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FOREWORD

A well-known Japanese saying goes: “you can fall down seven times but make sure you stand up eight”. This thesis is the result of a long and arduous road that has met several obstacles. The main obstacle being myself and the nasty habit to put the whole thesis back in the fridge for prolonged periods. Parallel to long lasting human relationships I developed a love–hatred relationship with my thesis, mostly with very little love and lots of hatred.  I could never have finished it without the support and efforts of my supervisor, Ms. Gijske Dijkstra and the feeling of guilt I had towards the very dedicated people I met and worked with in Mali, notably Dr. Evert Kamphorst, Tropical Medical Doctor and SNV Technical Advisor and Mr. Hans Meenink, SNV Project Director of decentralisation affairs in the Dioila district in Mali. Furthermore, two of my dear friends and fellow students in Public Administration, Barend Duits and Pablo Meegdes, have been on my back continuously asking about my (lack of) progress even at times when we were supposed to have fun.  Although they have been really annoying and mean to me, I forgive them, for their intentions were good.  

The research that I conducted in Mali itself was one with great challenges. The weather conditions from February till June are such that temperatures never drop below the 30 degrees Celsius at night, and averaged around 45 degrees Celsius during daytime. During my 3 months stay I can only recall one day of rainfall. Transportation was another challenge to face. Road infrastructure was almost non-existent and the dirt roads were in an extremely bad shape. The few paved roads had actually such big potholes that they were even more uncomfortable than the dirt roads. Reaching the health centres using public transportation was only possible when there was a market held in the village that day, and the open pick up trucks or taxi brousses only will drive off if the truck is fully loaded. Several times I paid the driver for the remaining empty seats to ensure a timely departure.  It happened to me twice that the truck broke down and I had to walk the remaining kilometres. I have rented a small motorcycle together with my interpreter, Mahmadou Mariko, but that too broke down and the rental fees I had advanced for the remaining days could never be refunded. Throughout Africa, no refunds exist if services break down or products prove to be faulty.  

Given these experiences my admiration for the dedication and determination of the Malians involved in first of all creating the CSCOMs with very little means at their disposal and secondly keeping them up and running “against a sea of troubles” has only risen. Even if the community clinics do not operate flawlessly, what the people in Dioila district have achieved deserves my hat-off.     

I would like to express my gratitude to my supervisor Dr. Geske Dijkstra, to the second reader Dr. Hans Klaassen, SNV associates Dr. Evert Kamphorst and Mr. Hans Meenink, to my interpreter in Dioila Mahmadou Mariko, the Sanogo family in Dioila with whom I spent lots of time and stories and to my dear friends Barend Duits and Pablo Meegdes. 

Finally, and most importantly, I would like to thank my father Frans Pex, a man you can always, under all circumstances, rely on, for his love and support, both spiritually and financially and without whom this thesis would never have existed..

GLOSSARY

ASACO:
Association de Santé Communautaire

CMDT:
Compagnie Malienne de Développement des Textiles

CSAR : 
Centre de Santé d’Arrondissement Revitalisé.

CSCOM : 
Centre de Santé Communautaire.
CSref : 
Centre de Santé de référence.

DRS/DRSA:
Direction Régionale de Santé/ Direction Régionale de Santé et de l’Action Sociale

ESSC : 
Equipe Socio Sanitaire de Cercle.

IB : 

Initiative de Bamako.

ICPM : 
Infirmier Chef de Poste Médical.

ME : 

Médicaments Essentiels.

MOH : 
Ministry of Health in Mali, Ministère de la Santé de la Solidarité et des Personnes âgées.

NGO : 

Non Gouvernmental Organization.

PDSC : 
Plan de Développement Sanitaire de Cercle.

PDDSS : 
Plan Décennal de Développement Sanitaire et Social.

PMA : 

Paquet Minimum d’Activité.

PPM : 

Pharmacie Populaire du Mali.

PRODESS : 
Programme de Développement Sanitaire et Social.

PSPHR : 
Projet Santé Population Hydraulique Rurale.

RAC : 

Réseau Administrative de Commandement.

EXECUTIVE SUMMARY

This thesis tries to answer the question why community health care institutions, the Centres de Santé Communautaire, in the rural district of Dioila, Mali, have not been able to achieve viable utilization rates. Apart from identifying the causes the thesis concludes with several recommendations. The primary health centres in Mali, called CSCOMs, are the result of a new policy towards health care that originates from the Bamako Initiative in 1987. At the time, several African governments agreed, in the face of structural adjustment policies, to restructure their poorly functioning health care systems with the objective to include the cost recovery principle, to increase financial and physical accessibility and to promote community involvement in health care. 

The community centres were thus created, in Mali and several other  African countries. The centres are managed by an association of community volunteers called the ASACO. The establishment of each CSCOM was partially financed by the community and partially by state and donor funding. However, due to poor utilization rates the majority of these Primary Health care institutions have not been able to generate a viable income and recover  sufficient expenses. CSCOM expenses consist mainly of the salary of the staff: usually a nurse and one or two midwifes. Literature studies on the subject showed varied results but emphasised  the importance of both quality of service provision as well as constraints to utilisation following social structure and health beliefs, e.g. male dominance in decision making. 

In  order to collect primary data field research was conducted at four health centres, namely Kolla, Ngara, Wacoro and Banco, in the rural district of Dioila in Mali  during the months of March and April 1999.  By revising the model of social behaviour of health care use that was originally designed by Anderson, a framework was created in order to determine and analyse the factors that have contributed to under utilization.

The field study confirmed the low utilization rates and identified five major causes of under utilization of the health centres. . Two causes relate to the strong persistence of family and village feuds and the reliance on traditional and informal health care provision, like auto medication and traditional treatment. These causes belong to the social structure and the health beliefs factors of the research model used in this research. The other three causes belong to the resources and organization/policies of the health care system. The quality of human resource of the health service provision, notably the qualification of the treating staff and the competency of the ASACO board members that organize and manage the health care center, have an important impact on utilization.  Finally , utilization suffers from the proximity of competing services that offer a higher quality of health care.

The study concludes by proposing three recommendations that might contribute to solving  identified problems.  Firstly, by promoting a more pro-active role by the supporting government institutions, notably the ESSC, to respond to the needs and problems encountered by the ASACO board members and to improve and facilitate the human resource of both ASACO board members as well as the under-qualified CSCM staff. through regular training.Secondly, by promoting the use of additional sources of income being tapped into by the ASACO board. They could also establish formalized forms of cooperation with the recently installed city council to attack the problems of unprofitable health centre. Thirdly, by introducing a form of solidarity or prepaid health care service to redistribute funds to the health centres in the district that struggle for their existence.    
Chapter 1 GENERAL INTRODUCTION AND PROBLEM ANALYSIS

1.1
Background

At the international conference on Primary Health Care held from six to twelve December 1978 at Alma Ata, Kazakhstan, the governments and international institutions participating stated that 

“…a main social target of governments, international organizations and the whole world community in the coming decades should be the attainment by all peoples of the world of a level of health that will permit them to lead a socially and economically productive life by the year 2000. Primary Health Care (PHC) is the key to attaining this target as part of development in the spirit of social justice”.

Today it is clear that this goal is far from accomplished, certainly when applied to Africa. For the majority of the people living in sub Saharan Africa still do not enjoy an acceptable level of health or acceptable health conditions. According to UNDP figures, in the last decade of the twentieth century “more than a quarter of the people in the Third World do net get enough food, and nearly one billion go hungry, 1.3 billion people still lack access to safe water and 2.3 billion lack access to sanitation” (UNDP, 1992: 14).  

The majority of the countries south of the equator do not meet the health care standards as stated in the Alma Ata declaration. To illustrate this point, less than 50% of the Third World population has decent access to health care, 34% of the people in developing countries still have no access to safe drinking water and 46% of them does not have adequate sanitation (UNDP, 1992: 14).  

Through the years several schemes have been developed to improve health care in the less developed countries, most of which were initiated by foreign external development aid agencies, like the World Bank. In the majority of cases, these schemes led to disappointing outcomes. 

1.2
Problem statement

The problems that the healthcare sector in Mali is facing are strikingly similar to the problems of most countries in sub-Saharan Africa. These problems include the inability to control important communicable diseases such as cholera, diarrhoeal diseases, malaria, tuberculosis, measles, schistosomiasis, several other parasitic infections and sexually transmissible diseases (STD) of which the most important one is AIDS. Other areas in which the healthcare providers fall short are the protection of vulnerable groups, the provision of primary health care for rural communities and the limited accessibility and utilisation of health care facilities.

Promising policies involving decentralisation were adopted after the “Health for All” declaration at Alma Ata of 1978, which is frequently used as an important juncture for a renewed momentum for change and reorganisation of previous health care policies. Other agreements on the international level like the Essential Drug Concept (EDC) of 1975 and the Nairobi Conference on the Rational Use of Drugs of 1985 confirmed the international community’s desire to reach an acceptable minimum level of health care and access to essential medicines for all people. Economic decline and structural adjustment policies replaced many of the policy intentions of the Alma Ata declaration. The healthcare sector reforms of the Eighties and Nineties often involved a redefinition of the roles of the state and the market and have placed increasing emphasis on the private sector as a channel for drugs supply. However, the outcome of these reforms has had detrimental effects for the healthcare sector in Mali and in general in the entire sub-Saharan Africa.

The reason for the optimism at the Alma Ata conference was based on the assumption of continuing economic growth as experienced in the 1960s and 1970s and a resulting expected increase in the volume of external support to developing countries in their transition to Primary Health Care based services. The 1980s however brought unfavourable economic tides of macro-economic shocks, leading to recession, increased debt burden and declining terms of trade. The overall term used in development literature is contraction; severe cuts in public sector spending which were introduced by the World Bank under the term Structural Adjustment Policies, basically implied a retraction of the central government services in favour of market and private initiatives. The overall outcome however was a deterioration of public services, including health care service programs and projects, some of which were so delicately built up during the 1970s. The budget cuts were particularly detrimental to the primary level services. Lafond (1995:24) says on this issue that:

“Governments could no longer afford to pay their health workers a living wage nor supply essential goods such as medicines, vehicles and fuel. While spending cuts were by no means uniform throughout the developing world, many countries witnessed the virtual dissolution of basic health care services”. 

Structural Adjustment policies in Africa also led to major devaluations which in turn caused prices for pharmaceutical supplies, which all have to be imported, to rise to a level that they became out of reach for the average African (Leonard, 2004). Moreover, since the health sector depends heavily on donor support, a decrease of the donor support funds implied that for the health sector African countries had to become more and more self reliant, resulting in most cases into the introduction of user fees in the health sector.  Another reason for concern following economic crisis and Structural Adjustment policies in Africa comes from the resulting growth and reliance on the informal health sector, i.e. increased auto medication, reliance on traditional healers and informal services and activities from former or existing health service personnel. Though very difficult to document, health sector personnel, faced with reduced government salaries, resorted to informal strategies to charge for their services and drugs, adding to the increase in user fees (Leonard, 2004, p. 56).      

Contraction of peripheral health care services did give momentum for governments and foreign aid agencies to initiate programs and national strategies in order to find alternative sour​ces to finance and reorganize peripheral health care services. These plans usually included several or all of the following policies (Streefland et al., 1995):
· Finding alternative forms of health provision away from free access to health services, which bankrupt governments could no longer afford  
· The introduction of forms of decentralisation of health care as well as the introduction of schemes of community participation and the creation of decentralized health structures 

· The introduction of elements of cost recovery since national health expenditures usually excluded covering recurrent costs for peripheral health care services. 

Positive results from pilot projects in various African countries led to the formulation of a common strategy by the joint African ministers of Public Health at the 37th meeting of the World Health Organization’s Regional Committee in Bamako, Mali, on September 1987. The common strategy entitled “Towards maternal and child health care for all” is generally referred to as the Bamako Initiative (or IB, Initiative Bamako) and served to many African governments as a new starting point for health care reform within the context of structural adjustment. 

The Bamako Initiative formulated the following principles (Serra, 1999:45).:

· Extension of geographic coverage of Primary Health Care services i.e. improvement of geographic coverage.

· Involvement of the beneficiaries in the creation and operation of these services 

· Adoption of a national drug policy to improve financial accessibility of essential drugs

· Construction of a system of cost recovery for drugs and other services.

In Mali the implementation of these principles led to the creation of the Centre de Santé Communautaire (CSCOM):  small scale community primary health care clinics usually led by a staff of no more than two (one qualified nurse and a midwife), that function exclusively based on cost recovery. Cost recovery implies that the operational costs of the CSCOM (consisting mainly of the wages of the personnel) are fully generated by the income gained from drug sales and consultation fees. 
In its beginning the Bamako Initiative was subject to several forms of criticism. The critics pointed at the reduction of finan​cial accessibility for the extreme poor by holding on to the cost recovery principle. The tension between sustainability of institutional development and equity as part of the development principle is in this respect a clear case. As we shall see later, literature studies on the subject show widespread disagreement on the impact of user fees on equity.   The reliance on self-correcting social mechanisms in the family domain in emergency cases has partly counteracted the ar​gument.

Even though significant progress has been achieved with the introduction of the CSCOM formula, several structural problems have been identified which may well affect its viability (Serra, 1999:49). These problems are generally of economic and financial origin as the revenues from CSCOM services in the majority of cases fail to cover the operational costs of the health centre. Most notably, the viability of CSCOMs is undermined by low rates of utilization.  It is the purpose of this thesis to find out why these primary health care institutions in the Dioila district in Mali have not been able to generate a viable utilisation rate.
1.3
Research Objective

The purpose of this research is to find the causes why in the Dioila district in Mali primary health care institutions are under utilized since their creation around 1997. Under utilization, given the principle of cost recovery and no dependency on external support for recurrent costs, implies a non-sustainability of the service or institution in the long run if no countermeasures are undertaken. Greater insight in the causes serves as a guideline for all the actors involved (the Ministry of Health, foreign aid organizations, local government, the community) to improve primary health care service.  This will be achieved by undertaking an institutional analysis of the primary health care situation in the Dioila district and by identifying the causes of under utilization of the researched centres and by integrating them into a framework. Finally, the research will offer some suggestions for improvement. 

