expended due to the delays caused by suspending 
most Project activities until acceptable regional health development plans were received. The 
evaluation team thought that other activities should have been moving in tandem, except for 
the expenditures planned for the four specific regions. 

5. BN! budl!et 

Detailed in Section V.A., Use of Resources and Financial Management, the 
team noted a serious lack of management and financial control both on the GOS and AID. 
lv1anagers failed to monitor and evaluate performance according to objectives and to provide 
accountability regarding the use of resources. USAIO raised the problem of 
non-accountability of B}\.l] funds as early as 1989, but there was no followup. The team has 
made specific recommendations for USAID to obtain the services of a local accounting firm 
and for strengthening management systems on behalf of the regions (e.g., through 
modification of training moduie on management used by ISEOn~ulane) . 

. ' 

C. Gender Considerations 

The issue of gender considerations in the RHOS IIICS can be conceptualized on two 
basic levels, i.e., how gender relates to participation in program components and satisfaction 
with services rendered, and how gender relates to service delivery and management. In the 
first Sine Saloum Project, the emphasis was on providing basic preventive and curative health 
services at the health hut level, without a particular target popUlation group. It is therefore 
not surprising that a larger proportion of men than women used the health huts (98 percent of 
mer. and 83 percent of women, according to the 1982 evaluation). This difference was due to 
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the greater occurrence of wounds in men for which they sought care. Nonetheless, these 
figures support extremely high utilization rates by both groups. 

In the RHDS II, technical components were added with very specific target groups: 
young children and pregnant women. Therefore, it would have been a failure of the Project 
not to see a shift in utilization patterns. This is, indeed, exactly what happened. All CHWs 
reported that women and children now receive services more often than men; because mothers 
generally tend to the health care of the child, women are both using services for themselves, 
and for their children. Women are also generally using the services of the trained traditional 
birth attendant in the village. In a few cases, women were refusing her services; it was 
difficult to ascertain specifically why this was so. In one village, the several residents said 
that they had "no confidence in her training," while in another, it appeared to be related to 

superstition (perhaps the TBA had delivered a sti.llborn and women were afraid). Men 
continue to seek the assistance of the CHW for wound care, as well as treatment for malaria, 
headaches, and other problems. 

In village Pane Sader, the mother's committee, with 12 women present, expressed 
great satisfaction with the health hut, because they felt the hut mel their health care needs and 
they did not have to go elsewhere. They stated that since the implantation of the hut, there 
have been fewer cases of malaria, due to chloroquinization. Secondly, they said the like 
having growth monitoring (there is a scale in the hut) and vaccination services in the village. 
They reported that there is still a lot of diarrhea, but that they use SSS for it. For cenain, 
they said, the adults lose less time from work. They are also happy to have drugs available at 
the hut, because the market often sells expired drugs. The women also expressed satisfaction 
with a literacy course that they attach to health education sessions. The CHW teaches them 
writing in Wolof at sessions about EPI, ORT, etc. (The CHW writes his registers in Wolof 
Arabic characters, and some in French--as he is currently learning to Wlite in French.) The 
mothers also have a loan system, using money collected from weighing sessions to assist 
those financially stressed before the hivemage. ([his village was also graced with very 
valuable assistance from a Peace Corps volunteer.) 

This degree of functioning and satisfaction demonstrates the role gender plays in 
management and service provision, i.e., the best functioning huts were those in which women 
played a central role. In the above hut, women were actively involved in decision-making 
alongside the men on the health committee. The matrone was respected and her services used 
regularly. This was a commmon theme in most of the villages with very functional health 
huts. In Keur Madieng, a model village, women quarter leaders assure that neighbors get to 

the maternity, and bring their children for growth monitoring and vaccination. Several 
villages had integrated women's projects with health activities. 

A second way in which gender played an important role in service delivery was the 
sex of the CHW. As noted in other sections, one of the greatest problems associated with 
failed huts was the departure of the male CHW (in one case only was a woman implicated in 
making off with the funds). Because male CHWs were rarely paid for their services, they 
became frustrated and often left, sometimes with the funds. On the other hand, the TBA' s, 
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women, were less likely to be mobile. Secondly, a traditional system of paying the TBA was 
in place and accepted by the population. It is customary to reward the TBA with some food 
and perhaps money for the delivery of a child (this was apparently related to the importance 
of someone touching one's blood). Therefore, the TBAs trained by the Project continued to 
get paid by the villages, while the male CH\Vs did not. A number of villages had solved this 
problem by having "polyvalent" female CH'Ns, perfonning both the secouriste and matrone 
functions. There did not seem to be any problems with male villagers accepting services 
from the female CHW. The fOCllS group leaders on the team, including the men, all stated 
unequivocally that women played an important role in the detennining the success of the 
health hut. 

Although the team did not explore tbe role of traditional healers in great detail, it had 
the opportunity to meet an ENDA volunteer who was stUdying the utilization patterns among 
the population of traditional healers vs. "modern" health workers in one of the villages 
visited--Sob, Kaolack. He has found that men are more likely to use traditional healers, while 
women are more likely to use modern medicine for themselves and their children. This is 
probably related to the types of problems for which they seek help; modern methods such as 
vaccinations have been shown to be effective to the mothers. This type of anthropological
sociological analysis needs to be done further to increase the understanding of the role 
tradition and gender play in the rural population's selection of health care services. 

D. Overall Sustainability 

A recent review of the sustainability of USAID-funded health programs in Senegal 
(Bloom 1988) defined "sustainability" as "the continuation of project outputs and/or project 
outcomes" for three to five years, at least, after AID funding has ceased. The study made 
many observations about the sustainability of the first Rural Health Project's outputs and 
outcomes, although it noted that "what remains to be seen is the sustainability of the entire 
project effort once USAID has terminated." According to the definition used above, the 
sustainability of the RHDS IIICS Project still cannot be evaluated, since AID direct assistance 
to the Regions ended only two years ago and indirect assistance continues to this day. Lie 
can, however, point out those outputs and outcomes most likely to be sustained. Folkwing 
Bloom's framework, the discussion below looks at both contextual factors (e.g., political, 
economic and sociocultural aspects) and specific project characteristics (e.g., content and 
design, management and financing) which are likely to influence sustainability. 

1. Contextual factors 

The evaluation team found that most of the contextual factors influencing the 
sustainability of the Project in its early years were still important two years after Project 
completion. For example, Bloom highlights the stable political situation in Senegal, the 
Project's reliance on existing village organizations and fostering of women's panicipation, 
and the consistently high national commitment to PJfC as positive influences (among others). 
On the negative side, the macroeconomic environment, the inappropriate selection of certain 
health hut sites (which hindered participation by satellite villages) and CHWs (who were not 
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respected by the community) and the high degree of "independence" among different services 
within the MOHSA (which slowed organizational integration of the Project into mainstream 
Ministry activities) were described as having had a negative impact on Project sustainability. 
The evaluation team noted that all of these factors still wield important influence 011 

sustainability of Project outputs and outcomes. In addition, the team saw clear evidence of 
the positive influence of some government policies (e.g .. decentralization, cost-sharing in the 
health sector), and the negative influence of others (e.g., policies guiding the allocation 
process of local tax revenues). 

The evaluation team noted with interest a few divergences from Bloom's findings 
from Phase 1. Most importantly, Bloom indicated that sociocultural factors had limited the 
success of the Project's preventive care strategies: "The sustainability of promotive and 
preventive health measures was indubitably undennined by the sociocultural beliefs and 
health-seeking behavior patterns that encourage rural Senegalese to seek curative care 
(medicines) from health huts and posts, but seek preventive care elsewhere or not at all." If 
~l('l('l'n ;(' ('('IfTP('t in ')('('11rniT'''T thp(,e' fact0;''' h'lrl "T~rl~f'T"l,;,,(>rl thp P.·,,;c>r>t'(' n,·" .. ~nt;"A -H'~"(' 

strategies in Phase 1, tne sItuation was certainly turned around by tl1e tlIne me Project ended 
in 1989, and a marked tendency of communities to value preventive health care measures 
such as vaccinations and ORT has emerged in Fatick and Kaolack Regions. This factor will 
undoubtedly enhance the sustainability of these interventions in the future. 

Secondly, Bloom concluded that the lack of "a vibrant, well-organized private 
(commercial or church-sponsored) health care system" was a positive influence on the 
sustainbility of PHC service delivery, since the government offered services did not have to 
compete with the private sector. In fact, there does seem to be a problem in many areas with 
competition from cheap, illegally-imported drugs from The Gambia which offer a low-cost 
alternative to the drugs sold at the health huts. Catholic dispensaries also were found to be a 
strong alternative provider, offering regular and plentiful supplies of drugs at higher prices 
which people seemed willing to pay. At the same time, however, Catholic sisters helped to 

improve health hut operations by assisting in baby weighing, supervising CHWs, etc. The 
net effect of this source of competition is therefore unclear. The evaluation team suggests 
that the health care financing study undertake a more systematic analysis of p~L:allel providers 
on PHC program sustainability. (Because of its broad implications, the whole "competing" 
area of traditionaIlherbal healers is left without other comment than that the team recogniz~s 
its importance, especially in rural areas. Minimally, a survey of available literature (including 
the findings of Franklin of Tulane, ENDA, etc.) should be made and ideas discussed as to 
potential village linkages with the CHWs.) 

2. Project characteristics 

The evaluation team found similarities between Phase I and Phase II conceming 
Project characteristics that favored sustain ability, i.e., overall Project design (which was 
developed with "participation, mutual respect, and consensus"), Project clruity of goals and 
objectives, and focus on community participation. 
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But where Bloom gives high marks to the early Project's "stable and well-qualified 
leadership" and improved administration systems, the evaluation team found that by the end 
of the Project, inadequate managerial leadership and administrative capacity were major 
problems. An AID program evaluation discussion paper has called sustainability and program 
management "two sides of the same coin," thus. the insufficiencies in this area are of serious 
concern. 

a. Program management; 

The evaluation team believes that USAID withdrew assistance too 
quickly, before program management skills in the Project area were firmly in place. 
ironically USAID's intentions were the opposite: by making additional assistance to finance 
implementation activities dependent upon receiving regional health plans, USAID thought it 
was building management capacities. In reality, the many conditions specified in the last 
Project amendment, and the ensuing agreement of other donors to withhold assistance until 
plans were in, resulted in no USAID assistance at all (even for management capacity 
building or system strengthening) in the Project areas. 

The conditionalities imposed by USAID, though well-intentioned, were not the best 
way to stimulate self-reliance. The conditions required the Regions to "plan" before anything 
else could happen. But within a well-func:tioning program, planning is an integrated 
component of good management, taking place concurrently with other activities such as 
management control, monitoring of service statistics, supervision, etc. USAID's insistence 
that planning come fust recalls how previous GOS administrations focussed only on EPI to 
the exclusion of all other child survival interventions. Just as the Project helped the GOS see 
that multiple technical interventions can be provided successfully through an integrated PHC 
delivery system, the Project should have tried to show how planning can take place as one 
component of an integrated and ongoing management system. In breaking up management 
functions and focusing on planning to the exclusion of all else, the Project did more harm to 
program sustainability than anything else. 

b. Financing 

The evaluation team believes that financing is a sustainability factor 
which is particularly influential now that USAID support of recurrent costs in the Regions is 
ending. The team found that "national absorption" of recurrent costs for supervision and 
operation of the drug supply system has not been equal to the resources needed to maintain 
previous levels of activity. And while total national resources allocated to training 
(post-Project) have been substantial, funding has been unequally disu'ibuted among budget 
categories, which has inhibited continuation of Project outputs. Solutions to these problems 
are discussed in Chapter VII. 

At the same time, several aspects of the Project's financing have had a positive impact 
on sustainability. For example, it is probable that the Project's cost-effectiveness was 
enhanced considerably during Phase II, when preventive care Child SUlvival intelventions 
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were added within the already established village-based delivery system, thus augmenting 
health benefits with a relatively smaller increase in total cost. In fact, it may be possible 
that while health outcomes in the Project regions were similar to those in the rest of the 
country over the length of the Project (see Annex 8-1), improvements in the Project area were 
achieved at lower cost than in other areas, due to the existence of a functioning, integrated 
PTIC system. The evaluation team was not able to analyze regional differences or changes 
in cost-effectiveness over time, but this could be the subject of future research, given the 
existence of baseline data on both benefits (the 1982 CDC survey) and costs (re':;U1Tent cost 
analyses from Phase I). Researchers would need to conduct a health outcomes survey and 
analysis of current operating costs, making adjustments for changes in strategies for program 
implementation between Phases I and II. 

Secondly, the Project's focus on community participation in health financing and 
management is an element which will have perhaps the most positive impact on program 
sustainability. While the Project did not achieve its objectives in this area before support was 
withdrawn from the Regions in 1989, SenegaJese staff within the UGP have continued to 
work on these issues, promoting legal reforms which will allow better collaboration between 
health staff and the population in the management of funds and use of revenues to finance 
primary health care delivery in rural areas. This is most encouraging and demonstrates 
continued commitment on the part of the GOS to providing leadership on sustainability 
issues. Several specific recommendations about community financing of reCUlTent costs are 
also provided in Chapter VIT. 

The evaluation team is strongly in favor of the planned health care financing (UCF) 
study, which will provide additional guidance regarding sustainability issues. The team sees 
the study not only as a research project, but also as an opportunity to transfer practical skills 
in fmancial management, analysis, and decision making. With this orientation, the GOS will 
110t have to await the final study report in order to benefit from improved financial 
management infomlation systems and increased local capacity to (a) make decisions about 
financial matters (pricing, cash management); and (b) use financial data for health planning 
(setting budgets, deciding on where to place a new facility). See Annex 8-1 for specific 
recommendations. 
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VI. FINDINGS AND CONCLUSIONS 

1. Design: Achievement of Purpose 

The overall purpose of the Project--to reduce days lost to illness, paI1icularly 
malaria, among the work force, and to obtain higher agricultural productivity-is difficult to 
measure. Control areas were not included as part of the design so that even if 
macroeconomic data were to show increased production in the Project area, attributing these 
results to the Project would be problematic. 

It was the perception of all actors and beneficiaries interviewed by the evaluation team 
that this purpose had been attained due not only to decreased family illness but also due to 
reduced travel time and costs, and the availability of a lower-cost drug supply at the village 
level. Though not totally verifiable scientifically, it appears that the health benefits foreseen 
hv the Project have been realized to a large degree and the health status of rural Senegale::: '"' 
. ';.' r ~'-'ct are2 has ~ :;erally been imp:-oved. S l'~,:;ific indicators which are measurable 
through health statistics (e.g., vaccination coverage) are discussed further on, 

2. Project Design: Extension Covenant 

In the Project extension, a severe constraint has been an unnecessarily harsh 
condition requiring that acceptable regional health plans be written before other activities 
could go forward; the time required for transfer of Project activities to the Regions proved to 
be much longer than anticipated and the technical assistance to advance the process was not 
provided, dJe to USAID delays. 

3. Project Conception: Better Health for All 

The overall c0nception of the original Project--Rural Health Delivery Services 
(RHOS) I, to bring primary health care to rural people--was sound and excellently timed in 
thp htp <,p"pnt;p<, ,,,l-.n--: Sc~:.:ga! was if! the <:.~nilh of hopes for achieving heaith-tor-all 
following Alma A ta, and in the wake of the first administrative reform. Sine Saloum was an 
excellent crucible for a. experiment to demonstrate how improved health can have a positi\ e 
influence on national agricultural production. The objectives of the current Project (RHDS 
II/Child Survival) followed in the same spirit as the fIrst, and, with the reservations stated 
below, were more realistic about the time needed to build sustainable primary health care 
delivery systems. 

Perhaps the most important conclusion of the evaluation team concerning the health 
hut system is that the "esprit" of village-based primary health care continues to this day, and 
that such a system is feasible. It migr.t even be true that the minimal SUppOI1 of (he Project 
to the huts, in later Project years, provided the necessruy impetus for self-initiated action on 
the part of communities and staff. 
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The team saw many examples where health committees and health personnel have 
gone beyond what was foreseen by the Project, and had developed creative solutions for 
organizing themselves and meeting their needs. For example, many village health committees 
have collected contributions to restart decapitalized village pharmacies, and in one district, 
health committees placed such a high value on department level supervision to the health 
posts that they all agreed to utilize user-fee revenue to support the cost of supervisory visits 
from department staff. These examples, along with many others encountered in the field, 
have convinced the evaluation team that the Project objectives were pertinent and that primary 
health care services meet real needs of the rural popUlation in Senegal. 

4. Health Hut Functioning 

US AID inputs in the Project area ended in 1989. A t that time, 697 heal th huts 
of the 728 foreseen had been constructed (96 percent), 402 in Kaolack and 295 in Fatick. 
During the team visit in April 1991, regional medical staff members estimated that about half 
of the health huts originally constructed were still functioning. In the areas visited by the 
evaluation team, team members observed that a higher than expected proportion of selected 
huts were in fact functioning. For example: 22 of the 24 huts visited had TBAs, and 19 had 
first aid workers; 23 of the 24 huts observed still served as the site for mobile vaccination 
sessions; 18 huts conducted malaria prophylaxis campaigns juring the rainy season; 20 huts 
were instructing women in the preparation of ORT. The team, therefore, found that the 
Project defmition of a "functioning" health hut excluded huts that were delivering health 
services but not meeting Project criteria, (These were: hut in place, drugs in stock, a 
positive cash balance, and CHWs providing services.) Furthennort;, different health staff had 
defined functioning in different ways:, e.g., one definition was "huts providing reports" while 
another was "huts where the building has continued to exist or has been j built." According 
to the team's definition of hut functioning-- "providing basic curative and preventive health 
care," a high percentage of huts were currently functioning. 

5. Construction!Eguipment of Health Facilities 

Project objectives were achieved in the area of new construction, with eight 
health posts and one maternity unit constructed and equipped in Kaffrine Department. The 
team was notable to verify, however, whether funds for health post renovation (11 posts) have 
oeen disbursed. The donnitory for the Kaolack Training Center and renovations of the 
Regional Medical Office at Fatick were completed ~s planned. 

6. Jeopardized Sustainabilitv 

Sustainability of outputs and ontcomes is in jeopardy and to the extent that the 
rationale of the Project was to demonstrate a viable, self-financing system of rural primary 
health care, the project has fallen short of its objectives. Nonethekss, it must be recognized 
that progress has been made in changing the attitudes of health staff and members of the 
community: at both levels, people seem to value preventive medicine more and seem more 
willing to take responsibility for their own health, both financially and managerially. 
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The eighties proved to be inauspicious for the Project in that these years have been 
very difficult economically. The Project length was insufficient to complete the transition to 
full self-sufficiency, especially at the local level. For example, transport for supervision is 
not sustainable, dependent as it is on rural community budgets without back-up sources. In 
addition, there is no incentive currently for the health post nurses who train and supervise the 
village health workers and provide guidance for community organization/mobilization. The 
initial incentive--payment for hut visits-- was wisely discontinued (it is unsustainable) but a 
substitute, such as a training opportunity, is not being offered. Thus the nurses must be 
exceptionally dedicated (and we observed P.1any who are) to carry out the extra task of village 
supervision (which might take up to 10-12 days q month) without an incentive, and without 
the support from department staff foreseen by the Project. As noted late, these early 
management issues persisted throughout the Project life without satisfactory resolution. 

7. Pharmaceutical Supply System 

The Project sought to create a system of procurement and distribution of dnl!!S 

from th~ :,-,.:;.;u"al level ;..1;)':,;', :c t!:2 ,Jlagcs, ':-,,~ :::~:;:;ator cf project success was a 
renovated and functional regional pharmacy with drugs and vaccines available. The 
pharmaceutical supply system for the health huts was to have been integrated with that of the 
health posts and health centers, as well. 

Some of the Project indicators were achieved. The Regional Pharmacy in Kaolack 
was renovated as planned, and some counterpart funds were used for renovation of a Regional 
Pharmacy Fatick. In 1989, when transfer of the Project was being made to the medical 
regions, the remaining pharmaceutical supply capital in cash (about 15 million FCA) was 
divided between the two regions, and each opened an individual bank account. Kaolack's 
Pharmacy has maintained and even increased this capitalization slightly (from 7.5 million 
cash in June 1989 to 8.6 million in April 1991, plus an unknown, but reportedly "sufficient" 
amount of drugs ll1 stock). The Regional Pharmacy in Fatick has been unable to operate a 
drug depot for the health huts due to a bank failure, so !he Kaolack revolving drug fund 
supports both region. 

The evaluation team found that the most serious problem in the supply system is 
distribution of pharmaceuticals to the peripheral levels. Operating district or community drug 
depots were rare, and stock-outs were common and sometimes long-lasting at the health huts. 
The problem of lack of drugs seemed to be the primary cause of failure of health huts, and 
therefore improved supply is seen as the key to ensuring their sustainability. In many 
instances committee members were obliged to travel from their villages all the way to the 
regional pharmacy to purchase drugs for their health hut. 

The problems in the regional drug supply system can be attributed to three key factors: 
lack of means for supervision by regional pharmacy staff; incomplete decentralization of 
management responsibilities from the national to regional level; and the incompatibility of the 
two existing systems of drug supply (i.e. the full-cost recovery health hut supply system, and 
the partial-cost recovery "participation" system serving other non-hospital facilities). These 
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problems are most urgent and must be addressed before the sustainability of the PHC system 
can be assured. 

8. Health Information System 

The major objective of the Project in developing a Health Infonnation System 
(HIS) was to put in place a model system capable of monitoring the health status of the 
population from the village level and to measure the health impacts of the program. A 
second major objective was to improve the capacity of higher leveis of the HIS, through 
appropriate use of computers and training. Little progress was made concerning the first 
objective. The two initial systems of data collection--one for the Project, the other for the 
MOHSA--were never integrated and reports continued to be collected for the Project even 
after the Project Office closed. There was no ongoing evaluation of the initial design and 
usefulness of data collected; therefore, problems were never addressed or modified. Above 
all, the problem of Cbs being asked to gather data without a clear idea of how they would I)e 
used. 

Despite these problems, some CHVvs kept excellent records, such as registers of 
consultations, vaccinations, and nutritional surveillance. Unfortunately, they received little 
tangible reward for their efforts. Other problems highlighted by the 1986 evaluatiorl 
continue to this day: excessive report fOnTIS and data items, incomplete and inaccurate 
reporting, and lack of analysis to assist in detenmning health status indicators ane: in guiding 
program changes. Although feedback from higher levels to lower levels is pro'/ided in some 
cases (e.g., district level to hea}t!1 post supervisors), this feedback usually focu:;es on reporting 
techniques as opposed to results of analyses, and is usually verbal. 

The Project provid~d three computers: one in the Ka.olack Region?l Office, one in the 
HPNO office in Dakar, and the third at the Division of Statistics at the c:.entral level. The 
Project also provided technical assistance from an epidemiologist who~e role was to work 
with central level personnel to develop a more useful HIS. The teaIT' was unable to ascertain 
any concrete contributions provided by this specialist over the time ~le was in Senegal. 

Nevertheless, the central level has made progress in strea·.nlining the reporting system 
through development of consolidated data reporting forms to bf, used at the post and health 
center levels. In spite of this, staff continue to use multiple f'Jrms because of different 
reporting requirements by the agencies providing assistance. Furthermore, there has been 
little continuing education abc:.1t HIS changes since the 19? 7 seminar in Kaolack to train 
district supervisors from the two regions and the initial or~entation for the health post nurses, 
and new nurses and supervisors have been inadequately ..rained. A budget and agenda for a 
training seminar for health post nurses throughout the country have been developed, but 
approval has been delayed pending the receipt of acceptable regional plans. The team did 
not think that steps to improve the nationwide HIS had a direct linkage to the development of 
regional health plans. 
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9. TechnicaJ Compon~nts 

Th~ second phase 0; the Project introduced selccte.d preve!ltive health strat~r.ic~ 
in ] 6 test health huts, which were to be extended to all :lUts in both regions. CiS recol1l;nendc'I,l 
by the 1986 evaluation. These components were: a) malaria prevention lhro')gh veckly 
chluroquine use during the rainy season, targeting pregnant W0mer. and children under five 
years of age; b) a program of oral rehydration therr.py apr· ,)p!"iatcly used in cases of diarrhea; 
c) vaccination coverage of infants and pregnant women (tLe Exp:1Dd(~d Program on 
Immunization, or EPI; ::t.nd d) nutritiunal s~~veillance. 111ere are twe levels to .:.s~;essir,g 

the~.: strategies, firstly, were these components put in place and to what f;Xl~·.tt?,aT1d ~,'Ccolldiy, 
were these activities effective :n reducing ITI')rbidity and mortality? Based on our sample vi 
24 huts visited. the above co!nponcnts were in place ac, foilu\"~: (!) d,;ol':JquinizatlOl1- <)(, 

percen;; (2) oral rehydration -- (0) pr~rcent; (3) EPI-- 96 i'er :;;,f1t;md (.t) nUtritional 
slJrveilhnce-- .30 peJ'(:ent. 

, . 
• " \~ ~L ... ~lli \ ,; 

;( j~ !pOI .:.f'tS, .. ,'. ~lll' P' T': ;')'. 'J: t1 : EPL for 'Nl.lich :.he n-:ost .-:,r 'n~d-:;te re(·Dr.-l~ ','yC;re 

,?ih'y..- a ;\' . . " "f".; .. c i,llrnbers weie calc~JD(ed. l .. 1though 23 of .'1. au.s 1'epol;~G 
r'lorc1n~"i~ . :.:,.' "": ,', . ~~fe were frequent stock-oli.- ifl svne site5:. ethers had \1.lork~d 

thJ.·~l~gh ,1Hti.-uI1U-eu"C~ to devek,J.' innova~i\'e solntlf)r .~lyh as chargi,lg for grcwd1 
monitor~: g and vacdnhti()n~ r:.:.y! us;\> 'n.oney.V SJpDort purchase of chloroquine. 

It is diffIcult to ..:;:.t:T __ ;~ " .~~ '.:2.1ity, and dficacy of oral rehydration activities, 
When queried about tile;r kno\11el:~'-' (1 ~,ow £0 treat diarrhea, GHWs responded accurately. 
Likewise, mothers queried knew 'lIe L1,~Te<1ients,. although we did not request that they 
demonstrate prerara!ion. He1.1th p.:)st nurses reported seeing fewer cases of dian'hea at the 
posts, and villagers and GH\V s felt that there were fewer serious cases and deaths from 
diarrhea. It also appeared that there was mimmal Ilse of antibiotics for dialThea treatment, 
both at the P0St and hut levels. 

According to a survey done by UNICEF in 1990, the rate of complete vaccination among 
12-23 month-olds in Fatick was 61 percent and in Kaolack, 55 percent (compared with the 
national combineri average of 55 percent). Although vaccination rates appear comparable 
between the Project regions and other regions, many of the health post supervisors remarked 
that the presence of the huts and GHWs facilitated their work at the village level. Finally, we 
were impressed by the degree to which growth monitoring was canied out, pal1icularly 
because the Title II food inputs had stopped in 1988 and the money collecled by the mothers' 
committees was nN returned to them. In some villages, excellent registers were kept and the 
GmVs knew the correct management of malnutrition. Growth monitoring was most 
successful in the Kaffrine Department, where villages profited from the proximity in Gniby of 
a growth monitoring project and assistance from expatriate volunteer health workers. 

It is important to note that national programs related to malaria reduction, ORT and 
EPI are in place and that a plan for national growth monitoring has been developed. 
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Therefol e, these CO'.n~ll_~nl.'· :t~were .1Ot unique to the Project regions. Unfortunately, r:Je 
curr';nt hf!(;'lth ~ftf~nn(l\,i\ln sys~f.m does not provide the capacity to compare rates of disease 
and rnorta1,ty in the Pr{l.le-:t :Wlles with non-Project zones. V decine coverage would been 
'-' q.:e':'I(,~ m i:>e simihn 1:1 IDi:,; different regions and not be higher in Fatick and Kaolack since 
t;.= €;)~ \,:id a strong pnmotion throughout Senegal. 

All C!-lWs and villagers queried noted tr.at the incidence of malaria and other 
vaccilie··.pft·~le:a~~,!,..; diseases had plummeted dramatically. The major success of these 
CJmpOIier~ls was in there sourcefulness of many vi'lages, combining different strategies in 
o~dcr to integrate, perform, and finance all these activities. This evolution to integrated 
pr~mary :.ealth care at the village level is a major achievement of the Project. It can be 
speculated but not verified that the stronger health hut system will assure continuity in 
vaccinatiD.l and preventive health care in the absence of special national campaigns whereas 
dropoff is more likely where villa{J,c PHe care is lacking. 

10. Supervisio!),. 

The Project's objectiv'! was to institutiunalize a system of supervision that 
would extend to the village and be appropriale to village needs and to the available financi1! 
and human resources of the MOHSA. Indicators of Project success were that 40 percent of 
Rural Con.n1unities ("communautes mrales" or CRs) were to have financially sllpp0l1ed 
purchase of a mobylette for health hut supervision, and that 40 percent of health committees 
were to have used "participation" revenue to defray superviSIOn costs. Other reCUlTent 
supervision costs were to be picked up by the MOHSA. 

Current activities show L~at institutionalization of a sustainable supervision system 
down to the village level has not been achieved. Regional reports regularly complain about 
the inadequacy of the fuel budget for supelvision, as well as the lack of vehicles, mobylettes 
(motorbikes), and funds for repairs of these items. These resource constraints prevent on-site 
supervision at all levels, including region to department and department to post, as well as 
post to health hut. At tl-te same time, health post nurses are still undertaking SUf<>Tvisory 
visits in some areas. For example, in seven posts out of the 12 visited, nurses reported that 
they conducted some on-site supervision of health huts. In most cases, these supervisOly 
visits were made possible only through collaboration with the EPI program, which provided 
vehicles or mobylettes and fuel. When these resources are withdrawn, the supervision 
system may be seriously endangered. 

Records showed that in Fatick, CRs were budgeting only 1-2 percent for health 
between 1988 and 1990. In Kaolack, less than 5 percent of total allocations in 1991 are 
destined for the health sector. In no case has a CR in Fatick or Kaolack financed the purchase 
of a mobylette. The problem does not seem to be one of means, since the CRs in Kaolack 
were spending almost as much 0n sports equipment and more on social affairs investments 
than on health. More at the ro0~ of the problem is widespread disagreement and perhaps 
conLdon about the laws guiding the CR budget 3.11ocation process, which many people feel 
prevent the CRs from investing adequate resources in the health sector. 
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Regarding Health Post Conmlittees' contributions, in several cases nurses have been 
authorized to use rece~pts from sales of vaccination tickets to pay for fuel for village visits, 
during which the nurse can often conduct supervision of CHWs as well as vaccinate. The 
evaluation team did not visit any posts where curative care ticket receipts were financing 
village supervision costs, although in many posts sufficient revenue is being collected to 
enable committees to make such a contribution. Generally, health post staff and health 
committee members do not seem to realize that GOS guidelines allow them to spend part of 
their revenue for th:s item. 