1.4
The Research Question and sub-questions

This thesis has the following research question:

Why have community health care institutions, i.c. the Centres de Santé Communautaire, in the rural district of Dioila, Mali, not been able to achieve viable utilization rates and how can these rates be improved?

The five sub- questions are:

1)
Which factors explain under-utilization in general?

2) How has the health care system in Mali developed through the years and how can the current system of health care be described?

3) What are the current utilization rates of communal health care in Mali in the district of Dioila for the researched centres?

4) Which factors explain under-utilization in the district of Dioila, Mali?

5) What measures can be undertaken to improve utilization?

1.5
Research design and  methodology

For each of the previous sub questions different research methods have been used.  For the first question, question 1, which will be answered in chapter 2, literature study has been conducted from various books and articles both in the Erasmus University Library as from the web. The same method has been used for the second more descriptive question, which will be covered in chapter 3. For questions 3 and 4, which will be answered in chapter 4, both literature study and interviews have been used. The interviews were semi structured interviews conducted with both clients and actors professionally involved in the sector. These range from midwifes, CSCOM nurses, ASACO board members,  and local government officials as well as officials from the national government and SNV, the Dutch development agency. The fifth question will be answered in Chapter 5, and in this chapter literature sources have been used as well as ideas proposed by the interviewed respondents. Finally, during the entire field research, and especially for answering sub question 3 and 4 non-participative observations, for instance by sitting in at meetings, as a source of data collection have been used as well. 

The field research has been conducted in the Dioila district, in the mid southern region of Mali, West Africa in March and April 2000. Community health care units called Centre de Sante Communautaire or CSCOMs have been steadily introduced in Mali since the adoption of the sector wide policy (politique sectorielle) by the Malinese Ministry of Health in 1990.

The unit of analysis is the primary health care institution or CSCOM. The study of these institutions is however embedded in a study of the health care sector of Mali as a whole.   
This research focuses on the Dioila district as part of the Koulikoro region, which is one of the eight regions of the Mali nation-state. The area is located in the mid-southern region of Mali, a relatively prosperous area, primarily dependent on a single primary commodity, cotton crops. 

Furthermore documentations and archival records have been used both acquired during field research as well as during desk en web research before and after the field research. Note that field research was conducted in 2000 and literature studies have been collected up to 2007. Field data collected by a similar research by Coulibaly (2005) did not show a significant difference of the under utilization.  Developments in Mali apparently take time. 

This research is predominantly qualitative, both descriptive and explanatory in nature and focuses on contemporary events: the primary health care sector in Mali. The unit of analysis is the primary health care institution or CSCOM, which operates at the community level. Since multiple CSCOMs have been researched, this research uses the single case embedded research design (Yin, 1988:40-50). 

This study focuses on Primary Health Care. Primary Health Care used here will be defined as ( Carrin et al., 1992:3) “….essential health care based on practical, scientifically sound and socially acceptable methods and technology made universally accessible to individuals and families in the community through their full participation and at a cost that the community can afford”. Primary Health Care includes both preventive and curative health care, as opposed to secondary care, usually performed in a hospital, which is exclusively curative and requires a higher degree of specialization by the health service provider. In this paper the terminology Primary Health Care and health care may be used interchangeably.   

1.6
The Research Model

At the heart of the research question lays the conceptual model used as a framework for analysis in this research. The model used here is derived from the behavioural model used by Andersen (Anderson, 1995). This conceptual framework uses a system perspective to integrate a range of individual, environmental and provider related variables associated with the decision to seek care. Its purpose is to discover conditions that either facilitate or impede health care utilization. The Socio Behavioural model relies heavily on the rational choice theory.  The initial model will be used as a starting point but will be further revised in order to improve its applicability to the researched community health centres in the Dioila district.

The model suggests that the use of health services is a function of three main variables: the user’s predisposition, the enabling or impeding factors and their need for care.  

Predisposing characteristics follow from demographic factors like age and gender, social structure factors like education and occupation or ethnicity, and factors resulting from health beliefs i.e. attitudes, values and knowledge about health and health services.    

Enabling Resources can be broken down into Personal/Family related factors on the one hand, mostly referring to available financial means or insurance coverage and on the other hand community/locality related factors like the presence of appropriate health care facilities and qualified personnel.

Perceived Need refers to the way people assess their own health condition, how they experience their illness and worries and the priority to seek help. Evaluated Need refers to the professional judgment of the people’s health condition and the priority to provide medical care. Thus, the Initial Behavioural Model, which dates from the late sixties for utilization of health care services, is represented by figure 1.

[image: image1.emf]Source: Anderson, 1995

The initial model however does not clearly recognize the importance of the health care system and in this research, the initial model will be revised into a model that puts more emphasis on and attaches more importance to the characteristics of the health care system. In the next chapter, we will discuss the model more in detail.  

The revised model used in this research is presented in figure 2. 

Figure 2 Revised Socio behavioural Model of Health Service Utilization, Adapted from Anderson (1995).


[image: image2]
Theory will be integrated from various scholars on the subject of rational choice theory and health care equity, access and utilization in Mali. Rational Choice theory (Ostrom, 1998) studies social dilemmas and collective action and offers greater insight in the choices individuals make to either utilize health services or choose an alternative based on rational behaviour.  These theories will be applied to the case of Dioila and the researched health centres or CSCOMS.  

1.7
Scientific Relevance

Scientifically this study contributes to the existing theory on health care utilization as well as rational choice theory, applied to this specific case.  Practically this study contributes to the assessment of the functioning of the primary health care services in Mali. The CSCOMs researched here are institutions in their infancies and deserve to be offered time to develop and improve their functioning in order to earn their legitimacy as an institution. 

This study aims to analyse their functioning and to offer some suggestions for improvement.  Improvement of their functioning implies improvement in preventive health care for the predominantly rural populace resulting in less people struck by preventable disease, higher life expectancy and better living conditions. The relevance for the science of public administration, more specifically development administration follows from an increased insight in the effects of policies for restructuring and rebuilding institutions requiring the cooperation and participation of all actors involved: the community, the government at all levels as well as donor organizations.

1.8
Structure of this thesis

In the following chapter, Chapter 2, theories on health care utilization and rational choice will be presented and the conceptual framework derived from Anderson (1995) will be further elaborated upon. 

In Chapter 3 an attempt will be made for a comprehensive description of Mali and its main features: the historic developments of Mali as a country, the health sector developments and more specifically health care in the District of Dioila. 

Chapter 4 will start with the methodology used for this research followed by an overview of the institutional actors involved in the health care sector of Mali. The chapter will then analyse the findings of the four CSCOMs that have been researched and present them in separate figure. 

Chapter 5 finally will draw the conclusions and some recommendations will be proposed. 

Chapter 2 THEORETICAL FRAMEWORK: ANDERSONS BEHAVIORAL MODEL REVISISTED 

In recent years, a number of specific strategies have been consistently advocated in order to improve basic health services and strengthening health systems. These proposals can be found in different academic papers and reports, but increasingly in policy documents and project proposals (Janovsky and Peters, 2006). These strategies have been proposed to counter most of the problems that have been aggravating health care reform. They include the introduction of (flexible) user fees, community involvement, community outreach programs and performance related incentives as well as introducing health insurance schemes. These new strategies have been developed to deal with the most common problems encountered nowadays: poor physical and financial accessibility, under utilization and under equipped and poorly staffed health care services, usually combined with poorly motivated and underpaid staff. It is widely accepted that sanitary conditions have a more substantial impact on general health than the quality of health care services, but the introduction in recent years of these new strategies, intended to improve the quality of health care services, have not significantly improved general health in Mali (Coulibaly, 2005:32):  (infant) mortality rates remain high and contagious and infectious diseases as well as diseases related to malnutrition, i.e. preventable diseases, remain the main causes of death in Mali.  

The key concept of this thesis, the improvement of health care utilization, is certainly not a new area of discussion or analysis. It has been the subject of research throughout the years, both in the developed world as in the less developed countries. Health care historically has been of course one of the primary needs of mankind. As soon as communities or tribes became organized in institutions, health care services, along with security and religion, were among the first to be provided.  Health care utilization implies a rational choice of an individual to make use a service provided.  In light of this principle and in an effort to find a suitable theory for health care utilization, one of the most powerful used in contemporary social sciences is rational choice theory. The rational choice theory helps to understand humans as self-interested, short-term maximizers (Ostrom, 1998).  The first paragraph will address the rational choice theory approach in relation to health care.  The theory underlies the behavioural model of health care utilization by Anderson (1995) and will be presented in the following paragraph. Several improvements and critiques to the initial model will be presented as well. 

Finally, an overview is given of most recent theories regarding equity, access to health care and more specifically, utilization of health care in Mali. Note that the scope of the studies is restricted to utilization of health care in developing countries where resources of both health service provider and health service user are scarce or usually not readily available and the level of institutionalism is low.

The unit of analysis that is targeted for research is the community health centre CSCOM (Centre de Santé Communautaire). It is a textbook example of a newly developed institution based on community participation, resulting from a decentralization strategy formulated by the central government. Its sustainable existence is however, given the principle of cost recovery, very dependent on utilization levels. After explaining the related theoretical concepts, the conceptual framework will be presented. The conceptual framework functions as a frame of reference: it defines the research design, directs prescriptions and organizes diagnosis.

2.1
Rational Choice Theory

When individual members of a community decide to utilize health care, it is assumed that they make a rational decision to act or not to act. They tend to make a calculation of likely costs and benefits before deciding what to do and seek to maximize their profits. Thus, all social action is fundamentally rational in character, is rationally motivated  and can be seen as instrumental, however much it may appear to be irrational or non-rational (Scott, 2000).  This approach to theory is known as rational choice theory and its roots can be, not surprisingly, traced back to economic science. 

Underlying the rational choice theory is the assumption that “…..complex social phenomena can be explained in terms of the elementary individual actions of which they are composed. This standpoint is called methodological individualism” (Scott, 1995:127)

Individuals are therefore motivated by the wants or goals that express their preferences. Individuals act within specific given constraints and based on the information they have about the conditions under which they are acting. Individuals must therefore anticipate the outcome of alternative courses of action and calculate which will be best for them. Rationality implies that individuals choose the alternative that is likely to give them the greatest satisfaction. 

The methodological individualism of rational choice implies that group actions or any other social phenomena are reducible to actions by individuals. 

2.2
Limitations of Rational Choice Theory: Collective Action and Social Norms  

There are however several pitfalls to the validity of the profit maximizing human behaviour that underlies the rational choice theory as a general theory of social action.  In many cases, individuals do not simply behave in a wealth maximizing way, but behave differently, radically changing the outcomes with respect to the choices that people actually make. Behaviour of individuals can be more altruistic or they may impose constraints on their own profit maximizing behaviour.  In general, there is a trade-off between wealth on one side and values like ideologies, altruism and self imposed constraints on the other. If the sacrifice of expressing one’s own ideology, norms or preferences is big, they will account much less for human behaviour. If the sacrifice is small, then people tend to put the emphasis on the altruistic or ideological sides of their behaviour ( Norton, 1990: 22). 

In addition, when people join organizations, individuals make concessions to their own profit maximizing behaviour in order to get in line with the organizational goals and commitments. When individuals join groups, associations and other forms of joint action it is commonly referred to as collective action. Rational choice theory does not explain why profit-maximizing individuals seek co-operation (e.g. a trade union) through collective action, which can potentially benefit others more than the profit-maximizing individual.  

Another related problem that is not explained by rational choice theory is that of social norms.  People seem to accept and follow norms of behaviour that lead them to act in altruistic, non-profit maximizing ways or to feel a sense of obligation that overrides their self-interest.

Social norms are learned in a social milieu and vary substantially across cultures, across individuals within a culture, within individuals across different types of situations they face and across time within any particular situation (Ostrom, 1998).  The awareness of social norms is particularly applicable to Africa and to the case of Mali, where family interests play such an important role in the behaviour of the individual and in everyday life. If one thing is clear it is that the people in Mali feel morally committed to their (extended) family, in a way that is unimaginable to the average individualistic oriented people of Western Europe. 

The issue surrounding social norms and collective actions has already been addressed by Thomas Hobbes, who asked the question: “if social actions are all self interested, how is social life possible?  Parsons (1937) called this the Hobbesian account of social order: self-interested rational actors cannot generate a stable social order on an economic or coercive (i.e. political) basis.  According to Parsons, the existence of social order can only be explained through the recognition that there is a normative, non-rational element in individual contracts, a “social invisible hand” so to speak.  

The problem of social norms is otherwise countered by assuming that individuals are socialized into all sorts of value commitments and will then act rationally according to the norms.  In this sense, a norm is considered an arbitrary preference. For instance, if people want to help their family and get a sense of satisfaction from doing so, then helping their family is an act of rational self interest. Boudon (1996) has taken a less instrumental approach in countering the limitations of Rational Choice and developed a “cognitivist theory of action” in which rational choices reflect strong beliefs that may be subjectively rational even if objectively mistaken.  

When applied to this study in the field of health care in Mali, rational choice theory still holds its ground. In the end, whether influenced or constrained by social norms or external factors or not, it is the individual that decides to use health care, and in cases of severe illness will find justification to escape from the social norms to which he is subject to. The instinct of survival may well overrule social norms and by doing so the individual behaves according to rational choice: the gain from survival is much higher than the loss of social respect. In this light it is therefore justified to apply rational choice theory to this particular study. 

2.3
Andersons Initial Behavioural Model of Health Service Use 

While  prominent in the field of economics, the rational choice theory also forms the basis of many models both in the field of psychology, like the Health Belief Model by Becker, as in social behavioural models (Buetow, 2007:594). In 1968 the sociologist Anderson devised a behavioural model of Health Service Use (see figure 1) that suggests that people’s use of service is a function of three factors: their predisposition to use services, of factors that enable or impede use and their need for care. The model suggests mainly an “explanatory process or causal ordering where the predisposing factors might be exogenous, some enabling resources are necessary but not sufficient conditions for use, and some need must be defined for use to actually take place” ( Andersen, 1995:2) . 
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Source: Anderson, 1995
Predisposing characteristics are demographic factors such as age and gender. They determine the likelihood that people will need services. Social structure involves the status that someone has mainly measured by education, occupation and ethnicity, but also culture and social network interactions. Health beliefs are “attitudes, values and knowledge that people have about health and health services that might influence their perceptions of need and use of services” (Andersen, 1995:2). The predisposing characteristics demographic factors, social structure and, to a lesser extent, health beliefs are usually given and are not easily subject to outside interventions. Their mutability is considered low and therefore not the first factor to be targeted by policies if one is to bring about behavioural change.  

Community enabling resources refers to the presence of qualified health personnel and facilities available within reasonable distance. Personal enabling resources refer to the sufficient means to enjoy the services and to access them by available means of transportation. The mutability of enabling resources is considered high.

Need is composed of perceived need and evaluated need. Perceived need is  “largely a social phenomenon which, when appropriately modelled, should itself be largely explained by social structure and health beliefs while evaluated need represents professional judgment about people’s health status and the need for medical care” ( Anderson, 1995:3)  This research however does not focus on evaluated need through professional judgment which renders the “need” component in the model superfluous. Thus, in our research need will be exclusively captured by the factors social structure and health beliefs as part of the predisposing factors and will therefore not be separately included in the revised model.  

In this research the model will be used as a tool in helping to identify and analyse possible factors that might impede or facilitate the use of health care and thus help to analyse why an individual might decide to use or not to use care.  Although the model has become very popular, through the years it has been subject to several critiques, which led to revisions of, and additions to the model (Anderson, 1995). Anderson acknowledges that his initial model did not put much emphasis on the importance of national health policies and the quality and organization of the health care system.  

In the context of the health care situation in Mali, where an important part of the focus will be aimed at how the new health care structure put in place is functioning, a revision of the initial model will be made in order to include the health care system as a separate variable that directly influences the use of health care. It is highly imaginable that a health care system with a very poor record of accomplishment, where essential drugs are rarely available and health care is performed by unqualified and inexperienced staff, will have a significant and measurable negative impact on utilization rates. In the revised model, the factors that determine use of health will be divided into 2 main categories, including a separate category for the health care system. 

Firstly, population characteristics, stripped from health care system variables but broken down into the predisposing population characteristics ( containing variables with low mutability) and enabling resources ( containing variables with higher mutability) as used in the original model. Secondly, characteristics of the health care system, divided into health care system policies and organization  on the one hand and health care system available resources on the other. Together they express the quality of the health care service provided by the system. 

The newly revised model will now look as follows: 

Figure 2 Revised Socio behavioural Model of Health Service Utilization, Adapted from Anderson (1995).
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In Chapter 4, where the model will be applied, the model will be discussed in more detail.

2.4
Recent literature studies on Health Care and Health Care utilization in sub-Saharan Africa

In the 80’s and 90’s, a number of specific strategies have been consistently advocated in order to improve basic health services and to counter the financial crises in health care. Worsening imbalances between demand and supply, budget constraints and growing pressure to reduce the role of the state have led many low and middle income countries to introduce user charges as an essential policy response to health care. User charges have often been promoted as a way of “…rationalizing the use of care, mobilizing local additional resources within the health sectors, encouraging community participation and thereby making the delivery of health services more efficient, equitable and financially sustainable” (Sepheri and Chernomas, 2001). The impact of user charges on utilization and equity have been keeping busy both researchers and policymakers involved in the area of health care.  The next paragraph will focus on general studies regarding equity and access, while the closing paragraph will present studies regarding utilization of health care in Mali. 

2.4.1
General health care studies in Africa   

The majority of studies discussed here focus on the different payment schemes and the effects of raising fees on equity and access to medical care for the poor. With few exceptions, the studies rely heavily on literature reviews and  literature comparisons and less on primary sources of data collection. 

An African multi country case study by Carrin et al. (Carrin, 1992), assessing the most equitable and efficient payment scheme for health care, concludes that there is no one single method of payment scheme that has a superior performance  in terms of both efficiency and equity. He finds that in each different country communities desire different trade-offs between efficiency and equity. Moreover, initially payment schemes have the tendency to disregard or minimize equity, but over time gradual adjustments in favour of equity become feasible but only then when the population is convinced of the benefits of these adjustments ( Carrin, 1992:69).  

Sepheri and Chernomas (2001) conclude in their critical literature review study that the potential for improving efficiency and equity by introducing user fees is often exaggerated. According to their research user charges may have a deterring effect on utilization, especially on preventive services for the most disadvantaged groups.  They question the findings of earlier studies that say that income and price of services do not have a significant impact on utilization. The failure of exempt mechanisms for the poor and other vulnerable groups tend to cast doubt on the net benefits of pursuing a user charges policy, particularly in the area of equity. They conclude that more studies have to be conducted that directly address the deterrent impact of user charges on the utilization of health services (Sepheri and Chernomas, 2001: 203) .

A German international literature review research conducted by Stierle et al. (Stierle, 1999) addresses the issue of price and income relating to health care utilisation and finds that indeed especially for the poorest of the poor, the indigent, user fees form an obstacle to health care access. However, Stierle also concludes that other variables like quality of care and perception of quality of services may sometimes be even a more important factor.  

Another literature review study between selected nations from Africa and Asia by Hanson et al. ( 2003) points at the range of constraints that will be faced when trying to expand health access in less developed countries. Apart from the absolute lack of resources of both provider and client, weak service delivery, policies at the health and cross-sectoral levels as well as poor governance, corruption and geographical constraints make any effort to improve access to health care very difficult.

Several solutions have been mentioned in overcoming the widespread concern on the effects on charging the poorest, who often are in need of health care the most, for health services.

The first solution aims at differentiating  fee-schedules at a national level based on purchasing power for different regions. Overall, fees in rural areas have to be lower than in urban areas. in addition, cheery and secondary level facilities need to charge more than primary level rural healthcare facilities. This reduces the risk that patients consciously by-pass the primary level. Eventually, cross subsidization or exemptions of poor or under populated areas by rich and more populated areas is desirable but occasionally meets resistance from wealthier communities.

The second solution involves offering exemptions or only nominal fees to the poor and children at the secondary and tertiary levels on government health facilities. 

Finally at the Community level cost recovery of financing schemes have made special provisions to exempt the poorest from payment for health care. In some instances the community can determine themselves who will be exempt. Several cases in Mali show that widows, the blind, orphans, schoolchildren and patients with specified infectious diseases, mentally ill and prisoners are all known to be exempted. (Mandl and Ofosu-Amaah, 1988).

2.4.2
Literature Studies focusing on Health Care Utilization in  Mali 

Literature and field studies performed by various agencies and individuals confirm that utilization rates remain a major issue when dealing with health care throughout sub-Saharan Africa. A great number of studies focus on the effects of introducing user fees on utilization of health care services. The different studies mention a variety of causes that explain low utilisation rates. It is important however to realise that the introduction of the community-based, sector-wide policy and the essential drug policy were implemented by the malinese Ministry of Health in the years following 1992. Research in Mali conducted before does not take into account the two main outcomes of the two policies respectively: improved geographical access through the creation of community health centres (CSCOMs) and the considerable decrease in drug prescription costs by replacing brand name drugs with generic drugs.

As early as 1981 when the World Bank conducted its first Health Development Project in Mali (Programme Developpement de Santé) under utilisation of health care service was considered an issue. In order to improve health facilities and utilisation, a survey  was carried out. This showed that “villagers visited government dispensaries an average of once every two years and that three quarters of the sample population had not visited at all during the year preceding the survey (World Bank, 1999, p. 2).” The World Bank admitted the failure of this project and shifted its strategy in support of a community based, sector-wide health policy approach. 

In the same article the World Bank acknowledges that despite the successful implementation of the current strategy (sector wide policy, community and cost recovery based health care provision and the essential drug policy) it still has not effectively dealt with the stubbornly low utilisation rates. In 1996 Malians visited a government or community health centre only 0.16 times on average for curative services. The targeted expected average rate is 0.5 visit per year, desired is one visit per year. The World Bank mentions several causes: financial barriers, reduced physical access during the rainy season, weak community outreach activities and underestimated use of traditional and informal health provision. 

Dubbeldam (1995) remarks in his 1992-study of primary health care in Mali that low utilisation rates (in most dispensaries fewer than five patients are seen each day) are caused by poor geographical and financial accessibility. Further causes are to be found in the poor quality of health care from both the user’s perspective and the health professional’s perspective. He remarks that the best-qualified health personnel work in the district health centre and that basic medical equipment like stethoscopes and thermometers usually are not present in the sub-district health centres. Under these circumstances, fuelled by low wages, many health workers suffer from a lack of motivation resulting in poor service provision and high absenteeism. From a user perspective health care seems also rather unattractive. High drug prices cause users to resort to auto-medication. More than half of the money spent each year on drugs is spent without prescription. Finally, he points at the reliance on the informal sector. In 42% of the cases where people were seeking health, they first visited the traditional healer irrespective of the severity of the disease.  Only 25% of the respondents preferred the local health centre as their first choice (Dubbeldam, 1995, p. 106).  

Carrin et al. (1992) concluded in their sub-Saharan Africa, multi country  research (including Chad, Ruanda, Senegal Zaire and Mali) that the high costs of prescribed drugs form the major constraint for using health care, aggravated by the regular insufficiency of stock at the local branch. However, in the year 1992 Mali adopted an essential drug policy, which caused essential drug prices to fall considerably. This did not result in a substantial increase in utilisation.

Wiesmann and Jütting  (2000), along with many others, blame the introduction of user fees for the limited health care utilisation in Sub Saharan Africa. They point out that in Africa seasonal income variation in rural areas aggravates access to health care as the striking of illness does not necessarily coincide with the availability of cash income. In the event of illness the poor will not be able to compensate for the loss of income and will certainly not be able to afford health care services.  Furthermore, user fees will cause a delay in seeking care: the sick will not show up at a health facility unless he or she is severely ill. They also need time to assemble the money from relatives. The delay in seeking care in turn leads to prolonged and more expensive curative treatment. They also point out that under utilisation in turn will “reduce the running costs less than proportionally due to the high share of fixed costs for salaries leading to a decline in cost effectiveness” (Wiesmann and Jütting, 2000, p. 194). The solution should be directed towards introducing or expanding community based health insurance schemes in order to cover the majority of informal sector workers and the rural population hence improving access and utilisation.    

A survey research by Coulibaly (2005)  based on primary sources (comprehensive questionnaires handed out to  CSCOM and ASACO members, as well as randomly selected potential and former patients) followed by a statistical analysis compared the functioning of the community health care centres in the districts of Dioila and Banamba. 

His research focuses partly on factors that fit into Anderson’s social structure and health beliefs factors of the model. Coulibaly refers to issues like male dominance in decision making (often refusing the woman to go and spend money on her health) and low perception of health need. Partly he focuses on the quality of the resources available at the CSCOMs, like cleanliness and service orientation.. In total there were more than 300 respondents participating in this research.  He concludes his comparison by stating that despite the better equipment and better-trained staff of the CSCOMs in Dioila, the health centres in Banamba have considerably better utilization figures (0.08 new curative contacts versus 0.16 new curative contacts per year per inhabitant in the year 2001). Coulibaly seeks explanations in the (albeit less qualified) more experienced staff, lower fees for consultation and the better service orientation of the health staff in the Banamba district.   

An assessment of secondary data sources of the determinants of health service utilisation in 7 African countries, including Mali, conducted by Hutton (2002) does acknowledge that user fees reduces utilisation but also found that once users became used to the fees utilisation bounced back to previous levels. He also found that as quality improved, utilisation increased and even the poor were found to be willing to pay increased fees if services were of good quality. He finally states that not only the level of user fees and quality of service determine utilisation, but also factors of physical access, disease type and severity, education and cultural factors like the reliance on traditional treatments and the low perceived significance of health problems.

An even more powerful statement is made by Leonard and Leonard (2004). They conclude from their simulation study that an increase in fees joined by an increase in quality of health service through the creation of NGO-led health services leads to an increase in overall utility for the patients and particularly for the poor. This follows from decreased transportation cost for quality services. Not all patients gain utility, because it depends on the particular health condition and the available potential health providers for a certain patient, but overall there is a utility gain from higher fees if combined with quality improvement.  

In their research in Mali Audibert and de Roodenbeke affirm the low utilisation rates ( less than 0.25 contacts/inhabitant/year)  and acknowledge they pose a constraint to further institutional development. The research they conducted consisted of both literature review and a field survey of ASACO and CSCOM members belonging to six CSCOMs. The focus of their research was primarily on the factor organization and policy of the CSCOM, which lies in the hands of the ASACO board members. In terms of Andersons model they emphasize the importance of quality improvement of the health care service provision, specifically improving the management skills and supervision by the ministry of Health of the ASACO board. in order to increase utilisation. Nevertheless they also ascertain positive trends of the current strategies. The geographical accessibility to health care services has been drastically improved with the introduction of the community health centre or CSCOM.  In Mali the number of CSCOMs has increased from 347 in 1998 to more than 800 in 2003. The average curative contacts with a medical service per person per year have increased from 0,16 visits per person per year in 1998 to 0,23 visits per year in 2003 (Audibert en de Roodenbeke, 2005). A positive trend, but the figure is in no comparison to western standards: in the Netherlands for example the doctor is consulted 5,5 times per year on average (OECD 2004). In the rural Dioila district, targeted in this research, the figures are among the lowest in the country (Coulibaly, 2005). 

When applying the revised model that is used in this research to the various studies reviewed in this chapter,  the factors health believes and social structure, in the studies by  Coulibaly ( 2005), Hutton (2002) and Dubbeldam (1995) that belong to the population characteristics are considered most influential for determining utilization. On the other hand the studies by Audibert and de Roodebeeke ( 2005) , Wiesmann and Jutting ( 2000) and Carrin et al. ( 1992) state that  resources and organization of the health care sector are dominant  in determining utilization. Enabling factors of the population (available means, physical accessibility) apparently play a much smaller role. 