The Pro,i{ :ning objectives were to: improve the training and supervision 
skills of Project personn\.. ... ! ihe fields of community organization, preventive health care, 
pedagogy, management infonnation systems, vehicle maintenance, and health education; to 
introduc~, test, and support the new technical components in the two Regions; to consolid,lte 
Lx'al communi~y sU~lCHl:'es respcnsible for managing and supporting the pLrr delivery 
SystCI'l; al1li to lC1ProVt:. tne capacity of the SenegaiesL- h .. ~titUliollS that U'am Ilcaill1 and 
speci.1lized personnel in PHC. Project indicator:~ were to: achieve a training and continuing 
educatlOn program for all health staff, CHWs and village health committees in the two 
regions; and to produce a trained cadre of health professionals capable of instituting policy 
changes to promote PHC in thl": Ministry of Health and its associated training institutions. 
To these objectives, the 1986 evaluation addeJ the strong recommendation that training be 
provided on a wider, multi-sectorial plane, specifically to include rural expansioncommittee 
(CER) members. 

a. Project trainine: 

Training in the villages with CEWs and committees was very successful 
in the carly part of the project; the mid .. tenn evaluation lists the training provided by the 
health post nurses and trainers In the villages and at health posts for CHWs and health 
committee members. However, in the latter part of the Project, the quantitative objectives 
expected to be realized for the Kaolack Training Center were not met and the Center was 
never used more than a third of the time. Under-utilization was signalled as early as the 
mid-teIm evaluation in May 1986, a year and a half after the Center was established in 
January 1985. A major setback came in April 1986, when two key center staff members 
departed for 10ng-teIm trainin~. Dlle to lack of preparation for filling the vacated positions, 
and inadequate staff attention to curriculum plan.ning'·and center functioning, activities slowed 
down to a halt, and then limped along, inadequately staffed, with fewer and fewer courses 
being offered, until Project training ended completely in 1989. The Center facilities, 
described in the mid-tenn evaluation, were more than sufficient and student dormitOlies were 
added to the library, audioviSUal laboratory and classrooms in 1986. Since Project training 
ended in 1989, the Training Center has been used infrequently for non-Project activities such 
as UNICEF and AIDS special training sessions. 
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The sophisticated IEC equipment has had very limited use and minimal courses were 
given to health education staff on the audio-visual equipment available. The Training Center 
was to be autonomous and self-sustaining. However, the Center never attained the necessary 
legal statute to pennit autonomy. The mid-tenn evaluation of 1986 recommended immediate 
attention to this problem, and there was follow-up in the fonn of a management study to 
recommend desirable options to achieve marketability. Recommendations of that study were 
either ignored or not followed. The Center functions in limbo, and while other effolts are in 
the direction of decentralization, the Center has moved toward recentralization, co-directed by 
the Dakar Project Unit office and with links to the DRPF which no longer exists. Regional 
offices have not recognized the Center as a resource for their training needs. 

During the team's interviews and visits with health workers in April 1991. regional and 
department officials, the health post nurses and midwives, and the GHWs all cited the need 
for refresher training. Frequently, dedicated health post nurses managed to continue training 
the village hut staff, either in their posts or for the traditional birth atlendants, in neighboring 
health posts where midwives were available. However, new nurses have been assigned since 
early 1989 and these health post staff have not received any Project training, notably u'uining 
techniques, so that they can more effectively train Cbs. Inasmuch as the Project staff could 
not fulfill its direct training needs, the possibility of taking the desired multi-sectoral approach 
recommended in the 1986 evaluation to train CER staff was never a real possibility. 

b. Short-and 10n2:-tenn training 

In overall numbers, these training goals were met; however, in terms of 
Project-targeted fonnation of cadres, the training was not only too late in the Project to affect 
its impact but diluted by transfers upon return. The 80 percent Project and 20 percent 
non-Project criteria for selection did not ensure reassignment to the Project area or to 

Project-related positions in the Government as the tally on returnees demonstrates. 

Between 1984 and 1990, nearly one hundred short-term technical training programs 
were provided to Senegalese doctors, nurses, midwives, administrative cadres, social assistants 
and some agents from other Ministries such as Social Development. Of the Senegalese 
trained, t.~e Director of PHC has calculated that 19 currently work in the Project zones of 
Fatick and Kaolack. Others have been transferred to other Regions, where it can be assumed 
that a public health orientation similar to that observed among interviewees dUling the field 
work will be evident. Twenty-eight of the trainees &re working in Dakar, 11 in the Minisrry of 
Public Health, and six in the MOH Cabinet (six of nine). 

Up to April 1991, three of the 13 Senegalese selected for long-tenn training in the 
United States are still there working on Ph.Ds. Of those who returned, two are working in 
the Regions of Fatick and Kaolack, one as the fiealth Education Adviser in Fatick and the 
other as the Regional Pharmacist in Kaolack. Five of the 13 were physicians, four were 
technical supervisors, two social workers, one a pharmacist assistant, and one a nuo·itionist. 
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Harvard Institute of Interniitional Development, according to those knowledg~able 
about the training, has done an excellent backstopping job, despite the serious delays in 
getting the contract under way (the first trainees were not sent until 1986), a problem which 
resulted in less direct impact of the training on the Project. 

c. Public health cadres and institutional capacity' 

The outlook for achieving sufficient cadres of physicians trained in 
public health is promising. III December 1988, USAID began to provide suppon for 
in-country training of doctors through a creative, practical public health training program 
carried out in the M'bour Institut de Sante et Developpement (lSED). USAID funds ensure 
institutional linkages with Tulane University and Morehouse Medic"l School. Country-and 
problem-specific training for Senegalese physicians is offered in a two-year course which is 
carried out through the presentation of six modules at M'bour followed by supervised 
on-the-job applied training. The program has graduated seven doctors and is cUlTent!y 
preparing an additional 15 doctors. Among the first seven are the three Regional Medical 
Officers of Fatick, Diourbel and Tambacounda (three of lOin the counu·y). Of the second 
group, 11 are District Medical Officers and the others in special project (Pikine) or university 
hospitals. 

The ISED training is being evaluated separately at this time. Thus, the team's 
conclusions are tentative and do not focus on comparative costs. Overall, advantages seen 
are: curriculum appropriateness to health planning efforts, maintenance of key medical staff 
in their jobs during their studies, a training context intimately related to future application, 
and appropriate institution building in Senegal/West Africa. Assuming an average of 14 new 
physicians could be trained each year and an objective might be to train some 120 including 
all regional and department medical officers and selected hospital doctors, it would take about 
eight years to saturate the system with a public health orientation among physicians. 

The above training and that still to be planned for other health cadres should be 
included in a master health human resources plan or study which would include a summary of 
personnel needs, training gaps, areas of required general public health and specialty training, 
and a timetable and calendar of priorities for carrying out the different fOlms of u·aining. 
Lack of an acceptable health manpower resources training plan has held up further overseas 
training. A summary of training needs has been submitted by the MOHSA but lacks an 
analytical framework. It is hoped that the planning process may be advanced by training 
needs assessments contained in the Regional Health Plans. However, detailed working 
sessions between the project offices, US AID and the UGP, and the Training Office of 
MOHSA have not taken place n~r has the human resources planning expertise been identified 
that would advance the preparation of the training plan. 

12. Operational Research 

One of the objectives of the Project was to finance operational research to 
evaluate specific project interventions or components in an effort to improve program delivery 
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and outcomes. The Research Committee, within the Direction of Research, Planning and 
Education (DRPF), established criteria for selection of proposals that many involved staff felt 
were too limited. Furthelmore, when proposals were received that did not me~t these criteria, 
no efforts were made to assist the applicants in modifying their proposals to improve their 
study design so they would be more acceptable to the Committee. This not only represented 
a lost educational opportunity, but also led to an excessively high rejection rate. Ten 
proposals were submitted, of which three were approved; one was a study on supervision, one 
was a financial evaluation, and the third was a study examining different protocols for malaria 
prevention, but it was not carried out because the investigator moved away from the region. 

The evaluation team considered it unfortunate that operational research was not used 
effectively, feeling that it could have added significantly to the quality of the project through 
indicated modifications based on sound data. The team recognized that the OR process was 
discouragingly bogged down, and concluded that the Project managers should have intervened 
to assist in the modification of proposals and the process itself, and/or have sought technical 
assistance to achieve this Project objective. 

13. Management 

a. Peripheral level 

It should be noted that there was little guidance during the Project 
related to management indicators by which the Project's management capabilities could be 
e"aluated. At peripheral levels, health post supervisors received some management u'aining, 
but not enough to meet the heavy demands of their schedules. The team noted that they 
perfonn a great variety of tasks, including recording data, filling out fonns, making charts, 
providing clinical services, vaccinating at the post and in villages, supervising post staff as 
well as GHWs, etc. Several posts displayed out-of-date charts, graphs, and population 
estimates, while others were somehow able to maintain enthusiasm hr maintaining these 
tasks. UNICEF provided some time management training through the EPI, but staff would 
benefit even more from regular management training related to their own situations; the 
regular monthly meetings with district supervisors could be used for this purpose. 

b. Central level 

By 1986, sufficient evidence inqjcated that the Rural Health Project was 
unlikely to become self-sustaining with respect to obtaining Rural Community money for 
support of mobylette replacement Project management did not succeed in providing the 
impetus to correct this situation, and survival of the system was left to chance and ingenuity. 
Health post nurses would have been limited i.n providing supervision to GHWs had it not 
been for the inputs of the EPI by UNICEF. The vaccination fees and fuel for u'ansport to 
the health hut vaccination sites pennitted continued supervision by the health post nurses in 
many instances. The difficult economic period through which Senegal was passing made it 
impossible for the Project to reach the level of sustain ability hoped for. Almost all actors in 
the Project consider USAID's departure premature because there has not been sufficient time 
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or effort made to put such a system in place. On the part of the GOS, it did not meet the 
condition that Rural Communities provide their share of support, and although the Project 
Office made special efforts to obtain this support, it was not forthcoming. Neither USAID 
nor UGP project managers ensured the continued motivation of refresher and other training 
that could have served as incentives for the nurses to sustain their activities' 

Management concerns for the 1986 evaluators were fOl;ussed on getting the RHDS II 
Project integrated into the health system by transferring Project management fl'om the 
Kaolack Office to the Regions. Thus, they recommended that the transition be effected as 
soon as possible. The Mid-Tenn Evaluation recommendation was followed in terms of early 
dismantling of the Project Office. However, the preparation of, and transfer to, the Regions 
did not occur as envisaged. 

It appeared to the present evaluation team that central offices provided too little input 
to ensure an orderly transition, and when floundering was evident, too little action was taken 
to set the course right. The steps that were Deeded between 1987 and 1989 to make that 
trall~[er hapv(,n efficiently are juSt now takillg piace. The void in cenu-a! guidance stemmed 
largely, in our judgment, from a lack of leadership continuity within USAID and the 
MOHSA. While personnel modifications are inevitable due to limited intervals of leadership 
and ever-changing staff who bring their own ideas and vision to projects, th~ RHDS Project 
appears to have undergone unusual contrasts in USAID leadership style, from one of minimal 
direction to a highly controlling mode. Likewise, MOHSA posture with respect to the 
Project, shifted from a strongly supportive role to one of diminished interest, in difference, 
and lack of familiarity. Minimally, these shifts took extra time and brought frustration to 
Project staff; at their worst, the support and monitoring needed for effecting a smooth 
transition were missing and there were many loose ends. 

The Project, which should have moved toward increased decentralization, instead was 
tied together i..'1 the Dakar UGP that "ran" the Training Center and other activities, while the 
Regional Offices for the most part felt no Project ownership. The activities needed to make 
the Regional Medical Offices into prime Project actors were held up due to Project 
management failures in both agencies. USAID was slow in allocating resources, could not 
expedite the out-of-country training nor assure effective technical assistance. The Senegalese 
are reticed not to take on technical assistance; because of past disappointments, they do not 
perceive the potential value of this resource. Dialogue between the HPNO and the MOHSA 
has been less effective than is required for optimal Project implementation and monitoring. 
USAID procedures appear unnecessarily cumbersome and at times incomprehensible to 

Senegalese partners;. causing delays, frustration, and sometimes ill will. 

There was no GOS followup to the May 1986 evaluation until an instruction letter was 
sent out by the MOHSA in September 1987; many of the recommended actions of the 
evaluation and MOHSA instruction are still outstanding. The Project managers were unable 
to keep the Kaolack Training Center functioning, break the operational research logjam, or 
alter the ill-defined lines of authority in the Health Ministry which held up many activities. 
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An important key to the decentralization which was to take place in Phase II was to 
have been through the assistance of a full-time health planner, US AID, for a variety of 
internal reasons, was unable to accomplish this objective. lne field planning 
process--developing acceptable Regional Health Development Plans--fell far behind schedule 
and because their completion was a condition precedent, prevented the technical components, 
training, and information system refinement from advancing. To the major credit of both 
agencies, recent efforts to provide direct US AID and MOHSA technical assistance to the 
Regions to move planning documents along have been laudatory and effective. 

" 
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VII. RECOMMENDATIONS 

A. Proiect Design 

Because of design, economic and management constraints inhibiting Project 
implementation within the envisaged time frame. it is recommended that USAID and GOS 
extend the Project at least through September 30, 1992 to pennit the completion of activities 
planned that could occur simultaneously with the development of a new USATD health project 
to integrate primary health care components with family planning. 

B. Project Conception: Better Health for Rural Populations at Lower Cost 

t 

Despite the shortcomings and constraints that inhibit complete implementation of the 
strategy, the conception of the health hut and basic primary curative and preventive health 
care is the most appropriate in the economic and soria} conteVf "f tl,~ country' Having 
observed the network of primary health care health huts in the RHDS TIICS Project area, the 
evaluation team recommends that the model be replicated more intensively in other regions in 
order to accelerate achievement of the social objective of "health for all". USAID and the 
GOS should seek support from the donor community. 

C. Decentralization 

Having noted the effectiveness and feasibility of decentralizing health planning as 
demonstrated in the Regions of Fatick and Kaolack, the team recommends that US AID and 
the GOS reinforce their efforts. Specifically, USAID should continue to assist the MOHSA 
in the elaboration and execution of health development plans, in order to bring to successful 
conclusion the investments made in the past. 

: _., ~~'''"" ~ ... jer::ak'-'H v)' the .>.lVJ.J. .... i ~ ..... ~U'" H .... 1Ul1a.l ~vv~l lU lacilllale 

orderly decentralization, it is suggested that USAID provide technical assistance to advance 
the process of interviewing personnel and writing of task descriptions, culminating in a 
meaningful organigram of the MOHSA. Operations research methods are suggested for 
designing work flow pattern options. 

USAID should provide all the necessary support to promote the educational process in 
health planning through reviews of decentralized health plans such as those that were held in 
Mbour May 1991, using these opportunities to in "lite as many participants as are manageable 
so that an effective dialogue between USAID and health officials at the national, regional and 
department levels can be maintained and improved. 

USAID should also hire its health planner as soon as possible and carefully decide 
with the COS the most effective base of operations, making sure that direct channels to the 
regions are clearly specified. 
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D. Use of National Investment Budge~ 

It is recommended that the National Investment Budget(NIB) be decentralized in the 
Regions, and that funds be made available as soon as possible to meet the specific needs of 
the Regions. 

1. To improve use of NIB resources, USAID, in consultation with GOS officials. 
should write terms of reference for a local accounting firm to perform the following tasks: 

• Assist the UGP Manager to edit and correct the historical 
financial statements contained in this report; 

• Meet with staff from the UGP, USAID and MOHSA to 
determine management infoimation needs; 

• Work with the UGP Manager to develop reporting forms on 
payroll and general ledger expense data, by project activity; 
reach agreement on reporting forms with staff from HGP, 
USAID, and MOHSA; 

• Develop a chart of accounts which will permit cost accounting 
by activity (Kaolack Training Center, Regional Plan 
Development, SANAS, etc.), and develop a fonnat for journals 
and ledgers, as well as a payroll transaction processing system; 

• Recommend external audit procedures, including recommended 
assignment of responsibilities to individual persons, services or 
agenCIes; 

• Organize and facilitate a meeting with UGP, USAID and 
MOHSA staff to reach agreement on forms and procedures; prior 
to this meeting, diffuse findings, recommendations, sample 
reports, etc' to relevant staff; and 

• Provide initial training and monthly supervision to the UGP 
Manager and Controller Aide in impJementing the system, for 
the flrst year of operation. Meet with the Director of the HGP 
to discuss results of analysis of data obtained from the system, 
and provide feedback on analytical reports produced by the 
UGP. 

2. The GOS should review and approve these terms of reference within a 
reasonable time period. 
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3. USAID should engage and pay for the local accounting finn's work, to avoid 
any conflict of interest. 

4. US AID should hire a management consultant with financial systems knowledge 
to evaluate the system after 6-12 months of operation, to suggest improvements and comment 
on its utility for management decision-making. The management consultant should also 
analyze the feasibility of applying this financial system development process (Le., local 
consultants acting as a catalyst to system development, with full participation of managers 
and other "users" of the financial infOlmation) to the regional budget management process, 
and possibly other decentralized management systems (e.g. personnel management or 
pharmaceutical supply) as well. 

5. If this model appears feasible, USAID should support the costs of hiring local 
consulting firms or individual consultants in further efforts to improve management systems. 
At this stage, however, USAID should not actually hire the consultants. To enhance 
management c(lnacitv anri decentralized decision-makinr, USP!D ~houJd ::"";st ~hc GOS : 
developing tefill') vi rduL-l1ce and ~ngagillg the lOcal consultants to do the work. In the 3lt .. J 

of personnel management, a medical region might be helped to contract with the University 
of Dakar's Institute for Health and Development, to develop an improved logistics supply 
system, or to analyze personnel training needs, for example. An imponant element of 
sustainability is self-reliance in technical skills. USAID's indirect SUpp011 of demand for 
consulting services, provided through the private sector and institutes for higher education, 
would be an important stimulus in developing a market for local technical skills and services' 

6. Concerning the funding of the Kaolack Training Center, the GOS should review 
the budget and reduce it to correspond to actual levels of activities. The savings should be 
reallocated to the Regional Medical Office of Kaolack, and should be targeted to improving 
supervision of the drug supply and distribution system at the post and health hut level' The 
GOS should also increase the number of blldp"t".t r.at~gories used for the Training Center. 

E. Supervision 

In the interest of cohesion and efficiency in management of the regional health system, 
the team recommends that the GOS consider the attachment of different regional bureaus and 
services such as the Training Center, the Regional Pharmacy. the Regional Laboratory, the 
Endemic Disease Service, the Sanitation Service and even the Regional Hospital to the 
Medical Region for purposes of supervision, control -and evaluation of their efforts. 

The MOHSA should also assure that regional and department health teams give 
priority to the role of supervision in tenns of selving the health huts and ensming 
sustainability of the system; health post nurses and health committee members should be 
sensitized about the importance of supervision and the need for finding means of supponirl' 
it. In those cases where user fees are inadequate at this time, the health committees should be 
assisted in seeking ways and means to increase their resources: through raising the plice of 
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tickets, undertaking income-generating activities, or having all members of the community 
participate whether they are sick or not. More detailed recommendations include: 

1. Financing of Supervision Costs by Communa~s Rurales 

• The GOS and USAID should give full SUppOlt for speedy 
completion of the planned Health Care Financing Study in 
Senegal, the fIrst element of which will examine legal and 
regulatory requirements in the health sector, clarifying how 
current laws facilitate or impede local tax spending on health. 

• To involve the medical regions more actively in the budget 
allocation process, the team recommends that the MOHSA (PHC 
Division) begin by assisting Fatick Medical Region to analyze 
CR budgeted and actual spending for 1990-1991 and past years, 
and to identify priority areas where increased spending is 
particularly important to achieve regional health objectives. The 
MOHSA staff member should also assure that the Kaolack CR 
budget analysis contained in this evaluation report is reviewed 
and updated by Kaolack staff in a similar manner. In each 
medical region, the Manager might be asked to pelform the 
budget analysis task, in collaboration with the regional PHC 
supervisor. The MOHSA staff member should evaluate their 
work and provide feedback. This ~sk should then become a 
standard procedure performed annually. 

• The Fatick and Kaolack Medical Regions should, with the 
collaboration of the PRC Direction of the MOHSA and staff 
members of the UGP, and invited representatives of the Ministry 
of the Interior, organize a workshop for regional and district staff 
(especially the medical chiefs of the districts). The purpose of 
the workshop will be to disseminate information about the new 
laws from the Ministry of the Interior regarding CR budgetary 
responsibilities; to present the results of tte two budget analyses; 
and to discuss methods for effective lobbying for increased CR 
funding to the health sector. Admini~trative and elected officials 
(flsous-prefetsfl ur CR presidents) known to be sympathetic to the 
concerns of the health sector should be invited and asked to 

explain how the budgeting process works, and how needs can be 
presented most effectively. USAID should provide 
organizational support and funding for this workshop. 

.. Following the workshop, the two Medical Regions should 
develop and present funding proposals for FY 1992 to selected 
CRs for the purchase of mobvlettes for nurses' supervision of 
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health huts. These proposals should make clear that the 
mobylettes are an investment expenditure required once every 
two to three years. If it seems feasible, the medical regions 
should also attempt to secure some annual contribution toward 
the financing and repair and maintenance of the mobylettes, 
requiring the fulfillment of certain conditions--e.g., that 
vaccination levels at each health hut are maintained above 
80 percent, or that monthly supervision reports are submitted to 
the CR president (Since CRs do not normally finance annual 
operatin,g costs in any sector, the medical regions should not 
depend on the CRs for financing these costs, at least not in the 
very near future.) 

The UGP staff should assist regional staff in monitoring the 
progress and outcome of the proposals. If the proposals are 
<::llccessfnL thp T TGP Sh 0 1l1d 0~':~loT' fI frnf)rt ()!1 the 0utcome and 
ulC1.ilOds usen, ana should finance the copying and distribution of 
this report to all relevant health personnel in all regions of the 
country. Such a report will help other regions to benefit from 
increased local financing of health expenditures. 

2. Financing of Costs by Heahh Committees (User Fees) 

o It is recommended that the MOHSA develop a simple manual to 
guide health center/post nurses and health committee members 
through the process of budgeting locally generated funds. Its 
purposes would be: to sensitize further committee members to 
recurrent cost needs; and to involve nurses more in the 
budgeting process of health committees, and to help them learn 
how to plan for the nature and timing of expenditures. USAID 
should provide technical assistanee to review the guidelines, 
which should be developed by local financial management staff 
(e.g., the Kaolack Manager assisted by the Regional PHC 
Supervisor and Phannacy Assistant) or other Senegalese 
professionals with financial mana.gement expertise. USAID 
should finance the reproduction a.nd is semination of the manual 
in Kaolack and Fatick, and after the·first year's use, the MOHSA 
should oversee revisions (again using local staff) and 
dissemination of the manual in an regions of the country. 

o The MOHSA should ask the Medical Region Manager and 
Pharmacy staff in Kaolack to recommend improved procedures 
for recording fee revenue and expenditures, and drug stock 
information. These recommendations should be based on field 
visits in both Kaolack and Fatick, The Pharmacy Assistant in 
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Kaolack has been trained in the procedures which the Project 
originally put in place for pharmacy management, but which are 
no longer being followed. He should be asked to review the old 
procedures and make recommendations regarding which ones 
should br !::ept and which should be changed. The Manager 
should make suggestions for monthly and annual financial 
reports. He should also make recommendations for separating 
the responsibilities of the health committee treasurer, president, 
and the health po~t nurse in order to maximize financial controL 

.. The Kaolack and Fatick Medical Regions should convene 
department-level coordination meetings (already held regularly 
inthe two Regions) to discuss ideas about how to finance 
supervision costs, including cost-sharing with other services, 
starting a "fuel bank," and pricing strategies to generate a surplus 
to fmance supervision. Although phases III and IV of the 
PRICOR supervision study were to have tested solutions to the 
problem of cost-effective supervision alternatives, the evaluation 
team feels that local solutions to this financing problem must be 
generated quickly and tested informally before more general 
guidelines can be developed. The Fatick Medical Region 
appeafs to be qualified to take the lead in coordinating the 
timing and content of the meetings in both Regions. It is 
suggested that the UGP monitor the process with regional staff. 
Once all department level meetings have been held, an 
inter-regional coordination meeting should be scheduled to 
discuss fmdings and differences or similarities of solutions 
proposed. USAID should send a representative to the 
inter-regional coordination meeting, and should consider 
publishing a summary of proc·eedings if the results of the 
meeting seem to warrant dissemination over a wider audience. 

3. Financing of Costs by the MSPAS Operating Budget 

.. The fuel budget issue should be examined during the Health 
Financin:; Study and at the coordination meeting on financing 
supervision costs. 

F. Pharmaceutical Supp}\, System 

For optimal functioning of the health huts, a constant supply of basic medicines is 
needed and to ensure that, the community depots and the health center depots must be 
rehabilitated. More specifically, the team recommends that the MOHSA reestablish the 
supervised depot system that was in place at lhe Project's beginning and that the stock 
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management system with stockcards and accounting registers be reinstituted. The evaluation 
team also recommends that the two medicine supply systems that currently exist in Fatick and 
Kaolack Regions be integrated (one system supplies the health huts and the other, the health 
centers and health posts). This proposed integration, first suggested in 1983, may have a 
better chance of success at this time, in light of the possibilities for receiving Swiss medicines 
and essential medicines from the World Bank as "initial" stocks for the health centers and 
posts just as USAID stocked the health huts at the outs. To reactivate the Regional 
Pharmacy, the team recommends that it be given an operational budget for office furnishings 
and gasoline for supervision of the medicine supply system. If a vehi.cle cannot be provided 
to the Pharrnacy, the Medical Region should facilitate access for the Pharmacy staff to tl1,:. 
vehicles in the Medical Region's car pool for all of their distribution activities. 

The Regional Medical Chief should be briefed about his responsibilities vis-a-vis the 
Regional Depot and ORS supply systems. The evaluation team recommends that this briefing 
be undertaken by the UGP, along with the Director of the PHC Division of the MOHSA. 
Tn1medi~!r> ~r:rions by the RMr <:1ould )-v' repjnn;rl"'l~nt of the C?.r .. ' ;,,\, ,;; .. ;lioJ . 

ll1e unexplained drop in Depot sales revenue in l~~l and request for a physic .. d inventory of 
the Depot (to be taken by non-Depot staff). 

The team recommends a thorough analysis of the current status of the Depot system, 
including a physical inventory at the department and community Depot level, and possibly an 
inventory at the health hut level (through health post nurses). To accomplish this situation 
update, USAID should provide a technical assistant who is expelienced in pharmacy 
management and pharmaceutical cost recovery programs. The UGP should provide a fuel 
allowance from the 5.5 million budget for 1990-1991. The Medical Region should provide 
vehicles. The t.echnical assistant should be accompanied in the field trips by pharmacy staff 
and, if feasible, the Medical Region Manager, who will make recommendations about 
improved financial records and reporting. The scope of work for the assignme!1t will include 
historical financial analysis and analysis of stock movements at the regional depot as well as 
the regional pharmacy. The TA should also make recommendations about the best use of the 
cash balance for the Regional Depot, which seems unnecessarily high given the slow stock 
turnover. Meetings should be held and consensus reachr:d regarding division of financial and 
management control roles and responsibilities, and at least partial solution to the problem of 
financing the supervision and distribution system. These decisions should be reviewed and 
modified as new reforms occur within the PNA or stem from U~-rrCEF's Bamako Initiative. 

The MOHSA should take immediate action to lobby for there lease of the Fatick 
Branch Drug Depot's funds (about 7-8 million FCFA) from the USB, which failed more than 
a year ago. 

USAID should provide technical assistance to examine the feasibility of adding a 
Project-area department to the already-selected departments that will be pilot testing the 
Bamako Initiative. The pilot test would be financed by USAID, not UNICEF, and wou~j be 
managed by the GOS with advice from UNICEF and USAID. The pilot test could probably 
be done with a minimum of external inputs, given the long-term training and other work that 
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have gone into building up the pharmaceuticoJ supply system in the Projecl regi0l1s. Regional 
phmmacy staff should be given (or share) respolJsibii~ty for coordinating the pilot iest. 
Operations research funding from AID should support the effort, since it will ~ an 
experiment in an alternative method of implementing the principles of the Bamako Initiative, 
grounded in the experience of primary health care financing gained over 10 year.; in K,IOL,; 
and Fatick. 

The Pharmacy Depot and MCR should initiate actions 1:0 infonn nurses, who will in 
turn inform conunittee members, that medical material for TBAs 1s also available for sale 
through the Depot. Several health hut workers mentioned the need for replacing these 
supplies. (TI1e evaluation team assumes that this material is. in fact, available, since it was in 
srock at the time the Pwject office closed in 1987). 

G. Trainine: 

Noting the substantial needs still un met in public health training, the team 
recommends that the Government and USAID continue to support the training program for 
physicians already underway in the Institute of Public Health and Development in 
collaboration with the University of Tulane and Morehouse Medical College. Though the 
team is not evaluating this project since a separate evaluation as being carried out at this time, 
it supports the basic conception of this tnining because it is well adapted to the needs of the 
couno'y, is likely to be cheaper and keeps health staff in their jobs during the two years of 
training. The team recommends that all physicjans who serve as regional and department 
chief medical officers and even some in hospitals have this public health training in the 
interest of assuring the leadership that can make effective primary health care aVClilable 
throughout the country. 

A global training plan to encompass the above physician training and an outline of 
needs fvf the training of other health cares is needed. After considering the list of training 
needs prepared by the MOHSA, the team recommends technical expeI1ise to assist the Health 
Ministry staff responsible for human resource training and management. This assistance 
should focus specially on preparation of a detailed national health training needs plan that 
would compile existing health manpower needs, assess adequacy of training completed, and 
outline the training required to achieve specific objectives within an agreed timeframe. At 
the same time, it should provide hands-on training to a, Senegalese pm'mer who would 
continue to plan training after the end of the technical 'assistance. 

Having noted that training of health staff played a key role in primary heClJth care 
network functioning, and that present field staff are in need of refresher and initial training, 
the team recommends that the Kaolack Training Center be revitalized to meet CUlTen~ Project 
area needs based on guidance from the Regional Medical Office for the immediate future. 
We suggest that the Health Financing Study to be made this year look at ways in which 
a vailable Regional resources can be used to bring about continuing training of health staff, 
particularly of newly-appointed agents and community health workers. 
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\Ve suggest that the production, projection and photographic equipment in the Center 
be utilized in health education training courses that can be expected to be requested in the 
Regional Health Plans currently being completed. It is also suggested that the Health 
Communications Advisor, employed by the Project to work with the MOHSA Health 
Education Service staff, review the list of equipment and determine potential uses in the 
future integrated PHC/family planning project that will be designed by USAID. Through the 
HealthComm Advisor, USAID should collaborate with the World Bank Health Resources 
Development loan team expected to be in Senegal in May 1991 to determine how the 
equipment might best serve the lEe program to be designed. 

It is recommended that the legal problems obstructing autonomy of the Center be 
resolved and that the UGP, the Kaolack Region and USAID work together to formulate how 
the Center should serve the ongoing and new health projects in the future. 

H. Infonnation System 

Havin:s noted in the field work that the health information system (HIS) is very 
cumbersome ar -l ,.. ')mplicated, with little linkage to decision-making, the team recommends 
the :mpport of the .'AOHSA for organizing a comprehensive workshop on the HIS. Canying 
out this workshop should not be dependent on acceptable regional and district health 
development plans because the work planned can be expected to help improve these plans. 
The workshop is designed to select indicators to be measured at each level of the HIS, to 
develop the basic support in terms of registers and standardized forms, and the mechanisms 
for the collection, analysis, and utilization of data. Based on the results of the workshop, an 
instructinn and training manual fo~' each level of the health system will be developed. The 
workshop should also address recommendations for computerizing the system. The 
assistance of an epidemiological HIS expert would be useful insetting up the workshop and 
carrying out its recommendations. This expert should provide T A in a periodic and 
continuous manner during the implementation of the HIS. To ensure an effective and 
responsive system, the team recommends that the Statistics Office have regular counsel from 
field decision makers and from data users (doctors, service heads) so that appropriate analyses 
are made from available data. The team further recommends development of a sentinel site 
system to follow health indicators in as elected number of zones to evaluate the impact of 
prevention and child survival activities. Finally, it is recommended that health post nurses 
and other health agents be trained in the analysis and use of data, as well as in its collection; 
this training should be accompanied by managemen.t tools such as guides and fOlms. 

I. Technical Interventions 

During its field work, the team noted that the integration of different technical 
interventions pennitted their mutual reinforcement and made the work of health agents at the 
post and health hut level more effective. Thus the team recommends continuing and 
reinforcing the integrated approach in health interventions. The team thinks that it is 
desirable that all of the services provided to villagers be :'h the best quality and be integrated, 
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inclusive and continuous. The team also recommends that donors, instead of preparing 
parallel projects to the already existing national programs, provide direct support to national 
programs to reinforce their implementation. In this respect. they should work together to help 
the Health Ministry in its desire to integrate. at least at the department level, the different 
primary health care interventions. The team recommends that henceforth attention be given 
to quality of care and not merely to service utilization. 

The team further suggests that family planning should be considered as a PHC 
intervention and that it be integrated with the other technical components since it too has the 
objective of improved maternal and child health. The rural health network put in place by 
the Project should be viewed as an opportunity for ~ntroducing or reinforcing a family 
planning component. There quests for family planning noted in some villages during the field 
work lead us to suggest that family planning be provided in the rural areas as well. 