2.5
Conclusion

In this chapter the theory of Rational Choice has been elaborated upon and several of its limitations have been discussed. Despite its limitations the theory remains a powerful basis for understanding social action, even when applied to the case of Mali, or Africa in general, where social norms, specifically moral obligations towards the extended family, play such an important role in individual rational decision-making. Based on this theory, Andersons socio-behavioural model of health care utilization is presented that serves to identify factors that facilitate or impede utilization. The model is then revised to more specifically include factors of the health care system itself that can influence utilization. 

Finally an overview is presented of related studies that have addressed the issues of user fees, equity and access to health care in Africa, and more specifically utilization of health care services. The outcome of these studies show a variety of results, whereby high user fees can be a cause of low utilization rates, but to a lesser extent.  Other factors, notably quality of health services, availability of resources and the important role of trained ASACO board  members as well as  factors resulting from social structures and health believes, like male dominance in decision making and low perception of health need, have a much bigger impact on utilization. 

Applying the revised model that is used in this research to the various studies reviewed in this chapter the factors health beliefs and social structure that belong to the population characteristics and the resources/organization of the health care sector are dominant  in determining utilization. Enabling factors of the population (available means, physical accessibility) apparently play a much smaller role. 

In the next chapter, Chapter 3, a situational and historical overview will be presented of Mali as a country in general, its administrative structures and of course more specifically the developments in the health sector of Mali.   

Chapter 3:  MALI: ORIGINS OF THE STATE, HEALTH CARE ADMINISTRATION AND PRIMARY HEALTH CARE IN THE DISTRICT OF DIOILA

In this descriptive chapter the focus will be on the health care sector developments in Mali and more specifically in the district of Dioila. The chapter starts however with a brief overview of the history and developments of Mali and its administration as a whole. In order to better understand the current administrative and institutional structures, it is imperative to understand how they came into place within Mali’s historical and political context.

3.1
General history on Mali as a country 

Mali is a vast land-locked country of which most part (about 50% of total landmass in the north) is designated to the Saharan desert. Rainfall in the non-desert areas is equivalent to that of most Western Europe, however it falls more intensely during a shorter period between may and September, which is called the rain season. 

Economically, Mali is among the poorest countries in the world. Its economy relies heavily on agriculture, which accounts for 40 percent of GDP and employing some 70 percent of the labour force (World Bank, 2007). Main exports are cotton, gold and livestock. These products leave the economy of Mali vulnerable to adverse weather conditions and fluctuations in World commodity prices.  

Mali is all but a homogenous society. Apart from the dominant Mande-Bambara group, which consists of around 50 percent of the population, there are influential minorities like the Peul, Voltaic, Songhai and Touareg (see appendix I: CIA World Factbook 2006). Each of these groups also have generally continued or are still involved with their own traditional occupation: the Bambara are traditionally farmers and hunters, the Peul are traditional shepherds and the Touareg still are a nomadic tribe. Moreover, in the history of Mali each of today’s ethnic groups have had their era of glory and dominance. 

The origin of the West-African region has always been strongly related to trade and in particular trade in gold. Of crucial importance for this trade, apart from the water supply necessary for cultivating fertile ground, was and still is the 4184 km long Niger river, passageway for goods between the inland and the Atlantic coast. 

The gold trade created several prominent influential ancient empires, most notably the ancient Mande-tribe (which means “people of Mali”) expanded their territory under the rule of their famous king Sundjata Keita around 1240 AD and established an empire that existed from the 13th century through the 15th century and that encompassed most of present day Mali and Senegal/Gambia.

By the late 1880s, after a Moroccan occupation that lasted from the 16th century until the 19th century, the European powers of France, Great Britain and Germany, who all had major settlements on the West African coast, decided to compete for territories more inland. The French made up a plan to build a railway between the already French Senegal River and the Niger River. The combined modes of transportation would provide the logistics for exploring the inland territory. The railway should go until a small place called Bamako. 

Source: CIA World Fact book 2006

Here in 1883 General Borgnis-Desbordes established the first French fortress along the Niger River. Gradually, the notorious French Meharistes, the camel corps, expanded French territory to the east and the entire southern Sahara. In 1908 the French administration of the state called Haute Sénégal et Niger
 settled permanently in Bamako. In 1920 the borders of the country called French Soudan were finally established and remained as such until today.  [image: image12.png]200 400km
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Mali gained independence from France after initial attempts to form a Federation with Guinea and Ghana as well as with Senegal failed, leading to the first Republic of Mali on September 22, 1960. The strongly Marxist influenced Modibo Keita, leader of the most dominant political party, the Union Soudanaise-Rassemblement Démocratique Africain (US-RDA), became the first president of Mali. Keita tried to immediately loosen the ties with France and to create an independent economy. When the first Republic ran out of assets to import food and initiated a Mali “Cultural Revolution”, the army felt threatened and several young officers overthrew the Keita government by a coup d’état on November 19, 1968, announcing the birth of the 2nd Republic.

The military rulers immediately formed a Military Committee of National Liberation (Comité Militaire de Libération Nationale, CMLN) under the leadership of (at that time) Lieutenant Moussa Traoré. The military government abolished the most unpopular socialist measures, but moved only very incrementally away from Keita’s radical-socialist domestic policies, albeit more for pragmatic than for ideological reasons. The general elections of 1979 were a landslide victory for Traoré and his new civilian political party, the Union Démocratique du Peuple Malien, UDPM. Thus, Traoré had effectively shifted his power base from a narrow military committee to a broad based, grass roots political party of which he was secretary general. The change to civilian rule with a one party system did reinforce Traoré’s position, but also established an urban elite who all was employed by either the government or the parastatals, consuming 80% of the annual operating budget ( Imperato, 1989). 

Starting from the early eighties, the severe droughts and famine, the extremely poor financial position as well as Mali’s heavy reliance on foreign economic support, forced Traoré to comply with international demands for change. This policy of shifting away from the state-run economy towards a free market and free enterprise is commonly known as structural adjustment. These measures proved to have negative effects especially for the urban population. In the second half of 1990 Traoré was preoccupied by a Touareg insurgence in the north. The political opposition took the opportunity to organise themselves. The discontent with the overall situation in Bamako grew and a student uprising in January 1991(the 2nd Traoré had to face) was violently crushed at the expense of 106 deaths. Nevertheless, the army, sympathising with the students, helped in a second successful attempt in March of the same year, to bring down Traoré.

Immediately after this student-invoked revolution a transitional government was formed, the Comité Transitoire pour le Salut du Peuple or CTSP. This government, led by Colonel Amadou Toumani Touré, organised a National Conference in order to create a new constitution. This implied for Mali to transform into a multi-party, democratic political system. The two-round elections were won with 2/3 of the votes by the Alliance pour la Démocratie au Mali party or ADEMA.  

On June 8th 1992 the first government of the third Republic was installed with an ambitious 

democratic reform program and under the leadership of  President Alpha Oumar Konaré. The young democracy has proven to be very fragile. The political parties have been dominated by ongoing internal struggles. There are ten parties in parliament, three of which have been able to institutionalise (the aforementioned ADEMA, the other democratic party of the first hour the Comité Nationale d’ Ínitiative Démocratique or CNID, and the reinstated party of Modibo Keita, the US-RDA, who led Mali to independence). These three parties have grown beyond the status of action groups or special interest groups that merely serve the interests of leading politicians. The first two prime ministers of the 3rd Republic had to leave and the powerful student movement still manages to provoke a great deal of political instability, which is even more fuelled by continued ethnic unrest of the Touareg and other nomadic tribes in the north.     

3.2
Development of local administrative institutions 

As with many former French colonies Mali adopted the administrative structures of the French colonial administration (Wunsch, 1991). This implied a highly centralised organisation with dominance of the national state institutions located in the capital centre of Bamako. The original administrative structure divides the nation into 8 regions composed of 50 cercles or districts, in turn composed of 284 arrondissements or municipalities. The cercles and the arrondissements, administered by the commandant de cercles and the chefs d’arrondissements respectively, were in practice purely administrative levels without any local councils.   The commandant de cercles and his staff’s prime task were the general orientation of administration and his responsibility for the internal safety. They represented the executive powers of the republic within the cercle.
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The eight regions of Mali including the metropolitan region of Bamako. Dioila is a district within the region of Koulikoro Source: Wikipedia 2007

With dictatorial rule during the first and military-evolving-into-one-party rule during the second Republic there was neither reason for political or administrative reform nor a reason to change the power concentration of the centre. Only until the more democratic oriented Third Republic came into existence plans were drawn to democratise and decentralise away from the centre. This was fuelled not only by student protests but also by the rebellion of the nomadic Touareg tribe in the north who demanded more autonomy. A special national body was created, the Mission de la Decentralisation et des Reformes Institutionelles, or MDRI, in order to manage and monitor the decentralisation processes.  More emphasis and importance was thus attributed to the lower administrative levels, which resulted in the creation of communes
 replacing the administrative level of the arrondissements with democratically elected councils and mayors. The process of administrative decentralisation proved to be a long and arduous path and is actually still in progress. The most recent figure shows that 703 communes have been put in place (Coulibaly, 2005), replacing the 284 former municipalities or arrondissements.

However, while movements toward administrative decentralisation and democratisation were triggered by the political revolution in 1992 and 1993, health care reform already started with the Bamako Initiative in 1987 and implied health service improvement away from the centre in favour of the community. The health care sector therefore was in many respects the forerunner of developments that were only later to be followed by the other more political echelons of the state.

Before elaborating more on the health care sector in Mali, some health care related definitions are stated in order to create common understanding in the notions used. 

3.3
Definitions 

· Primary Health Care or PHC is health care based on the principles of equity, self-reliance/Self support and prevention. It aims at educating and informing the people in the areas of health, nutrition and sanitation, at immunisation and prevention of endemic diseases, the provision of essential drugs and at maternal and child health care including family planning(WHO, 1978).    

· Centre de Santé Communautaire or CSCOM is defined as an establishment of primary health care realised and managed by the community body called ASACO that provides basic health services to the population and that operates within its designated health area or Air de Santé.
· Air de Santé is a geographical unit harbouring a minimum of 5000 inhabitants that covers the zone in which the CSCOM operates.

· Association de Santé Communautaire or ASACO is a group of people, usually around five to six members within the village community that have been authorised to create and manage the CSCOM. 

· Médicamants Essentiel or ME comprises of all products of which the effectiveness has been scientifically proven and that are considered necessary to assure the provision of primary health care.

· Plan Décennal de Développement Sanitaire et Social or PDDSS is a document from the Ministry of Health formulating all strategic guidelines for a national health policy over a period of ten years.

· Programme Décennal de Développement Sanitaire et Social is a document in which the guidelines of the PDDSS are translated into structured objectives and tasks over a period of five years. 

3.4
Health Care Development and Reform in Mali

Before the introduction of community health centres there were several health centres and dispensaries at the district level (the so-called centre de santé d’arrondissements or CSAs) and the sub district level (dispensaries and maternities) that intended to serve primary health care in the more distant areas. However, government policy was strongly biased toward urban curative health care and for the rural majority geographical accessibility to decent health care service was proven to be too splintered and restricted (World Bank, 1999). Before the creation of community health centres it was ascertained that only 40% of the population lived within a 15km radius of a health service facility (PRODESS, 1998).  

On the other hand medical services were, rather in line with the Marxist policies of the First Republic, free of charge, i.e. medical consultations and medication supplied by the state institutions were free for the entire public. The services provided were however of such poor quality and shortages in the supply of medication was so frequent that people became accustomed to attend to their own needs through informal health care alternatives, like traditional medical care, auto medication and even, for the wealthy, private for profit health care (World Bank, 1999; Audibert en de Roodenbeke, 2005, p. 5).  As we shall see at the end of this chapter, the informal sector still plays a substantial role in the provision of health care.

Given this context and the financial bankruptcy of the state in most developing countries, the least developed African countries launched the Bamako initiative in 1987 and agreed to set new strategic objectives to improve health care by (Coulibaly, 2005):

· Improving access to PHC services by extending geographical coverage, and by assuring that these PHC services provide a minimal package of essential activities. 

· Involving community participation in the creation and management of the PHC services

· Adopting an Essential Drug Policy

· Introducing systems of cost recovery to improve performance and sustainability. 

Mali, as the host of this initiative, proved to be the leading pioneer by introducing the first community health centre or Centre de Santé Communautaire (CSCOM) in the shantytown Banconi of Bamako in 1989. This CSCOM was the first not to be managed and run by the state but by an association of beneficiaries of the community called ASACO (Association de Santé Communautaire). This first pilot CSCOM was a great success and soon more CSCOMs followed within the populated urban area of Bamako and by the mid nineties they were extended to some of the more populous rural areas. 

3.5
The Community Health Centre: CSCOM

In the mid nineties CSCOMs were gradually introduced in the rural areas following the successful urban examples in Bamako. They were either built from scratch or existing state run health centres, the Centre de Santé d’Arrondissements, were restructured according to CSCOM procedures and turned into Centre de Santé d’Arrondissements Revitalisé or CSAR’s. In order to meet the geographical accessibility requirements formulated in the Bamako Initiative the Ministry of Health divided the rural districts into geographical health areas called Aire de Santé which have a critical mass of population between 5000 and 15.000 inhabitants, comprising of multiple villages within a 15km radius of an existing or to be built CSCOM or CSAR health centre.  

CSCOMS are not only managed and run by the ASACO members, but also the initial investment for the creation of the CSCOM is funded for 25% by the community. The state is usually responsible for the remaining 75% of mostly infrastructure-related investment. In the case of Dioila, the SNV Dutch development agency also contributed to the initial funding of the CSCOMS through the project SNV PAP/DK. The CSCOM has to meet certain defined criteria as formulated by law in the Ministerial Decree (see Appendix II) and  in the policy paper PDDSS (1998). The criteria include:

· Each CSCOM requires the presence of a state qualified nurse or IDE(Infirmier diplomé d’Etat) who is the head of the CSCOM, a midwife responsible for the nursery and a pharmaceutical manager who manages the drug and logistic related issues. In reality, many CSCOMs  have a nurse’s aide, which is a lesser-qualified nurse. The CSCOM requires a building with designated space for each of the activities (curative care, maternity and drug storage). For communication purposes, each CSCOM should be equipped with a radio controlled communication device (or RAC) primarily to alert the district health care centre to send an ambulance in the case of an emergency evacuation.

· Each CSCOM provides a minimum package of activities or PMA ( Pacquet Minimum d’Activité). They include clinical activities like basic diagnostics and curative services for common diseases, basic obstetrical services, the provision of essential drugs and developing preventive care actions and promotions like vaccination, family planning and education. The CSCOM also acts as a referral service for more complicated and severe cases to the district level (Centre de Sante de Référence) and is involved in preventive mobile outreach and vaccination programs ( Stratégies Avancées) in order to serve the more remote areas or villages. Note that the focus of this research is primarily on the function of the CSCOM as a centre for preventive and curative health. The assessment of their outreach and referral activities has, for the purpose of simplicity, not been researched.  

· CSCOMs operate on a cost recovery basis. This implies that the income generated from (consultation) fees and drug sales should cover all recurrent costs, i.e. wages of all the employed and the maintenance costs. The PDDSS plan states that if the average population within the health area reaches at least 10.000 this will prove to be a sufficient base to generate enough income for the CSCOM to be self supportive. Only in very rare instances and in health areas in which the average population remains under the 7000 inhabitants will the State compensate by contributing to the CSCOM’s recurrent costs, most of the times in conjunction with a contractual partner, like an NGO.  

3.5.1 The ASACO as the managing association of the CSCOM

The administrative management and the creation of the CSCOM lies fully in the hands of the governing body of the ASACO (Association de Santé Communautaire) The ASACO is an association composed of a group of around 6 to 8  influential villagers who have not been installed in their position as ASACO member through formal village elections, but voluntarily offered their services. They offered their services after mobile teams of representatives of the Ministry of Health called ESSC ( Equipe Socio Sanitaire) visited the communities in order to inform the community of the creation of the CSCOM and assess their willingness to support the creation of a community health centre (sensibilisation). As far as could be observed, no women are  in any of the ASACO boards. It is important to realize that the role of women remains  very restricted and limited in a traditional organized society like rural Mali.  The creation of the building itself required partial community investment and commitment (up to 25% of initial investments, the remaining 75% being funded through the state and/or donors), which implied that usually the wealthiest community members, or their family relations, invested in the creation of the building and subsequently claimed (and in most circumstances were rewarded) a seat in the association. 

Note that no management skills or experience were required to join the association and only a two day introductory training was provided by the Ministry of Health to the members of the ASACO. This partially explains why there have been reports of poorly functioning ASACOs and frictions between ASACO and CSCOM staff (Audibert en de Roodenbeke, 2005: 26). More importantly, poorly performing CSCOMs usually tend to have poorly functioning ASACOs (Audibert en de Roodenbeke, 2005: 26). Improving the competency of the ASACO members through training and awareness might well be one of the key recommendations for the improved functioning of many CSCOMs.     

3.5.2
The Essential Drug Policy and the Sector Wide Policy

Furthermore and in line with the Bamako Initiative, the government decided to adopt an essential Drug Policy through the creation of a co-ordinating government body called PPM (Pharmacie Populaire du Mali.) and a Sector Wide Policy (Politique Sectorielle) for the health care sector. 

The essential Drug Policy became functional in 1992. The state exempted import taxation for a list of 199 essential drugs and the PPM acquires the most affordable generic drugs after an international bidding. The PPM also takes care of the distribution of these essential low cost drugs.  

Although the essential Drug policy and the creation of mostly urban CSCOMS were implemented relatively soon after the Bamako Initiative, it took until 1998 before the intentions of the sector wide policy were worked out in a concrete 10 year strategic framework called PDDSS (Plan Décennal de Développement Sanitaire et Social) and an even more concrete 5 year operational programme called PRODESS (Programme de Développement Sanitaire et Social).   

The Sector wide policy in health is not an exclusive phenomenon for Mali but became a trend in low-income countries. It is defined by Peters and Chao (1998, p.177-178) as “a sustained government-led partnership with donor agencies and other group where partnerships are built around a number of technical elements including clear sector wide policies and strategies; a medium term expenditure program that is well founded in a broader public expenditure framework; and the reliance on local management implementation systems. By design, sector wide policies are intended to reinforce national leadership, transparent decision making processes and institutional capacity building”. 

It is in many respects a convergence of non-project aid with macro economic origin on the one hand and sector specific project aid on the other. The sector wide approach replaces the previous way of preparing and supervising projects with frequent joint assessment and negotiations around sectoral plans and review of performance (Peters and Chao, 1998). 

The sector wide approach that was translated into the PDSS 10-year plan, formulated several health care strategies for the period between 1998 and 2007. 

These health strategies include 6 objectives (PDSS, 1998):

1.
To assure geographic and financial accessibility for the entire population to       health care services and its quality

2.
To reduce mortality related to preventable and prioritised diseases

3.
To eradicate extreme poverty and social exclusion

4.
To promote community development and their participation

5.
To improve the health service performance.

6.
To guarantee equity and sustainability of health care systems

In line with the administrative and political policy changes of the Third Republic, the health care sector, by adopting the sector wide policy and community involvement in health care, needed to accomplish a radical change.

This change implied a shift from the notion of a hierarchic and centralised health care system into the notion of increased functionality in order to serve the network of community health centres, the development of their structures of referral and the improvement of quality of service (Audibert and de Roodenbeke, 2005, p. 8). 

The sector wide policy adopted by the Malinese government in 1990 did improve the coordination of donor funding in its first decade, according to Mr. van der Horst, associate of the Dutch Embassy in Bamako. Previously, the project approach adopted by each of the donors did cause problems of inefficiency and poor coordination. Basically outcomes and sustainability of project-based programs were often disappointing. Mali managed to design an integral 10 year planned health policy in 1998, the PDSS. They redesigned their health care sector from an administrative design to a more functional design, more bottom up oriented, where the newly designed CSCOM is the starting point at the lowest level of village based community organization.  The community then commits itself to the state through a convention. In this study no assessment has been made to validate the improvement of the coordination between donors and state of Mali through the adoption of the Sector Wide Policy.  

3.6
Health care in the district of Dioila

The district of Dioila, located in the Koulikoro region south east of Bamako, is a relatively prosperous and populous district, thanks to relatively high annual precipitation levels of around 1000 mm. The district is divided into 23 rural communes, and 16 aire de santés or health areas, the boundaries of which do not always coincide with the rural administrative communes. It has around 370.000 inhabitants (Kamphorst, 2000) living in 352 villages and a more than average population density of 25 inhabitants per square kilometre. The district exports agricultural products, mainly cereals (corn, wheat and rice) to less prosperous areas of Mali. However, agricultural diversification is limited and the main income relies primarily on the “cash crop” cotton, of which the reward depends in turn heavily on world market prices and weather influences. 

In Dioila the state run national institution of the CMDT (Compagnie Malienne de Développement des Textiles) organises all economic activity involving cotton and is by far the most important employer. Their presence in the city of Dioila provides an important economic base for the entire district. Most of the people in the district are informal seasonal workers and are dependent for their income on CMDT related activities, primarily the harvesting of cotton. The harvest of cotton is usually around September.   
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The Koulikoro region and Dioila as one of its 6 districts. (Source: Wikipedia 2007)

The infrastructure consists of a reasonable 40-km bituminised road, which connects to the main highway to Bamako. All other secondary roads are unpaved dirt roads in a deplorable state and are inaccessible during the rain season, which lasts from May till September. Access to telephone and electricity remains limited to official organisations and the wealthy few.  (For example by my own experience, a phone call at a private phone company from Dioila to the Netherlands lasting a mere five minutes did cost me around 35 euro, which was bargained down to 20 Euro eventually, an astronomous amount for the average local inhabitant).  

Furthermore there are local rural radio stations as the dominant means to inform the public and in some instances, like the CSCOMs, RAC radio communication devices are used.  The functioning of the latter is however not very reliable.  

There are some Christians in the district of Dioila and in certain villages traditional religion and fetishism still is being practised, but the main religion remains the Islam. The growing differences between rich and poor and the related access to means of production is one of the social issues in the district that has emerged.  

Furthermore, the unemployment rate, especially among youngsters, remains appallingly high. Other social issues and trends are related to the disintegration of certain social institutions, e.g. the decline of the authority of the traditional village chief/ elderly and the emancipation of women, who more and more reject the common practice of prearranged marriages as well as their submissive gender role (van den Boom, 1999).

The most commonly treated diseases in the district of Dioila remain infections by bacteria and parasites, diseases resulting from nutritional insufficiency and pregnancy related traumas and complications (Kamphorst, 2000).   

For secondary curative health care in the district of Dioila the population relies on the main district health care centre (or CSC: Centre de Santé de Cercle) in the village of Dioila itself. The pivotal health centre is the only centre with a fully qualified doctor and surgeon and is equipped with an ambulance for evacuation purposes. It functions both as a primary health care centre and as the  principal referral centre. Often referrals arrive at the centre in very late stages of the disease or medical condition, which explains the high death toll of the centre (Plan quinquennal, 1997, p14).

In 2000 of the 16 health areas 11 have an active and running community health centre. Four health centres  (Banco, Beleko, Mena and Massigui) are revitalised municipal health centres (centre de santé d’arrondissement revitalisée) or CSARs. These centres differ from the newly created CSCOMs in that they have a qualified nurse (IDE) in charge of the centre who still is paid by the state initially intended as a transitional arrangement.   

3.7
Alternative health care service provision

So far no nation wide research has been done to determine the scale of the use of informal health structures, private for profit health care provision, traditional health care or auto medication. It is not uncommon that people do rely at first on the advice of a village member like a retired or unemployed nurse.

Furthermore, auto medication remains common practice, since drugs are still offered and distributed through informal channels, like private salespersons at the local markets.  It is estimated that of the 1800 CFA (3 Euro) spent each year per capita on drugs, 1000 CFA is spent without prescription and this amount is not only spent on “harmless” drugs (Dubbeldam, 1995, p. 105). 

The number of traditional practitioners and its utilisation is unknown but considered substantial; estimates are on average one per village. (Imperato, 1989; Audibert en de Roodenbeke, 2005). Essentially traditional medicine assumes natural causes behind diseases or even supernatural causes, such as spirits, ghosts, witchcraft, and sorcery. Practitioners who deal with illness often specialise not only based on the disease but also according to the supposed cause. Their competencies differ however widely. 

More recently a number of traditional practitioners have opened an aggressive marketing strategy via radio and have resorted to the use of modern curative means, like blood pressure meters (Audibert en de Roodenbeke, 2005). There is both co-operation and rivalry between traditional practitioners and modern health care institutions  (Imperato, 1989) and they often function complementary of each other. 

3.8
Identification of the actors and institutions involved in the health care system. 
Now that the most important administrative and health care institutions as well as their historical origins have been described, we can now present an overview of the actors and institutions involved in the health care system. Each of the CSCOMs function within a context of unique features that influence the level of utilization.

Figure 3 shows a comprehensive overview of the institutions and structures involved in the health care sector in Mali and juxtaposes the administrative structures that have been newly created next to the health care structures and its related institutions. The overview clarifies the institutional context in which the CSCOMs operate and shows what the relationships of the institutions are to each other and to the community it serves, be it the Health Area (Air de Santé), which is the community the CSCOM serves, or the rural commune, which is served by its political and administrative local institutions.

In this more bottom up oriented approach (as opposed to the top down structures that still are the remainders of French colonial rule) the village community is used as the starting point and it is acknowledged as a government institution. Community involvement and participation is a modus operandi and attenuates the hierarchical origins of state organization.  The community-organized ASACO board members for example are supposed to organize meetings with the community (so called causeries) at least four times a year during which they are open to requests and suggestions from villagers within the health area. 





3.9
Conclusion

Mali is a poor and predominantly arid sub-Saharan country that economically depends heavily on its agricultural produce, notably cotton and livestock. The country consists of different ethnic groups who all had their era of dominance in Mali’s rich “golden” history. Politically, Mali’s history is dominated by strong centralist leadership which structures were further reinforced after the French colonisation; political and administrative powers remained concentrated in the capital of Bamako. The Marxist oriented Modibo Keita, leader of the First Republic after independence from French colonial rule in 1960, was overthrown by a military coup in 1968 under the leadership of Moussa Traoré. He gradually replaced his military government of the Second Republic by a civilian one-party government. Not until Mali’s Third Republic in 1992 democratic and decentralising reforms were undertaken that attempted to redirect political and administrative power from the centre to the periphery. 

In line with the political developments came the reforms in Mali’s health sector. 

The Bamako Initiative served as the starting point for structural reforms leading towards decentralisation and community participation of health service provision, embodied in the community health centre or CSCOM. Strategic and operational 10 year and 5 year plans respectively called PDDSS (Plan Décennal de Développement Sanitaire et Social) PRODESS (Programme de Développement Sanitaire et Social) were drawn up by the Ministry of Health to guide the reforms and to set the desired objectives.  Furthermore, an essential drug policy replaced the previous system and caused drug prices to drop considerably. The sector wide policy redefines and co-ordinates external support to the sector. Its objective is to improve coordination of funding between donors and state, replacing the project approached donor funding.   

The region of Dioila, the focus of this research, is a relatively prosperous region but relies heavily on the cotton production, run by the powerful company CMDT. The district hospital in Dioila itself plays a pivotal role in both primary and secondary care. Most health areas in the district have a community health centre installed, therefore geographical coverage is almost complete. The reliance of people on alternative and informal health care provision like auto medication and traditional healers has never been researched but its role in everyday life for those in need of medical care should by no means be underestimated. Finally, to clarify the position and relation of the CSCOM amidst the formal and informal institutions and structures an overview is presented.  

Chapter 4  EMPIRICAL ANALYSIS OF THE RESEARCHED HEALTH CARE INSTITUTIONS

In this chapter we will analyse the 4 CSCOMS studied in the Dioila district in accordance with the research model presented in chapter 2. The findings will be summarized in Table 1. Nevertheless, before we come to the analysis the first paragraph will describe the research methodology and the way the information was collected. 