In as much as the team considers the support of a limited number of child survival 
interventions to be less effective interims of both health impact and management than an 
integrated delivery, it recommends that USAID include all of the related technical 
interventions in Regions where it supports Regional Health and Development Plans. It is 
suggested that Pritech give special attention to cost effectiveness of the gro\vth monitoring 
component through attention to this intervention at selected sentinel sites. 

J. Operational Research 

Noting the multitude of problem-solving opportunities for operational research, the 
team recommends that USAID and UGP decide on a strategy for the remaining Project life. 
using technical assistance to advance the utilization of this resource. It is suggested that the 
UGP and USAID take the lead in proposing new criteria and procedures for using OR and in 
suggesting specific priority problem-solving areas in which OR could serve the Project. In 
addition to modifying the current practice of inviting proposals which depend on researchers' 
areas of interest, there commendation is to change from research to practical operational 
problems. For example. it is suggested that OR could be used to carry out a feasibility study 
for running a pilot-test in anew project-area District to try out an alternative method of 
implementing the principles of the Bamako Initiative using the PHC experience in Kaolack 
and Fatick. It is also suggested that OR could be used to design organizational lines of 
authority and task definition in the MOHSA, a process which has been started but may 
require more intensive attention. At least two problem-solving activities should be completed 
before the end of the Project with the objective of demonstrating OR usefulness and of 
resolving key Project problems. 

K. ProlITam Management 

As noted during the evaluators' visit to the field, the monthly department-levd 
meetings with health post nurses are very opportune occasions for on-the-job u'aining to meet 
the most urgent demands of their job: recording data, filling out forms, making charts. 
providing clinical services, vaccinating at the post and in villages, mobilizing villagers, 
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supervising post staff as well as village workers and committee members. Thus it is 
recom!:1ended that greater emphasis be given to providing peripheral staff with continuing 
management training in the interest of improving program quality and providing incentives for 
health post nurses. 

In light of the fact that the team is recommending a good deal of T A and because 
some earlier TA has not been very effective in this Project, it is recommended that USAID, 
UGP and the MOHSA meet to discuss the entire area of technical assistance and decide 
whether an organizational management assessment might be useful. The objective of the 
assessment would be to clear the air with respect to technical assisumce and prepare the way 
for more effective use of it. Such an assessment should: ascertain prcblems and the source 
of problems with respect to past T A; define all current needs in T A; describe expectations of 
all relevant parties with respect to T A; prepare agreed criteria and methods for canying out 
future recruitment, hiring, and utilization of T A in a decentralized rural health delivery 
system. 

It is recommended that delineating lines of authority within the MOHSA be considered 
a necessary precedent to signing a new health Project and that USAID assist in helping to 

bring this about by supporting current efforts by the MOHSA to make a central plan for a 
decentralized health program. 

It is further recommended that the management training module at the Public Health 
Institute be modified to include instruction regarding management control and organizational 
design. 

The team suggests that USAID requirements be demystified for the Senegalese 
working on the Project by holding workshops jointly sponsored by the HPNO and the 
Program/Controller office with UGP and relevant MOHSA offices. The purpose of the 
workshop(s) would be to make understandable the rationale and regulations governing AID 
procedures and to facilitate meeting the requirements most efficiently. Other workshops to 
improve dialogue could follow, including those on operational research, training, and the 
information system. As feasible, additional technical expertise could be included in these 
workshops--e.g., regional training resources, in-country or regional training O:i HIS experts. 

L. Sustainability (See also Supervision) 

1. Future efforts to support Snengal's PHe programs should continue to 
emphasize reliance on existing village organizations and fostering of women's participation 
(e.g. women as CHWs, enhancing role of women's committee). 

2. Organization development within the MOH should be promoted, so that the 
administrative structure (control of resources) fits more closely with the "responsibility" 
structure (control of activities to achieve objectives). 
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3. USAID and the GOS should monitor the emerging influence of parallel 
providers (e.g. illegal drug market, Church-sponsored health care) as a potentially negative 
influence on sl'stainability of government-provided health services. Management training 
sessions for nurses and other staff should include sessions of pricing strategies and other 
actions which can reduce the negative effects of competition. 

4. US AID should immediately restart at least some level of direct assistance to 
the Project regions, without waiting for the Regional plans. The assistance should be targeted 
to developing program management capacity and systems. USAID should focus on 
developing decision-making skills of host country counterparts not just in planning, but in 
other areas as well, e.g., personnel management, management control, financial management 
and systems analysis. USAID and the GOS should begin implementing the Health Care 
Financing study as soon as possible. The HCF study should be seen not only as a research 
project, but also as an opportunity to transfer practical skills in financial management, 
analysis, and decision making. Toward this end, the T A team should work closely with UGP 
staff and GOS "line managers" (e.g., chief medical officers, supervisors, and health post 
nurses) during the data collection and analysis process, drawing assistance for Senegalese 
health care financing experts (e.g., university professors) and private sector accountants sllch 
as trainers and research collaborators. With this orientation, the GOS will not have to await 
the final study report in order to benefit from improved financial management infonnation 
systems and increased local capacity to i) make decisions about financial data for health 
planning (setting budgets, deciding on where to place a new facility). 

M. Evaluation 

The team suggests that evaluations that carry a major component of document review 
and synthesis (for long-tenn and complex projects such as RHDS IIleS which, as reflected in 
this report's bibliography, have generated a multiplicity of documents) could be carri~d out 
more cost effectively by furnishing documents in advance. This would allow team members 
unfamiliar with the Project time at home not only to read, but to digest and make a desk 
review prior to undenaking work in the country. The latter would then pennit a shorter and 
better use of time. 
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Delivery Order No. 16 
PDC-0085-I-OO-9089-00 
Page -2-

ARTICLE I - TITLE 

Family Health and Population - (685-0248) 

ARTICLE II - OBJECTIVE 

The purpose of this final evaluation is to assess project impact 
and to review the progress made towards achieving the outputs 
and the objectives of the project after five years and five 
months of implementation. This evaluation will answer 
programmatically important questions about project design, 
program management, the level and appropriateness of technical 
assistance as well as the timeliness and appropriateness of 
project inputs. Finally, this evaluation will recommend future 
interventions in family planning/family health that should be 
~llnn("\rt-pn 

ARTICLE III - STATEMENT OF WORK 

ACTIVITY TO BE EVALUATF~ 

Project Name: Family Health and Population 
Project Number: 685-0248 
Authorization Date: 
Grant Agreement (G.A.) dated July 31, 1985 
G.A. P_'1lendment No. 1 dated August 22, 1986 
G.A. Amendment No.2 dated June 10, 1987 
Life of Project (LOP) funding: 

Total USAID: 
GOS, in kind and counterpart: 

Life of Project Funding: 
Amount obligated: 

USAID: $20,600,000 
r.os: . $2'0,000 ... jn_tr-:nr1 '-'ont..-;h"t";("n"l 

Project Assistance Completion Date (PACD): 

The Evaluation Team will: 

$9,450,000 
$10,550,000 

$600,000 

$20,600,000 
$7,400,000 

June 30, 1992. 

A. Review data from the Demographic Health Survey (DHS) 
1989, the Urban Knowledge, Attitude and Practice (!<AP) 1990, 1988 
Census data and other existing documentation in order to assess 
the project impact on fertility reduction. Review project data in 
order to project contraceptive utilization, couple yea~ p(otection 
(CYP) , and number of births averted as to review the "drop out 
survey" iriitials results to project continuation rates. 



Delivery Order No. 16 
PDC-0085-I-OO-9089-00 
Page -3-

B. Review the nature and level of planned outp~ts as 
identified in the Project Paper and the Logframe in terms of 
feasibility and importance to the program purpose. Determine 
whether key assumptions remain valid. Recommended any changes in 
quality or quantity, and any additions or deletions that appear 
appropriate. 

C. Review the level and timeliness of planned inputs, 
both GOS's and USAID's in terms of feasibility and of importance 
to the attainment of the purpose. Determine whether key 
assumptions remain valid. Recomme:'1d any changE's in quclity 01" 

quantity, and any additioils or d€letiun that appear appropriate. 

QUESTIONS D-E SHOULD BE ANSWERED SEPARATELY FOR FAMILY PLANNING 
CLINICAL SERVICES (BOTH PUBLIC AND PRIVATE); STD/AIDS; IEC; DATA 
BASE ACTIVITIES AND WID COMPONENT (as appropriate). 

D. Assess strategy and plans for attaining the purpose 
and generating anticipated outputs over the remaining life of the 
project. Determine whether key assumptions remain valid. Are the 
purposes likely to be met and the outputs produced in the time~ 
and with the resources available? Identify any areas that appear 
weak, and any that may appear over-emphasized. what changes, if 
any, are recommended. 

1) In the context of strategy, give attention to: 

training/staffing; 
public/private sector emphasis; 
"quality" vs "quantity" of centers of services; 
"inactives~ (the drop-outs); 
IEe methodologies, e.g. mass media vs personal 

contact; 
GOS policy/attitude change; 
sustainability issues: 

treatment; . 
drugs, diagnostic' and contraceptive supplies; 
recurrent costs (administrative). 

use of technical assistance. 
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2) Assess the roles attributed to MSPAS, BNR, VSPP and 
assess implementing strategy for each of the project 
components; of 1STr and the U.S. Bureau of the Census (BUCEN) 
for data base activities. 

3) In reviewing plans for attaining the project purpose 
and generating anticipated outputs over the remaining life of 
its project, focus on the nature and completeness of the 
planning as well as the content. Do plans clearly show that 
levels of input (including key staff time) required for 
various activities are known and taken into account, 
particularly as the pace of implementation accelerates? 

E. Review current GOS/ISTI/USAID management structures, 
practices and relationships in terms of how helpful they are for 
the successful attainment of purpose and output targets. Tdentify 
and action that might be taken to make them more effective. Give 
particular attention to the following items: 

1) PLANNING: Process. Participants and roles. 
Communication. Implementation of plans. Follow-up. 

2) SERVICE DELIVERY: Definition of the type of 
·performance. Indicators and standatds; monitoring 
process. Quantity and quality of services; corrective 
processes. 

3} SUPPLY SYSTEM: Effectiveness: central, regional and 
local. Appropriateness for expected levels of activity. 

4) MANAGEMENT INFOR¥~TION SYSTE~i (MIS): How 
adequately/correctly does it describe resource use, 
outputs-and progress? How is it used by management? 
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F. Identify any policies, practices, structures or other 
aspects of involved government agencies that may be (or may 
become) impediments to the successful attainment of purposes and 
output targets. Identify any offsetting or corrective actions 
that shouJd be considered. Issues for attention include at least: 

inter-ministerial coordination/collaboration; 
staff transfer practices; 
supervision (process vs results oriented) 
pharmaceutical supply system; 
role of different service providers in family 
health/planning services. 

I 

G. Assess the project purpose. Do the indicators I 
anticipated appear to be reasonable? What changes, if any, ShOUldJ 
be made? How can this evaluation help design of the new project? I 
Recommend future potential of USAID assistance in this sector. ! 

H. Assess what has worked and what has not worked and 
the relative effectiveness of the various interventions to assist 
USAID in planning for our future role in the population sector. 

I . Selected Issue 

Given the importance of gender considerations in 
assessing the ~people level impacts" of the Family Health and 
Population project in the future, the Evaluation Team will 
document the differential participation of men and women at each 
level of project activity subject to the availability of data. 
Special attention will be given to documenting on a gender 
disaggregated basis the participation by men and women in prcject 
activities/components. Based on this analysis, the Evaluation 
Team will draw conclusions regarding the principal constraints to 
effective participation by men and women in project activities, 
and will diaw conclusions regarding opportunities to maximize 
effective participation by men and women in Population activities 
in future A.I.D. - funded projects in Senegal. 

I 

I 
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The questions to be answered in the SOW are extensive and cannot 
all be addressed to the same level of detail and completeness. 
Therefore, the evaluation team will meet with a joint USAID/MSPAS 
advisory group to assess the relative importance of the expected 
evaluation and prepare a modified SOW (Table of Contents of 
evaluation report) for review by the advisory group at the end of 
week 1. 

The preliminary conclusions and recommendations will be orally 
presented in English and French at a pre-departure briefing 
organized by USAID, and a draft report in English and a draft 
project Evaluation Summary Nill be submitted to USAID prior to the 
departure of the team. Five copies of the final report in English 
will be submitted to USAID/Dakar for review and commer.t v.'ithir: <:: 
days of departure of the Team Leader. 

The Evaluation Team Leader \vill be responsible for completing the 
Abstract and Narrative sections of the A.I.D. Evaluation Summary 
form. Detailed instructions for completing theses sections of the 
form will be provided to the Contractor in USAID/Dakar together 
with A.I.D. IS required format for evaluation reports. 

ARTICLE V - TECHNICAL DIRECTIONS 

Technical directions during the performance of this delivery order 
will be provided by USAID/Senegal Evaluation Offic~r , pursuant to 
Section F. 3 of the lQC contract. 

o 0 

o~ the USAID Evaluation Officer, Chief of Party will direct 
contractor and Senegalese members of evaluation team. 

B. Cooperating Country Liaison Officials: Commandant Aboubakry 
Thi am, CT Fami ly PI anning; Commandant Lamine Ciosse Sarr, 
Directeur de la Sante Publique; Dr. Alassane Nakoulima, MSPAS; 
Mme. Marieme Diop, MSPAS; Mme. Awa Thiongane, MEFP/DPS. 

C. A.I.D. Liaison Officials: Dr. Mary Ann Micka, Chief HPNO under 
the direction of USAID's Deputy Director and Director and in 
coordination with USAID's Evaluation Officer; Contractor: 1STI 
(Tim Rosche). Linda Lankenau, Deputy Chief HPNO wtll backstop 
the team and provide day to day guidance. 



ARTICLE VI TERM OF PERFORMANCE 

Delivery Order No. 16 
PDC-0085-I-OO-9089-00 
Page -7-

A. The effective date of this delivery order is March 27, 1991 
and the estimated completion ddte is June 27, 1991. 

B. Subject to the ceiling price established in this delivery 
order and with prior written approv<31 of the Project Manager 
(see block 5 of ~he Cover Page), Contractor is authorized to 
extend the estimated completion date, provided that such 
extension does not cause the elapsed time for completion of 
the work, including furnishing of all deliverables, to extend 
beyond 30 calendar days from the original estimated cornpletion 
date. The contractor shall attach a copy of the Project 
Mana~er's approval for any extension of the term of this order 
to the final voucher submitted for payment. 

C. It is the contractor's responsibility to ensure that Project 
Manager-approved adjustments to the original estimated 
completion date do not result in costs incurred which exceed 
the ceiling price of this delivery order. Under no 
circumstances shall such adjustments authorize the Contractor 
to be paid any sum in excess of the delivery order. 

D. Adjustments which will cause the elapsed ·time for completion 
of the work to exceed the original estimated completion date 
by more than 30 days must be approved in advance by the 
Contracting Officer. 

ARTICLE VIr - WORK DAYS ORD1~ 

A. Functional 
Labor Specialist 

Management Analyst 
Management Analyst 
Institutional/Operations 

Analyst 
Social Science Analyst 
Statistical Analyst 

Delivery Days 
Ordered 

49.0 
35.5 

31.5 
35.S~ 

29.5 

TOTAL 

Fixed Daily 
Rate * 

$552.94 
270.00 

284.40 
552.60 
324.80 

~Based on a multiplier of 1.80 

Total 

$27,094 
9,585 

8,959 
19,617 

9,558 

$74,813 
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B. Subject to the prior written approval of the Project 
Manager (see Block No.5 on the Cover Page), contractor is 
authorized to adjust the number of days actually employed in 
the performance of the work by each position specified in this 
order. Contractor shall attach copy of the Project Manager's 
approval to the final voucher submitted for payment. 

C. It is the contractor's responsibility to ensure that 
Project Manager-approved adjustrr.~n~s to th~ work days ordered 
for each functional labor category do not result in costs 
incurred which exceed the ceiling price of this delivery 
order. Under no circumstances shall such adjustments authorize 
the contrcctor to be paid any sum in excess of the ceiling 
price. 

ARTICLE VIII - CEILING PRLCE 

(1) For Work Ordered 
(2) For Other Direct Cost 

Ceiling Price (1) + (2) 

$ 74,813 
55,002 

$129,815 

The Contractor will not be paid any sum in excess of the 
ceiling price. 

ARTICLE IX - USE OF GOVERNMENT FACILITIES QH PERSQNNEL 

A. The C~ntractor and any employee or consultant of the 
Contractor is prohibited from us~ng U.s. Government 
facilities (such as office space or equipment) or U.s. 
Government clerical or technical personnel in the 
performance of the services specified in the Contract, 
unless the use of Government facilities or personnel is 
specifically authorized in the Contract, or is' authorized 
in advance, in writing, by the Contracting Officer. 

B. If at any time it is determined that the Contractor, or any 
of its employees or consult~nts have used U.S. Government 
facilities or personnel without authorization either in the 
Contract itself, or in advance, in writing, by the 
Contracting Officer, then the amount payable under the 
Contract shall be reduced by an amount equal to tile value 
of the U.S. Government facilities or personnel used by the 
Contractor, as determined by the Contracting Officer. 

1 
I 

I 



Delivery Order No. 16 
PDC-008S-I-OO-9089-00 
Page -9--

C. If the parties fail to agree on an adjustment made pursuant 
to this clause, it shall be cor.sidered a "dispute" and 
shall be dealt with under the terms of the "Disp'Jtes" 
clause of the Contract. 

ARTICLE X - EMERGENCY LOCAT..QR INFORMATION 

The contractor agrees to provide the following information to 
the Mission Administrative Officer on or before the arrival in 
the host country of every contract employee or dependent: 

A. The individual's full name, home address, and telephone 
number. 

B. The name and number of the contract, and whether the 
individual is an employee or dependent. 

C. The Contractor's name, home office address, and telephone 
number, including any after-hours emergency number(s), and 
the name of the Contractor's home office staff member 
having administrative responsibility for the contract. 

D. The name, address, and telephone number(s) of each 
individual's next of kin. 

E. Any special instructions pertaining to emergency situatiors 
such as power of attorney designees or alternate contact 
persons. 

ARTICLE Xl - LOGISTIC SUPPORT 

The contractor will be resporisible for all logistic s~~port. 

In addition USAID via ISTI will provide two vehicles for 
in-country travel for fieldwork and the contractor will be 
responsible for renting an additional vehicle and dr:ver. FUL] 
will be provided by the project. 

ARTICLE XII - ACCESS TO CLASSIFIED INFORMATION 

The contractor shall not have access to clcssified infcrmaticn. 

ARTICLE XIII - DUTY POST 

The Duty Post for this work order will be Dakar and sits 
visits. 

ARTICLE XIV - WORK WEEK 

The contractor is authorized up to a 6 day work week with llQ 
premium pay. 
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Monsieur le Directeur, 

L I etude du document inti tule "Version Fran9ais~--'- :.'I .. l.':~~"~~~,>Ir 
l' evaluation du Projet Sante Rurale/Survie de l' Enfant II"i~ 
avez bien voulu soumettre a mon appreciation, appelle '_~.,"~L~_. 
observations suivantes : 

1°/ l'objectif vise pa.r cette evaluation est suffisamment.p'~_r 
et il contribuera a aider a affiner nos strategies pour.'_ 
les probl~mes de sante de nos populations. ; 

11 est toutefois a regretter le retard tant apport~ 
tion, deux ans apr~s la findu Projet. 

Par consequent, une e~qu~te fiable aupr~s des populat 
perception ou les benefices tires des activites 
dre du projet me para it difficile a r~aliRAr. 

_. 

En d'autres termes, je sugg~re qW/1 'etllrie s'oriente:-pi 
lierement vers(iJi)eeVaJ.l;;Uon aaITlJ.lJ.1.':>l"rat~ve .m s 'attachan 
lyser les strategies du projet. t'l.US specifiquement, ~li . 
se focaliser sur : . ---

les infrastructures 

les formations ; 
les types de services fournis ;-
les mecanismes et procedures de gestion des 
activites. 

L'analyse de l~impact sur l'etat de sante en 
duction de la morbidite et surtout de la mortalite par 
parait pas faisable avec la credibilite souhaitee en 

_~--Monsieur Julius E. Coles 

. ::~Directeur de USAID/Senegal ... / ... 
.{ . - --- - .... 

. /1) A K A R/---_ ..... _------

.. 
.' u 
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Par ailleurs, pour ~viter tout ~quivoque, des.pr 
,... '" , 4':,., 

devr'ont etre apportees a la notion II absence de decisions·.Qnn,f'\"'t'"' 
contenue dans Ie doewnent. En effet, cet te notion ne peut: 
ce qui devrait etre fait • 

Et enfin, s'agissant de la selection du personnel 
tere de la Sante Publique et de I' Action Sociale a impliquel' ... ",,,9 
projet, je demande que vous vous en teniez seulement ~ la~descr 
des postes a pourvoir et surtout dans les cas ou cela doi,f~~n . 
des charges supplementaires a supporter par Ie projet. Il~rev 
mon d~partement de designer de son cote les agents qu' 11"'50·' 
impliquer • 

Au total, hormis ces quelques 
a l'evaluation de ce projet 
signe entre Ie Gouvernement 

Esperant que ces quelques observations pourront~ 
aI' amelioration du docu.rnent d' evaluation du Projet sante.7 

vous prie d'agreer, Monsieur Ie Directeur, llexpression 
. :t! 

ments les meilleurs.l-

,.,"' ... ,.....:.'" 
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ANNEX 2-2 

Interview Guides 



P~Spre~t,5 p.:-si ti::s du FJrc,~i~t. 

Ve.r-ifi er que ve.:1t. dire po£.:' ~~:=.-- 2..e£ ·?1C~:" \"':' -:,~£ 

'i 

p~"~:.·j7~. 

!.i:iem) 

d:'S?:)!1: bi li te des rredicam:>m:..~.? 
q~~,li t.e des 5·~illS ::O\.l.r!'.is? 
~·,:)~t..s ,jes soins? 
differences dans 15 frequentation des hom'Tles et des ferr.rues et 
e!J.fa'1ts? Pou..rqu~li? 

3 . ::'~1. on voit que :"e projet. n 
et ca~ses d'echecs. en 

?:,UY le~s 1Jesoins: a pas reussi 
evoqua..'1t Ul1e a 
techr..iques, 

illJ.e 

(Liste 
wut.es 
de rappel) 

4. Les 
tra~.rail 

impl'essio!1s sU!* l3. r~d~'~-:'ic'ns des jOLL..YTIees d. ~ absen':!e 
p~~' ca~se de maladie par le projet. 

Trouver des questio~s pjuva'1t rendre repjnses utiles. 

Les impre~sion= sur les c~ises che~ les enfants 

::'rm:·ressi 011S stU." les 5ais~!1!:, 

jmenustik
Best Available



du 

?-. Raisons PJUY 1a situation actucll~ des 
priorii:B. 

('~ qui a bier! 
marche 

C':: c]~i r~ ~ pa.s bi-2rl 
m3.!'"~!·l-=-

" .' 'i 

r- ~ c::: ..:::.. C" - -',"-"-- , ds 

{L:'stl:: de rappe2.: l,=:s c..iff~r-=~~s vc\le~~. ?::~Ve!:~=-~l..:'::5 ~t C:.J2- .=:~f3: 
5UpeIvision :.::1-= ?~~.: .~: Tn.3.!1q~1'2. c" Spp~~0\ri siC'!,,;.l1~:T:7;~,~2". : :~SLl=·:·i=.=-'1 ·~e 
de formation au p-=:rsoxU181 (1 equ.:l ); rracwc..is,::- :.::>nse;>:'ic>~ do.) prc
jet; interet des ~nefi-:::iaires; tnal1SU~ dE:: m:-·y~:~~ FO·Z a??:--,Vc~ l~s 
S2.Ses) 

C. Que doi~ fair~ 
elerrents du prcj-e:t? 

__ e gou'le!.'"nrrr.:;!1t;>J~ sa~~\r-e!" 

Rc,le des :x.~lleurs d-= f.:)':-iCis? 

D. Q~'est ce qu'on aurai~ du faire au~rement p~ur Ia:r~ re.i.eux 
Ionctionner Ie resea~ de cases? 

E. Est-il faisable qu'~~ res~~u de sases peut etre 
et autofina..'1ces. co:n?:'e tenu des raSSOU1"CeS (hwn=.ines 
cieres ac:'uellerren"L. disp.:.nibles dans les c.orrm.lnaut.es? 

A. Perception de 1a 
aemarrage au ?~oj~~~? 

prevalence des m~ladie5 majeures 
Morvalit.e? Etudes a voir. 

aut):,g~yes 

e.'t r:"112.1)-

a~pu:s le 

B. Comnenta~ re£.: S'...l.r les 
veilla'1ce- de 

diffe·r-entes interJen::.ic.rls (?E'V. :::·ur
=\:;·~lu. TROt e~ :S: d~!1S les inte:~\'er!-

-:.ions. 

d-: ?la!:ifi r~atltor, regi,..)na} ~ 
(d6pa.rtemen'tale) : documents l"'jl~ d.::=:"=. format-ion f .::.~. -

5is~'1ce teclmique deda'lz.? 

IV. Fo!mat.ion d-==s m=de::ins? a~~!"es? 

-. ' -;.,~"\=-!' ....... _._. 

jmenustik
Best Available



:Pi.-;::,,!:8~. ?\'::~l" '\T~!"':f':~ q:J.~',,:::-; ::);):;,~~~r;:..-: C~e qui_~~:.v_ . .:.e :!.~'~~::7-:. 
;..J-= :--!'C<,€;-: 2,2J1tk' ~:;,!."'~J ~ .5. CC-.11S:.!.-~i 7, ;~:1 l-~!lC.V~ d~ i ':J1=-~"2\?·"'-... ~-~J: 7 .. L~~·~:- . 

--------------------------------.----
E~~:?2rTt:!~: ~=-? ___________ _ 
Nc,tc!:"" ?reSenct? d€-:: =!. ... igc, ___ ~~: 7k is,:,t..11E;rrn2 ______ S"t, .. =1 .. :....:..:.S2,,-

, ,.. .. "\ 

-::.;...::,n _________ !),:::i T,"2; de se'2oU!.",:: ______ 3YrlIlg-::s/ al.g'J:. . .:..i~~:: _____ _ 

3.U~~-~:=. __________ _ 

0::> 
~, . du "P'=rsor~'1el 

7~qUE:l. q-uand? ________ . ____________________ . 

(;ap?=l: 

:3. Approvisionne:JBnt en vac:c:.ir.s/~d5 _::l.ilBnt.s? 

·:::hlS'roguine ________ _ 
?ipercl::L-:."? ______________ _ 
Sachet.s TRO _____________________ _ 

.-
~re!Ju~nce et d'..lre:': des 1. . .:> .... ·.1 ... '18e 
passeE: ? __________________________ . ___________ _ 

4. ~,ys"t.--=rn-=: d" Ir~fo:~:1r?-ti()n: QC~:~~~=. di=:p:-..i::i bl'::;;:-,/8orrl})ilees . 
Combien de rap?.:>r-..£ penda.T1t le~ d-==.!T.i::~rs :2 m.:1is? ______ _ 
Les s,ases "t.r::mSrrl-2:T~ten~ les rap?~~=. c~\r~'2 gu-::ll ~ 
::,reguence et cietai2. ? ___________________________ _ 

CO!nt:ier.: de \?i~': Le~ :~ -=haque caSE; :." artL"1ee passef.::? -"-_. _____ _ 
Gt.:.ide de sup-::!-=.r:'.Sl·:)!: eyaisl·~-i2. ? ___________________ , 
cr: -:,iquc au g"1~idt? _____________________________ ~ . 

. ' 
6. ?el'··=~pL..iC)r! d"? 1. ~ ai?p~ corrm..:na:.l"t=..i.:!"oS: par-ticipat.:':.on/::onds 

COn5a~1'''e5 a la su~nr~sior~ ______ . ___________________ _ 

? . r~ev'enu . 
M,,:.ye:m-: de r~~J"e!1U :ne~su~l ...;., ,.. ... 

A:..:-:r-es :" ---------------------------------------------

jmenustik
Best Available
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LIST OF CONTACTS 

Juliu5 Cole, Mission Director 
Or. Mary Ann Micka, Health, PopulatIon and NutrItIon Officer 
Linda Lankenau, HPN Project Officer 
FatiMata Hane, Project Manager, RHOS IIICS 
Mr. Massayar, Project Manager, FaMily Health 
Seydou Clsse, PrograM Officer 
TOM Walsh, Controller 
Mr. Dieng, Financial Analyst, Controller's Office 

~:aolad Regi on 

Or. LaMine oiop, Medecin Chef Regional 
MMe EMilie Ndao Carva, Coordlnatrlce SMI/FP 
MalaMine Sarr, Superviseur, NutrItion 
M. MaMadou Sow, Superviseur, SSP, et Resp. de la StatistlQue 
Francois Seck, Gestionnaire 
OusManu Fall, Directeur, Centre de ForMation Kaolack 
MaMa~0u Wade, Technicien Supervlseur, Centre de ForMation Kaolack 
Dr. Diop, PharMacien Regional 
Ma~adou CaMara, PharMacien Assistant 
Daouda Keita, Adjoint au Gouverneur Charge du DeveloppeMent 
Or. El Hadj AMath MBaye, Medecin Chef District, Kaffrine 
Abdulahi Oia110, ICP (PS Mboss, Kaffrine) 
MaMadou Fall, ICP (PS Birkelane, Kctffrine) 
MohaMed Badji, InflrMier de l'Etat (PS Keur Soce, Kaolack) 
MaMadou Seck, ICP CPS NDoffan, Kaolack> 
Ibou Fdye, Iep CPS Dya, Kaolack) 
AdaMa Ndaw, ICP CPS Prokhane, Nioro) 

Fatick Region 

RaMatoulaye DiouMe, Responsable l'<:ducation de la sante 
Bassirou Ndiaye, Superviseur 
AMadou Bassirou Fall, Superviseur SSP, eM (District) Fatick 
Tbou Dione, ICP CPS Niakhar, Fatick) 
Sourakhe Cissokho Akrachi, Iep CPS Fayil, F~tick) 
Habib N'Oour, Supervlseur SSP, Foundlougne 
Alassane Seck, Iep CPS Passy, Foundio~gne) 
OJaguily KOita, Superviseur, CM (District) Sokone 
Sekou Badji, Superviseur SSP, Sokone 
Ndeye Awa Guene Kaba, Sage-FeMMe, Sokone 
MMe. ThiaM, ICP (PS Missirah, Sokone) 
Mor Fall, Iep (PS Ndiago. Guinguineo) 
Oiagully KOlta, Superviseur SSP, Guinguineo 
Khoudia Toure, Sage FeMMe, Guinguineo 
Or. Santos, MedeCln Chef Dlstrlct. Gossas 
Alioune Seck, rcp CPS Patar LIB, Gossas) 
MouhaMadou Gueye, rcp CPS Wack Ngouna, Nioro} 



MinIstrv of Health 

Bandougou Sylla, Oirecieur Cabinet 
LaMine Cisse Sarr, Dlrecteur de 18 Sante PuollQue 
Alioune Mbaye, Direcieur, DAGE 
Mr. Wade, COMptable, DAGE 
Alphonse DieMe, lnspecieur of Flnance, DAGE 
Maty Cisse SaMb, Directrice TechnIque, Unlte de Gestion de ProJet 
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CHARACTERISTICS OF HEALTH HUTS VISITED, APRIL 1991 l 
-------------~ -----------------------------------------------------------------

:PERSONNEL :STRUCTURE & CAP IT ALI ZA TI ON 
:---------------------------:----------------------------

NAME OF :FIRST AID TBA/FAW :STRUCT. DRUGS CASH 
lNo. HEALTH HUT : WOR~:ER TBA SAME :EXISTS IN STOCI< BALANCE 
:-----------------------1---------------------------:---------------------------

SOROME + + 30,000 
2 ~:EBE KOUDE + + + + ? 

3 NEMAH}iAH + + ? 
4 BAB0l#JIDUF 1- + + + 40,000 
5 NOOS' BADIOC~: + + + 11,000 
6 NDIOU DIOUF + + + + 18,500 
7 DIORAL + + + + ? 

8 GessAS + + + + 17,525 
9 DJAN DER II + + + 0 

\0 KEUR t1ADIENG + + + + 47 \ ,000 
\ 1 SAKHAGNE + + + + 20,000 
12 PANAL + + 20,000 
13 DIAM WELE MORE + 0 
14 KEUR MBOUKY t + + + 26,525 , 15 NDIAYENE WALY + + + + ? 

16 KEUR SOULEYE THIAM + + + + 4,000 
17 MAMBY + + + + 35,000 
18 PANE SADER + + + + 30,150 
19 ~:EUR YORO KHODIA 5 + + + ? 
20 KEUR ABLAYE MARAN + + + + 18,000 
21 KEUR SABA + + + 30,000 ..,., DAROU KISARI + + 0 .... ~ 
23 SOB 1f- t + + + 3,840 
24 r1BOUNA + + + ? 

------------------------------------------------------------------- ------------
TOTAL POSITIVE RESPONSE 19 22 3 19 17 15 

(PERCENT) 79% 921- 131. 791- 71% 63% 



CH~RACTERIETIC5 OF HEALTH HUTS VISITED, APRIL 1991 

NAME OF 
:No. HEALTH HUT 

CURRENT ACTIVITIES 
:----------------------------------: 

:VACC. CHLORO OPT SAN. MONIT.CURAT.: 
:-----------------------:--------------_._------------ -~ ----: 

SOROME 
2 ~<EBE I{OUDE 
3 NEMAHBAH 
4 BABOUolOUF 
5 NOOS' BflDIOCK 
6 NDIOU DIOUF 
7 oIDRAL 
8 GESSAS 
9 DJAN oER II 

10 EEUR MAo!ENG 
1 1 J A~:HAGNE 
12 PANAL 
13 DIAM WELE MORE 
14 ~:EUR MBOUI-:Y 
15 NoIAYENE WALY 
16 KEUR SOULEYE THIAM 
17 MAMBY 
18 PANESAoER 
19 KEUR YORO KHOOIA 
20 KEUR ABLAYE MAR AM 
21 KEUR BABA 
22 DAROU KIBAR! 
23 SIJB 
:4 MBOUNA 

TOTAL POSITIVE RESPONSE 

<PERCENT) 

+ 
+ 
+ 
+ 
+ 
+ 

+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
-I-

t/

+ 
+ 

23 

+ 
+ 
+ 
+ 
t 

+ 
+ 
+ 
+ 
+ 

+ 
? 

+ 
+ 
+ 

+ 
+ 

+ 

+ 
+ 

+ 

+ 
1-

1-

+ 

-r 

? 
+ 
.~ 

+ 

+ 
+ 
+ 
+ 
+ 

+ 

+ 
T 

+ 

+ 
+ 
+ 
+ 

+ 
+ 
+ 

+ 

+ 

+ 
? 

+ 
+ 
+ 

+ 

+ 

? 

19 20 16 

79;' 83% 677. 

+ 

+ 
+ 

+ 
+ 

+ 
+ 
+ 
+ 
+ 

+ 

? 

12 

501. 

+ 
+ 
+ 
+ 

+ 
+ 

+ 

+ 
+ 

+1-

+ 
+ 

+ 
+ 

+ 
+ 

+1-

+ 
-{-

21 

881. 



CHARACTERISTICS OF HEA~TH HUTS VISITED, APRIL 1991 

UTILI ZATION 
:---------------------------: 

NAME OF : t.IISITSI DEUV.I 1:; ,.'ILL. 
!No. HEALTH HUT :MC. HIV. ~1O . SERVED 
:-----------------------:---------------------------l 

SOROME 30 '? 4 
"l ~:EBE KOUOE 60 3 3 L 

3 NEMAHBAH 30 3 6 
4 BABOUDIOUF ? ? 7 
5 NOOS' BAOIoel.: 13 0 3 
6 NDIOU OIOUF ? 3 
7 DIORAL ? ? 

B GE5SAS ? 5 13 
9 DJAN DER II 0 '"! 2 

10 I<EUR MADIENG 60 
., 
~ 

11 JM:HAGNE 100 4 3 
12 ;:JANAL 0 ? 5 
13 DIM1 WELE MORE 0 ? 4 
\ 4 I<EUR ~1BOUr:Y 100 4 18 
15 NDIAYENE WALY 12 4 5 
16 KEUR SOULEYE THIAM ? -, :3 .J 

17 MAMBY 30 8 .4 
18 PANE SADER 100 ? ") 

'-

19 I<EUR YORa KHODIA ? 0 ? I 
I 

20 KEUR ABlAYE MARM, 50 3 5 
21 KEUR BABA ? 5 3 
22 DAROU KIBARI ? ? 3 
23 SOB ? 1 5 
24 MBOUNA 200 0 ? 

TOTAL POSITIVE RESPONSE RANGE RANGE RANGE 

(PERCENT) 1:-200 (3-8 1-18 



AOMINISTRhTION/ORGANIZhlIQN 
:-----------------------------------------------: 

NAME OF :COLLECT HEALTH REFRESH. REeE 1 tiE SUPPORT LAST 
:No. HEALTH HUT : INFO. CO!1f1IT. TRNG SUPEf<lJ. ORG;. DF{ US ORO: 
:-----------------------:----------------------------------------------- , , 

SOROME '? 
..., t<EBE I<QUOE + .... 

:3 NEf1AH8AH 
4 BA8()UDIOUF + 
5 NODS' BAOIOCI< + 
6 NDIOU DIOUF + 
7 DIORAL + 
8 GESSAS + 
9 OJAN DER II 

10 I<EUR MADIENG + 
1 1 JA~~HAGNE 
12 PANAL +/-
1-;; DIAM WELE MORE 
14 !<EUR f1BOUKY +-

15 NDlAYE!..JE WALY 
16 ~<EUR SOULEYE TH.tAf1 + 
< ~ 

~iAMBY +-1 / 

18 PANE SADER + 
19 KEUR YORO I<HOOlA +-
20 I<EUR ABLAYE MARAI'1 +-

21 KEUR SABA ...,'") 
DAROU KlBARI -"'-

'"")7 508 + -~. 

-, , 
~180UNA ? .:..-

TOTAL POSITIVE RESPONSE i5 

(P!:RCENT) 

+ 
... 
? 

"t-

.;-

+-
+ 

. 
+-
t 

+1-
1-

+1-

+ 
+-

+ 

1"-

+-

+ 
+ 

19 

+ 

+ 
+ 
+ 

+ 
+ 
1" 

'i 

+/-

+ 

t 

? 

10 

4 ..,·: __ I, 

"'" 
+ 

+ 
+-

+-
+-
+ 

+ 
+ 

+ 
t 

+ 
+-

-+ 

+-

+ 

'i , , 

+ ? 

1990 
+- ? I , 

? 

+ 'i 

+- ? , . 
? 

1982 
+ ? 

? I 
I 

1988 
1989 

+ ? 

? ? I 
I 

? 

? \ 
+ ? 

+ ? 
+ ? 

1989 
1989 

+ ? 
? 

, 
I 

16 10 NA 

6 -1'1 , ,. NA 
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SYNTHESIS OF FIELD WORK AS SEEN BY ITh\QUETEUHS 
AND EVALUATION TEA11 t1El1BERS 

1. Villagers are closer to attaining organized activities than 
technical supervisors had thought. There was evidel'1i: to them a 
change in village attitudes from their last encounters. 'TI1ere 
is still serre suspicion arout matro.les trained at HPs and espe
cially younger ones, and tendency tel rely on old TEAs, e. g . the 
instan....e of Keur Yoro Khociia. 

2. The rrore women are involved in the health huts and comuit
tees I the better they Hork thought Ramo., and Wade con£irmed that 
there is rrore continuity with A.SC/rfiBltrones ~.]ho are less finbile 
than the men. Examples Sob, Pane Sader. 

3. Villagers have greater access to PHC and health services, 
vaccinations I chloro J TOO. causeries, rut medicine supply system 
still not satisfactory. 

4. The ABC is often a supply sottrce for meCUCJne~i rather than 
heal th provider. This "'txJutique" perception makes it hard to 
understand why the AS:'- should be paid. 

5. The problem of rroti vating the ABC ma:teria11y is still a 
problem after all these years f rut on the other hand roany of them 
are still out there after all t.ills time. The:r-e are social 
rroti vations--pride of being selected J duty for giving service. 
It l<las also suggested. that al t.ltoJgh the ffr-n Hork in the fields , 
they are not always. perceived as having other duties, therefore 
why pay him for doing rrore of nothiIlg and nBke hirn "richer than 
the other villagers. His perceptj on depe.'1:is C:ltir>z!ly on 
hin-- .~ . ,:.ost, 5. llli . .:. ~e definir ... i1 est en effet "disponible" et 
pris J pourquoi doi t-il etre remrourse. . . 

6. The PEY and Ue Rural Heal t.h. Project. complem=-.~nt or re:uu:orce 
each ot.~er--The hut organiz-ltion ma..lte:.."5 rrobilization efficient for 
PEY and PEY m3..kes it possible for IePs to get out~ to the huts 
regular ly thanks to support Ior fuel, etc. 

7. There is clear perception that illness has been reduced on 
all sides--the village population. ASCs/corrutte€:5. rcps. Pro
gram ll1'lP'Ortance understood even including growth 1I:Qn.i taring in 
&:>b, Pane Sader. Daniu Kibaru en Examples given by Rama.. Check 
wi t.lt chart. 

8. vfuen medicines are available J there is easy comprehension 
of tiJne and ro:::mey saved by getting from Hut and it if5 a great 
pity the supply SY5te~ does not work better. 

9. Though there is still residual "mentali t.e d . assiste" , 
villagers are t.aJr.ing increasing responsibility for their own 
heal th. O..ltstanding examples observed: t1amby and Keur Madieng. 



10. The competence and dedication of the Iep gre.atly influ-
ences \.lhether the Hut \.lorks: Examples beSt. HPS:. 

11. In deciding \.lhether Huts are functioning. need to lOJk 
beyond the existence of structures and see whether :services are 
being provided and villagers supr:orting or changing attidudes. 

12. Conmi tt.ee rrembers are lirni ted and we should not expect 
rrore than they can do. thought Wade; not all trained. 
Did I hear that only those in Fatick District were trained????? 

13. There was Ux> flllch emphasis on rushing through hut con-
struction at the e}~e of o~~r project details. 

14. Supervisory problems uith the 10 liter/rocmth fuel alloca
tion for rcps and the e.xb~a days nee(IE~d in the field (usually one 
day per hut according to sorre). 

15. Huts were not well situBted and often based on political 
pressures since the implernentation c:arne at the frDrrent of the 
electoral campaign of. . .. Thus not l::om of village as foreseen 
in Reform and Alma Ata. b.lt imp:>sed or implanted from 
outside. 

16. From the hlghest health and administrative levels, the huts 
are affected by the degree of dediccrtion to principles of the 
project. If Doctors don' t believe in imfOrtance, tW.!:> fil ters 
dowL'l wi th adverse effects. NB rrQ note; Fatick functioning 
better than Kaolack though project, time in latter is rruch 
le..'1gthier. 

17. At ID3liY levels (including Kaolack MCR) the Project and its 
objectives are not yet understood. 

18. They need mana.gerrent guides so that lllCOmi.ng ne'io? personnel 
have sorrething as guidance) at District level, e . g. (Excellent 
example of ro:mual is t.'1at provided by UNICEF for FEY and related 
health activities). 

19. It is har0 to raise prices of nBdicines becat..:LSe of paral
lel market, esped ally near Garnbia..'1 (:X)rder. Qilestl.Cln of whether 
Government should control and fu:rnish medicaments. 

20. There is oot.~ increasing willingness to accept P"rlC because 
of its acr--essibi1i ty a'1d less and 1es:5 reluctance on the part of 
h;""al th staff to think their care is required. 
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Additional Information on Health Problems and Priorities 



\. Hea!th probleMs and prlorltles nf Senegal grecedlng the 
iMpleMentation of the U5AID!RHP 

AlthouQh several serious endeMIc dIseases such as ~leeplng 
SIC L n e 5 5, 51'", c; IIp 0 ;';, a r. d p I a g u e d 1 5.'3 P P e.'3 r E; d 1 n ; e r. ega I d LW 1 n:;:: the 

19505 and 19605, the QenBral health c.f the population c':.ntl~ued 

to be \':,,;r-), \=.oor IT) the 19705, as shol,," bv the fc·110',JH1Q 

IndIcators of health status: 

1 i til r t h rat e: 48! 1 ,(!Jl30 

:2) crude fl·fortallty rate: 19!~ 
-; \ 

4) Inf-3nt/chlldh.:.cd MtJrtallty r-'ate (under 5 ,{ears): :20 

5 ) 
per J ,000 
Maternal MortalIty rate: 
(urban: 500; rural 950) 

800!100,000 live 

lIfe e~pectancy for WOMen: 49 yeors; for l"':en: 47.3 
'year5 

7) fertIlity rate: 7.2 

(Source: Fert III t y Sur-veY, J 978. ) 

The liinesses and conditions that contributed MO t to tf"'115 

situation Include: Malaria, diarrheal dIseases lncludlng 
cholera), Malnutrition, parasitic Infections, reSPiratory 
infections, Meningitis, accidents of labor and delivery, and the 
long perIod of reproduction and Multiparity of the Majority of 
WOMen. Other factors that contributed to the poor health status 
of the population include: 

1 ) econOMIC hardship 
2 ) high illiteracy rates «40% of children attended 

prll"lar·y school). especially aMong WOMen 
3) lacL of potable water and other enVIronMental health 

serVIces 
4) lnadeQuate agrIcultural production and poor nutrItion 
5) lack of lndlvidual and public hygiene 
6) lack of knowledge aMong the population of the causes of 

dlseases 
7) the lnsufflclency of resources MobIlized for health 

care, and the lack of efficlencv and efficacy ~f the 
health care systeM. 

ThIS sec!ion presents an overVIew of the health status ~f 



priorities at a natlonal level. Greater detail related to the~e 

factors lJdhln the RHOS IlICS In Fatlel i.'1nd ~:aolacl are presented 
In folowing sectIons of thls Appendi~. O~er the pa~t decade, 
there has been Increaslng eMphasls on ManageMent. IMproving 
Infrastructure, and Increasing the COMpetence of healtn worlers. 
However, probleMS contInue to face the health care SysteM, 
In61udinc: InsuffiCient hUMan resources, Infrastructure and 
eqUiPMent, and Means to ensure the correct functIonIng cf 
serVices, all of which 
MotIvation aMong health 

alsc> cause OI5S(::dlsfactlcn and laci of 
care worlers; and e~ce5sive distance5 

between 50Me Villages and 5 source of care. There has been a 
strong reliance on MultIple fundIng sources, Including the World 
BanI:, foreign governMerd5. and FUOs to fund heal th care pr:)]ects 
t hat sup pI}' e Q U l(:m e n t. b U lId and 1- en 0 vat est rue t u res, and prJ \' 1 de 
technIcal a3S1stance. 

The 
underQone !'iany 
consolidate 

-. + \..c , Health 
reCiQanl:atlon5 

and Integrate 

and SOCl.:d 
In the pa=.t 
activitIes; 

decade 
the 

( r'lOHSfi ) has 

recent 
reorgani:alion was In 1391, when the MInistries of Health Bnd 
SOCial Action were COMbined (see Appendl~ II.A.2). The MOHSA 
prOVides directIon, support, and evaluation to the other level::. 
of the health care systeM. The Infrastructure of the publiC 
health systeM and correspondIng adMinistrative levels are shown 
belol.J: 

Health Sy".teM 

NatIonal Hospital 
Regional HOSPital 
Health Centers 
Health Posts and 

Rural Maternities 
Health Huts 

Ad~ini5trBtlve Level 

National 
Region 
Depart rr)ent 

Arrond i s serflent 
VIllage 

At the base are the health posts and rural Maternities, which 
supervise a certain nUMber of health huts and sateillte villages. 
The second level corresponds to the health centers, WhICh provlde 
supervision to the health posts. Together, these constItute the 
DistrIct, t..JhlCh 15 the operational stucture of the peripheral 
level. At the -third level is the regIonal hospital, 
corresponding to the InterMediate l~vel. At the top of the 
pyraMId is the UnIverSIty M~dical Center (Centre Hospitalo
UnIversltaire, CHU). In addition to the publIC health systeM, 
there is a 5Mall contrIbution frOM the private health systeM, 
both for-profit and not-for-profit. 

Between 1950 and 1998. the total nUMber of hospItals 
increased frOM 7 Each reYI':·n has a hDspl1al, wlth the 
e ,.; c e t:d: Ion 0 f Fat i cI and ~: Co 1 d 2 . (Sine SalouM was separated into 

:the regions of FEdlCk and V.ee·lack in 1954.) Although the nUMber 
of health centers has increased frOM 34 to 47 between 1950 and 
1988, the nUMber 15 stlll insufficient, With 142,300 
Inhabitants/health center. Each health center !5 dIrected by a 



phYSICian ("MediCln-chef"). In !983, thcr-e ('Jere 659 he31th post5-
natlonally, Including public and Catho!lc dlspensarles: In 1990, 
this nUMber was 687. Each health post 15 supervIsed by a "chef 

de poste", who 15 either a nurse or sanItary agent; the M8JOrlt\ 

,:>f these are I'icn. The rut-al r'icdernJ'lles ar-e located at ttH: 

health posts, elther as part of the structure or a separate 
building. These are supervised bv a Mljwlfe in Ideal 51tuat:ons. 
but becau!E cf a shortage of Mldwl~e5. the chef de poste often 
superV1SES the blrth attendants (·';v::3tr-Dnes"). l,tho per-forlT! tr:~ 

deliveries. There I,Jere 502 rural f"lcde:-nitles as of 1938. f\t the 
~illaQe le~el, the health huts operate under the dIrectIon at a 
cOMMunlt~ health agent and a blrth attendant; In SOMe Jlllages, 
the::e r·;)le5 ,:we pro'nded by the sa!"ie IndIVIdual, l.;ho i..;c,uld be a 
WOMan. There were 1409 health huts In !998, WIth appr0~lMatel~ 
5,200 Inhe,bdantsd1Ut, and i2E5.35 c-f 1990. Further detal!s 
related tc- the 

~;aColacl 

health Infrastructures of the regIons cf Fatlcl 
prOVIded In sectIon II.A.3. ,Source of abO\E 

data: National Health Declaration, 1929: EvaluatIon de la Sante 
p,::,ur T,:,u::, j'ILl l'An ~000 1'339-90.) The(~e tJere a nur'lber of 
health warier striles durIng the PrOjEct perlod, ~05t notably In 

1988. 

SInce 
Indicators, 

1979, there he's been an If''lprOVeMen: In sCr'.e health 
IncludIng Infant and infant/chIld Mortellty rates. 

The growth rate, Mortality rate, life e~pectancy, and fertIlity 
rate did not change SIgnIficantly over the decade. however, as 
sholA!n belolA' : 

3 ) 
4 ) 
5 ) 
6 ) 

infant/chlld Mortallty rate (under 5 
urban: i35/1,000i rural: 249/1,000 

crude Mortality rclte: 18/1,000 
crude birth rate: 47/1,000 
fertility rate: 6.6 
growth rate of population: 3% 

7) life expectancy: 48 years 

,)'ear "'. ) : 191/1 ,000; 

8) lIteracy rate for Male adults: 37%, for fer'lales: 19~:j 

chIldren COMpleting priMary school: 86% 

~Source tor 1-7: Enquete DeMographiQue et de Sante au Senegal, 
1986; for 8: S ltuatI on ECOnOMi Que du Senega I, i S38. ) 

In 1989, the top 10 COMMunicable d!seases reported by the 
Divislon of StatIstICS based on data collected through the publIC 
health inforMation systeM were: Malaria, upper resPirator', 
lnfectlons, Influenza, gonorrhea, chicken 
syphllis, (Y:ealses, neopatal ophthar-wlogle 

pox, dysentery. 
infectIons, and 

bilharzia. The 10 leading causes of death due to 
dis e e. 5 e 5 we reM a 1 a r 1 a {4 5 ~{ ) ~ t eta n U 5 (1 8 ~~ ) ~ res p 1 ;- a t ;~:- y T 8 (1 0 ~~ ) l 

purulent MeningitIs jaundice ( 7X ) ~ !Vlenlr1gc:-occal 
MenIngitIs (5%), baCIllary jysentery 13%1, aMoebiSSIS 1%) 
typhOId f By er (1 % ) , and per t u :;. =-1 5:; 1 i~ ~l • It r'1 U 5 t !:J e n,~ ted that 
the nUMber of deaths reported through the health inforMation 
systeM repre5ents only an estiMated 0.3% of the lolal deaths In 



Seneg61 (Sec t or An01 'lSI 5 1991 1. 

Infant Mcrtallty loJoS estH'Iated cd 86/1,000 Hi 1988 CO"'PBr~d 
to 11~/\,00el 1I'v'e blr~ths a o3cade ea'--iler. Other health 
~tatlstic5 have IMproved a5 well. 
tetanus have decreased between 1971 

Reported cases of Measles and 
and 1938, partlcularl~ after 

1986 for Measles, and after 1934 for teta~u5, althDugh the; began 
to decline In 1978 (Appendl~ JI-A-3). Reported cases of MalarIa 
and MenIngItIS have also declIned frG~ 1971-1988. M31nutrltlon 
aMong young chIldren and pregnant and lactatl~C WOMen ::ntlnues 
tc be a serious probleM In Senegal. R3tes of MalnutrItion a~onQ 
chIldren Monitored through the PPHS!Cathol!c Relief Ser~lce5 

growth MonItorIng project were about 28% In 1989. AneMIa 15 

COMMOn aMong pregnant WOMen (30-50%) and VItaMin A deflClen2! was 
fo~nd .3f'H}ng 40~~ of chIldren 5urven::":~;n Fatlc!. t<aci.\{}c l', an:i 
D 1 ourbe 1. 

In Its Declaration of the Natlanal Health POIICy-1989, the 

Ministry of P~bllC Health In0W the MOH5Al set 
health objectIves: 

forth S general 

! ) 

" i ~ 

3 } 

4 ) 

to 
to 
to 

IM~rove health coverage, particularly In rural areas 
IMprove the health of Mothers and chlldren 
develop preventIve and educational actiVities 

to develop a balence between curatIve and preventl~e 

activities 
5 ) t 0 de vel 0 p a b a 1 a Ii C !: bet wee n hUM an, i'1 ate r 1 .5 1 1 and 

fInanCIal resourCES 
6} to Master the deMographIc Indicators. 

The poliCY proposes a nUMber of strategIC objectives and speCifIC 
strategles to aCCOMplish each objective. PrO,'Hnent aMong these 
are: to IMprove the health inforMation SysteM at all levels, to 
Integrate prograMS that focu5 on Mothers and children, and to 
develop operational research. Many of the ObjectIves and 
strategies delineated in thIS dOCUMent are COMpatible with those 
reCOMMended by thIS evaluatIon teaM. 

Health SYsteM structure of Fatlck and KaQl~ck 

As noted previously, tne two regions of 
were created In 1984 fro!') th'e regIon of 
population of Fatic~ is 506,844 and that 
(RensenseMent General de la Populatlon et de 

Fat icl and Kaolacl:, 
SIne SalouM. The 

of ~aolac~ 805,447 
l'Habltat Mal-juin 

1988). Rural population (the target populatIon for the ProJect) 
was 4S4,132 and 625,0:7, re5pe~tlvely. PopulatIon growth per 
annu~ was estiMated by th~ Census Bureau to be 1.97% In Faticl 

Each regIonal ~edlcal sfsteM IS directed b; the Medecln-Chef 
de Region (MCR); the MCF for Fatlcl IS Dr. Leonard C01y. and fer 
t~aolac' 1 Dr. Larrline DiDP. Eech f1CR IS 85sisted by a teaM c.f 

supervisors of di~ferent serVl:es. who are responsIble fer 



recional plannIng and pr0Qre~ IMpleMentatIon. data collEction ard 
analysIs. and supervisIon of DIstrIct level health ~er~onnel. 

lSee Appendi~ II-A-4 for the Organization of the RegIonal MedIcal 
SysteMs of Fatlcl. and t:3Cilacl.) FallcL 15 dIvided Into f1\'e 

subsvste"i5, 01- operatlor..:d Ol!:.trlcts: Fatlel, GOf.!:,.3s. GUlngUlnec" 

Fcundlougne. and SoLone, ~:ach [,11th a Health Center and dIrected 
bva t'1edecln-Chef de Olstr-lct Q·lCO). ~:aolacl IS divIded into 
four Ol::.trlcls: r:affrlne. t:oungheul. r:aolack, Mid Nlc·ro; each of 

these also h35 a Health Cenler and MCO. The two RegIons are 
5er\,~ed by the t~aolacJ :::~e\~!C'·r1al H{)~;pltal. hJhich 15 45 J fYl frc;!Y~ 

Fatlsl town. There are S9 health posts and 295 health huts In 

Fatlck, and 63 and ,C?· 1n t:aolad, r-espectlvely. \ :'ee Appendl' 
II-A-4 fer the 013trlbwt:on of Health Facllltl~5 b~ ReglGn; 

sources. 

In 1983, there we~e 42S,34: YISIts at health posts and 
health centers reported !hrouqh the Regional Health InfcrMstlon 
S-,ster'ls (HIS', 284,540 :n ce~l:l and :04,702 In VBobcl. The 
nUMber of patIents seen 1n beth RegIons was 338,3E9, 0f whIch 
236,226 l,lere In Fab·:::1 and 102,163 In f<aolacl, re5ultlng In 1.2 
VISIts per patIent In F6tlcl and 2.0 VISIts per patIent in 
Kaolack. In Fatlck, thIS nUMber of patIents seen represents 
45.7% of the populatlon, 6nd In Kaolack, only 12.1%. It should 
be noted, however, that the cOMpleteness of data reported through 
the Regional HISs 15 Questionable, particularly for Kaolack; thIS 
caveat Must be lept In MInd when considerIng thebe results. 

There were 2.979 new partICIPants in the FaMIly PlannIng 
PrograM enrolled in the tvJiJ Reglons in 1989 (1,127 1n Fatic.k and 
J ,852 In Kaolack). This represents contraceptIve coverage of 
about 7% of WOMen of reproductive age. There were 13,474 
deliverIes aSSIsted by health personnel At the health post and 
health center levels, resulting in a rate of 22% of all 
delIveries. The nUMber of WOMen having at least one prenatal 
visit at a health facility was 21,493, or 35% of all pregnancies. 
Unfortunately, the nUMber and rate of aS5i~ted bIrths at the 
level of health huts is not known. 

Malarla was the MOSt COMMonly-reported disease aMong 
patients seen in both Regions. In Fatlck, 32% of all patients 
seen had a diaQno~ls of Malaria (lncluding COMMunIcable and non
COMMunicable diseases); In Kaoleck, 90% of the COMMunicable 
dIseases reported were due to Malaria (Annex II-A-4>. In Fatick, 
the 4 Most frequent diagnoses reported after Malaria were (in 
descending order): reSPIratory Infections, wounds, diarrhea, and 
stOMach ache and VOMlti~Q. Measles accounted for only 0.5% of 
patients seen. In ~:Bo16::!. ::·::'f"lparable de,ta are n:t avalle.ble 
all Illne=.ses, but for c:':'1fV"iunlcable diseases l after p";alarla 1 the 
~05t frequently-seen were gonorrhea. chicken po~, ~ea51e5 (0.01% 
of total reported), and ~3r l~fections. AdditIonal data related 
to chIld health Indlcators are presented in the M6ln text. 