4.1
Methodology and Information Collection 

As a to the SNV attached researcher the field research has been conducted in the Dioila district, in the mid southern region of Mali, West Africa, during March and April 2000. February was spent in Bamako, where national institutions, like the Ministry of Health, were visited.   In the village of Dioila, the Dutch development agency SNV built a so called Maison de Passage, a house for visitors passing through, to serve their various projects. This house was used as the base of operations. 

Data was collected from various sources: 

· Semi structured interviews held with involved individuals that were encountered and had time on their hands to be interviewed: from SNV project and technical assistants (H. Touré, Mr. Dau Dau Dramane), Dutch embassy associate (Mr. Jan van der Horst),  SNV managing consultants ( Dr. Evert Kamphorst) and associates of the regional centre (,Mr. Lamoussa Traoré,  Mr. Loseni Bengali), staff of the community health centre- in all cases the nurse or nurse’s aid- not the midwife , members of the governing ASACO and members of the community. No patients were interviewed while visiting the CSCOM, for most patients did not seem in the proper mood to be interviewed: one look says more than a thousand words. 

· Related documents and reports  ( Bulletin Annuel, PDSS,  SNV project dedicated reports on PaP/DK) supplied to me by the interviewed subjects, most notably by the technical consultant of the CSCOM project in Dioila ,  Dr. Evert Kamphorst

· Relevant documents and reports gathered through institutions visited in Mali ( MoH, Regional Health Centre in Koulikoro, Mission de Decentralisation et des Reformes institutionelles in Bamako)

· Documents and reports gathered through desk research off the World Wide Web and via the Erasmus University Library.

Statistical data on utilization was gathered both directly from the CSCOMs but more structured data was already presented in the annual assessment or Bulletin Annuel,  (Kamphorst et al. 2000) of the health care service provision performed by the district of Dioila in cooperation with the SNV Dutch development agency. 

Finally, during the field research personal observations and impressions were used as a source of data collection. Note that field research was conducted in 2000 and literature studies have been collected up to 2008. However, similar field data collected by a similar research by Coulibaly (2005) and Audibert and de Roodebeke ( 2005) did not show a significant different outcome: utilization rates remain stubbornly low.  Development and change in Mali apparently take time. 

As presented in chapter 2 the following revised model will be used as a framework for the research. 

Figure 2 Revised Socio Behavioural Model of Health Service utilization
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The predisposing characteristics of the population characteristics consist of demographic factors and factors relating to social structure and health beliefs. In this research however the demographic data-other than population count-  for each health area appeared to be difficult to come by and unreliable: demographic factors have not been used in this research. The same applies to household or individual income factors as part of the enabling factors of the population. Family resources are scarce. An average consultation costs around 400CFA, which comes down to less than 1 euro and the costs of an average delivery at 1200 CFA, which is less than 3 euro. These amounts are considerable for the average inhabitant of the Dioila district, who on average in 1999 earned no more than 35 euro per month (Kamphorst, 2000) . The majority of income will be spent for basic necessities like food, clothing and transportation, leaving only a small amount available for other use. Use of health services is to a certain extent depending on income, even though in more severe cases family solidarity will make sure necessary medical expenses are covered.  The level of income from primarily cotton harvest remains uncertain and unbalanced. A poor harvest will have an immediate impact on income and thus money available to spend on anything other than basic necessities.  

4.2 Applying the model

In identifying the causes of under utilization of health care, the availability of resources are made operational through the following variables of the revised model:

Population characteristics: 

Social Structure and Health Beliefs. They have been measured by

· The existence of village and family feuds that determine utilization of the CSCOM

Health Care system Resources is measured by 

· The number of essential drugs available at that particular time was measured. By law each of the CSCOM must have 89 Essential Drugs in stock. Frequency of re-supply was also measured. 

· To measure the available human resource of health care service provided in each CSCOM, the level of experience and degree of education was asked of the staff occupying the CSCOM. 

Health care system organization and policies are made operational by measuring the following: 

· The frequency of meetings by the ASACO board members internally as well as  with the village representatives

· Whether the ASACO members have established some level of cooperation with the administrative community institutions. It is important to note that at that time all local administrative structures and institutions were not fully operational or put in place since the first local elections for the communes in Mali were held in June 1999. No formal form of cooperation or relation exist between the ASACO board and the Community Council: cooperation established, if any or in any form, would have been a spontaneous initiative. 

· The fact whether the CSCOM has been subject to financial mismanagement. CSCOMs/CSARs are audited on a yearly basis by the district and regional health centres in Dioila and Koulikoro.  They are supposed to keep track of all their financial income and expenses. 

The majority of the population statistics were derived from the data provided in the annual assessment ( Bulletin Annuel, Kamphorst, 2000).

Members of the CSCOM staff and the ASACO present were asked to sum up the reasons why the CSCOMs are under utilized which then would be categorized in the Model (causes belonging to Population Characteristics or Health Care System). Finally, utilization rates have been asked directly and confirmed through the data in the Bulletin Annuel,  (Kamphorst et al. 2000), which also supplies financial information from which the break even point utilization rate has been derived. 

It is important to note that interviews were organized unannounced, since communication with the respondents to fix appointments was not possible. All interviews involved a spontaneous process, which occurred without any delay or resistance. The respondents appeared to be willing to share their opinions.  The CSCOM staff were interviewed individually but the ASACO board  interviews were usually with two or more representatives of the board.. In the cases of  Wacoro and Ngara also members of the city council and female representatives of  the local women’s support organization spontaneously joined the interviews. This explains why a number of people are on the pictures in front of the CSCOM: interviews apparently are spontaneous processes where it is common use that villagers can join in. 

4.3
The CSCOM of Kolla. 
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The CSCOM of Kolla was one of the first to be founded in the Dioila district, in November 1995. It covers 5 main villages (Gouana, Dievo, Goumido, Kolla and Tonga) with a total population of 6355 (Kamphorst, 2000). This makes it one of the smaller CSCOMs. It is situated along the paved road that connects Dioila to Fana, making the district health centre and hospital of Dioila relatively within easy reach and accessible.  It is therefore not surprising that the main argument used for under utilization here is the relative proximity (about 15 km) of a professional health centre with qualified surgeons and doctors. Since its existence the CSCOM has operated under a structural loss.  The number of visits, including curative and pre-natal consultations and deliveries, averages around 100 per month, about 100 short to break even. This means that the health utilization ratio (number of health visits divided by the number of visits at which the CSCOM runs without a loss) is around 50%. 

4.3.2 Factors explaining under utilization in Kolla 

Factors related to social structure play an important role  as well in explaining under-utilization. There is a long lasting feud between villages within the area and a great instability among the staff.  SNV sources confirm that the nurse’s aid (Aide Soignant) and the midwife cannot get along and fight out their dispute at the expense of the CSCOM. 

Factors related to health beliefs also used to be an issue since the centre still carries the burden financially from a loss it suffered after one of the staff members stole an important part of the income from drug sales in 1997.

With regard to the health care system resources the proximity of the district centre also has an advantage. Although of the 89 essential drugs 37 were in stock at the time supplies can be ordered from the District Health centre in Dioila quite easily, which is credible given the adequate infrastructure from Kolla to Dioila.. They are normally scheduled to be re-supplied four times a year. The acting nurse’s aid is installed since November 1997, which was his first experience as a nurse’s aid and he has had 1 year of training in Dioila.  

As mentioned the most important factor of under utilization is related to health care system organization: Kolla suffers from the more professionally equipped and staffed district health centre in Dioila. ASACO members meet with each other and the CSCOM staff on a monthly basis and have assembly meetings with the village representatives 4 times a year. The ASACO members have regular contact with representatives of the community council, where they have raised the idea of relocating community funds to the CSCOM to make it run sustainable. The community council has only recently been installed and has not received any form of income yet, but will take this idea under consideration. ASACO members also expressed that the 2 day training they received was not sufficient to perform their management tasks.   

One of the enabling factors that was mentioned by the nurse’s aid was that he hardly ever got visits from the villages further away (Goumido and Tonga at 13 respectively 15 km), they cannot easily cover this distance on foot or by donkey.  

4.4
The CSCOM of Ngara
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The CSCOM of Ngara was implemented in July 1999 and covers a population of 7706 (Kamphorst, 2000).  The villages of Badinge (1km), Kourokoro (9km), Tjon (10km), Noufra  and Ngara are some of the main villages within the health area. So far it has operated with a negligible loss; with 180 average total consultations and deliveries a month ( utilization rate of 86%) it comes close to break even with the salary expenses; it only suffered a small loss during the first six months of its existence. Since the CSCOM is running only recently, not much can be said about the sustainability of the utilization rates. In many instances CSCOMs start with relatively high utilization rates, but after a couple of months they start to drop. This could also be aggravated by the pending resignation of the qualified and experienced nurse, and the difficulties of finding a suitable and evenly qualified replacement.  

4.4.1 Factors explaining under utilization in Ngara

Factors relating to social structure and health beliefs are less present in the Ngara health area: no feud on the level of the villages in the health area seem to exist, which can partly explain its relatively good performance. In general community members were very happy not to have to walk or cycle all the way to the Dioila district centre with a sick member. Complaints were raised  however by some community members about the accessibility or approachability of the ASACO board.

Factors relating to resources play a bigger role. Electricity is not a certainty at the CSCOM of Ngara. Most CSCOMs are connected to the electricity network, to power the lights and the refrigerator, but the electricity net throughout Mali suffers from frequent power cuts. Few CSCOMs have a dedicated generator, but they usually run low on fuel supplies. At the time 43 of the Essential Drugs were in stock, which should be replenished from the Dioila District centre each trimester. The centre is staffed with a midwife and a fully qualified nurse with 4 years of training and several years of professional experience. The nurse however indicated that he had passed the exam to enter the public service and will be leaving the CSCOM soon for a better paid job in Bamako. This is reason for concern for a good qualified nurse that is prepared to work at a CSCOM is hard to find. 

Most factors relating to health care system policy and organization are still premature because most structures are  in their infancies: both health care and administrative structures have only recently been established. ASACO members meet with each other monthly and have assembly meetings with representatives of the villages four times a year. Two village representatives are re-elected every three year. Since the community council has not been installed yet, no cooperation has been established between the community council and the ASACO board members. ASACO members complained about their lack of training (2 days) and would like to have more follow-up training to improve their work.

Regarding enabling factors that influence utilization, the high rates for consultation were mentioned by some respondents and the poor harvest of last year has also caused many people to stay away from the CSCOM. 

4.5
The CSCOM of Wacoro
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The CSCOM of Wacoro was established in March of 1997. The population of the health area amounts to 9359 ( Kamphorst, 2000), highly concentrated around the health centre.  It covers the 6 villages of Wacoro, Diarani ( 5km from the CSCOM), Ndifina (9km) Tonga (11km) and Niafia (13km) . After a promising start, utilization levels dropped to a disappointing average of 120 monthly consultations and deliveries in 1999. They should reach around 220 monthly to break even: the utilization rate is around 55%. 

4.5.1
Factors explaining under utilization in Wacoro

Factors relating to social structure and health beliefs mainly refer to the apparent misbehaviour of the CSCOM staff and the ASACO members because no village or family feuds have been reported that may influence the utilization of the CSCOM. The financial bookkeeping of the CSCOM is, however, abysmal. Expenses are not properly labelled or justified; a large amount of the essential drug income was spent under the dubious header “Expenses for the proper functioning of the CSCOM”. In addition, a part of the drug supplies have disappeared. 

With regard to the availability of health care resources,  42 out of the prescribed 89 essential drugs were in stock and stocks are replenished each trimester or by special command. The most urgent problems according to the nurse remains the lack of running water-the nearest well is located 1 km away- and the lack of beds for the maternity, where any more than one pregnant village member has to lie on the ground. A decent fence surrounding the CSCOM is high on the wish list as well. .The CSCOM is staffed by a nurse’s aid and 2 midwifes The nurse aide has had 1 year of training and 4 years of work experience. The CSCOM suffers from frequent staff changes, 3 nurses have left since its instigation, mostly because they could financially improve themselves by working for a donor or the state.

The health care system organization and policies are compared to the four visited centres well developed in Wacoro. . The cooperation with the community council has been very promising. ASACO members and community council members have established a committee of eight representatives from the Community Council, from the ASACO and from the villages. This committee on health matters has held two meetings so far where they discussed and coordinated joint matters, e.g. involving the village Zeta that is within the community but outside of the health area and therefore refuses to contribute to the CSCOM. 

The ASACO board members hold meetings every month, but only meet with the other village representatives twice a year. ASACO members expressed that they have had insufficient training to fulfil their task on the board.  

4.6
The CSAR of Banco.     

This health centre used to be a district health centre operated by the state but was re-launched as a cost recovery community run health centre in July 1997. Unfortunately it has been one of the poorest performing health care institutions of the district. The health area covers a population of 177222 (Kamphorst, 2000), including 22 villages. 

The difference between the old, state run health centre and the new CSAR was mainly that the coverage area diminished, because the new health area covered fewer villages than the old county borders. In the new structure the centre became detached from the state and was directly managed by village representatives.The only exception to a regular CSCOM being that the state paid nurse of the CSAR was kept being paid by the state, in order to prevent these nurses from a serious setback in income and from “fleeing” to other jobs. The nurse stated that the new structure responds much better to the problems and needs of the population. The community now has a much greater awareness of carrying the responsibility for providing and taking care of their own health care.  In the old situation the centre was completely at the mercy of what the state had to offer. When the CSAR was revitalized the centre was offered new equipment (e.g. beds and stethoscopes) that greatly improved the functioning of the CSAR. 

Frequency rates vary between 70 to 140 a month, depending on the season, averaging at around 120.( utilization rate of 52%) It needs about double that rate to reach break even point, even when the salary of the nurse is covered by the state. For one of the bigger health areas the utilization rate is disappointing.

4.6.1
Factors explaining under utilization in Banco

Factors relating to social structure and health beliefs explaining under utilization play again a dominant role in the Banco area. Banco loses patients to the villages Koula, Diogo and Falani who refused to adhere and kept their own village dispensary or maternity.  In a short interview with a villager he expressed that he refuses to visit the CSCOM of Banco, because his family has a long time feud with a family who set up the CSAR in Banco and prefers to go to Ngolodougou, because his family is related to the family who runs that CSCOM, even when it means walking an extra hour. 