ANNEX 3-2 

Uncompleted Organigram of ~.1inistry of Health and Social Mfairs 
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ANNEX 3-3 

Health and Social Indicators 



Health and Social :Ul~icators 

TR£NDS IN CRUDE BIRTH AND DEATH RA T£S 
THE CRtU AND THE TOTAL fERTILITY RATE 
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ANNEX 3-4 

Trends of Life Expectancy at Birth and IMR (1968-1987) 



_ 'Trends of Life Exnectancyat 
Birth and um (1968-1987) 
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60~--------------------------------

~ 50 
0:: 
ffi 

!:( 40 

>u 
~ 30 
lv w 
a.. ?O 
x'" 
W 

w 
!:: 10 
-' 

~ III .81 ... • • ~ , 
Oo.tOGRAPHIC ~ 

AND X. HEALTH 
~~~SURYEY t ,y 

'1~ 

o i • I • iii i i • ii' i 

1968 1971 1974 1977 1980 1983 1986 
YEARS 

[ ~ UFE EXPECTANCY -- n..tR(WB) ~-IMR(OHS) 

170 

160 

150 w 
I-
et 

140 0::: 

>-
130 t: 

-' 4 
120 ~ 

0::: 

i10 
0 
~ 

100 
I-
Z 
4 

90 u. ' 
b 

80 

70 

l 
I 
I 
I 

I 
I 

I 
I 

I 
I 



ANNEX 3-5 

Trends in Selected Dem. Indicators 



YUR 

1968 
_1969 
1910 
1971 
1912 
1973 
1974 
IS75 
1916 
1977 
1978 
1979 
1980 
1981 
1982 
1983 
1984 
1985 
1986 

. 1987 
1988 

; -~ : -} - " " , ,- -- -~'\'-·~--'';·'-5:~-\'-_~ ~.,~~;;~-i-~~-,~/,;----\ -_ _ _ _ _ .' T~ _ _ - _': 

. TREr:DS IN SEL:E:CTED'DEH~:IN])ICATQRS' 

(1968 - 198Q) 

RAW DATA SMOOTHED DATA 

CBR CDR CRKI TPK IHR IHR LEB CBR CDR (~I TPR IP~ IHR LEB 
(WB) (EDS) (WB) (EDS) 

~6.7 
46.7 
~6.6 

~6.6 

46.6 
46.5 
46.5 
~6.4 

46.4 
46.3 
46.2 
46.2 
46.1 
46.1 
46.0 
45.9 
45.8 
45.7 
45.6 
45.5 
45.0 

21.2 2.5 6.4 
20.6 2.6 6.5 
20.0 2.1 6.5 
20.0 2.7 6.5 
20.0 2.7 5.5 
20.0 2.7 6.5 
20.0 2.7 6.6 
20.0 2.6 6.6 
20.0 2.6 6.6 
19.9 2.6 6.6 
19.6 2.7 6.6 
19.4 2.7 6.6 
19.2 2.1 6.6 
19.1 2.7 6.6 
18.9 2.7 6.6 
18.7 2.7 6.6 
18.5 2.7 6.6 
18.3 2.7 6.6 
18.2 2.7 6.5 
18.0 2.8 6.5 
16.0 2.9 6.5 

CBR: CRUDE BIRTH RATE 
CDR = -CRODE DEATH RATE 

166.8 
165.6 
164.4 
163.2 
162.0 
160.4 
158.8 
157.2 
155.6 
154.0 
151.6 
149.2 
146.9 
IH.4 
142.0 
139.2 
136.4 
133.6 
130.8 
128.0 
78.0 

H8.6 ~2.0 
142.~ 42.3 
136.5 42.6 
130.9 42.9 
125.5 43.2 
120.3 43.5 
115.1 43.9 
110.1 44.2 
105.4 44.6 
100.8 H. 9 
96.5 45.0 
94.4 45.1 
n.3 45.2 
90.3 45.2 
88.3 45.3 
86.4 45.8 
84.S 46.2 
82.7 46.7 
80.9 47.1 
79.1 41.6 
77.4 48.0 

WI ~ CRODE RAT! OF KAMAL INCREASE 
TFR: TOTA!. FERTILITY RATE 
IHR = IHPAHT MORTALITY RATE 
LEn: LIPE EXPECTANCY AT BIRTH 

~6.7 

46.7 
46.6 
46.6 
~6.6 

46.5 
46.5 
46.4 
46.4 
46.3 
46.2 
46.2 
46.1 
46.1 
46.0 
45.9 
45.8 
45.7 
45.6 
45.4 
45.0 

21.2 
20.6 
20.2 
20.0 
20.0 
20.(1 
20.0 
20.0 
19.9 
19.8 
19.6 
19.4 
19.2 
19.1 
18.9 
18.1 
18.5 
18.4 
18.1 
17.4 
16.3 

SOURCES: WORLD BANK. HORLD TABLES (1989 - 1990 EDITION) 

2.5 6.4 
2.6 6.5 
2.7 6.5 
2.7 6.5 
2.7 6.5 
2.7 6.5 
2.7 6.6 
2.6 6.6 
2.6 6.6 
2.6 6.6 
2.7 6.6 
2.7 6.6 
2.7 6.6 
2.7 6.6 
2.7 6.6 
2.7 6.6 
2.7 6.6 
2.7 6.6 
2.7 6.5 
2:1 6,5 
2.9 6.S 

HORLD BANK. HORLD DEVELOPH~nl R£PORT 1990. nE31 'mRK:OXFORD 
OlfIVERSITY PRESS, 1990. 

166.8 
165.6 
164.4 
163.2 
161. 9 
160.4 
158.8 
157.2 
155.6 
153.7 
151. 6 
149.2 
146.8 
144.4 
141. 9 
139.2 
136.4 
133.6 
130.8 
128.0 

HIHISTImE DE L'ECOHOMIE £T DP.!l PIHhH~£5. gHQURST Of.}lOGRAPllTQIlR 
£T DE SAKTE AU SENEGAL - 198~. INSTITUTE FOR RESOURCE 
DfVELOPMEHT/WESTIHGilOUSE, HAftS 1988. 

148.S ~2.0 
H2.~ ~2.3 

136.6 ~2.6 
130.9 ~2.9 
125.5 -~3.2 

120.2 43.5 
115.1 43.9 
110.1 H.2 
105.3 44.6 
100.9 H.8 
97.2 (5.0 
94.4 {S.l 
92.3 45.2 
90.3 45.2 
88.3 45.4 
86.4 45.8 
84.S ~6.2 
82.7 46.7 
80.9 47.1 
79.1 47.6 
77 . 4 48.0 

WOlfE, IBRAHIKA £1 ALIA. HEm~CIHE £1 DEVELOPHIlli'i' AU SRHEGAL:PREHIE'Rf 
AlfALYSE D'lHDICATEURS DE SAH'~E (1960 - 1979). CAllIER HEDESAHEL HO.1 - 1984. 
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Reported Cases of Malalia & Meningitis 
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Reported Cases of Measles 



REPORI'~D C'ASES OF 11EASLES 

REPORTED CASES OF MEASLES, TETANUS, !oiIALARIA AND HENHIGITIS 
(1971 - 1988) 

RAW DATA SHOO'I'HED DATA 
YEAR 

MEASLES TET- MALARIA MEtlIN- MEASLES TETm. MALARIA MENIU-
ANUS GITIS ANOS GITIS 

1971 16458 865 499130 1322 19063 84 :i 499130 1322 
1972 31185 832 472048 1131 28408 854 500563 983 
1973 36188 855 521181 368 34098 90 ,1 503114 647 
1974 35069 1069 555925 445 37025 1010 500235 433 
1975 26567 1086 483173 367 39353 118·1 478769 369 
1916 . 46309 1498 443841 247 40637 1.321 447514 363 
1971 44844 1391 366961 363 40650 1365 433727 361 
1978 29383 1334 414031 317 38910 131S 449024 355 
1979 39138 1095 508010 358 35808 1160 479619 348 
1980 28794 1010 Sn837 336- 33896 916 494917 381 
1981 34516 691 498895 360 32827 855 475657 703 
1982 32380 704 394281 961 30712 179 424221 1268 
1983 26481 1035 374086 4523 27110 110 3754Y2 1581 
1984 ·22612 729 330471 2518 22849 631 354951 1606 
1985 18742 422 286855 512 19024 533 348590 1347 
1986 18102 355 388476 8251]96 44.3 339237 795 
1987 7900 564 379734 393 8370 381 317379 395 
1988 1505 332 251118 20Ei 1145 33 2 282662 206 

SOrJRCE: NSP ,DRPF/DIVISIOIf DE S'rATIS'l'IQOES. STA'rIS'l'IQUt!S SAHlTAJR1?S 
gJ DEHOGRAPHTOOES. 1986 - 1987 ET 1988. 
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Organization of Medical Region 
of Kaolack 

II - ORGANIt;RAMME STRUCTUREL DE Ll~.BEGION MEDI9ALE 

'. /. La Regl.on Medl.cale comprend l'ensemble des structures 
sanitaires implantees dans 1a RE~gion administrative. Elle est 
placee seus l'authorite d'un Meciecin-Chef charge de coordonner 
toutes les activit~s medico-sanitaires. Elle dispose ainsi d'un 
service regional. de la Sante cOlnprenant: 

- un Bureau des S.S.P. 
- un Bureau de l'Aliroentation et de 1a Nutrition 

un Bureau de 1a S.M~I. 
- un Bureau I' E.P.S. 
- un Bureau des Affaires Administ:catives et . .' Fl.nancl.eres. 

/ ' / Les services rattaches a la Region Hedicale da Kaolack 
sent: 

J.e Service Regional des Grandes End~mies 
1e Service Regional de l' Hygie:ne 

- Ie Centre Regional de Formation 
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Distribution of Health Facilitie!i 

\;~\ , -~ \ 
\.,) 



Dl'lkBr OiolJrbel 

Population 1,500,459 616,184 

Area (Sq. KIn.) 5S0 4,359 

PopJSq. Km. 2,728 141 

IlospitaLs 6 1 

Beds 2,565 139 

Pop/bed 585 4,435 
i • . 

Heallh cenlel'3 7 4 

Sq. KmJU Ce.ller 79 1,~ 

Popl1 i Center 214,351 154,046 

I I Ic:sltb Post 78 46 

Sq. KmJU Post 7 95 

PopflI Post 19,237 13,395 

~~ 
:-::;;;,.,.~ 

DIs~rHlnUTION OF IIEALTH FACILI'l'IES 

DlsiribnUon or Health Fncllllles by Region 

lFallck KllOlnck Kolda tOllga S'. LOllis 

506,844 805, 47 593,199 . 489,57.9 651,206 

7,935 16,010 21,OB 29,188 44,127 

64 ,50 28 17 15 

- 1 - 1 3 

- 335 - 113 515 

FK·3,920 ,2,405 - 4,330 1,265 

5 4 3 " " 
1,589 4,002 7,OOJl 7,297 11,032 

101,369 201,362 197,733 122,382 162,802 

58 6,3 48 I 59

1 
101 

~ 

131 254 438 ~95 ·B7 

8,739 12,785 12,358 8,297 6,448 

Tamba TIlles Zig. Total 

383,572 937,412 398,067 6,881,919 

59,602 6,601 7,339 196,722 

6 142 54 35 

1 2 1 16 

115 311 I 86 4,179 

3,335 3,015 4,630 1,650 

" 9 3 47 

!4,9OO 733 2,446 4,186 

95,893 \Q.I, 159 1 132,689 I 46,.n4 

67 71 I 68 659 

890 9'3 108 299 

5,725 13,203 5,854 1 O,.t-I 3 
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The Units in the Rural HE?alth Infrastructure 

I,. 

Average distance 5-10 kilometers 

Village 

Centers 

Average distance 3-S kJlomelsl'3 

Souce: DeIy 8. LoF trya. 1 gga 

t~l~f. Administrative Center of the Department 
Average Population 10,000 

Staff Includes a Physician, State Nurse 
and Saveral Nurse Midwives 

Average distance 20·30 kJlomeiers 

Administrative Center of the 
Rural Community 

Average Size: 1.000-2.000 
Staffed by a State Nurse 

Village Population: SOC 
Village Health Commitee 
Mala and Female Health 

Workers 

Outlying Villages 

Average Population 300 
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Nosology Report 
Fatick, 1.989 

Tableau recaoitulatif des symptomes ou affections rencontres chez les 236.226 con

tants oar ordre de frequence absolue et relatives. 

N' Frequence I 
Frequence Frequence 

d'ordre Absolue relative 

Symptomes ou Affections 

1 Acces palustre I 76.453 32,36 

2 I Affections respiratoires 16.026 6,78 

I 3 I Plaies 13.008 I 5,51 

4 Diarrhees (sans dysenterie) 11. 549 I 4,89 

I 5 Maux d'estomac et Vomissements I 9.135 I 3,87 
. 

I 13.22 
6 Rhumatisnie (Arthromaties typerhuma-

tismale) 7.605 

7 Vers intestinaux I 7.384 I 3,16 

8 Autres affections ou symt6mes non 

I specifies 6.315 2,67 

9 Maux de tete isolee 5·533 2,34 

10 Maladie de l'oeil et des paupieres 5.445 2,30 

11 Fievre d'or1gine indeterminee 4.457 I 1,89 

I 12 I Autres maladies de la peau 4.253 I 1,80 

13 Dysenterie bacillaire 4.181 I 1.77 

14 Maladies des oreilles 3.200 1,35 

15 Syndrome grippol 2.625 1,11 

16 
, 

~1. S. T -- 2.193 0,93 

17 r·1aladies de la bouche et des dents I 2.076 0,88 

I 18 Varicelles I 1.674 0,71 

I 19 Anemtc I 1.658 
\ 

0,70 

I 20 I flllume et Angine I 1.655 I 0,70 

21 [\11 tres /IIaladies des os et de:.; articu-I I 1.199 0,51 lations 

22 l1ougeolc 1.112 0,117 

I 

I , 
I 
I 

I 
I 

I 



2) 

~ 

I 25 I 
I 26 I 
I 27 I 

28 

·29 

30 

31 

32 

33 

34 

35 

36 I 
37 I 

Nosology Report 
Fatick,1989 (Cont'd) 

1..095 

Sel'l .. en.e Ami l.(;!K/tt! 1. c i5 
, 

.:.=u~~~e I 269 

Aut~es m2.12.d::'~s des or-ganes g<tmi taux I 689 

Convulsions I 657 

Deshydratation aigue par. diarrhee 
et/ou par vomissement 617 

Hypertension Arterielle I 586 

Syphilis suspecte 4t~5 

Oreillons 320 

Coqueluche I 254 

Morsure et Piqures veinimeuses I 181 

Bilharziose I p'" ... :> 

Tetanos - 84 

Epilepsie 73 

Hernie inguino-s~tale 56 
. .. 

0. 3 
I 

I 0,37 

I 0,29 

I 0,28 

0,26 

I 

0,25 

0,19 

I 0,14 
I 

0,11 

0,08 

0,06 

0,03 

0,03 

I 0,02 
. . 
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Annual Report of Infectious 
Diseases, Kaolack, 1989 

~.!.\PPORT ANNlIEl. DES MALADIES TRANSMISSrDLES (1989) 

---------------,-------------T------------,-----------T--------------r------
_______ c.r-t. ; KAOLACK - NIORO ; KAITRINE - KOtJNGIIEUL - TOTAL 

,WFECTIOtlS _______ - -
-----------.-.--------.-.l-___ . _________ -I-__________ .. .l. ________ .l-______________ .l. __________ _ 

101 28 19 1<)3 

------ -------- - -_ .. _--_-~. -.-_~ ___ .. _~.--.- .. -------.!.------ __ --1-______________ 4 _________ _ 

_ ~ 'oqut! lucile 64 19 13 132 

---------.---- -----·---·-r ··--------T-----------r------------r-----------T--------
1 15 28 r 189 

... _. -------------... ~ .. ---.-.- ... ------------------------..-------------------------------
.T0tanOS . _ '.6 16 . 48 1 III 

-.-------- -----------~-----------.l.--------..J,.-----~-.l.-----------. .i..-------
. !'oliomye 1 i te o o 2 o 2 

---------------------+-----------.t.-----------. .t.-------__ .t. ____________ --I-________ _ 

• Val icclle 690 I 116 201, 90 1.100 

t- ..l-... I =-8 

.Rougeole 202 t 183 162 150 697 

.. -~-----------------.l__----- __ --1-_______ .t. ____ ----.1----
.Oreillons 150 55 95 47 347 

---------------------!.---------.l---------.J.------------.l.------ __ J. ------
.Tr8chome o 10 o o 10 

-.------------------+-.:...--------.L.---------.l.--__ ~ __ _.l.-____ --___ ! ______ ..-. __ 

.Palu 28.830 ! 25.685 ! 11.146 2.778 68.419 
--.--------------------I------------4-------___ --l-________ .l.--___ _ __---1. _____ . __ . 

• Gonococcie 1.890 2.016 645 504 5.055 
..... ---------- ---~-----l.------------.!.----______ . .l. __________ l _______________ t ___ .. _________ .. 

o J7. 16(, 

-----------·-j------------r---------,----------T------------T-------
. . . . . 7~) 3:JJ 

.•. J ... 
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Summary of Smveys Related to Diarrheal Disease 



Summary of Surveys Relat:ed to Diarrheal Disease 
Control in Fatick and Kaolack 

1 

An important objective of the 1982 Sine-Saloum study was to 
determine the incidence of diarrhea in children under 6 years, 
defined as the occurrence of diarrhea in the two weeks prior to 
the interview, and treatment of and mortality due to diarrhea. 
Forty percent of young children were reported to have diarrhea ill 
that period, a rate similar to that found in the same Region in 
1983 by Garenne. The following types of treatment were used: 

Type of Treatment 

ORT 
Intravenous fluid 
Antibiotics 
Traditional remedies 
No treatment 

Rate (%) 

2 
0.2 
55 
20 
23 

The survey in Sine-Saloum found that the adjusted infant 
mortality rate due to diarrheal disease was 28/1,000, and for all 
children under 5, 72/1,000. Diarrheal diseases were responsible 
for 21.3% of deaths before on~ ye~r and 23.8% of deaths before 5 
years. This, along with respiratory infections, were the two most 
frequent causes of death in this population. 

The mid-term evaluation found that diarrhea in the preceding 
three months had occured in 38% of children of surveyed mothers, 
and 55% of these mothers reported using ORT. Eighty-four percent 
of mothers knew about the ORT program, 76% having learned about it 
from a demonstration by the health post nurse or CHW and 6% from 
the radio. Seventy-nine percent of mothers continued feeding 
through the period of diarrhea. The evaluation team also reported 
that they had the strong impression that ORT was known and used in 
the Project areas outside the test sites. 

A variety of other surveys and studies provide additional 
estimates of the extent of elarrhei and the effectiveness of the 
DDC program in the two Regions. Findings from the Demographic and 
Health Survey in Senegal 1986 among children under 5 years in 
~atick and Kaolack are presented below: 

Finding 

Diarrhea 
(previous 

Fatick and Kaolack 

2 wks.) 41% 
Any Treatment 74% 

Dakar 

29% 
72% 

other Regions 
Excluding Dakar 

39% 
66% 



ORT 1% 
SSS 5% 
"Monlcey Bredd" 2 4 % 
Other l1edi~:!~.nal 

Plar,ts 14 % 
Wf~stern 

:r.~~dicine 
':!'-'SP ~ t.'\l I)).:' 

D: !":·}J!~n '~drj 

4% 
8s 

:;'6% 

1·, ;. 

2 

?J3 study in the R~~~ons of Fat!~k, Diotrbel, Kolda, st. 
eH!d Thies examineG ':.l;€; practices of health personne] relct.ed 

.Ji ('u";t:heal d i.sease (?; -t!ation and treatment (BANAS 19U8). 
OVAra OJ :. i 93% bad repor{:t:,;. r8cei ving training in ORT, but only 26% 
had r~ce:i.-~~d ,. "c-::::-visl..'ry yisit since this training. In Fatick, 
or-Iy 3 n~a· 1tS were observed, so the results must be 
ilfi:.erpr e·-.~,~. >lL ·,~t ion. 'rhe dt3gree of dehydration was evaluated 
and t.he t1.A€:rn;v:!E'Li. plan was chosen correctly in 92% of total cases 
of dial.l.·h~Ci: ""l.th fatick I s health workers performing about the 
same. Fatick ~dd the highest proportion of (mos (67% vs. 35%) and 
infant scales in 56% of facilities visited vs. 51% for all Regions 
combine~. The presence of ORS packets was noted in 78% of health 
structures visited in Fatick, compared with 56% for all Regions 
combined. Health workers in Fativk responded "yes" most freqnently 
when asked "Do you use antibiotics in the treatment of C!iarrhea?" 
(82% vs. range of 67%-78% for the other Regions). In treating all 
patients with diarrhea, the follm"ing treatments were used in Fatick 
compared with the combined sample (from registers): 

Fatick Total 

ORS Only 27.3% 20.3% 
ORS + Other 
Medications 53.9 37.2 
Medications Only 11.5 12.3 
Unknown 7.3 30.2 

A study on supervision in the Regions of Fatick {F}, Kaolack 
(K), Ziguinchor (Z), ~ambacounda (T), and Louga (L) in 1989 (PRICOR 
1989) also observed health workers' practices related to management 
of persons with diarrhea. The health lrlorkers in ZTL had a tenc.ency 
to more often prescribe ORS in packets than those of FK, whereas 
those in FK prescribed home treatment more often. \fuen home 
treatment was recommended by \vorkers in ZTL, a larger proportion 
of correct instructions were given. The health workers of FK were 
more likely to prescribe medicat:ions than those of ZTL. Overall, 
the management was found to be less than optimal for all Regions; 
there were no major differences between the performances of the 
health workers in the two Project Regions compared with the three 
others. 

jmenustik
Best Available



3 

An observational field study was conducted by SANAS in June 
1989 to determine the state of the diarrheal disease control 
program in Fatick and Kaolack. The team found that although 
considerable progress had been made in implanting UROs, there were 
still several problems related to operational difficulties and lack 
of displayed educational materials. There was generally a good 
understanding of how to evaluate the hydration status of ~hildren 
with diarrhea, but thel<e was a consistent lack of nutritional 
status evaluation among these children. ~ven in the best units, 
antidiarrheal medications W8re often prescribed. ORS packets were 
found in all sites except one. Weaknesses in completing registers 
and report forms were also noted. 

A study of knowledge, attitudes, and practices (KAP) relative 
to the treatment of diarrhea was conducted by PRITECH in 1989 in 
all 10 Regions. In Fatick, 32.3% of surveyed mothers reported 
diarrhea in their child in the past two weeks; this rate was 25% 
in Kaolack, and the mean for all 10 Regions was 28%. The remaining 
data were presented only for all regions combined. The percentages 
of mothers who had heard of ORS and SSS 'vere 62% and 93%, 
respectively. OR'll was used in 34% of cases of diarrhea (21% ORS, 
13% SSS), often associated with use of medication. Home tr~atm0nt 
consisted of traditional remedies (21%), SSS (18%), modern 
medications (6%), ORS (5%), and traditional healer (1%). Only 26% 
of mothers prepared SSS correctly, compared with 89% who d~epared 
ORS correctly. More than half of the mothers thought ~hat ~RS 
steps diarrhea. In the rural areas, health personnel were the most 
frequent source of information about ORS (54%) I followed by family 
and friends (7%); only 2.5 % of mothers reported hearing about ORS 
from CHWs. The comparable figures for information about SSS were 
67% for health personnel, 13% f~'om family/friends, and <1% from 
CHWs. The radio was also a large source of information--35%. 

Another team evaluated the status of diarrheal disease 
programs in Kaolack, Fatick, Tambacounda, Diourbel, and Louga in 
1990 (SANAS 1990). The team reviewed data from the HIS of each 
Region and reported that there ",as a 15% reduction in the number 
of cases of diarrhea between 1988 and 1989 (13,543 vSo 11,549) in 
Fatick, and a 33% reduction between 1987 and 1989 in Louga. 
Medications we=e used in most health facilities in association with 
ORT in treating diarrhea. In Kaol~ck, the Regional Pharmacy had 
a good stock of ORS pacxets I but none were found in the Health 
Center and health post~ of Kaolack District. A lack of retraining 
was noted for all Regions in the past two years, except for Louga, 
which had regular retraining from the World Vision project. 
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Long-Term Training 

Year 
Study 
began 

Name 
of 

Participant 

Physicians 

1985 Ndiaye, Abdoulaye 
1986 Diallo, Issakha 
1986 Drame, Boubacar 
1986 Lioume, Mandiaye 
1987 Thiam, Abdoukari 

Technical Supervisors 

1984 Camara, Mamadou 

Nurses 

1986 Mboup, Sangone 
1987 Diop, Mbaye 
1988 Faye, Aida Lo 
1988 Thiam, Aboubakry 

Social Workers 

1987 Dioum Ramatoulaye 

1988 Ly, Oumar 

Nutritionist 

1987 Diene, Serigne Mbaye 

Program, Location 
(codl~ below) 

PH Harvard 
PH Tulane 
PH Econ Inst Boulder 
Ph.D. Tulane 
PH Tulane 

Med Allied Pharmacy, 
Tallahassee 

IH, Boston U. 
HE Tulane 
PH Tulane 
PH Econ Inst Boulder 

PH Tulane 

HE Tulane 

Ph.D. Tulane 

DSP Public Health Division of Health ML~istry 
E Epidemiology 
EPS Education pour la Sante 
FK Fatick 
HE Health Education 
HM He~lth Management 
IH International Health 
KK Kaolack 
SM Systems Management 
MCR Medecin-Chef Regional, Regional Medical Chief 
MS Master in Science 
PH Public Health 
SSP Soins de Sante Primaires, Primary Health Care 

Current Loc. 
(code below) 

MCR Louga 
Dir, SSP, DSP 
Army 
still in US 
CT (MCH), DSP 

KK Regional 
Pharmacy 

still in US 
DSP 
Private Cons. 
DSP 

EPS Supervi
sor FK Region 
studying HM 
CESAG 

Still in US 



1989 

Coulibaly, Bila1 
Diallo Issakha MD 
Diop, Abdoul 

BMAdmin Atlanta 
PH/CH Harvard 
BM Pittsbg 

Dir ENIIE Dakar 
Dir SSP/DSP 

BMA Atlanta 
PH Boston U 
PH Boston U 

CT 
CT/DSP 

Diop, CHeikh Tidiane 
Diouf, Fode DSP 
Mbaye, A1ioune 
Sy1la, Bandoubou 
Toure, Mamadou 

BMA Atlanta 
mIT Pittsbg 

Dir Cabinet/DSP 
PNA/Dakar 

1990 

Ba, Abdou1aye MD 

Dia, Mounamadou DSP 
Dia, Mounamed E. Habib DSP 
Faye, Ibrahima DSP 
Faye, Ndary DSP 

PH, HospAdm 
Boston U 
BHA Atlanta 
BMA Atlanta 
BMA Atlanta 
BMA Atlanta 

Army 
Army 
Cabinet, DSP 
CT/DSP 
CT/DSP 

Fofana, Amady PH Hosp Adm Supv, SSP, 
Boston U 

*Identified by Dr. Issakha Dia1lo. 

BM Business Management 
BMT Business Management Training 
CH Community Helath 

Tambacounda 

CHU Centre Hospitalier Universitaire, University Hospital Center 
CT Conseiller Technique 
DSP Public Health Division of Ministry 
EPS Education pour la Sante 
FK Fatick 
FP Family Planning 
HE Health Education 
JSI John Snow International 
KK Kao1ack 
MCD Medecin-Chef de District, District Medical Chief 
MCH Maternal Child Health-
MCR Medecin-Chef Regional, Regional Medical Chief 
PH Public Health 
PNA Pharmacie Nationale d'Approvisionnement, Dakar 
RTC Regional Training Center 
SD Special Diseases 
SSP Soins de Sante Primaires, Primary Health Care 
UGP Unite de Gestion des Projets (Project Office for USAID) 

l 
j 



Year/Trainee 

1984 

Camara, Hamadou 
Cisse, Chouaibou 
Dia110, Boubacar 
Diatta, Sebastiana 
Diene Ismai1a Thioye 
Diop, Djariatou Thiam 
Gaye, A1ioune 
Loume, Mandiaye 
Samb, Haty Cisse 

1985 

Brochet, Michelle 
Camara, Mekhessine 
Diene, Serigne Mbaye 
Faye, Aida Lo 
Loume, Mandiaye 
Sarr, Papa Amadou 
Seye, Oumar 
Toure, Hamadou 
Wade, A1assane 

1986 

Co1y, Malang 
Diaffate, Abdou1aye 
Diagne, Ha1ick 
Diakhate, Fakjima 
Diallo, Youssouf 
Dieng, Aboubacar 
Diop, Mbaye 
Dioum, Ramatoulaye 
Faye, Oumar 
Gueye, Amadou 
Gueye, Lamine 
Kebe, Mbaye 
Ly, Abdoulaye 
Ly, Oumar 
Hbodji, Aboukarim 
Ndao, Doudou 
Ndiaye, Birame 
Ndiaye, Nbor 
Niang, Malick 
Sarr, Amadou 
Seck, Alassane 
Seck, Lamine 
Seck, Mamadou 
Sonko, Yaya 
Syl1a, Matar 

Medium-Short Term 
Course/lnst. 

MAP Tallahassee 
PH/FP Columbia 
CH Chapel Hill 
PH/FP Columbia 
PH/FP Columbia 
eH (;hapel Hill 
CH Chapel Hill 
PH Control Spec 
CH Chapel Hill 

CH Chapel Hill 
BusMgt Pittsbg 
Ph.D Tulane 
Eng, Georgeto ... m 
PH MCH 
CH, Chapel Hill 
CH, Chapel Hill 
Bt1 Pi ttsbg 
PH, Control SD 

PH/FP Columbia 
CH Harvard 
CH/CESAO, BE 
PH/CH Harvard 
PH/CH Harvard 
PH/CH Harvard 
CH Chapel Hill 
PH/CH Harvard 
CH Chapel Hill 
CH Chapel Hill 
CH Chapel Hill 
PH Harvard 
CH/PH Harvard 
PH/FP Co1tlinbia 
CH/PH Harvard 
CH/PH Harvard 
CH Chapel Hill 
CH/PH Harvard 
BM Pittsbg 
CH Chapel Hill 
CH/CESAO BF 
CH/PH Harvard 
BM Pittsbg 
CH/PH Harvard 
CH/PH Harvard 

Dis. 

Current Function 
\V'hen known* 

KK Reg Pharmacy 
retired 
CESAG 
Dakar 
abroad 
abroad 

UGP, Dakar 

Pikine Project 

studying US 
private consult. 

private practice 
Dakar 
Dakar 
Dakar 

l1CR,FK Region 
HCD, Guing. FK 

Sup. Gossas, FK 
FK 
deceased 
EPS, DPS 
Reg. Sup,EPS FK 
CHU 
CHU 

Army 
studying CESAG 
studying CESAG 

abroad (perm.) 

SSP, Nioro FK 

private pract. 

CESSI 



Tabar, Francois 

Thiam, Aboubakry 
Thiam, Aninata 
Wade, Mamadou 

1987 

Coly, Leonard 
Coly, Rachel 
Diakhate, Moussa 
Diallo, Oumar 
Diop, Adama Diagne 
Diop, Atta Ndiaye 

Diop, Fatoumata 
Gueye, Marieme 
Gui1labert, Jeanne p~elie 
Johnson, Bassirou 
Kasse, Sa co 
Ly, Abdoulaye 
Mbaye, Issa 
Mboup, Nogaye 
Ndam, Doudou 
Ndiaye, Haby 
Ndour, El Hadj Habib 
SaIl, Abibou 
Sarnb, Abdoulaye 
SarI', Malarnine 
Soubou, Coumbala Ana 
Toure, Mounir 

1988 

Badji, Mohamed. 
Diafate, Abdou 
Diouf, Semou 
Fall, Mol' 
Fall, Ousmane 
Ndiaye, Cheikh Abdoul 
Ndiaye, Saraou 
Nbing, Abdou 
Niass, Mbalo 
Sagne, Ibrahima 
Samb, Ibrahima 
Samb, Maty Cisse 
Sanbou, Pierre Marie 
Seck, Mamour 
Sene, Abdou 
Sene, Medoune 
Sy, Thierno 
Thian, Moussa Cire 

Complnfo Sci ~~H Stat Div; DSP 
/Boston U 
PH MCH Boston U CT, DSP 
CH/PH Harvard 
CH Chapel Hill Reg. Training 

Center KK 

PH/FP Columbia 
PH/FP Columbia 
BMT JSI 
BMT JSI 
BMT JSI 
Comp/1nfoSci 
Harvard 
PH/FP Columbia 
C/ISS Harvard 
BHT JST 
BHY JST 
B~IT JSI 
PH/FP Columbia 
B~IT JSI 
PH/FP Columbia 
HE, Boston U 
HE, Boston U 
BM! JSI 
mIT JSI 
C/1SS Harvard 
BMT JSI 
BtoIT JSI 
HE Boston U 

CH/CESAO BF 
PH/FP IST1 
CH/CESAO BF 
CH/CESAO BF 
PH/PH IST1 
CH/CESAO BF 
PH Hisc Harvard 
CH/CESAO BF 
CH/CESAO BF 
CH/CESAO BF 

? 
C/ISS MSH Boston 
CH/CESAO BF 
CH/CESAO BF 
PH/FP ISTI 
CH/CESAO BF 

? 

CH/CESAO B 

SANAS 

Dakar 
Dakar 
Dakar 
SANAS 

private 
Dakar 
Training FK 
Dakar 
Dakar 
KK 

abroad 
FK 
private 
SANAS 
TechSupv/KK 
abroad 
abroad 

FK 

Dist/FK 
RTC/KK 
Dist/ 
r.rivate 
Dc..1.k;:.~ 

Dist/FK 
Dist/FK 

U UGP/Dakar 

FK 
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CABINET TALL STUDY 