The availability of health system resources also contribute to the poor utilization rates. This has nothing to do with the competency and experience of the staff: the nurse working at the centre has been working there since 1993 and has had 3 years of  training at the nursing school. The two midwifes, the other staff members of the CSAR, have been working for one year at the centre and have ample experience as a state midwife. One of the major causes of under utilization is the proximity of a CSCOM in Ngolodougou, where a qualified doctor in rural medicine is running the centre. Many sick that belong to the Banco area prefer to go to the CSCOM of Ngolodougou.  Out of the 89 required essential drugs the centre only had 31 in stock. Stocks are re-supplied each trimester. 

With regard to the health care system policy and organization the following can be stated. The ASACO board members have monthly meetings with each other and twice a year they meet with representatives of all the villages in a general assembly consisting of 50 members. The ASACO is aware of the non-compliance of several villages, but so far they have not addressed the issue yet. They would like for all the 32 villages within the commune to adhere to the CSAR to improve its viability. In the case this happens the new mayor has offered to contribute to the CSAR out of the community taxes to cover any losses. The ASACO puts a lot of effort into organizing community meetings (so called causeries) in order to keep the public informed and to create awareness (sensibilisation).    ASACO members have had a training of 2 days but consider this highly insufficient and expressed to have additional training. When asked however, if they have indicated this to responsible associates at the district or regional level, they said they have not. 

In relation to the enabling factors of the population characteristics, more specifically physical access, the problem is that many villages that belong to the health area have to cross the river Bagoe, which has very few crossing abilities and crossing by boat means an extra investment. Furthermore, ,some villages( Konfon and Kle) are as far as 20km belong to the Banco health area, because their health area has not formed a CSCOM or is not able to form a viable CSCOM due to the low population density. It is clear that they rarely visit the CSCOM because of the distance. 

An interesting feature of the village of Banco concerns the presence in the village of a traditional healer, the Fora Bola. It is a very renowned traditional healer who attracts patients from around the region. The CSAR sees him however not as competition but as a complement to the health services, an addition to those cases where modern treatment may fall short. The nurse stated that they do cooperate and communicate with each other on certain familiar cases.    
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Visit to the Fora Bola or traditional healer of Banco.

4.7
Analysis of the Data

The findings of the 4 different CSCOMs/CSAR by and large show many similar results. Utilization rates are generally 50% below the level for a viable CSCOM or CSAR to exist. 

The CSCOM of Ngara comes close to reaching viable utilization rates and is not (yet) plagued by internal or external difficulties or setbacks. The CSCOM of Ngara was the only one that has been running for only 6 months when reviewed, which does limit the validity of the conclusions. As mentioned, previous experience shows that many CSCOMs start off very promising but utilization rates tend to fall after a period. In addition, the rain season, which was not included in the Ngara review, usually causes a lower utilization average, because of the more difficult accessibility of the CSCOMs when the unpaved roads turn into a swamp-like terrain and only the sturdiest four-wheel drives manage to master the mud. 

The general research findings are summarized in Table 1.

Many of the causes that were indicated by the respondents apply to all of the centres. The focus is in this analysis on the causes that apply to the majority of the under used CSCOMs. The causes will be identified according to the revised model of health care utilization. The model distinguishes between factors relating to population characteristics and factors relating to the health care system .  The population characteristics factors are broken down into health beliefs and social structure as part of predisposing factors and the enabling factors family and community resources. 

The first important factor that is classified under the predisposing, social structure factor of utilisation is, with the exception of Ngara, the presence of  mostly long-time feuds between villages or families. They are among the most common heard reasons not to visit a CSCOM or to refuse adherence to the health area to which a village belongs. Family and village networks in rural Mali are so strongly present in a society that relies on traditions and history. From a policy point of view they are  very difficult to influence: the mutability, i.e. the potential to change social structures, in this case family and village feuds, is low as Anderson (1995) would put it. Policies or actions targeted to change social structure or village or family attitudes usually do not fall within the competencies of the government agencies and have disappointing effects when the social control of the state on society, especially when the society is distant, rural and traditional is so limited ( Migdal, 1989).

The second factor of under utilization, the tendency of the community in the Dioila district to rely on informal health care, is  related to health beliefs, in our model classified under the predisposing characteristics of the population.  While not targeted specifically in this research it is present and visible in everyday life in Mali. Informal health care includes auto-medication, delivery at home and resorting to a traditional healer or traditional medication. At almost every village markets at least one merchant will be found selling prescription drugs like antibiotics, with some even out of date. Although illegal, no measures are taken against it, so people continue to buy medication at the market. There are also numerous stalls to be found selling alternative or traditional items for medical purposes like bat skins, herbs, monkey skulls etc. They are called Gri Gri and still enjoy popularity. Moreover, in each village there are women with experience delivering babies and in a number of cases people prefer to have their babies delivered at home by one of the experienced, but not professionally active village midwife or matrone.  

The third factor of under utilization that is mentioned directly or can be deducted from the findings is related to the competency of the health provider, notably, the performing nurse or nurse’s aid. In our model this refers to the resources, specifically the human resources of the health care system that causes under utilization of health care. In line with previous studies,  this limited research also has some reason to assume a positive relationship between poor performing CSCOMs  and the qualifications and experience of the nurses treating the patients. In the case of Banco the experienced and qualified nurse is outmatched by the neighbouring CSCOM in Ngolodougou, who is staffed by a qualified medical practitioner. Kolla and Wacoro have nurse’s aides, with little experience and only 1 year of training/ education. The relatively well running CSCOM of Ngara has a qualified and experienced nurse. It would be interesting to keep track of the utilization levels at Ngara with an under-qualified inexperienced nurse’s aide replacing the current qualified nurse. 

In order to improve the quality of the staff more has to be done to prevent staff from seeking employment at the regional or national levels or at donors. This obviously has to do with payment, job security and other job benefits. In terms of the model used here, poor health care system (human) resources impede the utilization of health services. Fortunately these factors have a high degree of mutability: training of nurses and ASACO board members can be improved, and to some extent even wages, but it does require funding and organization, be it from the state, through donor organizations or by finding other sources to fund the CSCOM outside the cost recovery. 

Proposals have been made on the district level to initiate a quota system, whereby each participating village offers a fixed contribution to make the CSCOM viable. In principle all ASACOs have the discretionary power to find other sources of income outside the regular cost recovery. Apart from the level of human resources available as a factor to explain under utilization, the limited availability of medical related resources, like essential drugs and 

proper equipment like running water and electricity, can also contribute to the overall experience of quality of medical services. Since patients pay for the services they expect some value for money, which is mostly experienced through the availability of resources at the health centre. . 

The fourth cause mentioned most frequently by respondents can be classified in our model to the organization and policies of the health care system, more specifically the functioning and training of the ASACO board. Although the policies and organization of the health care system seem to be in place, a decent execution, implementation and follow up of the policies fall short. 

The national policy that at least 89 prescribed essential drugs should be present at each centre was flawed: findings show that only around half of the required essential drugs were present at the visited CSCOMs. Though scarcity of essential drugs primarily is a cause that classifies in our model under the available resources of the health care system, a decent level of organization and policies of the health care system should ensure a proper supply of these essential medicine to the  CSCOMs. 

The policy of the Ministry of Health is to train the ASACO board members for 2 days, but all interviewed board members agree that the training was insufficient and that they require more and regular training updates. Updated training would improve the functioning of the ASACO board and could also deal with the apparent tensions that exist in several CSCOMs between staff and board members and between community and board members. 

This confirms the findings on the functioning of ASACOs by Audibert and the Roodenbeke (2005:55).  Providing additional education and training requires however organization and commitment from the side of the Ministry of Health, donor organizations and the executing District Health Centres, i.e. a top- down approach to implementation as it previously used to be. 

It seems that top-down activities and efforts have been completely attenuated with the introduction of the CSCOM and the new health care structures whereby all initiatives and solutions have to come from the community themselves, i.e. bottom up. However, in the case of training and education of staff and ASACO board members this is not a realistic option and the Ministry of Health, the Regional Health Centre and the District Health centres should maintain a pro-active, maintenance oriented role as opposed to a passive, consulting, try-to-deal-with-it-yourself role on those issues that cannot be solved from the side of the communities, i.e. bottom up. These issues usually are related to the area of education, training, supplies, infrastructure and communication.

The fifth cause can also be classified in our model under the organization and policy factor of the health care system. Especially Kolla and Banco suffer from the proximity and availability of competing sources of health care provision. Kolla is relatively accessible to the nearby District health centre/ hospital and under circumstances where patients are seriously ill, they tend to bypass the CSCOM and head straight tot the District health centre in Dioila. Banco suffers from competition from the nearby CSCOM of Ngolodougou, staffed by a medical doctor. CSCOMs can accept visitors from out of the health area, but they usually charge a higher fee. Apparently people are prepared to pay the higher fee in turn for higher quality of service, because the health centres that offer a higher level of  services get a higher number of people from outside  the health area they are supposed to cover ( Kamphorts, 2000).

.

To end this chapter on a brighter note, the average population growth rate in this relatively prosperous district is high, averaging yearly around 3% (and for the 4 researched  areas the growth rate averages even 4% ) and  is still rising (Kamphorst, 2000). Rising rates will mutatis mutandis in the long run increase utilization simply because the population in the health area rises and with it  the need for health. This occurs when growth rates outmatch the improvement in  general health of the population. Even when the previous constraints to care do not improve, the demand for health will improve if  population growth outruns the populations improvement in general health. . Previous research did not take into account the high population growth. 

In the next and final chapter, chapter 5, we will come to the conclusions and to the recommendations.      

	Table 1: Summary of the findings of the 4 CSCOMs/CSAR

 in the Dioila district


	Predisposing  factor:

Social Structure/ Health beliefs
	Health Care System:

Resources
	Health Care System:

Policies & Organization

	CSCOM/

CSAR
	Health Area

Population

1999
	Utilization    rate
	Village Feud
	Nurse: Fully Qualified/ 

Experience 
	%

Essential

Drugs available
	Re-supply

Frequency of 

Drugs
	# Meetings ASACO only

 vs ASACO+Village Assembly 
	Co-operation with 

Community Council

	KOLLA
	6355
	50%
	YES
	NO/1yr
	42%
	4X/year and on command


	Monthly

vs

4X/year
	Rudimentary

	NGARA
	7706
	86%
	NO
	YES/5yr
	48%
	3X/year
	Monthly

Vs

4X/year
	Not yet established

	Wacoro
	9359
	55%
	NO
	NO/4yr
	47%
	3X/year
	Monthly

Vs

2X/year
	Established and Frequent

	BANCO
	17722
	52%
	YES
	YES/6 yr
	35%
	3X/year
	Monthly

Vs

2X/year
	Rudimentary


Chapter 5 CONCLUSIONS AND RECOMMENDATIONS
The objective of this study is to investigate the causes why Primary Health care facilities in the district of Dioila are under utilized. Under utilization is a problem that is present not only in Mali but throughout Africa, despite intensive efforts to improve service delivery over the past decade. 

Mali has replaced and restructured its dysfunctional hierarchical health care system with a community based health care system that brings primary health care closer to the community and is run by the community. The CSCOM ( Centre de Santé Communautaire) health centre is theoretically not more than 15 kilometres away from any village and are based on a private, not for profit cost recovery principle: running cost are covered by user fees. The CSCOM is run by a board called the ASACO ( Association de Santé Communautaire) who are volunteered representatives of the village community.

This study has focused on 4 CSCOMs in the Dioila district: Kolla, Ngara, Wacoro and Dioila, the latter being a revived public health centre (Centre Communautaire d’Arrondissement Revitalisé). The study confirms the under utilization of the 4 CSCOMs, whereby one recently installed CSCOM, that of Ngara, comes close to the cost-recovery break-even point rate of utilization. Given its short existence and the fact that utilization figures during the rainy season were excluded, together with the pending replacement of the qualified and experienced nurse, conclusions drawn from the findings of the Ngara CSCOM are considered premature.

To structure the causes of under utilization of the CSCOM a model has been devised, based on the model by Anderson (1995), which identifies the causes impeding or facilitating utilization. They are categorized into causes that are related to population characteristics and to causes related to the health care system.  

5.1
The research question: causes of under utilization

The research in this study shows that at least five major causes can be identified that have a significant negative impact on utilization rates. These causes are the answer to the research question posed in Chapter 1: 

Why have community health care institutions, i.c. the Centres de Santé Communautaire, in the rural district of Dioila, Mali, not been able to achieve viable utilization rates and how can these rates be improved? 

The causes are classified in accordance with the model used in this research. The first two causes refer to the social structure and to existing health beliefs as predisposing factors of the population characteristics. The third factor relates to the resources available to the health care system. The fourth and fifth factor relate to the organization and policies of the health care system.   

Firstly, long time village and family feuds have a significant impact on the choices people make to go to a certain CSCOM. In almost all the CSCOMs these feuds are present in everyday life. The feuds are identified in the model as social structures, which fall under the predisposing population characteristics. They are usually not easily subject to behavioural change through policy measures.

Secondly, the inhabitants of the Dioila district still rely for a substantial part on informal health care, including auto-medication through drugs available on the black market, traditional medicine and the reliance on the local village midwife. 

Thirdly, the quality of the health service provider, specifically the qualifications and experience of the performing staff, has a significant impact on service utilization. With utilizations rates at very low levels, CSCOM staff unfortunately are underpaid which  is cause for staff instability and frequent transfers to better paying positions at government or donor organizations. This has lead to the decision by the Ministry of Health that, given the scarcity of fully qualified nurses, CSCOMs can also be staffed by a nurse’s aid, who only has had a one-year training. This has had its impact on the quality marketing and goodwill of the CSCOM. 