OF KAOLACK TRAINING 
CENTER HARKETABILITY 

i i 891 

The study was desIgned to provlde necessary InfG to p16 n for 
self-fInancing of th~ Tral~lng Cen~er. In P3 r t1culBr. the study 

l,JB 5 to: 

year; 

The study Included: 

1) a ~arket analYS15 of de~and for tralnIng services; 

3) an organizatIonal analY515 of the Center's operatIons. 

Interviews were conducted ~ith RegIonal and District ~edlcal 
personnel, past participants of training prograMs, and MOH/other 
60S services or external organIzations which ~ight be potentIal 
c.llents of the Center (CRS, Wor'ld Bank, USAIO, ~.:tc.). 

COMparative prices and services of "COMpetitors" were also 
re.searched. 

Findings 

The study reviews the structure and organization of the 
Center, prOVIding an organizational chart, job descriptIons, 
and a descrIption of ~anage~ent 5y5te~s in place while the 
Center was st111 telng financed by AID. 

2) At the tl~e of the study. thfr Center had II personnel: 

3 ) 

Director 
2 Trainers (one re6r for library, the other for AU lab) 
3 Support staff (se:'::+ary, accou.ntant, docu!'ientation ass1. 
5 Other staff (driver, 2 guards, I ~anQeurvre, 1 cleaner) 

Director ,--,as 
!Y\anager and 
and Mr. Ndao 

Mr. ~all (SInce 2/67'; Mr. Toure was the AU lab 
t1r. NdElo ";as In ,:harge of library. t'lr. Te'LI'"'e 

were traIned 5 wee~s In U.S. and had addItional 



paid salaries worth 27%. Personnel accounts for 58\ of 
total e~penditure5 (about 5.4 MIllion) whereas supplies, 
transport and other services account for the reM31nlng 42% 
l.3bout 3.9 p';illlon\. See p. 12 for hnancud ",.tatef'lent. 

These fIgures are sOMewhat InCOnS!stent wlth figures u5~d 
later In the 1e:-1. Elsewher'e lrl the report (p. ~·3) the 
authors calculate personnel e~pense to be 9.9 Million per 

year i for the l! ",.taff described 1n pOlnt 2 above). It 1S 

pOSSible that the C~nter did not have a full contingent of 
staff In 1987-1988, whIch would e~plaln the Much hl~her 
estiMate ~f recurrent personnel e~pense used later In the 
report for the brea~-eyen analys1s. 

InvestMent Fxpense. The study 11sts investMents, in Drder 
to calculate depr~clatlon. The total investMent C0St 
aMounted to abo~t ~? Million CFA 1$345,000) for the traIning 
building renovation and new dorMitory (35 MIllion); 
furniture and office eqUIpMent i 18 Million); A\I equipMe1'1t 
(22,5 Million)j dorMItory equipr'lent <14.5 f'lillion) and 
vehicle (7 Million). The annual depreciation expense is 
estiMated to be 14 Million CFA ($50,000). 

9) Based on data collected frOM interviews with forMer and 
prospective clients of the Center, the study describes 
expressed client prefere1'1ces concerning lodging, Meals, 
classrOOMS Bnd equipMent. The study classifies potential 
clients into three groups (favorable, neutral, and "haul de 
gaMMeR), based on this inforMation, and discusses what 
iMproveMents or changes the Center would need to MBke to 
target each group. In the saMe section, the relative Merits 
of co~pe~itors are discussed (2 hotels and the Centre des 
Oeuvres de la Mission Catholique). 

! 0 ) The study 
Cent.er. 
segMent. 

discusses several ways to iMprove Marketing of 
It also provides estiMates of deMand, by Market 

11 The financial analysis portion of the study evaluates the 
Center's perfor~ance under three different scenarios; 

a) status quo; no iMprC)VeMe.pts to Center. 
b) "st'\nding"; iMproveMents valued at 9.8 Millie)n CFf1, 

targeted to attract the Most favorable Market 5eg~ent, 

(SOMe new classrOOM furniture Bnd equipMent, air 
conditioners, food 5~rvice); 

c) "grand standing": iMprove~ents worth 4 Million on top 
of the 9.8 Milllon "standing H iMprDVeJ'1H:n!s) or a total 
of 13.8 ~illion CFA. Targeted to Make Center More lIke 
a hotel (i.e. bathrOOMS added to individual rOOMS In 
c!0r!Y!i tory); 

12) The study cDncludes that the second option ~"5tanding") 15 

the Most profitable for the Center. [Note thBt the Center's 



4) Bu!ldings and eQuip~ent available at tiMe Df study are 
descrIbed in the report. 

5) 5t~tute of Center. ThiS 5e~MS to be a big part of the 
Center's dlfflcultles. The statute In effect In 1989 did 
not allow the Center, In principle, to lead revenue
generating activities., In fad, the Center I.·Ja::· allowed to 
charge for services because It was still technically part of 
the USAIO rural health proJect. There was confusion on this 
point 1 hot,}ever, !..;Jhich the Tal! stud;.' blaME!:. for the IDtr) 
level of receipts receIved to date ln 1989. 

The revenue-generatIng actIvitIes of the Center 
Included lodging, rental of classrOOMS, and rental of the 
"Mln!Car" vehicle. Charges were 5,000 eFA/day for access to 
all classrOOM facilities; 3,500 CFAlday to rent vehicle; and 
3,000 CFA per night for lodging for persons outside of 
l<oolack and Fa!rick or 1,000 
residents. The MOH was not 
classrOOMs. 

[FA/night for Project area 
charged for rental of the 

7) Pereipts; Between June 1987 and May 198B (11.5 Months), the 
Center generated about 5 Million CFA in receipts ($18,000 at 
281 = $1.00), Induding bank intered earned, the total 
aMount of revenue in May 198B was about 5.3 Million CFA. 
According to the Tall report. these revenues were generated 
frOM the follOWing training sessions: 

OPS Research Se~inar (2 weeks, June B7) 
Health Statistics SeMinar (I week, Sept. 87) 

2 Financial ManageMent & acctg seMinars (2-4 days each, 
Sept. 87) 
ORT SeMinar (4 days, Oct. 87) 
Applied Training Techniques SeMinar (2 weeks, Nov. 87) 
Training of Trainers for Literacy (3 weeks, Dec. 87) 
2 EPI SeMinars (no dales) 
2 SeMinars for the Unite de Gestion (no dates) 
SeMinar for the GZT (no dates) 
SeMinar Maison FaMiliale (no dates) 
SeMinar P.S.F. (no dates) 
SeMinar on ManageMent of "prograMMe d'etude pour la 
sante", for MQH steff {np dates) 

It i5 not clear whether any of these seMinars were actually 
facilitated by the staff of the training center, or whether 
the clients Merely rented the Center's facilities. [FrOM 
discussions with Wade in Kaolack, I tend to think the Center 
did More renting than organizing the training itself.l 

8) Recurrent ~xpen5e5. The Center's e~pen5e5 frOM JUly 1987 
through May 1988 (11 Months) totaled about B.S Million 
<about $30,700). If this aMount is annu~lized, total 
expenses rises to about 9.4 Million ($33,500). Through 
!988, 73% these expenses were financed by AID, while the G05 



Director told the evaluBilon teeM that he Invested 4 Million 
CFA to add b~throoMs to the dorMitory, Money which he 
5D~ehow was able to get Qut of the blQc~ed account at the 
USB. ThiS L'}BS not recofY1!"encied by the study; 1n fBet, the 
study only analyzed the bathrooMs-addition as a suppleMent 
after other IMproveMents had been IMpleMented (I.e. a Move 
frOM "standIng" to "grand standing"). Thus th~re W65 not a 
sound econOMic/financial reason to construct the bathroo~s 
for the dorMitories. The Money MIght have been bett~r spent 
'::>n per dieMS for trtHnlng. J 

13) Financial Man~QeMent!AdMin!5tr~tlnn. The study notes that 
the Center (In 1988) ~as 5t111 under the Direction of 
Rel:.earch, Planning and Traimng (DRPF). of the MOH. This 
Meant that expenses had to be authorlzed by thIS directIon. 
Receipts of the Center, ~ccordlng to the legal statute ~s it 
stood 1n 1988, Meant that once AID left, the Center h)ould 
have to turn over its recelpts to the GOS treasury. 
Financial ~ccountlng ~ould b~ handled by the "Centre des 
Etabli5&e~cnts Publics." which ~ould ~ean that the Center 
would not have access to it~ own financial data except 
through CUMberSOMe procedures Bnd delays. 

The study notes that power is centralized In the Center, 
which isn't good for speedy operatIonal decisions, and that 
there are no written procedures or good financial record
keeping 5yste~5 in place. 

14) Flltlwe "tatus. The study e:-:aMines the opt Ions . for 
transforMing the Center into an autonOMOUS entity while 
MBintaining its affiliation with the MOH. The study notes 
that the Center could beCOMe an "EtablisseMent PubliC a 
caractere Industriel ou COMMercial" (other eXBMples include: 
Office National de ForMation Profes5ionnelle, Caisse de 
Perequation et de Stabilisation des Prix (CPSP»; or it 
could beCOMe a "Societe Nationale." The study describes 
what each of these 
and disadvantages. 
other Cat least not 

categories iMplies, and its advantages 
The study doesn't reco~Mend one over the 
in an obvious way). 



ANNEX 5-3 

Sununary of Trainin{! RHDS, 1978-1983 



Summary of Training in RimS It 1978-1983 

During the first phase, training was carried out in a tempo
rary training center which \'las considered inadequate for the 
anticipated expansion of the project into Kaffrine and Fatick 
departments 0 

During this early period and into part of the Second Phase, 
the Project benefited from a very dynamic trainer who grouped 
committee members in a training site village enabling other 
villagers to come by giving them 10,000 CFA for the entire train
ing period so that they could hire a horse and cart to take them 
to and from training each day. 

The 1982 evaluation noted that 48 HPNs, 44 sanitation work
ers, aid 756 CHWs had received refresp~r training. 87% of the 
Cffi~s had had polyvalent training. In quality checking carried out 
in the evaluation, the majority of Cffivs met the standard of 
answering correctly 80% of the technical questions. More thap 
90% of the HPNs had trained health committees and it was estimat
ed that 378 health committees were "trained". 



ANNEX 5-4 

Kaolack Training Center Courses Offered, 1984-1989 



KAOLACK TRAINING RECORDS 
1984-1989 

Year Type of Number 
Training of 

Participants 

1984 -Pedagogy 11a 

1985 -Health Mgt na 

1986 

1987 

-Refresher, Tech 22 
-Mgt Pharm Depots na 
-Planning ne 
-Health Education* na 
-Pedagogy na 
-Animation/Orient na 
-Computel' mgt 19 
-EPr 17 
-EPI na 
-Group Dynamics 17 
-Oper. Research 17 

-Animation/Orient na 
-Animation/Orient 28 
-Hanagement 25 
-Days of Reflexion 
Tech Components 46 

-Audio Visuals 16 
-Audio Visuals 4 
-Days of Reflexion 
Tech Components 38 

-Refresher on 
Chloroq-ORT 23 

-IEC-EPI 21 
-Training of na 
Trainers 

-Training in 
Pedagogy na 

-Applied Res 17 
-Planning, Ngt, 
Evaluation ne 

-Animation, Orient na 
-Statistics 37 
-ORT 68 
-Pedagogy 25 

Target Group Length 
Training 

in Days 

H~N/SF 13 

HC/Cf.1--KK 30 
HPN/NR 3 
HPN 2 
Supv!SF-CM 3 
Reg. EPS 5 
HPN/SF 15 
HPN/SF, nev, staff 12 
Supv /f1R/Drs 2 
HPN/eM Supv,test zones 5 
MC/CM--KK, FK na 
Reg Supv 6 
Drs 12 

New Personnel FK ? 
New Personnel KK ? 
Supv/HPN 

Supv/Drs--Reg,Dept 
Supv/Personnel--KK/FK 
EPS/Trainers--KK/FK 

Reg Supv/Drs eN 

HPN/CM Supv 
EPS, Social DevelopmL 
Reg. Supvs 

Supv-Dept/SMI/PF 

NC-O''l/Supv Reg 

SSP Supv 
HPN/SF 
na 
na 
na 

12 
12 

2 

4 
15 
15 

2 

3 
3 
6 

12 

15 

12 
5 
8 
8 

15 



1988 -Laboratory 15 Health Center Lab 
Workers 15 

-Health Educ 38 Reg EPS 21 
-Animation ,Orient 22 HPN/SF 15 

1989 -Health Committee 
Nanagement 30 Health Committee members 5 

-Supervision 10 HPN/SF 

*Sponsored by the World Bank 

Key: CM Circonscription l"iedicale, Nedical District/Dept. 
EPI Expanded Program of Immunization 
EPS Education pour la Sante, Health Education 
FK Fatick Region 
HP Health Post 
HPN Infermier Chef de Poste, Health Post Nurse 
IEC Information, Education and Communication 
KK Kaolack Region 
~ffi Monitrice Ru;~le, rural promoter 
na not available 
ORT Oral Rehydration Therapy 
SF Sage-Femme 
SMI/PF Sante Maternelle Infantile HCH/Family Planning 
SSP So ins Sante Primaire, Primary Health Care 

15 

'-2 \~\ { .. \ I. 
f 
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MIS Organigram and Data Flow 
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RepuoliQue du Seneg,ll 

MINISTERE DE LA SANTE PUBUQU 

STATISTIQUES 

RAPPORT [)'ACTIVITES 
DES FORMATIONS SANITAIRES 

POSTE OlE SANTE 
(lncluant les cases de sGnte) 

Region de _ Departement de ____________ _ 

Centre desanle de _________ _ 

Poste de sante de 

Mois de _ ___________________ . _____ 19 ___ _ 

Remarques 

1) Les informations concernent les postes et cases de sante y c0mpris les mateuitt" ilJra1eS, 

2) Les fubriques " morbidite .. et " mortalite .. concs:rnent Ie paste de sante (pubHe Ql; prive), 

3) Toutes les rubrique~ pour lesquelles I'informatior. ne peu? elm notifiee, mettrt: : 

• u non disponible .. si les do; ,'leeS n'ont pas ete saisies ou exploite6s, 

• "NSP" si In fubrique est S£lns o~jet pour votre paste. 

Signature du Chef de poste 



LES MOVENS 

,. MOYENS FINANCIERS (du poste de sante) 

'.1. ETAT 

Medicament: Carburant : _ _ _ 

F onctionnernent : Investissement: _ __ _ _____ _________ ______ _ 

MatE:riel: 

1.2 . AUTRES FORMES DE PARTICIPATION 

1.2.1. Population: Remplacer les pOintilles des colonnes (2) et (3) respectivement par Ie nombre de matemites rurales 
et de cases Qui ont effeetivemenl fourni les donnees. 

RubriQues 
au niveau du 

poste de sante 
(1) 

Montant % • 

au niveau des .. ... .. au niveau des 
Maternites rurales . ..... cases de sante 

(2) (3) 

Montanl 0/0 - Montant %-

SOLDE ANTI;H1El.l~ .;. 

2. RECETTES . . . .. . . .. .. : : : : : : : : . .. ,_·-_·_--_-_ -_--_. I » ;·;i···:!i!···!I ____ , :';:.;:::~::~±I:::1----
3. DEPENSES (Totales) .... . . . .. .... .. . .. . . 

(a) Colisalion APS . . 

(b) Carhurant . 

(c) Evacuation. 

(d) Medicaments 

100% 

% 

% 

% 

. __ 5~1 ______ 1 

100% 100% 

% % 

% % 

% % 

-_% -- % 

(e) Motivation du personnel. ..... . ...... . 1-----t---o:..:;Vo'--I------I-----=-=--I------l---=---l % % 

(I) Depenses oiverses ....... . ....... . . . 1-----1· · . ~.~.".'.; .. ::.'.:, .. 1 ---

4. DISPONIBLES . .. . .... . ... .. .. . .. . .. ... . 1 ____ I>:· ,);;:~ 

• Metlr€: dans celie COlo nne Ie poureentage pour chaque type de depenses par rapport aux depenses !olales du type 
d'inlrastructur€: eonside:re . 

Exemple : % de cotisation APS au niveau du poste de sante = (a) x 100 ; avec: 

(a) = montant eotisation APS au niveau du poste de sante (3) 

(3) = mont ani des depenses totales au niveau du poste de sante 

Le meme ealcul doit etre fait pour (b), (c), (eI). (e) et (f) . 

, .2.2. Commune - Communaute rurale - ONG 
Contributions elfectives en francs CFA par rubrique, (PH3ciser chaque fois la valeur des contributions en nature 
reeues) 

Rubriques Commune Communaute rurale ONG 

a) Carburant .... .. . .. .. . ........ . ...... , .. 

b) Medicament, .. ... . . , ........... , .... .. . f---------t----------t----------j 
c) Eau . ...... .. ....... .... . . . . ...... . .. ... 1---------1----------1----------1 

d) Electricite .... ..... . . .. . .. . .. . ..... . . .. . 1---------1---------4---------..; 

e) Teil3phone .. . ....... .. ... .. ... . ........ . 

f) Inveslissements ... .... .. .............. . 

g) Depenses diverses .. . . . ............... .. I---------[----------+-----------j 

Total ...... ... . . ..................... . 
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5. ACTIVITES DES POSTES DE SANTE 

5.1. ACTIVITES CURATIVES: CONSULTATION DU CHE!: DE POSTE 

Groupes d'ages Nouveaux cas vus el traites Consultations Evacuations vers Ie C.S. 

- 5 ans . - ---- ---- .------- ---------------I--------·----~ 
5 - 14 ans .... . ...... . .. . . 1-------------1---------------1-------------1 

, 5 ans el + . .. . .. . .. . .. .. . 

Age non determine ..... .. . 1-- ----------1--------------1.------------1 
TOTAL .. .... .. ... . . . . ... . - ._ --- - ---- -------------- - -------------

5.2. INFORMATIONS RELATIVES A LA MATERNITE RURALE 

5.2.1 . Hospitalisation 

Nombre de lits disponibles : ____ _ dont installes dans les salles d'hospitalisation : _____ _ 

Nombre de femmes hospitalisees : ____ _ Nombre de journees d'hospitalisation : ______ _ 

Nombre d'evacuations : ____ _ Nombre de femmes evadees : ______ _ 

5.2.2. Daces a la maternite 

Nombre total de deces de femmes: ________ _ dont suite: 

a) Accouchement : ---_. ____ b) avortemen! : __ _ c) grossesse palhologique : __________ _ 

Nombre de deces de nouveaux-nes : . 

5 .2.:'. Accouchements et avortements 

Nombre d'accouchements a la malernile: 

NOIIIIJfl! (j";,CCfJlIc:I1C:rnfmts " clornic:ile VIIS: 

NUllltJW lut.ll ll' elllalll:; lie::; VIVi.1J II:; : UOl\t J-loiu:; illfel ieur a 25UO yrWl1ll1es : 

Nombre de morts-nes : Nombre d'avortements (de lemmes vues) : ______________ _ 

5.3. ACTIVITES DE PROMOTION 

5.3.1. Informations relatives aux aclivlles d'E.P.S. 

ACllvt!t:::; NUIIlLrrt:: Cillie Themes principaux 

Causeries . . ... 

Enlrelien . , . . , . , . _ , . . 

---. -. --.-- ----------I----------------t 

ProJection . . .... .. .. . 

Exposition . ... . . . ... . 1-----------1---------:---1---------------------1 
Enquete ......... ... . 

Autres ... ... , ', . .. ' . 

5.3.2. Informations relatives aux activites d'hygiene et d'assainissement 

Nombre oe rats delruils : __ . 

Nombre de balimenls deral ises . .. _ ... __ _ . _ __ _ 

Nombre de maisons abritant des giles larva ires : 

Nombre de gites dEWuits : _ 

Superficies mllrales trailees (0)2) : . ___________ ._ .. _ ._ 

Mantant <Jes amendes : 

l 1>\' • r 
I}; , 



8) ENFANTS 

54,4 Consultations d'cnfants sa ins 

Groupes d'ages Consultants Consultations Evacuations vers Ie C.S. 
----------+---------------~~~ 

0-11 mois .. . ... . ..... . 

12 - 23 mois .. . . .. ... .. . 

2 - 4 ans . . .. . . .. . . ... . . .. 1------------+- ---- ---- ---1--------_____ 1 
5 - 14 ans .. . . 

Age non (lelernllnae 

Total . ...... ... . . .... . 

5.4 .5 . Surveillance ponderale et nutritionnelle 

It) (poldu I 1\00) 

Oegre de malnutrition 0- 11 rnois 12 - 23 mois 2 - 4 ans Age non determine Total 

Inf. a 60 % . .. . . .. . . .. . ... . -
60 a 80 % . .. . . .... . . . . . .. 

Sup. a 80 % . . . . . .. ... . .. . . 

b') RVO 

Nombre de cas de diarrhee (total) : --_ _____ ___ Nombre de cas de diarrhee referes vers Ie C.S. : ___ _ 

Nombre de cas de dlarrhee traites : Nombre de cas de diarrhea referes par les cases : ___ _ 

5.4.6. Vaccinations des enfants dans Ie cadre du PEV 

a) effectuees au niveau des Postes de sante (Centre fixe et strategie avancee) 

Groupes d' ages 0- 11 mois 12 - 23 mois 2 ans et plus Age non determine Total 

B.C.G . .. . . . .. .. . .. . . .. .... . .. .. ~~~~~~~~~-~~~-_~~~~~~~~~~~~~~ 

DTCP 1 .. ... .. . . .. ... .. ...... . . 1-~~--1------1f------l_--------1_----4 

DTCP 2 ... . .. . ... _ . . ... ..... . . . 1--------11------1-----1---------4------1 

DTCP 3 .. .. . . . . .... ........ . .. . 1-----11------1------1---------+------1 

Rougeole . . .. _ .... __ . .. ... .. _ .. I ______ I _____ ~----.---~_----------~-------~ 

Fievre jaune .... .. ......... . .. .. I ________ I _________ ~-------~----------+------~ 

Enfants complelement vaccines .. . 1 ______ I _______ I _______ I--________ ~-----_; 

I)) effectuees au niveau des Villages desservis par les Postes de sante (eQuipe mobile) 

Groupes d'ages o - 11 mois '12 - 23 mois 2 ans et plus Age non determine Total 

B.C.G .. .. ... .. . . . .... .. . . 

DTCP 1. " . .. ..... . . . . .... . ... . 1 _____ 1 _____ 1 _______ 1 _________ 1-___ ---; 

DTCP 2 ........ . . .. . ... . 

DTCP 3 ..... . . . .. . .. .. . . . . .... . 

Rougeole . ... ... _ .. . . . . .. ...... I------ I------I------+-------·---I-------l 

FiElVre jallne . . .. ... ..... . 

Enfailis comnlelemollt vaccillf!s .. . 



ANNEX 6-3 

Activity of Health Centers 



STATISTIOUES 

RAPPORT D'ACTIVITES 

CENTRE DIE SANTE 
(incluant les pastes et les cases de sante) 

Region de . . . Oepartement de _______ . __ . ____ .. _ . _ .. __ 

Centre de sante de _ 

semestre . _ ___ _ an nee civile: 19 __ . 

Ou mOls (Ie au mois de. 

RemClrques 

1) De la page:: a la page 7, les informations concernant I'ensemble de la .. CM .. a savoir: Ie centre 
de sant€:, les pastes de sante (publics et prives), les cases de sante se trouvant dans la localite, 

2) De la page 8 a In paye 16, les informations concernant Ie centre de sante uniQuement. 

3) De la page 17 8 la page 25, les informations concernant les postes el cases de sanle, Cette 
partie devra etre remplie sur la base des rapports envoyes par les Pastes de sante (publics et prives) y 
cornpris les maternites rurales notamrnent pour la pelge 113. 

4) Toutes les rul)riques pour lesquelles I'informalion'ne peut etre notifiee, metlre : 

u lion disponible .. 5i les donnees n'ont pas ete saisies au exploitees. 

" NSP " 51 1('1 rubrique est sans ohJet pour votre u CM ". 

Signature du Medecin-Chef de C.S. 



QUELQUES OUTILS· O'EVALUA TlON 

,~ .! ~ l . ' • j " , J. .. -

I. POPIJI.J\TIONS nF.~~:EflVH:~; 'pl\n LE CENTrlE . OE , SJ\NTf. ET LES POSTES DE SANTE 

I- I PoplllililOIl 10Iah: ·.·.· 
-,.' 

I· 2 En/ants anes de 0- I i mOIS . 

(plus ou moills ega I all Ilomhre de fommes flncnintos nilr ani 
. ... .' . 

I-J Enlailis. ~!JI!S lie 111011 IS. lie 5 ails . . . 

1-4 Enlants ages l1e maillS ne 15 ans . 

1-5 Femmes nnee5 I1n 15 il .,~ iln5 

1-6 P~rsolliles ;)\]ees (If~ ()U "liS el plll~ 

11 NOMBRE DE VILLAGES 

11-1 Villages i1 f1)OIIlS Ill: :l 1\111 

11- 2 VillClfjes entre 5 et ,0 kill 

11-3 Villages a 10 k.1ll al pills :. 

111 INDICATEURS 

Nombre de nouveallX cas par hallilanl 

Taux de COllV_ mellSllels par allligEme 

exemple: Poplllation-cirJh~ ')-11 rnols 
ulllal\l~ vaccII)es ell jnllvlcr all OTCP 1 

lillIX de couverlure DTCP 1 

Populn lion 

POplllnt ion 

Populalion 

= ~eau cas __ 

Populalion 10Iaie 

= enlonls vaccines durant Ie mois 

Populalion-c:ible du mois 

480 
30 

30x 12 = 75% 

480 

~llfalllS vaccines duranl la mois au DTCP (2 ou 3) 

cnlaniS vaccines durant Ie mois au DTCP 

example : I)Our 1~1 lllt3f1l(, Z()IW, Ie flolllllre d 'enfanlS vftccines au DTCP 3 = 15 

Taux d'ilr.h,1Vf:IIIlHlI 111t'!IlSIIl!I !; 0 rep 3 15 

:JO 
': 50% 

NG : Le luux (Je COllver 1111 ~ lI1ell~lIel:; pour Ie OTCP 3 est egal au : 

Taux de couverlure mensuels du DTCP 1 x Ie taux d'achevemenl du DTCP 3 

Dans ce cas-ci, Ie l(lux de cOllverture mensuels pour Ie DTCP 3 
est egal n : 7S % y. 50 % 38 % 

1111111,,,,',1111 .. 11. 1' .. 111 IIII."It",," ':0.1111" dll . :IIIIVII' 11111' tI .. ~In 'Y" rill nTCP 3, lor. olomontr.!lo 
calcul IIIUIII, ellt lIUll Ie l<tux d'uchevCIIHmt (50 %) asl laible, iu~lifial\I une 
Ilillt.!illfillltlli till :;Y:ihllllll dll Illlldu/-VOWi 011 dn I'nr.clIoil dOB IllnmOll5 plutot 
qu'ull ellon de mol)ilisatioll , 

Pour les COllsultatiollS IHC:Il<lI:rles et leo:; CUIl~IIIt<lIIOIlS l'es nourrissofls sa ins, d 'une maniere generale, Ie mode de calcul 
el c!':IHorprctatinn cles 1;IIIX iln COllvnrllllf! est Ip. rnP'/IIe . 
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EC\u (al 

EleCllICIlC ( III 

rcl~nllo"c IC) 

LES MOYENS MOVENS FINANCIERS (eiti centreetdes postes de sante) 1_1 BUDGET DE L'ETAT (molltnnts en F .CFA) 

1.11.1)11 _,\1.11 : 1-11 ,I, 

CARBunANT 13) 

MonlanlS aHolies el livres 
1)01.111011 ~"-----r------r-----";:---r------l «II CS aUlI PS CS . - PS ----1----------1-----II) (2) 1:1) 1<1) = (2) • (3) (4) : 11, 

" .. _________ . __ ._L..-___ ...l-___ -l-_____ ..I.-___ .....I 

()OI~ll vO\ 

(II 

L Monlanls des laclures --~----~----~---~ 
till CS des PS CS + PS % 

(3) (4) = (2) + (3) (4) : (1) 
.-------+-------1----.-----;.--------1 --.- -- .... -- - .-------- ---------1---------1-·------1 

Monlonle consomme:! au n;va6u 
OOlnlioll 

du CS des PS CS. PS % (ll (2) 
(4) = '2) + (3) (4) : (1) 

-.---- - .---... ----.,,-- -----·I-----1r------1,.-------+---~-I 

L,alsoll (a) 

Evacual ion (1)1 

- -- .----- ----- ----------- .----.)----.---l 

Montants consoommes au n;veau 
DOI<1liOIl 

__ -'~;S -f d',::S CS ... PS % 

rONCTIONNEMEr-J r 1' \1 . - .. "-_ .. _-_ ._-
(1) 

(4) = (2) + (3) (4) : (1) 
-._-----

T 
1.2. AUTRES '=ORMES DE PARTICIPATION 

1.2.1. Population : Remplacer las poinlilles des colonnes (3) et (4) respectivement par Ie nombre de posies at de cases 
Qui ont efleclivemant tourni les donn6os. 

(' ) 
(2) 

(3) 
(4) 

RubriQue (1) au niveau du CS au niveau des 
.............. .. P:S. 

au niveau des 
.. .. . . . . . . . cases Montant % • Montanl I %. Montant I %. 

. r""'l1',~ d ~ OI : ' ,, ' (1,. \ ,,j .. ItI\I ! I" lh1llh:I!l\l;uJ' ! " , 1111 I 1101 ifill , 1'; 111 " ",' tl'·1H~,,~a~~. P i ll 1~IPP(Ht a'l x (h':IJ(:II~l:S t(Jlalu~ du lYIJP. 

d · l,tllii:.luH .hll ':' IHI: . IiII:I ,; ,I ~ ~; . (: I' t!l (: ; I~ ~ l~ ~ ~} 

(iI) 1I1"l\t , lIlt t;\Jlihiitinn ArS au nivI!;1ll <Ill C .S. (3) ( :1) IIlt'lllI;;1I1 "I! '; Iji!pensl~!i tntales au nivll«u du C .S. 
I. : 1111':111" . :dlt .1I1 - 11l11 (:III'! i;11I :'0'" (II). (e). (oJ. (e) et (1) -



1.2 .2. Communo: Conlribulions eHeclives en Francs CFA par rubriQue (Preciser chaQue lois la 
valeur des conlributiol'lsen nalure recues) . · 

a) CarllurLlnl .... . 

b) MCOicLlmenIS .. 

c) Enu . ... 

d) EleClriclle .. . 

0) Telephone .. 

rluhriQuCS 

I) Illve:;lissomenl::i . 

91 Depensos divolsos (Millt!lilll) 

LlU nlVCLlU 

cltl CS 
au nivoau 

des PS 

Preciser Ie monlanl tOlal (les previsions budget aires de la Commune pour Ie secteur sante : 

Montanl CF A 

1.2.3. Comrnun4lutes Ruralas: Contributions effeclives en Francs CFA par rubriQue (Preciser chaQue lois ta valell( des 
contlil}lIliollS ell nature recu8s) . 

Rubriques 
au niveau 

du CS 
~-----------------------------+----.---

1) PREVISIONS BUDGET AIRES ........ . . 

au niveau 
des PS 

au niveau 
des cases 

2) OEPENSES (Tel ales) ... 

a) Carburanl . . . . . .. _ ... __ ._._ ... . ... _--_ .. _- - .---------~ 

b) MedicnmC:!llls 

c) tnveslissclllelllS 

d) Oepenses diverses . .... . . .. .. .. . . . .. . . .... -. . ......... -.... ------. . ---.--_.- -- ... ... - ----------1 

Preciser Ie mont ant lotal lies nrovisions budgalaires dll Consoli rural pour Ie secteur sonte : 
Monlaol en francs CF A 

OBSERVATIONS 

1.2.4. ONG (Organismes non gouvernemental) : Conlribl1lions effectives en Francs CFA par rubriQue (Preciser chaQue 
lois la valeur des contributions en nature recues) . 

Rubriques 

a) C(lrburanl ... . . . 

b) Medicamenls . .. . . 

c) Eall . .. . . . . . . . . 
d) EleClflCil(: . 

e) T elepholln_ 

f) tllve:;II~$Clllcnl ~ 

{I) Dcp(:II~;cs clivel ses (Malel iell - . - .. - - - - - - . 

au niveau 
du CS 

au niveau 
des PS 

au niveau 
des cases 

-.. -.-.. ---.--.------i 
. .... _-- --_ .. -.. -_ .. _--

~--------------------------------~--.----------~--------------~--------------~ 
PIC!ciser Ie 1110111;1111 10lnl des prGvisi()ll~; \)lId ~J'11 ;ljre::; des ONG [)our Ie sm~lnur S:Jnte : 
Idonla!)1 ( : 1\ fr:lllc ~; CFA 
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Ol3sr:nVATtONS 

2. LES INFRASTRUCTURES DE LA "CM II 

2.1. LES POSTES DE SANTE 

Nornbre total <Ie postes de sante: . 

~.I.I . Ancloll(il) pllul!!(n) '"IIIIIilll). 

Nom du poste (fo sante Date fermeture Motif Observations 

.....• -.... _- -----_ ... _-_. _._-_.-_. __ ._---

2.1.2. nouveaux postes de sante ouverts 

Nom du poste 
de sante 

Dale ouverture 
Etat 

.. _-----_._ . .. .. -- -.- .. -- ... -- .... ---- -.-.---. 

-_ ... . __ .----------

Construil par 
Observations 

Population ONG 

_ .. _--- ----_. ----------------.-----------

.- --- --.-..... - .-.-- .. . -.- ... ---... ----. ------- ---·-·--·--I-------j·------------

2.1. 3.Postes de sante en construction 

Nom du paste de sante 
Construit par 

Etat Population ONG 

-----.. --.. -.. -.-._.--._- -------------1-·----------\----------- -
----.-.-. -.-.-.--.. ----.-. ----·------1---------------.---------t---------
--··-·--------------·t-------------J-----------+-----------
·· _·_---_ ·_· __ ····-· ·_--------_·_· __ ·_-----------1-·-----------11----------

2.2. LES MATERNITES a) dans les commune __ s_.

3
._ 

Nombre de maternile(s) ratlachee(s) au centre de sante: _____ _ 

Nombre de maternite(s) rallachee(s) aux posies de sante: 

Nornbre de maternite(s) isolee(s) geographiQuemenl: ....... __________ _ 

b) hors des communes 

2.3, LES CASES DE SANTE 

Nornbre do cases du suntu : dOllt IOl1cliollnollU!J : ._. __ .. _ ._. ___ ... _. _ .. 

:.!.'I. All 11II~:i 1111 IIA:, lillie 1 t 1111.:.1 r.r,· .. ',(n) 

~t)lIB tluctulir du~ GfllI1t.iOB E,uJeuniou .... .. " = Olli: Non: .... __ 

SOUS Brinncle d'l1ygiene ........... ....... .. . Oui : .... ___ ._ Non : __ _ 

Nornbre de centre P .M.I. . . . ............... .. . 

NOfllbre de teproseries .... .. .......... . .. . .. . 

NOIllII(O fitl villn!Jus psyt:hint riques . ... .. . ... . 

Nombre IJ'Unitcs de rChyclrutallon Orale (UROl . 

NOlllIlJe de C.RE.N. (1 l . . ......... = 

(1 J C.n.LN. :.; CUllt,,, Il,! I h;,:IIP'-,filtioli ut \!'l:!lucatlOIl NIJ\rltilJllll()ttt:ls. 
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3 .2 .. INFORMATIONS RELATIVES A LA MATERNITE 

3.2.1 . Hospitalisation 

Nombre c1e IiIS disponit)le s . 

NombrB d'hospitu!l:;ues . 

Nombre d'evacuallolls . 

dont II1stalles c1ans tes salles d'hospilalisalion : 

!.Jomb,e lie lournees d'hospitalisation : 

Nomhre ll e femmes p.vadees : 

3.2.2. Deces a la nHllcrnilo 

Nombre tOlal <Ie deces de fenllne:; . -- - - _ .. _ .. ~ ' - .-

doni : 

al sUlle accouchement : 

h) suile avortelllcill . 

C) suite grossesses pallwlogiques : 

Nombre lotal de deces de nouveaux-nes : 

3 .2.3. Accouchements et avorlemenls 

Nombre d'accouchemenls a la rnalernile : 

Nombre de dyslocies : 

doni cesariennes 

Nombre d'accouCllements a domicile vus : 

Nombre 10lal d'enlanls nes v!.~ 

dont 

pOidS inlcrieur a ~500 gramrnes : . 

poids superieur a ::!500 gr<llllrnes : 

Nornbre lotal de morts-nes : 

Nomt)re 10lai d'avorlell1 ,!I)IS conSli.lles : 

3.3. ACTIVITES DE PROMOTION 

3.3.1. Informntions relatives <lUX activites d'E.P.S. 

Activiles Nombre 

Causeries . . . . ... .. . . 

En\retien . . , . . . ... . . . 

Projection . . . ... . .. . . 

Exposition .. .. . , . , .. . 

Enquete . . .. . . ...... . 

Autres . .. .. _ . .. . .. . . 

Cible Themes principaux 

...-.. -.. -. - ... ------ ---------------------1 

.. -.. .. -----.. -- .. -----... ---.... - .-------------1 

..- .. , -.. -.. .. -.- .-----. ------------------1 
.--------- ---.---------------------1 
- ... ---.-- -------------.-- .. -.. --- -----------i 

3 .3.2 Informations relatives (lUX activites d'hygii!ne et d'assainissement 

NOI1lI)re lie giles dellllil s : 

Sllfl(:dir.iu~ 111111;,11;:; 11 ; 111(:1::; (II") 

Monlanl des <lmclllh!s . 
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34 .· ACTIVITES rnEVENTIVES 

3 ,.1. I . Consultations prenllinles 

NO/HIlle dt! nOllvelle s \I ro ~ ~)(!s si.!:> : 

doni a halll I iSqlll~ 

NOlllllfU IOlal ele Cl ) II S lIlt ; lI io,l ::; 

V A T 1 : 

A) ADUL TES 

V A T 2 : . 

3. ·1.2. Consultations post-nntales 

Nombre de consuilClnles : Nomore lolal de consullations : 

3 .·1.3 . Planitication lamilinle 

3 .4 .3 .1. Contraception a) utilisation des methodes 

Pillule 0.1. U. Condom Autres TOlal 

Nouveaux acceplanlS du pfogramme 
- - . - .- . - .. - .-...... - .. - -- . .... . _ -0 '- . . " " - ' . . . . - . . _._ -- ,-------

Anciens acceptanls du programme 
.--.. - . 

Abandons du prooramlllo 

I suivnnt la derniero rnelhod~ 

b) Changements de methode 

Methode actuelle 

Pillule 0.1. U. Condom Autres 
Total 

P,llule 
.. -.. ------- .. " . 

_A. _ . _ _ ._ ------ -----
.:.}: 0 . 1. U. 

I 
. -.. .. . .. 

Condom 

l ' I 
.. 

Autres 

c) Produils contraceptifs 

Pillule 0 . 1. U. Condom 

Quantites re~ues 
. ....... --._---

Quantiles dislrihuees 

Quanlites perimees 

Ouanliles en stock 

3,4,3.2. Lulie contre la stcrititc et tes MST b) MST 

Affection Cas depistes 

n) Sterilite l,e cause 

Cas dcpisles Cas gueris 
2e cause 

3e cause 
Hommes .--. 

Autres MST 
Femmes sans precision ----_ .. _-- .-._-- -------- TOTAL MST 
TOlal depislees 
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OJ ENFANTS 

(jrUlIIH:!.l ,r .. qi!~~ (~Ol '~it lit ,II \I~. COIl!i1l1t ail01l5 EvaCU!lIIOns 

0- \ \ 1I10lS 

12 - 23 rnols. 

2 - 4 ans .. -.. . 

5- 14 ans . 

Age nOll detelllllllf: 

Total 

3.4.5 Surveillance ponderale et nutritionnelle 

a) (Paids / Age) 

Degre de malnutntlon c - 11 mois 12 - 23 01015 2 - 4 ans Age non determine TOlal 

Int. a 60 %. 

60 a 80 % 

Sup. a 80 % ..... 

b') AVO (entanls de: 0 - 4 ans) 

Nombre lotal de cas de diarrhee : 

Nombre de cas de diarrhee traites : 

Nombre de cas ae diarrhee hospitalises : 

Nombre de cas de diarrhee re/eres par les postes : 

Nombre de cas de diarrhee referes par Ie Centre: 

3..l.6. Vaccinations des enlants dans Ie caelre du PEV 

G,oupes lJ"flues 0- 11 1Il0IS 12 - 23 Illois 2 ans et plus Age /lon del ermine Total 

d 1::.G .. 

InCIl I -
I) I i ;1' ., 

.. , 
nTC:p 3 ... .. --
r1ouU(!Ole . .. . .. . .. -.--

Fievm 1:1IJllt"! . ... . 

ElIlHllts cOlllpletl~- . 
melll vacCines. . . . . 

--_. __ ._-- .. -

1 1 



.. " 

001 

002 

004 

MORBIOITE (Centre de sante) 

NOSOlogio (C.I.M. 1975) - 1 an 1 - 4 <Ins 5 - 14 nns 15 - 54 80S 55 &. ~ Telal 

Cholera .. . . ... . ..... ... . . " '" . . . . . -- - - - -- ------ 1------1-----1------1 
Fievres Iyphohla el rlilralyphoide . ... _ . _ . 

Dysenlerie bncdlnire .. . .. .. . .... . . ... . . .------.- ----1------ - --- ------1-----1 

006 Amibiase .... .... .......... ..... . 

009 

009.3 

Infections inleslinales mal definiss ..... . . 

Diarrhees infeclieuses .. .. .... ... ...... . 

-----------I-------- I --------- I--------I-----~ 

011-012 Tuberculose appareil respiratolre .. ... .. . -----------I-------I·-----I--------+-----~ 

020 

022 

023 

030 

032 

033 

034 

036 

037 

045 

050 

052 

055 

Q§.Q 

070 

071 

072 

076 

077 

084.0 

084 

090-097 

098 

098-4 

099 

102 

120 

125.3 

125.7 

125.0 

129 

133 

240-242 

250 

260-263 

280-285 

12 

PeSle ..... . . ... . _ .... . ... _ . . _ ....... . . ------- -----1-----1----- - --.--

Charbon . . ... . ..... ... .. .. .. ... ... _ . . .. _ 

Brucellose ..... _ . . . .... . . . . ... .... . . . . . --.,-- -----1-----1-------- 1·-------1------: 

Lepre .. _ ... . ... ..... ... . .. .. . . .. . ..... . - ---- -- -- - --I------t-------I--------I------
Diphlerie .. ... . . .. . .......... .. ....... . - ------ ---- -----·1------- -----

_____ 1 

COQueluctle ... 

Angine a streptocoQues ot scarlatine .. . ---- ----1----11----1-----1------

Infections a meningocoQues. - . .. ........ I----I.----I-----il-----I-----I------

Telanos ..... . .. .. ....... .. . . . . ........ 1 ______ 1----/------1-----./-----1-----

Poliomyelite aigGe .. . . . . . . . . . .... . .. . ... - ------1----1------1-----1-----+----

Variole " .. . . . .... . . .... . . . ... . .... . ... I----l-----I-----II-----~-----I-----

Varicelle ..... . ............. . ......... . . 1-----1---- \-----+------f-----I----

Rougeole ..................... . ...... . . I ____ I. ___ +-_____ I-_____ I ______ ~-----

Fievre jaune . . ... .. .. . .. ... '" _ ... . .... 1 ____ 1 ____ .1 _____ 11 _____ 1 _____ \-___ _ 

Iclere (jaunisse) ....... . .. . . . ......... . _ 

Rage (cas avec decas) ... .. ........... . 

Oreillons .. ... ..... . ....... . . . ........ . 

Trachorne .. . ..... .... . ... .... .... . . . . .. ______ 1 _____ / _____ ./ _____ 1 _______ 1 ___ __ 

Conjoncliviles a virus et chlamydia ..... . 1-----4.---+-----1------+-----/-----

Acces palustres pernicieux . . .. ......... 1----1----\-----1------1-----1------

Autres acces palustres non pernicieux .. . I----I----I-----I-----I------i----

Syphilis .. ... . . .. . ...... ..... .. . . .. .. .. 1----1------ ------li-----j-----1----
Infections gonococciQues ... . .... . . . .... 1 ____ 1 ___ -+ _____ 1 ______ 1 _____ 1-__ _ 

Ophlalmie du nouveau-no ..... . ........ . --------1-----1-----1-----\----

Autres maladies veneriennes . . .. . .. . ... . 1----1-----1-----1'-----1-----.1----

Pian .. ... ..... .. . . ... . . . ............. . . 

Bilharziose .... . . ... ... . . . .. . . . . ... ... . . 

Onchocercose ............ .... ...... . . . .--- ·---1-----1-------

Infection a ver de Guinea . ... .. . . .. . . . . . 

Filariosc sails precision . . . . . .... .... .. .. 1 ____ 1 ____ 1 _____ 1 ______ 1 _____ .1 ___ _ 

P nrasilos6:; intostinnlos . . . . . . .. ..... . . . 

Gale ...... . ... . ........... ... ....... .. 1-----1----1-----1-----1· ____ -+-__ _ 
Goitre ... ..... _ ...... . .. ..... .. . . . - . . - . - - -------I-----·I-----I------r-----

Diabete sucre .... ... - . .. .. .... . . ... - ... 1----1----/-----11-----/-----\-----

Malnutrition . - -(.Autrcs ) . .. . . .. . . .. ... ·I----I-----I-----!I-----I----·+---

Anemies .. _ .. . . . . ....... .. . .. ....... . . 



MORBIDITE (Centre de sante) 

Nosolooie (C.I.M. 1975) I -1 an 1 - 4 ans 5 - 14 ans 15 ;;-54 -line 55 a + Total 

320 

345 

348 

Meningite purulenle (bacterienne) ...... . 

Epilepsie ...................... , ., .... . 

Migralno ....... '" .................... . 

260-379 Maladies de I'wil at de ses annexes ..... 

380-389 Maladies de I'oreille ................... . 

390-392 

401 

Rhumalisme articulaire aigu ............ . 

Hypertension arterielle ................. . 

430-438 Maladies vasculalres cerebrale ........ . 

455 

458 

460 

463 

480-486 

487 

490 

493 

530-537 

HemOlroidr,s 

HYPOltHISlor, . 

Rhume 

Angine (amygualite alQue) ............ . 

PneUmOnl8!; ........................ . 

Grippe ................................ . 

Bronchite .... , ........................ . 

Asthme ............................... . 

Maladies wsophage. estomac et duodenum 

540-543 Appendicite ........................... . 

550-553 Hernies abdominales .................. . 

Noplllltll lit IlIlpllll1Jlllthitl ........ , ..... . 

tiUO-tiOU MCllaulu!; 0' UW Iljti !.J6f111uux UU 1'lIo1I1IIIU •. 

U 14 -U2U AAliludlu!I 01 YUflUl:I !.JolllltlllX Ju 10 !UIIIIIIO . 

/UU.U MuludllJtJ du III IHllIll ....... _ • . . . . . .. . .. 

Rhumatisme .......................... . 

Tetanos du nouveau-ne 

Fievre d'origine indeterminee ........... . 

... -.- .- - - .. ----.- ---- -- --"'---~ -------i 

. .. --- ------. ·_----·---11----

. .... -- ----.- ---.. _·-1------
.. ... -- ------. ----- ------t----.....j 

. .. - ---'-'- - .-.. - -- --. --.- - -- .. -----i 

-_ ... -... -.- .. - ··-------1-----1--------f-----

------ ------ ------ ----f---

- -------------- ------1------1 

.- ---.. - .. -.- ----.. --.- ·--1-----1 

- _ .. -- .- --.-- .• ".-- ---'- ------.- -- -------

--'-'- --------- -----~------I 

- -----1----·-

---- ---1--- 1-----1--- -- -- -

. -... ---.-.. ---- - .. --·---1------1-----1 -----~ 

--1----1------ ------. ---------1 
---- ---- ------.--1------ -----1------1 

..... ------.. -.. --.-- --- .. ---- --.---- -------1·-----1 

--------------------~---------I---------+------~ 

729.0 

771.3 

780.6 

784.0 

787.0 

797 

Mal de tete ............................ -----I----I----~--I------l-----+_---_j 

Vomissements ........................ . ------1-------1------·--~----~---1---------4-------_1 

Senilite ............................... . ---- ----1------+------ ------4------1 

800-825 Fractures ............................. . . _--- ----1---,,--1------ -----4-----1 
870-897 Plaies ...................... _ ......... . ---- ---1--- --1-----+-----4------1 
940-949 Brulures .............................. . ---- ----1------ ------1------1-----1 
960-979 Intoxication medicamenteuse ........... . -----f--- --I-----f----I--·-~ 

-_.- _ ..... ----- .... _ .. ---.---- ---------------I------I-----I·----I---~ 

it"''' 260 ...... _Kwashiorl{or .... _ .. _________ ---------I------l-----I------I------l 

-261---.. Marasme·-- .... -·-·--··--·-----

.. -.--..... - .. -.. -.---- -----------1-----1-----1 

----------------.-------- ---- ----1-----11-----1-----+-------1 

.. --.... --- ..... -.---...... -.--.------ '--- -.. - ---- ------1-----1----1-----1 

Autres causes de morbidite ............. -- ... ---- .---- -----1-----1-----1-----1 
Total consullunts par bge ................ -.---- - --.. -- ------·1-----.1------4-----1 
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Nosologle(C·.IM. 1975) 

001 Choler~. 

002 Fievres lyphoi(1e et pnratyphoide 

004 

OOG 

009 

009.3 

Dysentelle l)accilialre .................. . 

AllllblaSG 

Illleclrons intestll1ales rnal clE3finles. 

Dlarrhees IIllectleuses ................. . 

011 -01 2 Tuberculose appareil respiraloire ...... . 

020 PeSle ". 

022 Charbon. 

023 

030 

OJ? 

Brllcellose . 

Lepre ... 

Dlpl1l01 ie 

COqIlOIIlClw ... 

034 Angllle a streptorOQues (>1 scarlatine .... 

036 Infections a In. ,lIllgoCOQues ..... . 

0:17 

045 

050 

052 

055 

060 

070 

071 

072 

076 

077 

084.0 

084 

Telanos .............................. . 

POliomY61ile aigGe ..................... . 

VarlOle 

Varicelle .............................. . 

ROllgeole ............................. . 

Fievrtl jaune .......................... . 

Iclere (jauolsse) ............. " ... '" .. . 

Rage (cas avec deces) ................ . 

Oreillons ................. . 

Trachome ............................. . 

Conjonctivite!) a virus el chlamydia ..... . 

Acces paluslres pernicieux ............ . 

Autres acces pall/stres non pernicieux .. . 

090-097 Syphilis 

098 

098·4 

099 

102 

120 

125.3 

125.7 

Infections gonococciqlles .............. . 

Ophtalmie du nouveau-ne .............. . 

Autres maladies veneriennes ........... . 

Pian .. 

l1i1hClrz iose .. 

Ollchocercose 

Intection il ver de Guinee 

::50 D,al)"t" ';llt;(\! . 

- 1 nn 1 - 4 nils 5 - 14 ans 15 • 54 nns 55 & .. TOl81 

--_._----

." ... :.~:.~'.'./ 
r 
~ 

.. -... -.-- - --.-. -.. --- ... -.. -.-- -... '''' ___ .. ___ . i -·----If: 

. -·-1 

. .. -- r 
. :.=-~ .. --! 

. I 

~'. ~ ::GO·~6] ~klillullltiun .. (i\utres.). , 
I 20(J· ::es /,('(:0111" 
I 

. . . I \ I I 
...... ".-._. ___ L._ .. __ .. _l. .... _ ---.!.-----__ I _______ .J. ______ ; ___ ____ L __ . _______ ....... __ ... _. ___ . 

\·1 



... it 

NOSlllo~;II' Ie I M 1 fl75) 

320 Meninglte plIrulelHe (hac: jrienne) .. 

Epllensie 

Migraine .... 

260-379 Maladies de I'cell et de ses <:lnnexes .. 

JOO-389 Maladies de I'oreille ... 

390<192 Rhllmflllsmp. nrtlCIJlfllrp. !"1I911 

401 Hypertension arterlelle. 

430-438 MaladlHs vasclIl<ilros ceret1fale . 

• 155 Hi!lIlorro·ides. 

·15B HYPOlflllSIOII 

460 RI)UI1W 

,163 AIH]lne (i'lI1lY~I(lalile i'lIOlie) 

480-4d6 Pneumonies 

487 

490 

493 

Gflppe ..... 

Bronchite ...... . 

ASlhme .. 

530-537 Mal~dies CJ:!sopIKlgC. eslomac el duodenum 

540-5<13 Appendiclte ... 

5::0·553 Hernies abdominales ..... 

5U3 Nf;p/)nle (:t nepl .. ')pathle .. 

~fl·I-4B6 Insulfisnnce rena'~ . 

GOO-G08 Mal,Icties orqane,·; !]CllltHIIX (lp. I'/)ofllme . 

6,,, ·629 Maladies organes gellltnllx op. la lemme 

709.9 Maladies ete In Pf::illl 

729.0 RIHlmHlisllle 

771.3 Tetanos dll nOllVGflU-ne 

780.6 Fievre d'ori(line indeterminee .... 

784.0 Mnl de lele . 

787.0 Vomlssemenls . . . . . . . . 

797 Sellilile ... 

800-825 Fractures. 

:IJt)-nDJ Plato:; . 

g·~0-9" Q !3rldllle~ . 

!loO-97Q IIlIOxic;lllon IIIGdICilIIIUIl1811Sd .. 

2liO Kwashiorkor 

:.. tj L MU!'CJ:1u.l! 

- 1 all 1 - 4 ans 5 - 14 ans \ 5 - 54 ans 55 ... + lolal 

.. ----1------

.- .. - - . - --_.- - _. -

---- -_._--.-

_ .. __ .. _-----

L 
___________ A_II_I_rp._.s __ C_~_I_'~_)e_'s __ ._'e_._d_,,_c_e_s _________________ l ______ ~ ______ ~ ________ ~ __ -___ ·-_-___ ", ----.-.-------1-. T (IInl (li:C:i!S par flq(~ _ . . 



Synthese des rapports d'activites 
des P 0 S ... :I< <": :lit I"l!. a ;;. ~.e • ..1 A.."), ~~, ••• M.,D. .. _w '" ~ ~l.,.:;;~ ;..]1i;;, __ ....... _ .... _"-' 

4. ACTIV:TES DES po~nES GE SANTE 

·1.1. ACTIVITES CURATIVES : CONSULTATIONS DU CH~'" DE POSTE 

f 

Evacuations vers Ie CS J MalCldtis vu par NOUV,HIlIX cus VlIS Consulllllions 
Ie eMfs C!e Posle el trHI\CS (nouveaux + ancien~ cas) 

- 5 (lI\S . .. ----~ 
5 - 1·1 ;111$ .. - . ... - .. .. .. -._--

15 ,HI$ tH t. .. 

AUe non U,.l! ellllllll~ 

TOl AL. 

I -

-

4.2. :. ;FORMATIONS RELATIVES A LA MATERNITE RURALE 

4.2.'. "~ .. ~ilallsation 

NClIlbre de lits disponibles :_ ..... ___ ._ dont inslalles dans les salles d'hospit?li~:-.~ion : 

,nbre de femrnf!s hospilali:::ees: ... _____ . __ Nornbre da journees d'hcs"it2!:salicli : _ .. ____ . ___ .. _ 

Nornbre de femmes evadees : _. ________ _ 

·I:!.:? D"::ces :i I~ lll4ltcrnile 

NOIllOr.: lolal de deces de lumr"AS . doni suile: 

b) aVOrlement c) grosse palhologiQue 

NornbrG (1(; (WCeS (Ip. nouv; .IlIX-nCS : 

4.2.3. Accouchements et (!vortemcnts 

Nombre d'accouchements a la maternite: 

N0mbre d'accouchements a domicile vus : _______ .... _ 

No:nbre lolal d'enfanlS nes vivants: _ .... ________ dont poids inferieur a 2500 grammes: _~ _____ _ 

Ncmbre de morts-nes : Nombre d'avortements (de femmes vues) : __ .. _._ 

4.3. ACTIVITES DE PROMOTION 

4.3.'. Iniormations relatives <lUl( aclivites d'E.P.S. 

f-_____ A_C_I_I'_/I_1E:_5 ____ -+ ____ N_O_'!l_11_O_fe_' ___ -j-_____ C_,i_b_:e ___ ~" 'ooe, Pdn~~~u~ ___ ~ =l 
C.. .crlcti. - I"· ~ 

~' .-~---J.~~~~-~~~: .. ~~--~~=~~- ---P,,-,,,-,cllun ... 

Exposilion ... . ---------. -- .. - . ----------.--------------; 
EnQlH~le ... . 

Alilres ..... -.-.-.------ ---.------------.------1 

.1.3.2 InfornliJtions relatives <tux ilc!il/it.~ti u'hY<Jienc el u'assnilll:.~~lI1ent 

Nr.mlilt.: 00 ruls deli III!!; : Nombre de oite!j d61ruils : __ ._.,._. __ _ 

S:!PI;I ii;:;i.;'; mur:ll,::s Ir[:i![:('<; (m2) : 

t.\onl~nl de::; amp.n(!i.;: : 

1f) 



-1.-1. ACTIVITES PREVENTIVES EFFECTUEES PARL.:E POSTE DE SANTE 

4.·1 . 1 Consultations pranatc:tos 

t'JOIIIIJIf: Iia nOUVf::llus {JIOSSl!!l f. l!S : 

I JI"nlll(: lit! '/ilL(;lIllllul'I', 

4·1 .:? Consultations plJsl ' "illall!~ -

Nombre (1e cOilSullnllles : 

4 .4 .3 . Planificntion fnmitiale 

4.4.3.1. Contraception 

Nouveaux acceptants elll programmG 

Anciens acceptanls elu programme 

Abandons du programme 
suivanl la dernl81e methode 

Pillule 

0 . 1. U. 

Condom 

Aulres 

Quantites recues 

Quantites diGtribuees 

QUilntites perirnees 

Qunnlites en Slock 

A)ADULTES 

d01l1 <I hillil flSllue : 

IJ 1\ t 1 VAT 2 . 

NOllllHe total (Jc consultations: 

a) utilisation des methodes 

Pillute 0.1. U. Condom Autres Total 

.. - .. , .- - -

b) Changements de methode 

Methode actuelle 

Pillute I 0.1. U. I Condom Aulres 
TOlal 

I 

I 
'. 1 

j . . - ' - " - " " ' - .. .. . .. .-... .. -

I 

.... 'r 
I 

... . .. .. 

I 
c) Produits contraceptifs 

Pillule 0.1. U. Condom 

... '-- '" .- . ".-..... -- .. - --.--- --- - -.--- . -----1--------1 
. -- . - --.-- .. -----.. . - - ... --- .. ------ --.. ------ .-1--------1. 

4.4.3.2. Lutte contre la stcrilite et les MST b) MST 

Affection Cas depistes 

,I} Stcritilc 1re cause 

Cas elcpislCS Cas gucris 
20 cause 

3u C<lU~O 
HommGs ._-----_.- _. 

Aulres MST 
Femmes 

TOlnl 

.Y.E~,s preCision . 

I TOTAL MST 
(lepislees 
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, . B)ENFANTS 

Groupe!; (f'floes COl1sullants Consullations Evacuations vers Ie C.S. 
--------r------~--------~~~~~~~~~ 

0- , 1 mois . ... .... . ..... . 

12 - 23 mois ... '. " .. . . . . . 

2 - 4 ails .. ... . .. . . . ..... . 

5 - 14 ans . . . .. ........ . . . 

Age non declare .. . .. .. .. . . 

TOTAL ..... .. .. . . .... . 

-l.4.5 . Surveillance ponocralc et nutrit ionncllc 

Degre de malnulrition 

Inl. a 60 % ... .. . . .. . . . " .. 

60 Ii 80 % . . . . 

Slip. a flO % . . 

0- 11 mois 

Noml)rc do cns lIu (jj;lrrho o (IOlnl) : 

Nombre de cas lle diarrhea trailes : 

. ..... _- ---_._------_. _ .. _--_ .. _ .. _ --,-------
.. . .. .... _. '-'--"-- -' - . - - --_._-------_._--

a) (poids / Age) 

12 - 23 mois 2 - 4 ans A~e non delermine Total 1 

.. .... _. , __ ._ ------------.1.------

I)) RVO 

Nombre do ens do diarrhea relerea vers 10 C.S. : .. 

.. __ ... ____ _ . Nombre de cns de diarrhee referes par les cases: _. __ _ 

4.4.6. Vaccinations des enlants dans Ie cadre du PEV 

a) eftectuees au niveau des Postes de sante (Centre fixe et strategle avancee) 

Groupcs d'noos 0- 11 mois 12 - 23 mois 2 ails at plus Age non determine Total 

B.C.G ...... .. .. . . . . . . 

DTCP 1 ... .. . ........ ... . 

OTCP 2 . .... . .. .. . . . .. .. . _ ... _ . .. ... _- .. - ._._-- -----_ ... _ .. __ .... _ .. _- .. -------
OTCP 3 . . . ...... . . . . . . .. . 

Rougeole ... .. ..... .. . . .. . .- '-- . __ .-._._._. -_ .... _-_ .... -_ . '-"-- --------
Fievre jaune ... . . . ... ... . . .. . __ ._._---- -----... -.--.--- ------
Enlants complE~tement 
vaccines . . ......... .. .. . , 

b) effectuces au niveDu des Villages desservis par les Postes de sunle (equipe mobile) 

B.C.G ........ . . 

OTCP 1 ...... . .. . . 

OTCP 2 .. 

DTCP 3 .. 

Rougeole . . 

Fievre jaunt: . 
Efllallls complctemenl 
vaccilles .. 

" 

o - 11 moi:> 12 - 23 mois 2 ans et plus ._-----1--- Age non deltennillC Total 

--.---- -----------_. -.----~ 
! 

. - - _..... .. --- -----_._---, 

._-_._-_ ... __ .. ---_ ... _ . . _---... - ._--- ._-_._--

.. ... _ ... .. ... _.-.. -. .. _-_ ... - .. '--' ._--\--------_.---
'--______ . _____ l_ I 

I r, 
I.' 



5. ACTIVITES DES CASES DE SANTE 
"-' .... - ! 

!.i.' CONSUL Til. nONS, ACCOUCHEMENTS - DECES 

NOlllllm (In C()II~ultilll()llf; 

NOIllI>re lfaVilCWlIlOIlS vlirs IJ pO::,le de SillllO 

I'ICH 111)1 e II' dCC:CoIIClh :1111 :111:, 

doni levOIlUS gueris : 

(Ionl (lE:ceOes 

dnlll pOICl~. IIl1efl('lIrs a 2500 gramrnes : 

Nombre (Ie morls-IlOs Nornbre de deces de nOuvoaux-nes : 

Nombre de deces d'enlanls ages de moins de 1 an (0-1 1 mOIS) : 

Nombre de deces de meres: doni· 

a) Suile nccoucl)p.(l\p.nl : 

b) Suite avorlemenl : 

Nombre de decas d'enlanls ages de: - 5 ans (0-4 ans) : 

Nombre de deces tous ages conlondus : 

5,2, SURVEILLANCE PONDERALE ET NUTRITIONNELLE AU NIVEAU DES CASES 

a) (Pc)ids I Age) 

U I I IlIoi:; 2 - '1 nns Ago non determine 

lilt. " iii I 'y., 

GO ,i UO 'Yo .. , . 

Total 

Sup, a 80 %" ..... .. -- - -'-._-------- -1-------1 

b) RVO 

Nombre (Ie cas (Ie (Iiarrhon (Iolnl) : 

Nombre de cas rie (Iiarrhee trailes : 

Noml)[C rio cas de (Jj,lI! he!! rCf0.rp.$ vers Ie pOSIr. . 

19 



I " 

NOSOIOIj'!! \C.I.M. 1975) 