Fourth, related to the quality aspect of the health service provider, the proximity of competing, usually better qualified health care services can have a detrimental effect on utilization rates. Both the Kolla and Banco health centres suffer from low utilization rates because people prefer to walk the extra mile for a service, which is expected to be much higher in quality. In the case of Kolla , people prefer to visit the District health centre in Dioila, staffed by physicians, and in the case of Banco members prefer to go to the Ngolodougou CSCOM, staffed by a doctor.    

Fifth, ASACO board members who manage the CSCOMs all have indicated not to be adequately trained for the job which can well explain many frictions that exist between ASACO board, community members and CSCOM staff. They might also well be trained to contribute in settling village and family feuds.  

5.2
Limitations of the research

Before coming to the recommendations, the limitations of the research are not to be ignored. The framework presented in this study serves as a guideline to gather structure and analyse empirical data.  However, phenomenon not quite captured, explained or accounted for by the limitations of the model can have consequences for the internal validity of the research. Furthermore the construct validity may be hampered by the positively biased responses of the interviewed respondents. Most of the interviewed, like the ASACO board members, are stakeholders, have personally invested in the CSCOM or are in some way overtly or covertly involved. The impression has been that criticism on a community health care institution recently set up in which most of the respondents have some kind of interest, and who live as  part of a strong, protective social network,  was only rarely or indirectly expressed. They remained mostly hidden. To quote James C. Scott and his concept of hidden transcript in this respect ( Scott, 1990) : “Every subordinate group creates, out of his ordeal, a “hidden transcript” that represents a critique of power and rules spoken behind the back of the dominant……The hidden transcript is however typically expressed openly, albeit in disguised form”.   

The limited number of CSCOMS researched may restrict external validity. Already was mentioned the limited existence of six months of the CSCOM of Ngara. Due to limited availability of funds and the difficult environmental circumstances only 4 out of the by 1999 11 operational CSCOMS in the Dioila district have been researched. This has several reasons. To travel from one village to another over abysmally poor road infrastructure appears to make travel time and distances much longer. In addition, local motorized transport (e.g. the taxi brousse, an open pick up truck privately run) proved to be highly unreliable, not to mention the discomfort and lack of safety issues. To illustrate this, on all the 4 visits made the motorized means of transportation eventually broke down, causing all passengers to be forced to walk great distances in the scorching heat  (around 42 degrees Celsius) under the African sun. 

Moreover, villages that do not have a regular weekly market are not served by any means of public transportation. Most popular private transportation means that can be observed are the slow yet extremely reliable donkey with carriage, the bicycle, the moped/ motorcycle and of course plain walking. Cars and 4X4s are the exclusive prerogative of the affluent few and the expatriates. 

5.3
Recommendations

Finally and in  response to the causes identified several recommendations are drawn:   

· A more pro-active role for the involved government agencies, specifically the ESSC in response to the problems related to improving the functioning and capacity of the ASACO board. 

When ASACO boards are faced with problems beyond their competency and control it, should be addressed by the district and regional authorities (specifically the ESSC, Equipe Socio Sanitaire) who then take pro-active action in dealing with that issue. For instance, additional training and education on a regular basis, refresher courses for both ASACO members and CSCOM staff would greatly contribute to improving the quality of service of the CSCOM. Moreover, if properly trained for it, ASACO boards can play an important role in settling village feuds. As various sources confirm,  the financial means to invest in human resource are present in Mali; the majority of donor funding are funds intended for education and training purposes.  

· Promoting the use of additional sources of income outside the cost recovery, regulated by the ASACO board.

A quota system implies fixed contributions from adhering villages to the CSCOM to cover its losses. ASACO board members would be responsible in managing the additional income. Cooperating with the city council contributing through a communal tax is another possible source of income. Therefore, city council and ASACO must come to an understanding by defining clearly each others competencies. 

· Introducing a system of solidarity or prepaid health benefit programme

A prepaid health benefit program implies for instance providing a 10 consultation  punch card  to freely visit CSCOMs in the district. This should be withdrawn from the main source of income in the area the CMDT ( state run cotton company) salary. The money withdrawn from the salary could go into a fund that yearly will be redistributed to those CSCOMs that have the lowest utilization rates, thus creating a redistributive effect in favour of CSCOMs struggling for survival. . Next it could be considered to create a solidarity fund for  sustained under utilized CSCOMs within the district. The profit making CSCOMs would have to be prepared to offer part of their profits for this fund. Given the presence of village and family feuds, it is highly questionable if profit making CSCOMs will be prepared to do this. 
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Mali at a glance
	Introduction
	Mali


	Background:
	The Sudanese Republic and Senegal became independent of France in 1960 as the Mali Federation. When Senegal withdrew after only a few months, what formerly made up the Sudanese Republic was renamed Mali. Rule by dictatorship was brought to a close in 1991 by a coup that ushered in democratic government. President Alpha KONARE won Mali's first democratic presidential election in 1992 and was re-elected in 1997. In keeping with Mali's two-term constitutional limit, KONARE stepped down in 2002 and was succeeded by Amadou TOURE. 


	Geography
	Mali


	Location:
	Western Africa, southwest of Algeria 

	Geographic coordinates:
	17 00 N, 4 00 W 

	Map references:
	Africa 

	Area:
	total: 1.24 million sq km 
land: 1.22 million sq km 
water: 20,000 sq km 

	Area - comparative:
	slightly less than twice the size of Texas 

	Land boundaries:
	total: 7,243 km 
border countries: Algeria 1,376 km, Burkina Faso 1,000 km, Guinea 858 km, Cote d'Ivoire 532 km, Mauritania 2,237 km, Niger 821 km, Senegal 419 km 

	Coastline:
	0 km (landlocked) 

	Maritime claims:
	none (landlocked) 

	Climate:
	subtropical to arid; hot and dry (February to June); rainy, humid, and mild (June to November); cool and dry (November to February) 

	Terrain:
	mostly flat to rolling northern plains covered by sand; savanna in south, rugged hills in northeast 

	Elevation extremes:
	lowest point: Senegal River 23 m 
highest point: Hombori Tondo 1,155 m 

	Natural resources:
	gold, phosphates, kaolin, salt, limestone, uranium, gypsum, granite, hydropower 
note: bauxite, iron ore, manganese, tin, and copper deposits are known but not exploited 

	Land use:
	arable land: 3.76% 
permanent crops: 0.03% 
other: 96.21% (2005) 

	Irrigated land:
	2,360 sq km (2003) 

	Natural hazards:
	hot, dust-laden harmattan haze common during dry seasons; recurring droughts; occasional Niger River flooding 

	Environment - current issues:
	deforestation; soil erosion; desertification; inadequate supplies of potable water; poaching 

	Environment - international agreements:
	party to: Biodiversity, Climate Change, Climate Change-Kyoto Protocol, Desertification, Endangered Species, Hazardous Wastes, Law of the Sea, Ozone Layer Protection, Wetlands, Whaling 
signed, but not ratified: none of the selected agreements 

	Geography - note:
	landlocked; divided into three natural zones: the southern, cultivated Sudanese; the central, semiarid Sahelian; and the northern, arid Saharan 


	People
	Mali


	Population:
	11,995,402 (July 2007 est.) 

	Age structure:
	0-14 years: 48.2% (male 2,921,914/female 2,853,976) 
15-64 years: 48.8% (male 2,891,494/female 2,959,142) 
65 years and over: 3.1% (male 149,301/female 219,575) (2007 est.) 

	Median age:
	total: 15.9 years 
male: 15.4 years 
female: 16.3 years (2007 est.) 

	Population growth rate:
	2.681% (2007 est.) 

	Birth rate:
	49.61 births/1,000 population (2007 est.) 

	Death rate:
	16.51 deaths/1,000 population (2007 est.) 

	Net migration rate:
	-6.28 migrant(s)/1,000 population (2007 est.) 

	Sex ratio:
	at birth: 1.03 male(s)/female 
under 15 years: 1.024 male(s)/female 
15-64 years: 0.977 male(s)/female 
65 years and over: 0.68 male(s)/female 
total population: 0.988 male(s)/female (2007 est.) 

	Infant mortality rate:
	total: 105.65 deaths/1,000 live births 
male: 115.29 deaths/1,000 live births 
female: 95.72 deaths/1,000 live births (2007 est.) 

	Life expectancy at birth:
	total population: 49.51 years 
male: 47.6 years 
female: 51.46 years (2007 est.) 

	Total fertility rate:
	7.38 children born/woman (2007 est.) 

	HIV/AIDS - adult prevalence rate:
	1.9% (2003 est.) 

	HIV/AIDS - people living with HIV/AIDS:
	140,000 (2003 est.) 

	HIV/AIDS - deaths:
	12,000 (2003 est.) 

	Major infectious diseases:
	degree of risk: very high 
food or waterborne diseases: bacterial and protozoal diarrhea, hepatitis A, and typhoid fever 
vectorborne disease: malaria is a high risk in some locations 
water contact disease: schistosomiasis 
respiratory disease: meningococcal meningitis (2007) 

	Nationality:
	noun: Malian(s) 
adjective: Malian 

	Ethnic groups:
	Mande 50% (Bambara, Malinke, Soninke), Peul 17%, Voltaic 12%, Songhai 6%, Tuareg and Moor 10%, other 5% 

	Religions:
	Muslim 90%, Christian 1%, indigenous beliefs 9% 

	Languages:
	French (official), Bambara 80%, numerous African languages 

	Literacy:
	definition: age 15 and over can read and write 
total population: 46.4% 
male: 53.5% 
female: 39.6% (2003 est.) 


	Government
	Mali


	Country name:
	conventional long form: Republic of Mali 
conventional short form: Mali 
local long form: Republique de Mali 
local short form: Mali 
former: French Sudan and Sudanese Republic 

	Government type:
	republic 

	Capital:
	name: Bamako 
geographic coordinates: 12 39 N, 8 00 W 
time difference: UTC 0 (5 hours ahead of Washington, DC during Standard Time) 

	Administrative divisions:
	8 regions (regions, singular - region); Gao, Kayes, Kidal, Koulikoro, Mopti, Segou, Sikasso, Tombouctou 

	Independence:
	22 September 1960 (from France) 

	National holiday:
	Independence Day, 22 September (1960) 

	Constitution:
	adopted 12 January 1992 

	Legal system:
	based on French civil law system and customary law; judicial review of legislative acts in Constitutional Court; has not accepted compulsory ICJ jurisdiction 

	Suffrage:
	18 years of age; universal 

	Executive branch:
	chief of state: President Amadou Toumani TOURE (since 8 June 2002) 
head of government: Prime Minister Ousmane Issoufi MAIGA (since 30 April 2004) 
cabinet: Council of Ministers appointed by the prime minister 
elections: president elected by popular vote for a five-year term (eligible for a second term); election last held 29 April 2007 (next to be held April in 2012); prime minister appointed by the president 
election results: Amadou Toumani TOURE reelected president; percent of vote - Amadou Toumani TOURE 71.2%, Ibrahim Boubacar KEITA 19.2%, other 9.6% 

	Legislative branch:
	unicameral National Assembly or Assemblee Nationale (147 seats; members elected by popular vote to serve five-year terms) 
elections: last held 14 and 28 July 2002 (next to be held in July 2007) 
election results: percent of vote by party - NA; seats by party - Hope 2002 coalition 66 (including RPM 42, CNID 10, MPR 3, and other 11), ADEMA 51, other 30 

	Judicial branch:
	Supreme Court or Cour Supreme 

	Economy
	Mali


	Economy - overview:
	Mali is among the poorest countries in the world, with 65% of its land area desert or semidesert and with a highly unequal distribution of income. Economic activity is largely confined to the riverine area irrigated by the Niger. About 10% of the population is nomadic and some 80% of the labor force is engaged in farming and fishing. Industrial activity is concentrated on processing farm commodities. Mali is heavily dependent on foreign aid and vulnerable to fluctuations in world prices for cotton, its main export, along with gold. The government has continued its successful implementation of an IMF-recommended structural adjustment program that is helping the economy grow, diversify, and attract foreign investment. Mali's adherence to economic reform and the 50% devaluation of the CFA franc in January 1994 have pushed up economic growth to a sturdy 5% average in 1996-2006. Worker remittances and external trade routes for the landlocked country have been jeopardized by continued unrest in neighboring Cote d'Ivoire. 

	GDP (purchasing power parity):
	$14.77 billion (2006 est.) 

	GDP (official exchange rate):
	$5.847 billion (2006 est.) 

	GDP - real growth rate:
	5.1% (2006 est.) 

	GDP - per capita (PPP):
	$1,300 (2006 est.) 

	GDP - composition by sector:
	agriculture: 45% 
industry: 17% 
services: 38% (2001 est.) 

	Labor force:
	3.93 million (2001 est.) 

	Labor force - by occupation:
	agriculture: 80% 
industry and services: 20% (2001 est.) 

	Unemployment rate:
	14.6% (2001 est.) 

	Population below poverty line:
	64% (2001 est.) 


Source: CIA world Factbook 2006

APPENDIX II

Legal Constituency of the CSCOM and the ASACO
Selective articles of the Inter Ministerial Decree No 5092/MSPA-MATS-MF determining the conditions of the creation of CSCOM and their modes of governance of socio sanitary services of district, commune and CSCOM 

Art.2 In accordance to the section wide health care and peoples policy, the peoples organized in the ASACO (Association de Santé Communautaire) participate in its installation and assure the management of the CSCOM

Art. 3 The CSCOM is a sanitary unit of the primary level created on the basis of involvement of a defined population and organized within the ASACO to respond in an efficient manner to health problems

Art .4 The CSCOM is composed of a dispensary, maternity and a depot for Essential Drugs

Art. 5 The minimal required qualification for the Technical Manager of the CSCOM is that of a nurse in first cycle.
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 Figure 3: Overview of  Primary Health Care and Related Structures in Mali
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� In the early days of French colonization Mali’s territory changed several times. From 1880 till 1890 it was called Haute-Fleuve. From 1890-1899 it was called French Soudan. Then, successively it changed to Upper Senegal-Middle Niger (1899-1902), Sénégambia-Niger (1902-1904), Upper Sénégal-Niger (1904-1920) and again back to French Sudan (1920-1958).  


� Urban communes already existed  since 1980, yet restricted to the capital of Bamako
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