00' Cholera .......... _ ............ _ 

002 Fievles Iyplloitle ~t pal<llypho'ide ....... . 

004 

006 

009 

009.3 

Dysenterle ilHccill"ire_ 

Alnibiase .. 

Infections lI11eslinales Ilwl aelillles .. 

Diarrhees inleclieuses ........... _ 

0',-012 TuberclIlose apP<lreil respiratoire ....... . 

020 Peste 

022 Glla/holl 

023 Brllcellose 

030 Leprr; 

032 [)iphte/lp. 

033 

034 

COQuellfChe 

Anglne a slreptocoQues 'H scarlatine 

036 Infecllons a I1H3Il1llgocoQlIes 

037 

045 

Tetanos ................... . 

POliomyelile aiglie ... 

050 Variole 

052 

055 

060 

070 

071 

on 
076 

077 

084.0 

Varlcelle .... 

Rougeole ............................. . 

Fievre jaune .......................... . 

Iclere (jaunlsse). ...................... . 

FlLlUl: (cas ;,vue; '''1t:G~) ................ . 

Orcillofl~ . 

rU.lCllo/fle. 

Conjoncliviles a virus et chlamydia ..... . 

Acces paillstres pernicieux ............ . 

- 1 all I - 4 nos 5 - 14 DOS 15 - 54 OOS 55 & + TOlal 

. · .. ·---1-----

_ ... -----. ------1 

... _-_ ... _- ------_ .. ---._---... . "'----'--'- -----1 

084 Aulres acces paluslres non pernicieux ... ,,_. __ ._. ________________ ... _. _______ _ 

090-097 Syphilis .............................. . 

098 

098-4 

099 

102 

Infections gonococciQues .............. . 

Ophlalmie du nouveau-ne .............. . 

Autres maladies veneriennes ........... . 

Pian .................................. . 

120 8ilharziose ............................ . 

125.3 Onchocercose ........................ . 

I :' !i.l 

I :,r. 'I 

13:.\ G"ll: 

~"()·2'1 ~-' (;",111' 

:::-'0 [)1.IIlu!., Sliel (; 

26()- ?fj~~ 1"!;""111/,110" (Autres . ) 

~)En·:~li(. 1~IIi~fllh"~ 

L--_____ ...... .. . 

-------- .----.---- .--.----. -----1 

------ ._---... _--- - -- .......... - ... .. .. -._-- _._---
. .. - -- ........... -.-..... - -..... -... ---....... - ··--·1-----1 

·1 
J • .• -.. -- ----- ----_._ '--_____ L _____ -'--___ --' 



. ' 

320 

345 

346 

260-379 

380-389 

390-:\92 

<\01 

430-.138 

.155 

450 

460 

463 

1\00-.186 

·1 117 

490 

493 

530-537 

540-543 

550-553 

583 

-184 --186 

600·606 

614·629 

70S.S 

729 .0 

771.3 

780.6 

70".0 

787.0 

797 

000-025 

870-897 

9·10-£).19 

9GO-979 

.... 260 

261 

MORB1DITE (Poste de SCl:1le) 

NOSOIO!,l1e le .1 M 1!)7!») 

Mp.l\iligile pU/lllellle (l)Clcleriellne) 

Epilepsie 

Migr:lll1e . 

Maladies de l'cI?11 t?( lie st)s ,1IHlexcs 

Millilthes de 1\1/ ellh~ 

RllIll\\allslllt· .1I11l~1I(;lHI~ ill C!1I 

tiYP(~III'II:;l(lIl d(("IH'IIt~ 

1,,!;tI;ldi8::; V~I ::;clIl,11I es cell:b, ;lIe 

H yPOIt.!II!>I0., 

Rhllme 

AO{Jioe (;:III1Y(Jrlill i le ;1I\1I.e) 

P1\( ! lIm(jIlI(~~ 

Gnppc . 

Brollchile . 

Aslhme .. 

Maladies CESOP')age . estomilC el dUDelanum 

Appendiclle . 

Hornit?s illHIOllllllillmi 

Nepl1rjle ~I neplHopatl1le . 

InSullisClIlCe 1l!1\,'le 

MClladie::i ()r\lill\l~S nenilaOlx (Ie rholllme . . 

Maladies Or~l;iI\8S genllam (Ie 1(1 femme 

Maladies (Ie la peau . 

Rhumal'!)II't: 

TeleJllos rlu !I0llVeaU-lIe 

Fievre (l'oriOll10 1I)(leIOrminee .. .. 

Ivlul de t,':le 

VUlIliSSClfltml:, 

Senillle .. 

FrilCltllt!s 

Plall::~ 

B, irillres 

InloxlC,lIu HI 11"1 ( Ilcnl nCfl((HI::;eS 

Kwashiorkor 

Marasme 

'\lllres r:aWH!S rle morl)idite 

Totnl conSIlIl<l1115 n:lr nnc .. .. . . . 

- 1 <1/\ 1 - <I all5 5 - 1 <I ans 15 - S-il ans 55 & + Totnl 

_. _ . . - .. -- -. - . --._ ..• _------ ---'---

- _ .. _-._- -"--- --- -- ------1 

._ ... _._. _-- -----
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iViOnl'ALrrE (Posle de sante) 

,--------------------- -----
r-------------------_ 

001 

Ucl:! 

006 Amil1lase __ 

009 Illfeclions inlcsllOales mal definies ... .. _ 

009.3 Diarrhees inlectieuses __ .. . __ 

011-01 2 TlIhl~rClilose nppareil respiratoire ... .. . " 

020 Peste 

022 Chnrl)oll _ 

023 

030 

Brucellose .. 

Lepre . 

032 Dlphtcne 

033 Coqueiliche .. 

034 Angine a streptocoques el scarlatine .. 

036 InfeCllons (\ IllcningocoQues . 

037 Teti'lIlOs 

045 

050 Varlole 

052 V:-II icolle. 

055 

060 

070 

Oi'l 

Rougeole .. 

Fievre jaune 

lelO/I! (jilllilissc) . 

(1/" LII/II.lllollvlt,,:. 01 Villi:. ," , :111.1111\,11/.1 . 

11l!·II, / .•. • ' . 11.1111 .. 1 ...... 1"111111 IIlfI. 

090-097 SY(l11111s 

098 InlE:~tICiIlS gOllocoCClques ... .... . ...... . 

0913-4 

099 

102 

Opiltallllle (Ill nouveau-ne .. . __ . _ . _ . _ .... 

Alii res maladies veneriennes. _ .. _ .. _ .... 

Pian . .. 

120 Bill1<1ll1osc. 

125.3 

125.7 

125.9 

129 

133 

Onchocercose . _ ....... . _ .. . . _ . . . ... _ . _ 

InfeCIIOJ) il ver (Ie GUlnee 

Fililllose sails precision .. 

Pclrasitoses i/lleslllH11es 

Gal~ 

240-242 Goitfl~ . 

250 Diahcte sucre . 

260-263 Maillutfition _ .(Autres) _ . 

280-285 Anemies 

~;", 1'-' '_1I_1S-J' r_S_-_I._l_U_"_l'-+_I_S-':_5_-1_II_'l_S+_G_5_&_+_-+ __ T_O_'_,,_' 

.._--- --- - ---'--'--

. .... --.. .-- .-.- ... -...... -. ----1-'--

.. - -----.--. -. ------ -----... _·-----11---

.--------. 

. . -.. ·--·---1-: .. ---_·_--- -
I 



MORT ALITE (Poslo Ut, sanle) 

NOSnIO!1 I1 ! (elM l!Ji':'J - I Jill I - 4 HilS !>.- 14 UIIS 15 .. 54-nns 
~----------------------------------------------------------4-------'--+-------~r--------+ ______ ~ 55 I> .. Total 

320 Meninglte plllulenle (t)act8nenlle) 

345 EPlltW51H 

:3-16 Mlnralile 

260-379 MClICldles de I'wll 01 tlr, Sf.~' "nnexes 

380-389 Malnclies de 1'00llillt: 

401 HYPeltenSIOIl ;lft£?llelle 

430-438 Millndies VU:';CUICllleS cerebrale 

450 HypotenSI()1l 

530-537 ~J.3Indles 03S(jiJIKI9l:. (,stomnc 8\ dlloClellUIl1 

540-543 APIJAnclicile 

550- 55J lierilies all! IOllllnClI(~S 

583 Nel)IHi!e et IlCplHOpallllc. 

484-486 tIlSlIffiscIfH.;':: l(;nol8 

000-608 Maladies orUolle:> qellitflux lie I"holllllle 

614-629 Maladies organes genitaux de la femme 

709.9 Maladies de la peau . 

729.0 Rhumatisme 

771.3 

780.6 

784.0 

7870 

797 

Tetanos elu nouveau-Ile 

Fievre d'origine Inoeterminee .. 

Mat (Ie tete 

VOlIllsselllelllS 

Senllite. 

800-825 Fractures. 

870-897 Plaies .. 

940-949 Brlilures .. 

960-979 (ntoxicalion IIwClII;amGnlelise. 

..... 250 

261 

Kwashiorkor 

Marasme 

Aulres callS!!S oe deces 

rotal <lf~I:CS par t.ae 

_._----_._-

.. _._ .. ___ 00 __ - ____ • __ • _________ •• _______ ._._ 

.--- --- .----- -.------.- --_·---·-1----·-

- _00 ------- _______ 1. ______ 1 ______ 1 

"- -.---.---- --. ---'-'- -. -1------
-------- ._._-._- -------- -------

..... --- --'--'-'-'--'-' -_.-- ----- ------1 

-'--' .. ----- ---.- .. _·_-------1 

------_-1-__ 1 

"-. ~--~- =--~~~=--= ~-~~-----~= ==l 
____ I 
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ANNEX 7 



ANNEX 7-1 

Counterpart Fund Analysis 



FY 1987:.: F·'{ 1~t.:~ ':'5 ~f ~D;l! :..l. 19'21: 
(In th8UEBn05 cf CFAj 

FY 1967 FY 1~S8 FY 1~29 F~ 1~S0 FY '99~ 

BudQet Request 

BUdget Approved by ~lC~~ 

Budget Fece 1'/ed b\! r1SP~S 

EST. EXPENDITURES 
Off. supplles & pr!nt!nG 
Vehlc. reoalr & Mal~t, 
indef"1nitle5"!. key =.tcrf 
Contract salar1e5 w/fr. 
Bldg rep., prot.-related 
Bidq rep., non-;Jro]cct 
Travel e>:pense (eer d. : 
Carbl.lrant 
Telephone 
Unexp Lu nee 

IS0 ,'.900 

i~0 ,000 

0 
--------

(3 

o 
o 
o 
o 
o 
o 
. .." 
v 

o 
o 

100 ,000 

! !o0 ,~'O0 

50 ,':100 
--------

~ 1 ~ 1 -
E ~28~ 
:J ,540 

i 9 . " 
1.JI,J 

0 
0 
0 
0 
0 
0 

1 :0 ,tJOO 

? 

c: ,71 
~V ,J0(~ 

--------

1 , .: '7(: 

, ,.+80 
'7 1 ~('> - -'-

1 8 .334 .., 
·:>a·~ - •• """'00J'..l 

! 1 ,61 ..., 
r ..... a 
00...; 

10 
rj 

03 

::;0 ,000 

::. t:' 000 

513 ,'M)0 
--------

! .:!. '"' i6 '.-

! 0 ~-:o 
~ w __ u 

-: 1 :0 -' , 
1 .:, .01 , 

;3 i '"";"'"' 

0 
0 
0 
0 
0 

1 '3 ,"/)00 

=..:. ,300 

c-
-'- ,-913 

--------

1 ,54: 

14.87: 
o 

1 ,65~ 
480 

5.560 
290 

5,1 :9 

Toial Expenditures 
CUMulat1ve Expend. to Oat 

o 
o 

33.916 
33,916 

50.000 49,523 47,441 
83.916 133,439 180.880 

Balance Ava11. 4/91 
Returned to Treasury 

o 
o 

o 
16,084 

o 
(1) 

SOVRCES: Budget requeets and budget approved aMounts are frOM files 
kept by AID. MeMoranda entitled ·PrograMMe annuel d'utllisatlon 
des credits: budget d'lnvestlsseMent" 

Actual aMounts receIved bv MSPAS, and expenditures by category. are 
frOM the counterpart fund\ournal at the UGP. IndeMn~ties paid to key 
personnel are calculated f~OM the origInal "Arrete" whlch caMe cut 
each year, statIng how ~uch each person is entitled to Monthly. 
Benefits for key staff (e.g. taxes) are included WIth contract 
salaries and benefits due to lack of tiMe. but there 15 

suffIcient inforMatIon In the journal to separate 
eMployee if a More detailed analYSIS 15 desired. 
expenditures 1S In the ferM of "bons" (vouchers). 
unknown quantlt·! reMe.l;-, !n FY 199i. 

frlnge by type of 
Carjurant 
of whIch an 

ThiS stateMent 15 not aud!ted, and should be consIdered epprO~lMate 
only. See Nates to Fl~anci31 3tateMent fer other :OMMents. 



ln~urance preM:U~) was used as a ·c~ ~~~-~~l · ~~pe~se :3 t ~CGr': 

(e :--:= =ept 1:1 !991, -35 e ;-:ple::1ed t~! ·:JVJi, !.~. =!: .:t~ler :: / pe:l dltur~ s 

were tabulated fi~5t end what was 15ft was ~S5~~ec :0 be :~ntra ct 
salaries and f~:nQe. This May be an ~ \ er~~tl~~~~, therefore, !; 

any expen~e lt~MS fr~M ether catecorles ~er~ M:s!akenl y left out. 

Ccntract s513rl~S 1n 1991 were 5uMM3r~:ed f-OM t he payroll 
an es t iMated ~ .. 

I : . ledger, pl:..:s 
Ge5tionn~1;",= ) . 

recorded !;"1 the 
theM. 

The actua 1 
cash journal. 

f~lnce ~ , ~e n se t~3n5act10ns were 
but there wa!n'~ tlMe to tabulate 

Pro ject ~5. Nr"-~r~ j ect Bu i ldlng Rep~l~. 

Project related: Extension for PharMac~ !n Fa:lc~ !: .:08 M. CFA : 
and repairs to the eM Sokone (0.530 M. C~A ' 

Non-prOject re!atea: RepaIrs to Divislon ~f Personnel in MSP 
<1.789 M. CFA ) , UrGl~gle Serv)':e. HC'5~. D-3ni:c ;3.:30 M. CFA > . 
Cobalt TreatMent Unit, Hosp. Dentec (0.95! M. CFA), repaI r s to 
unspecified bUIlding (0.663 M. CFA) 

Project related: Repairs to UGP bUIlding ( ~.4:1 M. CFA>, Kaolack 
Training Center !MprOYe~ent5 (3.700 M. CFA) 

Non-prOject related: Repairs to DAGE building ( 0.941 M. 

Ecole InrirMiers d'Etat, COMP~ter rOOM (0.723 M. CFAi 

Telephone. 

rCA \ 
VI ", , 

This e xpense is for tele~hone in5tallaticni~epalr, but not for 
service. In fact, no fixed expenses are paid WIth the BNI 
(electriCity, water, telephone service). It isn't clear why 

Un~ x ~lai~ed Ex pense. 

Because in 1'391, actual salar:es and an e.st ~ ;:dted frlnc~ 

per:ente~e wer~ used to calcula;e the ~~ntr3~~ 5alsry and frl~~e 

e~ cen!e, no "catch-alI N category was used. 
an une>~;J15i~ed calance once e >< clained ~ ·: p-::n5e5 "'-Iere 5ubt.racte:j 
fr~~ the ~:~a! sf e ~ pena!ture5 to date. 
seeMS e x treMely high. Perhaps there ~ere unusual M~~ic~~ 
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COUNTERFART ~UND 
PROJECT VERSUS NON-PROJECT RELAT~~ CONTRACTUAL SALAR:~5 

HJ CFA 
'P3vroll as of r'1arch 3 i , 1991:) 

Pr'='Jec't. vs. 
Non-project ~ 

p~.:o j eC t 
Ncn-Prc~ec-t 

Tcial 

Actual ;;ayr:::ll 
f1arch 1':391 

NOTES; 

11cnthl '! 
E;-:Pen5e ,. ~ 

7Q" 0-::, 
I -.J":'" ,-..J ••. ".-

1 ,690,529 

1,703,837 

.1 ..... tOt 
. "/0 

100% 

• Whether a Posltlon was proJect-related or not was decided 
by the evaluation teaM, based on location or service in 
which ~er50n was eMoloyed (see following table!. In fact. 
It is likely that the secretary at the RM of Fatick is actually 
eMployed at a health center, and that the staff at Kouncheui 
health center are not perforMIng pr0ject-related activities; 
however, at least they are eMPloyed in the project area . 

• * Est. salarles (excluding allocations & bonuses) were used 
in SOMe cases, where actual salary data were difficult to 
obtain Quickly, This accounts for the difference between 
the two payroll nUMbers (total of project vs, non-project 
estiMates, and actual pay~cll March 1991--a difference of 
le~~ than 1 ~~ ). 
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CONTRACT SALARY EXPENSE PER MONTH, COUNTERFART FUNDS 
(not all oal~rleo Include allocatIons & ~rlMe5' 

Mar;;h 1991 

PROJECT RELATED 

Unite Gestion de ProJet 
Cleaning staff 
Or 1 'ler 

AccountIng Assist. 

Centre de ForMation kaolacv 
Suppor t 5 to ff 

Reglon Medicale Fatlc~ (C.S.~l 

C.S. Koungheul 
Clerk 
NursIng Ald 

SANAS 
Secretary 

TOTAL PROJECT RELATED 

NON-PROJECT RELATED 

Mi~ister'5 Cablnet 
Secretary 
Driver 

Hopital d'Enfant Albert R. 
Nurse's fhd 
Electrlcian 

Centre Hcsp. de FAN <Dakar) 
Nur::e':; Aid 

I<olda Region 
Secretary 
Clerk 
ElectriCian 

Casal'1ace RegIon 
Clerk 

E.P.S. 
WatchMan 

TOTAL NON-PROJ~CT RELATED 

No. 

8 

:2 

17 

53,'357 
57,:75 
6:t88~ 

53,057 

53,05";: 

53,057 

NA 

Tot.)1 

!:·:pense 

! 06 ,1 ; .i 
57 ,275 
5::: ,88::: 

,I • .,.C ..,~a 
_'t..'U J"-_..J 

c:~ f?!C:-1 __ ,iJ ..... , 

105,114 
53)057 

53,057 

897,795 

-----------------------

.., 53,O57 106 ,I 14 .... 
57,27!3 57,275 

4 53,O57 21: 1 228 
49,075 49,075 

53,057 53,057 

53,057 53,057 
53,057 53,057 
53,057 53,057 

2 53)057 106 ,1 14 

49,300 49,300 
-----------------------
15 NA 

=====================================~================= 

32 
:===========~===~=====:==~:=======================~==== 
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caUNTERP~RT FUND 
~ON0S FA~MENTS TO ~EY STAFF (l~ CFA) 

1987 - 199j 
As Indlca:ed by offIcIal "Arrete" or ~~und in caeh Journal. 
TH!5 TAELE IS UNAUDITED AND MAY NOT BE CJMP~E~ELY ACCURATE. 

Mcntnly [~ate5 Received 
Staf~ ~~eMo~r Pcs.:.:':!.on (e5t iMated :. 

DJ.redeur, DAGE 50,300 Set~Jee!1 • 1 
1~87 - Jun 1000 JL!l ~v _ 

50,000 tJe,c r"''' ~ bv ~he5e - ~ - +: & 
:i l Cl t I 

pa'iMent::: 
but e>:GC' : 

r~af:1accu Tnure AdMln. , OAGE 
C'::lMptable, DAGE 

S0,000 t:Me ;Jer:ods fer each are unclear. 

El Had.: 1 l~adE: 

Dlr. Tech, F5tlC~ 

8assirou Jonneon Dir. Tech, Kaolack 

Babacar OraMe 
LaMlne Diop 
t1at i Cl5se 5aMb Coord. , Fat ick 

Coord., Kaolack 
Coordinatrlce 

Sebaetiana Diatia Coord., Kaolack 

Coord., Fatick 
Abdulaye 8a Coneeil Tech .• UGP 
EMile Dioh Gestionnaire, UGP 

5::',000 
50,'300 
50,000 
c= ~000 
50,';:'00 
S,~ ,000 
50,000 -- ,000 
::0,2100 
=:0 _.'j00 
49,400 
35,000 
30,000 
30,000 
49,700 
35,'jOD 
30,000 
30,000 
59,400 
34,850 
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Jul 
T.,1 

J. ' ..... _ 

Jui 
.Jul 
Jul 
Jul 
May 
Ju: 
Jul 
Ju! 
May 
h:l 
Jul 
Jul 
May 
JIJ 1 
Jul 
Jul 
Mav 
May 

1987 - Jun 1988 
1538 - jun lOGO 

loJV-..; 

1989 Apr 1990 
!oo.., 
I '..IV I - JlJn 1982 
1988 Jun 1929 
1589 Apr i990 
1990 Oct 1990 
1987 - Jun lOCO 

I .... V\J 

1988 Jun 19S9 
19B9 Apr 1990 
1990 Mar 1991 
1987 - Jun 1988 
1988 Jun 1989 
1989 Apr 1990 
1990 Mar 1001 

~ oJ , 

1987 - Jun 1988 
1988 Jun 1989 
1989 Apr 1990 
1990 - 0-'" 

\.. " 1990 
1990 - Mar 1 '391 



GOS Counterpart in Rural Health II Proiect (685-0242) 

The GLant AgeecmenL didn't d~Lai.l the amount of the GOS contribution . Aflee 

several negoliations between USA1U ~Ild MSPAS we finally obtaincd the following 

amounts (sec bud~el ~eparLition in atLachments). 

19B6/B7: 150,000,000 Cf'A) 

1987/88: 100,000,000 rcqucsLcd by MSPAS; 230,000,000 released 

1988/89: 110,000,000 

1989/90: 50,000,000 

1990/91: 119.000 1 000 ( l'cques Led by HSPAS); 80.000.000 rccol'ded by 

Tota l: 529,000,000 Cl-'A 360,000,000 

From 1986 Lo 1989: USAID had Ilcvcr been involved of the GOS counlel"parL 

budget.s L'Opat'!. i. tion. We nevel' knew how t.he funds had been used dasp i Le 

multiple HPNO request:;. 

Plan 

In Januat'y 1990 the UGl' coordl.naLol' ~uhmiLled Lo us the Pl'oposals for t.he 

utilizat.ion of the budget. for 1"Y 1989/1990 and 1990/1991. Aftee oue COtllInCnts 

re tho::;c Pt'oposals the coord i.naLol' let us knO\'II that because of the dead line ::'0 

submit the budget for: l"Y 198911990 to the Minisll'Y of Plan ilnd CoopceaLion he 

sent the pl"oposal without our su~~cstions and promised to work closely with us 

before finalizing the budget. for fY 1990/1991 (sec aLlached letter). Not.hing 

happened since there, 

Recommendations 

1. InvolvcmenL of USAID j n the pt'ocesz of t111~ GOS budgets count.erparL 

repartit.ion, 

2. Use the (:ounlel"prlcL fund:;; Lo suppI)l'L t.l~chnit:ul ,lcLiviLi.c:; of the pl'ojer::L 

as suppl€:menl Lo USA1\) fund;ng and noL only fOt' the opel'ati.ons cxpl~n~cs 

(salaries of t.~~l\\ponll'Y personnel; illd'~01niLlcs; office " uppl.ies; etc . . , ) . 

3, Infol'm USAl[) or the pl:OCI~ ss of db;hlll ':;"lI1cnl (expendiLun~:;; location; 

timing of the utilizal.i.on; \);ll.ance; I~l l · . . . )_ 
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3 

4 

5 
6 
., , 
8 

9 

10 

11 

12 

f 

Intitu1e q:>&atioos 

I 
! 

I I khat de vehlcu1es 

M:lbilier .. Materiel de bureau r/ 
I 

Ha:ln d' oeuvre .. sal aires .; 
t ~.+ fournitures de ~ 

cattxIr'dllt I . 
I Entretien v&1icules 

! Refection lccoux 

I Eau - aectricite - teI~ 
I khat gaz 

I Frais deCldepl~t 
I Acbat de moby1e~tes + pirogues 

: Reparation ~ettes of- pirogues 

13 :/, lAc:hat de mu.""""'ts 

..... ,,' 

'""' \JJ' 

..... 
Ln 
Ln 

"""'''1, .. ,1>.. 

I 
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ANNEX 8 



ANNEX 8-1 

Suggestions for Improving Transfer of Skills 
During the Health Care Financing Study 
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'-c' 1 Jih,;6'l,¥fie - Rea ItHt~caj:;e '~'T i nanc 1 ng",,5 tudy 4 i 5 "Jook i ng: );Qr.j;lfll:~~ageMent 
,,~\jt:L~lnTor:o!atlon':-:'foraeci5iOn'Mal(inQ'On, "operati,onaL,~ andtmanr ~J'IIfmt 

, ~,',' ,=~mtr?l',,·, levelS":,, ,rather than-" focusing;~' solely ;), ;~on the 
strategIc/policy levels (i.e. seekingdatacforpo!lcy~reforM). 
The f3eling which COMes through in the background discussion and 

- 'r" Introduction' to the study purpose' is, that, lIJe,have,:: sOPle~hing out 
~'there-;-that seeM5" to be worklng (loe. oiternatiytt1:T;inancing 
~r~~n~e~ents)~ but th~ successes are "uneven~an~~ins50Ple sense 

,';" i'nexplicable.>: We want to learn More abQut"what w~rl:.:Sc,and how to 
-~ :-,-' ";"-00 it·;be'tter.'·:-:SoMe ~of- the -decisions the:~tudy-'i'5-~~;'"go~i~'g to· shed 

Q:!,::,":r,rl light"oTl ~ar·et~1:'i5t'£~d·in'the scope-'of work:. ,-,' .~:,~.;:;'~', 
y, 

o 

o 

. ,', 

'. 

How to iMprove the' sustainability of expanded 
preventive and curative health, services -,PrOVided in 
'prfMary c and· secondary heal t.h i ;,facil it ies. w Related 
quest ions are why 'auto-gest ion t. works be.t"ter in SOMe 
facilities (and In SOMe, regions) than in others, and 
what .. factors:: are' correlated wi th ,high r.at'E!s of cost 
~r~coveryand utili:ation)i r 

What are potential areas for iMprcvingthe~,~anagePlent 
and'adMinistration of cOMMunit.y particip'at!oQnfunds. 

'0 ~Ha~'(wlthin aliPlited budget)to;,~prov.n&h,~pua!ity of 
Q·~~hea:l<t'h~ CCPlPli:t tees. ". - ,!" - ~'. In':r s,;\:cf.i\~ ~>'JU3';:~~,~; . 

~- :~_;.~ .. \~:; ~-.5~~ 

C • :"How' can we iMprove efficiency:and"Quali:ty; pri;jservices. 
- ~ 8- ::".-' 

o How to allocate scarce resources aMong different types 
<of health facilitie5,;;,,·r,-.~· ';'\f:,' n1 

These' are certainly 'very- iMportant-health ManageMent" decisions. 
and the study -has been adeQuately :.deSlgned ',c:to.,c5~1Iect and 
organize the-relevant InforMation, to ~ake theM~ _ The evaluation 
teaPl is concerned, however, that the results of ,the~!tudy May not 
reach the true decision Makers. The study should therefore take 
special care to link the collection of data with the people who 
will be using those data to Make decisions. A single final 
report would be, an appropriate output. to the study if the 
ultiMate deciSion Makers were policy Makers in Dakar, but they 
are nct. One of the key features of the Senegalese health care 
3Y5teM is that deciSion Making is decentrali:ed, a feature that 
the !'lulU-Million dollar RHOS IlleS project', Phase II sought to 
reinforce. Fncing structures and levels· are deCided at the 
facility level. even as far down as the health ,posts and health 
huts, and show a reMarkable deGree of innovation and ~ariety. at 
lead in the' two re~lons visited by the RHOS IlleS evaluation 
tedM. A single health pest May =olrect~nd spend over I Million 
CFA per year~in user fee revenue. While.h~alth COMMittee MeMbers 
play ~MPortant. roles in th13 resource alloc~tion proce~s. the 
pecple taking the cperational lead arethe,Medecin Chef and 
Su~ervIseurs at the distric~ level and the InflrMler Chef de 
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' il5~ 
' and 

· .: " ' _ ." , . _ ~ . - ...... " ~ .. ' , _, ~ ,~o': ' , :'-",_, I. ' ~'. _ t._. , ..... '" . .' '. 1,1. ' , • . ,.~. __ ' , ! 

" . . { ~ -' .id THe :: -' tea~ ;:.gugge5t:Sithat:· 'th~ · i s ·:tudy. : , proceed as.planned .:tor. sclMple a ' 
:> . '_ ·; ;:! >: nuMber ~ _L o 'f '< facll i ties :l 'n~: alL reQion~ ; ~~xcep-t K~oiac 'k ,~ and Fat ick 

;: .. ,, ; T~ (t:3ru. ng" i tJto " f; ae<:ount"~, our: ~ :c.onc.ern.:s " n!oard:inQ ": l l1'\ate:':'~l,n es and 
" -- <.,.~ :' healthj hut!.1<'! described·'; below:b :' dn the Kclolack-. and Fat"ick region5. 

,(; . ,::~ hcwever'V t:he ~ ,study sholHd:'coMb tne ~daJa ·~o ll .e'~'t :i·()n': ~'i th. '-f i nanci a 1. 
' ManageMent ., tra ining ~ · :aridi ~ c.di-ss.eMi nat ion, ',' dctiv:i '(l'~S ' ,'; .by-. hoi di ng 

. . . ' :-. ' ' '''.-:. , ' ' '- . ~ ..•. . '. ' . ' " ' . • ,-- " . • .... . . -.. ".-- ' 1; ., ; ., . . 

~everal 3~M(na~5totrain ~ll health f~cilitY5~af' as-study 
. enuMerators" capable of ,iMPleMenting .- -the revenue. cost. and 

'.' :'., r :'.1 T ··· U b'li zation" Que·s'tjonnalr.e5 eaah;dn:.-hiS or he.r:,; own .f BC i lit y. , The 
' Ma] orft\i' of heaHh ::- centers .and ' heal th DOS h p! n . the two ' regions 

,: ." r, ~ :: . .'"" .- shouYd ~be' J. ~iri·clu-ded.:> ·~ · Once ,·:trai'ned,;, : the · staff would return to 
"t he'f;-- : fa1:"1:1"1 ties .t ~COMP lete ' t he .... 5 tudy ' 4uesti~l;mai res,and ' Qat her 
' any ; othTe'r\~ supporting :" :docuMenta'tioo ,; reQu~5ted by .. thesiudy 

.. re5earch' l~ t'eaM (e.g. :interviewhealthcoMMittee MeMbers for "ca5e 
studies. H collect data :~ froM : , health : . huts'>. '.The ' staff would then 

· COMe back together fora follow-up seMinar to review and analy:e 
"· 'dhe ::ciata ·.-collected; anlt .. to "brainstorM ~ together about hOl.., io 

. ,-;.- .- ': Make ' : tiet ter ·O: ManageMent ' dec.i 5lon5 . on ' :: t he. ;·; basi S of the new 
finanbial infor~ation. The final siudyreoortwould then contain 

. ' ' ." ";'ot"'only:·' tables .' of : the-- daiat froM :the ; f"'egion :'s ; :;aMliled fael Ii b .-es' . 
,;but ,ci : synthes is of what; the. $eneoalese', hee).tO , sia ff.-f.eU <wereihe . 
. "" . . . : '. ':" ·~·,-. ,~ · i .. · ,:'I~· ':", :.0_-, "\': ,_" " ,,: '-;_.,.,. : .. , ... .; '-~ .•.. . - : ' __ : _ _ -" ~ ' . . . ' . ... . ~ • . _ .. ' : . .- . .... : •• ;. ... ~." . . '"". ~_ ;. ~" ~ ' ·~ ·. _·:.;.~~ .r'".-•. .. • .. -.--__ ~~ .. ; ... .. _. : 

real ' • success factors M ' inhealth' c'OirlrtiH t'e'er\ '~'h'ea'lth:?hut;y '; a'nd;\'other " 
, i: ,' ;.' · ' .. ··'-> fac·il1ly!::lqfer:forMance. , ;aridd heir. ,., .own appro.a~t'-e~qr30iutions to 

the, probleMs of sustainability in the health sector. 
'-'. - .. ~ . 

. '. ~: ~ ', . . 

~ ; ' ':, :J : -; ,~~I.; ~ :~ :::-'; : . . ; : ~· ·t:~ " -:' ·: · · - b. ~ :. · :. -~:r L!~ 

In adding these desion .eleMents .• ; , the f~ -stu.dy will be a true 
tran5f~r of technology in health financino. and will have 
iM~ediate benefits in iMProving financial sustainability of 
ser'/ice '-d~li ver'y. ,··The ·:;.final; :r~pod .- shoul d then · ~,nclude 'an acticn 

" plan ~ :and :--" ' reCOPlMendat ions .-.:. .' foc · how ~ do trdns fer ~ SOMe of these 
. : tr'ci'i n1 nQ '''and sk'n 1 'enhancel'lent · ex ere i ses · to -ot he~ ' ~~QiOnS of the 

' co'untrx.' :: .~~ ' ,-.. .":0 .--: : , ::- , 
".... ! " ~ • . ' ., 

' ., :' ... ::: . } . 

On the technical d ~ siOT\.- s1de," the evaluationtea~ discusses below 
several " ' concerns about collectino data frOM Maternitles and 
health huts. 

6 Maternities. Sa~ed an ourd5ta collectton frOM F~tick 
and Kaolack. ~any rural Maternities are operating at very. very 
low' c'apac:ity· ( e.Q. 5 deliveries a MonUd. Yet, Quite a lot of · 
inv·e5.t.rie"~f spe'ndino h,t . least c: in Kaolack > •. Qoesinto Maternity 

' units . .. Fer exaMPle~ blefoundthat in the . 1990-1991 budget for 
the Cor{Muni.lute5~,c · Rurales · (1 ;e . . local .: governMent · budQeb) of 

': "r:aolack ~ " 'about 44~ of all heali h expemditur~s :(5.6 or 15.1 ' 
:"Ii 1 f16ri 'CFA) were for '· construct ion '. repair:'5 . and equipMent fJr 

· rural ·'-,Yiat:errHties. > :Most --': are ' operated by the . saMe ' staff . that 
':'~operat'e ' the heal th posit. ' 

i , 
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hOMes or =15ewhere~ wi uHri ithe"lt'OP1Munlty: . Others' 
are considered non-functioning 'because the-heahh 
post nurse has never received written report;; 
however. consul tBtio~1 books and records of .:;Jee, 
paYMents ar'e being k,~pt at the locallevel.r':~'-~;;i:'·. 
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